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Gender Dysphoria in Children 
American College of Pediatricians — November 2018 

ABSTRACT: Gender dysphoria (GD) of childhood describes a psychological condition in which children 
experience a marked incongruence between their experienced gender and the gender associated with their 
biological sex. When this occurs in the pre—pubertal child, GD resolves in the vast majority of patients by 
late adolescence. Currently there is a vigorous, albeit suppressed, debate among physicians, therapists, 
and academics regarding what is fast becoming the new treatment standard for CD in children. This new 
paradigm is rooted in the assumption that GD is innate, and involves pubertal suppression with 
gonadotropin releasing hormone (GnRI-I) agonists followed by the use of cross-sex hormones—a 
combination that results in the sterility of minors. A review of the current literature suggests that this 
protocol is founded upon an unscientific gender ideology, lacks an evidence base, and violates the long- 
standing ethical principle of “First do no harm.” 

Gender Dysphoria in Children: This Debate Concerns More than Science 

Gender is a term that refers to the psychological and cultural characteristics associated with biological sex.1 It is 
a psychological concept and sociological term, not a biological one. Gender identity refers to an individual’s 
awareness of being male or female and is sometimes referred to as an individual’s “experienced gender.” Gender 
dysphoria (GD) in children describes a psychological condition in which they experience marked incongruence 
between their experienced gender and the gender associated with their biological sex. They ofien express the 

belief that they are the opposite sex.2 The prevalence rates of GD among children has been estimated to be less 

than 1%.3 Sex diiferences in rate of referrals to specialty clinics vary by age. In pre-pubertal children, the ratio 
of boys to girls ranges from 2:1 to 45:1. In adolescents, the sex ratio is close to parity; in adults, the ratio of 
males to females range from 1:1 to 6.1212 

The debate over how to treat children with GD is primarily an ethical dispute; one that concerns physician 
worldview as much as science. Medicine does not occur in a moral vacuum; every therapeutic action or inaction 
is the result of a moral judgment of some kind that arises from the physician’s philosophical worldview.
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Medicine also does not occur in a political vacuum and being on the wrong side of sexual politics can have 
severe consequences for individuals who hold the politically incorrect View. 

As an example, Dr. Kenneth Zucker, long acknowledged as a foremost authority on gender identity issues in 
children, has also been a lifelong advocate for gay and transgender rights. However, much to the consternation 
of adult transgender activists, Zucker believes that gender—dysphoric pre—pubertal children are best served by 
helping them align their gender identity with their anatomic sex. This view ultimately cost him his 30—year 

directorship of the Child Youth and Family Gender Identity Clinic (GIC) at the Center for Addiction and Mental 

Health in Toronto.4’5 

Many critics of pubertal suppression hold a modernist teleological worldview. They find it self-evident that there 
is a pmposeful design to human nature, and that cooperation with this design leads to human floun'shing Others, 
however, identify as post-modemists who reject teleology. What unites the two groups is a traditional 
interpretation of “First do no harm.” For example, there is a growing online community of gay-affinning 
physicians, mental health professionals, and academics with a webpage entitled “First, do no harm: youth trans 
critical professionals.” They write: 

We are concerned about the current trend to quickly diagnose and afi‘irm young people as transgender, often 
setting them down a path toward medical transition... We feel that unnecessary surgeries and/or hormonal 
treatments which have not been proven safe in the long-term represent significant risks for young people. 
Policies that encourage—either directly or indirectly—such medical treatment fizr young people who may not be 

able to evaluate the risks and benefits are highly suspect, in our opinion.6 

Advocates of the medical interventionist paradigm, in contrast, are also post-modernists but hold a subjective 
view of “First do no harm.” Dr. Johanna Olson-Kennedy, an adolescent medicine specialist at Children’s 
Hospital Los Angeles, and leader in pediatric gender transitioning, has stated that “[First do no harm] is really 
subjective. [H]istodcally we come from a very paternalistic perspective... [in which] doctors are really given the 
purview of deciding what is going to be harmful and what isn’t. And that, in the world of gender, is really 
problematic.”7 Not only does she claim that “First do no harm” is subjective, but she later also states that it 
should be left to the child decide what constitutes harm based upon their own subjective thoughts and 

feelings.7 Given the cognitive and experiential immaturity of the child and adolescent, the American College of 
Pediatricians (ACPeds) finds this highly problematic and unethical. 

Gender dysphoria as the result of an innate internal sexed identity 

Professor of social work, Dr. William Brennan, has written that “[t]he power of language to color one’s view of 
reality is profound.”8 It is for this reason that linguistic engineen'ng always precedes social engineering — even 
in medicine. Many hold the mistaken belief that gender once meant biological sex. Though the terms are often 

used interchangeably they were never truly synonymousg’10 Feminists of the late 1960’s and 1970’s used gender 
to refer to a “social sex” that could differ from one’s “biological sex” in order to overcome unjust discrimination 
against women rooted in sex stereotypes. These feminists are largely responsible for mainstreaming the use of 
the word gender in place of sex. More recently, in an attempt to eliminate heteronormativity, queer theorists have 
expanded gender into an excess of 50 categories by merging the concept of a social sex with sexual 

attractions.9 However, neither usage reflects the original meaning of the term. 

Prior to the 19505, gender meant male or female, but applied only to grammar not persons.9’10 Latin based 
languages categorize nouns and their modifiers as masculine or feminine and for this reason are still referred to 
as having a gender. This changed during the 19505 and 19605 as sexologists realized that their sex reassignment 
agenda could not be sufficiently defended using the words sex and 1Ianssexua1. From a purely scientific 
standpoint, human beings possess a biologically determined sex and innate sex differences. No sexologist could 
actually change a person’s genes through hormones and surgery. Sex change is objectively impossible. Their 
solution was to hijack the word gender and infuse it with a new meaning that applied to persons.

Case 4:23-cv-00114-RH-MAF   Document 192-14   Filed 11/07/23   Page 9 of 100



John Money, PhD was among the most prominent of these sexologists who redefined gender to mean “the social 

performance indicative of an internal sexed identity”. 10 In essence, these sexologists invented the ideological 
foundation necessary to justify their treatment of transsexualism with sex reassignment surgery and called it 
gender. It is this man-made ideology of an innate and immutable “intemal sexed identity” that now dominates 
mainstream medicine, psychiatxy and academia. This linguistic history makes it clear that gender is not and 
never has been a biological or scientific entity. Rather, gender is a socially and politically constructed concept. 

In their “Overview of Gender Development and Gender Nonconformity in Children and Adolescents,” Forcier 
and Olson—Kennedy dismiss the binary model of human sexuality as “ideology” and present an “alternate 
perspective” of “innate gender identity” that presents along a “gender continuum.” They recommend that 
pediatricians tell parents that a child’s “real gendel” is what he or she feels it to be because “a child’s brain and 

body may not be on the same page.”11 

Forcier and Olson-Kennedy’s claim of an innate discordance between a child’s brain and the rest of the body 
derives fi-om diffusion-weighted MRI scans that demonstrate the pubertal testosterone surge in boys increases 
white matter volume, as well as from brain studies of adults who identify as transgender. A study by Rametti and 
colleagues found that the white matter microstructure of the brains of female-to-male (F M) transsexual adults, 

who had not begun testosterone treatment, more closely resembled that of men than that of women. 12 Other 
diffusion—weighted MRI studies have concluded that the white matter microstructure in both FtM and male-to- 

female (MtF) transsexuals falls halfway between that of genetic females and males.13 These and more recent 
studies, however, fail to prove causation due to several design flaws. A properly designed brain difi‘crence study 
needs to be prospective and longitudinal; it would require a large randomly selected population based sample of 
a fixed set of individuals, would follow them with serial brain imaging from infancy through adulthood, and 
would have to be replicated. Not one brain study to date meets a single one of these requirements to be 
considered rigorous research design. Even if they did, causation would not be certain due to neuroplasticity. 

N europlasticity 

Neuroplasticity is the well-established phenomenon in which thinking and behavior alters brain microstructure. 
There is no evidence that people are born with brain microstructures that are forever unalterable, but there is 

significant evidence that experience changes brain microslrructurc.14 Therefore, if scientifically rigorous studies 
ever do identify transgender brain differences, these differences will still more likely be the result of transgender 
behavior rather than its cause. 

More importantly, however, is the fact that the brains of all male infants are masculinized prenatally by their 
own endogenous testosterone, which is secreted from their testes beginning at approximately eight weeks’ 
gestation. Female infants, of course, lack testes, and therefore, do not have their brains masculinized by 
endogenous testosterone.15’16’17 For this reason, barring maternal exposure to androgens or one of the rare 
disorders of sex development (DSDs), boys are not born with feminized brains, and girls are not born with 
masculinized brains. 

Genetic Determinism 

Might gender identity be genetically determined? Behavior geneticists have known for decades that While 
genes influence behavior, they do not hard-wire a person to think, feel, or behave in a pafiicular way. The 
science of epigenetics has established that genes are not analogous to rigid “blueprints” for behavior. Rather, 
humans “develop traits through the dynamic process of gene-environment interaction. .. [genes alone] don’t 

detennine who we are.”18 Regarding the etiology of transgenderism, twin studies of adult transsexuals prove 
definitively that genetic influence is far less than that of environmental factors. 

Twin studies are instrumental in elucidating whether genes or environmental factors conm'bute more 
significantly to a particular 1Iait. Since monozygotic twins are conceived with exactly the same DNA, and 
spontaneous mutations before birth are rare, traits that are solely determined by genes, will manifest in both
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identical twins close to if not exactly 100 percent of the time. Skin color is an example of a trait that identical 
twins share virtually 100 percent of the time because it is solely determined by genes. 

The largest transsexual twin study to date examines 110 twin pairs and was published by Dr. Milton Diamond in 
the May 2013 issue of the International Journal of Transgendcrism.19 Table 5 documents that the number of 
monozygotic twin pairs concordant for transsexualism is greater than that of dizygotic twin pairs. This suggests 
a possible biological predisposition for gender dysphoria. The most significant data entry, however, is the low 
number of concordant monozygotic twin pairs. Only 21 monozygotic twin pairs out of a total of 74 monozygotic 
pairs, or 28 percent, were concordant for transsexualism; the remaining 72 percent of identical twins were 
discordant for transsexualism. 

This means that environmental factors trump any biological predisposition. Environmental factors account for 
nearly 75 percent of what causes transsexualism in one twin and not in the other; and since identical twins 
develop in the same uterus, non—shared post—birth experiences are likely to have a greater influence than the 
prenatal environment. A high 72 percent discordance rate among identical twins proves that no one is born pre- 
determined to have gender dysphoria let alone predetermined to identify as transgender or transsexual. 

This is what would be expected given the dramatic rates of resolution of gender dysphon'a documented among 
children when they are not encouraged to impersonate the opposite sex. The low concordance rate also supports 
the theory that persistent GD is due predominantly to the impact of non-shared environmental influences upon 
certain biologically vulnerable children. To be clean, twin studies alone establish that the “alternative 
perspective” of an “innate gender identity” trapped in the wrong body is in fact an ideological belief that has no 
basis in rigorous science. 

A teleological binary view of human sexuality, in contrast, is compatible with biological reality. The norm for 
human design is to be conceived either male or female. Sex chromosome pairs “XY” and “XX” are genetic 
determinants of sex, male and female, respectively. They are not genetic markers of a disordered body or birth 
defect. Human sexuality is binary by design with the purpose being the reproduction of our species. This 
principle is self-evident, Barring one of the rare disorders of sex development (DSD), no infant is “assigned” a 
sex or a gender at birth. Sex declares itself anatomically in utero and is clearly evident and acknowledged at 
birth. 

Disorders of sex development (DSDs), including but not limited to androgen insensitivity syndrome and 

congenital adrenal hyperplasia, affect less than 0.02 percent of the population.20 These disorders are all 
medically identifiable deviations from the human binary sexual norm. Unlike individuals with a normal 
genotype and hormonal axis who identify as “u‘ansgender,” those with DSDs have an innate biological 
condition. Sex assignment in individuals with DSDs can be complex and depends on a variety of genetic, 
honnonal, and physical factors. Nevertheless, the 2006 consensus statement of the Intersex Society of North 
America did not endorse DSD as a third sex.21 

Post-natal Factors Predominate in the Development and Persistence of GD 

Identical twin studies demonstrate that environmental factors, especially post-natal non-shared events, 
predominate in the development and persistence of gender dysphoria. This is not surprising since it is well 
accepted that a child’s emotional and psychological development is impacted by positive and negative 
experiences from infancy forward. Family and peer relationships, one’s school and neighborhood, the experience 
of any form of abuse, media exposure, chronic illness, war, and natural disasters are all examples of 
environmental factors that impact an individual’s emotional, social, and psychological development. There is no 
single family dynamic, social situation, adverse event, or combination thereof that has been found to destine any 
child to develop GD. This fact, together with twin studies, suggests that there are many paths that may lead to 
GD in certain predisposed children. 

The literature regarding the etiology and psychotherapeutic treatment of childhood GD is heavily based upon 
clinical case studies. These studies suggest that social reinforcement, parental psychopathology, family

Case 4:23-cv-00114-RH-MAF   Document 192-14   Filed 11/07/23   Page 11 of 100



dynamics, and social contagion —faci1itated by mainstream and social media, all contribute to the development 
and/or persistence of GD in some vulnerable children. There may be other as yet unrecognized contributing 
factors as well. 

Most parents of children with GD recall their initial reactions to their child’s cross-sex dressing and other cross- 
sex behaviors to have been tolerance and/or encouragement. Sometimes parental psychopathology is at the root 
of the social reinforcement. For example, among mothers of boys with GD who had desired daughters, a small 
subgroup experienced what has been termed “pathologic gender mourning.” Within this subgroup the mother’s 
desire for a daughter was acted out by the mother actively cross-dressing her son as a girl. These mothers 
typically suffered fi'om severe depression that was relieved when their sons dressed and acted in a feminine 

manner.” 

A large body of clinical literature documents that fathers of feminine boys report spending less time with their 
sons between the ages of two and five as compared with fathers of control boys. This is consistent with data that 
shows feminine boys feel closer to their mothers than to their fathers. In his clinical studies of boys with GD, 
Stoller observed that most had an overly close relationship with their mother and a distant, peripheral 
relationship with their father. He postulated that GD in boys was a “developmental anest ... in which an 
excessively close and gratifying mother-infant symbiosis, undisturbed by father’s presence, prevents a boy from 

adequately separating himself from his mother’s female body and feminine behavior.”22 

It has also been found that among children with GD, the rate of maternal psychopathology, particularly 
depression and bipolar disorder is “high by any standard.” Additionally, a majority of the fathers of GD boys are 
easily threatened, exhibit difficulty with affect regulation, and possess an inner sense of inadequacy. These 
fathers typically deal with their conflicts by overwork or otherwise distance themselves from their families. 
Most often, the parents fail to support one another, and have difficulty resolving marital conflicts. This produces 
an intensified air of conflict and hostility. In this situation, the boy becomes increasingly unsure about his own 
self-value because of the mother’s withdrawal or anger and the father’s failure to intercede. The boy’s anxiety 
and insecurity intensify, as does his anger, which may all result in his inability to identify with his biological 
SCX.23 

Systematic studies regarding girls with GD and the parent—child relationship have not been conducted. However, 
clinical observations suggest that the relationship between mother and daughter is most often distant and marked 
by conflict, which may lead the daughter to disidentify from the mother. In other cases, masculinity is praised 
while femininity is devalued by the parents. Furthermore, there have been cases in which girls are afraid of their 
fathers who may exhibit volatile anger up to and including abuse toward the mother. A girl may perceive being 
female as unsafe, and psychologically defend against this by feeling that she is really a boy; subconsciously 

believing that if she were a boy she would be safe fi'om and loved by her father.22 

There is evidence that psychopathology and/or developmental diversity may precipitate GD in adolescents, 
particularly among young women. Recent research has documented increasing numbers of adolescents who 
present to adolescent gender identity clinics and request sex reassignment (SR). Kaltiala—Heino and colleagues 
sought to describe the adolescent applicants for legal and medical sex reassignment during the first two years of 
an adolescent gender identity clinic in Finland, in terms of sociodemographic, psychiatn'c, and gender identity 
related factors and adolescent development. They conducted a structured quantitative retrospective chart review 
and qualitative analysis of case files of all adolescent SR applicants who entered the assessment by the end of 
2013. They found that the number of referrals exceeded expectations in light of epidemiological knowledge. 
Natal girls were markedly overrepresented among applicants. Severe psychopathology preceding the onset of 
GD was common. Many youth were on the autism spectrum. These findings do not fit the commonly accepted 
image of a gender dysphoric child. The researchers conclude that treatment guidelines need to consider GD in 

minors in the context of severe psychopathology and developmental difficulties.24 

A recent study has documented an increasing trend among adolescents to self-diagnose as transgender after 
hinges on social media sites such as Tumblr, Reddit, and YouTube.25 This suggests that social contagion may be
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at play. In many schools and communities, there are entire peer groups “coming out” as trans at the same 

time.25 Finally, strong consideration should be given to investigating a causal association between adverse 
childhood events, including sexual abuse, and transgenden'sm. The overlap between childhood gender 

discordance and an adult homosexual orientaflon has long been acknowledged.26 There is also a large body of 
literature documentn a significantly greater prevalence of childhood adverse events and sexual abuse among 
homosexual adults as compared to heterosexual adults. Andrea Roberts and colleagues’ published a study in 
2013 that found “half to all of the elevated risk of childhood abuse among persons with same—sex sexuality 

compared to heterosexuals was due to the effects of abuse on sexuality.”27 It is therefore possible that some 
individuals develop GD and later claim a transgender identity as a result of childhood maltreatment and/or 
sexual abuse. This is an area in need of research. 

GD as an Objective Mental Disorder 

Psychology has increasingly rejected the concept of norms for mental health, focusing instead on emotional 
distress. The American Psychiatric Association (APA), for example, explains in the fifth edition of the 
Diagnostic and Statistical Manual of Mental Disorders (DSM—S) that GD is listed therein not due to the 
discrepancy between the individual’s thoughts and physical reality, but due to the presence of emotional distress 
that hampers social functioning. The DSM-S also notes that a diagnosis is required for insurance companies to 

pay for cross-sex hormones and sex reassignment surgery (SRS) to alleviate the emotional distress of GD. Once 

the distress is relieved, GD is no longer considered a disorder.2 

There are problems with This reasoning. Consider the following examples: a girl with anorexia nervosa has the 
persistent mistaken belief that she is obese; a person with body dysmorphic disorder (BDD) haIbors the 
erroneous conviction that she is ugly; a person with body integrity identity disorder (BIID) identifies as a 

disabled person and feels trapped in a fully functional body. Individuals with BIID are often so distressed by 
their fully capable bodies that they seek surgical amputation of healthy limbs or the surgical severing of their 

spinal cord.28 Dr. Anne Lawrence, who is flansgender, has argued that BBB has many parallels with GD.29 The 
aforementioned false beliefs, like GD, are not merely emotionally distressing for the individuals but also life- 
threatening. In each case, surgery to “affirm” the false assumption (liposuction for anorexia, cosmetic surgery 
for BDD, amputation or surgically induced paraplegia for BIID, sex reassignment surgery for GD) may very 
well alleviate the patient’s emotional distress, but will do nothing to address the underlying psychological 
problem, and may result in the patient’s death. Completely removed from physical reality, the art of 
psychotherapy will diminish as the field of psychology increasingly devolves into a medical interventionist 
specialty, with devastating results for patients. 

Alternatively, a minimal standard could be sought. Normality has been defined as “that which functions 

according to its design.”30 One of the chief functions of the brain is to perceive physical reality. Thoughts that 
are in accordance with physical reality are normal. Thoughts that deviate from physical reality are abnormal—as 
well as potentially hannful to the individual or to others. This is true whether or not the individual who 
possesses the abnormal thoughts feels distress. Aperson’s belief that he is something or someone he is not is, at 

best, a sign of confused thinking; at worst, it is a delusion. Just because a person thinks or feels something does 

not make it so. This would be true even if abnormal thoughts were biologically “hardwired.” 

The norm for human development is for an individual’s thoughts to align with physical reality; for an 
individual’s gender identity to align with biologic sex. People who identify as “feeling like the opposite sex” or 
“somewhere in between” or some other category do not comprise a third sex. They remain biological men or 
biological women. GD is a problem that resides in the mind not in the body. Children with GD do not have a 

disordered body—even though they feel as if they do. Similarly, a child’s distress over developing secondary sex 

characteristics does not mean that pubexty should be treated as a disease to be halted, because puberty is not, in 
fact, a disease. Likewise, although many men with GD express the belief that they are a “feminine essence” 

trapped in a male body, this belief has no scientific basis.
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Until recently, the prevailing worldview with respect to childhood GD was that it reflected abnormal thinking or 
confusion on the par: of the child that may or may not be transient. Consequently, the standard approach was 

either watchful waiting or puxsuit of family and individual psychoi‘.h€:rapy.l’2 The goals of therapy were to 
address familial pathology if it was present, treat any psychosocial morbidities in the child, and aid the child in 
aligning gender identity with biological sex.22’23 Experts on both sides of the pubertal suppression debate agree 
that within this context, 80 percent to 95 percent of children with GD accepted their biological sex by late 

adolescence.31 This worldview began to shift, however, as adult transgender activists increasingly promoted the 

“feminine essence” nanative to secure social acceptance. 10 In 2007, the same year that Boston Children’s 
Hospital opened the nation’s first pediatric gender clinic, Dr. J. Michael Bailey wrote: 

Currently the predominant cultural understanding of male-to-female transsexualism is that all male-to—fiamale 

(MtF) transsexuals are, essentially, women trapped in men 13‘ bodies. This understanding has little scientzfic 
basis, however; and is inconsistent with clinical observations. Ray Blanchard has shown that there are two 
distinct subtypes of MtF transsexuals. Members of one subtype, homosexual transsexuals, are best understood as 
a type of homosexual male. The other subtype, autogynephilic transsexuals, are (via) motivated by the erotic 
desire to become women. The persistence of the predominant cultural understanding, while explicable, is 

damaging to science and to many transsexuals. 32 

As the “feminine essence” View persisted, the suffering of transgender adults was invoked to argue for the urgent 
rescue of children from the same fate by early identification, affirmation, and pubertal suppression. It is now 
alleged that discrimination, violence, psychopathology, and suicide are the direct and inevitable consequences of 
withholding social affirmation and puberty blockers or cross-sex hormones from a gender dysphoric child.33 Yet, 
the fact that 80 percent to 95 percent of gender-dysphoric youth emerge physically and psychologically intact 

afier passing through puberty without social affirmation refines this claim.31 Furthermore, over 90 percent of 
people who die of suicide have a diagnosed mental disorder.3’4 There is no evidence that gender—dysphoric 
children who commit suicide are any different. Therefore, the cornerstone for suicide prevention should be the 
same for them as for all children: early identification and treatment of psychological co-morbidjties. 

Nevertheless, there are now 40 gender clinics across the United States that promote the use of pubertal 
suppression and cross-sex hormones in children. The rationale for suppression is to allow the gender—dysphoric 
child time to explore gender identity flee from the emotional distress triggered by the onset of secondary sex 
characteflstics. The standards followed in these clinics are based on “expert opinion.” There is not a single large, 
randomized, controlled study that documents the alleged benefits and potential harms to gender-dysphoric 
children from pubertal suppression and decades of cross-sex hormone use. Nor is there a single long-term, large, 
randomized, controlled study that compares the outcomes of various psychotherapeutic interventions for 
childhood GD with those of pubertal suppression followed by decades of toxic synthetic steroids. In today’s age 
of “evidence-based medicine,” this should give everyone pause. Of greater concern is that pubertal suppression 
at Tanner Stage 2 (usually 11 years of age) followed by the use of cross-sex hormones will leave these children 

sterile and without gonadal tissue or gametes available for cryo-preservation.35’36’37 

Neuroscience clearly documents that the adolescent brain is cognitively immature and lacks the adult capacity 

needed for risk assessment prior to the early to mid-twenties.38 There is a serious ethical problem with allowing 
irreversible, life-changing procedures to be performed on minors who are too young to give valid consent 
themselves. This ethical requirement of informed consent is fundamental to the practice of medicine, as 

emphasized by the US. Department of Health & Human Services website: “The voluntary consent of the human 

subject is absolutely essen’tial.”39 Moreover, when an individual is sterilized, even as a secondary outcome of 
therapy, lacking full, free, and informed consent, it is a violation of international law.40 

'h'ansgender—Affirming Protocol: What Is the Evidence Base? 

Over the past two decades, Hayes, Inc. has grown to become an internationally recognized research and 
consulting film that evaluates a wide range of medical technologies to determine the impact on patient safety,

Case 4:23-cv-00114-RH-MAF   Document 192-14   Filed 11/07/23   Page 14 of 100



health outcomes, and resource utilization. This corporation conducted a comprehensive review and evaluation of 
the scientific literature regarding the treatment of GD in adults and children in 2014. It concluded that although 
“evidence suggests positive benefits” to the practice of using sex reassignment surgery in gender dysphoric 

adults, “serious limitations [inherent to the research] permit only weak conclusions.”41 Similarly, Hayes, Inc. 
found the practice of using cross-sex hormones for gender dysphoric adults to be based on “very low” quality of 
evidence: 

Statistically significant improvements have not been consistently demonstrated by multiple studies for most 
outcomes. Evidence regarding quality of life and fitnction in male-ta-female (IMF) adults was very sparse. 
Evidence for less comprehensive measures of well—being in adult recipients of cross-sex hormone therapy was 
directly applicable to GD patients but was sparse and/or conflicting. The study designs do not permit 
conclusions of causality and studies generally had weaknesses associated with study execution as well. There 
are potentially long-term safety risks associated with hormone therapy but none have been proven or 

conclusively ruled out. 42 

Regarding treatment of children with GD using gonadotropin releasing hormone (GnRH) agonists and cross-sex 
hormones, Hayes, Inc. awarded its lowest rating indicating that the literature is “too sparse and the studies [that 

exist are] too limited to suggest conclusions.”42 

Gender Clinics Proliferate Across United States Despite Lack of Medical Evidence 

In 2007 Dr. Norman Spank, a pediatric endocrinologist and founder of the nation’s first gender clinic at Boston 

Children’s Hospital, launched the pubertal suppression paradigm in the United States.43 It consists of first 
afl'nming the child’s false self-concept by instituting name and pronoun changes, and facilitating the 
impersonation of the opposite sex within and outside of the home. Next, puberty is suppressed via GnRH 
agonists as early as age 11 years, and then finally, patients may graduate to cross—sex hormones at age 16 in 

preparation for sex-reassignment surgery as an older adolescent or adult.44 Endocn'ne Society guidelines 
currently prohibit the use of cross-sex hormones before age 16 but this prohibition is being 

reconsidered.45 Some gender specialists are already bypassing pubertal suppression and instead putting children 

as young as 11 years old directly onto cross-sex hormones.46 The rationale is that the child will experience the 
pubertal development of the desired sex and thereby avoid the iatrogenic emotional distress from maintaining a 

pre—pubertal appearance as peers progress along their natural pubertal trajectory. 

In 2014 there were 24 gender clinics clustered chiefly along the East Coast and in California; one year later there 
were 40 across the nation. Dr. Ximena Lopez, a pediam'c endocrinologist at Children’s Medical Center Dallas, 
and a member of that program’s GENdcr Education and Care, Interdisciplinary Support program (Genecis) 
stated, “[Use of this protocol is] growing really fast. And the main reason is [that] parents are demanding it and 

bringing patients to the door of pediatric eudocrinologists because they know this is available.”47 Notice, 
the main reason for the protocol’s increased use is parent demand; not evidence—based medicine. 

Risks of GnRH Agonists 

The GnRH agonists used for pubertal suppression in gender dysphoric children include two that are approved for 
the treatment of precocious puberty: leuprolide by intramuscular injection with monthly or once every three 

month dosing formulations, and histrelin, a subcutaneous implant with yearly dosing.36 In addition to preventing 
the development of secondary sex characteu'stics, GnRH agonists arrest bone growth, decrease bone accretion, 
prevent the sex—steroid dependent organization and maturation of the adolescent brain, and inhibit feltility by 
preventing the development of gonadal tissue and mature gametes for the duration of treatment. If the child 

discontinues the GnRH agonists, puberty will ensue.36’44 Consequently, the Endocrine Society maintains that 
GnRH agonists, as well as living socially as the opposite sex, are fully reversible interventions that carry no risk 

of permanent harm to children.44 However, social learning theory, neuroscience, and the single long-term 
follow-up study of adolescents who have received pubertal suppression described below challenge this claim.
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In a follow-up study of their first 70 pre—pubertal candidates to receive puberty suppression, de Vries and 
colleagues documented that all subjects eventually embraced a transgender identity and requested cross-sex 

hormones.48 This is cause for concern. Normally, 80 percent to 95 percent of pre—pubertal youth with GD do not 
persist in their GD. To have 100 percent of pure-pubertal children choose cross-sex hormones suggests that the 
protocol itself inevitably leads the individual to identify as transgender. 

There is an obvious self-fulfilling nature to encouraging a young child with GD to socially impersonate the 
opposite sex and then institute pubertal suppression. Purely from a social learning point of View, the repeated 
behavior of impersonating and being treated as the opposite sex will make identity alignment with the child’s 
biologic sex less likely. This, together with the suppression of puberty that prevents further endogenous 
masculim'zation or feminization of the entire body and brain, causes the child to remain either a gender non— 

conforming pre—pubertal boy disguised as a pre—pubertal girl, or the reverse. Since their peers develop normally 
into young men or young women, these children are left psychosocially isolated. They will be less able to 
identify as being the biological male or female they actually are. Aprotocol of impersonation and pubertal 
suppression that sets into motion a single inevitable outcome (transgender identification) that requires lifelong 
use of toxic synthetic hormones, resulting in infertility, is neither fully reversible nor harmless. 

GnRH Agonists, Cross-sex Hormones, and Infertility 

Since GnRH agonjsts prevent the maturation of gonadal tissue and gametes in both sexes, youth who graduate 
from pubertal suppression at Tanner Stage 2 to cross—sex hormones will be rendered infertile without any 
possibility of having genetic offspring in the future because they will lack gonadal tissue and gametes for cryo- 
preservation. The same outcome will occur if pre—pubertal children are placed directly upon cross—sex hormones. 
Older adolescents who declined pubertal suppression are advised to consider cryo—preservation of gametes prior 
to beginning cross-sex hormones. This will allow them to conceive genetic offspring in the future via artificial 
reproductive technology. While there are documented cases of transgendered adults who stopped their cross—sex 

hormones in order to allow their bodies to produce gametes, conceive, and have a child, there is no absolute 
guarantee that this is a viable option in the long tenn. Moreover, transgendered individuals who undergo sex 

reassignment surgery and have their reproductive organs removed are rendered permanently infertile.36’37’38 

Additional Health Risks Associated with Cross-sex Hormones 

Potential risks fiom cross—sex hormones to children with GD are based on the adult literature. Recall that 
regarding the adult literature, the Hayes report states: “There are potentially long—term safety risks associated 

with hormone therapy but none have been proven or conclusively ruled out.”42 For example, most experts agree 
that there is an increased risk of coronary eatery disease among MtF adults when placed on oral ethinyl estradjol; 
therefore, alternative estrogen formulations are recommended. However, there is one study of MtF adults using 
alternative preparations that found a similar increased risk. Therefore, this risk is neither established nor ruled 
out.49’50’51 Children who transition will require these hormones for a significantly greater length of time than 
their adult counterparts. Consequently, they may be more likely to experience physiologically theoretical though 
rarely observed morbidities in adults. With these caveats, it is most accurate to say that oral estrogen 
administration to boys may place them at risk for experiencing: thrombosis/thrombocmbolism; cardiovascular 
disease; weight gain; hypertrigycen'demia; elevated blood pressure; decreased glucose tolerance; gallbladder 

disease; prolactinoma; and breast cancer.49’50’51 Similarly, girls who receive testosterone may experience an 

elevated risk for: low HDL and elevated triglycerides; increased homocysteine levels; hepatotoxicity; 
polycythemia; increased risk of sleep apnea; insulin resistance; and unknown effects on breast, endomctrial and 

ovarian tiss11es.49’5°’51 In addition, girls may legally obtain a mastectomy as early as 16 years of age after 

receiving testosterone therapy for at least one year; this surgery carries its own set of irreversible risks.36 

The Post-Pubertal Adolescent with GD 

As previously noted, 80 percent to 95 percent of pre-pubertal children with GD will experience resolution by 
late adolescence if not exposed to social affirmation and medical intervention. This means that 5 percent to 20
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percent will persist in their GD as young adults. Currently, there is no medical or psychological test to determine 
which children will persist in their GD as young adults. PIC-pubertal children with GD who persist in their GD 
beyond puberty are more likely to also persist into adulthood. The Endocrine Society and others, including Dr. 
Zucker, therefore regard it reasonable to affirm children who persist in their GD beyond puberty, as well as those 

who present afier puberty, and to proceed with cross—sex hormones at age 16 years.44 

ACPeds disagrees for the following reasons. First, not all adolescents with GD inevitably go on to u‘ans— 

identification, but cross—sex hormones inevitably result in irreversible changes for all patients. Second, 
adolescents are not sufficiently mature to make significant ineversible medical decisions. The adolescent brain 
does not achieve the capacity for full risk assessment until the early to mid-twenties. There is a serious ethical 
problem with allowing minors to receive life—altering medical interventions including cross-sex hormones and, 
in the case of natal girls, bilateral mastectomy, when they are incapable of providing informed consent for 
themselves. 

As stated earlier, ACPeds is also concerned about an increasing trend among adolescents to self—diagnose as 

transgender afier hinges on social media sites. While many of these adolescents will seek out a therapist afier 
self-identifying, many states have been forced by non-scientific political pressure to ban therapists fiom asking 
why an adolescent believes he or she is transgender. In these states therapists may not explore underlying mental 
health issues; cannot consider the symbolic nature of the gender dysphon'a; and may not look at possible 

confounding issues such as social media use or social contagion.6 

Impact of sex reassignment in adults as it relates to risk in children 

Surveys suggest that transgender adults initially express a sense of “relief” and “satisfaction” following the use 
of hormones and sex reassignment surgery (SRS). In the long term, however, SRS does not result in a level of 
health equivalent to that of the general population.52 For example, a 2001 study of 392 male~to~female and 123 
female-to-male transgender persons found that 62 percent of the male-to-female (MtF) and 55 percent of the 
female-to-male (F M) transgender persons were depressed. Nearly one third (32 percent) of each population had 

attempted suicide.53 Similarly, in 2009, Kuhn and colleagues found considerably lower general health and 
general life satisfaction among 52 MtF and 3 FM transsexuals fifteen years after SRS when compared with 
00111101554 Finally, a thirty-year follow-up study of post-operative transgender patients from Sweden found that 
thiny years out from surgery, the rate of suicide among post—operative transgender adults was nearly twenty 
times greater than that of the general population. 

To be clear, this does not prove that sex reassignment causes an increased risk of suicide or other psychological 
morbidities. Rather, it indicates that sex reassignment alone does not provide the individual with a level of 
mental health on par with the general population. The authors of the Swedish study summarized their findings as 

follows: 

Persons with transsexualism, afler sex reassignment, have considerably higher risks for mortality, suicidal 
behaviour, and psychiau'ic morbidity than the general population. Our findings suggest that sex reassignment, 
though alleviating gender dysphoria, may not suffice as treatment for txanssexualism, and should inspire 

improved psychiatric and somatic care after sex reassignment for this patient group.52 

It is noteworthy that these mental health disparities are observed in one of the most lesbian, gay, bisexual and 
uansgender (LGBT) affirming nations of the world. It suggests that these health differences are not due 

primarily to social prejudice, but rather due to underlying trauma that also induced transgender belief, and/or the 
adult transgender condition or lifestyle. This is also consistent with anAmerican study published in the Journal 
of LGBT Health in 2008 that found discrimination did not account for the mental health discrepancies between 

LGBT-idcntified individuals and the heterosexual population.55 

Absent hormonal and surgical intervention, only 5-20 percent of pre-pubertal children with GD will face a 

transgender adulthood which seems to predispose them to certain morbidities and an increased risk of early
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death. In contrast, the single study of pre—pubertal childxen with GD who received pubertal suppression 
makes clear that as many as 100 percent of these children will face a transgender adulthood. Therefore, the 
current transgender affirming interventions at pediatric gender clinics will statistically yield this outcome for the 
remaining 80 to 95 percent of pre-pubertal children with GD who otherwise would have identified with their 
biological sex by adulthood. 

Recommendations for research 

Identical twin studies establish that post—natal environmental factors exert a significant influence over the 
development of GD and transgenderism. Data also reflects a greater than 80% resolution rate among pre— 

pubertal children with GD. Consequently, identification of the various environmental factors and pathways that 
trigger GD in biologically vulnerable children should be one focus of research. Particular attention should be 
given to the impact of childhood adverse events and social contagion. Another area of much needed research is 
Within psychotherapy. Large long term longitudinal studies in which children with GD and their families are 
randomized to treatment with various therapeutic modalities and assessed across multiple measures of physical 
and social emotional health are desperately needed and should have been launched long ago. In addition, long 
term follow-up studies that assess objective measures of physical and mental health of post-surgical transsexual 
adults must include a matched control group consisting of transgender individuals who do not undergo SRS. 

This is the only way to test the hypothesis that SRS itself may cause more harm to individuals than they 
otherwise would experience with psychotherapy alone. 

Conclusion 

Gender dysphoria (GD) in children is a term used to describe a psychological condition in which a child 
experiences marked incongruence between his or her experienced gender and the gender associated with the 
child’s biological sex. Twin studies demonstrate that GD is not an innate trait. Moreover, baning pre-pubertal 
affirmation and hormone intervention for GD, 80 percent to 95 percent of children with GD will accept the 
reality of their biological sex by late adolescence. 

The treatment of GD in childhood with hormones effectively amounts to mass experimentation on, and 
sterilization of, youth who are cognitively incapable of providing informed consent. There is a serious ethical 
problem with allowing irreversible, life-changing procedures to be performed on minors who are too young to 
give valid consent themselves; adolescents cannot understand the magnitude of such decisions. 

Ethics alone demands an end to the use of pubertal suppression with GnRH agonists, cross—sex hormones, and 
sex reassignment surgeries in children and adolescents. The American College of Pediatricians recommends an 

immediate cessation of these interventions, as well as an end to promoting gender ideology via school curricula 
and legislative policies. Healthcare, school cum'cula and legislation must remain anchored to physical reality. 
Scientific research should focus upon better understanding the psychological underpinnings of this disorder, 
optimal family and individual therapies, as well as delineating the differences among children who resolve with 
watchful waiting versus those who resolve with therapy and those who persist despite therapy. 
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Jamie Reed at home in Missouri. 2Theo R. Welling.)

I Thought I Was
Saving Trans Kids.
Now I’m Blowing the
Whistle.
There are more than 100 pediatric gender clinics across the U.S. I worked at one.
What’s happening to children is morally and medically appalling.

By Jamie Reed
February 9, 2023

I am a 42-year-old St. Louis native, a queer woman, and politically to the
left of Bernie Sanders. My worldview has deeply shaped my career. I have
spent my professional life providing counseling to vulnerable populations:
children in foster care, sexual minorities, the poor. 

For almost four years, I worked at The Washington University School of
Medicine Division of Infectious Diseases with teens and young adults who
were HIV positive. Many of them were trans or otherwise gender
nonconforming, and I could relate: Through childhood and adolescence, I
did a lot of gender questioning myself. I’m now married to a transman, and
together we are raising my two biological children from a previous
marriage and three foster children we hope to adopt. 

All that led me to a job in 2018 as a case manager at The Washington
University Transgender Center at St. Louis Children's Hospital, which had
been established a year earlier. 

The center’s working assumption was that the earlier you treat kids with
gender dysphoria, the more anguish you can prevent later on. This
premise was shared by the center’s doctors and therapists. Given their
expertise, I assumed that abundant evidence backed this consensus. 

During the four years I worked at the clinic as a case manager—I was
responsible for patient intake and oversight—around a thousand distressed
young people came through our doors. The majority of them received
hormone prescriptions that can have life-altering consequences—
including sterility. 

I left the clinic in November of last year because I could no longer
participate in what was happening there. By the time I departed, I was
certain that the way the American medical system is treating these patients
is the opposite of the promise we make to “do no harm.” Instead, we are
permanently harming the vulnerable patients in our care.

Today I am speaking out. I am doing so knowing how toxic the public
conversation is around this highly contentious issue—and the ways that my
testimony might be misused. I am doing so knowing that I am putting
myself at serious personal and professional risk.

Almost everyone in my life advised me to keep my head down. But I cannot
in good conscience do so. Because what is happening to scores of children
is far more important than my comfort. And what is happening to them is
morally and medically appalling.

Reed in her office. (Theo R. Welling).

The Floodgates Open

Soon after my arrival at the Transgender Center, I was struck by the lack of
formal protocols for treatment. The center’s physician co-directors were
essentially the sole authority.

At first, the patient population was tipped toward what used to be the
“traditional” instance of a child with gender dysphoria: a boy, often quite
young, who wanted to present as—who wanted to be—a girl. 

Until 2015 or so, a very small number of these boys comprised the
population of pediatric gender dysphoria cases. Then, across the Western
world, there began to be a dramatic increase in a new population: Teenage
girls, many with no previous history of gender distress, suddenly declared
they were transgender and demanded immediate treatment with
testosterone. 

I certainly saw this at the center. One of my jobs was to do intake for new
patients and their families. When I started there were probably 10 such
calls a month. When I left there were 50, and about 70 percent of the new
patients were girls. Sometimes clusters of girls arrived from the same high
school. 

This concerned me, but didn’t feel I was in the position to sound some kind
of alarm back then. There was a team of about eight of us, and only one
other person brought up the kinds of questions I had. Anyone who raised
doubts ran the risk of being called a transphobe. 

The girls who came to us had many comorbidities: depression, anxiety,
ADHD, eating disorders, obesity. Many were diagnosed with autism, or had
autism-like symptoms. A report last year on a British pediatric transgender
center found that about one-third of the patients referred there were on
the autism spectrum.

Frequently, our patients declared they had disorders that no one believed
they had. We had patients who said they had Tourette syndrome (but they
didn’t); that they had tic disorders (but they didn’t); that they had multiple
personalities (but they didn’t). 

The doctors privately recognized these false self-diagnoses as a
manifestation of social contagion. They even acknowledged that suicide
has an element of social contagion. But when I said the clusters of girls
streaming into our service looked as if their gender issues might be a
manifestation of social contagion, the doctors said gender identity
reflected something innate.

To begin transitioning, the girls needed a letter of support from a therapist
—usually one we recommended—who they had to see only once or twice
for the green light. To make it more efficient for the therapists, we offered
them a template for how to write a letter in support of transition. The next
stop was a single visit to the endocrinologist for a testosterone
prescription. 

That’s all it took. 

When a female takes testosterone, the profound and permanent effects of
the hormone can be seen in a matter of months. Voices drop, beards
sprout, body fat is redistributed. Sexual interest explodes, aggression
increases, and mood can be unpredictable. Our patients were told about
some side effects, including sterility. But after working at the center, I
came to believe that teenagers are simply not capable of fully grasping
what it means to make the decision to become infertile while still a minor. 

Side Effects

Many encounters with patients emphasized to me how little these young
people understood the profound impacts changing gender would have on
their bodies and minds. But the center downplayed the negative
consequences, and emphasized the need for transition. As the center’s
website said, “Left untreated, gender dysphoria has any number of
consequences, from self-harm to suicide. But when you take away the
gender dysphoria by allowing a child to be who he or she is, we’re noticing
that goes away. The studies we have show these kids often wind up
functioning psychosocially as well as or better than their peers.” 

There are no reliable studies showing this. Indeed, the experiences of
many of the center’s patients prove how false these assertions are. 

Here’s an example. On Friday, May 1, 2020, a colleague emailed me about a
15-year-old male patient: “Oh dear. I am concerned that [the patient] does
not understand what Bicalutamide does.” I responded: “I don’t think that
we start anything honestly right now.”

Bicalutamide is a medication used to treat metastatic prostate cancer, and
one of its side effects is that it feminizes the bodies of men who take it,
including the appearance of breasts. The center prescribed this cancer
drug as a puberty blocker and feminizing agent for boys. As with most
cancer drugs, bicalutamide has a long list of side effects, and this patient
experienced one of them: liver toxicity. He was sent to another unit of the
hospital for evaluation and immediately taken off the drug. Afterward, his
mother sent an electronic message to the Transgender Center saying that
we were lucky her family was not the type to sue.

How little patients understood what they were getting into was illustrated
by a call we received at the center in 2020 from a 17-year-old biological
female patient who was on testosterone. She said she was bleeding from
the vagina. In less than an hour she had soaked through an extra heavy
pad, her jeans, and a towel she had wrapped around her waist. The nurse
at the center told her to go to the emergency room right away.

We found out later this girl had had intercourse, and because testosterone
thins the vaginal tissues, her vaginal canal had ripped open. She had to be
sedated and given surgery to repair the damage. She wasn’t the only
vaginal laceration case we heard about.

Other girls were disturbed by the effects of testosterone on their clitoris,
which enlarges and grows into what looks like a microphallus, or a tiny
penis. I counseled one patient whose enlarged clitoris now extended below
her vulva, and it chafed and rubbed painfully in her jeans. I advised her to
get the kind of compression undergarments worn by biological men who
dress to pass as female. At the end of the call I thought to myself, “Wow, we
hurt this kid.” 

There are rare conditions in which babies are born with atypical genitalia
—cases that call for sophisticated care and compassion. But clinics like the
one where I worked are creating a whole cohort of kids with atypical
genitals—and most of these teens haven’t even had sex yet. They had no
idea who they were going to be as adults. Yet all it took for them to
permanently transform themselves was one or two short conversations
with a therapist.

Being put on powerful doses of testosterone or estrogen—enough to try to
trick your body into mimicking the opposite sex—-affects the rest of the
body. I doubt that any parent who's ever consented to give their kid
testosterone (a lifelong treatment) knows that they’re also possibly signing
their kid up for blood pressure medication, cholesterol medication, and
perhaps sleep apnea and diabetes. 

But sometimes the parents’ understanding of what they had agreed to do to
their children came forcefully: 

Neglected and Mentally Ill Patients

Besides teenage girls, another new group was referred to us: young people
from the inpatient psychiatric unit, or the emergency department, of St.
Louis Children’s Hospital. The mental health of these kids was deeply
concerning—there were diagnoses like schizophrenia, PTSD, bipolar
disorder, and more. Often they were already on a fistful of
pharmaceuticals.

This was tragic, but unsurprising given the profound trauma some had
been through. Yet no matter how much suffering or pain a child had
endured, or how little treatment and love they had received, our doctors
viewed gender transition—even with all the expense and hardship it
entailed—as the solution.

Some weeks it felt as though almost our entire caseload was nothing but
disturbed young people. 

For example, one teenager came to us in the summer of 2022 when he was
17 years old and living in a lockdown facility because he had been sexually
abusing dogs. He’d had an awful childhood: His mother was a drug addict,
his father was imprisoned, and he grew up in foster care. Whatever
treatment he may have been getting, it wasn’t working. 

During our intake I learned from another caseworker that when he got out,
he planned to reoffend because he believed the dogs had willingly
submitted.

Somewhere along the way, he expressed a desire to become female, so he
ended up being seen at our center. From there, he went to a psychologist at
the hospital who was known to approve virtually everyone seeking
transition. Then our doctor recommended feminizing hormones. At the
time, I wondered if this was being done as a form of chemical castration. 

That same thought came up again with another case. This one was in
spring of 2022 and concerned a young man who had intense obsessive-
compulsive disorder that manifested as a desire to cut off his penis after he
masturbated. This patient expressed no gender dysphoria, but he got
hormones, too. I asked the doctor what protocol he was following, but I
never got a straight answer. 

In Loco Parentis

Another disturbing aspect of the center was its lack of regard for the rights
of parents—and the extent to which doctors saw themselves as more
informed decision-makers over the fate of these children.

In Missouri, only one parent’s consent is required for treatment of their
child. But when there was a dispute between the parents, it seemed the
center always took the side of the affirming parent.

My concerns about this approach to dissenting parents grew in 2019 when
one of our doctors actually testified in a custody hearing against a father
who opposed a mother’s wish to start their 11-year-old daughter on puberty
blockers. 

I had done the original intake call, and I found the mother quite
disturbing. She and the father were getting divorced, and the mother
described the daughter as “kind of a tomboy.” So now the mother was
convinced her child was trans. But when I asked if her daughter had
adopted a boy’s name, if she was distressed about her body, if she was
saying she felt like a boy, the mother said no. I explained the girl just didn’t
meet the criteria for an evaluation. 

Then a month later, the mother called back and said her daughter now
used a boy’s name, was in distress over her body, and wanted to transition.
This time the mom and daughter were given an appointment. Our
providers decided the girl was trans and prescribed a puberty blocker to
prevent her normal development. 

The father adamantly disagreed, said this was all coming from the mother,
and a custody battle ensued. After the hearing where our doctor testified in
favor of transition, the judge sided with the mother. 

‘I Want My Breasts Back’

Because I was the main intake person, I had the broadest perspective on
our existing and prospective patients. In 2019, a new group of people
appeared on my radar: desisters and detransitioners. Desisters choose not
to go through with a transition. Detransitioners are transgender people
who decide to return to their birth gender. 

The one colleague with whom I was able to share my concerns agreed with
me that we should be tracking desistance and detransition. We thought the
doctors would want to collect and understand this data in order to figure
out what they had missed. 

We were wrong. One doctor wondered aloud why he would spend time on
someone who was no longer his patient. 

But we created a document anyway and called it the Red Flag list. It was an
Excel spreadsheet that tracked the kind of patients that kept my colleague
and me up at night. 

One of the saddest cases of detransition I witnessed was a teenage girl,
who, like so many of our patients, came from an unstable family, was in an
uncertain living situation, and had a history of drug use. The
overwhelming majority of our patients are white, but this girl was black.
She was put on hormones at the center when she was around 16. When she
was 18, she went in for a double mastectomy, what’s known as “top
surgery.” 

Three months later she called the surgeon’s office to say she was going
back to her birth name and that her pronouns were “she” and “her.”
Heartbreakingly, she told the nurse, “I want my breasts back.” The
surgeon’s office contacted our office because they didn’t know what to say
to this girl.

My colleague and I said that we would reach out. It took a while to track
her down, and when we did we made sure that she was in decent mental
health, that she was not actively suicidal, that she was not using
substances. The last I heard, she was pregnant. Of course, she’ll never be
able to breastfeed her child. 

‘Get On Board, Or Get Out’

My concerns about what was going on at the center started to overtake my
life. By spring 2020, I felt a medical and moral obligation to do something.
So I spoke up in the office, and sent plenty of emails. 

Here’s just one example: On January 6, 2022, I received an email from a
staff therapist asking me for help with a case of a 16-year-old transgender
male living in another state. “Parents are open to having patient see a
therapist but are not supportive of gender and patient does not want
parents to be aware of gender identity. I am having a challenging time
finding a gender affirming therapist.”

I replied:

“I do not ethically agree with linking a minor patient to a therapist who
would be gender affirming with gender as a focus of their work without
that being discussed with the parents and the parent agreeing to that kind
of care.”

In all my years at the Washington University School of Medicine, I had
received solidly positive performance reviews. But in 2021, that changed. I
got a below-average mark for my “Judgment” and “Working
Relationships/Cooperative Spirit.” Although I was described as
“responsible, conscientious, hard-working and productive” the evaluation
also noted: “At times Jamie responds poorly to direction from management
with defensiveness and hostility.” 

Things came to a head at a half-day retreat in summer of 2022. In front of
the team, the doctors said that my colleague and I had to stop questioning
the “medicine and the science” as well as their authority. Then an
administrator told us we had to “Get on board, or get out.” It became clear
that the purpose of the retreat was to deliver these messages to us.

The Washington University system provides a generous college tuition
payment program for long-standing employees. I live by my paycheck and
have no money to put aside for five college tuitions for my kids. I had to
keep my job. I also feel a lot of loyalty to Washington University.

But I decided then and there that I had to get out of the Transgender
Center, and to do so, I had to keep my head down and improve my next
performance review. 

I managed to get a decent evaluation, and I landed a job conducting
research in another part of The Washington University School of Medicine.
I gave my notice and left the Transgender Center in November of 2022. 
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(Theo R. Welling)

What I Want to See Happen

For a couple of weeks, I tried to put everything behind me and settled into
my new job as a clinical research coordinator, managing studies regarding
children undergoing bone marrow transplants. 

Then I came across comments from Dr. Rachel Levine, a transgender
woman who is a high official at the federal Department of Health and
Human Services. The article read: “Levine, the U.S. assistant secretary for
health, said that clinics are proceeding carefully and that no American
children are receiving drugs or hormones for gender dysphoria who
shouldn’t.”

I felt stunned and sickened. It wasn’t true. And I know that from deep first-
hand experience. 

So I started writing down everything I could about my experience at the
Transgender Center. Two weeks ago, I brought my concerns and
documents to the attention of Missouri’s attorney general. He is a
Republican. I am a progressive. But the safety of children should not be a
matter for our culture wars. 

Click here to read Jamie Reed’s letter to the Missouri AG.

Given the secrecy and lack of rigorous standards that characterize youth
gender transition across the country, I believe that to ensure the safety of
American children, we need a moratorium on the hormonal and surgical
treatment of young people with gender dysphoria. 

In the past 15 years, according to Reuters, the U.S. has gone from having
no pediatric gender clinics to more than 100. A thorough analysis should
be undertaken to find out what has been done to their patients and why—
and what the long-term consequences are.

There is a clear path for us to follow. Just last year England announced that
it would close the Tavistock’s youth gender clinic, then the NHS’s only such
clinic in the country, after an investigation revealed shoddy practices and
poor patient treatment. Sweden and Finland, too, have investigated
pediatric transition and greatly curbed the practice, finding there is
insufficient evidence of help, and danger of great harm. 

Some critics describe the kind of treatment offered at places like the
Transgender Center where I worked as a kind of national experiment. But
that’s wrong. 

Experiments are supposed to be carefully designed. Hypotheses are
supposed to be tested ethically. The doctors I worked alongside at the
Transgender Center said frequently about the treatment of our patients:
“We are building the plane while we are flying it.” No one should be a
passenger on that kind of aircraft.

Listen to our conversation with Jamie Reed here. And if you have a tip or a
story for us, please write to tips@thefp.com

And if you believe in pioneering journalism you won’t find anywhere else,
become a subscriber today:
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You wrote, "Today I am speaking out. I am doing so knowing how toxic the public
conversation is around this highly contentious issue—and the ways that my testimony
might be misused. I am doing so knowing that I am putting myself at serious personal and
professional risk."

From the bottom of our hearts, thank you. Thank you for taking the risk to write this.
What's happening now is insane and surely one of the lowest points our culture has ever
stooped to.

I think that what you've just said will make a difference.
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What's so insane about this is the harm it does is OBVIOUS, yet most nice white liberals
have their minds so open they've fallen out.

All it takes is a 15 min segment by John Oliver based on a couple shoddy studies
(seriously, read Jesse Singal on them) and their minds are made up and arguing against
this becomes not only difficult but borderline impossible. When acceptance of youth
transition becomes coded strongly blue no one in the progressive tribe wants to step away
from the give mind.

Thanks for sharing the personal experience here, I hope it makes an impact
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What I Want to See Happen 

For a couple of weeks, I tried to put everything behind me and settled into 

my new job as a clinical research coordinator, managing studies regarding 

children undergoing bone marrow transplants. 

Then I came across comments from Dr. Rachel Levine, a transgender 

woman who is a high official at the federal Department of Health and 

Human Services. The article read: “Levine, the US. assistant secretary for 

health, said that clinics are proceeding carefully and that no American 

children are receiving drugs or hormones for gender dysphoria who 

shouldn’t.” 

I felt stunned and sickened. It wasn’t true. And I know that from deep first- 

hand experience. 

So I started writing down everything I could about my experience at the 

Transgender Center. Two weeks ago, I brought my concerns and 

documents to the attention of Missouri’s attorney general. He is a 

Republican. I am a progressive. But the safety of children should not be a 

matter for our culture wars. 

Click here to read Jamie Reed’s letter to the Missouri AG. 

Given the secrecy and lack of rigorous standards that characterize youth 

gender transition across the country, I believe that to ensure the safety of 

American children, we need a moratorium on the hormonal and surgical 

treatment of young people with gender dysphoria. 

In the past 15 years, according to Reuters, the US. has gone from having 

no pediatric gender clinics to more than 100. A thorough analysis should 

be undertaken to find out What has been done to their patients and Why— 

and What the long-term consequences are. 

There is a clear path for us to follow. Just last year England announced that 

it would close the Tavistock’s youth gender clinic, then the NHS’S only such 

clinic in the country, after an in_vefi_igam revealed shoddy practices and 

poor patient treatment. Sweden find Finlgnd, too, have investigated 

pediatric transition and greatly curbed the practice, finding there is 

insufficient evidence of help, and danger of great harm. 

Some critics describe the kind of treatment offered at places like the 

Transgender Center Where I worked as a kind of national experiment. But 

that’s wrong. 

Experiments are supposed to be carefully designed. Hypotheses are 

supposed to be tested ethically. The doctors I worked alongside at the 

Transgender Center said frequently about the treatment of our patients: 

“We are building the plane While we are flying it.” No one should be a 

passenger on that kind of aircraft. 

Listen to our conversation with Jamie Reed here. And if you have a tip or a 

story for us, please write to Li1§@flefp.com 

And if you believe in pioneering journalism you won’t find anywhere else, 

become a subscriber today: 

Upgrade to paid 

Saturday, May 13, 2023 [£7 Q [‘1‘] 

Comments 1,280

Q 

The Unhedged Capitalist V Liked by Suzy Weiss 

You wrote, "Today I am speaking out. I am doing so knowing how toxic the public 
conversation is around this highly contentious issue—and the ways that my testimony 
might be misused. I am doing so knowing that I am putting myself at serious personal and 
professional risk." 

From the bottom of our hearts, thank you. Thank you for taking the risk to write this. 
What's happening now is insane and surely one of the lowest points our culture has ever 
stooped to. 

I think that what you've just said will make a difference. 

tugordie 

What's so insane about this is the harm it does is OBVIOUS, yet most nice white liberals 
have their minds so open they've fallen out. 

All it takes is a 15 min segment by John Oliver based on a couple shoddy studies 
(seriously, read Jesse Singal on them) and their minds are made up and arguing against 
this becomes not only difficult but borderline impossible. When acceptance of youth 
transition becomes coded strongly blue no one in the progressive tribe wants to step away 
from the give mind. 

Thanks for sharing the personal experience here, I hope it makes an impact 

See all comments 

When Motherhood 
Requires Lifting a Whole 
World Off Its Axis 
ALANA NEWHOUSE 

MAY13 [£7 378 @115 [-1-] 

POLITICS NELLIE BOWLES 

Weekend Listening: Peter TGIF: The Greatest Show 
Thiel Says We Have on Earth 
Bigger Problems Than 
Wokeness NELLIE BOWLES 

BARI WEISS 

MAY 12 35 740 Q 1,059 fl 
MAY 12 [(17 282 Q 73 @ 

Privacy_ - Terms - Collection notice 
© 2023 The Free Press 

America Needs a Self- 
Help Book. Tim Urban's 
Got One. 
BARI WEISS 

[£71 MAY 12

Case 4:23-cv-00114-RH-MAF   Document 192-14   Filed 11/07/23   Page 25 of 100



Affidavit of Jamie Reed 

Jamie Reed, being sworn, states: 

I am an adult, I am under no mental incapacity or disability, and I know that the facts set 

forth in this affidavit are true because I have personal knowledge of them. 

I hold a Bachelors of Arts in Cultural Anthropology from the University of Missouri St. 

Louis and a Master’s of Science in Clinical Research Management from Washington 

University. 

I have been working at Washington University for seven years. Initially at Washington 

University, I worked with HIV-positive patients, caring for many transgender individuals. 

From 2018 until November 2022, I worked as a case manager at the Washington 

University Pediatric Transgender Center (“the Center”) at St. Louis Children’s Hospital. 

My duties included meeting with patients two to three days a week and completing the 

screening triage intake of patients who were referred to the Center. 

I was offered and accepted the job as case manager for the Center because I had 

experience and expertise in working with transgender individuals and pediatric 

populations. 

I took the job because I support trans rights and firmly believed I would be able to 

provide good care for children at the Center who are appropriate candidates to be 

receiving medical transition. Instead, I witnessed the Center cause permanent harm to 

many of the patients.

Case 4:23-cv-00114-RH-MAF   Document 192-14   Filed 11/07/23   Page 26 of 100



10. 

During my time at the Center, I personally witnessed Center healthcare providers lie to 

the public and to parents of patients about the treatment, or lack of treatment, and the 

effects of treatment provided to children at the Center. I witnessed staff at the Center 

provide puberty blockers and cross-sex hormones to children without complete informed 

parental consent and without an appropriate or accurate assessment of the needs of the 

child‘ I witnessed children experience shocking injuries from the medication the Center 

prescribed. And I saw the Center make no attempt or effort to track adverse outcomes of 

patients after they left the Center. 

I raised concerns internally for years. But the doctors at the Center told me to stop raising 

these concerns. Last fall, the Center and the University Administration told me to “get 

with the program or get out.” Because the Center was unwilling to make any changes in 

response to my concerns, I left the Center in November 2022 and accepted employment 

elsewhere within Washington University. 

The Center Misleads the Public and Parents About What Care it Provides 

The Center tells the public and parents that it provides multidisciplinary care. The Center 

says that you can come to the clinic and get transition hormones, if that is needed, but 

you can also get psychological and psychiatric care. 

That is not true. The Center says that it has four practice areas: Endocrinology, 

Adolescent Medicine, Psychiatry, and Psychology. But the Center placed such strict 

limits on Psychiatry and Psychology that I was almost never allowed to schedule patients 

for those practices. Those practices were advertised as available, but most of the time 

they were not in fact available. Even when psychology was available, it was only to write
2
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a letter of support for the medical transition treatments and never for ongoing therapy. 

And psychiatry was allowed, but only on an extremely limited basis. 

Instead, I was required to schedule children for Endocrinology or Adolescent Medicine. 

Rather than provide psychiatric or psychological therapy, these practices (Endocrinology 

and Adolescent Medicine) would medically transition patients’ gender. Endocrinology 

would prescribe puberty blockers and cross-sex hormones. Adolescent Medicine, which 

was for children after puberty, prescribed cross-sex hormones. Children were sent to one 

practice or the other based on their age and stage of puberty or prepuberty. There was no 

continuing or ongoing mental health evaluation or treatment required or provided by the 

Center for patients. 

The Center also claims that it is a multidisciplinary team approach. The benefit of that 

approach is supposed to be that patients and their parents can feel more confident that all 

aspects of their care options have been considered and that their treatment plan has the 

input of all of the team. This Center did have members who would advocate for different 

options for the patients with concerning gender histories, concerning comorbidities, and 

attempt to raise the serious concerns regarding patient care. Patients and their parents, 

however, were never informed that the team did not have consensus on the treatment. The 

staff members on the team that were not universally in support of immediate cross sex 

hormones were not supported and were told to stop questioning the prevailing narrative 

of immediate cross sex hormones for all by the prescribing physicians. The 

administration at the university did not actively support the multidisciplinary model of 

care and did not provide any oversight, and instead the administration told those raising

3
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concerns and questions to stop raising them. The public has been led to believe that a 

‘team’ has considered their child’s care and that the ‘team’ had ruled it best for the cross 

sex hormones to be initiated, but the public was not told the truth. 

Medical transition practice for children and adolescents is based on a study from the 

Netherlands. That study, the “Dutch study,” excluded participants who presented 

underlying mental health issues. 

But nearly all children who came to the Center here presented with very serious mental 

health problems. Despite claiming to be a place where children could receive 

multidisciplinary care, the Center would not treat these mental health issues. Instead, 

children were automatically given puberty blockers or cross-sex hormones even though 

the Dutch study excluded persons experiencing mental health issues. 

One patient came to the Center identifying as a “communist, attack helicopter, human, 

female, maybe non binary.” The child was in very poor mental health and early on 

reported that they had no idea their gender identity. Rather than treat the child for their 

serious mental health problems, the Center put the child on cross-sex hormones and 

ignored the child’s obvious mental health problems. The child subsequently reported that 

their mental health actually was worsening once they started the cross-sex hormones. 

Most children Who come into the Center were assigned female at birth. Nearly all of them 

have serious comorbidities including, autism, ADHD, depression, anxiety, PTSD, trauma 

histories, OCD, and serious eating disorders. Rather than treat these conditions, the 

doctors prescribe puberty blockers or cross-sex hormones. Some examples include:

4

Case 4:23-cv-00114-RH-MAF   Document 192-14   Filed 11/07/23   Page 29 of 100



Patient was in a residential sex offender treatment facility in state custody‘ Patient had 

previously sexually abused animals and had stated when they were released that they 

would do so again. There were questions about consistency of gender history. The 

Center did not treat this underlying condition, but instead started the patient on 

hormones. 

Patient who has severe Obsessive Compulsive Disorder and had threatened to 

self-harm their genitals. The Patient did not have a trans or other incongruent gender 

identity. The patient was placed on hormones not even to treat any gender dysphoria 

but to chemically reduce libido and sexual arousal. 

Patient had history of sexual abuse and notified the psychologist of this. It was even 

documented in the letter of support that the patient had concerns about the changes 

that testosterone would cause to their genitals. Instead of treating the underlying 

trauma the patient was started on testosterone. 

Patient had serious mental health concerns and was prescribed mental health 

medications directly before being prescribed hormones, yet didn’t take the mental 

health medications. Nevertheless, the patient was placed on hormones. 

Patient had significant autism with unrealistic expectations, struggled to answer 

questions, and wanted questions to be provided ahead of time. Yet the patient was 

started on feminizing hormones.
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f. Patient had a mental health history that included being Violent. In addition, the parent 

was forcing the patient to cross dress. The patient was put on feminizing hormones 

These serious comorbidities were not treated by the Center, and doctors would prescribe 

puberty blockers or cross-sex hormones while patients were struggling with these 

comorbidities. 

The psychiatry services were limited and could only serve patients who were ‘not too 

severe,’ which meant that many patients were being sent to the already overburdened 

emergency rooms for suicidal ideations, for self-harm, and for inpatient eating disorder 

treatment. 

Many patients had depression and anxiety symptoms before starting cross sex hormones 

but it was only after starting these medications that they became more severe and 

required starting mental health medications. Many patients were also suspected of having 

autism and were not even required to be formally assessed for this condition before 

starting cross sex hormones. 

Toward the end of my time at the Center, it became clear that many children coming to 

the Center had gender identities that were likely the result of social contagion. When I 

first started in 2018, the Center would receive between 5 and 10 calls a month. By the 

time I left, that number was more than 40 calls a month. 

Social media is at least partly responsible for this large increase in children seeking 

gender transition treatment from the Center. Many children themselves would say that
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they learned of their gender identities from TikTok. Children would arrive at the Center 

identifying not only as transgender, but also as having tic disorders (Tourette Syndrome) 

or multiple personality disorders (dissociative identity disorder). Doctors at the Center 

would ignore and dismiss as social contagion the claims about the tics and multiple 

personalities; but then those doctors would uncritically accept the children’s statements 

about gender identity and place these children on puberty blockers and cross-sex 

hormones. 

In one case, a child came into the Center identifying as “blind,” even though the child 

could in fact see (after Vision tests were performed). The child also identified as 

transgender. The Center dismissed the child’s assertion about blindness as a somatization 

disorder but uncritically accepted the child’s statement about gender and prescribed that 

child with drugs for medical transition Without confirming the length or persistence of the 

condition. No concurrent mental health care was provided. 

The Center tells the public and parents of patients that the point of puberty blockers is to 

give children time to figure out their gender identity. But the Center does not use puberty 

blockers for this purpose. Instead, the Center uses puberty blockers just until children are 

old enough to be put on cross-sex hormones. Doctors at the Center always prescribe 

cross-sex hormones for children who have been taking puberty blockers. 

The Center also tells parents, children, and the public that puberty blockers are fully 

reversible They are not. In children going through normal puberty, puberty blockers do
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lasting damage. They cause children to go through menopause early, they reduce bone 

density, and they worsen mental health. 

Doctors at the Center also have publicly claimed that they do not do any gender transition 

surgeries on minors. For example, last year Dr. Lewis and Dr. Garwood told the Missouri 

legislature, “at no point are surgeries on the table for anyone under 18” and also, 

“surgeries are not an option for anyone under 18 years of age.” This was a lie. The Center 

regularly refers minors for gender transition surgery. The Center routinely gives out the 

names and contact information of surgeons to those under the age of 18. At least one 

gender transition surgery was performed by Dr. Allison Snyder-Warwick at St. Louis 

Children’s Hospital in the last few years. 

During medical Visits with patients, I have personally heard providers report that they 

examined results of gender transition surgeries on minors. This includes examining the 

scar tissue and healing of sutures of breast surgeries. 

At one point, Dr Chris Lewis and Dr Sarah Garwood reported that the Endocrine division 

leadership didn’t want us referring minors for surgery. Yet, the Center continued 

referring minors for surgery. We claimed that the referrals were only “for educational 

purposes” for when children turned 18‘ But these referrals were in fact referrals. And 

patients we referred did in fact obtain transition surgeries as minors.
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The Center Does Not Assess Children or Obtain Consent Before Placing them on 
Puberty Blockers and Hormones 

The Center has four criteria that must be met before a child is placed on puberty blockers 

or cross-sex hormones. Although these criteria are supposed to enable the doctors to 

make case-by-case decisions, in practice everybody who meets these minimum criteria 

are prescribed cross-sex hormones or puberty blockers. 

(1) Age 

First, the child must be at a certain age or stage of puberty. Puberty stages are measured 

according to the Tanner Stage system. 

The World Professional Association for Transgender Health (“WPATH”) is an 

organization that drafts what it believes to be the best medical standard of care. WPATH 

is controversial. It is considered an activist organization, and its standards of care (or 

“guidelines”) are much more lenient than the standards of care created by other 

organizations. 

During the time, I was at the clinic, the WPATH Standard of Care Version 7 stated that 

children be at least 16 years old to start using cross-sex hormones. The Center deviated 

even from this most lenient standard and routinely prescribed cross-sex hormones to 

children as young as 13‘ 

(2) Therapist Letter 

The second criteria for a person to receive puberty blockers or cross-sex hormones is that 

the child have a letter of referral from a therapist. This requirement is supposed to ensure 

that two independent professional clinicians agree that medical transition is appropriate
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before a child is given medication that causes irreversible change. But nothing about this 

process at the Center involved independent judgment. 

The Center steered children toward therapists that the Center knew would refer these 

children back to the Center with a letter supporting medical transition. The Center had a 

list of therapists we would send children to, and a therapist could be on that list only if 

the Center “knew they would say yes” to medical transition. The Center had two in-house 

psychologists. They were Dr. Alex Maixner and Dr. Sarah Girresch-Ward as well as 

several outside therapists. Nobody on our list was required to be licensed in psychology 

or psychiatry. 

If we did not receive a letter from an outside therapist that would let us prescribe puberty 

blockers or cross-sex hormones, we would then just send the patient to the in-house 

therapists: Dr. Alex Maixner and Dr. Sarah Girresch-Ward. 

We also instructed the therapists what to say in their letters to us. I was instructed to draft 

and send language to the therapists for them to use in letters they then sent to us, and 

most therapists on the list had a template letter drafted by the Center that they could fill 

out to return to the Center. 

The WPATH guidelines require a full psychological assessment of the child before 

recommending puberty blockers or cross-sex hormones. A full assessment typically 

requires 10 to 12 hours of time with the child. Therapists on the Center’s list would send 

us letters after just 1-2 hours with a patient.

10
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(3) Consent 

The third criteria was parental consent. The Center routinely issued puberty blockers or 

cross-sex hormones without parental consent. 

Doctors at the Center routinely pressured parents into “consenting” by pushing those 

parents, threatening them, and bullying them. 

A common tactic was for doctors to tell the parent of a child assigned female at birth, 

“You can either have a living son or a dead daughter.” The clinicians would tell parents 

of a child assigned male at birth, “You can either have a living daughter or dead son.” 

The clinicians would say this to parents in front of their children‘ That introduced the idea 

of suicide to the children. The suicide assertion was also based on false statistics. The 

clinicians would also malign any parent that was not on board with medicalizing their 

children. They would speak disparaging of those parents. 

I was present during the Visits with many parents when this happened. 

Parents would come into the Center wanting to discuss research and ask questions. The 

clinicians would dismiss the research that the parents had found and speak down to the 

parents. 

When parents suggested that they wanted only therapy treatment, not cross-sex hormones 

or puberty blockers, doctors treated those parents as if the paIents were abusive, 

uneducated, and willing to harm their own children.

11
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These assertions about abuse and suicide were used as tools to stop parents from asking 

questions and to pressure parents into consenting. 

The Center has a team culture of supporting the affirming parent and maligning the 

non-affirming parent. 

Parents routinely said they felt they were being pressured to consent. Often parents would 

give “consent” but say they were only doing so because “you guys are going to do this 

anyway . ’ ’ 

The Center was also intentionally blind about who had legal authority to consent. I 

wanted the Center to ask parents before the first Visits about and request copies of 

custody agreements because custody agreements often spell out who among divorced 

parents must consent to medical procedures. I was told not to ask for custody agreements 

because “if we have the custody agreement, we have to follow it.” 

At one point, a child’s father said no to cross-sex hormones. The child later arrived with 

an adult male (step parent) who said the child could receive cross-sex hormones. The 

Center did not check to see if this adult male was a legal parent or guardian who had any 

legal right to consent to treatment. 

Other centers who prescribe cross-sex hormones and puberty blockers require parents to 

issue written consent. Several times, I asked the doctors to require written consent. They 

repeatedly refused. The entire time I worked there the Center had no written informed 

consent, and none that was provided to or signed by patients.

12
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On several occasions, the doctors have continued prescribing medical transition even 

when a parent stated that they were revoking consent. 

Before placing children on cross-sex hormones or puberty blockers, the Center also did 

not inform parents or children of the very serious side effects. 

Doctors know that cross-sex hormones (immediately after puberty blockers) make 

children permanently sterile. The doctors did not share this information with parents or 

children. 

For example, the Center nurse and I expressed concerns about a patient’s intellectual 

function and ability to provide informed consent. The patient had a history of attending a 

school district for special education needs, couldn’t identify where they lived, and 

couldn’t explain what kind of legal documents (ID) they had. Our concerns were 

dismissed by the provider, and hormones were given. Patient then stated in a follow up 

appointment that they wanted to potentially have biological children and had not been 

seen by the fertility department. When the nurse and I asked the Center provider if they 

had covered the fertility questions, the Center provider became livid and adamantly 

disagreed that treatment could “potentially render the patient sterile.” 

Doctors knew that many of our former patients had stopped taking cross-sex hormones 

and were detransitioning. Doctors did not share this information with parents or children. 

(4) Clinical Visit 

The fourth criteria for prescribing cross-sex hormones or puberty blockers is that the 

child must have a one-hour consultation with Endocrinology or Adolescent Medicine.

13
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This is little more than a box-checking exercise. One hour is not sufficient time to fully 

assess these children. I witnessed doctors on several occasions’ mention that they did not 

have time in the meeting to discuss everything they wanted to discuss. The Center 

decided to give these children cross-sex hormones and puberty blockers anyway. 

The WPATH standard of care in effect when I was at the Center required a full 

assessment of a child’s situation. That typically cannot be done in less than 10 or 12 

hours. The Center ignored this standard and gave children puberty blockers and cross-sex 

hormones after just two 1-hour Visits (one with a therapist and one with a doctor at the 

Center). 

Cross-Sex Hormones and Puberty Blockers Are Automatic 

The Center tells the public and parents that it makes individualized decisions. That is not 

true. Doctors at the Center believe that every child who meets four basic criteria—age or 

puberty stage, therapist letter, parental consent, and a one-hour Visit with a doctor—is a 

good candidate for irreversible medical intervention. When a child meets these four 

simple criteria, the doctors always decide to move forward with puberty blockers or 

cross-sex hormones. There were no objective medical test or criteria or individualized 

assessments. 

The doctors do this even though many children coming to the Center are either 

experiencing social contagion or have very serious mental health issues that should be 

addressed first. The standard of care in studies says a center should resolve mental health

14
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issues before sending children through medical transition. The Center is not following 

that standard. 

Children come into the clinic using pronouns of inanimate objects like “mushroom,” 

“rock,” or “helicopter.” Children come into the clinic saying they want hormones because 

they do not want to be gay. Children come in changing their identities on a day-to-day 

basis. Children come in under clear pressure by a parent to identify in a way inconsistent 

with the child’s actual identity. In all these cases, the doctors decide to issue puberty 

blockers or cross-sex hormones. 

In one case where a girl was placed on cross-sex hormones, I found out later that the girl 

desired cross-sex hormones only because she wanted to avoid becoming pregnant. There 

was no need for this girl to be prescribed cross-sex hormones. What she needed was basic 

sex education and maybe contraception. An adequate assessment before prescribing 

hormones would have revealed this fact. But because the doctors automatically prescribe 

cross-sex hormones or puberty blockers for children meeting the bare minimum criteria, 

this girl was unnecessarily placed on drugs that cause irreversible change to the body. 

On another occasion, a patient had their breasts removed. Although the patient had turned 

18, this surgery was performed at St. Louis Children’s Hospital. Three months later, the 

patient contacted the surgeon and asked for their breasts to be “put back on.” Had a 

requisite and adequate assessment been performed before the procedure, the doctors 

could have prevented this patient from undergoing irreversible surgical change.

15
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In July 2022, the FDA issued a “black box warning” for puberty blockers, the strictest 

kind of warning the FDA can give a medication. It issued the warning following evidence 

in patients of brain swelling and loss of Vision. Despite this warning, doctors at the 

Center continued their automatic practice of giving kids these drugs. 

In more than four years working at the clinic, I witnessed only two examples of the 

doctors deciding not to prescribe cross-sex hormones or puberty blockers for a child who 

met the four basic criteria. Both cases involved patients with severe developmental 

delays. And in one of those cases, the doctors in fact said that they would prescribe 

cross-sex hormones or puberty blockers. The only reason the doctor did not prescribe 

those medications was that the parents would not agree to monitor administration of the 

medication. 

In hundreds of other cases, Center doctors automatically issued puberty blockers or 

cross-sex hormones without considering the child’s individual circumstances or mental 

health. 

In one case, a psychiatrist called the Center’s endocrinologist and explained that a child, 

who had already tried to commit suicide by threatening to jump off a roof, should not be 

given cross-sex hormones because the child was struggling with serious mental health 

issues. I witnessed the endocrinologist yell at the psychiatrist on the phone and speak 

down to this provider. 

Because I was concerned that the doctors were giving cross-sex hormones and puberty 

blockers to children who should not be on them, I created a “red flag” list of children
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Case 4:23-cv-00114-RH-MAF   Document 192-14   Filed 11/07/23   Page 41 of 100



67. 

68. 

69. 

70. 

71. 

where other staff and I had concerns. The doctors told me I had to stop raising these 

concerns. I was not allowed to maintain the red flag list after that. 

During the time I was creating the red flag list, noting my concern that these children 

were not good candidates for permanent, irreversible medication treatment, the doctors 

would simply send these children to our in-house therapists. Those therapists would 

inevitably provide letters to the doctors, and then the doctors would say there can’t be any 

concern over these children because another therapist was fine with prescribing puberty 

blockers or cross-sex hormones. 

Children Are Experiencing Serious Harm, and the Center Will Not Do Any Follow Up 

It is my professional opinion that cross-sex hormones and puberty blockers should only 

be used Where the benefits outweigh the harms. These drugs have imposed and are 

imposing serious harms on the children who have been patients at the Center. 

The doctors at the Center tell the public and tell parents of patients that puberty blockers 

are fully reversible. They really are not. They do lasting damage to the body. 

I have seen puberty blockers worsen the mental health outcomes of children. Children 

who have not contemplated suicide before being put on puberty blockers have attempted 

suicide after. Puberty blockers force children to go through premature menopause. 

Puberty blockers decrease bone density. 

Cross-sex hormones (after puberty blockers) in almost all cases will permanently sterilize 

children. Children on cross-sex hormones also experience substantial gain in blood
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pressure, cholesterol, and weight. All of these have significant negative health effects. 

One patient started hormones and took one dose and then started having symptoms that 

they believed was indicative of a blood clot. 

Children who take testosterone as a cross-sex hormone experience severe atrophy of 

vaginal tissue. One patient on cross-sex hormones called the Center after having sexual 

intercourse. The patient experienced vaginal lacerations so severe that the patient bled 

through a pad, through pants, and through a towel wrapped around their waist, and had to 

have the vaginal lacerations surgically treated in St. Louis Children’s Hospital emergency 

room. 

Most patients who have taken cross-sex hormones have experienced near-constant 

abdominal pain. 

One doctor at the Center, Dr. Chris Lewis, is giving patients a drug called Bicalutamide. 

The drug has a legitimate use for treating pancreatic cancer, but it has a side effect of 

causing breasts to grow, and it can poison the liver. There are no clinical studies for using 

this drug for gender transitions, and there are no established standards of care for using 

this drug. 

Because of these risks and the lack of scientific studies, other centers that do gender 

transitions will not use Bicalutamide. The adult center affiliated with Washington 

University will not use this medication for this reason. But the Center treating children 

does

18

Case 4:23-cv-00114-RH-MAF   Document 192-14   Filed 11/07/23   Page 43 of 100



76. 

77. 

78. 

I know of at least one patient at the Center who was advised by the renal department to 

stop taking Bicalutamide because the child was experiencing liver damage. The child’s 

parent reported this to the Center through the patient’s online self-reporting medical chart 

(MyChart). The parent said they were not the type to sue, but “this could be a huge PR 

problem for you.” 

I have heard from patients given testosterone that their clitorises have grown so large that 

they now constantly chafe against the child’s pants, causing them pain when they walk. 

Despite telling the public and parents that the Center offers multidisciplinary, complete 

care, the Center makes no attempt to provide care after prescribing cross-sex hormones or 

puberty blockers. The Center does not provide mental health care or refer children for 

mental health care even though nearly all children who come to the Center are 

experiencing serious mental health issues. The Center does not require children to 

continue with mental health care after they prescribe cross-sex hormones or puberty 

blockers and even continues those medications when the patients directly report 

worsening mental health after initiating those medications. Some additional examples to 

those discussed above include: 

a. Patient was on hormones and had decompensating mental health, outlandish name 

changes, self-diagnosis of multiple personalities (DID). The patient was continued on 

hormones.
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b. Patient believed that they were being poisoned by the testosterone and stopped for a 

period. They had significant serious mental health issues, but were put back on 

testosterone. 

c. Patient was brought to the Center at the age of 17 by a man who was not related to 

them yet with whom the patient had been living. They were started on hormones as 

soon as they turned 18. Patient’s mental health subsequently got worse and it was 

disclosed in an Emergency Department visit that the man that had brought them to the 

clinic had been sexually and physically abusing them. The medical transition 

treatment was not stopped and the Center provider did not require trauma therapy, 

mental health care or an assessment. 

(1. Patient was in residential facility, in foster care. We convinced the staff that it was ok 

for patient to start testosterone. Patient ran away numerous times from facility and 

was having unprotected intercourse while on testosterone (which causes birth 

defects) The patient was continued on the testosterone. 

6:. Patient admits that they were started on testosterone when they were very young- age 

11- and only because they were moving to a state (Florida) that the parent was 

concerned wouldn’t prescribe later. Patient has desisted in male identity to a vague 

non binary with their own self-diagnosis of autism. Patient has changed their name 

numerous times and is clearly struggling with thoughts about desistence, even saying 

they wanted breast development. The Center continued the testosterone.
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f. Patient who was on hormones was being evaluated for OCD and having somatization 

disorder with ‘seizure’ activity. Patient was kept on hormones. 

g. Patient who was on hormones stopped taking their schizophrenia medications without 

consulting a doctor. Patient was continued on hormones. 

h. Patient changed to non-binary identity, then changed preferred name and stated that 

their identity was shifting day to day. Patient was continued on hormones. 

The Center also refuses to track complications and adverse events among its patients. 

There is no standard protocol for tracking patients who have received treatment. And the 

Center actively avoids trying to learn about these adverse events. 

On my own initiative, 1 have tracked some patients on a case-by-case basis, but the 

Center discouraged me from doing so. I wanted to track the number of our patients who 

detransition. I wanted to track the number of our patients who have attempted suicide or 

committed suicide. The Center would not make either of these tracking systems a 

priority. 

It is my belief that the Center does not track these outcomes because they do not want to 

have to report them to new patients and because they do not want to discontinue 

cross-sex hormone prescriptions. The Center never discontinues cross-sex hormones, no 

matter the outcome.
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In just a two-year period from 2020 to 2022, the Center initiated medical transition for 

more than 600 children. About 74% of these children were assigned female at birth. 

These procedures were paid for mostly by private insurance, but during this time, it is my 

understanding that the Center also billed the cost for these procedures to state and federal 

publicly funded insurance programs. 

I have personally witnessed staff say they were uncomfortable with how the Center has 

told them they have to code bills sent to publicly funded insurance programs. I have 

witnessed staff directly ask the providers for clarification on billing questions and have 

providers dismiss the concerns and work to have the patients have this care covered as 

the priority. 

I have personally witnessed staff report that they were aware that patients had been coded 

incorrectly (coding for precocious puberty for puberty blockers when the child does not 

in fact have that condition). 

Based on my observation that the Center has prescribed puberty blockers or cross-sex 

hormones hundreds of times where they should not have, the Center is billing private and 

public insurance for unnecessary procedures. 

Even when it is clear that the cross-sex hormones or puberty blockers are harming the 

child, the Center continues that treatment and continues billing public and private 

insurance.
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V Jamie Reed 

01/7/2 0013‘ 
Date 
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) 
City of St. Louis ) 

On this day. Jamie Reed personally appeared before me, a notary public in Missouri. I know her 
to be the individual who signed this document, and she acknowledged to me that she slgncd It for 
the purposes stated in it. 

74% 13 7/W I 
Notary Public 

2/ 7/2o 2 3 
Date 

KATIE R. KEEVEN 
Notary Public, Nomry Seal 

State of Missouri 
St. Louis County 
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ABSTRACT KEVWORDS 

In less than a decade, the western world has witnessed an unprecedented Infqrmed consent? 

rise in the numbers of children and adolescents seeking gender transition‘ eth'cs?
, 

Despite the precedent of years of gender-affirmative care, the social, medical genger fiysnhor-Ia; 

and surgical interventions are still based on very low-quality evidence. The gzgairsiltioerlty, 
many risks of these interventions, including medicalizing a temporary ado- 
lescent identity, have come into a clearer focus through an awareness of 
detransitioners. The risks of gender-affirmative care are ethically managed 
through a properly conducted informed consent process. Its elements— 
deliberate sharing of the hoped-for benefits, known risks and long-term 
outcomes, and alternative treatments—must be delivered in a manner that 
promotes comprehension. The process is limited by: erroneous professional 
assumptions; poor quality of the initial evaluations; and inaccurate and 
incomplete information shared with patients and their parents. We discuss 
data on suicide and present the limitations of the Dutch studies that have 
been the basis for interventions Beliefs about gender-affirmative care need 
to be separated from the established facts‘ A proper informed consent 
process can both prepare parents and patients for the difficult choices that 
they must make and can ease professionals' ethical tensions‘ Even when 
properly accomplished, however, some clinical circumstances exist that 
remain quite uncertain. 

Introduction 

Reconsideration of the meanings, purposes, indications, and processes of informed consent for 
transgender-identified youth is urgently needed‘ Parents of gender atypical children are consid— 

ering social transition as early as preschool or grade school. Parents of preteens and teens are 

considering supporting their children’s wishes to present in a new gender, take puberty blockers 
and cross-sex hormones, and plan for surgical alterations College-aged youth are declaring new 
identities for the first time and obtaining hormones and surgery without their parents’ knowledge 

When uncertain parents of children and teens consult their primary care providers, they are 

usually referred to specialty gender services. Parents and referring clinicians assume that spe— 

cialists with “gender expertise” will undertake a thorough evaluation However, the evaluations 
preceding the recommendation for gender transition are often surprisingly brief (Anderson 81 

Edwards-Leeper, 2021) and typically lead to a recommendation for hormones and surgery, known 
as gender—affirmative treatment 
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Despite the widely recognized deficiencies in the evidence supporting gender—affirmative 
interventions (National Institute for Health 8( Care Excellence, 20203; 2020b), the process of 
obtaining informed consent from patients and their families has no established standard There 
is no consensus about the requisite elements of evaluations, nor is there unanimity about how 
informed consent processes should be conducted (Byne et 31., 2012)‘ These two matters are 

inconsistent from practitioner to practitioner, clinic to clinic, and country to country. 
Social transition, hormonal interventions, and surgery have profound implications for the 

course of the lives of young patients and their families‘ It is incumbent upon professionals that 
these consequences be thoroughly, patiently clarified over time prior to undertaking any element 
of transition The informed consent process does not preclude transition; it merely educates the 
family about the state of the science underpinning the decision to transition. Social transition, 
hormones, and surgeries are unproven in a strict scientific sense, and as such, to be ethical, 
require a thorough and fully informed consent process‘ 

Ethical Concerns About Inadequate Informed Consent 

The concept of informed consent in medicine has roots in both ethical theory and law‘ The 
ethical foundation is centered in the principles of beneficence, justice, and respect for autonomy, 
while the legal issues have to do with questions of malpractice (Katz et al‘, 2016)‘ 

Patients consenting to treatment must meet age-based and decisional capacity requirements 
(Katz et al‘, 2016)‘ Minors less than the age of consent participate in decision-making by pro- 
viding assent—an agreement with the intervention The limited maturational cognitive capacities 
of minors are the key reason why parents serve as the ethical and legal surrogates for medical 
decision-making, tasked with signing an informed consent document (Grootens-Wiegers, Hein, 
van den Broek, 8: de Vries, 2017). 

The informed consent process consists of three main elements: a disclosure of information 
about the nature of the condition and the proposed treatment and its alternatives; an assessment 
of patient and caregiver understanding of the information and capacity for medical decision-making; 
and obtaining the signatures that signify informed consent has been obtained (Katz et al‘, 2016)‘ 
The current expectation that clinicians and institutions are required to thoroughly inform their 
patients about the benefits, risks, and uncertainties of a particular treatment, as well as about 
alternatives, has a long legal history in the United States (Lynch, Ioffe, & Feldman, 2018). 

Ethical concerns about inadequate informed consent for trans-identified youth have several 
potentially problematic sources, including erruneaus assumptiuns held by professionals; pour 
quality uf the evaluatiun prucess; and incumplete and inaccurate infurmatiun that the patients and 

family members are given. 
These concerns are amplified by the dramatic growth in demand for youth gender transition 

witnessed in the last several years that has led to a perfunctory informed consent process. A 
rushed process does not allow for a proper discussion of not only the benefits, but the profound 
risks and uncertainties associated with gender transition, especially when gender transition is 

undertaken before mature adulthood. 

a. Dramatic growth in demand fur services threatens true informed consent 

Gender identity variations were thought to be extremely rare 3 generation ago‘ While the 
incidence in youth had not been officially estimated, in adults it was 2-14 per 100,000 (American 
Psychiatric Association, 2013, p‘ 454)‘ However, around 2006, the incidence among youth began 

to rise, with a dramatic increase observed in 2015 (Aitken et al‘, 2015, de Graaf, Giovanardi, 
Zitz, & Carmichael, 2018)‘ Currently, 2-9% of US. high school students identify as transgender, 
while in colleges, 3% of males and 5% of females identify as gender-diverse (American College 
Health Association, 2021; Iohns et al‘, 2019; Kidd et al‘, 2021)‘
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Whereas previously most of the affected individuals identified as the opposite sex, there is 

now a growing trend toward identifying as nunbinary: neither male nor female or both male 
and female (Chew et al‘, 2020)‘ A recent study reported that the majority of transgender-identifying 
youth (63%) now have a non-binary identity (Green, DeChants, Price, 81 Davis, 2021)‘ Although 
the incidence of natal males asserting a trans identity in adolescence has significantly increased, 
the dramatic increase is driven primarily by the natal females requesting services (Zucker, 2017)‘ 

Many suffer from significant comorbid mental health disorders, have neurocognitive difficulties 
such as ADHD or autism or have a history of trauma (Becerra-Culqui et al‘, 2018; Kozlowska, 
McClure, et al‘, 2021)‘ 

The increase in rates of transgender identification is reflected in the numbers of youth seeking 
help from medical professionals For example, according to data reported by the Tavistock gender 
clinic in the UK, in 2009, there were 51 requests for services (de Graaf et al‘, 2018); in 2019-2020, 

2728 referrals were recorded—a 53-fold increase in just over a decade (Tavistock 8: Portman 
NHS Foundation Trust, 2020)‘ The growing number of urban transgender health centers that 
have arisen in recent years (HRC, n‘d‘) reflects the increased demand for gender-related medical 
care among young people in North America Australia, and Europe‘ 

This unprecedented increase has created pressure on institutions and practitioners to rapidly 
evaluate these youth and make recommendations about treatment To respond to growing demand, 
an innovative infurmed consent mudel uf care has been developed‘ Under this model, mental 
health evaluations are not required, and hormones can be provided after just one Visit following 
the collection of a patient’s or guardian’s consent signature (Schulz, 2018)‘ The provision of 
transition services under this model of care is available not just to those over 18, but for younger 
patients as well (Planned Parenthood League of Massachusetts, n‘d‘)‘ 

Although following the informed consent model of care for hormones and surgeries for youth 
may diminish clinicians’ ethical or moral unease (Vrouenraets et 31., 2020), we believe this model 
is the antithesis of true informed consent, as it jeopardizes the ethical foundation of patient 
autonomy Autonomy is not respected when patients consenting to the treatment do not have 

an accurate understanding of the risks, benefits, and alternatives‘ 

b‘ Assumptiuns held by professionals influence the integrity of the infurmed cansent process 

Gender-dysphoric children and teens can intensely occupy the belief that their lives will be 
immensely improved by transition‘ Clinicians who have embraced the gender-affirmative model 
of care operate on the assumption that children and teens know best what they need to be 

happy and productive (Ehrensaft, 2017). These professionals, responding to the youths’ passionate 
pleas, see their role as validating the young person’s fervent wishes for hormones and surgery 
and clearing the path for gender transition‘ In doing so, they privilege the ethical principle of 
respect for patient autonomy (Clark 8: Virani, 2021) over their obligations for beneficence and 
non-maleficence‘ 

Many of the gender-affirmative clinicians subscribe to the theory of minarity stress — the 
supposition that the frequently co-occurring psychiatric symptoms of gender-dysphoric individuals 
are a result of prejudice and discrimination brought about by gender non-conformity (Rood 
et al‘, 2016; Zucker, 2019), and that gender transition will ameliorate these symptoms. Some 
even claim that gender-affirmative care will successfully treat not only depression and anxiety 
but will also resolve neurocognitive deficits frequently present in gender-dysphoric individuals 
(Turban, 2018; Turban, King, Carswell, 8: Keuroghlian, 2020; Turban 8: van Schalkwyk, 2018)‘ 
These latter assertions have proven controversial even among the proponents of gender-affirmative 
interventions (Strang et al‘, 2018; van der Miesen, Cohen-Kettenis, 8: de Vries, 2018)‘ The 
minority stress theory as the sole explanatory mechanism for co-occurring mental health illness 
has also been questioned in light of the evidence that psychiatric symptoms frequently predate 
the onset of gender dysphoria (Bechard, VanderLaan, Wood, Wasserman, 8: Zucker, 2017; 
Kaltiala-Heino, Sumia, Tyéléjérvi, 81 Lindberg, 2015; Kozlowska, Chudleigh, McClure, Maguire,
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& Ambler, 2021)‘ Other clinicians recognize the limits of gender-affirmative care and are aware 
that youth with underlying psychiatric issues are likely to continue to struggle post-transition 
(Kaltiala, Heine, Tyéléjérvi, 8: Suomalainen, 2020), but, unaware of alternative approaches such 
as gender-exploratory psychotherapy or watchful waiting (Bonfatto 8: Crasnow, 2018; Churcher 
Clarke & Spiliadis, 2019; Spiliadis, 2019), these well-meaning professionals continue to treat 
youth with gender-affirmative interventions despite lingering doubts‘ 

It is common for gender—affirmative specialists to erroneously believe that gender-affirmative 
interventions are a standard uf care (Malone, D’Angelo, Beck, Mason, 8: Evans, 2021; Malone, 
Hruz, Mason, Beck, et 31:, 2021)‘ Despite the increasingly widespread professional beliefs in the 

safety and efficacy of pediatric gender transition, and the endorsement of this treatment pathway 
by a number of professional medical societies, the best available evidence suggests that the 
benefits of gender-affirmative interventions are of very low certainty (Clayton et al‘, 2021; National 
Institute for Health & Care Excellence, 20203; 2020b) and must be carefully weighed against the 
health risks to fertility, bone, and cardiovascular health (Alzahrani et 31., 2019; Biggs, 2021; 
Getahun et al‘, 2018; Hembree et al‘, 2017; Nota et al‘, 2019)‘ Recently, emphasis has also been 

placed on psychosocial risks and as yet unknown medical risks (Malone, D’Angelo, et al., 2021)‘ 
Five scientific observations question and refute the assumption that an individual’s experience 

of incongruence of sex and gender identity is best addressed by supporting the newly assumed 
gender identity with psychosocial and medical interventions. 

1‘ The most foundational aspect of the diagnoses of “gender dysphoria” (DSM-S) and 
“gender incongruence” (ICD-ll), requisite for the provision of medical treatment, is in 
flux, as professionals disagree on whether the presence of distress is a key diagnostic 
criterion, as stated in the DSM-S, or is irrelevant, as is the case according to the latest 
ICD-ll criteria (American Psychiatric Association, 2013; World Health Organization, 
2019)‘ Further, these diagnoses have never been properly field-tested (de Vries et 31., 

2021)‘ 
2. There are no randomized controlled studies demonstrating the superiority of various 

affirmative interventions compared to alternatives. There isn’t even agreement about 
which outcome measures would be ideal in such studies. 

3‘ There are few long-term follow-up studies of various interventions using predetermined 
outcome measures at designated intervals‘ Studies that have been conducted are, at best, 

inconsistent. Higher quality studies with longer-follow-up fail to demonstrate durable 
positive impacts on mental health (Brénstrém 8: Pachankis, 20203; 20201)) 

4. Rates of post-transition desistance, increased mental suffering, increased incidence of 
physical illness, educational failure, vocational inconstancy, and social isolation have not 
been established 

5‘ Numerous cross-sectional and prospective studies of transgender adults consistently 
demonstrate a high prevalence of serious mental health and social problems as well as 

suicide (Asscheman et al‘, 2011; Dhejne et al‘, 2011). Controversies about how to deal 
with trans-identified youth must consider the well described vulnerabilities of transgender 
adults. 

It is equally important to realize that to date, research about alternative approaches, such as 

psychotherapy or watchful waiting, shares the scientific limitations of the research of more 
invasive interventions: there are no control groups, nor is there systematic follow-up at prede- 
termined intervals with predetermined means of measurement (Bonfatto & Crasnow, 2018; 
Churcher Clarke 8: Spiliadis, 2019; Spiliadis, 2019)‘ Parents and patients need to be informed 
of this as well‘ 

Perhaps the single most problematic assumption held by some gender clinicians is that the 

young patients have simply been “born in the wrong body” This assumption seemingly frees 

clinicians from having to contend with the ethical dilemmas of recommending body-altering
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interventions that are based on very low-quality evidence Despite the principle of development 
that biology, psychosocial factors, and culture generate behavior, these clinicians may believe 
that atypical genders are created by biology‘ This reductionistic approach has been criticized 
repeatedly (Kendler, 2019)‘ 

While the origins of childhood or adolescent onset of gender incongruence have not yet been 
fully elucidated, brain studies of increasing technical sophistication have yet to demonstrate a 

distinct structure or pattern that accounts for an atypical gender identity, after statistically con— 

trolling for sexual orientation and exposure to exogenous hormones (Frigerio, Ballerini, & Valdés 
Hernéndez, 2021)‘ Twin studies also demonstrate that while biology plays a role in one’s expe- 

rience of “gender incongruence,” it is far from deterministic (Diamond, 2013)‘ 
A growing number of clinicians and researchers are noting that the dramatic rise of teens 

declaring a trans identity appears to be, at least in part, a result of peer influence (Anderson, 
2022; Hutchinson, Midgen, 8: Spiliadis, 2020; Littman 2018; Littman, 2020; Zucker, 2019)‘ Some 
have noted yet another influx of trans-identified youth emerging during the COVID lockdowns, 
and have hypothesized that increased isolation coupled with heavy internet exposure may be 

responsible (Anderson, 2022)‘ While the research into the phenomenon of social influence as a 

contributor to trans identification of youth is still in its infancy, the possibility that clinicians 
are providing treatments with permanent consequences to address what may be transient iden- 
tities in youth poses a serious ethical dilemma‘ 

c. Pour evaluations 

There is a growing recognition that rapid evaluations which disregard factors contributing to 
the development of gender dysphoria in youth are problematic. In November 2021, two-leaders 
of the World Professional Organization for Transgender Health (WPATH) warned the medical 
community that the “The mental health establishment is failing trans kids” (Anderson & 
Edwards-Leeper, 2021)‘ Frequently, evaluations provided by gender clinicians may only ascertain 
the diagnosis of gender dyspharia (DSM-S) or its ICD-ll counterpart gender inwngruence, and 
screen for conspicuous mental illness prior to recommending hormones and surgeries These 
limited, abbreviated evaluations overlook, and as a result fail to address, the relevant issue of 
the forces that may have influenced the young person’s current gender identity 

Confirming the young person’s self-diagnosis of gender dysphoria or gender incongruence is 

easy‘ Clarifying the developmental forces that have influenced it and determining an appropriate 
intervention are not Contextualizing these forces involves an understanding of child and ado- 

lescent developmental processes, childhood adversity, co-existing physical and cognitive disad- 
vantages, unfortunate parental or family circumstances (Levine, 2021), as well as the role of 
social influence (Anderson, 2022; Anderson & Edwards-Leeper, 2021; Littman, 2018; 2021)‘ 

The poor quality of mental health evaluations has been a point of significant discontent for 
a growing number of parents of gender-dysphoric youth. Increasingly, parents have formed 
dozens of support groups in North America, Europe, Australia and New Zealand, united in their 
objections to the idea that the best or the only treatment for their gender-dysphoric children 
is affirmation (Genspect, 2021)‘ These distressed parents, recognizing that their son or daughter 
may eventually decide to present to others as a trans person, want a psychotherapeutic inves— 

tigation to understand what contributed to the development of this identity and an exploration 
of noninvasive treatment options. Frequently, they cannot find anyone in their community who 
does not recommend immediate affirmation 

The American Academy of Pediatrics’ Committee of Bioethics recognizes that “parents‘..are 
better situated than others to understand the unique needs of their children and to make appro- 
priate, caring decisions regarding their children’s health care” (Katz et 31., 2016)‘ The plight of 
the families unable to find specialists capable of conducting thorough evaluations draws attention 
to the widespread acceptance of medical interventions for gender-dysphoric youth as the first 
line of treatment. The problem is that such care has been established through precedent rather
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than through scientific demonstrations of its efficacy We contend that parents and patients have 

a right to know this, and that it is the professionals’ responsibility and obligation to inform 
them of the state of knowledge in this arena of care‘ 

(1‘ Incurred infarmatiun shared 

In sharing the information with patients and families, two key areas of uncertainty must be 
emphasized The first one is the uncertain permanence of a child’s or an adolescent’s gender 
identity (Littman, 2021; Ristori 8: Steensma, 2016; Singh, Bradley, 8: Zucker, 2021; Vandenbussche, 

2021; Zucker, 2017)‘ The second is the uncertain long-term physical and psychological health 
outcomes of gender transition (National Institute for Health & Care Excellence, 20203; 20201)) 
Unfortunately, gender specialists are frequently unfamiliar with, or discount the significance of, 
the research in support of these two concepts‘ As a result, the informed consent process rarely 
adequately discloses this information to patients and their families. 

Problematically, it is common for gender clinicians to emphasize the risk of suicide if a young 
person’s wish to transition gender is not immediately fulfilled There is a significant amount of 
misinformation surrounding the question of suicidality of trans-identified youth (Biggs, 2022)‘ 
Providers of gender-affirmative care should be careful not to unwittingly propagate misinforma- 
tion regarding suicide to parents and youths‘ They should also be reminded that any conversa— 

tions about suicide should be handled with great care, due to its socially contagious nature 
(Bridge et al‘, 2020; HHS, 2021)‘ 

L High rate of desistance/natural resolution of gender dysphoria in children is not 
disclosed 

There have been eleven research studies to date indicating a high rate of resolution of gender 
incongruence in children by late adolescence or young adulthood without medical interventions 
(Cantor, 2020; Ristori 8: Steensma, 2016; Singh et al‘, 2021)‘ An attempt has been made to 
discount the applicability of this research, suggesting that the studies were based on merely 
gender non-conforming, rather than truly gender-dysphoric, children (Temple Newhook et 31., 

2018)‘ However, a reanalysis of the data prompted by this critique confirmed the initial finding: 
Among children meeting the diagnostic criteria for “Gender Identity Disorder” in DSM-IV 
(currently “Gender Dysphoria in DSM-5), 67% were no longer gender-dysphoric as adults; the 
rate of natural resolution for gender dysphoria was 93% for children whose gender dysphoria 
was significant but subthreshold for the DSM diagnosis (Zucker, et 31., 2018). It should be noted 
that high resolution of childhood-onset gender dysphoria had been recorded before the practice 
of social transition of young children was endorsed by the American Academy of Pediatrics 
(Rafferty et al‘, 2018). It is possible that social transition will predispose a young person to 
persistence of transgender identity long-term (Zucker, 2020)‘ 

The information regarding the resolution of gender dysphoria among those with adolescent-onset 
gender dysphoria, which is currently the predominant presentation, is less Clear‘ A growing body 
of evidence suggests that for many teens and young adults, a post-pubertal onset of transgender 
identification can be a transient phase of identity exploration, rather than a permanent identity, 
as evidenced by a growing number of young detransitioners (Entwistle, 2020; Littman, 2021; 
Vandenbussche, 2021)‘ Previously, the rate of detransition and regret was reported to be very 
low, although these estimates suffered from significant limitations and were likely undercounting 
true regret (D’Angelo, 2018)‘ However, in the last several years since gender-affirmative care has 

become popularized, the rate of detransition appears to be accelerating. 
According to a recent study from a UK adult gender clinic, 63% of those treated with 

gender-affirmative interventions detransitioned within only 16 months of starting treatment, and 
another 34% had a pattern of care suggestive of detransition, yielding a rate of probable detran- 
sition in excess of 10%‘ Another 217% of patients disengaged from the clinic without completing
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their treatment plan (Hall, Mitchell, 8: Sachdeva, 2021)‘ While some of these individuals later 
reengaged with the gender service, the authors concluded, “detransitioning might be more fre- 
quent than previously reported? Another study from a UK primary care practice found that 
122% of those who had started hormonal treatments either detransitioned or documented regret, 
while the total of 20% stopped the treatments for a wider range of reasons. The mean age of 
their presentation with gender dysphoria was 20, and the patients had been taking gender-affirming 
hormones for the average 5 years (17 months—10 years) prior to discontinuing. 

Comparing these much higher rates of treatment discontinuation and detransition to the 
significantly lower rates reported by the older studies, the researchers noted: “Thus, the detran- 
sition rate found in this population is novel and questions may be raised about the phenomenon 
of overdiagnosis, overtreatment, or iatrogenic harm as found in other medical fields” (Boyd, 
Hackett, & Bewley, 2022 [115) Indeed, given that regret may take up to 8-11 years to materialize 
(Dhejne, Cberg, Arver, 8: Landén, 2014; Wiepjes et al‘, 2018), many more detransitioners are 

likely to emerge in the coming years. Detransitioner research is still in its infancy, but two 
recently published studies examining detransitioner experiences report that detransitioners from 
the recently-transitioning cohorts feel they had been rushed to medical gender-affirmative inter- 
ventions with irreversible effects, often without the benefit of appropriate, or in some instances 

any, psychologic exploration (Littman, 2021; Vandenbussche, 2021)‘ 
Clinicians should also disclose to patients and parents that there is no test which can accu- 

rately predict who will persist in their transgender identification upon reaching mature adulthood 
(Ristori 8: Steensma, 2016)‘ Families should be made aware that a period of strong cross-sex 

identification in childhood is commonly associated with future homosexuality (Korte et al‘, 2008)‘ 
Research in desistance confirms that the majority of youth whose gender dysphoria resolves 

naturally do indeed grow up to be gay, lesbian, or bisexual adults (Cantor, 2020, Appendix; 
Singh et al‘, 2021)‘ 

ii‘ Implications of very low-quality evidence that underlies the practice of pediatric 
gender transition are not explained 

The evidence underlying the practice of pediatric gender transition is widely recognized to 
be of very low quality (Hembree et 31., 2017)‘ In 2020, the most comprehensive systematic review 
of evidence to date, commissioned by the UK National Health System (NHS) and conducted by 
the National Institute for Health and Care Excellence (NICE), concluded that the evidence for 
both puberty blocking and cross-sex hormones is of very low certainty (National Institute for 
Health 8: Care Excellence, 20203; 2020b) 

According to the NICE review of evidence for puberty blockers, the studies “are all small, 
uncontrolled observational studies, which are subject to bias and confounding, and are of very 
low certainty as assessed using modified GRADE [Grading of Recommendations, Assessment, 
Development and Evaluations]. All the included studies reported physical and mental health 
comorbidities and concomitant treatments very poorly” (National Institute for Health 8( Care 
Excellence, 20203, p.13)‘ NICE reached similar conclusions regarding the quality of the evidence 
for cross-sex hormones (National Institute for Health & Care Excellence, 2020b). 

Problematically, the implications of administering a treatment with irreversible, life—changing 

consequences based on evidence that has an official designation of “very low certainty” according 
to modified GRADE is rarely discussed with the patients and the families‘ GRADE is the most 
Widely adopted tool for grading the quality of evidence and for making treatment recommen- 
dations worldwide. GRADE has four levels of evidence, also known as certainty in evidence or 
quality of evidence: very low, low, moderate, and high (BMI Best Practice, 2021)‘ When evidence 
is assessed to be “very low certainty,” there is a high likelihood that the patients will not expe- 

rience the effects of the proposed interventions (Balshem et al., 2011)‘ 
In the context of providing puberty blockers and cross-sex hormones, the designation of “very 

low certainty” signals that the body of evidence asserting the benefits of these interventions is
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highly unreliable In contrast, several negative effects are quite certain‘ For example, puberty 
blockade followed by cross-sex hormones leads to infertility and sterility (Laidlaw, Van Meter, 
Hruz, Van M01, 8: Malone, 2019)‘ Surgeries to remove breasts or sex organs are irreversible 
Other health risks, including risks to bone and cardiovascular health, are not fully understood 
and are uncertain, but the emerging evidence is alarming (Alzahrani et al‘, 2019; Biggs, 2021). 

iii‘ The question of suicide is inappropriately handled 

Suicide among trans-identified youth is significantly elevated compared to the general pop- 
ulation of youth (Biggs, 2022; de Graaf et al‘, 2020)‘ However, the “transition or die” narrative, 
whereby parents are told that their only choice is between a “live trans daughter or a dead son” 

(or Vice-versa), is both factually inaccurate and ethically fraught Disseminating such alarmist 
messages hurts the majority of trans-identified youth who are not at risk for suicide‘ It also 

hurts the minority who are at risk, and who, as a result of such misinformation, may forgo 
evidence-based suicide prevention interventions in the false hopes that transition will prevent 
suicide‘ 

The notion that trans-identified youth are at alarmingly high risk of suicide usually stems 

from biased online samples that rely on self-report (D’Angelo et al‘, 2020; Iames et al‘, 2016; The 
Trevor Project, 2021), and frequently conflates suicidal thoughts and non-suicidal self-harm with 
serious suicide attempts and completed suicides. Until recently, little was known about the actual 
rate of suicide of trans-identified youth However, a recent analysis of data from the biggest 
pediatric gender clinic in the world, the UK’s Tavistock, found the rate of completed youth 
suicides to be 003% over a 10-year period, which translates into the annual rate of 13 per 
100,000 (Biggs, 2022)‘ While this rate is significantly elevated compared to the general population 
of teens, it is far from the epidemic of trans suicides portrayed by the media‘ 

The “transition or die” narrative regards suicidal risk in trans-identified youth as a different 
phenomenon than suicidal risk among other youth Making them an exception falsely promises 
the parents that immediate transition will remove the risk of suicidal self-harm. Trans patients 
themselves complain about the so-called “trans broken arm syndrome” — a frustrating pattern 
whereby physicians “blame” all the problems the patients are experiencing on their trans status, 
and a result, fail to perceive and respond to other sources of distress (Paine, 2021)‘ Clinicians 
caring for trans-identified youth should be reminded that suicide risk in all patients is a 

multi-factorial phenomenon (Mars et al‘, 2019)‘ To treat trans youths’ suicidality as an exception 
is to deny them evidence-based care. 

A recent study of three major youth clinics concluded that suicidality of trans-identifying 
teens is only somewhat elevated compared to that of youth referred for mental health issues 

unrelated to gender identity struggles (de Graaf et al‘, 2020)‘ Another study found that 
transgender-identifying teens have relatively similar rates of suicidality compared to teens who 
are gay, lesbian and bisexual (Toomey, Syvertsen, & Shramko, 2018). Depression, eating disorders, 
autism spectrum conditions, and other mental health conditions commonly found in 
transgender-identifying youth (Kaltiala-Heino, Bergman, Tyéléj‘a'rvi, & Frisen, 2018; Kozlowska, 
McClure, et al‘, 2021; Morandini, Kelly, de Graaf, Carmichael, 8: Dar-Nimrod, 2021) are all 
known to independently contribute to the probability of suicide (Biggs, 2022; Simon 8: VonKorff, 
1998; Smith, Zuromski, 8: Dodd, 2018). 

The “transition or suicide” narrative falsely implies that transition will prevent suicides. 
Clinicians working with trans-identified youth should be aware that although in the short-term, 
gender-affirmative interventions can lead to improvements in some measures of suicidality 
(Kaltiala et al‘, 2020), neither hormones nor surgeries have been shown to reduce suicidality in 
the long-term (Brinstrém 8: Pachankis, 20203; 20201)) Alarmingly, a longitudinal study from 
Sweden that covered more than a 30-year span found that adults who underwent surgical tran- 
sition were 19 times more likely than their age-matched peers to die by suicide overall, with 
female-to-male participants’ risk 40 times the expected rate (Dhejne et 31., 2011, Table 81)
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Another key longitudinal study from the Netherlands concluded that suicides occur at a similar 
rate at all stages of transition, from pretreatment assessment to post-transition follow-up (Wiepjes 
et al‘, 2020)‘ The data from the Tavistock clinic also did not show a statistically significant 
difference between completed suicides in the “waitlist” vs‘ the “treated” groups (Biggs, 2022)‘ 
Luckily, in both groups, completed suicides were rare events (which may have been responsible 
for the lack of statistical significance). Thus, we consider the “transition or die” narrative to be 

misinformed and ethically wrong‘ 
In our experience working with trans-identified youth, an adolescent’s suicidality can some- 

times arise as a response to parental distress, resistance, skepticism, or wish to investigate the 
forces shaping the new gender identity before social transition and hormone therapy When 
mental health professionals or other healthcare providers fail to recognize the legitimacy of 
parental concerns, or label the parents as transphobic, this only tends to intensify intrafamilial 
tension‘ Clinicians would be well—advised that gender transition is not an appropriate response 
to suicidal intent or threat, as it ignores the larger mental health and social context of the young 
patient’s life—the entire family is often in crisis‘ Trans-identified adolescents should be screened 

for self-harm and suicidality, and if suicidal behaviors are present, an appropriate evidence-based 
suicide prevention plan should be put in place (de Graaf et al‘, 2020)‘ 

The Dutch Study: the questionable basis for the gender affirmative model of (are 
for youth 

Few practitioners of gender-affirmative interventions, and even fewer patients and families, realize 
that the foundation of the practice of medically transitioning minors stems from a single Dutch 
proof of concept study, the outcomes of which were documented in two publications (de Vries, 
Steensma, Doreleijers, Cohen, 8: Kettenis, 2011; de Vries et al‘, 2014)‘ The former (de Vries 
et al‘, 2011) reported on cases who underwent puberty blockade, while the latter (de Vries et al., 

2014) reported on a subset of the cases who completed surgeries 
The Dutch study subjects’ high level of psychological functioning at 1.5 years after surgery, 

which was the study end point, was an impressive feat‘ However, both of the studies suffer from 
a high risk of bias due to their study design, which is effectively a non-randomized case series— 

one of the lowest levels of evidence (Mathes & Pieper, 2017; National Institute for Health 81 

Care Excellence, 20203)‘ In addition, the studies suffer from limited applicability to the popu- 
lations of adolescents presenting today (de Vries, 2020)‘ The interventions described in the study 
are currently being applied to adolescents who were not cross-gender identified prior to puberty, 
who have significant mental health problems, as well as those who have non-binary identities—all 
of these presentations were explicitly disqualified from the Dutch protocol‘ Despite these lim- 
itations, the Dutch Clinical experiment has become the basis for the practice of medical transition 
of minors worldwide and serves as the basis for the recommendations outlined in the 2017 
Endocrine Society guidelines (Hembree et al‘, 2017)‘ 

We contend that the Dutch studies have been misunderstood and misrepresented as providing 
evidence of the safety and efficacy of these interventions for all youth It is important that both 
the strengths and the weaknesses of these two studies are understood, as to date, the Dutch 
experience presents the best available evidence behind the practice of pediatric gender transition. 

Rationale for pediatric transition 

Prior to the 19905, gender transitions were typically initiated in mature adults (Dhejne et al‘, 
2011). However, it was noted that particularly for natal male patients, hormonal and surgical 
interventions failed to achieve satisfactory results, and patients had a “never disappearing mas- 

culine appearance” (Delemarre-Van de Waal & Cohen-Kettenis, 2006)‘ The lack of adequate 
cosmetic outcomes was thought to contribute to the frequently disappointing outcomes of medical
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gender transition, with persistently high rates of mental illness and suicidality post-transition 
(Delemarre-Van de Waal & Cohen-Kettenis, 2006; Dhejne et al‘, 2011; Ross 8( Need, 1989)‘ 

In the mid 19905, a team of Dutch researchers hypothesized that by carefully selecting a 

subset of gender-dysphoric children who would likely be transgender-identified for the rest of 
their lives, and by medically intervening before puberty left an irreversible mark on their bodies, 
the cosmetic outcomes would be improved—and as a result, mental health outcomes might be 

improved (Gooren 81 Delemarre-Van de Waal, 1996). 

Mixed study findings 

In 2014, the Dutch research team published a key longitudinal study of mental health outcomes 
of 55 youths who completed medical and surgical transition (de Vries et al‘, 2014)‘ The 2014 
paper (sometimes referred to as the “Dutch study”) reported that for youth with severe gender 
dysphoria that started in early childhood and persisted into mid-adolescence, a sequence of 
puberty blockers, cross-sex hormones, and breast and genital surgeries (including a mandatory 
removal of the ovaries, uterus and testes), with ongoing extensive psychological support, was 
associated with positive mental health and overall function 15 years post-surgery 

While the Dutch reported resolution of gender dysphoria post-surgery in study subjects, the 
reported psychological improvements were quite modest (de Vries et al., 2014)‘ Of the 30 psy- 
chological measurements reported, nearly half showed no statistically significant improvements, 
while the changes in the other half were marginally clinically significant at best (Malone, D’Angelo, 
et al‘, 2021)‘ The scores in anxiety, depression, and anger did not improve The change in the 
Children’s Global Assessment Scale, which measures overall function, was one of the most 
impressive changes—however it too remained in the same range before and after treatment (de 
Vries et al., 2014)‘ 

Problematic discordance between reduced gender dysphoria and lack of meaningful 
improvements in psychological measures 

The discordance between the marked reduction in gender dysphoria, as measured by the UGDS 
(Utrecht Gender Dysphoria Scale), and the lack of meaningful changes in psychological function 
using standard measures, warrants further examination There are three plausible explanations 
for this lack of agreement. Any one of these three explanations calls into question the widely 
assumed notion that the medical interventions significantly improve mental health or lessen or 
eradicate gender dysphoria‘ 

One possible explanation is that gender dysphoria as measured by UGDS, and psychological 
function as measured by most standard instruments, are not correlated This contradicts the 
primary rationale for providing gender-affirmative treatments for youth (which is to improve 
psychological health and functioning), and if true, ethically threatens these medical interventions. 
The other plausible explanation stems from the high psychological function of all the subjects 
at baseline; the subjects were selected because they were free from significant mental health 
problems (de Vries et al‘, 2014). As a result, there was little opportunity to meaningfully improve. 
This explanation highlights a key limitation in applying the study’s results to the majority of 
today’s gender-dysphoric youth, who often present with a high burden of mental illness 
(Becerra-Culqui et al‘, 2018; Kozlowska, McClure, et 31., 2021)‘ The study cannot be used as 

evidence that these procedures have been proven to improve depression, anxiety, and 
suicidality‘ 

A third possible explanation for the discordance between only minor changes in psychological 
outcomes but a significant drop in gender dysphoria comes from a close examination of the 
UGDS scale itself and how it was used by the Dutch researchers. This 12-item scale, designed 

by the Dutch to assess the severity of gender dysphoria and to identify candidates for hormones
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and surgeries, consists of “male” (UGDS-3M) and “female” (UGDS—3F) versions (Iliadis et al‘, 

2020). At baseline and after puberty suppression, biological females were given the “female” 

scale, while males were given the “male” scale‘ However, post-surgery, the scales were flipped: 
biological females were assessed using the “male” scale, while biological males were assessed on 
the “female” scale (de Vries et 31., 2014)‘ We maintain that this handling of the scales may have 

at best obscured, and at worst, severely compromised the ability to meaningfully track how 
gender dysphoria was affected throughout the treatment 

Consider this example At baseline, 3 gender-dysphoric biological female would rate items 
from the “female” scale such as: “I prefer to behave like a boy” (item 1); “I feel unhappy because 

I have to behave like a girl” (item 6) and “I wish I had been born a boy” (item 12)‘ Positive 
answers to these questions would have contributed to a high baseline gender dysphoria score. 
After the final surgery, however, this same patient would be asked to rate items from the “male” 

scale, including the following: “My life would be meaningless ifI had to live as a boy” (item 
1); “I hate myself because I am a boy” (item 6) and “It would be better not to live than to live 
as a boy” (item 12)‘ A gender-dysphoric female would not endorse these statements (at any 
stage of the intervention), which would lead to a lower gender dysphoria score‘ 

Thus, the detected drop in the gender dysphoria scores for biological males and females may 
have had less to do with the success of the interventions, and more to do with switching the 
scale from the “female” to the “male” version (and Vice—versa) between the baseline and 
post-surgical period. This, too, may explain why no changes in gender dysphoria were noted 
between baseline and the puberty blockade phase, and were only recorded after the final surgery, 
when the scale was switched‘ 

It must be considered that had the researchers administered the “flipped” scale earlier, at the 
completion of the puberty blocker stage, UGDS scale could have registered a reduction in gender 

dysphoria. Likewise, however, one must consider the possibility that had both sets uf scales been 
administered to the same individual at baseline, 3 “reduction” in gender dysphoria could have 
been registered upon switching of the scale, well befure any interventiuns began The question 
here is whether the diminishment of quantitative measures of gender dysphoria is largely an 
artifact of what scale was used‘ 

It must be noted that the UGDS measure has been demonstrated only to effectively differ- 
entiate between clinically referred gender-dysphoric individuals, non-clinically referred controls, 
and participants with disorders of sexual development, and was not designed to detect changes 
in gender dysphoria during treatment (Steensma, McGuire, Kreukels, et al‘ 2013)‘ The presence 

of items such as “I dislike having erections” (item 11, UGDS-3M), which would have to be rated 

by birth-females, and “I hate menstruating because it makes me feel like a girl (item 10, 

UGDS-aF), which would be presented to birth-males, neither of which could be meaningfully 
rated by either at any stage of the interventions, further illustrates that UGDS has questionable 
validity for the purpose of detecting meaningful changes in gender dysphoria as a result of 
medical and surgical treatment 

The updated UGDS scale (UGDS-GS), developed by the Dutch after the publication of their 
seminal study, has eliminated the two-sex version of the scale in favor of a single battery of 
questions applicable to both sexes (McGuire et al‘, 2020)‘ This change may lead to a more reli- 
able measurement of treatment-associated changes in future research. Other gender dysphoria 
scales also exist (Hakeem, Crnéec, Asghari-Fard, Harte, & Eapen, 2016; Iliadis et al‘, 2020) and 

may or may not be better suited for the purposes of measuring the impact of medical inter- 
ventions on underlying gender distress‘ Gender dysphoria, of course, may also prove to be a 

more complex concept than can be measured by any scale‘ 

Other limitations 

The two Dutch studies were conducted without a control group (de Vries et al‘, 2011; de Vires 
et al‘, 2014)‘ Nor could the researchers control for mental health interventions, which all the
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subjects received in addition to hormones and surgery. The Dutch only evaluated mental health 
outcomes and did not assess physical health effects of hormones and surgery‘ The sample size 

was small: the final study reported the outcomes of only 55 children, and as few as 32 were 
evaluated on key measures of psychological outcomes‘ 

It is important to realize that the Dutch sample was carefully selected, which introduced 
a source of bias, and also challenges the study’s applicability. From the 196 adolescents 
initially referred, 111 were considered eligible to start puberty blockers, and of this group, 
only the 70 most mature and mentally stable who proceeded to cross-sex hormones were 
included in the study (de Vries et al‘, 2011). Of note, 97% of the selected cases were 
attracted to members of their natal sex at baseline All were cross-sex identified, with no 
cases of nonbinary identities‘ The final study only followed 55, rather than the original 70 

cases, further excluding from reporting the outcomes of subjects who had experienced 
adverse events, including: one death from surgery-related complications and three cases of 
obesity and diabetes that rendered subjects ineligible for surgery. Three more subjects 
refused to be contacted or dropped out of care, which may mask adverse outcomes (de 
Vries et al‘, 2014)‘ 

There is no knowledge of the fate of 126 patients who did not participate in the Dutch 
study‘ Longer term outcomes of the subjects who did participate are lacking. We are aware 
of only one case of long—term follow-up for a female-to—male patient treated by the Dutch 
team in the 19905‘ The case study describing the subject’s functioning at the age of 33 found 
that the patient did not regret gender transition However, he reported struggling with sig- 

nificant shame related to the appearance of his genitals and to his inability to sexually func- 
tion; had problems maintaining long-term relationships; and experienced depressive symptoms 
(Cohen-Kettenis, Schagen, Steensma, de Vries, & Delemarre-Van de Waal, 2011)‘ Notably, 
these problems had not yet emerged when the same patient was assessed at the age of 20, 
when he reported high levels of satisfaction in general, and was “very satisfied with the 
results [of the metoidioplasty]” in particular (Cohen-Kettenis 8: van Goozen, 1998, p248) 
Since the last round of psychological outcomes of the individuals in the Dutch study was 
obtained when the subjects were around 21 years of age (de Vries et 31., 2014), it raises 
questions how they will fare during the decade when new developmental tasks, such as career 
development, forming long-term intimate relationships and friendships, or starting families 
come into focus. 

As to the unknown outcomes of the patients rejected by the Dutch protocol, one study did 
report on 14 adolescents who sought gender reassignment in the same clinic, but were disqual- 
ified from treatment due to “psychological or environmental problems” (Smith, Van Goozen, & 
Cohen-Kettenis, 2001, p‘ 473)‘ The study found that at follow-up 1-7 years after the original 
application, 11 of the 14 no longer wished to transition, and 2 others only slightly regretted not 
transitioning (Malone, D’Angelo, et al‘, 2021; Smith et 31., 2001)‘ This further underscores the 
importance of conducting research utilizing control groups and following the subjects for an 

extended period‘ 
A recent attempt to replicate the results of the first Dutch study (de Vries et al‘, 2011) found 

no demonstrable psychological benefit from puberty blockade, but did find that the treatment 
adversely affected bone development (Carmichael et 31., 2021)‘ The final Dutch study (de Vries 
et al‘, 2014) has never been attempted to be replicated with or without a control group. 

The scaling of the Dutch Protocol beyond original indications 

The medical and surgical sequence of Dutch protocol has been aggressively scaled worldwide 
without the careful evaluations and vetting practiced by the Dutch‘ The protocol’s original 
investigators have recently expressed concern that the interventions they described have been 

widely adopted on four continents without several of the protocol’s essential discriminatory 
features (de Vries, 2020)‘
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The extensive multi—year multidisciplinary evaluations of the children have been abbreviated 
or simply bypassed. The medical sequence is routinely used for children with post-pubertal 
onset of transgender identities complicated by mental health comorbidities (Kaltiala-Heino et al‘, 

2018), and not just for those high-functioning adolescents with persistent early life 
cross-identifications, as was required by the Dutch protocol (de Vries 81 Cohen-Kettenis, 2012)‘ 
Further, it has become increasingly common to socially transition children before puberty (Olson, 
Durwood, DeMeules, & McLaughlin, 2016), even though this was explicitly discouraged by the 
Dutch protocol at the time (de Vries & Cohen-Kettenis, 2012). 

In addition, medical transition is frequently initiated much earlier than recommended by 
the original protocol (de Vries 8: Cohen-Kettenis, 2012)‘ The authors of the protocol were 
aware that most children would have a spontaneous realignment of their gender identity 
with sex by going through early- to mid-stages of puberty (Cohen-Kettenis, Delemarre-Van 
de Waal, & Gooren, 2008)‘ The average age of initiating puberty blockade in the Dutch study 
was around 15‘ In contrast, currently the age limit has been lowered to the age of Tanner 
stage II, which can occur as early as 8-9 years (Hembree et al‘, 2017)‘ Irreversible cross-sex 
hormones, initiated in the Dutch study at the average age of nearly 17, are currently com- 
monly prescribed to 14-year-olds, and this lower age threshold has been recommended by 
WPATH Standard of Care 8 draft, the final version of which is due to be released in early 
2022‘ The fact that children are transitioned before their identity is tested against the bio— 

logical reality and before natural resolution of gender dysphoria has had a chance to occur 
is a major deviation from the original Dutch protocol‘ Systematic follow-up, reassessments, 
and tracking and publishing of outcomes are not performed 

As the lead Dutch researchers have begun to call for more research into the novel presentation 
of gender dysphoria in youth (de Vries, 2020; Voorzij, 2021) and question the wisdom of applying 
the hormonal and surgical treatment protocols to the newly presenting cases, many recently 
educated gender specialists mistakenly believe that the Dutch protocol proved the concept that 
its sequence helps all gender-dysphoric youth‘ Although aware of the Dutch study’s importance, 
they seem to be unaware of its agreed upon limitations, and the Dutch clinicians’ own discomfort 
that most new trans-identified adolescents presenting for care today significantly differ from the 
population the Dutch had originally studied‘ These facts, of course, underscore the need for a 

robust informed consent process‘ 

The recommendations for informed consent process for children, adolescents, and 
young adults 

Consent for all stages of gender transition should be explicit, not implied 

Noninvasive medical care or care that carries little risk of harm does not require a signed 
informed consent document; rather, consent is implied through the act of a patient presenting 
for care‘ For example, when a parent brings in a child for a skin laceration or abscess, consent 
for sutures or simple incision and drainage is implied‘ Similarly, when a child presents with 
pneumonia and is hospitalized, consent for chest x-ray, IV fluids, and antibiotics is also implied 
It is assumed that patients or their guardians agree to the interventions and understand the 
benefits and risks‘ When risks are greater, such as prior to surgery, chemotherapy, or another 
invasive procedure, an informed consent document is signed‘ Such situations require an explicit, 
or express informed consent 

In the context of interventions for gender dysphoria or gender incongruence, the uncertainties 
associated with puberty blocking, cross-sex hormones, and gender-affirmative surgeries are 
well-recognized (Manrique et 31., 2018; National Institute for Health & Care Excellence, 2020a; 

2020b; Wilson et al‘, 2018)‘ In these cases, consent should be explicit rather than implied because 

of the complexity, uncertainty, and risks involved 
Informed consent for social transition represents a gray area‘ Evidence suggests that 

social transition is associated with the persistence of gender dysphoria (Hembree et al‘,
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2017; Steensma, McGuire, Kreukels, Beekman, 8: Cohen-Kettenis, 2013)‘ This suggests that 
social gender transition is a form of a psychological intervention with potential lasting 
effects (Zucker, 2020)‘ While the causality has not been proven, the possibility of iatro- 
genesis and the resulting exposure to the risks of future medical and surgical gender 
dysphoria treatments, qualifies social gender transition for explicit, rather than implied, 
consent 

Full unbiased disclosure of benefits, risks and alternatives is requisite 

When mental health professionals are involved in evaluations and recommendations, the 
informed consent process begins either as part of an extended evaluation or is integrated in 
a psychotherapeutic process, separately or together, with the parents and patient When 
pediatricians, nurse practitioners, or primary care physicians perform the initial evaluation, 
the informed consent process is more likely to be labeled as such in a briefer series of 
meetings‘ 

In all settings, the informed consent discussions for gender-affirmative care should include 
three central ideas: 

1‘ The decision to initiate gender transition may predispose the child to persist in their 
transgender identity long-term‘ 

2‘ Many of the physical changes contemplated and undertaken are irreversible 
3. Careful long-term studies have not been done to verify that these interventions enable 

better physical and mental health or improved social functioning, or that they do not 
cause harm. 

The informed consent process, culminating with a signed document, signifies that parents 
and patient have been educated about the short- and long-term risks, benefits and uncertainties 
associated with all relevant stages of the gender-affirmative interventions The process must also 
inform the patients and families about the full range of alternative treatments, including the 
choice of not socially or medically treating the child’s or adolescent’s current state of gender/ 

body incongruence. 

Decisional capacity to consent needs to be assessed and family should be involved 

Trans-identified youth typically present themselves as strongly desiring hormones and ultimately, 
surgery. It should not be assumed that their eagerness is matched with the capacity to carefully 
consider the consequences of their realized desires‘ Trans-identified youth younger than the age 

of consent should be part of the informed consent process, but they may not be mature enough 
to recognize or admit their concerns about the proposed intervention For this reason, it is the 
parents who, after careful consideration, are responsible for signing an informed consent 
document. 

The issue of the exact age at which adolescents are mature enough to consent to gender 
transition has proven contentious: courts have been asked to decide about competence to consent 
to gender-affirmative hormones for youth in the United Kingdom and Australia (Ouliaris, 2021)‘ 
In the United States, the legal age for medical consent for gender-affirmative interventions varies 

by state‘ 
When patients are age 18 and older, and in some jurisdictions as young as age 15 (Right to 

medical or dental treatment without parental consent, 2010), they do not legally require parental 
approval for medical procedures‘ But because an individual’s change of gender has profound 
implications for parents, siblings, and other family members, it is usually prudent for clinicians 
to seek their input directly or indirectly during the informed consent process. This is done by 
requesting a meeting with the parents.
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A recent study by a Dutch research team attempted to evaluate the decisional capacity of 
adolescents embarking on gender transition (Vrouenraets, de Vries, de Vries, Van der Miesen, 
81 Hein, 2021)‘ The researchers administered the MacCAT-T tool, comprised of the understanding, 
appreciating, reasoning, and expressing a chuice domains, to 74 adolescents who were 147 years 
old on average (with the minimum age of 10). They concluded that the adolescents were com- 
petent to consent to starting pubertal suppression, calling for similar research for the <12 group, 
particularly because “birth—assigned girls may benefit from puberty suppression as early as 

9 years of age” (Vrouenraets et al., 2021 p.7). 
This study suffers from two significant limitations involving the MacCAT-T tool‘ It was never 

designed for children‘ Rather, it was designed to assess medical consent capacities of adults 
suffering from conditions such as dementia, schizophrenia, and other psychiatric disorders‘ There 
is a fundamental lack of equivalency between consenting to treatment by adults with cognitive 
impairments and obtaining consent from healthy children whose age-appropriate cognitive 
capacities are intact, but who lack the requisite life experiences to consent to profound life-changing 
medical interventions We doubt, for example, whether even highly intelligent children who have 

not had sexual experiences can meaningfully comprehend the loss of future sexual function and 
reproductive abilities. 

In addition, even for adults, the MacCAT-T tool has been criticized for its exclusive focus 
on cognitive aspects of capacity, failing to account for the non-cognitive aspects such as values, 
emotions and other biographic and context specific aspects inherent in the complexity of the 
decision process in real life (Breden 8: Vollmann, 2004)‘ Children’s Values and emotions undergo 
tremendous change during the process of maturation 

The authors’ conclusion about their young patients’ competence to consent should be com- 
pared with what a panel of judges wrote in the challenge to the Tavistock treatment protocol 
(Bell V Tavistock, 2020): 

...the clinical intervention we are concerned with here is different in kind to other treatments or clinical 
interventions. In other cases, medical treatment is used to remedy, or alleviate the symptoms of, a diag- 
nosed physical or mental condition, and the effects of that treatment are direct and usually apparent. The 
position in relation to puberty blockers would not seem to reflect that description. [para 135] 

...we consider the treatment in this case to be in entirely different territory from the type of medical 
treatment which is normally being considered. [para 140] 

the combination here of lifelong and life changing treatment being given to children, with Very limited 
knowledge of the degree to which it will or will not benefit them, is one that gives significant grounds 
for concern. [para 143] 

It seems clear that perceptions of children as young as 10 years of age as medically competent 
vary by country, state, and the institution where the doctor works, and, by clinicians’ beliefs 
about the long-term benefits of these interventions. We maintain that the claim that children 
can consent to extremely life-altering intervention is fundamentally a philosophical claim (Clark 
& Virani, 2021)‘ Our View in this matter is that consent is primarily a parental function. 

Informed consent should be viewed as a process rather than an event 

Most institutions that care for transgender-identified individuals have devised obligatory consent 
forms that outline the risks and uncertainties of hormonal and surgical gender—affirmative inter- 
ventions. However, the requisite signatures are frequently collected in a perfunctory manner 
(Schulz, 2018), akin to signatures collected ahead of a common surgical procedure The purpose 
of such informed consent documents appears to be to protect practitioners from lawsuits, rather 
than attend to the primary ethical foundation of the process.
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Although obtaining the signatures is important, the signed document should signify that the 
process of informed consent has been undertaken over an extended time period and is not 
simply quickly completed (Vrouenraets et al‘, 2021)‘ We believe the latter approach poses an 

ethical concern (Levine, 2019)‘ 
The internal dynamics of the trans-identified young person and their families vary consid- 

erably‘ Parental capacities, their private marital and intrafamilial relationships, their cultural 
awareness, religious and political sensibilities all influence the amount of time necessary to 
undertake a thorough informed consent process‘ It is not prudent to suggest a specific duration 
for the process of informed consent, other than to emphasize that it requires a slow, patient, 
thoughtful question and answer period as the parents and patient contemplate the meaning of 
what is known and unknown and whether to embark on alternative approaches to the manage- 
ment of gender dysphoria before the age of full neurological maturity has been reached, mental 
health comorbidities have been addressed, and a true informed consent by the patient is 

more likely‘ 

Final thoughts 

Sixty years of experience providing medical and surgical assistance to transgender-identified 
persons have seen many changes in who is treated, when they are treated, and how they are 

treated‘ Today, the emphasis has shifted to the treatment of the unprecedented numbers of youth 
declaring a trans identity. As adolescents pursue social, medical, and surgical interventions, 
health care providers may experience unease about patients’ cognitive and emotional capacities 
to make decisions with life-changing and enduring consequences. An unrushed informed consent 
process helps the provider, the parents, and the patient. 

Three issues tend to obscure the salience of informed consent: conspicuous mental health 
problems, uncertainty about the minor’s personal capacity to understand the irreversible nature 
of the interventions, and parental disagreement Physical and psychiatric comorbidities can 

contribute to the formation of a new identity, develop as its consequence, or bear no connection 
to it Assessing mental health and the minor’s functionality is one of the reasons why rapid 
affirmative care may be dangerous for patients and their families For example, when situations 
involve autism, learning disorders, sexual abuse, attachment problems, trauma, separation anxiety, 
previous depressed or anxious states, neglect, low IQ, past psychotic illness, eating disorders or 
parental mental illness, clinicians must choose between ignoring these potentially causative 
conditions and comorbidities and providing appropriate treatment before affirmative care (D’Angelo 
et al‘, 2020)‘ 

For youth less than the age of majority, informed consent Via parents provides a legal route 
for treatment but it does not make the decision to socially transition, provide hormones, or 
surgically remove breasts or testes less fraught with uncertainty The best that health professionals 
can do is to ensure that the consent process informs the patient and parents of the current state 

of science, which is sorely lacking in quality research. It is the professionals’ responsibility to 
ensure that the benefits patients and parents seek, and the risks they are assuming, are clearly 
appreciated as they prepare to make this often-excruciating decision‘ 

Young people who have reached the age of majority, but who have not reached full matu- 
ration of the brain represent a unique challenge It is well-recognized that brain remodeling 
proceeds through the third decade of life, with the prefrontal cortex responsible for executive 
function and impulse control the last to mature (Katz et al‘, 2016)‘ The growing number of 
detransitioners who had been old enough to legally consent to transition, but who no longer 
felt they were transgender upon reaching their mid-20’s, raises additional concerns about this 
Vulnerable age group (Littman, 2021; Vandenbussche, 2021)‘ 

When the clinician is uncertain whether a young person is competent to comprehend the 
implications of the desired treatment—that is, when informed consent cannot inform the 
patient—the clinician may need more time with the patient. When parents or guardians do
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not agree about whether to use puberty blockers or cross-sex hormones, clinicians are in an 

uneasy spot (Levine, 2021)‘ This occurs in both intact and divorced families Australia has 

given legal instructions to clinicians facing these uncertainties: the court is to be asked to 
decide (Ouliaris, 2021)‘ The court system in the UK has been grappling with similar issues in 
recent years. While it is a rare case that ends up in a courtroom, clinicians devoted to a 

deliberate informed consent process are still likely to encounter ethical dilemmas that they 
cannot resolve 
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Abstract

Context: The treatment for transsexualism is sex reassignment, including hormonal treatment and surgery aimed at making
the person’s body as congruent with the opposite sex as possible. There is a dearth of long term, follow-up studies after sex
reassignment.

Objective: To estimate mortality, morbidity, and criminal rate after surgical sex reassignment of transsexual persons.

Design: A population-based matched cohort study.

Setting: Sweden, 1973-2003.

Participants: All 324 sex-reassigned persons (191 male-to-females, 133 female-to-males) in Sweden, 1973–2003. Random
population controls (10:1) were matched by birth year and birth sex or reassigned (final) sex, respectively.

Main Outcome Measures: Hazard ratios (HR) with 95% confidence intervals (CI) for mortality and psychiatric morbidity were
obtained with Cox regression models, which were adjusted for immigrant status and psychiatric morbidity prior to sex
reassignment (adjusted HR [aHR]).

Results: The overall mortality for sex-reassigned persons was higher during follow-up (aHR 2.8; 95% CI 1.8–4.3) than for
controls of the same birth sex, particularly death from suicide (aHR 19.1; 95% CI 5.8–62.9). Sex-reassigned persons also had
an increased risk for suicide attempts (aHR 4.9; 95% CI 2.9–8.5) and psychiatric inpatient care (aHR 2.8; 95% CI 2.0–3.9).
Comparisons with controls matched on reassigned sex yielded similar results. Female-to-males, but not male-to-females,
had a higher risk for criminal convictions than their respective birth sex controls.

Conclusions: Persons with transsexualism, after sex reassignment, have considerably higher risks for mortality, suicidal
behaviour, and psychiatric morbidity than the general population. Our findings suggest that sex reassignment, although
alleviating gender dysphoria, may not suffice as treatment for transsexualism, and should inspire improved psychiatric and
somatic care after sex reassignment for this patient group.
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Introduction

Transsexualism (ICD-10),[1] or gender identity disorder (DSM-

IV),[2] is a condition in which a person’s gender identity - the sense

of being a man or a woman - contradicts his or her bodily sex

characteristics. The individual experiences gender dysphoria and

desires to live and be accepted as a member of the opposite sex.

The treatment for transsexualism includes removal of body hair,

vocal training, and cross-sex hormonal treatment aimed at making

the person’s body as congruent with the opposite sex as possible to

alleviate the gender dysphoria. Sex reassignment also involves the

surgical removal of body parts to make external sexual

characteristics resemble those of the opposite sex, so called sex

reassignment/confirmation surgery (SRS). This is a unique
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Abstract 
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intervention not only in psychiatry but in all of medicine. The

present form of sex reassignment has been practised for more than

half a century and is the internationally recognized treatment to

ease gender dysphoria in transsexual persons.[3,4]

Despite the long history of this treatment, however, outcome

data regarding mortality and psychiatric morbidity are scant. With

respect to suicide and deaths from other causes after sex

reassignment, an early Swedish study followed 24 transsexual

persons for an average of six years and reported one suicide.[5] A

subsequent Swedish study recorded three suicides after sex

reassignment surgery of 175 patients.[6] A recent Swedish

follow-up study reported no suicides in 60 transsexual patients,

but one death due to complications after the sex reassignment

surgery.[7] A Danish study reported death by suicide in 3 out of 29

operated male-to-female transsexual persons followed for an

average of six years.[8] By contrast, a Belgian study of 107

transsexual persons followed for 4–6 years found no suicides or

deaths from other causes.[9] A large Dutch single-centre study

(N = 1,109), focusing on adverse events following hormonal

treatment, compared the outcome after cross-sex hormone

treatment with national Dutch standardized mortality and

morbidity rates and found no increased mortality, with the

exception of death from suicide and AIDS in male-to-females 25–

39 years of age.[10] The same research group concluded in a

recent report that treatment with cross-sex hormones seems

acceptably safe, but with the reservation that solid clinical data are

missing.[11] A limitation with respect to the Dutch cohort is that

the proportion of patients treated with cross-sex hormones who

also had surgical sex-reassignment is not accounted for.[10]

Data is inconsistent with respect to psychiatric morbidity post

sex reassignment. Although many studies have reported psychiat-

ric and psychological improvement after hormonal and/or

surgical treatment,[7,12,13,14,15,16] other have reported on

regrets,[17] psychiatric morbidity, and suicide attempts after

SRS.[9,18] A recent systematic review and meta-analysis con-

cluded that approximately 80% reported subjective improvement

in terms of gender dysphoria, quality of life, and psychological

symptoms, but also that there are studies reporting high

psychiatric morbidity and suicide rates after sex reassignment.[19]

The authors concluded though that the evidence base for sex

reassignment ‘‘is of very low quality due to the serious

methodological limitations of included studies.’’

The methodological shortcomings have many reasons. First, the

nature of sex reassignment precludes double blind randomized

controlled studies of the result. Second, transsexualism is rare [20]

and many follow-ups are hampered by small numbers of

subjects.[5,8,21,22,23,24,25,26,27,28] Third, many sex reassigned

persons decline to participate in follow-up studies, or relocate after

surgery, resulting in high drop-out rates and consequent selection

bias.[6,9,12,21,24,28,29,30] Forth, several follow-up studies are

hampered by limited follow-up periods.[7,9,21,22,26,30] Taken

together, these limitations preclude solid and generalisable

conclusions. A long-term population-based controlled study is

one way to address these methodological shortcomings.

Here, we assessed mortality, psychiatric morbidity, and psycho-

social integration expressed in criminal behaviour after sex

reassignment in transsexual persons, in a total population cohort

study with long-term follow-up information obtained from Swedish

registers. The cohort was compared with randomly selected

population controls matched for age and gender. We adjusted for

premorbid differences regarding psychiatric morbidity and immi-

grant status. This study design sheds new light on transsexual

persons’ health after sex reassignment. It does not, however, address

whether sex reassignment is an effective treatment or not.

Methods

National registers
The study population was identified by the linkage of several

Swedish national registers, which contained a total of 13.8 million

unique individuals. The Hospital Discharge Register (HDR, held

by the National Board of Health and Welfare) contains discharge

diagnoses, up to seven contributory diagnoses, external causes of

morbidity or mortality, surgical procedure codes, and discharge

date. Discharge diagnoses are coded according to the 8th

(1969-1986), 9th (1987–1996), and 10th editions (1997-) of the

International Classification of Diseases (ICD). The register covers

virtually all psychiatric inpatient episodes in Sweden since 1973.

Discharges that occurred up to 31 December 2003 were included.

Surgical procedure codes could not be used for this study due to

the lack of a specific code for sex reassignment surgery. The Total

Population Register (TPR, held by Statistics Sweden) is comprised

of data about the entire Swedish population. Through linkage with

the Total Population Register it was possible to identify birth date

and birth gender for all study subjects. The register is updated

every year and gender information was available up to 2004/2005.

The Medical Birth Register (MBR) was established in 1973 and

contains birth data, including gender of the child at birth. National

censuses based on mandatory self-report questionnaires completed

by all adult citizens in 1960, 1970, 1980, and 1990 provided

information on individuals, households, and dwellings, including

gender, living area, and highest educational level. Complete

migration data, including country of birth for immigrants for

1969–2003, were obtained from the TPR. In addition to

educational information from the censuses, we also obtained

highest educational level data for 1990 and 2000 from the Register

of Education. The Cause of Death Register (CDR, Statistics

Sweden) records all deaths in Sweden since 1952 and provided

information on date of death and causes of death. Death events

occurring up to 31 December 2003 are included in the study. The

Crime Register (held by the National Council of Crime

Prevention) provided information regarding crime type and date

on all criminal convictions in Sweden during the period 1973–

2004. Attempted and aggravated forms of all offences were also

included. All crimes in Sweden are registered regardless of insanity

at the time of perpetration; for example, for individuals who

suffered from psychosis at the time of the offence. Moreover,

conviction data include individuals who received custodial or non-

custodial sentences and cases where the prosecutor decided to

caution or fine without court proceedings. Finally, Sweden does

not differ considerably from other members of the European

Union regarding rates of violent crime and their resolution.[31]

Study population, identification of sex-reassigned
persons (exposure assessment)

The study was designed as a population-based matched cohort

study. We used the individual national registration number,

assigned to all Swedish residents, including immigrants on arrival,

as the primary key through all linkages. The registration number

consists of 10 digits; the first six provide information of the birth

date, whereas the ninth digit indicates the gender. In Sweden, a

person presenting with gender dysphoria is referred to one of six

specialised gender teams that evaluate and treat patients

principally according to international consensus guidelines:

Standards of Care.[3] With a medical certificate, the person

applies to the National Board of Health and Welfare to receive

permission for sex reassignment surgery and a change of legal sex

status. A new national registration number signifying the new

gender is assigned after sex reassignment surgery. The National
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Board of Health and Welfare maintains a link between old and

new national registration numbers, making it possible to follow

individuals undergoing sex reassignment across registers and over

time. Hence, sex reassignment surgery in Sweden requires (i) a

transsexualism diagnosis and (ii) permission from the National

Board of Health and Welfare.

A person was defined as exposed to sex reassignment surgery if

two criteria were met: (i) at least one inpatient diagnosis of gender

identity disorder diagnosis without concomitant psychiatric

diagnoses in the Hospital Discharge Register, and (ii) at least

one discrepancy between gender variables in the Medical Birth

Register (from 1973 and onwards) or the National Censuses from

1960, 1970, 1980, or 1990 and the latest gender designation in the

Total Population Register. The first criterion was employed to

capture the hospitalization for sex reassignment surgery that serves

to secure the diagnosis and provide a time point for sex

reassignment surgery; the plastic surgeons namely record the

reason for sex reassignment surgery, i.e., transsexualism, but not

any co-occurring psychiatric morbidity. The second criterion was

used to ensure that the person went through all steps in sex-

reassignment and also changed sex legally.

The date of sex reassignment (start of follow-up) was defined as

the first occurrence of a gender identity disorder diagnosis, without

any other concomitant psychiatric disorder, in the Hospital

Discharge Register after the patient changed sex status (any

discordance in sex designation across the Censuses, Medical Birth,

and Total Population registers). If this information was missing, we

used instead the closest date in the Hospital Discharge Register on

which the patient was diagnosed with gender identity disorder

without concomitant psychiatric disorder prior to change in sex

status. The reason for prioritizing the use of a gender identity

disorder diagnosis after changed sex status over before was to avoid

overestimating person-years at risk of sex-reassigned person.

Using these criteria, a total of 804 patients with gender identity

disorder were identified, whereof 324 displayed a shift in the

gender variable during the period 1973–2003. The 480 persons

that did not shift gender variable comprise persons who either did

not apply, or were not approved, for sex reassignment surgery.

Moreover, the ICD 9 code 302 is a non specific code for sexual

disorders. Hence, this group might also comprise persons that

were hospitalized for sexual disorders other than transsexualism.

Therefore, they were omitted from further analyses. Of the

remaining 324 persons, 288 were identified with the gender

identity diagnosis after and 36 before change of sex status. Out of the

288 persons identified after changed sex status, 185 could also be

identified before change in sex status. The median time lag between

the hospitalization before and after sex change for these 185 persons

was 0.96 years (mean 2.2 years, SD 3.3).

Gender identity disorder was coded according to ICD-8: 302.3

(transsexualism) and 302.9 (sexual deviation NOS); ICD-9: 302

(overall code for sexual deviations and disorders, more specific

codes were not available in ICD-9); and ICD-10: F64.0

(transsexualism), F64.1 (dual-role transvestism), F64.8 (other

gender identity disorder), and F64.9 (gender identity disorder

NOS). Other psychiatric disorders were coded as ICD-8: 290-301

and 303-315; ICD-9: 290-301 and 303-319; and ICD-10: F00-F63

as well as F65-F99.

Identification of population-based controls (unexposed
group)

For each exposed person (N = 324), we randomly selected 10

unexposed controls. A person was defined as unexposed if there

were no discrepancies in sex designation across the Censuses,

Medical Birth, and Total Population registers and no gender

identity disorder diagnosis according to the Hospital Discharge

Register. Control persons were matched by sex and birth year and

had to be alive and residing in Sweden at the estimated sex

reassignment date of the case person. To study possible gender-

specific effects on outcomes of interest, we used two different

control groups: one with the same sex as the case individual at

birth (birth sex matching) and the other with the sex that the case

individual had been reassigned to (final sex matching).

Outcome measures
We studied mortality, psychiatric morbidity, accidents, and

crime following sex reassignment. More specifically, we investi-

gated: (1) all-cause mortality, (2) death by definite/uncertain

suicide, (3) death by cardiovascular disease, and (4) death by

tumour. Morbidity included (5) any psychiatric disorder (gender

identity disorders excluded), (6) alcohol/drug misuse and depen-

dence, (7) definite/uncertain suicide attempt, and (8) accidents.

Finally, we addressed court convictions for (9) any criminal offence

and (10) any violent offence. Each individual could contribute with

several outcomes, but only one event per outcome. Causes of

death (Cause of Death Registry from 1952 and onwards) were

defined according to ICD as suicide (ICD-8 and ICD-9 codes

E950-E959 and E980-E989, ICD-10 codes X60-X84 and Y10-

Y34); cardiovascular disease (ICD-8 codes 390-458, ICD-9 codes

390-459, ICD-10 codes I00-I99); neoplasms (ICD-8 and ICD-9

codes 140-239, ICD-10 codes C00-D48), any psychiatric disorder

(gender identity disorders excluded); (ICD-8 codes 290-301 and

303-315, ICD-9 codes 290-301 and 303-319, ICD-10 codes F00-

F63 and F65-F99); alcohol/drug abuse and dependence (ICD-8

codes 303-304, ICD-9 codes 303-305 (tobacco use disorder

excluded), ICD-10 codes F10-F16 and F18-F19 (x5 excluded);

and accidents (ICD-8 and ICD-9 codes E800-E929, ICD-10 codes

V01-X59).

Any criminal conviction during follow-up was counted;

specifically, violent crime was defined as homicide and attempted

homicide, aggravated assault and assault, robbery, threatening

behaviour, harassment, arson, or any sexual offense.[32]

Covariates
Severe psychiatric morbidity was defined as inpatient care

according to ICD-8 codes 291, 295-301, 303-304, and 307; ICD-9

codes 291-292, 295-298, 300-301, 303-305 (tobacco use disorder

excluded), 307.1, 307.5, 308-309, and 311; ICD-10 codes F10-

F16, F18-F25, F28-F45, F48, F50, and F60-F62. Immigrant status,

defined as individuals born abroad, was obtained from the Total

Population Register. All outcome/covariate variables were

dichotomized (i.e., affected or unaffected) and without missing

values.

Statistical analyses
Each individual contributed person-time from study entry (for

exposed: date of sex reassignment; for unexposed: date of sex

reassignment of matched case) until date of outcome event, death,

emigration, or end of study period (31 December 2003), whichever

came first. The association between exposure (sex reassignment)

and outcome (mortality, morbidity, crime) was measured by

hazard ratios (HR) with 95% CIs, taking follow-up time into

account. HRs were estimated from Cox proportional hazard

regression models, stratified on matched sets (1:10) to account for

the matching by sex, age, and calendar time (birth year). We

present crude HRs (though adjusted for sex and age through

matching) and confounder-adjusted HRs [aHRs] for all outcomes.

The two potential confounders, immigrant status (yes/no) and

history of severe psychiatric morbidity (yes/no) prior to sex
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the first Occurrence Ofa gende identity disorder diagnosis, without 
any other concomitant psychiatric disorder, in the Hospital 
Discharge Register after the patient changed sex status (any 
discordance in sex designation across the Censuses, lVledical Birth, 
and Total Population registers). Ifthis information was missing, we 

used instead the closest date in the Hospital Discharge REEL star on 
which the patient was diagnosed with gender identity disorder 
without concomitant psych' 'c disorder prior to change in sex 

status. The reason for prioritizing the use of a gender identity 
disorder diagnosis a]??? changed sex status over befim? was to avoid 
(we! stimating person-years at risk of sex-r, ..1gned person. 

'teria, a total of 80-1- patients with gender identity 
disorder we , identified, whereof 32-1- displayed a shift in the 
gender valuable during the period 197372003. The 480 persons 
that did not shift gender variable comprise persons who either did 
not apply, or were not approved, for sex r5" wignment sul‘gely. 
lVloreover, the ICD 9 code 302 is a non specific code for sexual 

disorders. Hence, this group might also comprise persons that 
were hospitalized for sexual disorders other than transsexualism. 
'l‘herefore, they were Omitted from further analyses. Of the 
remaining 32-1- persnns, 288 were identified with the gender 
identity diagnosis a]??? and 36 befim? change ofsex status. Out Ofthe 
288 persons identified a]??? changed sex status, 185 could also be 

identified befim? change in sex status. The median time lag between 
the hospitalization befim? and a]??? sex change for these 185 persons 
was 0.96 years (mean 2.2 years, SD 33) 

Gender identity disorder was coded ' cording to ICD-S: 302.3 
(transsexualism) and 3029 (Sexual dev tion NOS); ICD-9: 302 

(overall code for sexual deviations and disorders, more specific 
codes were not available in [CD-9); and ICD-IO: ["641] 
(transsexualism), ["641 (dual-role transvestism), ["643 (other 
gender identity disorder), and ["649 (gender identity disorder 
NOS). Other psychiatric disorders were coded as ICD-S: 290-301 
and 303-315; ICD-9: 290-301 and 303-319; aIIdICD-101F00-F63 
as well as 1965-1999. 

Identification of population-based controls (unexposed 
grown) 

For each exposed person (N 2 324), we randomly selected 10 

unexposed controls. A person was defined as unexposed if there 
were no discrepancies in sex designation across the Censuses, 
lVledical Birth, and Total Population registers and no gender 
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identity disorder diagnosis according to the Hospital Disc arge 
Register. Control persons were matched by sex and birth year and 
had to be alive and residing in Sweden at the estimated Sex 

reassignment date of the case person. To study possible gender- 
specific effects on Outcomes of interest, we used two different 
control groups: one with the same sex as the case individual at 
birth (birth sex matching) and the other with the sex that the case 

individual had been reassigned to (final sex matching). 

Outcome measures 
“'6 studied mortality, psychiatric morbidity, accidents, and 

crime following sex reassignment. lVlore specifically, we investi- 
gated: (1) all-cause mortality, (2) death by definite/uncertain 
suicide, (3) death by cardiovascular disease, and (-1-) death by 
tumour. lVlm‘bidity included (5) any psychiatric disorder (gender 
identity disorders excluded), (6) alcohol/drug misuse and depen- 

dence, (7) definite/uncertain suicide attempt, and (8) accidents. 
Finally, we addressed court convictions for (9) any criminal Offence 

and (10) any violent Offence. Each individual could contribute with 
several Outcomes, but only one event per Outcome. Causes of 
death (Cause of Death Registly from 1952 and onwards) were 
defined according to 1CD as suicide (ICD—S and [CD-9 codes 
E950-E959 and 15980-111989, [CD-10 codes X60-X84 and YlO- 
Y34); cardiovascular disease (ICD-S codes 390-458, ICD-9 Codes 

390-459, [CD-10 codes 100-199); neoplasms (ICD-S and ICD-9 
Code 1-1-0- 539, [CD-10 codes COO-D48), any psychiatric disorder 
(gender identxty disorders excluded); (lCD-8 codes 290-301 and 
303-315, [CD-9 codes 290-301 and 303-319, [CD-10 codes 1900- 

196.? and 1"65-1‘99); alcohol/drug abuse and dependence (KID-3 
codes 303-304, ICD-9 codes 303-305 (tobacco use disorder 
excluded), [CD-10 Codes FIG-FIG and 1918-1919 (x5 excluded); 
and accidents (ICD-S and ICD-9 codes 15300-111929, [CD-10 Codes 

V01-X59). 
Any criminal conviction during follow-up was counted; 

specifically, Violent crime was defined as homicide and attempted 
homicide, aggravated assault and assault, l‘obbely, threatening 
behaviour, ha! ssment, arson, or any sexual Offen 

Covariates 
Severe psychiatric morbidity was defined as inpatient care 

according to ICD-8 codes 991 301, 303-304, and 307; ICD-9 
Codes 291-292, 295-293, 300-301, 303-305 (tobacco use disorder 
excluded), 307.1, 307 , 5508-30 , and 311; [CD-10 codes 1’10- 

l’16, Fla-1‘25, 1928-1945, F48, F50, and 1960-1962. Immigrant status, 
defined as individuals born abroad, was Obtained from the Total 
Population Register. All Outcome/covariate Variables 
diChOtOmized (Len, affected or unaffected) and without missing 
Values. 

were 

Statistical analyses 
Each individual contributed person-time from study ently (for 

exposed: date of sex reassignment; for unexposed: date of sex 

re: 
' 

lmE‘nt ofmatched case) until date of outcome event, death, 
emigration, or and ofstudy period (31 December 2003), whichever 
came first. The association between exposure (sex reassignment) 
and Outcome (mortality, morbidity, crime) was measured by 
hazard ratios (HR) with 95% C15, taking follow-up time into 
account. HRS were estimated from Cox proportional hazard 
regression models, stratified on matched sets (1:10) to account for 
the matching by sex, age, and calendar time (birth year). “'6 
present crude HRS (though adjusted for sex and age through 
matching) and confounder-adjusted HRS [2:11s for all Outcomes. 
The two potential confounders, immigrant status (yes/no) and 
histoly of severe psychiatric morbidity (yes/no) prior to sex 
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reassignment, were chosen based on previous research[18,33] and

different prevalence across cases and controls (Table 1).

Gender-separated analyses were performed and a Kaplan-

Meier survival plot graphically illustrates the survival of the sex

reassigned cohort and matched controls (all-cause mortality) over

time. The significance level was set at 0.05 (all tests were two-

sided). All outcome/covariate variables were without missing

values, since they are generated from register data, which are

either present (affected) or missing (unaffected). The data were

analysed using SAS version 9.1 (SAS Institute Inc., Cary, NC,

USA).

Ethics
The data linking of national registers required for this study was

approved by the IRB at Karolinska Institutet, Stockholm. All data

were analyzed anonymously; therefore, informed consent for each

individual was neither necessary nor possible.

Results

We identified 324 transsexual persons (exposed cohort) who

underwent sex reassignment surgery and were assigned a new legal

sex between 1973 and 2003. These constituted the sex-reassigned

(exposed) group. Fifty-nine percent (N = 191) of sex-reassigned

persons were male-to-females and 41% (N = 133) female-to-males,

yielding a sex ratio of 1.4:1 (Table 1).

The average follow-up time for all-cause mortality was 11.4

(median 9.1) years. The average follow-up time for the risk of

being hospitalized for any psychiatric disorder was 10.4 (median

8.1).

Characteristics prior to sex reassignment
Table 1 displays demographic characteristics of sex-reassigned

and control persons prior to study entry (sex reassignment). There

were no substantial differences between female-to-males and male-

to-females regarding measured baseline characteristics. Immigrant

status was twice as common among transsexual individuals

compared to controls, living in an urban area somewhat more

common, and higher education about equally prevalent. Trans-

sexual individuals had been hospitalized for psychiatric morbidity

other than gender identity disorder prior to sex reassignment

about four times more often than controls. To adjust for these

baseline discrepancies, hazard ratios adjusted for immigrant status

and psychiatric morbidity prior to baseline are presented for all

outcomes [aHRs].

Mortality
Table 2 describes the risks for selected outcomes during follow-up

among sex-reassigned persons, compared to same-age controls of

the same birth sex. Sex-reassigned transsexual persons of both

genders had approximately a three times higher risk of all-cause

mortality than controls, also after adjustment for covariates. Table 2

Table 1. Baseline characteristics among sex-reassigned subjects in Sweden (N = 324) and population controls matched for birth
year and sex.

Characteristic at baseline
Sex-reassigned subjects
(N = 324)

Birth-sex matched controls
(N = 3,240)

Final-sex matched controls
(N = 3,240)

Gender

Female at birth, male after sex change 133 (41%) 1,330 (41%) 1,330 (41%)

Male at birth, female after sex change 191 (59%) 1,910 (59%) 1,910 (59%)

Average age at study entry [years] (SD, min-max)

Female at birth, male after sex change 33.3 (8.7, 20–62) 33.3 (8.7, 20–62) 33.3 (8.7, 20–62)

Male at birth, female after sex change 36.3 (10.1, 21–69) 36.3 (10.1, 21–69) 36.3 (10.1, 21–69)

Both genders 35.1 (9.7, 20–69) 35.1 (9.7, 20–69) 35.1 (9.7, 20–69)

Immigrant status

Female at birth, male after sex change 28 (21%) 118 (9%) 100 (8%)

Male at birth, female after sex change 42 (22%) 176 (9%) 164 (9%)

Both genders 70 (22%) 294 (9%) 264 (8%)

Less than 10 years of schooling prior to entry vs. 10 years or more

Females at birth, males after sex change 49 (44%); 62 (56%) 414 (37%); 714 (63%) 407 (36%); 713 (64%)

Males at birth, females after sex change 61 (41%); 89 (59%) 665 (40%); 1,011 (60%) 595 (35%); 1,091 (65%)

All individuals with data 110 (42%); 151 (58%) 1,079 (38%); 1,725 (62%) 1,002 (36%); 1,804 (64%)

Psychiatric morbidity* prior to study entry

Female at birth, male after sex change 22 (17%) 47 (4%) 42 (3%)

Male at birth, female after sex change 36 (19%) 76 (4%) 72 (4%)

Both genders 58 (18%) 123 (4%) 114 (4%)

Rural [vs. urban] living area prior to entry

Female at birth, male after sex change 13 (10%) 180 (14%) 195 (15%)

Male at birth, female after sex change 20 (10%) 319 (17%) 272 (14%)

Both genders 33 (10%) 499 (15%) 467 (14%)

Note:
*Hospitalizations for gender identity disorder were not included.
doi:10.1371/journal.pone.0016885.t001
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Table 1. Baseline characteristics among sex-reassigned subjects in Sweden (N=324) and population controls matched for birth 

Sex-reassigned subjects Birth-sex matched controls Final-sex matched controls 

Average age at study entry [years] (SD, min-max) 

Female at birth, male after sex change 33.3 (8.7, 20—62) 

36.3 (10.1, 21—69) 

35.1 (9.7, 20—69) 

Male at birth, female after sex change 

Both genders 

Immigrant status 

Female at birth, male after sex change 28 (21%) 

Male at birth, female after sex change 42 (22%) 

Both genders 70 (22%) 

Less than 10 years of schooling prior to entry vs. 10 years or more 

49 (44%); 62 (56%) 

61 (41%); 89 (59%) 
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Females at birth, males after sex change 

Males at birth, females after sex change 

All individuals with data 

Psychiatric morbidity* prior to study entry 

Female at birth, male after sex change 22 (17%) 

Male at birth, female after sex change 36 (19%) 

Both genders 58 (18%) 

Rural [vs. urban] living area prior to entry 

Female at birth, male after sex change 13 (10%) 

Male at birth, female after sex change 20 (10%) 

Both genders 33 (10%) 

Characteristic at baseline (N = 324) (N = 3.240) (N = 3,240) 

Gender 

Female at birth, male after sex change 133 (41%) 1,330 (41%) 1,330 (41%) 

Male at birth, female after sex change 191 (59%) 1,910 (59%) 1,910 (59%) 

33.3 (8.7, 20—62) 

36.3 (10.1, 21—69) 

35.1 (9.7, 20—69) 

33.3 (8.7, 20—62) 

36.3 (10.1, 21—69) 

35.1 (9.7, 20—69) 

118 (9%) 100 (8%) 
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414 (37%); 714 (63%) 
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1,079 (38%); 1,725 (62%) 

407 (36%); 713 (64%) 

595 (35%); 1,091 (65%) 
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7e (4%) 72 (4%) 
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Note: 
*Hospitalizations for gender identity disorder were not included. 
doifl0.1371/joumal.pone.00168851001 
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separately lists the outcomes depending on when sex reassignment

was performed: during the period 1973-1988 or 1989–2003. Even

though the overall mortality was increased across both time periods,

it did not reach statistical significance for the period 1989–2003.

The Kaplan-Meier curve (Figure 1) suggests that survival of

transsexual persons started to diverge from that of matched controls

after about 10 years of follow-up. The cause-specific mortality from

suicide was much higher in sex-reassigned persons, compared to

matched controls. Mortality due to cardiovascular disease was

moderately increased among the sex-reassigned, whereas the

numerically increased risk for malignancies was borderline

statistically significant. The malignancies were lung cancer (N = 3),

tongue cancer (N = 1), pharyngeal cancer (N = 1), pancreas cancer

(N = 1), liver cancer (N = 1), and unknown origin (N = 1).

Figure 1. Death from any cause as a function of time after sex reassignment among 324 transsexual persons in Sweden (male-to-
female: N = 191, female-to-male: N = 133), and population controls matched on birth year.
doi:10.1371/journal.pone.0016885.g001

Table 2. Risk of various outcomes among sex-reassigned subjects in Sweden (N = 324) compared to population controls matched
for birth year and birth sex.

Number of events
cases/
controls
1973–2003

Outcome incidence rate
per 1000 person-years
1973–2003
(95% CI)

Crude
hazard ratio
(95% CI)
1973–2003

Adjusted*
hazard ratio
(95% CI)
1973–2003

Adjusted*
hazard ratio
(95% CI)
1973–1988

Adjusted*
hazard ratio
(95% CI)
1989–2003

Cases Controls

Any death 27/99 7.3 (5.0–10.6) 2.5 (2.0–3.0) 2.9 (1.9–4.5) 2.8 (1.8–4.3) 3.1 (1.9–5.0) 1.9 (0.7–5.0)

Death by suicide 10/5 2.7 (1.5–5.0) 0.1 (0.1–0.3) 19.1 (6.5–55.9) 19.1 (5.8–62.9) N/A N/A

Death by cardiovascular
disease

9/42 2.4 (1.3–4.7) 1.1 (0.8–1.4) 2.6 (1.2–5.4) 2.5 (1.2–5.3) N/A N/A

Death by neoplasm 8/38 2.2 (1.1–4.3) 1.0 (0.7–1.3) 2.1 (1.0–4.6) 2.1 (1.0–4.6) N/A N/A

Any psychiatric
hospitalisation{

64/173 19.0 (14.8–24.2) 4.2 (3.6–4.9) 4.2 (3.1–5.6) 2.8 (2.0–3.9) 3.0 (1.9–4.6) 2.5 (1.4–4.2)

Substance misuse 22/78 5.9 (3.9–8.9) 1.8 (1.5–2.3) 3.0 (1.9–4.9) 1.7 (1.0–3.1) N/A N/A

Suicide attempt 29/44 7.9 (5.5–11.4) 1.0 (0.8–1.4) 7.6 (4.7–12.4) 4.9 (2.9–8.5) 7.9 (4.1–15.3) 2.0 (0.7–5.3)

Any accident 32/233 9.0 (6.3–12.7) 5.7 (5.0–6.5) 1.6 (1.1–2.3) 1.4 (1.0–2.1) 1.6 (1.0–2.5) 1.1 (0.5–2.2)

Any crime 60/350 18.5 (14.3–23.8) 9.0 (8.1–10.0) 1.9 (1.4–2.5) 1.3 (1.0–1.8) 1.6 (1.1–2.4) 0.9 (0.6–1.5)

Violent crime 14/61 3.6 (2.1–6.1) 1.4 (1.1–1.8) 2.7 (1.5–4.9) 1.5 (0.8–3.0) N/A N/A

Notes:
*Adjusted for psychiatric morbidity prior to baseline and immigrant status.
{Hospitalisations for gender identity disorder were excluded.
N/A Not applicable due to sparse data.
doi:10.1371/journal.pone.0016885.t002
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Figure 1. Death from any cause as a function of time after sex reassignment among 324 transsexual persons in Sweden (male-to- 
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Psychiatric morbidity, substance misuse, and accidents
Sex-reassigned persons had a higher risk of inpatient care for a

psychiatric disorder other than gender identity disorder than

controls matched on birth year and birth sex (Table 2). This held

after adjustment for prior psychiatric morbidity, and was true

regardless of whether sex reassignment occurred before or after

1989. In line with the increased mortality from suicide, sex-

reassigned individuals were also at a higher risk for suicide

attempts, though this was not statistically significant for the time

period 1989–2003. The risks of being hospitalised for substance

misuse or accidents were not significantly increased after adjusting

for covariates (Table 2).

Crime rate
Transsexual individuals were at increased risk of being

convicted for any crime or violent crime after sex reassignment

(Table 2); this was, however, only significant in the group who

underwent sex reassignment before 1989.

Gender differences
Comparisons of female-to-males and male-to-females, although

hampered by low statistical power and associated wide confidence

intervals, suggested mostly similar risks for adverse outcomes

(Tables S1 and S2). However, violence against self (suicidal

behaviour) and others ([violent] crime) constituted important

exceptions. First, male-to-females had significantly increased risks

for suicide attempts compared to both female (aHR 9.3; 95% CI

4.4–19.9) and male (aHR 10.4; 95% CI 4.9–22.1) controls. By

contrast, female-to-males had significantly increased risk of suicide

attempts only compared to male controls (aHR 6.8; 95% CI 2.1–

21.6) but not compared to female controls (aHR 1.9; 95% CI 0.7–

4.8). This suggests that male-to-females are at higher risk for

suicide attempts after sex reassignment, whereas female-to-males

maintain a female pattern of suicide attempts after sex reassign-

ment (Tables S1 and S2).

Second, regarding any crime, male-to-females had a signifi-

cantly increased risk for crime compared to female controls (aHR

6.6; 95% CI 4.1–10.8) but not compared to males (aHR 0.8; 95%

CI 0.5–1.2). This indicates that they retained a male pattern

regarding criminality. The same was true regarding violent crime.

By contrast, female-to-males had higher crime rates than female

controls (aHR 4.1; 95% CI 2.5–6.9) but did not differ from male

controls. This indicates a shift to a male pattern regarding

criminality and that sex reassignment is coupled to increased crime

rate in female-to-males. The same was true regarding violent

crime.

Discussion

Principal findings and comparison with previous research
We report on the first nationwide population-based, long-term

follow-up of sex-reassigned transsexual persons. We compared our

cohort with randomly selected population controls matched for

age and gender. The most striking result was the high mortality

rate in both male-to-females and female-to males, compared to the

general population. This contrasts with previous reports (with one

exception[8]) that did not find an increased mortality rate after sex

reassignment, or only noted an increased risk in certain

subgroups.[7,9,10,11] Previous clinical studies might have been

biased since people who regard their sex reassignment as a failure

are more likely to be lost to follow-up. Likewise, it is cumbersome

to track deceased persons in clinical follow-up studies. Hence,

population-based register studies like the present are needed to

improve representativity.[19,34]

The poorer outcome in the present study might also be

explained by longer follow-up period (median .10 years)

compared to previous studies. In support of this notion, the

survival curve (Figure 1) suggests increased mortality from ten

years after sex reassignment and onwards. In accordance, the

overall mortality rate was only significantly increased for the group

operated before 1989. However, the latter might also be explained

by improved health care for transsexual persons during 1990s,

along with altered societal attitudes towards persons with different

gender expressions.[35]

Mortality due to cardiovascular disease was significantly

increased among sex reassigned individuals, albeit these results

should be interpreted with caution due to the low number of

events. This contrasts, however, a Dutch follow-up study that

reported no increased risk for cardiovascular events.[10,11] A

recent meta-analysis concluded, however, that data on cardiovas-

cular outcome after cross-sex steroid use are sparse, inconclusive,

and of very low quality.[34]

With respect to neoplasms, prolonged hormonal treatment

might increase the risk for malignancies,[36] but no previous study

has tested this possibility. Our data suggested that the cause-

specific risk of death from neoplasms was increased about twice

(borderline statistical significance). These malignancies (see

Results), however, are unlikely to be related to cross-hormonal

treatment.

There might be other explanations to increased cardiovascular

death and malignancies. Smoking was in one study reported in

almost 50% by the male-to females and almost 20% by female-to-

males.[9] It is also possible that transsexual persons avoid the

health care system due to a presumed risk of being discriminated.

Mortality from suicide was strikingly high among sex-reassigned

persons, also after adjustment for prior psychiatric morbidity. In

line with this, sex-reassigned persons were at increased risk for

suicide attempts. Previous reports [6,8,10,11] suggest that

transsexualism is a strong risk factor for suicide, also after sex

reassignment, and our long-term findings support the need for

continued psychiatric follow-up for persons at risk to prevent this.

Inpatient care for psychiatric disorders was significantly more

common among sex-reassigned persons than among matched

controls, both before and after sex reassignment. It is generally

accepted that transsexuals have more psychiatric ill-health than the

general population prior to the sex reassignment.[18,21,22,33] It

should therefore come as no surprise that studies have found high

rates of depression,[9] and low quality of life[16,25] also after sex

reassignment. Notably, however, in this study the increased risk for

psychiatric hospitalisation persisted even after adjusting for psychi-

atric hospitalisation prior to sex reassignment. This suggests that

even though sex reassignment alleviates gender dysphoria, there is a

need to identify and treat co-occurring psychiatric morbidity in

transsexual persons not only before but also after sex reassignment.

Criminal activity, particularly violent crime, is much more

common among men than women in the general population. A

previous study of all applications for sex reassignment in Sweden

up to 1992 found that 9.7% of male-to-female and 6.1% of female-

to-male applicants had been prosecuted for a crime.[33] Crime

after sex reassignment, however, has not previously been studied.

In this study, male-to-female individuals had a higher risk for

criminal convictions compared to female controls but not

compared to male controls. This suggests that the sex reassignment

procedure neither increased nor decreased the risk for criminal

offending in male-to-females. By contrast, female-to-males were at

a higher risk for criminal convictions compared to female controls

and did not differ from male controls, which suggests increased

crime proneness in female-to-males after sex reassignment.
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Psychiatric morbidity, substance misuse, and accidents 
Sex-reassigned persons had a higher risk of inpatient care for a 

psychiatnc disorder other than gender identity disorder than 
controls matched on birth Vear and birth sex (Table 2). This held 
aftel adjustment fol plim pmchiatlic mmbidiu and was true 
legaldless of whethel sex lea. gnment Occuued befme 01 aftel 
1989 In line with the inmaased moltality fiom suicide, sex- 

re gned individuals were also at a higher risk for suicide 
attempts, though this was not statistically .‘gnif ant for the time 
period 198979003. The risks of being hospit' ,d for substance 
misuse 01 cmdents were not significantly increased after adjusting 
for covariates (Table 2). 

Crime rate 
'l‘ranssexual individuals were at incre ed 1" k of being 

convicted for any crime or violent Crime after sex 1 , Signment 

(Table 2); this was, however, only slgnificant in the group who 
undenvent sex reassignment before 1989. 

Gender differences 
Comp' ‘isons of female-tO-males and male-tO-females, although 

hampered by low statistical pow , and associated wide confidence 
intewals, suggested mostly similar risks for adverse Outcomes 

(Tables SI and 32). However, Violence against self (suicidal 
behaviour) and Others ([violentj crime) constituted important 
exceptions. First, male-tO-females had significantly increased risks 

for suicide attempts compared to both female (aHR 9.. , 95% CI 
4:?199) and male (aHR 10.4; 95% CI 49722.1) controls. By 
contrast, female-tO-males had significantly increased risk ofsuicide 
attempts only compared to male controls (aHR 6.8; 95% CI 2.17 

21.6) but not compared to female controls (aHR 1.9; 95% CI 0.77 

4.8). This suggests that male-tO-females are at higher risk for 
Su‘ ' 

6 attempts after sex reassignment, whereas female-tO-males 
maintain a female pattern of suicide attempts after sex reassign- 

ment (Tables SI and 32). 
Second, regarding any crime, male-tO-females had a signifi- 

cantly increased risk for crime compared to female controls (aHR 
6.6; 95% CI 4.17103) but not compared to males (aHR 0.8; 95% 
CI 0.5712). This indicates that they retained a male pattern 
regarding criminality. The same was true regarding violent crime. 

By contrast, female-tO-males had higher crime rates than female 
controls (aHR 4.1; 95% CI 25769) but did not differ from male 
controls. This indicates a shift to a male pattern regarding 
criminality and that sex reassignment is coupled to increased crime 
rate in female-tO-males. The same was true regarding Violent 
crime. 

Discussion 

Principal findings and comparison with previous research 
“'6 report on the first nationwide population-based, long-term 

follow-up of sex-reassigned transsexual persons. “’6 compared our 
cohort with randomly selected population controls matched for 
age and gender. The most striking result was the high mortality 
rate in both male-tO-females and female-t0 males, compared to the 
general population. This contrasts with previous reports (with one 

excepti011[8j) that did not find an increased mortality rate after sex 

re gnment, or onh noted an inc sad risk in certain 
sub cups [7 9 10 11] Plevious clinical studies might have been 

' 

a people who regard their sex FE" ignment as a failure 
ely to be lost to follow-up. Likewise, it is cumbersome 

to track (JET ased persons in clinical follow-up studies. Hence, 
population-b sad reg 61' studies like the present are needed to 
improve representativlty.[l 9,34] 

@. PLoS ONE 
| 

www.plosone.org 

Long-Term Follow-Up of Sex Reassignment 

The poorer Outcome in the present study might also be 

explained by longer follow-up period (median >10 years) 
compared to previous studies In support of this notion the 
Suwival cum/e (Hgme 1) suggests inmaased moltaliu fiom ten 
\eals aftel sex 16‘, gnment and Onwalds In accolwdance the 
ovelall moltality late was only significantly incleased {01 the gmup 
Operated before 1989. However, the latter might also be explained 

by improved health care for transsexual persons during 19905, 

along with altered societal attitudes towards persons with different 
gender expressions.[35j 

lVlortality due to cardiovascular disease was significantly 
increased among sex reassigned individuals, albeit these results 
Should be interpreted with caution due to the low number of 
events. This contr s, howev ‘, a Dutch follow-up study that 
reported no inc , ed risk for cardiovascular events.[10,llj A 
recent meta-anal ls concluded, however, that data on cardiovas- 
cular Outcome after cm - ex steroid use are sparse, inconclusive, 
and of Vely 10w quality.[34j 

\Vith respect to neoplasms, prolonged hormonal treatment 
might increase the risk for malignancies,[36j but no previous study 
has tested this possibility. Our data suk ested that the cause- 

specific risk of death from neoplasms was increased about twice 
(borderline statistical significann. Th QE‘, malignancies (see 

Results), however, are unlikely to be related to cross-hormonal 
treatment. 

'l‘here might be other explanations to increased cardiovascular 
death and malignancies. Smoking was in one study reported in 
almost 50% by the male-t0 females and almost 20% by female-t0- 
males.[9j It is also possible that transsexual persons avoid the 
health care system due to a presumed risk of being discriminated. 

lVlortality from suicide was strikingly high among sex-reassigned 

persons, also after ad] fitment for prior psychiatric mm‘bld In 
line with this, sex-red igned persons were at increased [‘15 for 
suicide attempts. Previous reports [6,8,10,11] suggest that 
transsexualism is a strong risk factor for suicide, also after sex 

reassignment, and our long-term findings support the need for 
continued psychiatric follow-up for persons at risk to prevent this. 

Inpatient care for psychiatfic disorders was significantly more 
common among sex-reassigned persons than among matched 
controls, both before and after sex rea ignment. It is generally 
accepted that transsexuals have more psy atric ill-health than the 

general population prior to the , ignment.[18,21,2_ 3] It 
should therefore come as no surpass, that studies have found high 
rat s of depression,[9j and low quality oflife[16,25j also after sex 
[‘6' Signment. Notably, however, in this study the increased risk for 
psychlatric hospitalisation pamifited even after adjusting for psychi- 
atric hospitalisation pfior to sex rea ignment. This suggests that 
even though sex reassignment alleviat gender dysphoria, there is a 

need to identify and treat co—Occurring psychiatric morbidity in 
transsexual persons not only before but also afte sex reassignment. 

Criminal actwity, particularly Violent crime, is much more 
common among men than women in the general population. A 
previous study of all applications for sex re gnment in Sweden 
up to 1992 found that 9.7% Ofmale-tO-female and 6.1% Offemale- 
tO-male applicants had been prosecuted for a crime.[33j Crime 
after sex re gnment, however, has not previously been studied. 
In this study, male-tO-female individuals had a higher risk for 
criminal convictions comp' ed to female controls but not 
compared to male controls. 'l‘hls suggests that the sex reassignment 
procedure neither increased nor demeased the risk for criminal 
Offending in male-tO-females. By contrast, female-tO-males were at 
a higher risk for iminal convictions compared to female controls 
and did not differ from male controls, which suggests increased 
crime proneness in female-tO-males after sex reassignment. 
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Strengths and limitations of the study
Strengths of this study include nationwide representativity over

more than 30 years, extensive follow-up time, and minimal loss to

follow-up. Many previous studies suffer from low outcome

ascertainment,[6,9,21,29] whereas this study has captured almost

the entire population of sex-reassigned transsexual individuals in

Sweden from 1973–2003. Moreover, previous outcome studies

have mixed pre-operative and post-operative transsexual per-

sons,[22,37] while we included only post-operative transsexual

persons that also legally changed sex. Finally, whereas previous

studies either lack a control group or use standardised mortality

rates or standardised incidence rates as comparisons,[9,10,11] we

selected random population controls matched by birth year, and

either birth or final sex.

Given the nature of sex reassignment, a double blind

randomized controlled study of the result after sex reassignment

is not feasible. We therefore have to rely on other study designs.

For the purpose of evaluating whether sex reassignment is an

effective treatment for gender dysphoria, it is reasonable to

compare reported gender dysphoria pre and post treatment. Such

studies have been conducted either prospectively[7,12] or

retrospectively,[5,6,9,22,25,26,29,38] and suggest that sex reas-

signment of transsexual persons improves quality of life and

gender dysphoria. The limitation is of course that the treatment

has not been assigned randomly and has not been carried out

blindly.

For the purpose of evaluating the safety of sex reassignment in

terms of morbidity and mortality, however, it is reasonable to

compare sex reassigned persons with matched population controls.

The caveat with this design is that transsexual persons before sex

reassignment might differ from healthy controls (although this bias

can be statistically corrected for by adjusting for baseline

differences). It is therefore important to note that the current

study is only informative with respect to transsexuals persons

health after sex reassignment; no inferences can be drawn as to the

effectiveness of sex reassignment as a treatment for transsexualism.

In other words, the results should not be interpreted such as sex

reassignment per se increases morbidity and mortality. Things

might have been even worse without sex reassignment. As an

analogy, similar studies have found increased somatic morbidity,

suicide rate, and overall mortality for patients treated for bipolar

disorder and schizophrenia.[39,40] This is important information,

but it does not follow that mood stabilizing treatment or

antipsychotic treatment is the culprit.

Other facets to consider are first that this study reflects the

outcome of psychiatric and somatic treatment for transsexualism

provided in Sweden during the 1970s and 1980s. Since then,

treatment has evolved with improved sex reassignment surgery,

refined hormonal treatment,[11,41] and more attention to

psychosocial care that might have improved the outcome. Second,

transsexualism is a rare condition and Sweden is a small country

(9.2 million inhabitants in 2008). Hence, despite being based on a

comparatively large national cohort and long-term follow-up, the

statistical power was limited. Third, regarding psychiatric

morbidity after sex reassignment, we assessed inpatient psychiatric

care. Since most psychiatric care is provided in outpatient settings

(for which no reliable data were available), underestimation of the

absolute prevalences was inevitable. However, there is no reason to

believe that this would change the relative risks for psychiatric

morbidity unless sex-reassigned transsexual individuals were more

likely than matched controls to be admitted to hospital for any

given psychiatric condition.

Finally, to estimate start of follow-up, we prioritized using the

date of a gender identity disorder diagnosis after changed sex status

over before changed sex status, in order to avoid overestimating

person-years at risk after sex-reassignment. This means that

adverse outcomes might have been underestimated. However,

given that the median time lag between the hospitalization before

and after change of sex status was less than a year (see Methods),

this maneuver is unlikely to have influenced the results

significantly. Moreover, all deaths will be recorded regardless of

this exercise and mortality hence correctly estimated.

Conclusion
This study found substantially higher rates of overall mortality,

death from cardiovascular disease and suicide, suicide attempts,

and psychiatric hospitalisations in sex-reassigned transsexual

individuals compared to a healthy control population. This

highlights that post surgical transsexuals are a risk group that

need long-term psychiatric and somatic follow-up. Even though

surgery and hormonal therapy alleviates gender dysphoria, it is

apparently not sufficient to remedy the high rates of morbidity and

mortality found among transsexual persons. Improved care for the

transsexual group after the sex reassignment should therefore be

considered.
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Strengths of this study include nationwide representativity over 

more than 30 years, extensive follow-up time, and minimal loss to 
follow-up. lVlany previous studies suffer from low Outcome 
ascertainment, [69,2129] wher as this study has captured almost 
the entire population of sex-reassigned transsexual individuals in 
Sweden from 197372003. lVloreover, pres mus Outcome studies 
have mixed pre-Oper' e and post-Operative transsexual per- 

sons,[22,37j while we included only post-Operative transsexual 
persons that also legally changed sex. Finally, wheleas previous 
studies either lack a control group or use standardised mortality 
rates or standardised incidence rates as compal‘isons,[9,10,l 1] we 
selected random population controls matched by birth year, and 
either birth or final sex. 

Given the nature of sex reassignment, a double blind 
randomized controlled study of the result after sex reassignment 
is not feasible. “'6 therefore have to rely on other study designs. 

For the purpose of evaluating whether sex re ignment is an 

effective treatment for gender dysphona, it Is reasonable to 
compale reported gender dysphoria pre and post treatment. Such 
studies have been conducted either prospectively[7,12j or 
retrospectively,[5592225262938] and suggest that sex reas- 

signment of tan exual p ‘snns improves quality of life and 
gender dysphoria The limitation is of course that the treatment 
has not been assigned randomly and has not been carried out 
blindly. 

For the purpose of evaluating the safety of sex reassignment in 
terms of morbiditv and mortality, however, it is r, sonable to 
compare sex reasslgned persons with matched population controls. 
The caveat with this design is that transsexual persons before sex 

reassignment might differ from healthy controls (although this bias 
can be statistically corrected for by adjusting for baseline 
differences). It is therefore important to note that the current 
study is only informative with respect to transsexuals persons 
health after sex reassignment; no inferences can be drawn as to the 
effectiveness ofsex reassignment as a treatment for transsexualism. 
In other words, the results should not be interpreted such as Sex 

reassignment {m :e increases morbidity and mortality. Things 
might have been even worse without sex reassignment. As an 

analogy, similar studies have found increased somatic morbidity, 
suicide rate, and overall mortality for patients treated for bipolar 
disorder and schizophrenia.[39,40j This is important information, 
but it does not follow that mood stabilizing treatment or 
antipsychotic treatment is the culprit. 
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ABSTRACT 

Background: Transgender healthcare is a rapidly evolving interdisciplinary field‘ In the last 
decade, there has been an unprecedented increase in the number and visibility of transgender 
and gender diverse (TGD) people seeking support and gender-affirming medical treatment 
in parallel with a significant rise in the scientific literature in this area. The World Professional 
Association for Transgender Health (WPATH) is an international, multidisciplinaw, professional 
association whose mission is to promote evidence-based care, education, research, public 
policy, and respect in transgender health. One of the main functions of WPATH is to promote 
the highest standards of health care for TGD people through the Standards of Care (SOC). 
The SOC was initially developed in 1979 and the last version (SOC-7) was published in 2012. 
In View of the increasing scientific evidence, WPATH commissioned a new version of the 
Standards of Care, the SOC-8‘ 
Aim: The overall goal of SOC-8 is to provide health care professionals (HCPs) with clinical 
guidance to assist TGD people in accessing safe and effective pathways to achieving lasting 
personal comfort with their gendered selves with the aim of optimizing their overall physical 
health, psychological well-being, and self-fulfillment 
Methods: The SOC-8 is based on the best available science and expert professional consensus 
in transgender health. International professionals and stakeholders were selected to serve 
on the SOC-8 committee Recommendation statements were developed based on data 
derived from independent systematic literature reviews, where available, background reviews 
and expert opinions. Grading of recommendations was based on the available evidence 
supporting interventions, a discussion of risks and harms, as well as the feasibility and 
acceptability within different contexts and country setting; 
Results: A total of 18 chapters were developed as part of the SOC-8‘ They contain 
recommendations for health care professionals who provide care and treatment for TGD 
people Each of the recommendations is followed by explanatory text with relevant references. 
General areas related to transgender health are covered in the chapters Terminology, Global 
Applicability, Population Estimates, and Education. The chapters developed for the diverse 
population of TGD people include Assessment of Adults, Adolescents, Children, Nonbinary, 
Eunuchs, and Intersex Individuals, and people living in Institutional Environments. Finally, 
the chapters related to gender-affirming treatment are Hormone Therapy, Surgery and 
Postoperative Care, Voice and Communication, Primary Care, Reproductive Health, Sexual 
Health, and Mental Health‘ 
Conclusions: The SOC-8 guidelines are intended to be flexible to meet the diverse health 
care needs of TGD people globally. While adaptable, they offer standards for promoting 
optimal health (are and guidance for the treatment of people experiencing gender 
incongruence‘ As in all previous versions of the SOC, the criteria set forth in this document 
for gender-affirming medical interventions are clinical guidelines; individual health care 
professionals and programs may modify these in consultation with the TGD person‘ 

KEYWORDS 
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children; communication; 
education; endocrinology; 
eunuch; gender diverse; health 
care professional; institutional 
settings; intersex; mental 
health; nonbinary; population; 
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INTRODUCTION 

Purpose and use of the Standards of Care 

The overall goal of the World Professional 
Association for Transgender Health’s (WPATH) 
Standards of Care—Eighth Edition (SOC-8) is to 
provide clinical guidance to health care profes- 
sionals to assist transgender and gender diverse 

(TGD) people in accessing safe and effective 
pathways to achieving lasting personal comfort 
with their gendered selves with the aim of opti— 

mizing their overall physical health, psychological 
well—being, and self-fulfillment. This assistance 

may include but is not limited to hormonal and 
surgical treatments, voice and communication 
therapy, primary care, hair removal, reproductive 
and sexual health, and mental health care. 

Healthcare systems should provide medically nec- 

essary gender—affirming health care for TGD 
people: See Chapter 2—G10ba1 Applicability, 
Statement 2.1. 

WPATH is an international, multidisciplinary, 
professional association whose mission is to pro- 
mote evidence-based care, education, research, 
public policy, and respect in transgender health. 
Founded in 1979, the organization currently has 

over 3,000 health care professionals, social scien— 

tists, and legal professionals, all of whom are 

engaged in clinical practice, research, education 
and advocacy that affects the lives of TGD peo— 

ple. WPATH envisions a world wherein people 
of all gender identities and gender expressions 
have access to evidence—based health care, social 
services, justice, and equality. 

One of the main functions of WPATH is to 
promote the highest standards of health care for 
individuals through the Standards of Care (SOC) 
for the health of TGD people. The SOC—8 is 

based on the best available science and expert 
professional consensus. The SOC was initially 
developed in 1979, and the last version was pub- 
lished in 2012. 

Most of the research and experience in this 
field comes from a North American and Western 
European perspective; thus, adaptations of the 
SOC-8 to other parts of the world are necessary. 

Suggestions for approaches to cultural relativity 
and cultural competence are included in this ver- 
sion of the SOC. 

INTERNATIONALJOURNAL OF TRANSGENDER HEALTH (9 SS 

WPATH recognizes that health is not only 
dependent upon high-quality clinical care but 
also relies on social and political climates that 
ensure social tolerance, equality, and the full 
rights of citizenship. Health is promoted through 
public policies and legal reforms that advance 
tolerance and equity for gender diversity and that 
eliminate prejudice, discrimination, and stigma. 
WPATH is committed to advocacy for these pol- 

icy and legal changes. Thus, health care profes- 
sionals who provide care to TGD people are 

called upon to advocate for improved access to 
safe and licensed gender-affirming care while 
respecting the autonomy of individuals. 

While this is primarily a document for health 

care professionals, individuals, their families, and 
social institutions may also use the SOC—8 to under- 

stand how it can assist with promoting optimal 
health for members of this diverse population. 

The SOC-8 has 18 chapters containing recom- 
mendations for health care professionals working 
with TGD people. Each of the recommendations 
is followed by explanatory text with relevant ref— 

erences. The recommendations for the initiation 
of gender-affirming medical and/or surgical treat— 

ments (GAMSTS) for adults and adolescents are 

contained in their respective chapters (see 
Assessment for Adults and Adolescent chapters). 
A summary of the recommendations and criteria 
for GAMST can be found in Appendix D. 

Populations included in the SOC-8 

In this document, we use the phrase transgender 
and gender diverse (TGD) to be as broad and 
comprehensive as possible in describing members 
of the many varied communities that exist glob— 

ally of people with gender identities or expres— 

sions that differ from the gender socially 
attributed to the sex assigned to them at birth. 
This includes people who have culturally specific 
and/or language-specific experiences, identities or 
expressions, which may or may not be based on 
or encompassed by Western conceptualizations 
of gender or the language used to describe it. 

WPATH SOC-8 expands who is included under 
the TGD umbrella, and the settings in which 
these guidelines should be applied to promote 
equity and human rights.
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Globally, TGD people encompass a diverse 
array of gender identities and expressions and 
have differing needs for gender-affirming care 

across their lifespan that is related to individual 
goals and characteristics, available health care 

resources, and sociocultural and political contexts. 
When standards of care are absent for certain 
groups this vacuum can result in a multiplicity 
of therapeutic approaches, including those that 
may be counterproductive or harmful. The SOC—8 

includes recommendations to promote health and 
well-being for gender diverse groups that have 

often been neglected and/or marginalized, includ— 

ing nonbinary people, eunuch, and intersex 
individuals. 

The SOC—8 continues to outline the appropriate 
care of TGD youth, which includes, when indi- 
cated, the use of puberty suppression and, when 
indicated, the use of gender—affirming hormones. 

Worldwide, TGD people commonly experience 
transphobia, stigmatization, ignorance, and refusal 
of care when seeking health care services, which 
contributes to significant health disparities. TGD 
people often report having to teach their medical 
providers how to care for them due to the latter’s 

insufficient knowledge and training. Intersectional 
forms of discrimination, social marginalization, 
and hate crimes against TGD people lead to 
minority stress. Minority stress is associated with 
mental health disparities exemplified by increased 
rates of depression, suicidality, and non—suicidal 

self—injuries than rates in cisgender populations. 
Professionals from every discipline should con— 

sider the marked vulnerability of many TGD 
people. WPATH urges health care authorities, 
policymakers, and medical societies to discourage 
and combat transphobia among health care pro- 
fessionals and ensure every effort is made to 
refer TGD people to professionals with experi— 

ence and willingness to provide 
gender-affirming care. 

Flexibility in the soc 

The SOC—8 guidelines are intended to be flexible 
to meet the diverse health care needs of TGD 
people globally. While adaptable, they offer stan— 

dards for promoting optimal health care and for 
guiding treatment of people experiencing gender 

incongruence. As in all previous versions of the 
SOC, the criteria put forth in this document for 
gender-affirming interventions are clinical guide— 

lines; individual health care professionals and 
programs may modify them in consultation with 
the TGD person. Clinical departures from the 
SOC may come about because of a patient’s 
unique anatomic, social, or psychological situa— 

tion; an experienced health care professional’s 
evolving method of handling a common situation; 
a research protocol; lack of resources in various 
parts of the world; or the need for specific 
harm—reduction strategies. These departures 
should be recognized as such, explained to the 
patient, and documented for quality patient care 

and legal protection. This documentation is also 

valuable for the accumulation of new data, which 
can be retrospectively examined to allow for 
health care—and the SOC—to evolve. 

The SOC—8 supports the role of informed 
decision-making and the value of harm reduction 
approaches. In addition, this version of the SOC 
recognizes and validates various expressions of 
gender that may not necessitate psychological, 
hormonal, or surgical treatments. Health care 
professionals can use the SOC to help patients 
consider the full range of health services open 
to them in accordance with their clinical needs 

for gender expression. 

Diversity versus Diagnosis 

The expression of gender characteristics, includ— 

ing identities, that are not stereotypically associ— 

ated with one’s sex assigned at birth is a common 
and a culturally diverse human phenomenon that 
should not be seen as inherently negative or 
pathological. Unfortunately, gender nonconfor- 
mity and diversity in gender identity and expres— 

sion is stigmatized in many societies around the 
world. Such stigma can lead to prejudice and 
discrimination, resulting in “minority stress." 

Minority stress is unique (additive to general 
stressors experienced by all people), socially 
based, and chronic, and may make TGD individ- 
uals more vulnerable to developing mental health 
concerns such as anxiety and depression. In addi— 

tion to prejudice and discrimination in society 
at large, stigma can contribute to abuse and
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neglect in one’s interpersonal relationships, which 
in turn can lead to psychological distress. 
However, these symptoms are socially induced 
and are not inherent to being TGD. 

While Gender Dysphoria (GD) is still consid- 
ered a mental health condition in the Diagnostic 
and Statistical Manual of Mental Disorders, 
(DSM-S-TR) of the American Psychiatric 
Association. Gender incongruence is no longer 
seen as pathological or a mental disorder in the 
world health community. Gender Incongruence 
is recognized as a condition in the International 
Classification of Diseases and Related Health 
Problems, 11‘“ Version of the World Health 
Organization (ICD-ll). Because of historical and 
current stigma, TGD people can experience dis- 
tress or dysphoria that may be addressed with 
various gender—affirming treatment options. While 
nomenclature is subject to change and new ter— 

minology and classifications may be adopted by 
Various health organizations or administrative 
bodies, the medical necessity of treatment and 
care is clearly recognized for the many people 
who experience dissonance between their sex 

assigned at birth and their gender identity. 
Not all societies, countries, or health care sys— 

tems require a diagnosis for treatment. However, 
in some countries these diagnoses may facilitate 
access to medically necessary health care and can 

guide further research into effective treatments. 

Health care services 

The goal of gender-affirming care is to partner 
with TGD people to holistically address their 
social, mental, and medical health needs and 
well-being While respectfully affirming their gen- 

der identity. Gender—affirming care supports TGD 
people across the lifespan—from the very first 
signs of gender incongruence in childhood 
through adulthood and into older age—as well 
as people with concerns and uncertainty about 
their gender identity, either prior to or after 
transition. 

Transgender health care is greater than the 
sum of its parts, involving holistic inter- and 
multidisciplinary care between endocrinology, 
surgery, voice and communication, primary care, 

reproductive health, sexual health and mental 
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health disciplines to support gender-affirming 
interventions as well as preventive care and 
chronic disease management. Gender—affirming 
interventions include puberty suppression, hor- 
mone therapy, and gender-affirming surgeries 
among others. It should be emphasized there is 

no ‘one—size—fits-all’ approach and TGD people 

may need to undergo all, some, or none of these 
interventions to support their gender affirmation. 
These guidelines encourage the use of a 

patient-centered care model for initiation of gen- 

der- affirming interventions and update many 
previous requirements to reduce barriers to care. 

Ideally, communication and coordination of care 

should occur between providers to optimize out- 
comes and the timing of gender-affirming interven- 
tions centered on the patient’s needs and desires and 

to minimize harm. In well—resourced settings, mul- 
tidisciplinary consultation and care coordination is 

often routine, but many regions worldwide lack facil- 

ities dedicated to transgender care. For these regions, 

if possible, it is strongly recommended that individ— 

ual care providers create a network to facilitate trans- 

gender health care that is not available locally. 

Worldwide, TGD people are sometime forced 

by family members or religious communities to 
undergo conversion therapy. WPATH strongly 
recommends against any use of reparative or con- 
version therapy (see statements 6.5 and 18.10). 

Health care settings 

The SOC-8 are guidelines rooted in the funda- 
mental rights of TGD people that apply to all 
settings in which health care is provided regardless 

of an individual’s social or medical circumstances. 
This includes a recommendation to apply the stan— 

dards of care for TGD people who are incarcer— 

ated or living in other institutional settings. 

Due to a lack of knowledgeable providers, 
untimely access, cost barriers and/or previous stig— 

matizing health care experiences, many TGD peo— 

ple take non-prescribed hormone therapy. This 
poses health risks associated with the use of 
unmonitored therapy in potentially supratherapeu— 

tic doses and the potential exposure to blood-borne 
illnesses if needles are shared for administration. 
However, for many individuals, it is the only 
means of acquiring medically necessary
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gender-affirming treatment that is otherwise inac— 

cessible. Non-prescribed hormone use should be 

approached with a harm—reduction lens to ensure 

individuals are connected with providers who can 

prescribe safe and monitored hormone therapy. 
In some countries, the rights of TGD are 

increasingly being recognized, and gender clinics 
are being established that can serve as templates 
for care. In other countries, however, such facil- 
ities are lacking and care may be more frag— 

mented and under-resourced. Nonetheless, 
different models of care are being pioneered, 
including efforts to decentralize gender—affirming 

care within primary care settings and establish 
telehealth services to reduce barriers and improve 
access. Regardless of the method of care delivery, 
the principles of gender-affirming care as outlined 
in the SOC-8 should be adapted to align with 
local sociocultural, political, and medical contexts. 

Methodology 

This version of the Standards of Care (SOC-8) 
is based upon a more rigorous and methodolog— 

ical evidence—based approach than previous ver- 
sions. This evidence is not only based on the 
published literature (direct as well as background 
evidence) but also on consensus-based expert 
opinion. Evidence—based guidelines include rec— 

ommendations intended to optimize patient care 

that are informed by a thorough review of evi- 
dence, an assessment of the benefits and harms, 
values and preferences of providers and patients, 
and resource use and feasibility. 

While evidence-based research provides the 
basis for sound clinical practice guidelines and 
recommendations, it must be balanced by the 
realities and feasibility of providing care in 
diverse settings. The process for development of 
the SOC-8 incorporated the recommendations on 
clinical practice guideline development set forth 
by the National Academies of Medicine and the 
World Health Organization, which addressed 
transparency, conflict—of-interest policy, commit- 
tee composition, and group process. 

The SOC-8 guidelines committee was multidis- 
ciplinary and consisted of subject matter experts, 
health care professionals, researchers, and stake— 

holders with diverse perspectives and geographic 

representation. A guideline methodologist assisted 

with the planning and development of questions 
and systematic reviews with additional input pro— 

vided by an international advisory committee and 
during the public comment period. All committee 
members completed conflict of interest declara- 
tions. Recommendations in the SOC-8 are based 

on available evidence supporting interventions, a 

discussion of risks and harms, as well as feasibility 
and acceptability within different contexts and 
country settings. Consensus on the final recom— 

mendations was attained using the Delphi process 

that included all members of the guidelines com- 
mittee and required that recommendation state- 

ments were approved by at least 75% of members. 
A detailed overview of the SOC-8 Methodology 
is included in Appendix A. 

SOC-8 Chapters Summary 

The SOC-8 represents a significant advancement 
from previous versions. Changes in this version 
are based upon a fundamentally different meth- 
odology, significant cultural shifts, advances in 
clinical knowledge, and appreciation of the many 
health care issues that can arise for TGD people 
beyond hormone therapy and surgery. 

These updated guidelines continue the process 

started with the SOC-7 in 2011 to broaden in 
scope and move from a narrow focus on psycho— 

logical requirements for “diagnosing transgende— 

rism” and medical treatments for alleviation of 
gender dysphoria to gender-affirming care for the 
whole person. WPATH SOC-8 expands guidelines 
specifying who is included under the TGD 
umbrella, what should and should not be offered 
with gender—affirming care, and the settings in 
which these guidelines should be applied to pro- 
mote equity and human rights. 

The SOC—8 has several new chapters such as 

the Assessment of Adults, Education, Eunuchs, 
and a Nonbinary chapter. In addition, the chapter 
for children and adolescents of the SOC-7 has 

been divided into two different chapters. Overall, 
the SOC—8 is considerably longer than previous 
versions and provides a more in—depth introduc— 

tion and recommendations for health care pro- 
fessionals. A summary of every chapter of the 
SOC—8 can be found below:
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Chapter 1—Terminology 

This new chapter lays the framework for language 

used in the SOC-8 and offers consensually agreed 

upon recommendations for the use of terminol— 

ogy. The chapter provides ( 1) terms and defini- 
tions, and (2) best practices for utilizing them. 
This document is accompanied by a glossary (see 

Appendix B) of common terms and language to 
provide a framework for use and interpretation 
of the SOC—8. 

Chapter 2—Global Applicability 
This chapter references key literature related to 
development and delivery of health care services, 

broader advocacy care for TGD people from 
beyond Western Europe and North America and 
provides recommendations for adapting and 
translating the SOC-8 to varied contexts. 

Chapter 3—Population Estimates 

This chapter updates the population estimates of 
TGD people in society. Based on the current 
evidence, this proportion may range from a frac- 
tion of a percent to several percentage points 
depending on the inclusion criteria, age group, 
and geographic location. 

Chapter 4—Education 
This new chapter provides a general review of 
the literature related to education in TGD health 
care. It offers recommendations at governmental, 
nongovernmental, institutional and provider levels 

to increase access to competent, compassionate 
health care. The intent is to lay the groundwork 
in the education area and invite a much broader 
and deeper discussion among educators and 
health care professionals. 

Chapter 5—Assessment of Adults 
This new chapter provides guidance on the 
assessment of TGD adults who are requesting 
gender—affirming medical and surgical treatments 
(GAMSTS). It describes and updates the assess- 

ment process as part of a patient-centered 
approach and the criteria that health care pro- 
fessionals may follow in order to recommend 
GAMSTS to TGD adults. 
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Chapter 6—Adolescents 

This new chapter is dedicated to TGD adolescents, 

is distinct from the child chapter, and has been 

created for this 8th edition of the Standards of 
Care given (1) the exponential growth in adoles- 

cent referral rates; (2) the increase in studies avail— 

able specific to adolescent gender diversity—related 

care; and (3) the unique developmental and gender— 

affirming care issues of this age group. This chapter 
provides recommendations regarding the assess- 

ment process of adolescents requiring GAMSTs as 

well as recommendations when working with TGD 
youth and their families. 

Chapter 7—Children 
This new chapter pertains to prepubescent gender 
diverse children and focuses on developmentally 
appropriate psychosocial practices and therapeutic 
approaches. 

Chapter 8—Nonbinary 
This new chapter in the SOC—8 consists of a 

broad description of the term nonbinary and its 
usage from a biopsychosocial, cultural, and inter- 
sectional perspective. The need for access to 
gender-affirming care, specific gender-affirming 
medical interventions, as well as an appropriate 
level of support is discussed. 

Chapter 9—Eunuchs 

This new chapter describes the unique needs of 
eunuchs, and how the SOC can be applied to 
this population. 

Chapter 10—Intersex 

This chapter focuses on the clinical care of inter— 

sex individuals. It addresses the evolving termi- 
nology, prevalence, and diverse presentations of 
such individuals and provides recommendations 
for providing psychosocial and medical care with 
their evidence—based explanations. 

Chapter 11—Institutional Environments 
This chapter has been expanded to include both 
carceral and non—carceral settings and has been 
built upon the last 3 versions of the SOC. This 
chapter describes how the SOC-8 can be applied 
to individuals living in these settings.
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Chapter 12—Hormone Therapy 
This chapter describes the initiation of 
gender—affinning hormone therapy, the recommended 

regimens, screening for health concerns before and 
during hormone therapy, and specific considerations 
regarding hormone therapy prior to surgery. It 
includes an expanded discussion about the safety of 
gonadotropin releasing hormone (GnRH) agonists 

in youth, various hormone regimens, monitoring to 
include the development of potential therapy—related 

health concerns, and guidance on how hormone 
providers should collaborate with surgeons. 

Chapter 13—Surgery and Postoperative Care 

This chapter describes a spectrum of 
gender-affirming surgical procedures for the 
diverse and heterogeneous community of indi— 

viduals who identify as TGD. It provides a dis- 
cussion about the optimal surgical training in 
GAS procedures, post—surgical aftercare and 
follow—up, access to surgery by adults and ado— 

lescents, and individually customized surgeries. 

Chapter 14—Voice and Communication 
This chapter describes professional voice and com— 

munication support and interventions that are inclu— 

sive of and attentive to all aspects of diversity and 

no longer limited only to voice feminizafion and 
masculinization. Recommendations are now framed 
as affirming the roles and responsibilities of profes- 

sionals involved in voice and communication support 

Chapter 15—Primary Care 

This chapter discusses the importance of primary 
care for TGD individuals, including topics of car— 

diovascular and metabolic health, cancer screen— 

ing, and primary care systems. 

Chapter 16—Reproductive Health 
This chapter provides recent data on fertility per— 

spectives and parenthood goals in gender diverse 

youth and adults, advances in fertility preserva— 

tion methods (including tissue cryopreservation), 
guidance regarding preconception and pregnancy 
care, prenatal counseling, and chest feeding. 
Contraceptive methods and considerations for 
TGD individuals are also reviewed. 

Chapter 17—Sexual Health 
This new chapter acknowledges the profound 
impact of sexual health on physical and psycho— 

logical weIl-being for TGD people. The chapter 
advocates for sexual functioning, pleasure, and 
satisfaction to be included in TGD-related care. 

Chapter 18—Mental Health 
This chapter discusses principles of care for man— 

aging mental health conditions in TGD adults 
and the nexus of mental health care and transi- 
tion care. Psychotherapy may be beneficial but 
should not be a requirement for gender-affirming 
treatment, and conversion treatment should not 
be offered.
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CHAPTER 1 Terminology 

This chapter will lay the framework for lan— 

guage used in the SOC-8. It offers recommen- 
dations for use of terminology. It provides (1) 
terms and definitions, and (2) best practices 
for utilizing them. This document is accompa- 
nied by a glossary of common terms and lan- 
guage to provide a framework for use and 
interpretation of the SOC—8. See Appendix B 

for glossary. 

Terminology 

In this document, we use the phrase transgender 
and gender diverse (TGD) to be as broad and 
comprehensive as possible in describing members 
of the many varied communities globally of peo— 

ple with gender identities or expressions that 
differ from the gender socially attributed to the 
sex assigned to them at birth. This includes peo— 

ple who have culturally specific and/or 
language-specific experiences, identities or expres— 

sions, and/or that are not based on or encom— 

passed by Western conceptualizations of gender, 
or the language used to describe it. TGD is used 

for convenience as a shorthand for transgender 
and gender diverse. 

The decision to use transgender and gender 
diverse resulted from an active process and was 

not without controversy. Discussions centered on 
avoiding over—emphasis on the term transgender, 
integrating nonbinary gender identities and expe- 

riences, recognizing global variations in under— 

standings of gender, avoiding the term gender 
nonconforming, and recognizing the changing 
nature of language because What is current now 
may not be so in coming years. Thus, the term 
transgender and gender diverse was chosen with 
the intent to be most inclusive and to highlight 
the many diverse gender identities, expressions, 
experiences, and health care needs of TGD peo— 

ple. A Delphi process was used wherein SOC-8 
chapter authors were anonymously and iteratively 
surveyed over several rounds to obtain consensus 

on terms. The SOC—8 presents standards of care 

that strive to be applicable to TGD people glob— 

ally, no matter how a person self-identifies or 
expresses their gender. 
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Context 

The language selected in this chapter may not 
be (nor ever could be) comprehensive of every 
culture and geographic region/locale. Differences 
and debates over appropriate terms and specific 
terminologies are common, and no single term 
can be used without controversy. The goal of this 
chapter is to be as inclusive as possible and offer 
a shared vocabulary that is respectful and reflec- 
tive of varied experiences of TGD people while 
remaining accessible to health practitioners and 

providers, and the public, for the purposes of 
this document. Ultimately, access to 
transition-related health care should be based on 
providing adequate information and obtaining 
informed consent from the individual, and not 
on what words TGD people, or their service pro— 

viders, use to describe their identities. Using lan- 
guage and terminology that is respectful and 
culturally responsive is a basic foundation in the 
provision of affirming care, as is reducing the 
stigma and harm experienced by many TGD peo— 

ple seeking health care. It is Vital for service pro- 
viders to discuss with service users what language 
is most comfortable for them and to use that 
language whenever possible. 

This chapter explains why current terms are 

being used in preference to others. Rather than 
use specific terms for medical, legal, and advo- 

cacy groups, the aim is to foster a shared lan- 
guage and understanding in the field of TGD 
health, and the many related fields (e.g., epide- 

miology, law), in order to optimize the health of 
transgender and gender diverse people. 

Sex, gender, gender identity, and gender 
expression are used in the English language as 

descriptors that can apply to all people—those 
who are TGD, and those who are not. There are 

complex reasons why very specific language may 
be the most respectful, mast inclusive, or most 
accepted by global TGD communities, including 
the presence or absence of words to describe 
these concepts in languages other than English; 
the structural relationship between sex and gen— 

der; legal landscapes at the local, national, and 
international levels; and the consequences of his- 
torical and present—day stigma that TGD peo- 
ple face.
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Statements of Recommendations 

Hi We recommend health care professionals use culturally relevant language (including terms to describe transgender and 
gender diverse people) when applying the Standards of Care in different global settings 
127 We recommend health care professionals use language in health care settings that uphold the principles of safety, dignity, 
and respect. 
137 We recommend health care professionals discuss with transgender and gender diverse people what language or terminology they prefer‘ 

Because at present, the field of TGD health is 

heavily dominated by the English language, there 
are two specific problems that constantly arise in 
setting the context for terminology. The first 
problem is that words exist in English that do 
not exist in other languages (e.g., “sex” and “gen— 

der” are only represented by one word in Urdu 
and many other languages). The second problem 
is that there are words that exist outside of 
English that do not have a direct translation into 
English (e.g., travesti, fahfafine, hijra, selmm, 
muxe, kathoey, transpinoy, waria, machi). 
Practically, this means the heavy influence of 
English in this field impacts both what terms are 

widely used and which people or identities are 

most represented or Validated by those terms. 
The words used also shape the narratives that 
contribute to beliefs and perceptions. While in 
past versions of the Standards of Care, World 
Professional Association for Transgender Health 
(WPATH) has used only transgender as a broadly 
defined umbrella term, version 8 broadens this 
language to use TGD as the umbrella term 
throughout the document (see Chapter Z—Global 
Applicability). 

Furthermore, the ever-evolving nature of lan— 

guage is impacted by external factors and the 
social, structural, and personal pressures and Vio- 
Ience enacted on TGD people and their bodies. 

Many of the terms and phrases used historically 
have been marred by how, when, and why they 
were used in discussing TGD people, and have 

thus fallen out of use or are hotly contested among 
TGD people, with some individuals preferring 
terms others find offensive. Some wish that these 

Standards of Care could provide a coherent set of 
universally accepted terms to describe TGD peo— 

ple, identities, and related health services. Such a 

list, however, does not and cannot exist without 
exclusion of some people and without reinforcing 
structural oppressions, with regards to race, 

national origin, Indigenous status, socioeconomic 
status, religion, language(s) spoken, and ethnicity, 
among other intersectionalities. It is very likely 
that at least some of the terminology used in 
SOC-8 will be outdated by the time version 9 is 

developed. Some people will be frustrated by this 
reality, but it is hoped it will be seen instead as 

an opportunity for individuals and communities 
to develop and refine their own Iexicons and for 
people to develop a still more nuanced under— 

standing of the lives and needs of TGD people, 
including TGD people’s resilience and resistance 
to oppression. 

Finally, law and the work of legal professionals 
are within the remit of these Standards of Care. 

As such, language used most widely in interna— 

tional law is included here to help with the devel- 

opment of the functional definitions of these terms 
and encourage their usage in legal contexts in lieu 
of more antiquated and/or offensive terms. The 
currently most thorough document in international 
human rights law uses the term “gender diverse.”1 

All the statements in this chapter have been 
recommended based on a thorough review of 
evidence, an assessment of the benefits and 
harms, values and preferences of providers and 
patients, and resource use and feasibility. In some 

cases, we recognize evidence is limited and/or 
services may not be accessible or desirable. 

Statem—entl-l 
We recommend health care professionals use 

culturally relevant language (including terms to 
describe transgender and gender diverse people) 
when applying the Standards of Care in differ- 
ent global settings. 

Culturally relevant language is used to describe 

TGD people in different global settings. For exam— 

ple, the concepts of sex, gender, and gender diversity 
differ across contexts, as does the language used to 
describe them. Thus, the language used when caring
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for TGD people in Thailand is not going to be the 

same as that used for TGD care in Nigeria. When 
applying the Standards of Care globally, we recom— 

mend health care professionals (HCPs) utilize local 
language and terms to deliver care in their specific 
cultural and/or geographical locale. 

Gender affirmation refers to the process of rec- 

ognizing or affirming TGD people in their gender 

identity—whether socially, medically, legally, behav- 

iorally, or some combination of these (Reisner, 
Poteat et a1., 2016). Health care that is 
gender-affirming or trans—competent utilizes cultur— 

ally specific language in caring for TGD people. 

Gender—affirming care is not synonymous with 
transition-related care. Provision of transition—related 

care, such as medical gender affirmation via hor- 
mones or surgery, does not alone ensure provision 
of gender-affirming care, nor does it indicate the 

quality or safety of the health care provided. 
Consultation and partnerships with TGD com- 

munities can help to ensure relevancy and inclu— 

sivity of the language used in providing health 
care locally in a particular context and setting. 

Statement 1.2 

We recommend health care professionals use 
language in health care settings that upholds 
the principles of safety, dignity, and respect. 

Safety, dignity, and respect are basic human 
rights (International Commission of Iurists, 2007). 

We recommend HCPs utilize language and termi- 
nology that uphold these human rights when pro- 
viding care for TGD people. Many TGD people 
have experienced stigma, discrimination, and mis- 
treatment in health care settings, resulting in sub- 

optimal care and poor health outcomes (Reisner, 
Poteat et a1., 2016; Safer et 211., 2016; Winter, Settle 

et 21., 2016). Such experiences include misgender- 

ing, being refused care or denied services when 
sick or injured and having to educate HCPs to be 

able to receive adequate care (Iames et a1., 2016). 

Consequently, many TGD people feel unsafe 
accessing health care. They may avoid health care 

systems and seek other means of getting 
health—related needs met, such as taking hormones 
without a medical prescription or monitoring and 

relying on peers for medical advice. Furthermore, 
previous negative experiences in health care set— 

tings are associated with future avoidance of care 

among TGD people. 
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Many TGD people have been treated unjustly, 
with prejudice, and without dignity or respect by 
HCPs, and lack of trust is often a barrier to care. 

Using language grounded in the principles of 
safety, dignity, and respect in health care settings 
is paramount to ensure the health, well-being, 
and rights of TGD people globally. Language is 

a significant component of gender-affirming care, 

but language alone does not resolve or mitigate 
the systematic abuse and sometimes Violence 
TGD people face globally in care settings. 
Language is but one important step toward 
patient/client—centered and equitable health care 

among TGD people. Other concrete actions HCPs 
can take include obtaining informed consent and 
refraining from making assumptions about a per- 
son’s needs based on their gender or TGD status.M 
We recommend health care professionals dis- 
cuss with transgender and gender diverse peo- 
ple what language or terminology they prefer. 

In providing health care to TGD people, we 
recommend HCPs discuss with their patients what 
language or terminology they prefer be used when 
referring to them. This discussion includes asking 
TGD people how they would like to be addressed 
in terms of name and pronouns, how they 
self—identify their gender, and about the language 

that should be used to describe their body parts. 
Utilizing affirming language or terminology is a 

key component of TGD-affirming care (Lightfoot 
et 211., 2021; Vermeir et 211., 2018). Furthermore, 
these discussions and communications can serve 

to build rapport and reduce the mistrust many 
TGD people feel toward HCPs and experience 
within health care systems. Discussions and usage 

of language or terminology can also facilitate 
engagement and retention in care that is not spe- 

cifically TGD—related, such as uptake of routine 
preventive screenings and any necessary medical 
follow-up of findings. In electronic health records, 
organ/anatomical inventories can be standardly 
used to inform appropriate clinical care, rather 
than relying solely on assigned sex at birth and/ 
or gender identity designations. 

HCPs and health care settings can implement 
standardized procedures to facilitate these con- 
versations such as: using intake forms that 
include chosen pronouns and name, inviting
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all staff (regardless of gender, i.e., cisgender, 
TGD) to use pronouns in introductions, having 
pronouns accompany names on a document for 
all patients, and not using gendered honorifics 
(e.g., M5,, Mr.). Policies for HCPs and health 
care settings can be put in place to ensure a 

TGD person’s privacy and right to confidenti— 

ality, including when they disclose being a TGD 
person, and if/how to appropriately document. 
For example, a clinic policy may be to record 

this information as private and confidential 
between HCPs and patients/clients, and that it 
should only be disclosed on a “need to 
know” basis. 

Note 

1. A/73/ 152, Report of the Independent Expert on protec- 

tion against violence and discrimination based on 
sexual orientation and gender identity
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CHAPTER 2 Global Applicability 

People who defy cultural boundaries of sex and 
gender have existed in cultures worldwide since 
ancient times, sometimes acknowledged in local 
language terms (Feinberg, 1996). In contrast to 
the more recent pathologization of gender diversity 
as an illness, some cultures traditionally celebrated 

and welcomed this diversity (e.g., Nanda, 2014; 

Peletz, 2009). Today, the English language umbrella 
term transgender and gender diverse (TGD) 
describes a huge variety of gender identities and 
expressions, and therefore a population with 
diverse health care experiences and needs. Together, 

TGD people represent important aspects of human 
diversity the World Professional Association for 
Transgender Health (WPATH) asserts should be 

valued and celebrated. TGD people continue to 
make Vital contributions to the societies in which 
they live, although often these are unrecognized. 

Disturbingly, many TGD people in the modern 
world experience stigma, prejudice, discrimina— 

tion, harassment, abuse and Violence, resulting 
in social, economic and legal marginalization, 
poor mental and physical health, and even 
death—a process that has been characterized as 

a stigma-sickness slope (Winter, Diamond et a1., 

2016). Experiences such as these (and the antic- 
ipation or fear of encountering such experiences) 
leads to what Meyer has described as minority 
stress (Meyer, 2003; see also Bockting et a1., 2013 

writing specifically about TGD people), and are 

associated with poor physical (e.g. Rich et a1, 

2020) and psychological (e.g., Bréinstrém et a1., 

2022; Scandurra et a1., 2017; Shipherd et 211., 2019, 

Tan et 211., 2021) health outcomes. 
Violence against TGD people is a particular 

problem. Seen from a global perspective, it is 

widespread, diverse in nature (emotional, sexual 
and physical, e.g., see Mujugira et a1., 2021), and 
involves a range of perpetrators (including State 

actors). Statistics on murder, the form of Violence 
most extreme in its consequences, are alarming. 
Worldwide, there were over 4,000 documented 
killings between Ianuary 2008 and September 
2021; a statistic widely regarded as flawed by 
under-reporting (TGEU, 2020). 

Since the publication of the Standards of Care 
Version 7 (SOC-7), there have been dramatic 
changes in perspectives on TGD people and their 
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health care. Mainstream global medicine no 10n— 

ger classifies TGD identities as a mental disorder. 
In the Diagnostic and Statistical Manual Version 
5 (DSM-S) from the American Psychiatric 
Association (APA, 2013), the diagnosis of Gender 

Dysphoria focuses on any distress and discomfort 
that accompanies being TGD, rather than on the 
gender identity itself. A text revision (DSM—S—TR) 

was published in 2022. In the International 
Classification of Diseases, Version 11 (ICD-ll), 
the diagnostic manual of the World Health 
Organization (WHO, 2019b), the Gender 
Incongruence diagnosis is placed in a chapter on 
sexual health and focuses on the person’s expe— 

rienced identity and any need for gender-affirming 
treatment that might stem from that identity. 
Such developments, involving a depathologization 
(or more precisely at de—psychopathologization) 
of transgender identities, are fundamentally 
important on a number of grounds. In the field 
of health care, they may have helped support a 

care model that emphasizes patients’ active par— 

ticipation in decision—making about their own 
health care, supported by primary health care 

professionals (HCPs) (Baleige et a1., 2021). It is 

reasonable to suppose these developments may 
also promote more socially inclusive policies such 

as legislative reform regarding gender recognition 
that facilitates a rights—based approach, without 
imposing requirements for diagnosis, hormone 
therapy and/or surgery. TGD people who have 

changed gender markers on key documents enjoy 
better mental health (e.g., Bauer et a1., 2015; 
Scheim et a1., 2020). A more rights—based 

approach in this area may contribute greatly to 
the overall health and well—being of TGD people 
(Aristegui et 211., 2017). 

Previous editions of the SOC have revealed 
much of the recorded clinical experience and 
knowledge in this area is derived from North 
American and Western European sources. They 
have focused on gender—affirming health care in 
high income countries that enjoy relatively 
well—resourced health care systems (including 
those with trained mental health providers, 
endocrinologists, surgeons and other specialists) 
and where services are often funded publicly or 
(at least for some patients) through private 
insurance.
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For many countries, health care provision for 
TGD people is aspirational; with resourcing in this 
area limited or non—existent, and services often 
unavailable, inappropriate, difficult to access and/ 
or unaffordable. Few if any HCPs (primary or 
specialist) may exist. Funding for gender-affirming 
health care may be absent, with patients often 
bearing the full costs of whatever health care they 
access. Health care providers often lack clinical 
and/or cultural competence in this area. Training 
for work with these patients may be limited (e.g., 

Martins et 211., 2020). For all these reasons and 
because of mainstream “Western” medicine’s his- 

torical View of TGD people as mentally disordered 

(a perspective that has only recently changed), 
TGD people have commonly found themselves 
disempowered as health care consumers. 

Health care providers have found the relevant 
literature is largely North American and European, 
which present particular challenges for persons 
working in health care systems that are especially 
poorly resourced. Recent initiatives that often 
involve TGD stakeholders as partners are chang— 

ing this situation somewhat by providing a body 
of knowledge about good practice in other 
regions, including how to provide effective, 
culturally-competent TGD health care in Iow- and 
middle-income countries outside the global north. 

Within the field, a wide range of valuable 
health care resources have been developed in 
recent years. Dahlen et a1 (2021) review twelve 
international clinical practice guidelines; over half 
those reviewed originate from professional bodies 
based in North America (e.g., Hembree et a1., 

2017) or Europe (e.g., T’Sjoen et 21., 2020). Three 
are from WHO (the most recent being WHO, 
2016). Nowadays, there are numerous other 
resources, not on Dahlen et al.’s list, that explicitly 
draw on expertise from regions outside North 
America and Europe. Examples can be found in 
Asia and the Pacific (APTN, 2022; Health Policy 
Project et a1., 2015), the Caribbean (PAHO, 2014), 
Thailand, Australia (Telfer et 211., 2020), Aotearoa 
New Zealand (Oliphant et 211., 2018), and South 
Africa (Tomson et 211., 2021) (see also TRANSIT 
(UNDP et 211., 2016)). These resources have com— 

monly been created through the initiatives of or 
in partnership with TGD communities locally or 
internationally. This partnership approach, 

focused on meeting local needs in culturally safe 

and competent ways, can also have broad inter— 

national relevance. Some of these publications 
may be of particular Value to those planning, 
organizing and delivering services in low-income, 
low—resource countries. There are likely to be 

other resources published in languages other than 
English of which we are unaware. 

Globally, TGD identities may be associated 
with differing conceptual frameworks of sex, 
gender, and sexuality and exist in widely diverse 
cultural (and sometimes spiritual) contexts and 
histories. Considering the complex relationships 
between social and cultural factors, the law, and 
the demand for and provisions of gender-affirming 
health care, the SOC-8 should be interpreted 
through a lens that is appropriate for and within 
the context of each HCP’s individual practice 
While maintaining alignment to the core prin- 
ciples that underscore it (APTN and UNDP, 
2012; Health Policy Project et a1., 2015; 
PAHO, 2014). 

It is within this context and by drawing broadly 
on the experiences of TGD people and health 
care providers internationally that we consider 
the global applicability of SOC—8 within this 
chapter. We set out key considerations for HCPs 
and conclude by recommending core principles 
and practices fundamental to contemporary 
health care for TGD people, regardless of where 

they live or whether there are resources available 
to those who seek to provide such health care. 

Statem—entll 
We recommend health care systems should pro- 
vide medically necessary gender-affirming 
health care for transgender and gender 
diverse people. 

Medical necessity is a term common to health 
care coverage and insurance policies globally. A 
common definition of medical necessity as used 

by insurers or insurance companies is “Health 
care services that a physician and/or health care 

professional, exercising prudent clinical judgment, 
would provide to a patient for the purpose of 
preventing, evaluating, diagnosing or treating an 
illness, injury, disease or its symptoms, and that 
are: (a) in accordance with generally accepted 
standards of medical practice; (b) clinically
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Statements of Recommendations 

2‘17 We recommend health care systems should provide medically necessary genderiaf‘firming health (are for transgender and 
gender diverse people‘ 
21* We recommend health care professionals and other users ofthe Standards of Care, Version 8 ($008) apply the recommendations 
in ways that meet the needs of local transgender and gender diverse communities, by providing culturally sensitive care that 
retognizes the realities of the countries they are practicing in‘ 
237 We recommend health care providers understand the impact of social attitudes, laws, economic circumstances, and health 
systems on the lived experiences of transgender and gender diverse people worldwide‘ 
247 We recommend translations of the SOC fotus on crossicultural, conceptual, and literal equivalente to ensure alignment with 
the core principles that underpin the 5008‘ 
257 We recommend health care professionals and policymakers always apply the SOC78 core principles to their work with 
transgender and gender diverse people to ensure respect for human rights and access to appropriate and competent health 
care, including: 

General principles 
- Be empowering and inclusive‘ Work to reduce stigma and facilitate access to appropriate health care for all who seek it; 
- Respect diversity‘ Respect all clients and all gender identities Do not pathologize differences in gender identity or expression; 
- Respect universal human rights including the right to bodily and mental integrity, autonomy and selfidetermination; freedom 

from discrimination, and the right to the highest attainable standard of health‘ 

Principles around developing and implementing appropriate services and accessible health care 
- Involve transgender and gender diverse people in the development and implementation of services; 
- Become aware of social, cultural, economic, and legal factors that might impact the health (and health (are needs) of trans, 

gender and gender diverse people, as well as the willingness and the capacity of the person to access services; 
- Provide health care (or refer to knowledgeable colleagues) that affirms gender identities and expressions, including health 

care that reduces the distress associated with gender dysphoria (if this is present); 
- Reject approaches that have the goal or effect of (onversion and avoid providing any direct or indirect support for such 

approaches or services 

Principles around delivering competent services 
- Betome knowledgeable (get training, where possible) about the health care needs of transgender and gender diverse people, 

including the benefits and risks of genderiaf‘firming care; 
- Match the treatment approach to the specific needs of clients, particularly their goals for gender identity and expression; 
- Focus on promoting health and wellibeing rather than solely the reduction of gender dysphoria, which may or may not be present; 
- Commit to harm reduction approaches where appropriate; 
- Enable the full and ongoing informed participation of transgender and gender diverse people in decisions about their health 

and wellibeing; 
- Improve experiences of health services intluding those related to administrative systems and continuity of care‘ 

Principles around working towards improved health through wider community approaches 
- Put people in touch with communities and peer support networks; 
- Support and advocate for clients within their families and communities (schools, workplaces, and other settings) where 

appropriate 

appropriate, in terms of type, frequency, extent, 
site and duration, and considered effective for 
the patient’s illness, injury, or disease; and (c) 
not primarily for the convenience of the patient, 
physician, or other health care provider, and not 
more costly than an alternative service or 
sequence of services at least as likely to produce 
equivalent therapeutic or diagnostic results as to 
the diagnosis or treatment of that patient’s illness, 

injury or disease.” The treating HCP asserts and 
documents that a proposed treatment is medically 
necessary for treatment of the condition 
(American Medical Association, 2016). 

Generally, “accepted standards of medical prac- 
tice” means standards that are based on credible 
scientific evidence published in peer-reviewed med- 

ical literature generally recognized by the relevant 
medical community, designated Medical Specialty 

Societies and/or legitimate Medical Colleges’ rec- 

ommendations, and the Views of physicians and/ 
or HCPs practicing in relevant clinical areas. 

Medical necessity is central to payment, sub- 

sidy, and/or reimbursement for health care in 
parts of the world. The treating HCP may assert 

and document that a given treatment is medically 
necessary for the prevention or treatment of the 
condition. If health policies and practices chal— 

lenge the medical necessity of a treatment, there 
may be an opportunity to appeal to a govern- 
mental agency or other entity for an independent 
medical review. 

It should be recognized gender diversity is 

common to all human beings and is not patho- 
logical. However, gender incongruence that causes 

clinically significant distress and impairment 
often requires medically necessary clinical
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interventions. In many countries, medically nec- 

essary gender—affirming care is documented by 
the treating health professional as treatment for 
Gender Incongruence (HA60 in ICD-ll; WHO, 
2019b) and/or as treatment for Gender Dysphoria 
(F64.0 in DSM-S-TR; APA, 2022). 

There is strong evidence demonstrating the ben- 

efits in quality of life and well-being of 
gender—affirming treatments, including endocrine 
and surgical procedures, properly indicated and 
performed as outlined by the Standards of Care 

(Version 8), in TGD people in need of these treat— 

ments (e.g., Ainsworth & Spiegel, 2010; Aires 
et a1., 2020; Aldridge et a1., 2020; Almazan & 
Keuroghlian, 2021; Al-Tamimi et a1., 2019; 
Balakrishnan et a1., 2020; Baker et a1., 2021; 
Buncamper et a1., 2016; Cardoso da Silva et a1., 

2016; Eftekhar Ardebili, 2020; Iavier et a1., 2022; 

Lindqvist et a1., 2017; Mullins et a1., 2021; Nobili 
et a1., 2018; Owen-Smith et a1., 2018; Ozkan et a1., 

2018; T’Sjoen et a1., 2019; Van de Grift, Elaut 
et a1., 2018; White Hughto & Reisner, Poteat et a1., 

2016; Wierckx, van Caenegem et a1., 2014; Yang, 

Zhao et a1., 2016). Gender-affirming interventions 
may also include hair removal/transplant proce- 

dures, voice therapy/surgery, counseling, and other 
medical procedures required to effectively affirm 
an individual’s gender identity and reduce gender 
incongruence and dysphoria. Additionally, legal 

name and sex or gender change on identity doc— 

uments can also be beneficial and, in some juris- 
dictions, are contingent on medical documentation 
that patients may call on practitioners to produce. 

Gender—affirming interventions are based on 
decades of clinical experience and research; there- 

fore, they are not considered experimental, cos- 

metic, or for the mere convenience of a patient. 

They are safe and effective at reducing gender 
incongruence and gender dysphoria (e.g., Aires 
et a1., 2020; Aldridge et a1., 2020; Al-Tamimi et a1., 

2019; Balakrishnan et a1., 2020; Baker et a1., 2021; 

Bertrand et a1., 2017; Buncamper et a1., 2016; Claes 

et a1., 2018; Eftekhar Ardebili, 2020; Esmonde et 21., 

2019; Iavier et a1., 2022; Lindqvist et a1., 2017; Lo 
Russo et 21., 2017; Marinkovic & Newfield, 2017; 

Mullins et a1., 2021; Nobili et a1., 2018; 
Olson—Kennedy, Rosenthal et a1., 2018; Ozkan et a1., 

2018; Poudrier et 2.1., 2019; T’Sjoen et a1., 2019; van 
de Gn'ft, Elaut et a1., 2018; White Hughto & Reisner, 

Poteat et a1., 2016; Wierckx, Van Caenegem et a1., 

2014; Wolter et a1., 2015; Welter et 21., 2018). 

Consequently, WPATH urges health care systems 

to provide these medically necessary treatments and 
eliminate any exclusions from their policy docu- 
ments and medical guidelines that preclude coverage 

for any medically necessary procedures or treat— 

ments for the health and well-being of TGD indi- 
viduals. In other words, governments should ensure 

health care services for TGD people are established, 

extended or enhanced (as appropriate) as elements 

in any Universal Health Care, public health, government— 

subsidized systems, or government-regulated private 

systems that may exist. Health care systems should 
ensure ongoing health care, both routine and spe- 

cialized, is readily accessible and affordable to all 
citizens on an equitable basis. 

Medically necessary gender—affirming interven- 
tions are discussed in SOC—8. These include but 
are not limited to hysterectomy +/- bilateral 
salpingo-oophorectomy; bilateral mastectomy, 
chest reconstruction or feminizing mammoplasty, 
nipple resizing or placement of breast prostheses; 
genital reconstruction, for example, phalloplasty 
and metoidioplasty, scrotoplasty, and penile and 
testicular prostheses, penectomy, orchiectomy, 
vaginoplasty, and vulvoplasty; hair removal from 
the face, body, and genital areas for gender affir- 
mation or as part of a preoperative preparation 
process; gender—affirming facial surgery and body 
contouring; voice therapy and/or surgery; as well 
as puberty blocking medication and 
gender—affirming hormones; counseling or psy- 
chotherapeutic treatment as appropriate for the 
patient and based on a review of the patient’s 

individual circumstances and needs. 

Statem—entll 
We recommend health care professionals and 
other users of the Standards of Care, Version 
8 (SOC-8) apply the recommendations in ways 
that meet the needs of local transgender and 
gender diverse communities, by providing cul— 

turally sensitive care that recognizes the reali- 
ties of the countries they are practicing in. 

TGD people identify in many different ways 
worldwide, and those identities exist within a 

cultural context. In English speaking countries, 
TGD people variously identify as transsexual,
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trans, gender nonconforming, gender queer or 
diverse, nonbinary, or indeed transgender and/or 
gender diverse, as well as by other identities; 
including (for many identifying inside the gender 

binary) male or female. (e.g., Iames et 211., 2016; 

Strauss et a1., 2017; Veale et a1., 2019). 
Elsewhere, identities include but are not limited 

to travesti (across much of Latin America), hljm 
(across much of South Asia), khwaja sim (in 
Pakistan), achout (in Myanmar), maknyah, pak- 
nyah (in Malaysia), waria (Indonesia) kathoey, 

phuying kham phet, saa praphet song (Thailand), 
bakla, transpinay, transpinoy (Philippines), fa’afafine 

(Samoa), mahu (French Polynesia, Hawai’i), leiti 
(Tonga), fakafifine (Niue), pinapinaaine (Tuvalu 
and Kiribati), vakasalewalewa (Fiji), palopa (Papua 

Niugini), brotherbays and sistergirls (Aboriginal 
and Torres Strait Islander people in Australia), and 
akava’ine (Cook Islands) (e.g., APTN and UNDP, 
2012; Health Policy Project et 211., 2015; Kerry, 
2014). There are also a large number of two spirit 
identities across North America (e.g., nadleehi in 
Navajo (Diné) culture) (Sheppard & Mayo, 2013). 
The identities to which each of these terms refer 
are often culturally complex and may exist in a 

spiritual or religious context. Depending on the 
cultures and the identities concerned, some may 
be regarded as so—called “third genders” lying 
beyond the gender binary (e.g., Graham, 2010; 

Nanda, 2014; Peletz, 2009). Some TGD identities 
are less firmly established than others. In many 
places worldwide, the Visibility of transgender men 
and nonbinary trans masculine identities is rela— 

tively recent, with few or no applicable traditional 
terms in local languages (Health Policy Project 
et 211., 2015). Regardless of where or with whom 
HCPs work (including those working with ethnic 
minority persons, migrants and refugees), they 
need to be aware of the cultural context in which 
people have grown up and live as well as the 
consequences for health care. 

Worldwide the availability, accessibility, accept— 

ability and quality of health care vary greatly, 
with resulting inequities within and across coun— 

tries (OECD, 2019). In some countries, formal 
health care systems exist alongside established 
traditional and folk health care systems, with 
indigenous models of health underpinning the 
importance of holistic health care (WHO, 2019a). 
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HCPs should be aware of the traditions and real— 

ities within which health care is available and 
provide support that is sensitive to the local 
needs and identities of TGD people and provide 
them with culturally competent and safe care. 

Statem—entm 
We recommend health care providers under- 
stand the impact of social attitudes, laws, eco- 

nomic circumstances, and health systems on the 
lived experiences of transgender and gender 
diverse people worldwide. 

TGD people’s lived experiences vary greatly, 
depending on a range of factors, including social, 
cultural (including spiritual), legal, economic and 
geographic. When TGD people live in environ- 
ments that affirm their gender and/or cultural 
identities, then these experiences can be very 
positive. Families are particularly important in 
this regard (e.g., Pariseau et a1., 2019; Yadegarfard 

et a1., 2014; Zhou et 211., 2021). However, when 
Viewed from a global perspective, the circum- 
stances in which TGD people live are often chal— 

lenging. They are commonly denied widely 
accepted rights in international human rights law. 

These include rights to education, health and 
protection from medical abuses, work and an 

adequate standard of living, housing, freedom of 
movement and expression, privacy, security, life, 
family, freedom from arbitrary deprivation of lib- 
erty, fair trial, treatment with humanity while in 
detention, and freedom from torture, inhuman 
or degrading treatment or punishment 
(International Commission of Iurists, 2007, 2017). 

It is widely accepted that denial of rights can 

impact sexual and gender minority health and 
well-being (e.g., OHCHR et 211., 2016; WHO, 
2015). We therefore reaffirm here the importance 
of the rights listed above for TGD people and 
note WPATH’S previous rights advocacy, includ— 

ing through numerous policy documents (e.g., 
WPATH, 2016, 2017, 2019). HCPs can play an 
important role in rights advocacy, including the 
right to quality gender-affirming health care that 
is appropriate, affordable, and accessible. 

Across the world, a large number of studies 
detail the challenges TGD people face in their 
lives, and the impact on their health and 
well-being (e.g., Aurat Foundation, 2016;
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