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provide to each child/family (Keo-Meir &
Ehrensaft, 2018; Spencer, Berg et al.,, 2021).

Parents/caregivers and their children should
also have the opportunity to develop knowledge
about gender development and gender literacy
through age-appropriate psychoeducation (Berg
& Edwards-Leeper, 2018; Rider, Vencill et al,
2019; Spencer, Berg et al,, 2021). Gender literacy
involves understanding the distinctions between
sex designated at birth, gender identity, and gen-
der expression, including the ways in which these
three factors uniquely come together for a child
(Berg & Edwards-Leeper, 2018; Rider, Vencill
et al., 2019; Spencer, Berg et al., 2021). As a child
gains gender literacy, they begin to understand
their body parts do not necessarily define their
gender identity and/or their gender expression
(Berg & Edwards-Leeper, 2018; Rider, Vencill
et al,, 2019; Spencer, Berg et al.,, 2021). Gender
literacy also involves learning to identify messages
and experiences related to gender within society.
As a child gains gender literacy, they may view
their developing gender identity and gender
expression more positively, promoting resilience
and self-esteem, and diminishing risk of shame
in the face of negative messages from the envi-
ronment. Gaining gender literacy through psy-
choeducation may also be important for siblings
and/or extended family members who are import-
ant to the child (Rider, Vencill et al.,, 2019;
Spencer, Berg et al., 2021).

Statement 7.11

We recommend health care professionals pro-
vide information to gender diverse children and
their families/caregivers as the child approaches
puberty about potential gender-affirming med-
ical interventions, the effects of these treat-
ments on future fertility, and options for
fertility preservation.

As a child matures and approaches puberty,
HCPs should prioritize working with children and
their parents/caregivers to integrate psychoeduca-
tion about puberty, engage in shared
decision-making about potential gender-affirming
medical interventions, and discuss fertility-related
and other reproductive health implications of
medical treatments (Nahata, Quinn et al,, 2018;
Spencer, Berg et al,, 2021). Although only limited
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empirical research exists to evaluate such inter-
ventions, expert consensus and developmental
psychological literature generally support the
notion that open communication with children
about their bodies and preparation for physiolog-
ical changes of puberty, combined with
gender-affirming acceptance, will promote resil-
ience and help to foster positive sexuality as a
child matures into adolescence (Spencer, Berg
et al,, 2019). All these discussions may be extended
(e.g., starting earlier) to include neurodivergent
children, to ensure there is enough time for
reflection and understanding, especially as choices
regarding future gender- affirming medical care
potentially arise (Strang, Jarin et al., 2018). These
discussions could include the following topics:

+ Review of body parts and their different
functions;

o The ways in which a child’s body may
change over time with and without medi-
cal intervention;

o The impact of medical interventions on
later sexual functioning and fertility;

o The impact of puberty suppression on
potential later medical interventions;

o Acknowledgment of the current lack of
clinical data in certain areas related to the
impacts of puberty suppression;

« The importance of appropriate sex educa-
tion prior to puberty.

These discussions should employ developmen-
tally appropriate language and teaching styles,
and be geared to the specific needs of each indi-
vidual child (Spencer, Berg et al.,, 2021).

Statement 7.12

We recommend parents/caregivers and health
care professionals respond supportively to chil-
dren who desire to be acknowledged as the
gender that matches their internal sense of gen-
der identity.

Gender social transition refers to a process by
which a child is acknowledged by others and has
the opportunity to live publicly, either in all sit-
uations or in certain situations, in the gender
identity they affirm and has no singular set of
parameters or actions (Ehrensaft et al., 2018).
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Gender social transition has often been con-
ceived in the past as binary—a girl transitions to
a boy, a boy to a girl. The concept has expanded
to include children who shift to a nonbinary or
individually shaped iteration of gender identity
(Chew et al., 2020; Clark et al, 2018). Newer
research indicates the social transition process may
serve a protective function for some prepubescent
children and serve to foster positive mental health
and well-being (Durwood et al., 2017; Gibson
et al., 2021; Olson et al.,, 2016). Thus, recognition
that a child’s gender may be fluid and develop
over time (Edwards-Leeper et al., 2016; Ehrensaft,
2018; Steensma, Kreukels et al., 2013) is not suf-
ficient justification to negate or deter social tran-
sition for a prepubescent child when it would be
beneficial. Gender identity evolution may continue
even after a partial or complete social transition
process has taken place (Ashley, 2019e;
Edwards-Leeper et al., 2018; Ehrensaft, 2020;
Ehrensaft et al., 2018; Spivey & Edwards-Leeper,
2019). Although empirical data remains limited,
existing research has indicated children who are
most assertive about their gender diversity are
most likely to persist in a diverse gender identity
across time, including children who socially tran-
sition prior to puberty (Olson et al, 2022; Rae
et al., 2019; Steensma, McGuire et al,, 2013). Thus,
when considering a social transition, we suggest
parents/caregivers and HCPs pay particular atten-
tion to children who consistently and often per-
sistently articulate a gender identity that does not
match the sex designated at birth. This includes
those children who may explicitly request or desire
a social acknowledgement of the gender that better
matches the child's articulated gender identity and/
or children who exhibit distress when their gender
as they know it is experienced as incongruent with
the sex designated at birth (Rae et al, 2019;
Steensma, Kreukels et al., 2013).

Although there is a dearth of empirical liter-
ature regarding best practices related to the social
transition process, clinical literature and expertise
provides the following guidance that prioritizes
a child’s best interests (Ashley, 2019e; Ehrensaft,
2018; Ehrensaft et al, 2018; Murchison et al.,
2016; Telfer et al., 2018): 1) social transition
should originate from the child and reflect the
child’s wishes in the process of making the

decision to initiate a social transition process; 2)
an HCP may assist exploring the advantages/ben-
efits, plus potential challenges of social transition;
3) social transition may best occur in all or in
specific contexts/settings only (e.g., school, home);
and 4) a child may or may not choose to disclose
to others that they have socially transitioned, or
may designate, typically with the help of their
parents/caregivers, a select group of people with
whom they share the information.

In summary, social transition, when it takes
place, is likely to best serve a child’s well-being
when it takes place thoughtfully and individually
for each child. A child’s social transition (and
gender as well) may evolve over time and is not
necessarily static, but best reflects the cross-section
of the child’s established self-knowledge of their
present gender identity and desired actions to
express that identity (Ehrensaft et al., 2018).

A social transition process can include one or
more of a number of different actions consistent
with a childs affirmed gender (Ehrensaft et al.,
2018), including:

« Name change;

+ Pronoun change;

+ Change in sex/gender markers (e.g., birth
certificate; identification cards; passport;
school and medical documentation; etc.);

» Participation in gender-segregated programs
(e.g., sports teams; recreational clubs and
camps; schools; etc.);

+ Bathroom and locker room use;

» Personal expression (e.g., hair style; cloth-
ing choice; etc.);

+ Communication of affirmed gender to oth-
ers (e.g., social media; classroom or school
announcements; letters to extended families
or social contacts; etc.).

Statement 7.13
We recommend health care professionals and
parents/caregivers support children to continue
to explore their gender throughout the
pre-pubescent years, regardless of social
transition.

It is important children who have engaged in
social transition be afforded the same opportu-
nities as other children to continue considering
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meanings and expressions of gender throughout
their childhood years (Ashley 2019e; Spencer,
Berg et al., 2021). Some research has found chil-
dren may experience gender fluidity or even
detransition after an initial social transition.
Research has not been conclusive about when in
the life span such detransition is most likely to
occur, or what percentage of youth will eventually
experience gender fluidity and/or a desire to
detransition—due to gender evolution, or poten-
tially other reasons (e.g., safety concerns; gender
minority stress) (Olson et al., 2022; Steensma,
Kreukels et al., 2013). A recent research report
indicates in the US, detransition occurs with only
a small percentage of youth five years after a
binary social transition (Olson et al., 2022); fur-
ther follow-up of these young people would be
helpful. Replication of these findings is important
as well since this study was conducted with a
limited and self-selected participant pool in the
US and thus may not be applicable to all gender
diverse children. In summary, we have limited
ability to know in advance the ways in which a
child’s gender identity and expressions may evolve
over time and whether or why detransition may
take place for some. In addition, not all gender
diverse children wish to explore their gender
(Telfer et al., 2018). Cisgender children are not
expected to undertake this exploration, and there-
fore attempts to force this with a gender diverse
child, if not indicated or welcomed, can be expe-
rienced as pathologizing, intrusive and/or cisnor-
mative (Ansara & Hegarty, 2012; Bartholomaeus
et al,, 2021; Oliphant et al.,, 2018).

Statement 7.14
We recommend health care professionals dis-
cuss the potential benefits and risks of a social
transition with families who are considering it.

Social transition in prepubescent children con-
sists of a variety of choices, can occur as a pro-
cess over time, is individualized based on both
a child’s wishes and other psychosocial consid-
erations (Ehrensaft, 2018), and is a decision for
which possible benefits and challenges should be
weighted and discussed.

A social transition may have potential benefits
as outlined in clinical literature (e.g., Ehrensaft
et al., 2018) and supported by research (Fast &
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Olson, 2018; Rae et al.,, 2019). These include
facilitating gender congruence while reducing
gender dysphoria and enhancing psychosocial
adjustment and well-being (Ehrensaft et al., 2018).
Studies have indicated socially transitioned gen-
der diverse children largely mirror the mental
health characteristics of age matched cisgender
siblings and peers (Durwood et al., 2017). These
findings differ markedly from the mental health
challenges consistently noted in prior research
with gender diverse children and adolescents
(Barrow & Apostle, 2018) and suggest the impact
of social transition may be positive. Additionally,
social transition for children typically can only
take place with the support and acceptance of
parents/caregivers, which has also been demon-
strated to facilitate well-being in gender diverse
children (Durwood et al., 2021; Malpas et al,
2018; Pariseau et al., 2019), although other forms
of support, such as school-based support, have
also been identified as important (Durwood
et al., 2021; Turban, King et al., 2021). HCPs
should discuss the potential benefits of a social
transition with children and families in situations
in which 1) there is a consistent, stable articula-
tion of a gender identity that is incongruent with
the sex assigned at birth (Fast & Olson, 2018).
This should be differentiated from gender diverse
expressions/behaviors/interests (e.g., playing with
toys, expressing oneself through clothing or
appearance choices, and/or engaging in activities
socially defined and typically associated with the
other gender in a binary model of gender)
(Ehrensaft, 2018; Ehrensaft et al., 2018); 2) the
child is expressing a strong desire or need to
transition to the gender they have articulated as
being their authentic gender (Ehrensaft et al,
2018; Fast & Olson, 2018; Rae et al., 2019); and
3) the child will be emotionally and physically
safe during and following transition (Brown &
Mar, 2018). Prejudice and discrimination should
be considerations, especially in localities where
acceptance of gender diversity is limited or pro-
hibited (Brown & Mar, 2018; Hendricks & Testa,
2012; Turban, King et al,, 2021). Of note, there
can also be possible risks to a gender diverse
child who does not socially transition, including
1) being ostracized or bullied for being perceived
as not conforming to prescribed community
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gender roles and/or socially expected patterns of
behavior; and 2) living with the internal stress
or distress that the gender they know themselves
to be is incongruent with the gender they are
being asked to present to the world.

To promote gender health, the HCP should dis-
cuss the potential challenges of a social transition.
One concern often expressed relates to fear that a
child will preclude considering the possible evolution
of their gender identity as they mature or be reluc-
tant to initiate another gender transition even if they
no longer feel their social transition matches their
current gender identity (Edwards-Leeper et al., 2016;
Ristori & Steensma, 2016). Although limited, recent
research has found some parents/caregivers of chil-
dren who have socially transitioned may discuss
with their children the option of new gender iter-
ations (for example, reverting to an earlier expres-
sion of gender) and are comfortable about this
possibility (Olson et al., 2019). Another often iden-
tified social transition concern is that a child may
suffer negative sequelae if they revert to the former
gender identity that matches their sex designated at
birth (Chen et al., 2018; Edwards-Leeper et al., 2019;
Steensma & Cohen-Kettenis, 2011). From this point
of view, parents/caregivers should be aware of the
potential developmental effect of a social transition
on a child.

HCPs should provide guidance to parents/care-
givers and supports to a child when a social gen-
der transition is being considered or taking place
by 1) providing consultation, assessment, and gen-
der supports when needed and sought by the par-
ents/caregivers; 2) aiding family members, as
needed, to understand the child’s desires for a
social transition and the family members’ own
feelings about the childs expressed desires; 3)
exploring with, and learning from, the parents/
caregivers whether and how they believe a social
transition would benefit their child both now and
in their ongoing development; 4) providing guid-
ance when parents/caregivers are not in agreement
about a social transition and offering the oppor-
tunity to work together toward a consistent under-
standing of their child’s gender status and needs;
5) providing guidance about safe and supportive
ways to disclose their childs social transition to
others and to facilitate their child transitioning in
their various social environments (e.g., schools,

extended family); 6) facilitating communication,
when desired by the child, with peers about gender
and social transition as well as fortifying positive
peer relationships; 7) providing guidance when
social transition may not be socially accepted or
safe, either everywhere or in specific situations, or
when a child has reservations about initiating a
transition despite their wish to do so; there may
be multiple reasons for reservations, including
fears and anxieties; 8) working collaboratively with
family members and MHPs to facilitate a social
transition in a way that is optimal for the child's
unfolding gender development, overall well-being,
and physical and emotional safety; and 9) provid-
ing psychoeducation about the many different tra-
jectories the child’s gender may take over time,
leaving pathways open to future iterations of gen-
der for the child, and emphasizing there is no
need to predict an individual child’s gender iden-
tity in the future (Malpas et al., 2018).

All of these tasks incorporate enhancing the
quality of communication between the child and
family members and providing an opportunity
for the child to be heard and listened to by all
family members involved. These relational pro-
cesses in turn facilitate the parents/caregivers’
success in making informed decisions about the
advisability and/or parameters of a social transi-
tion for their child (Malpas et al., 2018).

One role of HCPs is to provide guidance and
support in situations in which children and par-
ents/caregivers wish to proceed with a social tran-
sition but conclude that the social environment
would not be accepting of those choices, by 1)
helping parents/caregivers define and extend safe
spaces in which the child can express their authen-
tic gender freely; 2) discussing with parents/care-
givers ways to advocate that increase the likelihood
of the social environment being supportive in the
future, if this is a realistic goal; 3) intervening as
needed to help the child/family with any associated
distress and/or shame brought about by the con-
tinued suppression of authentic gender identity
and the need for secrecy; and 4) building both
the child’s and the family’s resilience, instilling the
understanding that if the social environment is
having difficulty accepting a child’s social transi-
tion and affirmed gender identity, it is not because
of some shortcoming in the child but because of
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insufficient gender literacy in the social environ-
ment (Ehrensaft et al., 2018).

Statement 7.15

We suggest health care professionals consider
working collaboratively with other professionals
and organizations to promote the well-being of
gender diverse children and minimize the
adversities they may face.

All children have the right to be supported
and respected in their gender identities (Human
Rights Campaign, 2018; Paré, 2020; SAMHSA,
2015). As noted above, gender diverse children
are a particularly vulnerable group (Barrow &
Apostle, 2018; Cohen-Kettenis et al., 2003;
Giovanardi et al.,, 2018; Gower, Rider, Coleman
et al., 2018; Grossman & D’Augelli, 2007;
Hendricks & Testa, 2012; Reisner, Greytak et al,,
2015; Ristori & Steensma, 2016; Roberts et al,
2012; Tishelman & Neumann-Mascis, 2018). The
responsibilities of HCPs as advocates encompass
acknowledging social determinants of health are
critical for marginalized minorities (Barrow &
Mar, 2018; Hendricks & Testa, 2012). Advocacy
is taken up by all HCPs in the form of child and
family support (APA, 2015; Malpas et al., 2018).
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Some HCPs may be called on to move beyond
their individual offices or programs to advocate
for gender diverse children in the larger commu-
nity, often in partnership with stakeholders,
including parents/caregivers, allies, and youth
(Kaufman & Tishelman, 2018; Lopez et al., 2017;
Vanderburgh, 2009). These efforts may be instru-
mental in enhancing children’s gender health and
promoting their civil rights (Lopez et al,, 2017).

HCP’s voices may be essential in schools, in
parliamentary bodies, in courts of law, and in
the media (Kuvalanka et al., 2019; Lopez et al.,
2017; Whyatt-Sames, 2017; Vanderburgh, 2009).
In addition, HCPs may have a more generalized
advocacy role in acknowledging and addressing
the frequent intentional or unintentional negat-
ing of the experience of gender diverse children
that may be transmitted or communicated by
adults, peers, and in media (Rafferty et al.,
2018). Professionals who possess the skill sets
and find themselves in appropriate situations
can provide clear de-pathologizing statements
on the needs and rights of gender diverse chil-
dren and on the damage caused by discrimina-
tory and transphobic rules, laws, and norms
(Rafferty et al., 2018).
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CHAPTER 8 Nonbinary

Nonbinary is used as an umbrella term referring
to individuals who experience their gender as
outside of the gender binary. The term nonbinary
is predominantly but not exclusively associated
with global north contexts and may sometimes
be used to describe indigenous and non-Western
genders. The term nonbinary includes people
whose genders are comprised of more than one
gender identity simultaneously or at different
times (e.g., bigender), who do not have a gender
identity or have a neutral gender identity (e.g.,
agender or neutrois), have gender identities that
encompass or blend elements of other genders
(e.g., polygender, demiboy, demigirl), and/or who
have a gender that changes over time (e.g., gen-
derfluid) (Kuper et al., 2014; Richards et al., 2016;
Richards et al., 2017; Vincent, 2019). Nonbinary
people may identify to varying degrees with
binary-associated genders, e.g., nonbinary man/
woman, or with multiple gender terms, e.g., non-
binary and genderfluid (James et al., 2016; Kuper
et al,, 2012). Nonbinary also functions as a gen-
der identity in its own right (Vincent, 2020). It
is important to acknowledge this is not an
exhaustive list, the same identities can have dif-
ferent meanings for different people, and the use
of terms can vary over time and by location.

Genderqueer, first used in the 1990s, is an iden-
tity category somewhat older than nonbinary—
which first emerged in approximately the late 2000s
(Nestle et al., 2002; Wilchins, 1995). Genderqueer
may sometimes be used synonymously with non-
binary or may communicate a specific consciously
politicized dimension to a persons gender. While
transgender is used in many cultural contexts as
an umbrella term inclusive of nonbinary people,
not all nonbinary people consider themselves to
be transgender for a range of reasons, including
because they consider being transgender to be
exclusively within the gender binary or because
they do not feel “trans enough” to describe them-
selves as transgender (Garrison, 2018). Some non-
binary people are unsure or ambivalent about
whether they would describe themselves as trans-
gender (Darwin, 2020; Vincent, 2019).

In the context of the English language, nonbi-
nary people may use the pronouns they/them/

theirs, or neopronouns which include e/em/eir,
ze/zir/hir, er/ers/erself among others (Moser &
Devereux, 2019; Vincent, 2018). Some nonbinary
people use a combination of pronouns (either
deliberately mixing usage, allowing free choice,
or changing with social context), or prefer to
avoid gendered pronouns entirely, instead using
their name. Additionally, some nonbinary people
use she/her/hers, or he/him/his, sometimes or
exclusively, whilst in some regions in the world
descriptive language for nonbinary people does
not (yet) exist. In contexts outside of English, a
wide range of culturally specific linguistic adap-
tations and evolutions can be observed (Attig,
2022; Kirey-Sitnikova, 2021; Zimman, 2020). Also
of note, some languages use one pronoun that is
not associated with sex or gender while others
gender all nouns. These variations in language
are likely to influence nonbinary people’s expe-
rience of gender and how they interact with others.
Recent studies suggest nonbinary people com-
prise roughly 25% to over 50% of the larger
transgender population, with samples of youth
reporting the highest percentage of nonbinary
people (Burgwal et al, 2019; James et al., 2016;
Watson, 2020). In recent studies of transgender
adults, nonbinary people tend to be younger than
transgender men and transgender women and in
studies of both youth and adults, nonbinary peo-
ple are more likely to have been assigned female
at birth (AFAB). However, these findings should
be interpreted with caution as there are likely a
number of complex, sociocultural factors influ-
encing the quality, representativeness, and accu-
racy of this data (Burgwal et al., 2019; James
et al., 2016; Watson, 2020; Wilson & Meyer, 2021)
(see also Chapter 3—Population Estimates).

Understanding gender identities and gender
expressions as a non-linear spectrum

Nonbinary genders have long been recognized
historically and cross-culturally (Herdt, 1994;
McNabb, 2017; Vincent & Manzano, 2017). Many
gender identity categories are culturally specific
and cannot be easily translated from their con-
text, either linguistically or in relation to the
Western paradigm of gender. Historical settler
colonial interactions with indigenous people with
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non-Western genders remain highly relevant as
cultural erasure and the intersections of racism
and cisnormativity may detrimentally inform the
social determinants of health of indigenous gen-
der diverse people. From the 1950s, gender was
used to reference the socially constructed cate-
gorization of behaviors, activities, appearance, etc.
in relation to a binary model of male/man/mas-
culine, and female/woman/feminine within con-
temporary Western contexts. However, gender
now has a wider range of possible meanings,
appreciating interrelated yet distinguishable con-
cepts, including gendered biology (sex), gender
roles, gender expression, and gender identity
(Vincent, 2020). Aspects of gender expression
that might traditionally be understood culturally
as “masculine”, “feminine”, or “androgynous” may
be legitimately expressed among people of any
and all gender identities, whether nonbinary or
not. For example, a nonbinary individual pre-
senting in a feminine manner cannot be taken
to imply they will necessarily later identify as a
woman or access interventions associated with
transgender women, such as vaginoplasty. A per-
son’s gender nonconformity in relation to cultural
expectations should neither be viewed as a cause
for concern nor assumed to be indicative of clin-
ical complexity—for example, a nonbinary person
assigned male at birth (AMAB) wearing
feminine-coded clothing, using she/her pronouns,
but keeping a masculine-coded first name.
Modeling gender as a spectrum offers greater
nuance than a binary model. However, there
remain significant limitations in a linear spectrum
model that can lead to uncritical generalizations
about gender. For example, while it is intuitive
to position the “binary options” (man/male,
woman/female) at either end of such a contin-
uum, doing so situates masculinity as oppositional
to femininity, failing to accommodate gender neu-
trality, the expression of masculinity and femi-
ninity simultaneously, and genderqueer or
non-Western concepts of gender. It is essential
HCPs do not view nonbinary genders as “partial”
articulations of transgender manhood (in nonbi-
nary people AFAB) or transgender womanhood
(in nonbinary people AMAB), or definitively as
“somewhere along the spectrum of masculinity/
femininity”; some nonbinary individuals consider

INTERNATIONAL JOURNAL OF TRANSGENDER HEALTH e 581

themselves outside male/female dichotomization
altogether. A non-linear spectrum indicates dif-
ferences of gender expression, identity, or needs
around gender affirmation between clients should
not be compared for the purposes of situating
them along a linear spectrum. Additionally, the
interpretation of gender expression is subjective
and culturally defined, and what may be experi-
enced or viewed as highly feminine by one person
may not be viewed as such by another (Vincent,
2020). HCPs benefit from avoiding assumptions
about how each client conceptualizes their gender
and by being prepared to be led by a given client’s
personal understanding of gender as it relates to
the client’s gender identity, expression, and any
need for medical care.

The gender development process experienced
by all transgender and gender diverse (TGD)
people regardless of their relationship to a gender
binary appear to share similar themes (e.g.,
awareness, exploration, meaning making, integra-
tion), but the timing, progression, and personal
experiences associated with each of these pro-
cesses vary both within and across groups of
transgender and nonbinary people (Kuper, Wright
et al, 2018; Kuper, Lindley et al.,, 2019; Tatum
et al., 2020). Sociocultural and intersectional per-
spectives can be helpful at contextualizing gender
development and social transition, including how
individual experiences are shaped by the social
and cultural context and how they interact with
additional domains of identity and personal
experience.

The need for access to gender-affirming care

Some nonbinary people seek gender-affirming
care to alleviate gender dysphoria or incongru-
ence and increase body satisfaction through med-
ically necessary interventions (see medically
necessary statement in Chapter 2—Global
Applicability, Statement 2.1). Some nonbinary
people may feel a certain treatment is necessary
for them—see also Chapter 5—Assessment of
Adults (Beek et al., 2015; Jones et al, 2019;
Kohler et al., 2018), whilst others do not (Burgwal
& Motmans, 2021; Nieder, Eyssel et al., 2020),
and the proportion of nonbinary people who seek
gender-affirming care and the specific goals of
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that care, remains unclear. It is the role of the
health care professional to provide information
about existing medical options (and their avail-
ability) that might help alleviate gender dysphoria
or incongruence and increase body satisfaction
without making assumptions about which treat-
ment options may best fit each individual person.

Motivations for accessing (or not accessing)
gender-affirming medical interventions, including
hormone treatment, surgeries, or both are het-
erogeneous and potentially complex (Burgwal &
Motmans, 2021; Vincent, 2019, 2020) and should
be explored collaboratively before making deci-
sions about physical interventions. The need of
an individual to access gender-affirming medical
procedures cannot be predicted by their gender
role, expression, or identity. For example, some
transgender women have no need of vaginoplasty,
while some nonbinary individuals AMAB may
need and benefit from that same intervention.
Further, nonbinary people seeking gender-affirming
care associated closely with a transition pathway
from their assigned sex/gender to the other
binarily-recognized category (i.e., estrogen therapy
and vaginoplasty for someone AMAB) does not
undermine the validity of their nonbinary identity.

While barriers to care remain widespread for
many transgender people, nonbinary people
appear to experience particularly high rates of
difficulty accessing both mental health and
gender-affirming medical care (Clark et al., 2018;
James, 2016). Many nonbinary people report hav-
ing experiences with health care professionals
who were not affirming of their nonbinary gen-
der, including experiences where health care pro-
fessionals convey beliefs that their gender is not
valid, or they are fundamentally more difficult
to provide care for (Valentine, 2016; Vincent,
2020). Nonbinary people may face provider
assumptions that they do not need or want
gender-affirming treatment (Kcomt et al., 2020;
Vincent, 2020) and have described experiencing
pressure to present themselves as transgender
men or transgender women (within a binary
framework of gender) in order to access treat-
ment (Bradford et al., 2019; Taylor et al., 2019).
At times, nonbinary people find themselves edu-
cating the provider from whom they are seeking
services despite the inappropriateness of providers

relying primarily on their patients for education
(Kcomt et al,, 2020). In comparison to transgen-
der men and transgender women, Burgwal and
Motmans (2021) found that nonbinary people
experienced more fear of prejudice from health
care providers, less confidence in the services
provided, and greater difficulty knowing where
to go to for care. Studies in both Europe and US
have shown that nonbinary individuals tend to
delay care more often than binary transgender
men or transgender women, with fear of insen-
sitive or incompetent treatment being the most
cited reason (Burgwal & Motmans, 2021; Grant
et al, 2011). Nonbinary people also appear less
likely to disclose their gender identity to their
health care providers than other transgender peo-
ple (Kcomt et al., 2020).

The need for an appropriate level of support

Providing gender-affirming care to nonbinary peo-
ple goes beyond the provision of specific gender-
affirming interventions such as hormone therapy
or surgery and involves supporting the overall
health and development of nonbinary people.
Minority stress models have been adapted to con-
ceptualize how the gender-related stressors expe-
rienced by transgender people are associated with
physical and mental health disparities (Delozier
et al., 2020; Testa et al, 2017). Nonbinary people
appear to experience minority stressors that are
both similar to and unique from those experienced
by transgender men and transgender women.
Johnson (2020) reported that experiences of inval-
idation are particularly high among nonbinary
people, e.g., statements or actions conveying a
belief that nonbinary identities are not “real” or
are the result of a “fad” or “phase,” and nonbinary
people appear less likely than transgender men
and transgender women to have their correct pro-
nouns used by others. Similarly, nonbinary people
have described feeling “invisible” to others (Conlin,
2019; Taylor, 2018) and one study found that non-
binary youth reported lower levels of self-esteem
in comparison to young transgender men and
transgender women (Thorne, Witcomb et al., 2019).

While many TGD people report experiences
of discrimination, victimization, and interpersonal
rejection (James, 2016) including bullying within
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samples of youth (Human Rights Campaign,
2018; Witcomb et al, 2019), the prevalence of
these experiences may vary across groups and
appears influenced by additional intersecting
characteristics. For example, Newcomb (2020)
found transgender women and nonbinary youth
AMAB experienced higher levels of victimization
than transgender men and nonbinary youth
AFAB, with nonbinary youth AMAB reporting
the highest levels of traumatic stress. In a second
study, Poquiz (2021) found transgender men and
transgender women experienced higher levels of
discrimination than nonbinary people. This inter-
sectional complexity is also likely contributing to
the variability in findings from studies comparing
the physical and mental health of nonbinary and
transgender men and transgender women, with
some studies indicating more physical and mental
health concerns among nonbinary people, some
reporting less concerns, and some reporting no
difference between groups (Scandurra, 2019).
Given nonbinary identity narratives may be less
widely available than more binary-oriented iden-
tity narratives, nonbinary people may have less
resources available to explore and articulate their
gender-related sense of self. For example, this
might include access to community spaces and
interpersonal relationships where nonbinary iden-
tity can be explored, or access to language and
concepts that allow more nuanced consideration
of nonbinary experiences (Bradford et al., 2018;
Fiani & Han, 2019; Galupo et al,, 2019). Clinical
guidance is now developing to assist providers in
adapting gender-affirming therapeutic care to
meet these unique experiences of nonbinary peo-
ple (Matsuno, 2019; Rider, Vencill et al., 2019).

Gender-affirming medical interventions for
nonbinary people

In contexts where a particular medical interven-
tion does not have established precedent, it is
important that before the intervention is consid-
ered, the individual is provided with an overview
of the available information, including recognition
of potential knowledge limits. It is equally import-
ant to undertake and document a comprehensive
discussion of the physical changes needed and
the potential limitations in achieving those
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attributes, as well as the implication that any
given intervention may or may not enhance an
individuals ability to express their gender.

With regards to estrogen therapy for nonbinary
people AMAB, it is important to note the possi-
bility of breast growth cannot be avoided (Seal,
2017). Although the extent of growth is highly
variable, this should be made clear if a nonbinary
person seeks some of the other changes associated
with estrogen therapy (such as softening of skin
and reduction in facial hair growth) but does not
want or is ambivalent about breast growth.
Likewise, for nonbinary people AFAB who may
wish to access testosterone to acquire some changes
but not others, it should be recognized that if
facial hair development is needed, genital growth
is inevitable (Seal, 2017). The time frame for tak-
ing testosterone means these changes are likely
also to be accompanied by an irreversible vocal
pitch drop, although the extent of each is individ-
ual (Vincent, 2019; Ziegler et al., 2018). A vocal
pitch drop without the development of body hair
is another such challenge. For some nonbinary
people, hair removal is a very important part of
their gender affirmation (Cocchetti, Ristori,
Romani et al., 2020).

If hormonal therapy is discontinued and gonads
are retained, many physical changes will revert
to pre-hormone therapy status as gonadal hor-
mones once again take effect, including reversal
of amenorrhea and body hair development in
nonbinary people AFAB and reduction in mus-
cular definition and erectile dysfunction in non-
binary people AMAB. Other changes will be
permanent such as “male-pattern” baldness, gen-
ital growth, and facial hair growth in nonbinary
people AFAB or breast development in nonbinary
people AMAB (Hembree et al., 2017). These will
require further interventions to reverse, such as
electrolysis or mastectomy and are sometimes
described as “partially reversible” (Coleman et al.,
2012). As the implications of using low-dose hor-
mone therapy are not documented in this patient
population, it is important to consider monitoring
for cardiovascular risk and bone health if low-dose
hormone therapy is used. For more detailed
information see Chapter 12—Hormone Therapy.

If neither testosterone nor estrogen expression is
needed, inhibition of estrogen and/or testosterone
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Statements of Recommendations

their experience of gender.

surgery.

8.1- We recommend health care professionals provide nonbinary people with individualized assessment and treatment that affirms

8.2- We recommend health care professionals consider gender-affirming medical interventions (hormonal treatment or surgery)
for nonbinary people in the absence of “social gender transition.”

8.3- We recommend health care professionals consider gender-affirming surgical interventions in the absence of hormonal
treatment, unless hormone therapy is required to achieve the desired surgical result.

8.4- We recommend health care professionals provide information to nonbinary people about the effects of hormonal therapies/
surgery on future fertility and discuss the options for fertility preservation prior to starting hormonal treatment or undergoing

production is possible. The implications of this with
regards to increased cardiovascular risk, reduced
bone mineralization, and risk of depression should
be discussed and measures taken to mitigate risk
(Brett et al., 2007; Vale et al., 2010; Wassersug &
Johnson, 2007). For more information see also
Chapter 9—Eunuchs and Chapter 12—Hormone
Therapy. Exploration of medical and/or social tran-
sition independently of each other and options to
explore hormones, surgery, or both independently
of each other should be available to everyone,
whether the person is a transgender man, trans-
gender woman, or a nonbinary person.

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.

Statement 8.1

We recommend health care professionals pro-
vide nonbinary people with individualized
assessment and treatment that affirms their
nonbinary experiences of gender.

An individualized assessment with a nonbinary
person starts with an understanding of how they
experience their own gender and how this impacts
their goals for the care they are seeking. How
individuals conceptualize their gender-related
experiences are likely to vary across groups and
cultures and may incorporate experiences asso-
ciated with other intersecting aspects of identity
(e.g., age, sexuality, race, ethnicity, socioeconomic
status, disability status) (Kuper et al., 2014;
Subramanian et al., 2016).

HCPs should avoid making a priori assumptions
about any client’s gender identity, expression, or

needs for care. They should also be mindful that
a client’s nonbinary experience of gender may or
may not be relevant to the assessment and
treatment-related goals. The extent to which the
clients gender is relevant to their treatment goals
should determine the level of detail at which their
gender identity is explored. For example, when
seeking care for a presenting concern wholly unre-
lated to gender, simply determining the correct
name and pronouns may be sufficient (Knutson
et al,, 2019). When addressing a concern for which
current or past hormonal or surgical status is rel-
evant, more detail may be needed, even if the
concern is not specifically gender-related.
Clinical settings need to be welcoming, reflec-
tive of the diversity of genders, and affirm the
experiences of gender of nonbinary people to be
culturally competent. Ensuring clinic and pro-
vider information (e.g., websites), forms (e.g.,
intake surveys), and other materials are inclusive
of nonbinary identities and experiences conveys
that nonbinary people are welcome and recog-
nized (Hagen & Galupo, 2014). Using free text
fields for gender identity and pronouns is more
inclusive than using a list of response options.
Ensuring privacy at the reception desk, setting
up alternatives for listing legal names in digital
databases (in cultural contexts where this is nec-
essary), installing gender-neutral toilets, and set-
ting up alternatives to calling out the legal name
in the waiting room are additional examples of
transgender and gender diverse (TGD) cultural
competency (Burgwal et al, 2021). In care set-
tings, it is important preferences for names, pro-
nouns, and other gender-related terms are asked
and used both initially and on a regular basis as
they may vary over time and circumstance.
HCPs are encouraged to adopt an approach
that focuses on strengths and resilience.
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Increasingly, critiques are emerging regarding
HCPs over-focus on gender-related distress as it
is also important to consider experiences of
increased comfort, joy, and self-fulfilment that
can result from self-affirmation and access to care
(Ashley, 2019a; Benestad, 2010). In addition to
utilizing diagnoses when/where required to facil-
itate access to care, HCPs are encouraged to col-
laboratively explore with clients this broader
range of potential gender-related experiences and
how they may fit with treatment options
(Motmans et al., 2019). For all TGD people, resil-
iency factors such as supportive relationships,
participation in communities that include similar
others, and identity pride are essential to consider
as they are associated with a range of positive
health outcomes (Bowling et al., 2019; Budge,
2015; Johns et al., 2018).

Awareness of the limitations that exist in the
tools providers have historically used to assess
transgender people’s experience of dysphoria is
important as they may be particularly pronounced
for many nonbinary people. Most gender-related
measures assume clients experience their gender
in a binary way, among other concerns (e.g.,
Recalled Gender Identity Scale, Utrecht Gender
Dysphoria Scale). While several newer measures
have been developed in an attempt to better cap-
ture the experiences of nonbinary people (McGuire
et al., 2018; McGuire et al., 2020), open-ended
discussion is likely to provide a deeper and more
accurate understanding of each individual’s unique
experiences of dysphoria and their associated care
needs. Similarly, while more recent iterations of
diagnostic categories (i.e., “gender dysphoria” in
the DSM 5 and “gender incongruence” in ICD-11)
were intended to be inclusive of people with non-
binary experiences of gender, they may not ade-
quately capture the full diversity and scope of
experiences of gender-related distress, particularly
for nonbinary people. In addition to distress asso-
ciated with aspects of one’s physical body and
presentation (including features that may be exist-
ing or absent), distress may arise from how one
experiences their own gender, how one’s gender
is perceived within social situations, and from
experiences of minority stress associated with one’s
gender (Winters & Ehrbar, 2010). Nonbinary peo-
ples’ experiences in each of these areas may or
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may not be similar to those of transgender men
or women.

A person-centered approach for affirming care
includes specific discussion of how different
interventions may or may not shift the client’s
comfort with their own experience of gender, and
how their gender is perceived by others.
Nonbinary people can face challenges in recon-
ciling their personal identities with the limits of
the medical treatments available and can also
encounter confusion and intolerance from society
regarding their gender presentations (Taylor et al.,
2019). Emerging research suggests the medical
treatment needs of nonbinary people are partic-
ularly diverse, with some reporting needs for
treatments that have typically been associated
with transition trajectories historically associated
with transgender men and women and some
reporting alternative approaches (e.g., low dose
hormone therapy, surgery without hormone ther-
apy), some reporting a lack of interest in medical
treatment, and some reporting feeling unsure
about their needs (Burgwal & Motmans, 2021;
James et al.,, 2016). Conceptualizing assessment
as an ongoing process is particularly important
given gender-related experiences and associated
needs may shift throughout the lifespan. Given
the ongoing evolution in treatment options and
knowledge of treatment effects, particularly for
nonbinary people, clients will benefit from pro-
viders who regularly seek up-to-date knowledge
and convey these updates to their clients.

Statement 8.2

We recommend health care professionals con-
sider medical interventions (hormonal treat-
ment or surgery) for nonbinary people in the
absence of “social gender transition.”

Previous requirements for accessing hormonal
treatment and surgery, such as “living in a gender
role that is congruent with one’s gender identity;
do not reflect the lived experiences of many TGD
people (Coleman et al., 2012). Due to the entrenched
nature of the gender binary in most contemporary
Western cultures, one can typically only be under-
stood by others as a man or woman within most
settings (Butler, 1993). Hence, the visibility and
understanding of nonbinary embodiments and
expressions is limited. This is due to gendered cues
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being almost always understood in reference to a
gender binary (Butler, 1993). Presently, it can be
difficult for nonbinary people to be reliably recog-
nized as their gender via visual cues associated with
their gender expression (e.g., clothing, hair).
However, androgyny or gender nonconformity may
be communicated by the mixing or combining of
cultural markers with traditionally masculine or
feminine connotations. Because there is no com-
monly recognized “nonbinary category” within most
contemporary Western, global north cultural con-
texts, nonbinary visibility often necessitates explicit
sharing of one’s gender with others or the use of
cues that may be interpreted as gender nonconfor-
mity (but not necessarily nonbinary).

For these reasons, framing access to medical
care in the context of someone experiencing a
“social gender transition” where they are “living
in a gender role that is congruent with one’s gen-
der identity” is not in line with the way many
TGD people understand themselves and their
personal transition process. For some, “living in
a gender role that is congruent with one’s gender
identity” does not involve changes in name, pro-
nouns, or gender expression even as medical
intervention may be necessary. Even if a person
is able to live in ways that are congruent with
their gender identity, it may be difficult for an
outside observer to assess this without learning
directly from that person how they understand
their own experience in this regard. Expectation
of “social gender transition” may be unhelpful
when considering eligibility for gender- affirming
care, such as hormones and surgery, and rigid
expectations of what a “social gender role tran-
sition” “should” look like can be a barrier to care
for nonbinary people. There is no logical require-
ment gender-affirming medical interventions can
only be done once a person legally changes their
name, changes the gender marker on their iden-
tity documents, or wears or refrains from wearing
particular items of clothing. Nonbinary people
may struggle to access recognition of their gen-
ders on formal documentation, which may neg-
atively affect their mental health or well-being
(Goetz & Arcomano, 2021). TGD people may
benefit from specific support in accessing (or
retaining) their gender marker of preference. A
requirement that someone disclose their gender

identity in all circles of their lives (family, work,
school, etc.) in order to access medical care may
not be consistent with their goals and can place
them at risk if it is not safe to do so.

Statement 8.3

We recommend health care professionals con-
sider gender-affirming surgical interventions in
the absence of hormonal treatment unless hor-
mone therapy is required to achieve the desired
surgical result.

The trajectory of “hormones before surgery” is
an option across a range of surgical interventions.
Some nonbinary people will seek gender-affirming
surgical treatment to alleviate gender incongruence
and increase body satisfaction (Beek et al., 2015;
Burgwal & Motmans, 2021; Jones et al, 2019;
Koehler et al.,, 2018), but do not want hormonal
treatment or are unable to undergo hormonal ther-
apy due to other medical reasons (Nieder, Eyssel
et al., 2020). Currently, it is unknown for which
proportion of nonbinary people these options apply.

Perhaps the surgery which has some specific
association with nonbinary people (rather than
sought by transgender men or undergone by
some cisgender women) is mastectomy in non-
binary people AFAB who have not taken testos-
terone—although testosterone is not a requirement
for this type of surgery—and some nonbinary
people AFAB may need breast reduction
(McTernan et al., 2020). An example of a surgery
for which at least a period of hormone therapy
may be necessary is metoidioplasty that enhances
the enlarged clitoris produced by testosterone
therapy. See Chapter 13—Surgery and
Postoperative Care for more detail on whether
hormone therapy is necessary for various surger-
ies. Procedures addressing the internal reproduc-
tive system include hysterectomy, unilateral or
bilateral salpingo-oophorectomy, and vaginectomy.
Hormone therapy is not required for any of these
procedures, but hormone replacement therapy
(either with estrogens, testosterone, or both) is
advisable in those individuals undergoing a total
gonadectomy to prevent adverse effects on their
cardiovascular and musculoskeletal systems
(Hembree et al., 2017; Seal, 2017). For phal-
loplasty, while there is no surgical requirement
per se for a minimum period of testosterone
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treatment, virilization (or the absence of viriliza-
tion) of the clitoris and labia minora may impact
the choice of surgical technique and influence
surgical options. For more information see
Chapter 13—Surgery and Postoperative Care.

Nonbinary AMAB clients should be informed
commencing estrogen therapy post-surgically with
no prior history of estrogen therapy may influence
(perhaps adversely) the surgical result (Kanhai, Hage,
Asscheman et al., 1999; Kanhai, Hage, Karim et al,,
1999). Nonbinary people AMAB requesting a bilat-
eral orchiedectomy do not require estrogen therapy
to achieve a better outcome (Hembree et al., 2017).
In these contexts, it is good practice to inform cli-
ents of the risks and benefits of hormone replace-
ment therapy (estrogens, testosterone, or both) in
preventing adverse effects on the cardiovascular and
musculoskeletal system as well as alternative treat-
ment options, such as calcium plus vitamin D sup-
plementation to prevent osteoporosis (Hembree
et al, 2017; Seal, 2017; Weaver et al, 2016). See
also Chapter 9—Eunuchs for those who choose to
forgo hormone replacement therapy. In the case of
vaginoplasty, individuals should be advised lack of
testosterone-blocking therapy may cause postopera-
tive hair growth in the vagina when hair-bearing
skin graft and flaps have been used (Giltay &
Gooren, 2000).

Additional surgical requests for nonbinary peo-
ple AMAB include penile-preserving vaginoplasty,
vaginoplasty with preservation of the testicle(s),
and procedures resulting in an absence of exter-
nal primary sexual characteristics (i.e., penec-
tomy, scrotectomy, orchiectomy, etc.). The surgeon
and individual seeking treatment are advised to
engage in discussions so as to understand the
individual’s goals and expectations as well as the
benefits and limitations of the intended (or
requested) procedure, to make decisions on an
individualized basis and collaborate with other
health care providers who are involved (if any).
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Statement 8.4.

We recommend health care professionals pro-
vide information to nonbinary people about the
effects of hormonal therapies/surgery on future
fertility and discuss the options for fertility
preservation prior to starting hormonal treat-
ment or undergoing surgery.

All nonbinary individuals who seek
gender-affirming hormonal therapies should be
offered information and guidance about fertility
options (Hembree et al, 2017; De Roo et al,
2016; Defreyne, Elaut et al,, 2020; Defreyne, van
Schuvlenbergh et al., 2020; Nahata et al., 2017;
Quinn et al, 2021). It is important to discuss
the potential impact of hormone therapy on fer-
tility prior to initiation. This discussion should
include fertility preservation options, the extent
to which fertility may or may not be regained
if hormone therapy is ceased, and the fact that
hormone therapy per se is not birth control. For
more information see Chapter 16—
Reproductive Health.

Recent studies suggest that nonbinary individ-
uals are less likely to access care and make their
needs for potential interventions heard (Beek
et al,, 2015; Taylor et al,, 2019). As such, it stands
to reason that any gender diverse individual
should be offered information on current options
and techniques for fertility preservation, ideally
prior to commencing hormonal treatment as the
quality of the sperm or eggs may be impacted
by exposure to hormones (Hamada et al., 2015;
Payer et al., 1979). However, this should in no
way preclude making inquiries and seeking more
information at a later time, as there is evidence
that fertility is still possible for individuals taking
estrogen and testosterone (Light et al.,, 2014). A
decision by a nonbinary or gender diverse person
that fertility preservation or counseling is not
needed should not be used as a basis for denying
or delaying access to hormonal treatment.
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CHAPTER 92 Eunuchs

Among the many people who benefit from
gender-affirming medical care, those who identify
as eunuchs are among the least visible. The 8th
version of the Standards of Care (SOC) includes
a discussion of eunuch individuals because of
their unique presentation and their need for med-
ically necessary gender-affirming care (see
Chapter 2—Global Applicability, Statement 2.1).

Eunuch individuals are those assigned male at
birth (AMAB) and wish to eliminate masculine
physical features, masculine genitals, or genital
functioning. They also include those whose tes-
ticles have been surgically removed or rendered
nonfunctional by chemical or physical means and
who identify as eunuch. This identity-based defi-
nition for those who embrace the term eunuch
does not include others, such as men who have
been treated for advanced prostate cancer and
reject the designation of eunuch. We focus here
on those who identify as eunuchs as part of the
gender diverse umbrella.

As with other gender diverse individuals,
eunuchs may also seek castration to better align
their bodies with their gender identity. As such,
eunuch individuals are gender nonconforming
individuals who have needs requiring medically
necessary gender-affirming care (Brett et al.,
2007; Johnson et al., 2007; Roberts et al., 2008).

Eunuch individuals identify their gender iden-
tities in various ways. Many eunuch individuals
see their status as eunuch as their distinct gender
identity with no other gender or transgender
affiliation. The focus of this chapter is on the
treatment and care for those who identify as
eunuchs. Health care professionals (HCPs) will
encounter eunuchs requesting hormonal inter-
ventions, castration, or both to become eunuchs.
These individuals may also benefit from a eunuch
community because of the identification—with
or without actual castration.

While there is a 4000-year history of eunuchs
in society, the greatest wealth of information
about contemporary eunuch-identified people is
found within the large online peer-support com-
munity that congregates on sites such as the
Eunuch Archive (www.eunuch.org), which was
established in 1998. The moderators of this site

attempt to maintain both medical and historical
accuracy in its discussion forums, although there
is certainly misinformation as well. According to
the website, as of January 2022, there have been
over 130,000 registered members from various
parts of the world and frequently over 90% of
those reading the site are “guests” rather than
members. The website lists over 23,000 threads
and nearly 220,000 posts. For example, two threads
giving instructions for self-castration by injection
of different toxins directly into the testicles have
about 2,500 posts each, and each has been read
well over one million times. Beginning in 2001,
there have been 20 annual international gatherings
of the Eunuch Archive community in Minneapolis
in addition to many regional gatherings elsewhere.
While the topic of castration is of interest to the
great majority of people who participate in the
discussions, it is a minority of the membership
who seriously seek or have undergone castration.
Many former Eunuch Archive members have
achieved their goals and no longer participate.

Because of misconceptions and prejudice about
historic eunuchs, the invisibility of contemporary
eunuchs, and the social stigma that affects all
gender and sexual minorities, few eunuch indi-
viduals come out publicly as eunuch and many
will tell no one and will share only with
like-minded people in an online community or
are known as such only to close family and
friends (Wassersug & Lieberman, 2010). The ste-
reotypes of eunuchs are often highly negative
(Lieberman 2018), and eunuchs may suffer the
same minority stress as other stigmatized groups
(Wassersug & Lieberman, 2010). Research into
minority stress affecting gender diverse people
should therefore include eunuchs.

The current set of recommendations is directed
at professionals working with individuals who
identify as eunuchs (Johnson & Wassersug, 2016;
Vale et al,, 2010) requesting medically necessary
gender-affirming medical and/or surgical treat-
ments (GAMSTs). Although not a specific diag-
nostic category in the ICD or DSM, eunuch is a
useful construct as it speaks to the specifics of
eunuch experience while also connecting it to
the experience of gender incongruence more
broadly. Eunuch individuals will present them-
selves clinically in various ways. They wish for
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Statements of Recommendations

9.1- We recommend health care professionals and other users of the Standards of Care 8th guidelines should apply the
recommendations in ways that meet the needs of eunuch individuals

9.2- We recommend health care professionals should consider medical intervention, surgical intervention, or both for eunuch
individuals when there is a high risk that withholding treatment will cause individuals harm through self-surgery, surgery by
unqualified practitioners, or unsupervised use of medications that affect hormones.

9.3- We recommend health care professionals who are assessing eunuch individuals for treatment have demonstrated competency

in assessing them.

9.4- We suggest health care professionals providing care to eunuch individuals include sexuality education and counseling.

a body that is compatible with their eunuch iden-
tity—a body that does not have fully functional
male genitalia. Some other eunuch individuals
feel acute discomfort with their male genitals and
need to have them removed to feel comfortable
in their bodies (Johnson et al,, 2007; Roberts
et al,, 2008). Others are indifferent to having
male external genitalia as long as they are only
physically present and do not function to produce
androgens and male secondary sexual features
(Brett et al., 2007). Hormonal means may be used
to suppress the production of androgens, although
orchiectomy provides a permanent solution for
those not wishing genital functioning (Wibowo
et al.,, 2016). Some eunuch individuals desire
lower testosterone levels achieved with orchiec-
tomy, but many will elect some form of hormone
replacement to prevent adverse effects associated
with hypogonadism. Most who elect hormone
therapy choose either a full or partial replacement
dose of testosterone. A smaller number elect
estrogen.

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.

Statement 9.1.
We recommend health care professionals and
other users of the Standards of Care, Version 8
guidelines should apply the recommendations in
ways that meet the needs of eunuch individuals.
Eunuch individuals are part of the population
of gender diverse people who experience gender
incongruence and may also seek gender-affirming
care. Like other transgender and gender diverse

(TGD) individuals, eunuchs require access to
affirming care to gain comfort with their gen-
dered self. Each section of the SOC addresses
the needs of diverse individuals, and eunuchs
can be included within that group. They may
have commonality with some nonbinary indi-
viduals in that social transition may not be a
desired option, and hormone therapy may not
play the same role as it might in a social tran-
sition or transition within the binary (Wassersug
& Lieberman, 2010).

Like other gender diverse individuals, eunuch
individuals may be aware of their identity in
childhood or adolescence. Due to the lack of
research into the treatment of children who may
identify as eunuchs, we refrain from making spe-
cific suggestions.

Eunuch individuals may seek medical or sur-
gical care (hormone suppression, orchiectomy,
and, in some cases, penectomy) to achieve phys-
ical, psychological, or sexual changes (Wassersug
& Johnson, 2007). It is important all patients,
including both eunuchs and those seeking cas-
tration, establish and maintain a relationship with
an HCP that is built upon trust and mutual
understanding. Given a lack of awareness of
eunuchs within the general medical community
and the fear among many individuals seeking
castration they will not be accepted, many do
not receive appropriate primary care and screen-
ing tests (Jaggi et al., 2018). Increased awareness
and education among medical providers will help
address the need to be informed about the need
to include eunuchs in discussions of gender
diversity (Deutsch, 2016a). It goes without saying
that eunuchs require and deserve the same pri-
mary care services as the general population. The
topic of screening tests for cancers, such as pros-
tate and breast, is an important area for
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discussion as the risks of hormone-related cancers
are likely different among male-assigned people
whose testosterone and estrogen levels are not in
the male range. Due to a lack of studies looking
at the prevalence and incidence of hormone-related
cancers in the eunuch population, there is no
evidence to guide how often to screen for
hormone-related cancers with prostate exams,
PSA measurements, mammograms, etcetera.

The large literature on prostate cancer patients
who have been medically or surgically castrated
provides information about some of the effects
of post-pubertal castration (such as potential
osteoporosis, depression, or metabolic syndrome),
but voluntary eunuchs may interpret the results
very differently from those castrated for medical
reasons. Chemical or surgical castration may be
experienced as a source of distress to cis men
with prostate cancer, while the same treatment
may be affirming and a source of comfort for
eunuch individuals. Similarly, transmasculine peo-
ple who have a mastectomy to gain comfort with
their bodies experience that surgery differently
from ciswomen who undergo mastectomy to treat
breast cancer (Kogan & Giirsoy, 2016; van de
Grift et al., 2016). The prostate cancer informa-
tion is well summarized by Wassersug et al.
(2021) who provide references that explore the
large literature on the subject. Such information
on the effects of castration should be made avail-
able to those seeking castration.

Following an assessment as per the SOC-8,
medical options requested by the patient can be
considered and prescribed, if appropriate. These
options can be tailored to the individual to create
a plan that reflects their specific needs and pref-
erences. The number and type of interventions
applied and the order in which these take place
may differ from person to person. These options
are consistent with both the assessment and sur-
gery chapters of the SOC-8. Treatment options
for eunuchs to consider include:

« Hormone suppression to explore the effects
of androgen deficiency for eunuch individ-
uals wishing to become asexual, nonsexual,
or androgynous;

»  Orchiectomy to stop testicular production
of testosterone;

»  Orchiectomy with or without penectomy to
alter their body to match their self-image;

¢ Orchiectomy followed by hormone replace-
ment with testosterone or estrogen.

Per statement 5.6 in Chapter 5—Assessment
of Adults, eunuch individuals seeking gonadec-
tomy consider a minimum of 6 months of hor-
mone therapy as appropriate to the TGD person’s
gender goals before the TGD person undergoes
irreversible surgical intervention (unless hor-
mones are not clinically indicated for the
individual).

Statement 9.2.

We recommend health care professionals con-
sider medical intervention, surgical intervention,
or both for eunuch individuals when there is a
high risk that withholding treatment will cause
individuals harm through self-surgery, surgery
by unqualified practitioners, or unsupervised use
of medications that affect hormones.

The same assessment process recommended in
the SOC-8 ought to apply to eunuchs (see Chapter
5—Assessment of Adults). The Eunuch Archive
has a large number of posts from individuals
finding great difficulty in seeking medical pro-
viders who will perform castration surgery. There
are a large number of eunuch individuals who
have performed self-surgery or have had surgery
performed by people who are not credentialed
medical providers (Johnson & Irwig, 2014). There
are also clinical reports of eunuch individuals
who have self-castrated and accounts of patients
who have misled medical providers to obtain cas-
tration (Hermann & Thorstenson, 2015;
Mukhopadhyay & Chowdhury, 2009). There is
no doubt when members of this population are
denied access to quality medical treatment, they
will take actions that may cause them great harm,
such as bleeding and infection that may require
hospital admission (Hay, 2021; Jackowich et al.,
2014; Johnson & Irwig, 2014). Because of these
serious problems and harm caused through
self-surgery, surgery by unqualified practitioners
or the unsupervised use of medications that affect
hormones, it is important health care providers
create a welcoming environment and consider
various treatment options after careful assessment
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to avoid the problems that lack of access to treat-
ment and withholding treatment will cause.

When desired, castration can be achieved
either chemically or surgically. For some, chem-
ical castration can be an appropriate trial prior
to undergoing surgical castration to determine
how the individual feels when hypogonadal (Vale
et al, 2010). Chemical castration is usually
reversible if the medications are discontinued
(Wassersug et al., 2021). The most common types
of medications used to lower testosterone levels
are antiandrogens and estrogen.

The two most commonly used antiandrogens,
cyproterone acetate and spironolactone, are oral.
Estrogen is sometimes prescribed for prostate
cancer patients to lower serum testosterone levels
via negative feedback at the hypothalamus and
pituitary gland. Estrogens and antiandrogens may
not fully suppress testosterone levels into the
female or castrate range, and oral estrogens
increase the risk of venous thromboembolism.
Although not commonly used due to cost, gonad-
otropin releasing hormone (GnRH) agonists are
a very effective method for suppressing the pro-
duction of sex steroids and fertility (Hembree
et al, 2017). When selecting a medication, we
advise using those which have been studied in
multiple transgender populations (i.e., estrogen,
cyproterone acetate, GnRH agonists) rather than
medications with little to no peer-reviewed sci-
entific studies (i.e., bicalutamide, rectal proges-
terone, etc.) (Angus et al.,, 2021; Butler et al,
2017; Efstathiou et al., 2019; Tosun et al., 2019).

Many eunuch individuals pursue hormone
replacement therapy following castration as they
do not desire the complete suppression of hor-
mone levels and consequent problems, such as
the increased risk of osteoporosis. The two main
options for replacement of sex steroids are tes-
tosterone and estrogen that may be used in full
or partial replacement doses. The majority elect
testosterone as they present as male and are not
interested in feminization. A minority elect estro-
gen at a high enough dose to prevent osteopo-
rosis, but low enough avoid most feminization.
They may identify as nonbinary, agender, or other
(Johnson et al., 2007; Johnson & Wassersug, 2016).

Although studies on hormone replacement
therapy in eunuchs are lacking, findings from
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cisgender men treated for prostate cancer can be
informative regarding the effects of hormone
therapy. In a randomized controlled trial of 1,694
cisgender men treated for locally advanced or
metastatic prostate cancer, one group received a
GnRH agonist and the other received transdermal
estrogen (Langley et al, 2021). Cisgender men
who received the GnRH agonist developed signs
and symptoms of both androgen and estrogen
deficiency, whereas men who received the estro-
gen patch only developed androgen-depleting
symptoms. Both groups had high rates of sexual
side effects (91%), and weight gain was similar
among the groups. Compared with cisgender men
receiving the GnRH agonist, cisgender men
treated with estrogen patches had a higher
self-reported quality of life, lower rates of hot
flushes (35% vs. 86%), and higher rates of gyne-
comastia (86% vs. 38%). Metabolically, cisgender
men receiving estrogen patches had favorable
changes with a lower mean fasting glucose, fast-
ing total cholesterol, systolic and diastolic blood
pressure. Conversely, cisgender men receiving the
GnRH agonist experienced the opposite effects.
Based on this study, eunuchs may consider a low
dose of transdermal estrogen therapy to avoid
adverse estrogen-depleting effects, which include
hot flashes, fatigue, metabolic effects, and loss of
bone mineral density (Hembree et al., 2017;
Langley et al,, 2021). For further information see
Chapter 12—Hormone Therapy.

Statement 9.3.
We recommend health care professionals who
are assessing eunuch individuals for treatment
have demonstrated competency in assessing them.
A frequent topic on the discussion boards of
the Eunuch Archive is the difficulty of finding
practitioners who are able to understand their
needs. Eunuchs and those seeking castration usu-
ally are less visible than other gender minorities
(Wassersug & Lieberman, 2010). Due to stigma
and fear of rejection by the medical community,
they may not voluntarily disclose their identity
and desires to their medical or mental health
providers. In some environments, medical pro-
viders may not be aware eunuchs exist and may
not even know they have treated eunuch-identified
patients.
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The SOC section on assessment is applicable to
eunuch individuals. Like other gender diverse indi-
viduals, those seeking castration can engage in an
informed consent process in which qualified pro-
viders conduct assessments to ensure individuals are
capable of providing informed consent prior to med-
ical interventions and to ensure a mental health
problem is not the etiology of the desire. As with
other sexual and gender minorities, working with
eunuchs requires an understanding that they are a
diverse population, and that each person is eunuch
in their own way (Johnson et al., 2007). The person
seeking services benefits from the professional’s
accepting stance, open inquiry, suspension of judg-
ment, and flexible expectations, combined with pro-
fessional competency and expertise.

To provide appropriate treatment, providers
must establish trust and respect by creating an
inclusive environment for eunuch-identified peo-
ple. For eunuch-identified individuals, the ideal
intake form would ask the assigned sex and iden-
tified gender and offer multiple gender options,
including “eunuch” and “other” Individuals may
identify with more than one option and should
be able to select more than one.

HCPs may be involved in the assessment, psy-
chotherapy (if desired), preparation, and follow-up
for medical and surgical gender-affirming inter-
ventions. They may also provide support for part-
ners and families. Eunuch-identified individuals
who want the support of a qualified mental
health provider will benefit from a therapist who
meets the experience and criteria set out in
Chapter 4—Education.

While some individuals seeking or considering
castration come to counseling or therapy because
they want emotional support or help with
decision-making, many come to providers for an
assessment in preparation for specific medical
interventions (Vale et al., 2010).

Statement 9.4.

We suggest health care professionals providing
care to eunuch individuals include sexuality
education and counseling.

Several research studies have contributed to
our knowledge of contemporary eunuch-identified
people and have explored demographic charac-
teristics and sexuality (Handy et al., 2015; Vale
et al., 2013; Wibowo et al., 2012, 2016). Medical
and MHPs should assume eunuchs are sexual
people capable of sexual activity, pleasure, and
relationships, unless they report otherwise
(Wibowo et al,, 2021). Research has shown there
is great diversity among eunuchs regarding the
level of desire, type of preferred physical or sex-
ual contact, and nature of preferred relationships
(Brett et al., 2007; Johnson et al., 2007; Roberts
et al., 2008). While some enjoy active sex lives
with or without romantic relationships, others
identify as asexual or aromantic and are relieved
by the loss of libido achieved through surgical
or chemical castration (Brett et al., 2007). Each
person is different, and one’s genital status does
not determine sexual or romantic attraction
(Walton et al., 2016; Yule et al., 2015).

Regardless of the type of chemical suppression
or surgery a person has undergone, they may be
capable of sexual pleasure and sexual activity.
Contrary to popular belief, eunuchs are not neces-
sarily asexual or nonsexual (Aucoin & Wassersug,
2006). Safe sex education is necessary for all people
who engage in sexual activity that could involve an
exchange of body fluids. See Chapter 17—Sexual
Health for information regarding sex education and
safe sex options for people with diverse genders and
sexualities. In addition, fertility preservation should
be discussed when considering medical interventions
that might impact the possibilities for future par-
enthood. For more considerations see Chapter 16—
Reproductive Health.
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CHAPTER 10 Intersex

The Standards of Care, Version 7 included a chap-
ter on the applicability of the standards to people
with physical intersexuality who become
gender-dysphoric and/or change their gender
because they differ from transgender individuals
without intersexuality in phenomenological presen-
tation, life trajectories, prevalence, etiology, and
stigma risks. The current chapter provides an
update and adds recommendations on the medi-
cally necessary clinical approach to the manage-
ment of individuals with intersexuality in general
(see medical necessity statement in Chapter 2—
Global Applicability, Statement 2.1). Because a new-
born with an atypical sexual differentiation may
already present with clinical challenges, including
the need for family education and support from
early on, the decision-making on gender assign-
ment, subsequent clinical gender management,
components of which—especially genital surgery—
may be controversial, and a later risk of gender
dysphoria development and gender change that is
markedly increased (Sandberg & Gardner, 2022).

Terminology

“Intersex” (from Latin, literal translation “between
the sexes”) is a term grounded in the binary
system of sex underlying mammalian (including
human) reproduction. In medicine, the term is
colloquially applied to individuals with markedly
atypical, congenital variations in the reproductive
tract. Some variations, often labeled “genital
ambiguity, preclude the simple recognition of
somatic sex as male or female and, in resource-rich
societies, may require a comprehensive physical,
endocrine, and genetic work-up, before a sex/
gender is “assigned” In recent years “intersex”
has also become an identity label adopted by
some individuals with intersex conditions and a
subset of (non-intersex) individuals with a non-
binary gender identity (Tamar-Mattis et al., 2018).

At a 2005 international consensus conference
on intersex management, intersex conditions were
subsumed under a new standard medical term,
“Disorders of Sex Development” (DSD), defined
as “congenital conditions in which development
of chromosomal, gonadal, or anatomical sex is
atypical” (Hughes et al, 2006). DSD covers a

INTERNATIONAL JOURNAL OF TRANSGENDER HEALTH e 593

much wider range of conditions than those tra-
ditionally included under intersexuality and com-
prises conditions such as Turner syndrome and
Klinefelter syndrome, which are much more prev-
alent. In addition, many affected individuals dis-
like the term “disorder,” viewing it as inherently
stigmatizing (Carpenter, 2018; Griffiths, 2018;
Johnson et al., 2017; Lin-Su, et al., 2015; Lundberg
et al., 2018; Tiryaki et al., 2018). Health care pro-
fessionals (HCPs) also vary in their acceptance
of the term (Miller et al., 2018). The wide-spread
alternative reading of DSD as “Differences in Sex
Development” can be seen as less pathologizing,
but is semantically unsatisfactory as this term
does not distinguish the typical genital differences
between males and females from atypical sexual
differentiation. Other recent attempts to come up
with less obviously stigmatizing terms such as
“Conditions Affecting Reproductive Development”
(CARD; Delimata et al., 2018) or “Variations of/
in Sex Characteristics” (VSC; Crocetti, et al.,
2021) are also not specific to intersexuality.
Given these definitional issues, in this chapter
we are using the term “intersexuality” (or “inter-
sex”) to refer to congenital physical manifesta-
tions only. This is done for both descriptive
clarity and historical continuity. This choice is
not meant to indicate an intention on our part
to take sides in the ongoing discussion regarding
the concept of sex/gender as a bipolar system or
as a continuum, which may vary with consider-
ations of context and utility (Meyer-Bahlburg,
2019). In 21st century societies, the concepts of
sex and gender are in a process of evolution.

Prevalence

The prevalence of intersex conditions depends
on the definition used. Obvious genital atypicality
(“ambiguous genitalia”) occurs with an estimated
frequency ranging from approximately 1:2000—
1:4500 people (Hughes et al., 2007). The most
inclusive definitions of DSD estimate a prevalence
of up to 1.7% (Blackless et al., 2000). Although
these numbers are high in aggregate, the indi-
vidual conditions associated with the intersex
variations tend to be much rarer. For instance,
androgen insensitivity syndrome (AIS) occurs in
approximately 1 in 100,000 46,XY births (Mendoza
& Motos, 2013), and classic congenital adrenal





