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Preface

We welcome our readers – medical and mental healthcare professionals, health and
human service experts, as well as parents and patients who wish to learn more – to
our multidisciplinary, collaborative textbook Pediatric Gender Identity. This text
offers a broad overview of the latest research, clinical recommendations, and
conceptual frameworks in the field. We hope that it will help readers develop a
practical understanding regarding affirmative care for transgender and gender
diverse (TGD) youth. Inherent in this approach is an understanding that gender
identity development is just that – a developmental process, not a disease or a
pathology. Our approach is grounded in the importance of thoughtfully listening to
and respecting TGD youth who are undergoing the process of gender identity
development during a time of ever-evolving understanding for the adults who seek
to care for them.
We recognize that pediatric gender identity research and clinical care are
constantly advancing. We are continuously learning from new research, language,
concepts, and clinical options as they relate to our understanding of gender identity.
We are excited by the growing body of evidence that supports affirmative care and
resources for a population that has long suffered from health disparities and social
injustice – often at the hands of health and human services providers. We hope this
text will highlight for you new opportunities we have to provide patient-centered,
consent-based care to TGD youth, working to fight against the historical maltreatment
of these young people and striving to listen to and affirm the variety of authentic
gendered selves these patients share with us.
We appreciate the time and efforts contributed by our authors, national and
international leaders from a variety of health and human services disciplines,
including our TGD-identified authors who contributed a combined lens of experts
and members of the community. Our goal is that the readers have access to
thoughtful, respectful, evidence-based options both for direct clinical services and
for new ways to advocate for positive sociocultural changes in our communities.
Readers are invited to hear more about language and paradigms that acknowledge
and support diversity and encourage resiliency. We then move into the epidemiology
of pediatric gender identity, followed by overviews of relevant developmental
psychology and neurobiology. Discussions of the impact of social stigma,
discrimination, and harassment are framed within the minority stress model, offering
opportunities and points of intervention to impact future generations of TGD youth
v
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and adults. Both primary care and specialty care medical topics are reviewed with a
design to improve not just knowledge but practical, on-the-ground, clinical services
and program developments. Specific attention to the neurodevelopmental and
psychosocial needs of TGD youth has been geared for a wide variety of providers,
considering issues of specific developmental periods, neurodiversity, and areas of
importance in the realm of mental healthcare for TGD youth. Recognized hormonal
and surgical recommendations are reviewed in detail so as to support better
communication and education among the varied disciplines in the community of
gender care providers. Authors provide practical information and potential
applications for advocacy in improving schools, communities, and clinical settings.
Authors explicitly overview several legal and cultural considerations that may
improve clinical services and frame professional responsibilities as social change
agents for these young and resilient youth.
Most of all, we appreciate the trust our patients have placed in us. We will
continue to carefully listen and make deliberate efforts to learn more from our
gender diverse children, colleagues, and members of the community. Transgender
and gender diverse youth are increasingly visible and articulate, refusing to accept
the status quo, expanding our understanding of gender and self-identity, and willing
to engage with providers to create a culture that creates support and resources for
the diverse ways we might grow up healthy and safe in each of our own unique
gender identities.
Providence, RI, USA
Providence, RI, USA
Boston, MA, USA
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Overview and Terminology
Elizabeth S. Perzanowski, Tony Ferraiolo,
and Alex S. Keuroghlian

Introduction
Imagine you are a pediatric primary care clinician seeing a 3-year-old child for a well
visit. You have known this child and family for several years. The parents surprise you
by saying, “She keeps telling us she’s a boy, even though we’ve told her over and over
again that she’s a girl. What does that mean? Is there something wrong with her?”
Maybe, a 7-year-old child presents for a sick visit, and as you reach for the door
knob to exit the room, the parent mentions, “By the way, he keeps saying he wants to
wear skirts to school. We’re ok with him wearing them at home, but what will happen
if he wears them to school? Is this normal? Should we let him? When will it stop?”
Perhaps a high school senior walks into your office for a check-in. After navigating a difficult road through high school, including school avoidance and depression,
you are proud of this adolescent’s perseverance and plans to attend college. After
you’ve excused the parent, the teenager bursts out in tears. “I’ve got something to
tell you. I’m not really a girl, I’ve been a boy my whole life. Can you help me?”
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What do you say to each of these parents and their children? How can you help
them? In the course of this text, we hope to guide you toward how to respond and
provide affirmative care for both youth and their families.
In recent years, transgender and gender diverse (TGD) youth have gained increased
recognition, with concurrent nondiscrimination battles at the local and state level regarding regulations around bathroom use, sports team membership, employment and housing, and harassment [1–5]. This focus has been mirrored in peer-reviewed literature as
the medical and mental health communities work to expand our knowledge of this marginalized population and how we as medical and mental health clinicians can best serve
these youth, especially given rapid increases in the number of patients seeking genderaffirming care [6, 7]. Several guidelines exist regarding the evaluation and care of TGD
youth, though these are largely tailored for subspecialty clinicians, limiting their broader
utility [8–11]. Despite the existence of these guidelines, numerous examples in the health
literature demonstrate a lack of training, knowledge, and competence regarding care for
TGD people of all ages, which is evident to our gender diverse patients [12–24].
A significant barrier for medical and mental health caregivers to providing quality
care for patients with gender diverse identities is insufficient education to competently
address the unique needs of these patients [25, 26]. Our hope in writing this text is to
guide readers to a more expansive, evidence-based understanding of gender through an
overview of terminology, gender development, and various aspects of caring for TGD
children and adolescents. Intuitively one would expect people who identify along the
TGD continuum to seek more care and have more favorable outcomes when they are
engaged with clinicians who are fluent in the language and health needs of the TGD
population. Indeed, survey data demonstrate this to be true [27].
Clinicians of all disciplines who serve children and adolescents can play a crucial role providing anticipatory guidance about gender identity development and
creating space to explore this aspect of a youth’s developing identity. Clinicians can
help cultivate readiness in families to support and facilitate their children’s identity
exploration, discovery, and affirmation. As with routine sexual history taking, normalizing conversations about gender identity, expression, and role sets the stage for
patients and their families to entrust their clinician with subsequent and potentially
more difficult conversations related to gender affirmation.
Pediatric primary care and mental health clinicians are well positioned to reduce
many existing barriers to affirming care for patients who are gender diverse.
Pediatric primary care clinicians in particular, who see such a wide swath of youth
and tend to engage in advocacy related to child and adolescent wellness, are poised
to lead as a driving force in the medical community for promoting acceptance and
affirmation for this population [28].

Concepts and Terminology
Each of us has a gender identity, though many of us never give it much thought. Gender
identity develops early in childhood—preschool children are able to define and declare
their own gender and begin to feel pressure to conform to societally supported gender
stereotypes [24, 29]. It is important to review the essential concepts and terminology
underpinning discussions in this textbook (see Table 1.1 for a summary). With regard
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Table 1.1 Essential concepts and terminology [5, 31]
Sex/gender
assigned at birth/
natal sex/birth sex

Gender identity

Gender expression

Transgender

Transgender girl/
woman
Transgender boy/
man
Gender diverse

Nonbinary
Cisgender
Gender dysphoria
(GD)

Sexual orientation

In the traditional trichotomous paradigm, designation of a person as
“female,” “male,” or “intersex” based on anatomy (external genitalia and/
or internal reproductive organs) and/or biology (sex chromosomes and/or
hormones)
“Sex” and “gender” are often used interchangeably, but they are distinct
entities. It is best to distinguish between sex, gender identity, and gender
expression and to avoid making assumptions about a patient regarding
one of these characteristics based on knowledge of the others.
This is sometimes abbreviated as AFAB (assigned female at birth) or
AMAB (assigned male at birth)
A person’s inner sense of being a girl/woman, boy/man, some
combination of both, or something else, including having no gender at all.
This may or may not correspond to the gender assigned at birth.
The outward manifestation of a person’s gender, which may or may not
reflect their inner gender identity based on traditional expectations.
Gender expression incorporates how a person carries themselves, their
dress, accessories, grooming, voice/speech patterns and conversational
mannerisms, and physical characteristics.
An umbrella term describing individuals whose gender identity does not
align in a traditional sense with the gender they were assigned at birth. It
may also be used to refer to a person whose gender identity is binary and
not traditionally associated with that assigned at birth.
Though this term is commonly used, there are some gender diverse
people who do not identify this way. It is important to ask patients how
they identify with regard to gender.
It is best practice to use this term as an adjective rather than a noun.
Many find the term “trangendered” to be pejorative as it implies there
was an event that made a person transgender.
A person who identifies as a girl/woman and was assigned male sex at
birth
A person who identifies as a boy/man and was assigned female sex at
birth
An umbrella term describing individuals with gender identities and/or
expressions that vary from expected developmental norms. This includes
people who identify as multiple genders or with no gender at all.
A term used by some individuals whose gender identity is neither girl/
woman nor boy/man
Describes a person whose gender identity aligns in a traditional sense with
the sex assigned to them at birth
A concept defined in the Diagnostic and Statistical Manual of Mental
Disorders, 5th edition (DSM-5) as clinically significant distress or
impairment related to a strong desire to be of another gender, which may
include desire to change primary and/or secondary sex characteristics
[32]. Not all TGD persons experience dysphoria.
Describes the types of individuals toward whom a person has emotional,
physical, and/or romantic attachments
(continued)
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Table 1.1 (continued)
Lesbian, Gay,
Bisexual,
Transgender,
Queer, plus
(LGBTQ+)
Or
Gender and sexual
minoritized
persons
Intersex

An umbrella term attempting to encompass all gender and sexual minority
identities that are outside of the cisgender, heterosexual binaries

A term encompassing the numerous and varied conditions involving
diverse sex chromosomes, gonads, internal reproductive organs, sex
hormones, and/or external genitalia. A person can have aspects of both
traditionally male and female internal and/or external anatomy, hormonal
milieu, and/or sex chromosomes. Some of these conditions are not
recognized until puberty, when secondary sex characteristics do not
develop as expected or at all.
In the medical community, the term “disorders of sex development”
(“DSD”) has been used, though this term is considered stigmatizing by
intersex advocates and ought to be avoided. Some have recommended
use of the term “differences of sexual development.”
In the past, intersex conditions have been associated with the term
“hermaphrodite,” which is considered pejorative and should be avoided

to categories of gender, many societies recognize just two: girl/woman and boy/man.
This paradigm is recognized as the gender binary, as it is composed of two categories
of gender. Some people experience a gender identity which does not fit into these two
designations, instead existing as a combination of the two, something else entirely,
or as not identifying with any category of gender at all. Access to affirming care is
particularly challenging for people whose gender identity falls outside of the traditional
gender binary of girl/woman or boy/man. For TGD people who are also members of
other traditionally marginalized groups, such as racial or ethnic minorities, the challenges of accessing care are further compounded [30].
In addition, clinicians ought to be aware of the ever-evolving nature of the language used by gender diverse youth to self-identify. As with other aspects of patient-
centered care, reflecting the language used by youth is a good place to start. In
addition, when a patient uses terms you are unfamiliar with, it is acceptable to ask
in a nonjudgmental manner: “I’m not familiar with that term. What does it mean to
you?” By actively listening to each patient’s description of their gender identity and
what it means to them, clinicians have the opportunity to convey respect and communicate that their practice is a safe and welcoming space [31]. It is also important
to note that in general the onus of understanding core concepts related to gender
identity, including transgender and nonbinary identities, rests not with the patient
but with the clinician. This allows the youth to remain in their role of the cared for
patient, rather than caring for the provider.
This text espouses a gender-affirmative model of care, wherein children and adolescents are supported in exploring and affirming their gender identity and expression
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[28, 33]. In this model, transgender and nonbinary identities are considered to be natural and healthy aspects of gender diversity among humans, rather than diagnostic entities with assigned pathology. The gender-affirmative model of care is supported by
major pediatric medical and psychological associations, including the American
Academy of Pediatrics (AAP), the American College of Osteopathic Pediatricians
(ACOP), the American Academy of Child and Adolescent Psychiatry (AACAP), the
American Psychological Association (APA), and the Society for Adolescent Health
and Medicine (SAHM) [28, 34, 35]. This framework for care recognizes that mental
health problems and health disparities among gender diverse youth often result from
(1) distress at having physical sex characteristics misaligned with gender identity and
(2) external stigma-related stress on an everyday basis related to gender nonconformity [28]. Put more plainly, health disparities experienced by TGD youth are primarily the result of societal mistreatment rather than gender identity itself.

Creating a Welcoming Care Environment
Transgender youth often have traumatic experiences when seeking medical care,
which can contribute to adverse health outcomes for an already socially marginalized population. It is important to remember some of your patients who are TGD
have been refused medical treatment by other care teams. In some cases, they may
have been told explicitly that their transgender or nonbinary identity is wrong.
Outside of explicit bias and acts of harassment or hate, this can be due to a sheer
lack of awareness about the importance of language in support of TGD patients on
the part of health-care staff. Creating a welcoming environment for patients
includes fostering an affirming experience from the first call to your office, to the
office visit itself, to any follow-up communication and care that may occur, including referrals to other health-care practices to ensure they too are competent and
affirming with TGD patients.
As many as 31% of transgender adults have not disclosed their gender identity to
any of their health-care clinicians for fear of maltreatment and in one survey 23–48%
delayed needed care for fear of discrimination [36]. Clinician education alone is not
enough to create safe, welcoming environments for our TGD patients and their families. The initial call to your office sets the tone for your patient: it is their first impression of whether the health care in your practice is respectful and safe, and the basis
for predictions about whether staff they might later encounter will be trained to interact with them in an affirming way. Staff education and training alerts them to affirmative language, policies, and standards of care as well as helping staff reconcile
potential differences between their existing personal values and their professional
responsibility to provide affirming, inclusive care for all communities. Some staff
may have political, cultural, and/or religious objections to TGD identities. Being
courteous and professional with TGD patients does not require abandoning those
beliefs, but rather being aware of one’s own bias in the workplace and preventing this
bias from adversely impacting good care and service delivery for our patients.
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It is important to be aware that standard diversity training intended to increase
affirming behaviors in clinicians and office staff may not be enough to eliminate
bias-related marginalizing behaviors. This has been best studied with regard to
racially related bias, but we can extrapolate those experiences to other marginalized groups [37]. Understanding this discrepancy requires an appreciation of the
concepts of explicit and implicit bias. Explicit bias is related to conscious stereotypes and beliefs, and can be measured by self-report. On the other hand, implicit
or automatic bias is related to deeply ingrained beliefs, which act in the unconscious to influence behavior. Various studies have attempted to look at implicit bias
with response-latency testing for unconscious associations, which has been found
to not necessarily align with explicitly reported beliefs [38]. Evidence demonstrates that standard diversity trainings designed to counter bias against LGB populations may improve explicit bias, which is highly impacted by social desirability,
but that implicit biases often persist. What results is a divergence between reported
affirmation of LGB populations and the continuation of bias-motivated incidents
experienced by LGB people [39]. There are little-to-no data available regarding
explicit and implicit bias toward TGD people, but extrapolating these data suggests
that despite increasing societal recognition and support, our TGD patients continue
suffer from implicit as well as explicit bias. Luckily, implicit bias is elastic and can
be reshaped [40]. Overcoming implicit bias requires critical introspection and
thoughtful recognition of unconscious thought patterns and the resulting behaviors, in addition to the work of a community to identify incidents of bias committed
by one another and working together to restructure the attendant attitudes and
beliefs [37].
Another key element of affirmative care is to avoid making assumptions about
all patients’ gender identities, an important guiding principle to apply in clinical
practice even beyond the realm of gender-affirming care specifically [41]. In your
first meeting with any new patient, ask about the name they go by and their pronouns. It can be as simple as asking, “What name would you like us to use?” and
“What are your pronouns?” Even if a patient does not currently identify as gender
diverse or is not ready to disclose this to you, asking the question goes a long way
in demonstrating that you are someone they can open up to when they feel ready,
setting the stage for possible future conversations about gender identity. It additionally models to persons less familiar with gender diversity how to be expansive
and inclusive. It is important to know that “she/her/hers” and “he/him/his” are not
the only pronoun series. “They/them/theirs” is now a common pronoun series to
refer to a single person, and additional nonbinary pronoun series also exist. You
might explain concretely to the patient: “Some people’s pronouns are ‘she/her/
hers,’ some people’s pronouns are ‘he/him/his,’ some people’s pronouns are ‘they/
them/theirs,’ some people’s pronouns are something else. What are yours? Then,
once the patient has provided pronouns, ensure you use these and that all others in
your practice know to use the patient’s asserted name and pronoun set as well. If
you accidentally use the wrong pronoun, calmly apologize and correct yourself
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Name on legal documents*:
Sex on legal documents*:
Female
Male
Pronouns: he/him,
she/her,
they/them,

Chosen name:
Other_____†
Other______

*While we recognize a number of genders/sexes, for insurance and billing purposes we must also use the name
listed on your insurance for documents pertaining to insurance, billing, and some correspondence.
† At the time of publication there are two states (Washington and California) and one city (New York City) that
allow gender to be marked with the non-binary designation “X”.

Fig. 1.1 Sample intake form header

before moving on. Being called by the wrong name or using the wrong pronoun
can be experienced as a painful insult, and may make patients feel shamed for
being transgender or nonbinary, or question your office’s support of their identity
[41]. If a mistake is made, correct it, apologize, and move on as it is not the patient’s
role to educate and support the provider.
Questions to elicit chosen name and pronouns should be included on intake
forms in addition to asking about administrative, legal, or insurance name and sex,
which are still required for insurance and billing purposes. Asking these questions
upfront and incorporating them into standard operating health records and procedures signals to patients that this practice routinely offers a competent, safe, and
welcoming staff and environment. See Fig. 1.1 for an example. For patients you are
already caring for, it is key to provide standardized questions about gender identity,
which will be discussed later in this text.
In general, information should be recorded such that when patients call or
check in, the correct name and pronouns are used. In cases where youth or adults
have not disclosed their TGD identity to others, careful documentation and use
of requested name/pronoun in different spaces may be required. If documentation of an LGBTQ+ status would be accessed by unsupportive adults with a
potential for harm, you may consider avoiding formal documentation of their
sexual orientation or gender identity in the accessible medical record. Timing
and method of disclosure is based on patient needs and preferences. Some people
may never feel comfortable formally disclosing their gender identity in public or
other settings.
The physical environment of the office itself should also communicate a safe
and welcoming space. Prominently displayed signage identifying the office as an
LGBTQ+ safe zone and posting nondiscrimination statements that include protections regarding gender identity and expression in multiple languages demonstrates
to your patients your commitment to them even before talking to your office’s staff.
Consider offering and adding children’s books and images that feature protagonists
who challenge gender norms and are gender diverse themselves, thus giving all
caregivers and youth who frequent your office examples of a more expansive view
of gender.

8

E. S. Perzanowski et al.

Working with Stigma and Dysphoria
Many gender diverse youth struggle with some degree of body incongruence, which
can reach the level of gender dysphoria as defined in the DSM-5. While gender minority stress is a major contributor to the health and mental health issues associated with
TGD identities, this dysphoria related to one’s own body can itself also be damaging.
There is widespread misunderstanding about the realities of the uniqueness of each
TGD individual’s body and their individual wishes for their body. These knowledge
gaps can create a chasm between patient and clinician if assumptions are made [41].
Clinicians should ask rather than assume any individual patient’s desired journey with
regard to aspects of social, medical, or surgical affirmation. Asking for specific needs,
concerns, and goals communicates to patients that you are open, listening, and supportive of their unique identity. Gently reassure patients that if they decide to undergo
specific gender-affirming medical or surgical care, they are not alone and you can help
support them through whatever process will affirm their authentic self.
TGD youth have a wide range of experiences. Below are just a few examples of
how some youth view their bodies and dysphoria when asked the question, “What
does body dysphoria feel like?” (Figs. 1.2 and 1.3).
Chest and genital examinations can be uncomfortable and often traumatic for
TGD patients. If this type of examination is medically necessary, such as for Tanner
staging or to evaluate a symptom related to those organ systems, it is important to
have a conversation beforehand to frame why this difficult aspect of the examination is important. Patients benefit from knowing what to expect, what can help
them feel more comfortable, and what language they find most affirming [41, 43].

Fig. 1.2 “Body dysphoria feels to me like being locked in a cage (as cliché as that sounds).
Sometimes I feel superior, but my ‘human form’ is keeping me down. There are lots of things I’ll
never be able to experience because of my body. Even worse, many people think that my aforementioned human form has to define me. I drew weapons around my cage because I feel like I am
being tortured for having any confidence, and my body is my punishment.” Illustrations are created
by gender diverse youth in response to the question, “What does body dysphoria feel like?” [42]
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Fig. 1.3 “For me dysphoria comes from the words I hear, from others and from my own mind.
Sometimes it seems like the only way to get away from a huge monster on my back is self-harm.”
Illustrations are created by gender diverse youth in response to the question, “What does body
dysphoria feel like?” [42]

Consent and bodily autonomy are important concepts for all children to learn.
Patients can defer sensitive examinations or testing or ask to have them done at a
future date in a patient-centered, consent-based model of care. Providers can educate patients about consent and about necessary potential steps in care in reassuring and respectful ways.
Difficulty accessing culturally sensitive medical and mental health care is a notable contributing factor to the health disparities that TGD patients face, and are factors that clinicians have the power to change. Pediatric clinicians of all types can
play a major role by modeling support and affirmation for TGD youth to families
and the community. Listen to your patients when they express their need for gender
affirmation by social, psychological, medical, and surgical means. Helping TGD
patients feel affirmed in their identities when accessing health-care environments
will help save lives [41].
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Summary
• Despite the existence of guidelines for the care of TGD youth, clinicians lack
adequate training to sensitively care for them, and many TGD youth encounter
hostility in medical and mental health settings.
• Pediatric primary care and mental health clinicians are uniquely positioned to
support and advocate for TGD youth by instituting routine screening and anticipatory guidance regarding gender development, not just for TGD-identified
youth and their families but for all youth and families.
• Understanding the concepts and affirming language used to discuss gender identity and gender-affirming care is essential, as is understanding that language is
dynamic and changes over time.
• Creating a welcoming office environment involves training all staff on concepts
of gender identity, gender expression, and gender diversity, displaying signage
indicating affirmation of all genders, and providing waiting room materials
(including children’s books) displaying children and adolescents of all gender
experiences.
• As a clinician, it is critical not to make assumptions about gender identity
but rather to approach the patient with an open, supportive curiosity and
listen closely regarding their chosen name, pronouns, and goals for gender
affirmation.
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Epidemiology of Pediatric Gender
Identity
Mamatha Challa, Caroline Scott, and Jack L. Turban

Introduction
Transgender and gender diverse (TGD) individuals are increasingly visible in politics, popular culture, and clinical practice [1–5]; thus, providers must be prepared to
meet their health care needs [6]. In parallel, there has been an exponential increase
in published medical literature about this vulnerable population (Fig. 2.1).
Childhood and adolescence are vital periods of self-discovery for all youth.
However, these can also be times of significant stress for TGD youth as they begin
to feel a misalignment between their gender assigned at birth and gender identity.
This understanding often comes with additional stress as patients encounter societal
constructs that are nonaffirming of TGD identities. Due to these factors, these young
people face dramatic mental health disparities.
To understand the health care needs of these youth, it is crucial to start with basic
epidemiology. How many TGD people are there? How many of these individuals
are youth? Where are they located? How have these demographics changed over
time? What are their disparities, and how do these disparities interact?
Unfortunately, existing literature is limited in power and generalizability.
Estimating the prevalence of TGD youth is particularly difficult when it comes to
definitions of gender diversity, especially regarding individuals who identify outside of the gender binary [7]. Fortunately, research in this area has been growing
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Fig. 2.1 Number of PubMed indexed manuscripts using the search term transgender youth from
the year 1997 to the year 2018. There has been an exponential increase in research about this vulnerable population

steadily over the last decade, and we are beginning to have a greater understanding
of the needs of TGD youth. In this chapter, we examine the existing literature with
the hope of providing a general epidemiologic foundation for providers serving this
vulnerable population.
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Prevalence
According to the UCLA Williams Institute report in 2017, “Age of Individuals Who
Identify as Transgender in the United States,” the answer to their posed question is
not so simple [8]. Large federal population-based surveys rarely ask questions
regarding gender identity; thus, we rely on smaller, state-based surveys for estimation. For many years, our best estimate came from the 2011 Williams Institute report
that estimated that there were 700,000 transgender adults in the United States; however, this study only included surveys from California and Massachusetts. More
state-level surveys have since emerged, and the newer Williams Institute’s 2017
report uses the 2014 CDC’s Behavioral Risk Factor Surveillance System (BRFSS)
survey of adults to estimate that 0.6% of US adults identify as transgender, or approximately 1.4 million individuals (nearly double the previous estimate). Notably, there
appears to be a skew toward younger adults; approximately 0.7% of 13–24-year-olds
identify as transgender, as compared to 0.58% of 25–64-year-olds and 0.50% of
people 65 and older [8]. Notably, the Williams Institute report estimates the percentage of youth based on estimates in the adult population.
It is unlikely that the prevalence of transgender identification doubled over
5 years. One potential explanation, rather, is that increased societal discourse around
gender has provided a larger number of people with the language necessary to
describe their identity. As the United States becomes more accepting of TGD people, we may also be seeing more people willing to identify openly instead of hiding
their identities. Regardless, the reality is that we are just now starting to ask the right
questions to measure the basic demographics of this population, and it will take
time to have enough data to assess for true changes in population size.
Data on youth are much more limited. Though the BRFSS only surveys adults,
the Williams Institute 2017 report extrapolated from these data to estimate that
roughly 150,000 adolescents in the United States identity as transgender. Other
surveys of middle-school- and high-school-aged youth have yielded estimates of
TGD identity ranging from 1.3% to 3.2% [9]. The primary sources for these estimates have been local studies. The Boston Youth Survey (BYS) was a probability
survey that used a single-item question to measure transgender identities within the
city school district. The study found that approximately 1.7% of the 908 youth
surveyed (13–19 years old) identified as TGD [10]. Similarly, in 2011, the San
Francisco United School District included a question about gender identity on their
middle and high school Youth Risk Behavior Surveillance System (YRBSS) instruments, and within 36 schools’ reports, found that 1.3% of middle school and 1.6%
of high school students identified as transgender [11, 40]. Data from the 2016
Minnesota Student Survey (n = 80,929) found that 2.7% of high school students
identified as TGD [88]. On a national level, unpublished data presented by Greytak
in 2013 used a nationally representative online survey of adolescents distributed
over 2 years to find that 1.4% of the year 1 and 3.2% of the year 2 respondents
identified as TGD [12]. A study of 8166 high school students in New Zealand
found that 1.2% of participants identified as transgender and 2.5% reported being
not sure about their gender [87].
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Rhode Island’s 2017 Youth Risk Behavior Survey similarly asked students if
they identify as transgender; however, it also asked them to rate their gender
expression, with response options ranging from “very feminine” to “very masculine” [91]. Whereas only 2.3% of students identified as transgender, 19% were
found to be gender expansive – that is, they identified as either androgynous
(“equally feminine and masculine”), masculine if assigned female at birth, or feminine if assigned male at birth [92]. As language around gender expansive identities
evolves, the methods used to study individuals who identify as such must evolve,
as well.
The CDC recently released a report based on population-based survey data of
high school students from 10 states that estimated that 1.8% of high school students
identify as transgender [93].

Geographic Trends
According to the 2017 Williams Institute report, the largest gross populations of
transgender individuals are estimated to be in California (22,200), Texas (13,800),
and New York (9750), mirroring relative population sizes of US states [8]. The
smallest gross populations of trans people are estimated to be equally small in North
Dakota, Vermont, and Wyoming (200). If you examine the percentages of the population that identifies as transgender, the results are not consistent with perspectives
that suggest TGD identities are tied to a progressive political environment; the highest relative percentages of transgender people are estimated to be in West Virginia
(1.04%), Hawaii (1.01%), and New Mexico (0.88%). The smallest percentages are
estimated to be in Montana (0.49%), Connecticut, and Iowa (both 0.39%) [8]. These
findings refute claims that TGD youth identities are somehow a product of any particular local political environment. These data also suggest that our current approach
to pediatric gender clinics (which tend to be in largely populated cities) may not
adequately provide access to gender-comprehensive care for TGD youth in more
rural and sparsely populated states [13].

Birth-Assigned Gender Ratios Across Age Groups
Ratios of gender assigned at birth for TGD individuals are typically reported based
on the profiles of patients referred to gender clinics. These ratios differ by developmental stage. Many of these estimates are from the early 1980s to 2000s, and ratios
may change over time.

Children
Birth-assigned female children are more likely than birth-assigned male children to
exhibit cross-gender behaviors in the general population [14, 15]. However, birth-
assigned boys are more frequently referred to gender clinics than birth-assigned
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girls for cross-gender behavior, with ratios of birth-assigned boys to girls ranging
from 2:1 to 5.75:1 [16, 17].
Cross-gender behavior in birth-assigned boys is tolerated significantly less by
peers, teachers, and parents than such behavior in birth-assigned girls [17–21]. This
disparate sensitivity to cross-gender behavior may result in higher rates of clinical
referrals for birth-assigned boys, whereas these behaviors in birth-assigned girls
may not raise such concern. Two studies support this theory, as they found that
birth-assigned girls were referred significantly later than birth-assigned boys to gender clinics, although they also demonstrated a higher average level of cross-gender
behavior [17, 22]. In both studies, however, there were no significant differences
between the genders assigned at birth for rates of children who met the prior DSM
criteria for gender identity disorder (GID).
There are also cultural factors at play. Internationally, gender diverse behavior
appears consistently more tolerated for birth-assigned girls than boys, as demonstrated in the studies of the United States, India, China, and Belgium [23]. It has
been noted that the skewed birth-assigned gender ratio for TGD children is more
dramatic in North America compared to The Netherlands, suggesting a cultural
component in which North American parents may be more alarmed by gender
diverse behavior and thus more likely to bring youth to a gender clinic [24–26]. It
is important to note that many of these children referred to gender clinics may have
gender diverse expressions but continue to identify with their gender assigned at
birth.

Adolescents
For gender clinic-referred adolescents, the birth-assigned gender ratio is closer to
1:1 [16]; two studies have reported ratios of birth-assigned males to females of
1.32:1 and 1.20:1, respectively [27, 28]. More recent studies have found a slight
inversion of this ratio to favor birth-assigned females [25, 29, 30].
Whether this is a result of actual changes in transgender identity prevalence versus other factors is unknown, though several theories have been proposed. For
example, for many TGD youth, concerns about physical sex characteristics tend to
intensify during adolescence and puberty [31, 32]. While individuals of both birth-
assigned genders are more likely to seek clinical services around puberty, we may
see higher rates of birth-assigned girls newly presenting in adolescence who did not
present earlier because gender diverse behavior is more socially acceptable among
birth-assigned females than birth-assigned males.
As with childhood, cross-gender behavior in adolescence has also been found to
elicit significantly harsher reactions in birth-assigned males than birth-assigned
females, especially from peers [33]. Indeed, adolescent birth-assigned males with
gender dysphoria (GD) have reported significantly more “bullying” than adolescent
birth-assigned females with GD [25]. Given these reports, it has been argued that it
may be easier for birth-assigned females to “come out” in adolescence as transgender and request gender specialist treatment, than adolescent birth-assigned males
who face increased social sanctions against feminine behavior [25].
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Adults
As with children, birth-assigned males are more heavily represented in studies of
adults diagnosed with GD, with ratios that range from 1:1 to 6.1:1 [16, 34–39]. The
reason for this remains unknown; some propose that the narrower definitions of
masculinity compared to femininity provide birth-assigned females with greater
flexibility to express cross-gender behavior without seeking clinical interventions
[41–43]. This has also been attributed to other factors including the increased availability of gender affirmation surgery – specifically genital reconstruction – for birthassigned males, and thus increased rates of birth-assigned males seeking
interventions from gender clinics [42].
However, in Japan and Poland, the ratio of adults seeking clinical assistance from
gender specialists appears to favor birth-assigned females, with ratios of 2.2:1 and
5.5:1, respectively [16, 44, 45]. Additionally, birth-assigned gender ratios have
shifted in different ways in different locations. In Sweden, the ratio shifted from
1:1 in the 1960s to 2:1 (favoring birth-assigned males) in the 1990s [38]. In Germany,
gender clinic referral rates between 1970 and 1994 favored birth-assigned males at
a ratio of 2:1, but from 1996 to 2000, the rate dropped to 1.2:1 [37]. These disparate
results, and changes over time and across location, further support likely societal
rather than intrinsic factors influencing birth-assigned gender ratios of adults seeking gender-affirming medical care, though more research is needed.

Natural History of Cross-Gender Identification
One of the most common questions that parents ask providers regarding their TGD
children is whether or not childhood gender diverse identities “persist” into adulthood. The literature remains a subject of academic debate.
There have been several attempts to measure the proportion of cross-gender-
identifying prepubertal children who continue to identify this way over time.
However, nearly all studies of this type have been methodologically flawed. For
example, several included cases that would likely not meet the criteria for GD as it
is defined today; many of the children may not have identified as transgender [46,
47]. Rather, many of these children may have expressed cross-gender behavior (i.e.,
boys with traditionally feminine behavior and “tomboys”) but continued to identify
with their gender assigned at birth.
Additionally, children who identify as transgender may report later that they are
not in order to avoid stigma, not necessarily because of a change in gender identity.
This theory is supported when evaluating studies of identity persistence temporally.
Such studies conducted before the year 2000 estimated persistence rates between
2% and 9% [48, 49]. However, those conducted after 2000 – in a more accepting
environment for TGD individuals – estimate rates of persistence ranging from 12%
to 39% [47, 50–53].
Whereas some TGD prepubertal youth will persist in their gender identity
into adolescence, it appears that some will not. The current literature does not
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offer ways to definitively distinguish between these two groups. One study
examined predictors of cross-gender identification persistence from childhood
into adolescence using multivariate analysis. The following characteristics
were associated with persistence: female gender assigned at birth, older age at
gender clinic assessment, lower socioeconomic status, and early social transition. This study also replicated previous studies linking persistence with
higher intensity of childhood GD [50–53], as well as being assigned female at
birth [53].
Due to research limitations regarding both cohort size and design, the natural
history of the persistence of cross-gender identification from childhood into adolescence cannot be definitively characterized. However, observations of clinicians
treating TGD children reveal that there exists a population of young children who
are able to communicate TGD identities that remain stable into and beyond adolescence [54]. These developmental trajectories are currently being investigated with
improved methodology through the TransYouth project [55–57].
Research is also limited regarding persistence from adolescence into adulthood.
One study of patients treated at a Netherlands gender clinic from 1972 to 2015
found that 1.9% of adolescents who began pubertal suppression eventually ceased
suppression and did not pursue cross-sex hormonal replacement [58]. A study of 55
adolescents who received cross-sex hormonal interventions from the same clinic
found that 100% of them still identified as transgender in young adulthood [59].
These data align with published clinical observations that suggest that gender identity tends to be stable after puberty for most TGD people [28]. Unfortunately, there
is currently no research on rates of adolescent cessation of estrogen or testosterone,
although one case study has been published about this scenario [60].
Several studies have linked childhood gender variance with “same-sex” sexual
orientation in adulthood [53, 61]. One study found that gender variant individuals
were 8.4–15.8 times more likely to have some type of sexual orientation toward
their gender assigned at birth in adulthood, depending on the type of orientation
(attraction, fantasy, behavior, and identity) [61].
The majority of adolescents and adults with symptoms of GD report exhibiting
extensive cross-gender behavior in childhood [7, 41, 62–64]. These findings are
largely based on self-report, which may be considered unreliable for determining
the specific age of onset of their childhood cross-gender behavior [65]. However, for
gender clinic-referred children, the onset of such behavior is often between the ages
of 2 and 4 years, which aligns with the time period when many children begin to
express gendered interests and behaviors [16].
When discussing this literature, we must recognize that these studies have been
quite limited in power and generalizability and should not be misused to create barriers for TGD youth seeking gender-affirming care. The most relevant conclusions
from these studies are that insistent cross-gender identification in adolescence most
often correlates with persistent TGD identities in adulthood, and that cross-gender
identification in prepubescent youth may not always persist into adulthood. However,
the reality is that TGD youth have a wide variety of trajectories in their gender
development.
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Fig. 2.2 Graphical representation of data published by Reisner et al. showing between-group differences of mental health disparities, comparing transgender youth with cisgender controls [66]

Mental Health and Suicidality
TGD youth are at an increased risk for a variety of mental health concerns, which
will be explored in detail in Chap. 9. One illustrative example is a study comparing
the mental health of transgender youth in Boston with cisgender controls (Fig. 2.2).
This high risk of mental health concerns is often conceptualized as being secondary
to the minority stress model, which will be further discussed in Chap. 5.
Transgender youth report an alarming rate of suicidality, with nearly 50% of transgender youth reporting a history of suicidal ideation and 25% reporting a history of
suicide attempts [67]. Research stratifying these data by gender identity has noted that
50.8% of adolescent transgender males have attempted suicide, followed by 41.8% of
nonbinary teenagers and 29.9% of transgender female teens [68]. These rates escalate
by adulthood, with 41% of transgender adults reporting suicide attempts, compared to
4.6% of the general population [69]. Figure 2.3 highlights the estimated elevated risk
of suicide attempts among transgender people across the lifespan.
Importantly, recent cross-sectional research demonstrated that prepubescent
children who are supported and affirmed in their gender identities by being allowed
to “socially transition” – that is, to live and express themselves as their identified
gender without necessarily undergoing medical interventions (which are, by clinical
guidelines, not provided until after puberty begins) – reported depression and self-
worth comparable to siblings and nontransgender control groups [55, 56]. They
reported marginally higher anxiety; however, their mean symptoms were not in the
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Fig. 2.3 Suicide attempt rates among gender incongruent youth. Gender incongruent youth suffer
dramatically higher suicide attempt rates compared with national averages. Examining populations
of gender incongruent youth seeking endocrine care, investigators have found a 9.3% suicide
attempt rate by a mean age of 14.8 [30], a 30% suicide attempt rate by a mean age of 19.2 [89], and
a 41% suicide attempt rate among transgender adults with a mean age of 37.0 [74]. Estimates of
US average suicide attempts by age were derived from the American Foundation for Suicide
Prevention, as described in previous reports [90]

preclinical or clinical ranges [55, 56]. Of note, all participants held binary identities,
and both studies were cross-sectional and do not necessarily provide insight into the
children’s future mental health. However, these notably suggest that TGD youth
who have early affirmation of their identity may be able to avoid the highly increased
risk for mental health problems that typically affect TGD adolescents and adults.

Health and Social Vulnerabilities
TGD youth face enormous social vulnerabilities compared to their cisgender peers,
particularly in areas related to socioeconomic status, physical and sexual safety, and
health. These risk factors often persist into adulthood. Providers should be aware of
the many risks that their young TGD patients may face so that they may provide
early interventions to improve outcomes and quality of life.

Homelessness
TGD youth are overrepresented in the homeless youth population, with approximately 4% of all homeless youth identifying as transgender or nonbinary [71, 72].
67.1% of transgender homeless youth report that their primary reason for
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homelessness was being forced out or having to run away from home due to their
identity [72]. TGD homeless youth are noted to have longer durations of homelessness compared to their non-LGBTQ+ homeless counterparts [73]. This TGD youth
data corroborates that of adults, as 19% of transgender people reporting being
homeless at some point in their life, with 55% reporting harassment when they
sought housing and 29% being outright rejected [74].

Safety
Transgender youth experience high rates of physical violence, verbal harassment,
and economic discrimination, both at home and at school [41]. Close to three-
quarters (73.6%) of transgender youth report ever experiencing verbal harassment,
32.5% report being physically harassed, and 16.2% report being physically assaulted
[75]. In a study exploring childhood gender atypicality and trauma in LGBTQ+
youth, 9% reported a history of sexual victimization [76]. These safety concerns can
be particularly prominent in the school setting.
In the 2015 GLSEN National School Climate Survey, 75.1% of transgender students reported feeling unsafe at school because of their gender, compared to 61.6%
of nonbinary students, 32.2% of cisgender males, and 22.5% of cisgender females.
64.5% of transgender youth reported verbal harassment at school due to their gender expression, 24.9% experienced physical harassment at school, and 12% reported
physical assault [75]. Notably, transgender youth of color tend to have higher rates
of victimization than their white counterparts, including at school [75]. Hostile
school climate can dissuade TGD students from future educational pursuits, which
may further socioeconomic disparities.

Health Disparities
There are a number of unique health care disparities that TGD youth experience in
the areas of health care access, substance use disorders, sexually transmitted infections, and related sequelae. These disparities are undoubtedly influenced and compounded by other vulnerabilities common in this demographic, including low
socioeconomic status, homelessness, and high rates of physical and sexual abuse.

 ealth Care Access
H
TGD youth consistently report inadequate access to health care, particularly mental
health care. Barriers to access include fear of discrimination and stigma from providers, lack of transgender health-educated providers, increased homelessness, and
lack of financial supports [77]. Research exploring utilization of histrelin acetate
(“puberty blocking”) implants has also suggested racial disparities limiting minority youth access to gender affirmative care [78].
Studies such as the Canadian Trans Youth Health Survey have corroborated these
results; a third of transgender respondents note forgoing needed physical health care
in the last year, commonly due to fear of how a provider may react to their gender
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identity [79]. Participants who were out as transgender to their providers reported
better physical and mental health, highlighting the importance of creating a safe and
gender-affirming clinical environment [79].

Sexually Transmitted Infections
Approximately 25% of transgender individuals report being fired from a job due to
their gender identity, and transgender people experience double the rate of unemployment of the general population. Subsequently, about 16% of transgender people
report feeling compelled to work in an underground economy for income, with 11%
of transgender individuals engaging in sex work [74]. These rates are even higher
for transfeminine individuals as well as TGD people of color. Sex work has drastically increased the risk for sexually transmitted infections in this population, particularly HIV. When it comes to adults, approximately 1.2% of nationally interviewed
transgender non-sex workers report being HIV positive, compared to 15.3% who
engaged in sex work, and 40.6% of black and black multiracial respondents who
have engaged in sex work [80]. In terms of youth, research in the area of STIs and
HIV has largely been limited to transfeminine youth. One study of transgender
female youth of color (age 16–25) found increased risk factors for HIV, including
sex in exchange for money, drugs, or shelter, forced sexual intercourse, and unprotected oral or anal sex. Among youth surveyed, 22% were HIV positive, and 12%
were diagnosed with an STI within the last year [70]. It is imperative that providers
recognize these important vulnerabilities when engaging TGD youth in their health
care needs.

Race and Cultural Identity
Research on the experiences of TGD youth of color remains limited, but it is clear that
they experience unique societal and personal challenges due to the intersection of their
gender and cultural identity; these will be further explored in Chap. 18 [81]. These
experiences cannot be understood by simply adding the effects of transphobia and racism; the intersections of these and other identities create oppression that is both unique
and further amplified [82], and can result in many increased vulnerabilities [83].
The intersectionality between TGD identities and cultural factors may place
TGD youth of color at higher risk for receiving greater discrimination and harassment from teachers and peers at school [84]. In a national study of transgender
youth, the majority of respondents felt unsafe at school, but most respondents of
color also experienced hearing school staff use racist language [85]. Feeling unsafe
at school can result in significant academic difficulties with increased school
absences and dropout rates. This can further increase risk for being funneled into the
school-to-prison pipeline, particularly for TGD youth who are African-American
and Latin-American [84]. TGD youth of color may also face increased discrimination in these systems via police and community harassment [86].
In addition, TGD youth of color may be at a particularly elevated risk for
parental harassment and familial rejection, which is in line with an overrepresentation of TGD youth of color among homeless youth [70, 84]. Homelessness
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further inhibits TGD youth of color from maintaining access to education, employment, community, and health care, which increases vulnerability for exploitation
and abuse [70, 84].

Conclusion
The purpose of this chapter was to provide health care providers with a foundation
regarding the epidemiology of transgender youth. While the literature appears limited at the surface, there are a number of clear trends.
We know that approximately 1 in 100 young people in the United States identify
as TGD, that the population of openly identifying TGD youth is growing in size and
visibility, that TGD youth can be found across the entire United States, and undoubtedly, that societal marginalization (particularly for TGD youth of color) places this
demographic at high risk for medical and mental health conditions.
The natural history of TGD identities remains an area of active research, and
existing data is limited. Though it is unclear how many prepubescent TGD youth will
continue to identify as such in adulthood, it appears that the majority of TGD youth
who identify this way after puberty will maintain TGD identities in adulthood.
Future directions for epidemiological research with this demographic include
increasing large-scale, national surveys of TGD youth, examining the natural history of TGD identities through methodologically rigorous longitudinal studies, and
exploring the potential benefits of preventative health care for this vulnerable
population.
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Variance in Gender Differentiation
Studies of childhood gender development focus on two distinct, yet related, concepts: gender identity (one’s identification as a girl, a boy, or another gender) and
gender role (behaviors, attitudes, or characteristics that are usually attributed to,
expected from, or preferred in people of a particular gender identity). Early works
that established the developmental paradigm of gender identity treated gender as a
proxy for assigned sex at birth, and did not consider variance in identity broadly
enough to consider developmental pathways that included identification with a gender that differed from the sex assigned at birth [14]. Instead, focus was on gender
differentiation, or how male and female bodies come to be, and how they contributed to corresponding gender identities.
Explanations for why gender differentiation occurs can be grouped into three
main categories based on what processes are primarily emphasized: gender essentialism, gender environmentalism, and gender constructivism [28], (see also
Table 3.1). Gender essentialist theories describe gender differences as being primarily based in inherent, biologically driven sex differences, although these theories can also recognize the moderating effects of environmental factors (e.g., [24]).
Gender environmentalism or constructionism emphasizes the role of societal practices in generating and maintaining gender differentiation via social conditioning,
observational learning, and gendered language and social ordering (e.g., [7]).
Finally, gender constructivist theories posit that children receive biological and
environmental cues about gender and then internalize those cues by developing
gender schemas about the self and others that underlie their gender beliefs and
behavior (e.g., [3]).
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Table 3.1 Essentialist, environmentalist, and constructivist views of gender differentiation
Perspective
Essentialist
Environmentalist
Constructivist

Mechanism
Biological
differences
Societal
practices
Cognitive
schemas

Domains of evidence
Height, size, brain
structures
Gendered clothing,
athletic opportunity
Appearance appraisals,
language

Relevance for TGD
Medical intervention,
pubertal suppression
Challenging norms, social
transition
Nonbinary pronouns,
reclassifying people

Importantly, gender roles manifest differently depending on culture and historical
context [28]. Additionally, gender differentiation is not monolithic within gender
groups; although research has found evidence of gender differences with predictive
power, this research also consistently finds greater variation within genders rather
than between genders [28]. In other words, gender is an important part of identity for
many people, but is not deterministic of ability or interests. Finally, gender differentiation may or may not be consistent within individuals: a person may be highly
gender differentiated in one domain (e.g., personality) but not in another domain
(e.g., occupation; [28]). Together, these factors suggest that gender differentiation is
likely a reciprocal process between biological, social, and psychological factors, and
that gender essentialist, environmentalist/constructionist, and constructivist theories
may each have their place in fully describing gender development processes [14].

Essential Versus Social Construction of Gender
In the area of gender dysphoria or gender incongruence, considerations of essentialist versus social constructionist contributions to identity development are particularly important. Families, and especially parents, are generally thought to be the
earliest socializing agents when it comes to teaching children about societal expectations regarding gender [25]. Although some gender socialization occurs directly,
such as by telling children that certain objects or activities are only for boys or for
girls, most gender socialization occurs indirectly, such as through behavior modeling or parents’ reactions to gender stereotypical behavior as compared to gender
nonconforming behavior [33]. The twenty-first century has seen increased societal
valuing of gender egalitarianism, and in response, some parents avoid cultural stereotypes for gender, and some purposefully align themselves with gender-neutral or
feminist parenting strategies. LGBTQ parents in particular may choose to resist
gender stereotypes in raising their children by providing a variety of gendered
options for toys, clothing, and activities [1, 21]. The vast majority of transgender
and gender nonconforming children, however, will be born to parents who are cisgender, and more likely than not, heterosexual, and most parents still have a cisnormative identity expectation for their children. At this point, there is no data to
suggest that transgender children become TGD because of the sexuality, gender
identity, psychological functioning, or behavior of parents or peers or become not
transgender because of the sexuality, gender identity, psychological functioning, or
behavior of parents or peers [48].
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Efforts to promote parental and societal acceptance of TGD persons have often
focused on biological correlates of gender variance, using a “Born This Way” philosophy as the basis for a social justice model of inclusion. The aligning research
has focused specifically on examining correlates and explaining the origins of gender variance among youth, such as gender dysphoria or differences of sex development (DSD; [13]). Some studies have compared TGD individuals with typically
developing children and adults, with the idea that documentation of physiological
correlates of gender dysphoria, especially those present in very early childhood,
would give some evidence for a biological contribution to gender identity. Thus far,
the study of correlates of gender dysphoria includes certain brain structures, otoacoustic emissions (OAE), body structures, and hormone levels (e.g., [5, 6, 9, 12]).
This developing line of research suggests that there is some evidence for biological
and social influence on the individual’s experienced identity and expression [14].
Conceptual conflicts regarding essentialist versus social constructionist beliefs
about gender development have led to sometimes strained relationships among social
groups that might be assumed to be aligned, with some clinging tightly to socially
constructed views of gender, and others focused singularly on the biological contribution to gender dysphoria. Early theoretical beliefs about a complete social construction of gender identity were refuted by cruel and failed attempts of early gender
clinicians (e.g., [34]) to impose alternate gender roles on otherwise internally typically developing children with cosmetic injuries. For example, under the advice of
psychologist John Money at Johns Hopkins University, the parents of David Reimer
agreed to raise David as a girl in response to a failed circumcision. The gender reassignment was hidden from David (who ultimately returned to a male role) and his
identical twin brother until age 15 with devastating consequences for everyone [37].
Further evidence against a completely social construction of gender exists in the
many failed efforts of clinicians and parents to reverse or deny gender dysphoria, a
practice now widely evaluated as unethical [52]. Reparative or conversion therapy
is a process that attempts to change sexual orientation or gender identity through
cognitive, psychological, neurological, behavioral, or other forms of therapy. All
major medical and psychological organizations have rejected conversion therapy as
unnecessary and dangerous; 15 states and DC have laws limiting conversion therapy
for youth [35].

Multiple Contributors to Gender
Extant research has begun to define multiple contributors to gender identity and to
explore gender identity as a complex construct with natural shifts over time [4, 15].
Direct reports from TGD youth reveal distinct components of gender experience
that are not typically measured in current clinical environments [44]. The most
longstanding gender assessment measures focus on “yes–no” binaries of male versus female and nondysphoric versus gender dysphoric identities [2]. The field has
grown to the point of accepting the value of early intervention, supporting youth
self-expression and evaluating the positive impact of early intervention and support
on short- and long-term psychological outcomes [42]. Unfortunately, the continuing
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Fig. 3.1 Conceptual model of gender identity predicting dysphoria and intervention requests

reliance on a predominately gender-binary approach to long-term follow-up has
limited understanding of gender, and the true impact that affirmative gender interventions may have in the lives of young people’s development. A variety of contributors to gender identity have been independently proposed or validated in
empirical research, and taken together create a multidimensional picture of gender
as a complex and dynamic system (Fig. 3.1).
Several major constructs have been identified and investigated as contributors to
gender identity, including gender development, body image, gender dysphoria/
euphoria, and genderqueer or nonbinary identity. Gender development includes
childhood interests, gender expression and congruence, and nonconformity [39].
This construct also includes other developmental concepts such as pubertal development, sex differentiation, and gender schema [28]. Body image as a construct
includes both concern for specific body parts and generalized body image and sense
of self as healthy. Body image is most often associated with disordered eating,
including anorexia, but might also include gendered concerns about the body, such
as concerns with menstruation, curvature, or other body characteristics that are
aligned with one’s assigned birth sex [30]. Gender dysphoria has long been measured to examine need for gender services but has suffered significant limitations
due to the binary nature of longstanding measures (e.g., UGDS, [53]). Historically,
measurement of gender dysphoria focused on the individual’s distress with role
incongruence, body hatred, or longing to transition genders in a relatively binary
way. Newer nonbinary measures allow for a full spectrum of identity measurement,
assess both dysphoria and comfort in affirmed gender (sometimes called gender
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euphoria), and meet assumptions of longitudinal measurement, meaning TGD clients can take the same measure multiple times, regardless of where they may be in
a transition process [32]. Finally, genderqueer/nonbinary identity describes an individual’s sense of self as any gender that is not exclusively masculine or feminine in
nature, or even that challenges or transgresses the concept of gender altogether.
Nonbinary identity can manifest in physical expression, social roles, and sociopolitical/theoretical ways [31]. Taken together, these concepts form the basis of a multidimensional conceptualization of gender identity that begins to approximate the
internal complexity of gender, externally expressed verbally and physically in the
lives of TGD persons.

Pathways of Development
Medical interventions to affirmatively support adolescents with gender variance are
relatively new from a historical perspective, initiating in the late 1990s with the first
uses of puberty-blocking hormones in the Netherlands. From that time for
15–20 years, discussions about how clinicians, families, and communities could
most supportively respond to childhood and adolescent gender variance and gender
dysphoria were largely centered on binary conceptualizations of gender identity and
transgender status. Specifically, clinical interventions have historically focused on
diagnosing gender dysphoria (formerly gender identity disorder) with an intent to
determine who should be supported to transition from one sex to the other, including pubertal suppression, gender affirmative hormone therapy (GAHT), and later
surgeries as necessary. The earliest longitudinal studies of gender dysphoria came
from this (then ubiquitous) predominantly binary perspective, and introduced the
language of persistence and desistance to describe youth who transitioned medically (persisters) and those who did not (desisters) often by a fairly young age
(between the ages of 16 and 23, depending on study; [16, 47, 49, 51]). Fundamentally,
such a perspective is limiting because it is focused on the idea that a person either is
or is not transgender rather than holding a perspective that multiple developmental
pathways exist, with no particular pathway being inherently superior to another.
Continuing research has revealed a much broader range of developmental pathways than these early studies assumed. The time when a person first expresses a TGD
identity can be influenced by many factors that are independent of identity, such as
stigma, lack of knowledge about TGD identities, general developmental timing, or
family support. Some children will begin asserting a transgender identity as early as
toddlerhood [20] and will consistently identify as that gender throughout their lives;
other children may not obviously express any discomfort with their assigned sex
until they begin experiencing gender dysphoria at puberty because of the development of secondary sex characteristics [10]; still other people will not come to identify
as a gender other than the one they were assigned at birth until adulthood [10], or
even later in life [43]. Importantly, gender-affirming interventions may be pursued at
any of these points (with medical interventions only being pursued after puberty
onset). Additionally, some people are genderfluid, meaning they may fluctuate
between genders and/or may experience multiple genders simultaneously [29].
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Genderfluidity is distinct from gender development in that it is a stable gender identity that expects variance in experienced gender (i.e., one is consistently genderfluid
but may feel more or less identified with masculinity, femininity, androgyny, or
another gender spectrum at any given moment). Genderfluid individuals may not
ever “settle” on a masculine, feminine, or androgynous identity, but that does not
mean that there are not any stable components of their gender (e.g., they may always
feel dysphoric about their chest, shoulders, hands, etc.). Given the many contributing
factors to developmental pathways, timing should not be considered diagnostic.
Delineating gender expression from gender identity can help to identify and clarify
TGD developmental pathways – just because a child is behaving in gender nonconforming ways does not necessarily mean they are experiencing gender dysphoria or
identify as a gender other than the one they were assigned at birth. In fact, many cisgender lesbian, gay, bisexual, and queer people behave in gender nonconforming
ways [8], and gender play (i.e., trying on roles, affectations, clothing, or other attributes typically associated with a different gender) can be an important part of gender
development for all people, regardless of gender or sexual identity [50]. Early longitudinal studies of gender clinic referrals found that some children were referred for
gender assessment and later identified as cisgender LGB, suggesting social influences
in referral patterns particularly for assigned male children who behaved in feminine
ways and later identified as gay males [49]. This same study and another [47, 49] were
able to delineate behavioral indicators of identity in children from verbal identity
indicators in children. Some children will clearly state “I am a different gender,” and
others will engage behavioral indicators (name changes, clothing changes, and body
preferences) that may require time, observation and conversation to fully interpret.
With now 20 years of adolescent gender affirmative medical experience, the
shortcomings of the early longitudinal studies, and how they have influenced language and thinking about gender development pathways have become clearer.
Newhook et al. [36] recently reviewed four longitudinal studies of gender dysphoria
that used persistence versus desistence language to predict either probability of
group membership, characteristics of group membership, or in one qualitative study,
description of experiences within each group [16, 47, 49, 51]. Together, these studies and some others have been used [improperly] to suggest that about 80% of gender nonconforming prepubescent children will not seek gender affirmative care as
adolescents or young adults, and to make a case against childhood social transitions
[36]. There are many methodological and conceptual limitations of those longitudinal studies (addressed by [36], and responded to by [46]). The studies were essentially limited by changing diagnostic criteria for gender dysphoria over time,
meaning that youth who were subthreshold for current standards of gender dysphoria would of course be unlikely to seek transition services [16]. Referral patterns
across countries and over time also vary, and the persistence studies mostly included
the entire pool of clinical referrals, even those who may not have been gender dysphoric at intake (e.g., had other nonconforming behavior, parental concerns, or
sexual acting out), thus creating an overinflated estimate of people who “desisted”
in gender dysphoria. Most importantly, because those studies focused on a binary,
transnormative model of gender transition, illustrated by the phrase “persistence
versus desistence,” they contributed to a developing narrative of binary transgender
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transition for children and adolescents. Taken together, the framing of these studies
whose designs were originally meant to predict later need for services limited discussion of multiple pathways or developmental trajectories.
Ongoing research with TGD children has consolidated around broader more
complex models of affirmative care (see Rider et al., 2019, for the Gender Affirmative
Lifespan Approach GALA), which support young peoples’ developing identities
across a full spectrum. In prevailing affirmative care approaches, children are given
space to explore their gender at their own pace, and with no expectations from parents or clinicians about the trajectory that their gender development might follow
[18, 23]. In accordance with studies showing that the most reliable way to know a
child’s gender identity is to ask them [49]; in gender affirmative care models, the
individual is the strongest authority on their own gender [39]. Fundamental to gender affirmative care models is the recognition that there is nothing inherently
unhealthy or lesser about a transgender identity.

Transgender Prepubertal Development
When they grow up in a supportive environment, TGD children’s gender development
typically mirrors that of cisgender children. As compared to gender-matched peers
(based on expressed gender, not sex assigned at birth), preschool-aged, socially transitioned children demonstrate similar preferences for same-gender peers, toys, and
clothing; express similar gender stereotypes about how boys and girls act; consistently
identify as their expressed gender; and report feeling similar to other children of their
expressed gender [20, 40]. See Table 3.2 for a general timeline of gender development
and suggestions for supporting TGD through typical gender milestones.
TGD youth do differ from their cisgender peers in that their understanding of gender is more likely to encompass the potential for gender nonconformity and a
Table 3.2 Gender development milestones and needs
Age
18 months
3–4 years

School age

Milestone
Begin to categorize
people by gender
Develop a more-
stable gender identity

Experience and
enforce increased
social pressure to be
gender conforming
Desire to fit in
Loss of magical
thinking

Needs
Broad exposures

TGD specific
N/A

Teach anatomy labels
Allow clothing
choices
Degender objects
Educate children to
recognize gender bias
and to be open to
gender nonconformity
Create environments
that celebrate and
respect differences

Destigmatize
Do not correct
Advocate for safe spaces
Watch
Monitor social identity
choices
Support with responding
to bullying from peers
and stigma from
important adults
Plan for safe bathroom
access
Educate about transition
processes
(continued)
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Table 3.2 (continued)
Age
Prepuberty/
preteen

Puberty onset/
early
adolescence

Midadolescence

Late
adolescence/
early adulthood
Launching

Milestone
Preparing for puberty
and associated body
changes
Greater desires for
independence
Begins to
demonstrate ability
for logic and abstract
thought
Begins to question
authority and societal
standards
Begins to develop
stronger sense of self
Questions and
analyzes more
extensively
Begins to form own
code of ethics
Considers possible
future goals more
systematically, thinks
more long-term
Independent living/
education or work
Long-term planning
Financial
independence

Needs
Explain upcoming
pubertal changes
Educate about sexual
orientation

TGD specific
Screen for body
dysphoria, eating
disorders

Discuss relationship
needs and desires
LGBTQ-inclusive,
comprehensive sexual
health
Hygiene

Understand pubertal
suppression – discuss
what pubertal suppression
will and will not do

Ethical sexual
interactions
Pregnancy prevention
Body image

Understand gender-
affirming hormonal
interventions – discuss
potential implications for
reproduction
Understand future fertility
preservation choices

Intimate partnerships
Healthy sexuality

Preparation for surgical
care needs

Family formation

Reproductive support
Support with navigating
potential stigma in adult
life, including
employment and housing

Note. Needs at each stage of development are cumulative. For example, it is important to advocate
for safe spaces for TGD youth starting in toddlerhood and then throughout their childhood and
adolescence. Similarly, discussions of relationship needs and sexual safety should not end during
early adolescence, but instead continue into early adulthood

transgender identity. Specifically, TGD youth are less likely than age-matched cisgender peers to believe that their past gender was stable, although trans youth did see their
own future gender as matching their current expressed gender [39]. In other words,
when TGD children settle into their authentic gender, most don’t expect it to continue
to change [20]. Additionally, TGD children see gender diversity as more acceptable
and are more willing to befriend TGD children than are their cisgender peers [38].
Regarding mental health, TGD youth who socially transition report depression
and self-worth similar to cisgender peers, but slightly higher anxiety [17, 41]. This
is notable in that TGD youth who are not allowed to socially transition demonstrate
significantly higher rates of depression and anxiety than their cisgender peers, suggesting that social transition can be fundamental for the healthy development of
TGD children [17, 41].

3

Pathways of Gender Development

41

Despite the benefits of social transition, TGD youth can encounter a lack of support from family members, other important adults (e.g., teachers), and peers. For
example, TGD children and their family members report several areas of conflict
related to gender affirmation planning. Specifically, family members reported feelings of loss and grief in response to their TGD relations’ transition, which can come
across to TGD children as a lack of affirmation from their families [19]. Additionally,
in a study investigating peer-group contexts, cisgender children preferred cisgender
peers over socially transitioned peers; however, they also liked peers of their own
gender better than the other gender, meaning that cisgender girls liked other cisgender girls the best, followed by transgender girls and cisgender boys liked other cisgender boys the best, followed by transgender boys [22]. Additionally, cisgender
children who recognized socially transitioned children as their affirmed gender
were more accepting of transgender peers than were cisgender children who persisted in identifying socially transitioned children by their assigned sex [22], suggesting that creating a TGD-accepting peer environment requires that all children be
taught basic gender literacy (see Table 3.3 for a list of TGD-affirming children’s
books to begin conversations).
Table 3.3 TGD-affirming children’s books
Title and author
Red: A
Crayon’s
Story by
Michael Hall
Introducing
Teddy by
Jessica
Walton

Julián Is a
Mermaid by
Jessica Love

Backwards
Day by
S. Bear
Bergman

Summary
This book follows Red, a crayon with a bright red label, who is in fact blue.
Red’s teacher, mother, and classmates all try to help him be red. But Red is
miserable. He just can not be red, no matter how hard he tries! Finally, a
brand-new friend offers a new perspective, and Red discovers what readers
have known all along. He’s blue!
Errol and his teddy, Thomas, are best friends who do everything together. One
sunny day, Errol finds that Thomas the Teddy is sad, and Errol can’t figure out
why. Then, Thomas the Teddy finally tells Errol what Teddy has been afraid to
say: “In my heart, I’ve always known that I’m a girl Teddy, not a boy Teddy. I
wish my name was Tilly.” And Errol replies, “I don’t care if you’re a girl teddy
or a boy teddy! What matters is that you are my friend.”
While riding the subway home from the pool with his abuela one day, Julián
notices three people spectacularly dressed up. Their hair billows in brilliant
hues, their dresses end in fishtails, and their joy fills the train car. When Julián
gets home, daydreaming of the magic he’s seen, all he can think about is
dressing up in his own fabulous mermaid costume. But what will Abuela think
about how Julián sees himself? Julián Is a Mermaid provides a role model of a
grandmother who loves and affirms her grandson and his exploration of his
interests.
Set on the planet Tenalp, a world where there is a single day each year when
everything everywhere is backwards. Andrea looks forward to Backwards Day
eagerly every year, so she can turn into a boy for the day. But one year she
doesn’t turn along with everyone else. She’s miserable. The very next day,
however, she turns into a boy – and stays that way! He’s delighted, but his
parents are distressed and take him to the big city to consult with
Backwardsologists. When they finally figure out what’s happened, the
miracles of Backwards Day are fully revealed to the reader.

Note. For a more-expansive list of potential books to develop gender literacy in children, visit
WelcomingSchools.org and click on the “Resources” tab [27]
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Gender Affirmative Care and Informed Assent
Gender affirmative approaches to clinical care are characterized by the following
perspectives: “(a) gender variations are not disorders; (b) gender presentations are
diverse and varied across cultures, therefore requiring our cultural sensitivity; (c) to
the best of our knowledge at present, gender involves an interweaving of biology,
development and socialization, and culture and context, with all three bearing on any
individual’s gender self; (d) gender may be fluid, and is not binary, both at a particular time and if and when it changes within an individual across time; (e) if there is
pathology, it more often stems from cultural reactions (e.g., transphobia, homophobia, sexism) rather than from within the child” [23]. Given this foundational perspective, treatment approaches have developed that include medical intervention (i.e.,
pubertal suppression, gender-affirming hormones, surgical interventions) but also
psychosocial supports such as gender literacy education, family relationship support,
parent gender socialization support, contextual interventions with schools and community groups, and individual education and therapy to support identity development
as well as build resiliency to face minority stress (Rider et al., 2019). Children and
adolescents have unique developmental needs from adults that require consideration
regarding their understanding of interventions, desire to participate in them, and
capacity to anticipate probable consequences.
The American Academy of Pediatrics provides guidelines for pediatricians to
seek informed parental permission and adolescent assent for medical procedures
[26]. According to these guidelines, “Informed consent incorporates three duties:
disclosure of information to patients and their surrogates, assessment of patient and
surrogate understanding of the information and their capacity for medical decision-
making, and obtaining informed consent before treatments and interventions.” A
complete examination of the duty of informed consent given the unique developmental trajectories of gender variant youth is outside the range of this chapter.
However, we will pose some questions for consideration at various developmental
phases, as well as draw attention to some others who have begun to dissect this issue
with more detail [45, 54].
Prior to puberty, medical interventions are not indicated specifically for gender
variance. Children and parents may come to a clinic and choose to join psychoeducation programs on gender literacy, parent–child support groups, gender affirmative play
groups or camps or other sorts of social interventions, or individual or family therapy.
A prepubertal child should be able to understand the basic content of a course or program before entering the program and should be able to understand whether or not
that program or activity is necessary for any desired outcome (e.g., to later receive any
treatment). Children may bring up questions about things like name changes, using
different bathrooms, or other social transition concerns. Cognitively preparing a child
for how others may react to such social changes and determining if the child is able to
understand this level of contingency thinking can ease the process and improve the
child’s ability to respond if faced with negative reactions from others.
Shumer and Tishelman [45] specifically address the issue of capacity to provide
informed assent for puberty suppression by an adolescent with reduced cognitive
functioning. They focus on three factors: developmentally appropriate awareness of
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condition, what to expect with treatment, and assessment of patients’ understanding
and sense of pressure. At the point of pubertal suppression, a child would need to
understand that their identity as TGD was distinct from most other youth, and that
the pubertal suppression would stop the progression of puberty. Some distinct cognitive factors that can also be relevant include an understanding of what puberty
blockers will not do, including stimulate cross-sex changes, or influence the way
peers or family members experience the client. Finally, youth need to understand
that they can discontinue blockers and are not in any way expected to continue with
a treatment they don’t want. Disclosure of potential side effects of pubertal suppression is part of informed consent.
At the time of gender-affirming hormone initiation, issues of informed consent
become more involved, as interventions become less reversible. By this age, adolescents have developed more advanced cognitive skills as well as more consolidated identities. Adolescents should be able to understand the irreversible nature of
some bodily changes that will occur with gender-affirming hormones. Additionally,
conversations about reproductive capacity and fertility preservation are important
at this point (see Chap. 15, Fertility Considerations). Research about the decision
process for gender-affirming hormone initiation is just beginning [11], and has
found that families view decisions as predominately something to be decided internally with limited support from health-care providers. Pathways of development
have become increasingly diverse. With medical advances, technologies to support
gender affirmation and modification are refined regularly, making gender identity
congruence available for more people than was ever possible before. In this increasingly complex arena, health-care providers play an important role for children and
families as they interface with complex developmental needs and medical considerations. Framing around developmentally appropriate informed assent and consent can provide a lens to ensure that children and parents have information they
need, in a way they understand that is relevant to their specific developmental
concerns.

Concluding Thoughts
In this chapter, we’ve shared a brief overview of how scientific understandings of
gender identity and development have changed over time to be more inclusive of a
greater array of gender experiences, with specific considerations for supporting the
healthy development of TGD youth. In particular, we described how biological,
environmental, and psychological factors interact to explain the development of
gender identity. We emphasized the importance of giving children and adolescents
space to explore and develop their own identities, rather than attempting to force
any particular identity, role, or developmental pathway upon them. We discussed
limitations of binary conceptualizations of gender that only account for male and
female genders, and described more recent research that uses nonbinary measurements of gender components to better capture the full spectrum of gender experience. Finally, we introduced some considerations for clinicians regarding informed
assent in gender affirmative care models.
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Neurobiology of Pediatric Gender
Identity
Baudewijntje P. C. Kreukels and Sarah M. Burke

Introduction
Sex assigned at birth is usually based on the new born’s physical sex characteristics, whereas gender identity refers to the thoughts and feelings someone has of
belonging to a certain gender (male, female, among other non-binary possibilities). There are two main reasons for studying the neurobiology of gender diversity in youth. First, identifying the neurobiological correlates of gender identity in
relation to sex assigned at birth will inform our understanding of the development
of gender diversity. Second, because youth diagnosed with gender incongruence
(GI) [1], a marked incongruence between one’s experienced gender and sex
assigned at birth, may be treated with puberty-suppression and cross-sex hormones, it is important to know the effects of these interventions on the development of the brain.
In this chapter, we review the literature investigating mechanisms that may
underlie gender diversity from a neurobiological perspective. We specifically focus
on the genetic aspects that may contribute to gender diversity and summarize the
brain imaging research that included children and adolescents with GI.
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Genetic Effects
One area of interest in examining the biological mechanisms behind gender diversity and gender incongruence is to study if genetic factors influence the development of gender role (behavior interests and traits) and gender identity (the feeling of
being a boy, girl or some alternative gender).
The contribution of genetic, shared and non-shared environmental factors can be
studied in monozygotic (MZ) and dizygotic (DZ) twins. These studies can give an
estimate of the heritability of a certain trait by examining the concordance and discordance of this trait in monozygotic (MZ) twins (100% genetically identical) compared to dizygotic (DZ) twins (share 50% of their genes). Discordance of a certain
trait in MZ twins suggests the influence of environmental factors, whereas concordance would suggest genetic influence. One study summarized case studies of twins
with GI and added their own clinical series, resulting in a total of 23 MZ and 21 DZ
twin pairs [2]. None of the DZ twins were concordant for GI, whereas 39% of the
MZ twins were, which was deemed to show that genetic factors play a considerable
role in the development of GI.
Several studies in transgender and gender diverse (TGD) individuals have investigated polymorphisms in genes, mainly genes that are involved in the biosynthesis
or action of sex steroids. The findings of these studies are fairly inconsistent. In
TGD males (female assigned at birth, male gender identity), polymorphisms were
found in the oestrogen receptor β (ERβ) [3] and CYP-17 gene in a Spanish cohort,
but Ujike et al. [4] did not observe polymorphisms in these genes in a Japanese
cohort. In TGD females (male assigned at birth, female gender identity), one study
observed a polymorphism of CAG repeat length [5] which was not replicated by
another study [6]. Another finding in TGD females was an increased prevalence of
a long CA repeat in ERβ compared to control men [7]. These findings may be
inconsistent due to small and heterogeneous samples. Interestingly, a recent study
examined associations and interactions of the androgen receptor (AR), oestrogen
receptor α (ERα), ERβ and aromatase in a large and more homogeneous population
with regard to the onset of gender dysphoria and sexual orientation [8]. In androphilic (attracted to men) TGD females with an early onset of GI, an inverse allele
interaction was found between ERβ and AR. In TGD males, ERα and ERβ were
involved, but no interaction between the polymorphisms was observed. They thus
seem to affect the development of gender dysphoria independently. Because all
TGD females in this cohort were attracted to men and all TGD males were attracted
to women, findings may also be explained by sexual orientation, which warrants
further study.
Gender role, gender identity and related concepts have been examined in heritability studies in twins during childhood and adolescence (for a recent overview, see
[9]). Masculinity and femininity were measured by the Pre-School Activities
Inventory (PSAI) in 3–4-year-old twins in two related studies [10, 11]. The PSAI
measures the gender role behavior in young children. For birth-assigned boys, they
found that heritability accounted for 34% of the variation in PSAI scores, for birth-
assigned girls this was 57%. For the femininity score in birth-assigned boys, the
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heritability was 17% and for the masculinity score in birth-assigned girls 40% [11].
Heritability was thus observed to be higher for birth-assigned girls.
A study in somewhat older (7- and 10-year-old) twins examined the heritability
of gender diversity in role and identity by two items of the Child Behavior Checklist
(i.e. ‘behaves like opposite sex’ and ‘wishes to be of opposite sex’) [12]. Using a
composite score of both items, heritability was estimated to be 77% at age 7 and
71% at age 10. No differences were observed between the sexes. In twins with a
wider age range (4–17 years old), Coolidge and colleagues [13] presented items
derived from the DSM-IV criteria for then-termed gender identity disorder (GID) to
their parents. The study lacked statistical power to distinguish between genetic and
environmental effects [9].
A study in a large sample of Japanese twins with an even wider age range
(3–27 years old) examined items that were also based on the DSM-IV criteria for
GID [14, 15]. For birth-assigned males, the majority of the variance was explained
by environmental factors among children, adolescents and adults. For birthassigned females, however, the estimate for heritability was considerable for children and adolescents. It is important to be aware that the DSM-IV criteria were
more focused on gender role as compared to the current DSM-5 criteria for gender
dysphoria [16].
It is also of interest to mention that studies in adult twins show that gender-
related measures can predominantly be explained by genetic and unique environmental effects, whereas shared environmental effects (cultural factors) are negligible
[9]. Shared environmental effects refer to aspects of the home environment for
which siblings are perfectly correlated. In children and adolescents, shared environmental effects seem to be more important than in adults.
Based on the data of these heritability studies, the hypothesis is formulated that
gender identity is a complex trait that results from a combination of multiple genetic
and environmental factors with a heritable polygenic component [9]. This means,
there is not one single gene that accounts for the development of gender identity, but
many genes are asserted to contribute to the trait, in addition to other factors that are
non-genetic.

Early Sexual Differentiation
Another area of interest in the study of biological contributions to the development
of gender identity is to examine the role of sex hormones. Animal studies have
shown that sex hormones drive the sexual differentiation of the brain by affecting
the organization of the brain from prenatal development onwards (organizing
effects) and by the influence of circulating hormones on brain and behavior later
during life (activating effects) [17, 18]. For example, exposure to high levels of
testosterone during prenatal development in female animals results in more ‘masculine’ animal behaviour [19]. In humans, similar processes are thought to occur, but
are obviously difficult to study by experimental manipulation. However, studies in
people with differences of sexual development (DSD, also referred to as intersex
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conditions) have increased our understanding of the effects of sex hormones on
behaviour. In one study, birth-assigned females with congenital adrenal hyperplasia,
a condition in which they are exposed to elevated androgen levels prenatally, prefer
masculine toys and display more male-typical play behaviour [20]. Individuals with
Complete Androgen Insensitivity Syndrome (CAIS), who have an XY karyotype
but are insensitive to the effects of androgens, are phenotypically female with regard
to behavioural and external physical characteristics.
In addition, studies in individuals with various DSDs have mainly found evidence for effects of sex hormones on gender-typical behaviour and interests (gender
role), but the effects on the development of gender identity are less clear. Gender
dysphoria appears to be more prevalent in these groups [21], but other factors, such
as medical interventions and social context, have been suggested to play a role in
this respect as well [22]. Recent studies have observed that women with CAIS predominantly show female-typical brain structure and function, but also some male-
typical neural characteristics [23]. In such studies, it is difficult to disentangle the
effects of exposure to hormones, chromosomes and social factors.
A series of post-mortem studies observed a sex reversal in volume and neuron
number of the central portion of the bed nucleus of the stria terminalis [24, 25], the
interstitial nuclei 3 and 4 of the anterior hypothalamus [26] and kisspeptin expression [27] in TGD females. These findings were critical for the formulation of a
sexual differentiation hypothesis for development of a transgender identity [28, 29].
Time windows for prenatal development of genitals (first trimester) and sexual differentiation of the brain (2nd and 3rd trimester) are different. Therefore, the findings
of these post-mortem studies, which were sex-atypical for their sex assigned at birth
but in line with their experienced gender identity, were hypothesized to be a result
of exposure to atypical levels of prenatal sex hormones during a certain gestational
period [30]. This has been the key hypothesis in many of the neuroimaging studies
that evaluated if brain measures in TGD individuals showed more resemblance to
those of people with whom they share their gender identity or with whom they share
the sex assigned at birth [18, 31]. However, the findings of the post-mortem studies
were all coming from one laboratory and have not been replicated thus far, and further work is needed to determine the strength of this hypothesis.

Adolescent Brain Development
In addition to the prenatal developmental period, adolescence has been recognized
as sensitive period for brain development in terms of further neural sexual differentiation [32–38], and in terms of cognitive and social–emotional maturation [39–42],
which includes the process of (gender) identity formation [43, 44].
Interestingly, in the case of gender incongruence, it has been suggested that early
adolescence (ages 10–13 years) forms a critical period in the development of gender
dysphoric feelings. Three factors in this period may be particularly important: (1)
the physical changes due to puberty, (2) the changing social environment (in which
one is treated according to one’s gender more explicitly) and (3) the discovery of
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sexuality [45, 46]. In those adolescents in whom GI continues into adolescence,
feelings of discomfort and distress around their bodies usually worsen after the
onset of puberty, which often triggers symptoms of social anxiety, depression, suicidal ideation and self-harming behaviours [47–49]. For a discussion with regard to
developmental trajectories of gender dysphoria, see [50–52].
Pubertal suppression with gonadotropin-releasing hormone analogues (GnRHa)
can be a great relief for those with persistent feelings of GI and provides extra time
to make a balanced decision on further treatment steps without the distress of
puberty [53]. The effects of this treatment are reversible in the sense that if treatment is discontinued, endogenous puberty will proceed. Subsequently, adolescents
often benefit from gender-affirming hormonal treatment and later gender-affirming
surgery in terms of psychological well-being [54–56]. However, these interventions
induce changes that are only partly reversible. Moreover, longitudinal studies
describing the impact of these hormonal interventions on adolescent brain development are currently lacking.
Two large-scale functional magnetic resonance imaging (fMRI) studies including gender-incongruent youth have been conducted at the Centre of Expertise on
Gender Dysphoria, Amsterdam, the Netherlands. The first fMRI study initiated in
2007 (referred to as Cohort 1) includes a total of 93 TGD and 96 age-matched cisgender (i.e. not trans, when gender identity and sex assigned at birth align) participants between 11 and 23 years of age. This study looks at brain activations during
verbal-fluency and executive functions. A second 2009 (f)MRI study with prospective longitudinal design also included pre-pubertal youth. This younger, ages
7–12 years, subsample compares 43 TGD youth with 41 cisgender controls. We will
discuss the findings from these cohorts in subsequent sections.
Whereas a fair amount of magnetic resonance imaging (MRI) research comparing trans- and cisgender adults has focused on structural brain differences in terms
of white matter microstructure [57–59], cortical thickness [60, 61], and white and
grey matter volume [62–66], only one study (of Cohort 1) thus far has described
morphological brain characteristics in TGD youth [67]. TGD participants (54 trans
boys, 37 trans girls), as a combined sample of different treatment conditions, on a
whole-brain level, showed no signs of any sex-atypical grey matter volumes and
were thus comparable with the cisgender groups of the same sex assigned at birth.
However, more focused analyses in only the sexually dimorphic regions (hypothalamus, cerebellum, superior mPFC) revealed subtle sex-atypical deviations in
volume.
Interestingly, more recent studies in adults suggested differences between
trans- and cisgender participants in the superior medial prefrontal cortex (mPFC)
region [65]. Manzouri et al. [68] found smaller mPFC cortical thickness in trans
men compared to both cisgender males and females, and Spizziri et al. [65]
reported on sex-typical volumes of this region in oestradiol-treated TGD women.
Thus, future studies comparing larger samples of treatment-naïve individuals with
GI should investigate how regional grey matter volumes differ as a function of sex
and gender identity, and how structural alterations relate to differences in brain
function.
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One of the first studies investigating differences in functional brain sexual differentiation in TGD youth was conducted by Soleman et al. in Cohort 1 [69]. A
verbal-fluency fMRI paradigm, for which sex differences in performance favouring
birth-assigned females had been reported [70], was used to compare 8 TGD girls
(male sex assigned at birth, female gender identity) and 14 TGD boys (female sex
assigned at birth, male gender identity), all treatment-naïve, to 25 male and 26
female cisgender controls. Group comparisons revealed significantly stronger brain
activation in cis boys than in cis girls in the right rolandic operculum, suggesting
increased use of verbalization in cisgender males [71]. Interestingly, in the TGD
groups, differences in activation only reached trend level (TGD girls > TGD boys),
suggesting less pronounced sexual differentiation of verbal-fluency processes.
Using an innovative olfactory fMRI paradigm, including the participants of
Cohort 2, sex differences in neural responses of the hypothalamus were triggered by
exposure to the putative human pheromone odour androstadienone [72]. The older,
adolescent group (receiving GnRHa) was found to respond remarkably like their
experienced gender, thus sex-atypical. A similar finding was previously reported in
adult TGD women [73], suggesting a different, even sex-reversed sexual differentiation of this specific brain function among TGD individuals. However, whereas significant sex differences in activation were observed in the cisgender pre-pubertal
children, their TGD peers showed responses that were either sex-typical (TGD
girls) or not distinguishable from either of the two control groups (TGD boys).
In the most recent fMRI study, also including the participants of Cohort 2, Nota
et al. [74] investigated sex assigned at birth (male versus female) and gender identity (cis- versus transgender) differences in resting state functional brain connectivity, that is, temporal correlations of fluctuations of the blood-oxygen-level-dependent
(BOLD) signal among spatially distributed brain regions [71, 72]. Such intrinsic
connectivity networks at rest have been found to be associated with behaviour and
to represent distinct functional systems [75]. For example, the widely studied
Default Mode Network (DMN) has been found to be implicated in mind-wandering
and self-referential thinking [76–78]. A different processing of self has only recently
been suggested as an alternative neurobiological explanation of GI [68, 79–81], and
sex differences in functional connectivity networks have been reported [82, 83].
A comparison of the adolescent sub-samples revealed cisgender sex differences
in functional connectivity within the sensory motor network (SMN) and the DMN,
with sex-atypical (i.e. in line with their gender identity) functional connectivity patterns in these networks in both TGD girls (DMN and SMN) and boys (SMN). Of
note, the adolescent TGD girls also showed a singular pattern of activation with
stronger intrinsic connectivity within the visual network, compared to the three
other groups (TGD boys, cisgender girls, cisgender boys). This finding was interpreted as a first hint towards transgender-specific alterations of brain functions, thus
beyond the hypothesized difference from the cisgender sexual dimorphism.
Furthermore, in the young sub-sample no significant group differences were found.
These age-specific findings in two different fMRI paradigms (olfactory and resting state) allow for alternative possible explanations. First, in line with the notion
that the period of early adolescence seems decisive with regard to gender identity
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development [45, 46], it may be that (neuro-)developmental processes (including
further neural sexual differentiation) during early adolescence are needed for the
sex-atypical brain activation pattern to be expressed or activated. Second, it is possible that the sex-atypical responses in TGD adolescents might be related to their
puberty-suppression treatment [84]. However, given that in another study (involving
participants of Cohort 1), those receiving GnRHa showed even exaggerated sex-
typical brain activations [85], this possibility does not seem very likely. A third
explanation may be that the younger, pre-pubertal sample was more pluripotent
with regard to future developmental trajectories of their gender identity. The few
longitudinal studies that allow estimations on the development of GI found that the
majority of children with GI do not continue to experience GI and start puberty suppression in adolescence [86–88]. Future (follow-up) studies should therefore aim to
address the unanswered question of what neurobiological mechanisms characterize
and explain childhood GI.

Effects of Hormone Treatment
It has been suggested that puberty suppression could interfere with significant
developmental brain changes, particularly within the prefrontal cortex, which
underlie adolescence-specific changes in behaviour [89]. Examining participants
from Cohort 1, investigators assessed the effects of GnRHa on executive function.
This study compared TGD youth, receiving GnRHa treatment, with treatmentnaïve TGD adolescents [85], and cisgender groups. Participants performed an
fMRI version of the Tower of London task, indexing executive functioning. No
differences in performance were found between treated and treatment-naïve TGD
groups. Whereas the treatment-naïve TGD adolescents showed sex-atypical activations, the GnRHa-treated groups showed sex-typical patterns of task-related brain
activation (in precuneus, dorso-lateral PFC). Though surprising, this finding of,
even exaggerated, sex-typical brain functions is in line with a previous study in
GnRHa-treated sheep [90].
In a recent case study of an 11-year-old trans girl (male birth-assigned sex), cognitive functions and changes in diffusion measures of white matter microstructure
(indexing myelination, axonal diameter and white matter integrity, which all contribute to efficient information transfer) were assessed before initiation of GnRHa
treatment and during two follow-up measurements at 13 and 14 years of age, respectively [91]. Performance intelligence quotient and memory deteriorated with treatment, and normative, testosterone-dependent white matter maturation (increase in
diffusion parameters) was not observed. This study, although only for a single case,
thus suggested long-term adverse effects of GnRHa on neurodevelopment and cognitive capacities. However, these findings require replication in larger samples and
warrant special attention in upcoming studies.
Even though neuroimaging studies in TGD individuals have started to accumulate
evidence on the effects of cross-sex hormonal treatments on brain functions and
structure, knowledge on the effects of these treatments remains limited, especially in
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TGD youth. In their study on regional brain volume differences between trans- and
cisgender youth (Cohort 1), Hoekzema et al. [67] found that hypothalamus volumes
in a mixed sample of treatment-naïve and hormone-treated TGD girls (N = 12
received cross-sex hormones) tended to be sex-atypical, thus smaller than in cisgender boys. This finding was in line with a prior study in TGD women, which showed
a significant decrease in hypothalamus volume after having received oestradiol and
anti-androgen treatment for 3 months [92]. Similarly, another study in TGD women
reported on a general decrease of cortical thickness and subcortical volumes with
oestradiol plus anti-androgen treatment [60]. Of note, given that the TGD female
participants in all three studies had received both anti-androgen and oestradiol treatment, it is impossible to discern whether the observed effects on brain structure can
be ascribed to the suppression of endogenous hormone production or to the addition
of oestradiol. These studies, however, have major limitations of small sample sizes
and cross-sectional study design. Furthermore, the clinical significance of these volumetric differences is unclear. Future research is needed in this regard.
Thus far, only one longitudinal study investigated cross-sex hormone treatment
effects on spatial cognition, measured with an fMRI mental rotation task, in gender-
incongruent youth (adolescent sub-sample of Cohort 2) [93]. Previously reported
robust sex differences in performance (accuracy, reaction times) favouring birth-
assigned males [94, 95] and sex differences in brain activation [96, 97] suggested that
birth-assigned males and females use different strategies during mental rotation.
Accordingly, cisgender girls were found to show stronger activations in the precuneus
and precentral gyrus compared to cisgender boys. Interestingly, TGD boys differed
significantly from the cisgender girls, but showed activation patterns comparable to
those of the cisgender boys, thus suggesting sex-atypical spatial functioning. During
a follow-up, 10 months after the TGD boys had initiated testosterone treatment, they
showed significantly increased activation during mental rotation (in superior parietal,
superior frontal cortex) relative to the previous session (under GnRHa), similar to the
cisgender boys, and significantly different from the cisgender girls (who showed no
changes between sessions). These findings in youth are generally in line with two
fMRI studies in adult TGD men. Sommer et al. [98] found a trend for testosteronerelated increases in brain activations during mental rotation, and Burke et al. [81]
reported on significant changes in cortical thickness and functional connectivity that
were associated with treatment-related changes in self- and own-body perception.

Gaps of Knowledge and Future Directions
First, with regard to the influence of genetic factors in the development of gender
incongruence, the hypothesis that gender identity is a complex trait that results from
a combination of multiple genetic and environmental factors with a heritable polygenic component [9] deserves further study. An interesting observation was that
twin studies on gender role behaviour [11] and GI [15] suggest higher heritability
estimates for birth-assigned girls than for birth-assigned boys. On the other hand, a
study investigating click-evoked otoacoustic emissions as a retrospective marker of
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perinatal androgen exposure found sex-typical emission strengths in birth-assigned
girls with GI (7–16 years old), but sex-atypical in birth-assigned boys with GI
(6–14 years old) [99]. These seemingly opposing findings may suggest that genetic
factors and early hormonal influences weigh in differently for the two sexes in their
contribution of the development of gender identity, gender role behaviour and also
GI. Further work is needed to better understand whether and how the developmental
trajectories of gender identity are different between TGD boys and girls.
We have seen that the studies in TGD adolescents show indications of sex-atypical
(with regard to sex assigned at birth) patterns in several neuroimaging measures and
demonstrate neurobiological patterns that are more in line with their identified TGD
identity. However, for pre-pubertal TGD children this picture is less clear.
Neuroimaging studies in TGD adults point to a difference in neurobiological correlates as a function of sexual orientation (e.g. gynephilic versus androphilic trans
women) [18] and for sexual orientation as a contributor to the sex-atypical findings
in TGD individuals [100]. In the two large MRI projects in youth with GI thus far,
the TGD groups differed from the cisgender comparison group (of the same at birth-
assigned sex) not only in terms of gender identity but also in terms of sexual orientation. Given this limitation of the study design, it is possible that some of the
differences in MRI findings were related to sexual orientation rather than gender
identity. Future studies should therefore include control groups with various sexual
orientations to clarify this aspect.
Recent neuroimaging findings provide tentative evidence for different own-body
perception and altered underlying neural networks as alternative explanation for the
body dysphoria experienced by TGD individuals [68, 79–81, 100, 101]. However,
all these studies thus far included adult participants, and no study has examined the
‘own-body perception hypothesis’ in pre-pubertal and/or post-pubertal TGD youth.
Given that the distress resulting from physical changes due to puberty was indicated
as one important factor for future continuation of GI [46], it may be worthwhile for
future studies to investigate the underlying mechanisms of a different body image
development in interaction with less pronounced brain sexual differentiation in
TGD adolescents.
Although the studies in TGD children and adolescents thus far have revealed
some interesting findings, they all originate from one research centre and replication
studies from other centres are urgently needed. Also, knowledge on the long-term
effects of GnRHa treatment and cross-sex hormones on the brain is very limited,
and systematic studies in larger, representative samples are currently lacking, partly
due to the relatively recent introduction of these interventions in TGD adolescents.
Despite evidence of improvement in anxiety, depression and self-harm among
TGD adolescents who receive these treatments [102, 103], the long-term effects of,
in particular, GnRHa treatment in physically healthy young adolescents are unclear.
Longitudinal evidence does exist, but only from studies in girls with idiopathic central precocious puberty, studies in healthy adult cisgender women and studies in
animal models (sheep). Some of these studies have suggested adverse effects of
GnRHa treatment on general intelligence [104, 105], information processing speed
[106], emotion regulation [90, 107], reward-processing and associated amygdala
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reactivity [108], spatial memory performance in sheep [109, 110], sex-specific
(stronger in female sheep) effects on structural brain development [111] and regulation of gene expression in the sheep amygdala [112]. However, others found no
differences between GnRHa-treated and treatment-naïve comparison groups for
measures of spatial orientation [90], cognition and psychosocial functioning [107],
but see [105] for a critical commentary.
Importantly, it should be acknowledged that withholding GnRHa treatment
would be harmful to the psychological developmental of TGD youth, for example,
due to the risk of stigmatization and living with prolonged distress [53]. Because
such studies in TGD youth are still lacking, it is therefore critical to continue the
study of the effects of puberty suppression in TGD youth on brain development, and
to examine the effects on TGD adolescents’ cognitive and socio-emotional functioning. Follow-up studies in the two cohorts that have been studied thus far during
adulthood are highly recommended.
One should be aware that neuroimaging findings may reflect mechanisms that causally relate to gender incongruence, but may also be a result of the experience of living
with an identity that is not typically congruent with their assigned sex at birth. In addition, studies thus far have investigated neurobiological correlates and descriptions of
TGD anatomy and brain function on a group level. Therefore, MRI measures are not
an appropriate tool to use diagnostically to, for example, confirm or exclude gender
incongruence in a specific individual. Nevertheless, MRI has been proven to be informative to clinical and academic communities alike with regard to the existence and the
aetiological factors underlying gender identity and -diversity. We are far from revealing
a single neurobiological pattern that fully describes TGD neurobiology. Based on the
current state of knowledge, it is more conceivable that there is no single distinctive
neurobiological signature for gender incongruence at all. It remains an empirical question to what degree gender identity development is ‘preprogrammed’ (genetic, early
hormonal influences) and what the relative contribution of environmental factors is.
For understanding how to better serve our TGD youth, we should continue the search
for neurobiological correlates of gender identity and gender diversity, as this will ultimately help to better characterize the cognitive and emotional needs of TGD youth and
provide them with the best individualized-care approach.
Editorial Disclaimer This chapter describes a summary of the literature in this
area by experts in the field, and conclusions drawn reflect the views of the authors,
not the editors.
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Minority Stress and the Impact
of Acceptance
Christy L. Olezeski and Wendy P. Bamatter

Introduction
The aim of this chapter is to discuss the relationship between the experience of
minority stress and acceptance and the health outcomes of transgender and gender
diverse (TGD) youth. We discuss the components of a minority stress model, the
expansion of this model to include TGD identities, and the risk and protective factors associated with support (or lack thereof) by parents, schools, peers, and medical
and mental health providers. We also include strategies to enhance support and
related protective factors with regard to each of these subgroups.

Minority Stress
Social stress is a form of stress related to social processes in the environment.
Experiences with stigma, prejudice, and discrimination are among the most prominent examples of social stress that disproportionately affect those who fall into a
minority group. Scholars have turned to social stress theory to advance collective
knowledge regarding the contributing factors impacting elevated rates of psychological distress among lesbian, gay, bisexual, transgender, queer/questioning, plus
(LGBTQ+) individuals, as compared to heterosexual and/or cisgender individuals.
In 2003, Meyer published a seminal paper in which he introduced a theoretical
framework, termed the minority stress model, wherein he outlined a number of factors that predict elevated rates of psychological distress among lesbian, gay, and
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bisexual (LGB) communities, all within the context of attending to minority stress
processes [1]. The model highlights different types of social stress and coping processes and their impacts on LGB communities. Meyer’s model fostered a new narrative that stands in contrast with outdated theories positing that LGB individuals
have greater levels of mental illness due to innate qualities associated with homosexuality – also an antiquated term.
Minority stress is characterized by at least three factors: (1) it is unique to minority communities and exists above and beyond stressors experienced by most members of society, (2) it is chronic, and (3) it is dictated by social forces [1]. Meyer
draws from research to identify both proximal and distal stress processes, as well as
coping factors, that can impact mental health outcomes in LGB communities. The
distal or external objective events and factors include various forms of discriminatory
events (e.g., being called derogatory names, hate crimes). The proximal or subjectively focused factors depend on attention and cognitive appraisal. Since the development of the minority stress model, myriad studies have been published supporting
the model and highlighting the positive correlation between the distal and proximal
minority stress factors and mental health challenges in the LGB community.
A growing number of researchers and clinicians have begun to explore how the
minority stress model can be extended to reflect the experiences of TGD individuals.
Perhaps most notably, Henricks, Testa, and colleagues [2, 3] have outlined the many
ways in which stress and resilience factors exist specifically with regard to a minority
gender identity. Testa and colleagues (2015) [3] developed the Gender Minority Stress
and Resilience (GMSR) measure, which is an extension of Meyer’s work, aimed at
expanding on the theory by attending to stress and resilience factors that are relevant to
TGD individuals. The GMSR measure is based on 9 constructs, which include genderrelated discrimination, gender-related rejection, gender-
related victimization, nonaffirmation of gender identity, internalized transphobia, negative expectations for the
future, concealment, community connectedness, and pride (see Fig. 5.1). For a more
in-depth review of the GMSR measure, see the work of Testa and colleagues [3].
Distal Stress Factors

Proximal Stress Factors

Resilience Factors

Gender-Related
Discrimination
Gender-Related
Rejection
Gender-Related
Victimization

Mental and Physical
Health
Intemalized
Transphobia
Negative
Expectations
Concealment

Non-Affirmation of
Gender Identity

Outcomes

Community
Connectedness
Pride

Fig. 5.1 Minority stress and resilience factors in TGD individuals. Dashed lines reflect inverse
relationships. (Reprinted with author permission [3])
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An explosion of research in the last decade or two has begun to study these distal
and proximal stress factors, resilience factors, and their impact on TGD individuals.
The negative impact of distal stress factors like discrimination, rejection, victimization, and non-affirmation of gender identity are becoming clearer. For example,
stigma and/or perceived discrimination have been correlated with depression, poor
overall mental health, suicide attempts, and non-suicidal self-injury (NSSI) [4–6].
Gender-related victimization, which can manifest in bullying, harassment, verbal
abuse, stalking, and assault, for example, can predict the use of alcohol and illicit
substances, avoidant coping styles, disordered eating, and other maladaptive behaviors in TGD adolescents [7–9]. Liu and Mustanski (2012) [10] found that homelessness, which is related to parents’ non-affirmation of their children’s gender identity,
was predictive of greater NSSI. The increase in attention that the topic of nonaffirmation of gender identity has received is highly encouraging, given the significance of this topic. This construct is perhaps most frequently discussed within the
context of parents/caregivers; however, it applies to a broad range of individuals
who have the chance to affirm (or not affirm) the identity of a TGD individual.
With regard to proximal stress factors, numerous studies have identified the
adverse effects of internalized transphobia (negative, internal feelings about being
transgender), negative expectations for the future, and non-disclosure. For instance,
researchers found that internalized transphobia was predictive of negative mental
health outcomes, specifically anxiety and depression [11]. Interestingly, one study
found that while the relationships between internalized transphobia and negative
psychological outcomes were not significant among participants who engaged in
low and mean levels of community activism, there was a significant positive correlation between internalized transphobia and mental health challenges among
those involved in a high degree of activism [12]. This is particularly interesting,
given that there is often a high degree of community in action-oriented work which,
as will be further explained below, appears to be a protective factor in the GMSR
model.
Concealment of identity has also been found to predict more psychological distress, especially among transgender women [5]. However, in a study aiming to better understand suicidality in TGD individuals by exploring factors from both the
GMSR model as well as Joiner’s [13] interpersonal-psychological theory of suicide,
non-disclosure of identity explained only a very small percentage of the variance in
SI [14]. One proposed hypothesis for this finding was that non-disclosure does not
carry the exact meaning of identity concealment (deciding not to disclose your identity is not the same as feeling as though you need to hide it), which may have more
pernicious effects. Also of note, concealment can vary across contexts. It is not
uncommon for TGD individuals to modify their gender expression depending on
the environment, in part to decrease victimization. Having to be hypervigilant
regarding one’s safety and the chance of being victimized can also act as an added
stressor and impact behavioral performance and well-being [15]. While youth can
certainly benefit in many ways from disclosing their identity by receiving affirmation and support, they also run the risk of experiencing adverse consequences from
disclosing their identity, such as feeling discriminated against and victimized [16].

66

C. L. Olezeski and W. P. Bamatter

Finally, the GMSR model also calls attention to resilience factors, which can
mediate the relationship between the above-mentioned distal stressors and mental
health consequences. Pride in one’s identity and community connectedness are the
two factors named in the GMSR model [3]. In contrast with internalized transphobia or homophobia, acceptance of, and pride in, one’s gender identity and sexual
orientation has been connected to reports of fewer depressive symptoms in adolescents and adults [6, 17]. This illustrates one of many reasons why taking an affirmative stance with TGD youth is critical. Other researchers have identified
additional factors that appear to increase resiliency in TGD youth. In a qualitative
study of resilience among TGD people of color with trauma histories, Singh and
McKleroy [18] found six overall common factors among participants leading to
resilience in dealing with their traumatic events: (1) having pride in their gender
and ethnic/racial identity, (2) recognizing/negotiating gender and racial/ethnic
oppression, (3) relationships with one’s family, (4) access to health care and financial resources, (5) connecting with an activist trans community of color, and (6)
sense of spirituality and hope for the future. Thus, those interested in supporting
TGD patients or loved ones will likely benefit from considering the ways in which
the above-mentioned resilience factors are being encouraged and built upon over
time and across contexts.

Intersection of Identities
It is imperative to acknowledge that TGD individuals make up a highly diverse
group of individuals living across the world, and that while some carry with them
numerous forms of privilege and social capital, others experience various levels of
oppression. TGD people who identify with multiple minority identities may experience violence, harassment, and microaggressions more often than both individuals
who do not have a minority identity and those who identify with one minority identity. Thus, TGD individuals who carry multiple minority statuses are commonly at
a greater risk of experiencing oppression from a number of different angles [19].
In working with TGD youth and their families, it is important to assess the impact
of multiple minority statuses on mental health, as well as the ways in which these
individuals can be best supported in their communities. Attending to stigma within
certain cultural identities regarding acceptance of transgender identity is also key
[15]. Furthermore, it is also well advised to understand how victimization and
microaggressions may occur within different circles. Some individuals with multiple minority identities may feel an uncomfortable sense of obligation to “choose”
with which identity they would like to most identify in order to have a support system [20]. A series of measures by Balsam and colleagues may be of help in assessing for microaggressions endured by LGBTQ+ people of color [21] and minority
stress experiences and their effects among LGB and TQ+ adults [22].
In the literature exploring intersectionality and the impact of multiple marginalized statuses, some of the most highly researched identity statuses among TGD
individuals include race, socioeconomic status, sexual orientation, and gender

5

Minority Stress and the Impact of Acceptance

67

identity. A number of studies have highlighted that transgender women, including
those with trauma histories, report higher levels of NSSI, HIV, and discrimination
than transgender men, [23–25]. The higher rates of discrimination can in turn lead
to higher levels of depression, PTSD symptoms, and overall stress [25]. Increased
rates of suicide attempts, NSSI, and victimization have also been identified among
those who are younger and have lower incomes and education [7, 21], although
more recent research that suggests younger children who are supported in social and
medical transitions early show more positive mental health outcomes than older
cohorts [26–28]. In addition to transgender women, TGD people of color endorse
greater rates of discrimination and victimization [5]. Sexual orientation also plays
an important role. One study of TGD youth found that TGD participants who identified as LGB had lower grades than their heterosexual TGD peers, in addition to
having more absences from school due to increased depression and/or suspensions
[29]. Religious identity can also be highly relevant, given that some individuals who
come from religious backgrounds have histories of experiencing prejudice in their
communities of worship, to the point of seeking out or being referred to conversion/
reparative therapies [30]. Of note, continued research is needed to ensure that the
experiences of TGD individuals are being properly assessed and that issues like
incidents of violence among different subgroups of the TGD community are being
appropriately documented.

Parental Support
A number of studies have pointed to the importance of parental support, as it has
been associated with positive health outcomes, higher self-esteem, increased social
supports, decreased suicidal ideation and attempts, and a decrease in substance use
in LGBTQ+ youth [31]. Parental support has also been associated with lower perceptions of feeling like a burden and higher life satisfaction [32], as well as increased
condom use among TGD youth [23]. Some have argued that parental support might
be the most protective factor against negative mental health outcomes for TGD
youth [4, 33], or specifically suicide attempts [34], while others suggest that parental support is as protective against suicidal ideation and attempts as are protections
from harassment, gender affirming medical transitions, and documents that reflect
an individual’s preferred name and gender marker [35]. In addition, while observing
family members move from a place of non-acceptance to a place of acceptance is a
protective factor against suicidal ideation and attempts [36], it is unclear whether or
not the support of one parent acts as a protective factor, or if two parents are needed
(if there is a two-parent family) [19]. In addition, positive parenting (authoritative
style, positive reinforcement, the ability to engage in open discussions about relationships and intimacy), coupled with parental engagement (measured by time spent
together, emotional availability), was found to be a protective factor against substance use in LGBTQ+ youth [37]. Interestingly, research with TGD children suggests that if young children are supported in their TGD identities, they have similar
reported symptoms of depression and anxiety as their siblings and age-matched
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cisgender peers [28, 38]. Though direct comparisons are not possible, this is a stark
contrast to past cohorts of transgender youth who were not supported in their gender
identities, who had higher rates of internalizing psychopathology [39].
Alternatively, low parental support has been associated with increased rates of
depression, suicide attempts, substance abuse, and risky sexual behaviors [40], as
well as increased feelings of burdensomeness and lower life satisfaction [32].
However, there is some research that suggests that if parents are able to learn how
to support their children in adulthood, there are still protective effects from which to
benefit [41].
It is important to note that parents may feel that they are “responsible” for their
children’s TGD identity, and may worry about the judgments that others place on
their parenting [42]. Some parents may also fear that their acceptance of their
children’s TGD behavior will have a negative impact, leading to an increase in
health concerns [43]. This can lead to a struggle where parents experience pressure to abide by societal norms, while also wanting to affirm their children.
Supporting parents as they navigate how to best manage different and challenging
situations is imperative. If parents feel supported in their decision-making, their
children can also feel more supported. Parents may also be pleased to know that
emerging research suggests that early social transition does not increase a child’s
cross-gender identification [44]. Interestingly, in a study exploring parental reactions to their children’s coming out process, some parents reported that they had
become more flexible and creative in their thinking, which had led to their own
individual growth [43].
Other studies have examined the relationship between parental response to their
children’s identity as TGD and the subsequent effects on the children. For example,
youth who reported that their parents had experienced their TGD identity as a loss
perceived this as non-acceptance of their identity [23]. Some research has suggested
that fathers are less accepting of their transfeminine children, and may pressure
their children at greater rates to conform to their birth-assigned gender, which could
manifest in the form of verbal harassment and shaming, leading to mental health
issues [19].

Parents – Strategies to Help Build Support
Various factors for increasing parental support for TGD youth have been developed
to help parents understand the importance of supporting their children’s identity.
Working from the gender-affirmative model as a framework, parents can learn that
gender presentations are varied and the expression of gender can unfold over time,
allowing children the space for identity exploration, which is associated with
increased confidence and self-acceptance [45]. From this frame, parents can understand how support is associated with higher self-esteem and positive health outcomes. Parents can also learn the importance of modeling appropriate responses to
harassment and teasing, while also teaching youth how to use humor to diffuse
uncomfortable situations [46].
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It is possible that when parenting interventions are modified to include a general
understanding of the GMSR model in order to better understand the experiences of
TGD youth, additional decreases in symptomatology for youth may result. When
targeted in parent management and family-based treatment, it is possible to address
worries that parents may have about their children’s future relationships, potential
victimization, acceptance in society, and medical interventions, while also focusing
on normative development (romantic and sexual interests), puberty, fertility, and
devices used to mirror normative gendered functioning (e.g., binders, prosthetics)
[47]. Parents and youth can also discuss their opinions and fears about medical
interventions in a safe setting with an independent observer who can help facilitate
communication [48]. Thus, an independent observer can encourage open and productive communication between youth and their parent(s).
One parenting intervention that has been put forward for TGD youth is the
Multidimensional Family Approach [49]. According to this approach, parents are
guided to move from holding “all or none” viewpoints toward practicing more dialectical “both/and” thinking. For instance, parents learn to hold multiple truths, such
that an individual’s identity can be affirmed and there can be recognition that difficulties will lie ahead. This stands in contrast with a common line of thought that
children can either be affirmed or safe. Once parents feel more comfortable about
affirming their children’s identity, they can focus on how to act as advocates for
their children, while also promoting their safety. If parents’ fears can be decreased,
they can better support their children, which can ultimately bolster the children’s
confidence and lead to increased resilience. While this approach has yet to be empirically validated, it does incorporate discussion of many of the components of the
GMSR model and mirrors research that additional support of a child’s identity is
associated with better health outcomes [28, 31, 38].
It is also important to help parents work through the multiple emotional reactions
they might experience while parenting a TGD youth. For example, parents have
reported a number of reactions to their children’s TGD identity, including perceiving a sense of loss, fear of future victimization, their own non-affirmation by peers
and family members for supporting their children, and marital discord if there is
disagreement regarding how to proceed with social or medical transitions [50]. A
space for the parents to discuss the perceived loss of a child has been deemed important, even though the child is still present. One way to help parents understand this
phenomenon is by observing this process as an evolution of the youth [51]. In addition, it may be that parents of youth who are more ambiguous in gender presentation
(non-binary) have more difficulty with the idea of a loss [52]. For these parents,
time to explore cis-normative culture and personal expectations are imperative. It is
also important for the family to be aware of how the child is still present in the family, and explore how the family system can include their identity. In addition, the
importance of parent support groups has been noted for parents to discuss the pressures of parenting in general, and to share strategies on how to deal with people who
are not supportive of TGD youth [46, 49]. These groups can also help members feel
valued and respected by their peers, which might not otherwise occur [46]. In addition to groups, parents may feel more equipped to support their children on their
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gender journeys by accessing reading materials about gender variance, updated
guidelines for affirmative treatment, information on school policies, and guidelines
on lobbying for the coverage of affirmative medical treatments [53].

Schools
There has been increased attention to TGD students’ experiences in schools. In a
recent nationwide survey of students [54], 43% of students reported feeling unsafe
in their schools based on their gender expression, 20% reported being physically
harassed, and 9% reported being physically assaulted, all due to their gender identity. Sadly, approximately 58% of students reported that they did not report harassment or victimization to school staff, as they did not think either the teachers or
administrators would intervene on their behalf. When students disclosed mistreatment to school staff, they reported that nothing was done 64% of the time.
Unfortunately, 64% of the students also reported hearing negative homophobic or
transphobic comments from teachers and other staff. In addition, TGD youth were
also singled out at school; 51% of students reported not being allowed to use their
preferred name and pronouns at school; 60% were required to use the bathrooms
and locker rooms that corresponded with their birth-assigned gender, and 32% were
required to wear clothing congruent with their birth-assigned gender for school photos (36% were required to wear clothing congruent with their birth-assigned gender
for graduation). If examining these numbers through the lens of the GMSR model,
it is clear that this non-affirmation, victimization, and harassment in school settings
could lead to an array of negative health and mental health problems for TGD youth.
Indeed, studies have shown that TGD students who experience harassment and
victimization in school have increased days of missed school [29], lower GPAs,
fewer plans for post-secondary education [54], higher dropout rates [55, 56], lower
self-esteem, increased depressive symptoms, suicidal ideation, problematic drinking, illegal drug use, risky sexual behaviors [57], and more suicide attempts [58,
59]. Students who avoided bathrooms due to feeling unsafe experienced increased
incidences of urinary tract infections, kidney infections, and dehydration [55].
Feeling unsafe in restrooms in general has also been associated with missing school
field trips, not spending time in public spaces (e.g., malls, stores, and restaurants),
and avoiding gyms due to fears of locker rooms [55]. Not only can this fear prevent
youth from engaging in normative, developmentally appropriate activities, it can
also lead to an increase in isolation and fewer opportunities to create a supportive
community of peers – some of the protective factors included in the GMSR model.

Schools – Strategies to Enhance Support
There are a number of protective factors for TGD youth in schools, including a positive connection to school [37], an active Gender and Sexuality Alliance (GSA) [54],
school anti-bullying policies that include protections based on gender identity and
expression and curricula that are inclusive of LGBTQ+ identities [60]. Students
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with active GSAs report fewer homophobic or transphobic remarks, and school staff
tend to intervene more when negative remarks are made [54]. Conversely, for students without an active GSA, there is an increased risk for the use of cocaine, hallucinogens, and non-prescription drugs [61]. Relatedly, research suggests that
having an LGBTQ+-friendly curriculum is associated with youth feeling safer and
more supported in school and also feeling more likely to complete high school and
pursue post-secondary education [54]. In addition, the use of anti-bullying policies
inclusive of gender identity can result in fewer negative remarks by peers and teachers and youth feeling as though their concerns are effectively heard and addressed
by administration [54, 62]. Of note, supportive staff appear to have the greatest
impact on youth. The more supportive and affirming staff there are in school, the
greater the reports of self-esteem, the lower the rates of victimization, the higher the
GPAs, and the fewer missed days there are from school [54].
In the 2015 Safe Schools Survey [54], students in middle school reported fewer
LGBTQ+ resources – GSAs, LGBTQ+ inclusive curricula, supportive educators,
comprehensive policies against bullying – than high school students. Middle school
students also reported more homophobic/transphobic remarks and slightly higher
experiences of victimization. This points to the importance of having supportive
environments and inclusive policies for LGBTQ+ youth in middle as well as high
school. When supports are not available in school, it is imperative to help TGD
youth find other supportive communities (online or in person) to help them feel
more confident and engage in self-advocacy [63].
Schools can also incorporate TGD youth in the creation of school policy to
increase self-esteem and feelings of safety, and train advocates in TGD health care,
who can follow TGD youth as they progress through the school system [56]. Schools
can also host a “Safe Schools Summit” where LGBTQ+ youth can meet with one
another, discuss strategies to feel more supported in school, advocate for one
another, and model leadership for their school [64].
In addition to supporting TGD youth, schools can build the capacity of their
staff. School administration can invest in their staff to become better-trained faculty
advisors for the GSAs, and also learn how to effectively intervene when LGBTQ+
harassment occurs [56]. Specifically, teachers can learn to recognize behaviors and
statements that are transphobic and homophobic, school psychologists can work
with teachers to discuss strategies to decrease bullying, and syllabi can include anti-
bullying language with appropriate disciplinary actions laid out [61]. PFLAG [65]
also offers guidance for schools to be more inclusive (see Table 5.1). When there are
more individuals who are supportive to TGD students, there is higher educational
attainment and fewer absences among TGD students, as there is less bullying and
victimization, or when there is, staff intervene [60]. Teachers will benefit from
acknowledging their potential to have strong, direct impacts. On a broader level,
school staff and students can advocate for legislation to protect TGD students.
Policies that incorporate anti-bullying and safe school curriculum (curriculum that
is supportive and inclusive of LGBTQ+ students) are associated with increased
school safety [66]. Additionally, measures of sexual orientation and gender identity
can be incorporated into school benchmarks so that inequities of LGBTQ+ students
can be identified and properly addressed [66].
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Table 5.1 PFLAG’s 10 steps to creating inclusive schools
1. Understand the data about discrimination and victimization of LGBTQ youth in schools
2. Learn and use respectful terminology
3. Stop disruptive behavior and model respectful behavior
4. Create effective school policy to protect LGBT students (inclusive of gender identity)
5. Create school-wide opportunities for discussion of respect for all
6. Let youth know you are an ally and advocate
7. Stop cyber-bullying and help the targets
8. Train faculty about bullying and how to intervene
9. Create comprehensive health education that includes LGBTQ identities
10. Have visible and updated resources for individuals to know where to go for help
Courtesy of PFLAG: https://www.pflag.org/publication/toptenwaystomakeschoolssafe

Peers
As noted above, TGD youth are victimized at high rates in school. Lack of peer support is associated with isolation, concealment of one’s identity, and negative internalized feelings [67, 68]. Increased bullying and victimization by peers is associated
with increased use of alcohol, marijuana, and other illegal drugs, with bullying acting as a mediator for substance abuse [8]. In addition to bullying and verbal and
physical harassment, transfeminine youth report increased sexualization and sexual
propositioning by peers, which is associated with an increased risk for sexual assault
[16]. Interestingly, when divided by identity, non-binary youth reported more symptoms of anxiety and depression than their binary transgender peers did. They also
had fewer positive peer relations [38]. This could be due to fewer examples of non-
binary people in schools and in society, and only binary choices for restrooms and
locker rooms. In addition, pronouns and familial labels can be more complicated,
which can make individuals feel more separate and burdensome.

Peers – Strategies to Enhance Peer Support
As peers are an important factor in adolescent development, and belongingness
appears to be a protective factor against negative mental health outcomes, it is reasonable that advocating for increased peer support for transgender youth would be
beneficial. Promoting group activities (either in person or online) is one way where
youth can find support and affirmation from others, while also being able to discuss
concerns about transition and general developmental issues. It is in this type of format where youth can question societal and/or cultural norms and expectations and
also feel supported in this exploration. Having spaces where youth can feel comfortable being themselves and where they are supported in their identities is associated
with less psychological distress [5].
Peer support was found to be a moderator in the relationship between discrimination, harassment and victimization and psychological distress [5]. Relationships
with TGD peers has been associated with less anxiety, fewer suicide attempts, less

5

Minority Stress and the Impact of Acceptance

73

fearfulness, and more comfort in one’s identity [69]. Frequent contact with LGBTQ+
peers has been associated with resilience in the face of victimization, as youth are
more able to deal with stress and utilize coping skills when they see peers who have
shared experiences coping in a positive manner [33]. The creation of lavender graduation (ceremonies to celebrate LGBTQ+ students and allies and their accomplishments), pink (LGBTQ+) proms, media campaigns, and informing administration on
policy in schools are all examples of how LGBTQ+ youth can join with peers for
support [68]. However, it is important to note that if victimization does not decrease,
peer support does not appear to act as a buffer against psychological distress [70].
As peer support is such an important protective factor for TGD youth, it is also
important to think about the impact of romantic relationships. Adolescence is a
developmental stage where youth experiment with and learn about romantic and
sexual relationships. How relationships impact youth is important, as well as how
experiences of harassment and victimization affect relationships. In a study looking
at the impact of stigma on romantic relationships, researchers found that stigma
associated with being in a romantic or sexual relationship with a TGD person not
only negatively affected the TGD individual, but also their partner’s perception of
the relationship quality [71]. It appears that negative messages internalized by TGD
individuals also may be internalized by their romantic partners. Therefore, it is
important to address the stress and related difficulties associated with general relational issues, as well as the impact of harassment and discrimination on both the
TGD individuals and their partners.
While peer support is an important protective factor for TGD youth, supportive
peers are not always available in person. The availability of supportive peers online
has also been noted as an important protective factor, to connect with others and
share positive coping strategies including positive self-talk, the importance of being
a role model to other TGD youth, exploring meaningful and creative activities, and
exploring reasons for living [34, 36]. Importantly, while online role models have
been identified as a positive coping support in order to model resiliency, success,
and positive self-worth, youth who reported having online role models reported
more negative symptomatology [72]. It is unclear whether it is because having only
online role models makes it more apparent that there are no positive role models in
the community, or if youth who seek out role models online are doing more poorly
in general [72]. This points to the potential importance of having both online supports and also allies and role models in the community.

Mental Health and Medical Settings
Medical and mental health providers also play an important role in either helping
TGD youth and their families to feel supported and affirmed, or in more unfortunate
circumstances, to feel invalidated, stigmatized, and/or discriminated against.
Notably, the largest barrier to care, as identified by TGD individuals, is the lack of
knowledgeable providers [73]. Research highlights the clinical importance of supporting individuals align their body with their mind. As such, struggling with
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barriers such as lack of culturally sensitive professionals, coverage denials from
insurance companies, and long wait periods are highly problematic for TGD
individuals.
Unhelpful and invalidating experiences with providers cover a wide spectrum of
events, from highly unintentional and well-intentioned actions on the providers’
part that unfortunately do not feel supportive from the patients’ perspective, to more
egregious cases. One study [74] of transgender adults captured six themes regarding
participants’ reports of problematic behaviors experienced while receiving medical
care: (1) gender insensitivity, (2) displays of discomfort, (3) denial of services, (4)
substandard care, (5) verbal abuse, and (6) forced care (e.g., being involuntarily
committed to psychiatric units or undergoing unnecessary medical examinations).
Safer and colleagues [73] also reported that financial challenges, discrimination,
lack of provider cultural competence, health systems issues, and socioeconomic
issues are additional barriers to accessing care among TGD individuals. Trust is also
a highly relevant topic, as certain professionals have taken to discussing and writing
about issues pertaining to transgender identity from a lens of mistrust, fostering an
“us” (providers) versus “them” (TGD patients) dynamic [75].

 ental Health and Medical Settings – Strategies to Enhance
M
Support
While medical and mental health professionals share an overarching goal of providing effective and supportive care to patients in need of services, it is important to
also acknowledge our fallibility. Of great importance is our willingness to recognize
and correct missteps when they occur. It is arguable that providers may be more
prone to missteps with TGD patients, given a number of factors including limited
knowledge of the research, minimal exposure to working with TGD individuals,
lack of supervision or mentorship on the topic, and personal biases and belief systems. In reflecting on our practice with TGD individuals, it may be helpful to call to
mind the ethical principles of beneficence, non-maleficence, autonomy, and justice.
For a more detailed explanation of how to attend to each of these principles while
working with TGD individuals, see the work of Hann, Ivester, and Denton [76].
Additionally, there are numerous references that providers can consult to foster
affirmative, culturally sensitive work with TGD individuals [77–79]. The World
Professional Association for Transgender Health (WPATH) provides regularly
updated, comprehensive standards of care for working with TGD individuals,
including special attention directed to the treatment of TGD youth [79]. Others [80]
have also outlined a number of suggestions pertaining to the care of TGD individuals across numerous professional arenas like primary care, mental health interventions, speech and language therapy, surgery, and management of transition care.
They also detail the importance of including training on the care of TGD individuals
early on in medical training. Additionally, the American Psychological Association
has published guidelines for providing psychological services to TGD communities
[81]. More recently, factors that TGD youth themselves report they wish their
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providers would keep in mind when working with them were summarized [82]. This
includes language use and communication with TGD patients, education regarding
the many ways that TGD youth can experience and express their gender identity,
and depathologizing transgender identity, among other topics. Further, other colleagues provide important recommendations for serving LGBTQ+ youth effectively, ensuring to attend to systems-level considerations [83].
With regard to mental health treatment, being apprised of risk and resilience factors is an excellent first step for providers who are new to working with TGD youth
and their families. More specifically, it is recommended that while assessing the
mental health and safety of TGD youth, clinicians should include questions that
assess distal and proximal risk factors as well as resiliency factors noted in the
GMSR model. It is also worth noting that clinicians and scholars have begun to
develop cultural modifications to standard evidenced-based treatment interventions,
such as Cognitive Behavior Therapy. For instance, the Transgender Affirmative
Cognitive Behavioral Therapy (TA-CBT) aims to help providers deliver more affirmative CBT interventions to TGD individuals with anxiety, depression, and/or suicide behaviors [84]. The intervention is based on ensuring that the following are
addressed in treatment: relevant psychoeducation, thinking styles, social support,
and suicide prevention [82]. Thus, among other benefits, therapy can help individuals to attend to their emotional, cognitive, and behavioral responses to experiences
with rejection and discrimination, for instance, and subsequently help to reframe
unhelpful, biased thoughts that if left unchallenged, could further exacerbate difficulties with shame, internalized transphobia, and hope for the future, among other
factors.

Conclusions
TGD youth face a great deal of proximal and distal stress factors that are associated
with an increase in health and mental health concerns [4, 5–10, 15]. In addition,
there are also noted supports (e.g., parents, schools, peers, and medical providers)
whose affirmative approach can mediate these negative health outcomes and boost
TGD youth and their families’ sense of resilience. It is our hope that providers can
utilize the strategies noted above to help affirm TGD youth and inculcate them from
environmental stressors. Additionally, it is important for researchers to continue to
evaluate the above interventions and use their work to inform future policies aimed
at supporting TGD youth.
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Sex-Positive Approaches to Educating,
Supporting, and Listening to TGD Youth
in Clinical Encounters
Aida Manduley and Kira Manser

Introduction
Transgender and gender diverse (TGD) youth have a multitude of ways of relating to
their bodies, relationships, and sexualities. Providers and clinicians working with this
population (ranging from birth to 26 years of age) can take opportunities to invest in
developing a sex-positive lens to address the unique and broad ways that sexual and
romantic relationships can impact the mental health, sexual health, and overall wellness of their clients. Sex positivity has only recently begun to be articulated as an
essential lens for clinicians to use when addressing sexuality and health issues [1].
This chapter articulates what a sex-positive approach entails, why it is essential when
supporting TGD youth, as well as gives specific and relevant ways to incorporate it
into clinical work supporting TGD youth who are navigating sexual and romantic
relationships. While some suggestions apply across all ages, many have to be adapted,
given how wide the developmental range is between birth and 26 years of age. For
age-specific direction, please refer to the last section of the chapter.

A Sex-Positive Approach
Sex-positivity is a paradigm and social movement that embraces sexuality as a
healthy and pleasurable aspect of humanity and recognizes that diversity of sexual
expression is natural. It also emphasizes the important role of active consent within
sexual relationships, the value and existence of pleasure, and the understanding that
sexuality can also be a source of pain and harm, just not universally or exclusively so.
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The analysis of sex positivity articulated by Nuestifter, Underhill, and Manduley [2]
will specifically help direct the recommendations in this chapter, particularly because
it both integrates earlier works on the topic and is also tailored to clinical contexts.
These authors advocate for sex positivity to include and recognize the ways sexuality
intersects with every part of who we are. They describe sex positivity as requiring, in
the broadest sense, only that people approach the reality of how diverse and different
human sexual identities and expressions can be, with a sense of humility and curiosity, as opposed to judgment or superiority. Nuestifter, Underhill, and Manduley [2]
also place great importance on practitioners committing to a constant process of
building self-awareness of how they, and their clients, are socially located within
oppressive systems, and how these social locations impact treatment, the clinical
relationship, and the power within both.
An intentionally sex-positive approach, then, is essential to listening and opening
a dialogue that may truly address patient needs and concerns around gender and
sexuality [3]. This may have added value when clinicians talk about intimate aspects
of health and identity with historically gender and sexual minoritized persons who
have experienced bias, discrimination, and poorer care within the majority healthcare system. Historically, clinical interactions are more often sex-negative and evaluating for risk, disease, and treatment in ways that shame and alienate patients.
Nuestifter, Underhill, and Manduley [2] describe sex-negative interactions as
pathologizing and practiced in a context of imbalance of power. This can create
interactions that are fear-based and add to sexual stigma. A sex-positive framework,
instead, may help reduce shame, encourage patient honesty, and create an environment of openness and possibility that results in better care delivery. The following
chapter offers tools for practitioners to intentionally expand their sex-positive
approach so they are able to listen openly and provide sensitive, patient-centered
care for TGD youth around romantic and sexual development.

Why Is Sex Positivity Essential While Working with TGD Youth?
An integrated sex-positive approach is important while working with TGD youth,
and in fact, benefits all youth. While gender and sexuality are distinct parts of identity, they are deeply linked. For most people, the body is intimately connected to an
internally felt sense of one’s gender and is also the primary vehicle through which
sexual experiences are gained. For TGD youth, the body can be a source of confusion
and conflict, as well as pleasure and affirmation, as they navigate the somatic aspects
of these complex parts of self. Unfortunately, while TGD youth are still often understood as having deviated from “normal” gender development, there is an increasing
understanding and growing body of evidence that a patient-centered, affirming
approach offers best practices for children and adolescents [4]. There is also evidence
that sexual development in TGD youth is particularly important for clinicians to discuss, as they may have unique challenges to this developmental process [5].
Practitioners who work with TGD youth will very likely encounter and need to clinically respond to a broad and wide diversity of sexual expressions, desires, relationships, behaviors, lifestyles, and stories. This diversity could be related to TGD
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youth’s ability to creatively cope, in both adaptive and potentially harmful ways, to a
cultural context where people with diverse gender identities are routinely discriminated against and subjected to violence. The diversity of sexuality that is observed in
TGD youth may also be related to how choices around sexuality can be utilized as an
access point for self-determination, gender affirmation, unique self-expression, connection to others, and many other important social, emotional, and physical resources.
A sex-positive approach also helps providers to resist the tendency to universalize
the narratives most visible from their social locations [6]. For example, the current
dominant cultural narrative in the United States mainstream is that TGD people were
born in the wrong body, and that there are specific and sequential medical treatments
that people must access to relieve gender-related distress. The public and closely followed gender stories of celebrities like Caitlyn Jenner, Chaz Bono, and Janet Mock
often seem to have become “the” trans narrative, instead of “a” trans narrative in a sea
of many diverse gender stories. Within this narrative, medical treatment is generally
aimed at making the TGD person more conforming to a cisgender ideal, and their
physicality, sexual functioning, and desires (for others, for particular acts, etc.) are
linked to that external arbitrary standard. While this narrative surely feels authentic
and relevant for many gender diverse people, it is important that clinicians create
opportunities for individual clients to share and develop their own unique gender and
sexual narratives in treatment. This could be imagined as using a “salad bar” as
opposed to “prix fixe” approach to facilitating conversations and treatment for TGD
youth. Clinicians best support clients in accessing healthy and rewarding relationships
with others—which can include but do not require romance and sex—by providing
care that reflects and affirms that TGD people have an inherent right to a complex,
dynamic, and self-determined relationships with their body, gender, and sexuality.

Working as a Sex-Positive Provider
Providers who work with TGD youth should have, as a primary lens, a self-
awareness around how they are supporting their clients in making choices around
their bodies, relationships, and sexual behaviors, and expressions. A sex-positive
practitioner collaborates with clients to ensure that they have access to a robust
menu of realistic options for their age group. This menu should be comprehensive,
mindful of safety, and consensual—including considering and thinking creatively
about the possibility that in the future they might want to make different choices [6].
Choices can be framed as correct in response to what the client needs now, while
clinical conversation can also leave room to consider possible long-term impacts,
and how their current actions will impact what choices will be available to them in
the future. For example, if someone wants to undergo any medical intervention,
clinicians should ensure that they discuss the impacts on sexual pleasure, reproductive capacity, possible chronic medical care needs, and how tissue changes may
require a different type of safer sex regimen. While there are many areas of life
where clients might not have a lot of control, it is essential that providers support
patients in having an internal locus of control around the choices they make in
regard to their sexuality, body, and relationships. This includes supporting them in
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developing resilience, change management skills, and psychological as well as
somatic awareness of their desires and agency.
Tangible ways to support a patient in the process of making choices about their
physical and sexual self, and specific sexual behaviors, might include supporting a
client in moving toward measurable, relative, incremental goals versus achieving
absolute, rigid, lofty goals. For example, if a client states “I want to stop floating away
from my body when I’m having sex,” a small redirection toward relative measures
could look like suggesting the goal be “I want to float away from my body less frequently during sex.” A clinician could also invite the patient to consider the steps they
could take to be more aware of what situations or activities tend to send them into a
dissociative state, suggest ways to be more present during sex, and how to communicate with partners about their needs. Also, it is important that alongside these interventions geared toward change, that providers are also actively teaching clients how to
express self-compassion and the ability to tolerate distress related to feelings of shame
and failure when change is not immediate, absolute, linear, or easy. It is most helpful
for clinicians to prepare clients to be able to manage outcomes and their emotions,
rather than unrealistically expecting stressors to be completely eradicated forever.
Unfortunately, most healthcare providers have not had much training or resources
when it comes to providing sexuality-related counseling and care, and even less
specifically while using a sex-positive framework and trauma-aware lens.
Developing sex-positive skills and resources is a lifelong professional challenge,
but is worth the investment, as it creates unique opportunities to engage with patients
on a more real and intimate level. As providers, part of our role is to create safer
spaces where the unique needs of each patient can be discussed and addressed.
Developing a sex-positive framework for working with patients is a starting place
for this type of safe, honest clinical relationship that can impact their well-being so
deeply. This is especially true when patients who are gender diverse may be considering (or have already experienced) gender-affirming medical interventions that
could impact how they experience and pursue intimacy. While in-depth engagement
with every individual aspect of a client’s sexuality will not be in the purview of
every provider, seeing oneself as part of a care team where all have contributions to
make in supporting this framing is integral to making it effective. As one hundred
percent of our clinical populations experience gender and sexuality over their lifespan and in a variety of forms and trajectories, being sex and gender diversity positive is a generalizable package of knowledge and skills that benefit all our patients.
Given the breadth of human sexual and relational variance, as well as the ways
they may influence a patient’s risk profile and priorities, clinicians should strive to
provide educational information across a broad spectrum of sexual practices and
identities. Part of providing sex-positive care includes clinicians intentionally gathering resources and information as well as an awareness of their own values and
assumptions about diverse sexual practices and relationships, including BDSM1
1
BDSM is an overlapping acronym that refers to sensory and sometimes erotic practices involving
any combination of bondage, discipline, dominance, submission, sadism, masochism, and often
other practices that may be deemed non-mainstream [7].
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(sometimes referred to as kink or kinky sex) and non-monogamous relationship
arrangements (which include, but are not limited to, ones described as open, non-
exclusive, or polyamorous). While these topics will not be relevant for all TGD
youth, or may need to get addressed differently by age-group, not making assumptions and having medically accurate, affirming resources available for those who are
engaging in (or curious about) these things communicates that their health and
safety is a priority regardless of what type of sexual interests or identities they have.
Practitioners do not have to become fluent in these topics, but a basic level of information and ease of asking relevant questions is helpful for providing culturally competent care and building trust with patients. Table 6.1 can serve as a guide for
catalyzing these critical conversations from a sex-positive framework of choice and
affirmative engagement. (Note: depending on the age and cognitive capacity of the
youth, as well as other relevant factors, the language should be simplified or
modified.)

Specific Approaches to Sex-Positive Counseling
Providers who take a comprehensive sexual history or are specifically asked to work
with patients on sexuality concerns will go beyond the typical medical interview
questions of: Are you sexually active? Do you use condoms and/or birth control?
Providers taking a comprehensive sexual history may ask about current, previous,
and potential future partners, types of activities patients enjoy, sexual concerns,
types of activities that create anxiety or negative experiences, and histories of
trauma. Additionally, appropriately assessing risk for sexually transmitted infections (STI) and potential unintended pregnancy requires specific understandings of
what parts go where, and what are the transmission risks for STIs and creating a
pregnancy.
By using a harm reduction approach—a framework that originally began as a
way to address substance use through a social justice and human rights lens [8]—
providers can empower their clients to make choices that work for them while minimizing their possible negative impacts. Harm reduction as a practice aims to
minimize any possible negative health, social, and/or legal impacts of different
behaviors, without limiting access to choices because they could have negative
impacts. This approach is informed by the belief that self-determination, health, and
wellness are human rights and that it is critical to meet clients “where they are at.”
This is especially notable in clinical settings, where the power dynamics usually
privilege the practitioner as the source of all knowledge; harm reduction reframes
the medical setting into one that is more collaborative and where the client’s expertise is just as valuable to their care as that of the provider.
In the spirit of Don McVinney—a pioneer in harm reduction work in the United
States—and his work on substance use, a way to conceptualize harm reduction as it
relates to sex is to move away from locating problems as existing within a person
and instead focus on the person’s relationship to an act or substance (such as sex)
instead. When patients bring up sexuality issues, successfully using this lens means

Do you want to have sexual and/or romantic relationships now or in
the future?
What types of intimate relationships are you interested in having?
Let’s brainstorm all the components that could be part of a
relationship with another person, such as non-sexual physical
touch, living together, special words for each other, sharing
finances, sexual activity, and more. Then, instead of putting them
all in the “relationship bag,” we go through each one and see how
and if you want to put it in your relationship bag. We can do this
process with various relevant persons in your life.

Choices around
relationships

Choices around
sexual identity

Conversation starters
What sexual experiences or behaviors are meaningful for you now,
or are you interested in being able to access in the future?
What pleasurable bodily sensations or situations are meaningful for
you now, or are you interested in being able to have in the future?
What ways could your choices around medical interventions impact
how you experience pleasure?
Are there specific actions or situations that help you feel affirmed
as your gender?
Are there ones that make you feel invisible, misunderstood, or
misgendered?
Are there behaviors or ways of relating to people (or your own
body) that you would want to explore if they had less of a gendered
meaning for you?
How do you identify your sexuality? What words do you feel are a
good fit, or even a partial fit?
What ways are you attracted to other people, if any?
Do you find your attraction is specific to certain characteristics,
genders, bodies, behaviors, something else?

Different topics
Choices around
physical body

Affirmation and exploration
Often, people are taught to think about sex, touch, and pleasure
within a narrow script. I prefer to think about these in an
expansive way that allows people to think about it in terms of
what works for them, in their context.
People experience pleasure in lots of different physical and
psychological ways, and it is an important part of overall health
and wellness. How people feel pleasure can also vary greatly
over time. It is not just about genitals!
Sometimes people attach a gendered meaning to specific actions,
and they may make us more or less likely to do them. Being
aware of what we move toward or away from (and how we feel
about that movement) can help us figure out where we might
want to see some change and where we are feeling good.
People can use lots of words to refer to their sexuality- like
straight, queer, kinky, demisexual, or dominant, among many
others.
Attraction can be felt as emotional, physical, intellectual, sexual,
or romantic, among others.
Who you are attracted to and how or how much you are attracted
to them can change over time and be influenced by many
different things, including stress and hormone levels.
You get to decide what kinds of relationships you want to be in,
and that can change over time.
Intimate relationships can include numerous ways of connecting.
For example, you can choose if you want to be: committed or
casual, monogamous or non-monogamous, or sexually active or
not.
We are often taught that relationships are a specific package deal
of behaviors, but what is in the package or “relationship bag” is
not the same for everyone, or every relationship.

Table 6.1 Approaches to starting a conversation about sexual and romantic needs and choices
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providers can listen with open and humble curiosity about the choices patients
make, the specific behaviors they engage in, the dynamics between them and a target behavior/substance/person, and both the benefits and risks of their actions. A
practitioner taking a harm reduction approach would want a client to have access to
any relevant medically accurate information (including possible negative impacts),
a non-judgmental space to consider options, and a wide range of resources relating
to their options. This practitioner would also clearly validate the reasons a patient
might want or not want to engage in sexual behaviors and relationships (e.g., trading
sex for money, a place to live, to avoid violence) rather than putting the reasons on
a hierarchy of “acceptable” and “unacceptable.”
Furthermore, if a patient is engaging in “risky behavior” that’s gender-affirming
or doing something like using illegal substances to help them access sexual pleasure, it is valuable for a clinician to ask about the function of those behaviors or
substances, and see what useful resources or experiences they are bringing to the
client. Thus, if looking for ways to reduce harm, a clinician can help their client
identify appropriate replacements that meet the same, or similar enough, needs
while reducing a client’s defensiveness and increasing the likelihood of them disclosing information more readily. In these moments, it is important that a clinician
attune to the values of the client and what they frame as important, rather than
imposing their values or definitions of safety and harm on the client. As a guide,
Table 6.2 offers conversation scripts and starters that highlight some of the similarities and differences between conversations that focus on risk management versus
harm reduction and beyond.
If and when a client is able to honestly voice their reasons for engaging in sex
that may be deemed riskier and the needs they are attempting to meet, a practitioner
may be able to provide referrals to other wraparound services, such as shelters, anti-
violence programs, food assistance, rehabilitation facilities, and so on, based on
what the clients’ stated needs are. If the youth is a minor, special referrals and considerations may need to be taken into account due to state mandatory reporting
requirements.

 orking with TGD Youth Across a Psychosocial Developmental
W
Framework
A psychosocial developmental framework can be used to organize sex-positive and
gender-affirming interventions with families of young children, and children and
youth from birth through early adulthood. A psychosocial framework supports a
sex-positive approach because it frames physical and sexual development as occurring within a dynamic exchange with external social forces. It broadly assumes
growth across the lifespan, that individuals contribute to their own development,
and values cultural context. However, there are limits to this framework’s alignment
with sex positivity. One limit is that a psychosocial developmental framework primarily describes development as a linear process defined by replicating dominant
ideals of what “successful” development includes. As a way of responding to this

Risk focused conversation
“You should use a condom each
time you have receptive anal sex to
prevent HIV infection.”

“Are you using condoms? Do you
use other devices during sex? Do
you have a process for consent?”

Sexual behavior or situation
Client does not use condoms
during receptive anal sex.

Client is into sex that involves
kink and is nervous or afraid
to disclose.

Harm reduction conversation
“Can you tell me more about how
you decide to use or not use a
condom during receptive anal sex?
What things might make it easier to
use a condom during receptive anal
sex?”
“What are your concerns, if any,
about having receptive anal sex
without condoms? I can share more
about things like STI risk, but I want
to make sure we focus on addressing
what feels important to you here.”
“There are a wide variety of sexual
activities. Can you tell me more
about what you do so we can talk
about reducing possible harm?”
“Depending on the kind of activities
you’re doing, and what your goals
are, we can figure out which harms
we might focus on reducing and
which ones don’t need to be
addressed as much or at all.”

“Many people enjoy kink, but do not bring
it up with their provider. Thank you for
sharing this with me so we can work
together to help you have pleasurable
interactions that minimize harm to you and
your partner(s).”
“If there’s any behavior you’re nervous to
disclose, I understand, and want to assure
you I’m not here to force you to do or stop
doing anything. Whatever you say is meant
to help me give you more relevant
suggestions for how to care for yourself.
Feel free to ask me any questions that
would make you feel more comfortable
sharing.”

Going further conversation
“While receptive anal sex can be associated
with greater risk for acquiring HIV, many
people do not use condoms. Some people
chose to accept that risk for getting
HIV. More recently, some people take PreP
daily to avoid acquiring HIV.”

Table 6.2 Sample scripts for starting harm reduction and sexual health conversations around some common sexual scenarios
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“Sometimes even people who do not
want to have sex or feel attraction do
end up having sex with others, or
sometimes even experiencing
assault. Have you had any sexual
experiences lately that may have put
you at risk for STIs, pregnancy, or
anything like that?”

“What kind of things are you doing
during masturbation or sex? Is there
risk of injury, bleeding, infection,
etc.?”

“Is this something you’re choosing
for yourself or is someone
pressuring you into it? Do you feel
you can say no to interactions?”

Client does not want to have
sex, and reports having no
sexual attraction to other
people or much of a sex drive.

Client reports they enjoy pain
during sexual activity.

Client reports they are
submissive to their partner.

“Is this something that you identify
as a problem? If yes, we can have a
discussion about it, but I don’t want
to assume it’s an issue. Furthermore,
I know preferences and behaviors
don’t always align, so if you are
engaging in sexual activity even
infrequently we may want to discuss
how to make that a safer experience
for you.”
“What types of behaviors have you
been learning about? Do you have
access to information about how to
keep yourself and partners as safe as
possible while exploring these types
of sexual play?”
“Can you tell me more about how
your submission relates to the ways
you have sex and negotiate consent
with your partner? That way we can
figure out health strategies that make
sense for your situation.”
(continued)

“Many people can find pleasure in intense
sensations during sex. Being aware of the
risks associated with different activities
makes it easier to have the experiences you
want while also taking care of you and your
partner(s).”
“Many people engage in power play with
their partners. What agreements or
boundaries have you and your partner made
around this power dynamic?”

“Sex drives and attractions can vary for
many reasons, and no one should be forced
into sexual activity they don’t want.
Whether or not you continue to feel this
way, I am here to help you figure out what
kinds of tools and resources fit your
situation.”
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Harm reduction conversation
“Can you tell me more about what
your concerns are about dental
dams? What might make it easier or
more pleasurable to use them?”

“What goes into your decisions to
not use protection?”
“Do you know other ways you could
reduce some of the risks that are
associated with unprotected sex? Do
you know about PEP and PrEP?
Would you like any more
information or to have a
conversation about whether that
could be a good choice for you?”

Risk focused conversation
“There are many infections that can
be spread through skin to skin
contact, so having oral sex without a
barrier is a risk though it is lower
than unprotected genital sex, for
example.”

“Having sex without protection puts
you at risk for STI transmission and
possibly unintended pregnancy if
that is biologically relevant. It would
be safer to use protection.”

Sexual behavior or situation
Client reports skepticism
about dental dams, or does not
want to use them because they
do not fit their or their
partners’ genitals properly.
(This is especially common
for clients assigned female at
birth who have had a
metoidioplasty and/or been on
testosterone for a long time.)

Client is having unprotected
sex and is at risk for STI
transmission.

Table 6.2 (continued)
Going further conversation
“Dental dams are sometimes challenging to
find or wear. If the issue is sensation and
fit, some people instead choose to cut up a
latex or nitrile glove for protection instead.
This would mean cutting the fingers
(except the thumb) off the glove and
creating a slit up the side where the pinky
would be. This opens up the glove and
leaves the thumb of the glove as a place to
put the [clitoris or other appropriate word
based on client preference] and provide
greater sensation as well as coverage.”
“Some patients are not concerned about
being exposed or being infected with STIs
and HIV. If that is your situation, we can
still talk about the benefits of regular
screening or testing to offer early
identification and treatment options for you
if you become infected.”
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Client reports having sex
while under the influence of
controlled substances or
chemicals that may alter their
judgment.

“It can be really unsafe to have sex
while using substances because they
can alter judgment. In some cases it
is not possible for someone to give
consent to sex if they’ve been using
substances.”

“What is going into your decision to
mix substances with sex?
What do you think the impact is on
you when you make that decision?
What things do you do to take care
of yourself while you are using
substances?”

“There are a few ways people can practice
safer sex if they don’t like using external
condoms. Have you ever used an internal
condom? Sometimes people like them
more than external condoms because you
can place them before beginning sexual
activity. Do you have access to body safe
lubricant? Using it on its own can reduce
the chance that an STI will be transmitted
if it is present, although using it with a
barrier offers the most protection.
“What do you appreciate and what do you
dislike about using substances or
chemicals? Are there other ways to get the
same effect that may be safer? Would you
be interested in brainstorming ways to still
have the benefits you enjoy, while
minimizing side effects and other risks?”

6
Sex-Positive Approaches to Educating, Supporting, and Listening to TGD Youth…
91

92

A. Manduley and K. Manser

limitation, providers might consider that there is huge variance and diversity in the
goals and outcomes for individual human development. We offer specific sex-
positive and gender-affirming suggestions for providers to consider using—with
clinical judgment in their specific developmental and cultural contexts—to reflect
the importance of nurturing sex-positive and gender-affirming clinical care for families, children, and youth.

 roviding Sex-Positive Care Across All Ages for All Types
P
of Providers
• Continuously work to be aware of implicit biases and regularly invest time to
build self-awareness around internally held prejudices, assumptions, and beliefs
about sexuality within a complex matrix of identities.
–– Resource for self-development: attend a Sexual Attitude Reassessment
(SAR)—an intensive multimedia experience to help members evaluate their
biases, values, attitudes, and feelings regarding a variety of sexuality topics.
This can help people identify what areas they need further training in, discover new issues they feel strongly about, recognize triggering topics they
may need support around, and more—all with the goal of self-knowledge and
application into work contexts.
• Seek to understand clients’ gender and sexual identities within their own cultural
context using a strengths-based, wellness, and resilience-focused framework,
while also understanding that it is normal and healthy for this to shift and change
over time. For many, disclosure about gender or sexual diversity does not occur
until well into adulthood, so it is important to ask patients of all ages.
• Support clients in connecting to others in ways that are functional for them, their
values, and their social context. This includes not assuming that romantic or
emotional interests must specifically precede, follow, or even be linked to sexual
interests.
• Make valid what is present in the moment and affirm possibility of that shifting
without leaning on or hoping for a later shift that makes the client more legibly
fit dominant societal narratives.
• Develop a trauma-informed clinical approach. Given the high rates of trauma in
the general population and especially TGD communities [9], it is essential to
incorporate knowledge about the impact of different forms of violence (including
emotional, financial, sexual, and so forth) on client behavior and clinical practice.
A trauma-informed approach can look like actively offering all clients choices
and self-determination in conducting conversations that include sexuality and
gender content. For example, giving clients tools and options to open or shut
down discussions that relate to their personal sexuality, gender, or body. This can
also mean explaining procedures before they happen and as they are taking place,
allowing for processing time for the client, reducing shaming language overall
(e.g., “STIs are bad or dirty”), paying attention to nonverbal cues that dissociation
may be taking place, offering information via various channels rather than just
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one (e.g., verbally, in writing, etc.), and asking questions like “Is there anything in
your history that might make this procedure or conversation challenging?” and “Is
there anything I could do to make this a more comfortable experience for you?”
• Screen for domestic violence holistically (including between housemates, relatives, past and present partners, etc.) and do not make gendered assumptions
about the existence or direction of possible violence. Center questions on a
patient’s feelings of safety, access to resources they need to live, their ability to
make decisions, others’ respect for their needs and boundaries, etc.
• Consider the overarching concept of diversity in gender and sexuality, which,
while commonly discussed in pediatric settings, is actually a part of our youth’s
generational and cultural experience at this time in the United States. Consider
that developing a clear and direct degree of honesty, transparency in communicating with youth about sexual diversity opens the door to improved patient-
centered care in areas that youth may not have formal or professional guidance.
When appropriate and developmentally relevant, allowing for frank conversations about diverse sexual identities and practices such as role-playing, BDSM
and kink, polyamory, asexuality, pansexuality, and other practices can be useful
to youth considering or already engaged in these practices. Opening the conversation to questions about consent, sexual boundaries, sexual violence, sexual
pleasure, as well as risks, addresses a fuller context of our youth’s experience and
reality, and encourages patient-centered care with a shared decision-making,
affirmation model. Providers need safe spaces to understand that sexual diversity
is real and is an important health topic to address. Open communication and
patient-centered care in these sometimes sensitive areas can work to build a
stronger, more authentic provider–patient relationship and access to practically
addressing more specific sexual needs and care.
• Resource Sharing:
–– The Center of Excellence for Transgender Health has developed a comprehensive set of protocols for primary care and gender affirmation for trans and
gender diverse people – http://transhealth.ucsf.edu/protocols
–– “The Body Keeps the Score” by Bessel van der Kolk
–– “Healing Sex: A Mind Body Approach to Healing Sexual Trauma” by Staci
Haines
–– “Adopting a Trauma-Informed Approach for LGBTQ Youth: A Two-Part
Resource for Schools and Agencies” – a digital PDF resource developed by
National Resource Center for Mental Health Promotion and Youth Violence
Prevention – https://healthysafechildren.org/sites/default/files/Trauma_
Informed_Approach_LGBTQ_Youth_1.pdf

Very Early Childhood (Birth–2 Years)
Most providers do not consider this an important developmental age to address
sexuality or gender development. However, an enormous amount of growth occurs
during this time, including the maturation of skills that parents bring to their
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parent–child relationship. Specifically, in the first couple years of life, children are
gathering and interpreting information about gender and sexuality as important
ways people are classified within their communities.
• Assess if clients’ social context includes engagement with people of diverse gender and sexual expressions.
• Support caregivers in awareness of and intentionality with gendered language, as
well as other options they may not have considered, such as gender-neutral terminology (possible even in heavily gendered languages such as Spanish).
• Introduce or reaffirm that while infants are often assigned a sex and gender at birth
based on parts and hormones, gender is an evolving concept that will develop over
time. For some children assigned gender at birth is consistent with their developing gender identity. For other children, gender identity may deviate from their
assigned gender at birth, and that gender diversity can be a normal aspect of
human development and important to support. It is also worth noting that some
may also learn that they have an intersex condition or difference of sexual development that can impact both their felt sense of gender as well as their body.
• Normalize for caregivers that it is typical for children to masturbate and explore
the pleasure potential in their bodies and genitals. Support caregivers in being
able to direct children to engage in these behaviors in safe, private spaces.
• Resource Sharing:
–– “InterACT: Advocates for Intersex Youth” developed a guide for providers
around how to provide affirming care for gender diverse youth – https://interactadvocates.org/wp-content/uploads/2018/09/interACT-Lambda-Legalintersex-hospital-policies.pdf
–– “Gender Spectrum” is an advocacy group that provides resources for both
parents and providers of TGD youth – https://www.genderspectrum.org/
explore-topics/

Toddlerhood (2–3 Years)
Toddlers are often in the process of learning how to categorize people and themselves based on their culturally contextual understanding of gender. At this age,
children begin to integrate language, concepts, and values as they experience a wide
range of explicit and implicit messages.
• With cultural humility, encourage caregivers to allow children to express preferences in clothing, hair, toys, and play. Acknowledge that while there may be
cultural expectations with a family or community setting to gender and/or sexuality, there is also a larger world beyond family that may serve as a resource to a
child who explores diversity in their gender and sexuality.
• Offer parents, family members, childcare providers, schools, and coaches opportunities to encourage experimentation with broader concepts of gender expectations,
with language and activities that open doors rather than narrow experiences.
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• Provide psychoeducation to caregivers around how to model bodily autonomy in
interactions with toddler (e.g., teaching caregivers to offer children choices
around physical contact that is not required for care, encouraging caregivers to
use and teach language so children can label their full body including their
genitals).

Early School Age (4–6)
Generally, this is the time frame when many children develop a firm sense of themselves as gendered beings. During this time, many children engage in gender-based
play and continue to expand their vocabulary and understanding of self in context.
• Provide information that uses medically accurate and culturally sensitive terminology in defining genitals as being distinct from gender and identity. Allow
youth to use terminology that may make discussions more, rather than less comfortable, with the explicit understanding that these substitutes are there to help
them be honest and accurate as well.
• Ensure caregivers know how to access and provide affirming messages about the
diversity of bodies regarding race, color, ability, size, gender, and age.
• Minimize absolute “gendering” of specific roles, tasks, and identities allowing
children to be exposed to a wide variety of activities and interactions. This may
occur both in homes and families, and in larger education, faith, sports and
activities centers. Identify key stakeholders in these groups and in your community who are willing to modify curriculum or agendas to support diversity.
• Suggest ways caregivers can intentionally model diverse relationships styles by providing access to inclusive and sex-positive books, social circles, and conversations.
• Resource Sharing:
–– “What Makes a Baby?” by Cory Silverberg is a fun, relevant to young children, accurate, and gender-inclusive book that helps adults and young children have conversations about reproductive health.
–– “Flamingo Rampant Press” is a small publisher of intentionally positive and
affirming children’s books for young people of all gender identities.

Middle Childhood (6–12)
During this stage, children are often interacting with peers outside of the family for
the first time in a meaningful way. This is an important developmental period for
children to develop an internal sense of pride in themselves versus inferiority.
• Advocate that children begin comprehensive and inclusive sex education before
puberty.
• Provide resources and education that frames consent as a complex process that
benefits when participants to have strong self-awareness and communication
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skills. Continue from previous discussions of body autonomy in the preschool
years to build verbal and physical strategies that youth may apply in situations
where they need to set limits regarding consent and autonomy.
Begin to engage young people who demonstrate critical thinking skills to consider what their sexual beliefs, values, and attitudes are and how they developed
them. Allow for time and open-ended discussions when confronted with questions that might be difficult to answer yourself. Model honesty and critical thinking when confronted with difficult questions or concepts from a youth.
Begin to provide education to caregivers and youth that frames sexuality as a
complex and multidimensional axis of identity. Introduce the concepts of human
and child development as ongoing, lifelong evolving understandings of self and
others. Introduce gender and sexuality as a normative aspect of all persons growing into adulthood.
Actively practice affirming, non-stigmatizing language to discuss a broad range
of relational and sexual communities, concepts, and practices including, but not
limited to, asexuality, consent, sexual boundaries, sexual pressure and violence,
safer sex practices, pleasure (as opposed to solely focusing on risk, and especially important when discussing holistic care and topics like masturbation), and
varied family structures and relational arrangements (e.g., monogamous and
non-monogamous, nuclear and extended, blended, etc.). For some, youth will
grow curious about sexual diversity at an early age and bring up topics like kink
and explicit sexual material as well. Thus, providers who understand these issues,
resources, and ways to explore discussions around them (including how to screen
for possible abuse as needed) may offer youth developmentally appropriate and
needed safe spaces for better understanding their own burgeoning sexuality and
that of those around them.
Assess if there is confusion or tension around either gender or sexual identity as
a part of every clinical assessment as a child moves into puberty. This might
include asking a youth to describe how they relate to or think about their body
currently, as well as what information they have and how they feel about any
expected or experienced sexual development.
Ensure that TGD youth have access to and receive adequate support in decision-
making around sexual health integrated into their overall healthcare plan. This
includes providing information on local mental health resources that support
gender exploration and affirmation, as well as medical providers who may offer
hormone blockers and gender-affirming hormones that might have an impact on
sexual functioning, desires, sexual self-esteem and gender-related concerns.
When discussing bodies, make information available about the range of appearances of secondary sex characteristics and genitals, including the realities of
intersex people and differences of sexual development.
Resource Sharing:
–– The Circles of Sexuality considered for TGD people. (http://forge-forward.
org/wp-content/docs/HANDOUT-circles-of-sexuality-eli-r-green.pdf)
–– “Sex is a Funny Word” by Cory Silverberg is an inclusive resource for children in this developmental stage about bodies, sexuality, and gender.
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Adolescence (12–18)
This is the developmental stage in which many youths are actively exploring different social contexts, identities, and roles. It is important to not pathologize this exploration, and to support youth in accessing safe ways to explore a multitude of ways
they could express and understand themselves. This is also a time when peer networks are vital, and some differentiation from the family will also likely occur.
• Treat youth as experts of their own journey with regard to social indicators of
gender. These can include using a youth’s preferred name as well as respecting
clothing choices, engagement in activities, and pronouns. Create a clinical context to demonstrate that their choices will be affirmed and respected whether they
are consistent and static, or evolving and dynamic. Identify yourself as a non-
judgmental and supportive adult who is comfortable discussing and has information about diverse gender and sexuality issues. Present yourself as a safe and
respectful clinician who may offer education, resources, and benefits for the
many ways youth experience gender and sexuality.
• Assess if youth have regular access to accurate, sex-positive discussions at home
and at school. What sort of sex health education has that youth experienced? Did
it offer helpful information? Was it stigmatizing or traumatizing in the context of
their individual experience?
• Assess if youth have regular access to safe contexts and relationships to explore
gender and sexual expression.
• Support ability to assess safety and make self-valuing choices as youths’ independence and mobility increase by providing clinical opportunities for TGD
youth to assess safety. Discuss approaches to disclosure of a diverse gender or
sexual identity, and develop resiliency around fear of both anticipated and actual
range of outcomes.
• Help youth consider how, if, and what forms of physical and emotional intimacy
can affirm their gender and sexuality (e.g., does a particular sexual act or language for their body parts make them feel seen as their gender, does a particular
form of verbal affection make them feel more or less cared for, etc.). Alternatively,
help youth identify what forms of intimacy may be at odds with their gender
experience.
• Ensure sexually active youth, including youth who are sexual with self, have
access to relevant and a broad variety of safer sex supplies and interventions
including barriers, body safe lubricants, masturbation aids, and pleasure-
inclusive sex education.
• Assess if youth experience any types of dissociation when they are engaging in
sexual activity. Have an awareness that TGD youth are more likely to interact
with their bodies and sexual encounters as being connected to fear, danger, or
trauma while also exploring if there are ways their body or sexual practices bring
them pleasure and increased possibility of connection and joy.
• Listen to possible concerns around if “they are normal” or “if other people feel
like this” and help normalize the wide range of human sexual experience, espe-
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cially for youth that may be clearly identifying as TGD or on the asexual spectrum. Connect these youth to relevant resources about these questions and peer
support networks as appropriate so they can combat feelings of isolation and
increase feelings of social connectivity.
Incorporate the topics of pleasure and a sense of well-being into discussions of
sexual functioning, gender identity or expression, and even topics such as stress
management.
Help youth develop discernment and analysis skills to evaluate the sometimes
tangled feelings of unhappiness, discomfort, pubertal distress, emotional dysregulation, body or gender dysphoria, etc., as sometimes many varyingly rooted
concerns may be lumped together into somatic complaints or short statements
about discomfort with their bodies. This often means asking clarifying questions
about what and how things feel “bad,” what sorts of things have helped, and why
they think that might be, as well as asking how they usually experience emotions
such as fear, anger, and sadness.
Ensure that youth have support in decision-making around medical care that
includes information about how choices to access gender-affirming medical care
could impact their body, relationships, and sexual functioning, in both positive
and challenging ways in both present and future.
Resource sharing:
–– “Coming Out as You!” A digitally available zine from Trevor Project: https://
www.thetrevorproject.org/about/programs-services/coming-out-as-you/

Early Adulthood (18–26)
Youth in this stage generally have a similar level of basic information as adults, but
often have not developed the psychosocial, experiential, or emotional maturity to
use this basis of information to realistically consider the more nuanced or long-term
impacts of their choices, especially if there are issues that have slowed or arrested
their development. Again, this sex-positive inclusive care will also help providers
not to forget to routinely offer anticipatory guidance for patients with cognitive
delays, physical limitations, and other complex medical conditions.
• Deconstruct the narrative that bodies are either sexually functioning or sexually
dysfunctional within your clinical interactions. Instead, focus on what types of
sexual and sensate experiences and capacities a person is invested in having in
their lives. Help patients understand that different sources of messaging may
have informed those desires, and support people in thinking expansively about
how to realistically access these interests.
• Continue providing support for building experience in assessing safety. This
includes resilience around disclosure around gender or sexual identities, especially when navigating connections via technological means such as dating apps.
• Support TGD youth in communicating with their partners using emotional literacy and understanding of how trauma can present during sexual encounters so
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neither partner incorrectly interprets a TGD person’s shame, or reluctance to
engage in certain sexual acts, as a rejection or relating to their worth as a sexual
partner.
Do not assume that people develop asexual or aromantic sexual identities in
response to trauma. Instead, use curiosity to unpack if there are unconscious connections you might be assuming. Clinicians should always assess for, but never
assume, a TGD young person has experienced trauma. Instead of always seeing
asexuality as a static orientation, explore what the function of the identity might
play in that person’s life.
Help clients think through what sexual terminology feels pleasurable, affirming,
or fun and creative ways they can communicate that to any relevant partners.
S. Bear Bergman and Tobi Hill-Meyer are good resources for this, and the poem
“How To Make Love To A Trans Person” by Gabe Moses can be an artistic way
to engage an older youth on this topic.
Share narratives and other resources, including ones that provide TGD-specific
sexuality education and how-tos, that can help a client see themselves reflected
in media and understand the myriad ways TGD people can experience relationships and pleasure.
Resource Sharing:
–– “Nerve Endings: The New Trans Erotic” edited by Tobi Hill-Meyer.
–– “Mira Bellwether’s sex-positive zine focused on sex with trans women”
–– “Girl Sex 101” by Allison Moon
–– “Trans Bodies, Trans Selves” Edited by Laura Erickson-Schroth
–– The Kink Clinical Practice Guidelines Project (www.kinkguidelines.com)
which is an ongoing endeavor spearheaded by a diverse team of health professionals to create and regularly update best practices and guidelines for working with people who are interested and/or involved in kink, BDSM, and/or
fetish eroticism.
–– Guides to safer-sex for trans men or trans women - https://www.tht.org.uk/
hiv-and-sexual-health/sexual-health/improving-your-sexual-health/sex-transman AND
https://www.tht.org.uk/hiv-and-sexual-health/sexual-health/
improving-your-sexual-health/sex-trans-woman
–– There are many ways to use sexual enhancement devices to support people in
having gender-affirming sexual experiences, or being able to access a specific
type of physical pleasure or orgasm. For more information, visit The Center
for Sexual Pleasure and Health at www.thecsph.org.

Conclusion
The discussions and resources in this chapter are a helpful starting place for clinicians beginning to develop a comprehensive, sex-positive clinical approach for
patients of all genders and sexualities across the lifespan. In order to effectively
integrate sex positivity into their work with TGD youth, it is essential that providers
engage in an ongoing and dynamic process of building awareness of self and values
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around sexuality. As with other aspects of clinically engaging with vulnerable and
disadvantaged populations, understanding how our personal lens affects our professional care, as well as recognizing and valuing the patient’s individual experience as
most relevant to care, is helpful in building trust and offering patient-centered services. It would never be possible to have expert knowledge on every sexuality topic
that will be relevant to clients’ care, just as each client will come with an individual
and unique experience of their sexuality. However, by doing the work to approach
all conversations about sexuality from a place of curiosity and humility, and to offer
options for care that respect diversity, providers can provide a clinical context that
supports TGD youth in accessing the sexual health care that responds to their unique
and individual needs. As sexuality is an important aspect of human development
and can so greatly impact overall health and safety, it is important that all providers
consider how to best listen to their patients and engage in sex-positive counseling
across the lifespan.
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Patient-Centered Care: Providing Safe
Spaces in Behavioral Health Settings
Alison M. Jost and Agnieszka Janicka

In my early professional years I was asking the question: How can I treat, or cure, or change
this person? Now I would phrase the question in this way: How can I provide a relationship
which this person may use for [their] own personal growth? – Carl Rogers

In the United States over the past couple of years, heated cultural debates have
emerged over the existence of safe spaces in academic settings, particularly on college campuses [1–3]. LGBTQ students, students of color, and other historically
oppressed groups have argued for the importance of metaphorical and physical
spaces free from bias, marginalization, and acts of aggression. As the continued
creation of such spaces in schools and elsewhere becomes threatened, it becomes all
the more important to understand the need for and purpose of these spaces in clinical settings.
The power of a safe therapeutic space cannot be overstated. For many of our
transgender and gender diverse patients, whose days are regularly marked by parental rejection [4–7], peer hostility [8–11], and minority stress [12–15] (to say nothing
of the internalized transphobia many carry on their own [16]), the clinical space
may be the only place where they are met with acceptance and validation. As physicians, therapists, and other care providers, we are in a unique position to create a
refuge for patients who otherwise are met with chronic rejection.
Through our work with over 200 transgender and gender diverse patients, we
have found that there are certain crucial elements to creating patient-centered spaces
that are safe and affirming in a meaningful, sustained way. Through a developing
case study, we will explore some of the components that are essential to creating
such spaces. As the case unfolds, we will pause to discuss important considerations
for the transhealth provider.
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“ Tell Me Your Story” – The Importance of Taking Patients
at their Word
A 13-year-old asserting female, natal male, Sophie, is brought into a psychiatric outpatient
clinic by her parents, who are concerned about her recent pronouncement that she is a girl.
A few months ago, at the start of 8th grade, she asked others to call her Sophie, began using
female pronouns, and grew her hair long. Her parents explain that up until recently she had
never shown any interest in “girly” things, and that it was only after she began watching
YouTube videos posted by a transgender girl that she came out as trans herself: “We’re worried,” they say. “We think she’s acting out. This has to be some kind of phase.” At the start
of the interview, Sophie is tearful as she says, “My parents don’t believe me. My doctor
doesn’t believe me. I don’t know how to explain it to them.”

Regardless of our particular discipline, as practitioners we are trained to approach
cases with a certain critical curiosity. What is happening beyond what we see on the
surface? Are we missing something? Is the patient telling us everything? This sense
of scrutiny can be further heightened when we are talking to a child or teenager. The
patient is so young, we find ourselves thinking – how can they possibly know what
they are feeling? What if they change their mind? While a critical mind is essential
to being a good clinician, when expressed with an air of paternalism, it quickly
becomes antithetical to creating a validating and safe space.
Think for a moment about how any of us feel when we are met with doubt or
skepticism in a clinical encounter. Meeting a doctor or practitioner who fails to listen to us, or who seems unconvinced by our story, is unpleasant at best and traumatic at worst. It certainly does not lead one to want to go back to that clinician. And
think, too, of the powerlessness one feels as a child when faced with an “all knowing” adult whose stance is that they know more and best – the invalidation of these
moments can create wounds that last a lifetime. Add to this any number of other
power differentials [17] – race, class, education level, able-bodiedness, cis-
privilege – and we quickly begin to see how we, as care providers, hold a potentially
enormous amount of power that demands great care and attention. In short, it takes
time to create a safe, validating space for our patients, and only a moment for one
raised eyebrow to take it all away.
Our first duty as transhealth providers, then, is to truly listen to the patient’s
story – and to take them at their word [18]. Our starting position is that the patient –
not us, not their parents [19] – is the expert on their own thoughts and feelings.
Certainly, we take the thoughts and observations of these other people into careful
consideration, but we look first to the patient about what they are experiencing. But
what does taking a patient at their word look like in actual practice?
Let us return for a moment to the case of Sophie, who, like many of our patients,
feels doubted and misunderstood. We see it all the time – even loving and well-
meaning people in a patient’s life regularly ask “how do you know you’re really
trans?” or “are you sure you’re not gay?” or will tell a child or teen that they are
“just going through a phase” or are “confused” or suffering from other mental health
issues. Because of this, by the time they come to our office, many patients, especially adolescents, feel pressure to prove their gender identity to us as providers.
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In our practice, we aim to take away this pressure by first attending carefully to
the therapeutic tone and language we use. Whether sitting with a young child or an
older adolescent, our presence should be empathic and accepting. Statements meant
to elicit information should be inviting rather than questioning. Instead of asking
Sophie, as her parents and doctor have, “how do you know you’re trans?” we might
instead say any of the following: “Would you mind telling me about your story?”
“What would you like for me to know about what you think and feel?” or “What
don’t people in your life understand about what you’re going through?” In Sophie’s
case, once she knows that it is not her responsibility to prove anything to us, the
hope is that her story will unfold on its own terms, authentically and without being
unduly influenced by other people’s needs or agendas.

 onoring Diversity of Gender Experiences and Ambivalence
H
about the Gender Affirmation Process
As the initial meeting with Sophie continues, she shares more: “My parents don’t think I’m
trans because I was never girly when I was younger. But when my body started changing
last year, everything felt wrong to me. Not just uncomfortable, but wrong, like this isn’t the
body I’m supposed to have. But they say trans people know they’re trans when they’re super
young. Maybe I should just tell them I always knew so that they’ll finally believe me.”

For too many of our patients, there is little if any room outside of the therapeutic
space to voice questions or ambivalence about their experience of their gender or
the gender affirmation process. Because their stories are regularly doubted or challenged by parents [19], other family members, peers, teachers, or the larger community, it is entirely understandable that they do not share the parts of their
experience that might invite further scrutiny and skepticism. As a result, patients
like Sophie, fearing they will not receive the gender-affirming treatment they need
unless they can convince us of their experiences, often initially downplay or deny
any understandable ambivalence they might have about what they are going through
and where treatment might take them.
We believe that a safe therapeutic space allows for two things: first, it recognizes
the wide variety of gender experiences among individuals, and appreciates that narratives of gender incongruence will be different from person to person. Second, it
honors the fact that individuals can be certain about their gender identity while also
experiencing ambivalence about various aspects of gender affirmation. Let us
address each of these points in turn.
Some patients understand from a very early age that their sex assigned at birth
does not match their internal sense of themselves, and they are insistent, consistent,
and persistent about this gender mismatch from childhood onwards [20]. For other
patients, though, their gender identity journey is much more gradual, and they do
not identify as transgender until adolescence or adulthood. We have worked with
many patients who, like Sophie, showed no signs of gender incongruence until
puberty, when they developed secondary sex characteristics. And we have worked
with adult patients who say they always struggled with the knowledge that
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something was “different” about them, but who, until recently, never had the concepts or language to express that this difference was rooted in gender incongruence.
A safe therapeutic space makes clear to patients that their stories do not have to fit
one particular mold, and that the process of transition is different for every
individual.
Many of us know that life transitions, even good ones, can be a major source
of stress for people. Starting a new job, getting married, moving to a new town –
even while we welcome these events, we can simultaneously feel overwhelmed
or unmoored by them. While the parallel between these events and the process of
gender affirmation is not perfect, this latter series of events often comes with a
natural mix of excitement, relief, hope, uncertainty, trepidation, and many other
emotions. Patients regularly deal with uncertainty about all manner of aspects of
their transition – when and how to come out as transgender to family, friends, and
peers; how to cope if and when they face rejection; whether to begin puberty
blockers or hormones. Oftentimes, especially for adolescents, these decisions
come with excruciating trade-offs – the choice to live a life that is authentic to
oneself can, for instance, spell the loss of everything from parental approval to
more tangible things like financial support and even housing [21, 22]. We believe
that a safe therapeutic space honors the ambivalence that is likely to arise in the
face of such difficult choices. One of our roles as clinicians is to help patients
navigate feelings of ambivalence so that their transition, should they choose to
move forward, is authentic to themselves and reflective of their hopes, goals, and
needs.

 aking One’s Time: Embracing Complexity and Sitting
T
with Diagnostic Uncertainty
During the early stages of treatment, Sophie and her parents provide the following additional information: Aside from her recent pronouncement of being transgender, she has a
history of anxiety that began in early childhood. From the time she was quite little, she
would become highly distressed by changes in her routine and has always had intense interests. At age 10, after her younger sister died following a 2-year battle with leukemia, her
anxiety worsened and she attended outpatient therapy for about a year. Although her anxiety has not been an issue lately, she and her parents both note that over the last year her
mood has been down, she no longer socializes with the couple of friends she has, she sleeps
a lot after school, and her grades have fallen. In addition, she is barely eating and has lost
15 pounds in the past 2 months.

In a behavioral health setting, it is the rare patient who comes through our doors
with a “neat,” straightforward presentation of gender dysphoria. More often, patients
come to us in crisis and with multiple presenting issues – severe depression, anxiety,
self-injurious behavior, a trauma history, few, if any, social supports – all in addition
to gender-related distress. The urge to “figure out” what is going on can be quite
strong, particularly for practitioners trying to select the most appropriate and effective psychiatric medications. This urge is often heightened by the fact that many
parents are desperate for answers about what is happening with their child, and they
are looking to the clinician to provide them.
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In a case like Sophie’s, the various differential diagnoses can feel almost dizzying.
Based on what is known so far, a clinician open to all possibilities would consider
everything from a major depressive episode, to a complicated grief reaction, to an
autism spectrum disorder, to an eating disorder like anorexia, all in addition to gender
dysphoria. Her lack of eating and weight loss alone raise various possibilities: Is this
a classic neurovegetative symptom of depression? Or perhaps this is anorexia, and
she is purposely restricting her food intake to avoid weight gain. Or perhaps what
looks like anorexia is not driven by a fear of becoming fat in and of itself, but rather
by a fear of entering further into puberty. By restricting her food intake, she can stave
off developing further secondary sex characteristics, thereby lessening the intensity
of her gender dysphoria. All of these would be reasonable suppositions, and nothing
but time and more information will bring greater diagnostic clarity.
To those ends – taking time and obtaining more information – we rely on the
strength of the therapeutic rapport to ensure that patients return to us beyond the
first clinical encounter, and allow us to obtain collateral information from other
relevant sources. Indeed, because so many of the cases we see are highly complex,
the information obtained from a patient’s parents, primary care physicians, past
therapists, and even teachers and other relatives can be invaluable in trying to determine the diagnoses and best course of treatment. Where Sophie’s parents state that
she has never expressed ambivalence about her gender before, for example, a past
therapist or teacher might have observed otherwise.
Learning to sit with and even appreciate diagnostic uncertainty is not always
easy, but there are several reasons to build tolerance for this. First, so many of these
cases, especially in a psychiatric setting, are highly complex. Even cases that initially seem rather straightforward often end up being more nuanced over time. The
more we come to expect this, the less daunting the work will be. Second, given that
our patients are dealing with uncertainty all the time – what is happening to them?
Will their parents and peers accept them? Will they “pass?” Are they safe to move
about in the world? – it can be highly therapeutic for us to model what it looks like
to accept that we do not always have all of the answers, and that uncertainty, while
uncomfortable, is not something we must avoid.
Importantly, taking time to conceptualize a case does not necessarily mean taking the same amount of time to provide various indicated treatments, including
puberty blockers and hormones. Full control of depression, anxiety, and other
symptoms may not be possible in the context of significant gender dysphoria.
Careful consideration of each condition and the interconnections among them is
necessary in determining treatment, and often cotreatment of multiple conditions is
necessary (for example, puberty blockers, antidepressants, and psychotherapy).

Fostering Future Orientation
As Sophie progresses in weekly outpatient psychotherapy, the extent of her depression
becomes increasingly apparent. Although she makes clear that she would never commit
suicide – “I’d never do that to my parents” – she endorses feeling chronically passively
suicidal – “I wish I could go to sleep and never wake up. It’d be easier. I don’t really care
what happens to me.”
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Suicide is a major mental health concern among transgender children and adolescents [23].The rates of prior suicide attempts in transgender adolescents and
young adults have ranged from 9% up to 30% [24–30]. It is critical that clinicians
regularly monitor the nature and intensity of any suicidal ideation they observe in
their patients. This should be done through the ongoing use of standardized assessment tools [31, 32] and through discussions in sessions with patients and their
parents. But once a clinician has determined to the best of their ability that a patient
like Sophie is not at risk of imminent harm, the task of getting treatment “off the
ground” can feel equally challenging. How does one move treatment forward when
a patient is mired in hopelessness and apathy? There are no easy answers to this
question, but in our experience, one function of a safe therapeutic space is to enable
a patient to identify the various factors that cause them to feel stuck in the first
place. To an adolescent like Sophie, for instance, we might ask, “What seems easier about going to sleep forever? What wouldn’t you have to face?” The point here
is not to overemphasize the sources of a patient’s hopelessness – in fact, the temptation as providers is often to rush past these topics because they make us feel so
powerless – but to understand the causes of pain and despair in order to work
through them.
For many of our patients, feelings of hopelessness emerge with particular intensity during puberty. If puberty is an uncomfortable time even for cisgender adolescents, then for transgender and gender diverse teens, this is a time when dysphoria
often reaches unbearable levels. For some, like Sophie, it is not until the relative
androgyny of their prepubescent body begins to disappear that they first express to
others how “wrong” their developing bodies feel [33]. Understandably, many teens
feel that the loss of control, confusion, and helplessness they feel during puberty is
how they will always feel. We believe that another crucial function of a safe space
is to make it easier for patients to access an imagined future where some of the
issues they are dealing with now are resolved, and where they inevitably have more
control over their lives [34].
To these ends, the therapeutic space becomes one in which a patient can explore
what a future living their authentic self might look like. The clinician encourages
this process by asking such questions as, “ If you could totally be yourself, what
would you look like? What kinds of things would you be doing? Who would you be
with? Where would you live?” For patients whose parents do not provide permission for puberty blockers or hormonal treatment, it can be empowering to identify
the possibilities that will be available to them when they are of legal age to make
medical decisions. When this is many years off for a patient, the clinician can help
extend the safety and hope of the therapeutic space by connecting the patient to
local LGBTQ youth support groups, which can serve as a lifesaving reminder that a
patient is not alone in their experience. If resources in the community are lacking,
clinicians themselves may bring patients together for group therapy sessions that
are adjunctive to individual psychotherapy.
Ideally, imagining a better life with the patient focuses on the near- and long-
term future, addressing the real challenges of the present, while enabling the patient
to see that these challenges are not permanent or insurmountable.
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After four months in therapy, and with the addition of an SSRI, Sophie’s depressive symptoms are gradually lessening. She no longer reports feeling passively suicidal, her appetite
has improved, and she is engaging in schoolwork once again. She has begun attending
afterschool activities at an LGBTQ community center, and she and her parents have
attended several family therapy sessions. She has also met with an endocrinologist to discuss starting hormonal treatment. When asked about her progress in treatment, Sophie puts
it this way: “I still have good days and bad days. It’s not like everything is suddenly great
or perfect. But at least now I care if I live, and I want to live, because there are things I want
to do in the future. That’s a good feeling. It keeps me going.”

Conclusion
The approaches that we have outlined above are not new or revolutionary. They
have been the mainstays of good psychotherapy for many decades now. But too
often, because these cases can be confusing, complicated, uncomfortable, and full
of urgency, we forget to ground ourselves in what we know. We know, because we
have had the privilege of seeing it time and time again, that creating safe therapeutic
spaces can make all the difference for a struggling transgender or gender diverse
child or adolescent. When a patient knows that they will be taken at their word,
when they hear that it is okay to feel ambivalent about certain aspects of transitioning, and that their story doesn’t have to fit one particular mold, when the complexity
of their struggles is honored and given room, and when they can imagine and take
steps toward a better future, then at least they have one space in the world that is safe
enough to be authentically themselves. From there, many things are possible.
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Primary Care
Jaye Watts and Chelsea Graham

Objectives
1. To illustrate primary care as a key model for the delivery of health care for
gender diverse individuals. This includes an interdisciplinary, patient-centered
medical home, practice management, care coordination, and electronic health
records.
2. To describe the elements of primary care for transgender youth, including preventive health and screening: substance use, depression and anxiety, vaccines,
contraception, sexual health, education, and home safety.

Primary Care: An Important Healthcare Delivery Model
Gender-affirming care is primary care. The World Professional Association for
Transgender Health (WPATH) supports primary care providers (PCPs) as a
cornerstone in healthcare delivery [1]. PCPs are charged with providing a holistic,
comprehensive assessment and longitudinal approach to care plans. Becoming
familiar over many years, with both a youth and their family, allows for patients
and providers to create a therapeutic, trusting relationship. Establishing a strong,
respectful relationship between patient and provider is critical to improving longterm transgender health outcomes. The US Transgender Survey (USTS) reports
that 33% of people who saw a doctor in the last year had at least one negative
experience and 23% did not seek health care for fear of being mistreated [2].
PCPs are the pillars of community-centered, patient-responsive care, in that they
promote and ensure physical and emotional health as well as social well-being. PCPs
should model acceptance, affirming language and destigmatize transgender/gender
diverse (TGD) identities for both patients and parents. It is essential for the PCP to
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develop a nonjudgmental partnership that equally affirms the experiences of both the
patient and their parents [3], given the important role of parent support in improving
TGD youth health outcomes. High-quality, knowledgeable, respectful medical care is
essential to building a strong partnership with all patients, including gender and/or
sexual minority patients.
PCPs offer anticipatory guidance in addition to providing gender-affirming care,
but both are clearly complementary and build upon each other in promoting
long-term reduction of morbidity and promoting healthier outcomes. Transgender
individuals face additional barriers to long-term positive health outcomes and are
less likely than their cisgender peers to have their preventive care needs met [4].
A trans-competent PCP can thus promote general preventive health care and quality
of life, as they support their patient’s gender identity and offer broad-based gender-
affirming options for care.
PCPs who provide anticipatory guidance to children, adolescents, and young
adults offer a paradigm of screening and early intervention in regard to a wide variety
of pediatric health issues, including family connectedness, peer and school engagement, safety, nutrition, substance use, sexual development, and mental health concerns. This model, the HEADSSS (Table 8.1) wellness and risk screening exam,
forms the basis for youth wellness visits and can provide young people who are
questioning their gender identity an opportunity to confide in their providers from an
earlier age. This format creates a safe space because patients are given permission to
talk about a wide variety of sensitive subjects. Thus far it appears that earlier identification and support may reduce internalized stigma and psychological distress [5].
When youth disclose a TGD identity to their families, a family’s first inclination
may be to reach out to their primary care provider for information and support.
Providers who have a well-established relationship with a family already have some
degree of familiarity and trust and can offer a wonderful opportunity to model careful listening and acceptance for families. Parents most often want to help their children and have fears about their safety, health, and well-being in general that can be
escalated when a child discloses that they are TGD. PCPs can reassure caregivers
that listening carefully to their child, accepting and loving the authentic child, and
following a child’s lead as they explore and learn more about their unique gender
identity is critical to all children’s healthy development. PCPs who incorporate a
gender history in their patient interview and care for all of their patients, cis or trans,
promote honest discussions about healthy human development that can move both
children and families toward acknowledgment, acceptance, and even celebration of
a youth moving toward an increasing independent and healthy development.

 ender-Affirming Preventive Health, Development,
G
and Risk Assessment
Primary care providers play an integral role in preventive health, and health maintenance for all youth, including our gender diverse patients. WPATH supports primary care providers as a cornerstone for accessible, comprehensive healthcare
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Table 8.1 HEADSSS screening tool for adolescent and young adult anticipatory guidance for
gender diverse youth
Home

Education/
employment

Activities

Drugs/
substance use

Safety

Suicide/
mental health

Sexuality

Who do you live with? Tell me about your family.
Who have you disclosed to in the home, family setting?
Do you have family support?
If not biologic family support, who is your family of choice?
Are you in school, which school? Are you disclosed at school to: friends, all
students, faculty/staff?
What grade are you in? How is school/work going? What grades do you get?
How do you get along with your peers? What types of supports are offered
for TGD students? Who is a good point of contact for support?
Any bullying?
Future goals?
Tell me about your friends. Who are you disclosed to? How did you disclose
and how are your friends supporting or not supporting you?
What are your interests? What do you do for fun? Are you engaged in any
LGBTQ+ support or activity groups at school or in your community?
How much screen time are you using? Do you have an online presence and
online TGD friends and contacts that you go to for support and information?
Many young people experiment with drugs. Have you or your friends tried
anything (tobacco/alcohol or illicit substances)? This also includes drugs not
prescribed to you or hormones not prescribed to you. It is helpful for me to
know, not to judge you, but to have an idea of what your exposures and risks
might be (i.e., framing why for sensitive questions)
Do you have any history of trauma? This may include bullying, child abuse,
domestic or dating violence.
Are you currently experiencing trauma? This can be emotional, physical, or
sexual.
Have you ever felt pressured or pushed to have sex? Have you been in
situations where you feel physically unsafe? Where/what are these situations?
Have you ever struggled with depression and/or anxiety?
Have you ever tried to harm yourself? How have you tried to hurt yourself?
Have you ever thought about dying or not being alive? Have you ever
fantasized about hurting or killing yourself?
Have you ever tried to commit suicide?
Have you ever been hospitalized for your mental health?
What kinds of people are you attracted to (sexual orientation)?
Are you in a relationship, romantic, sexual, or other?
Do you have any sexual partners? Tell me about them (their sex and gender).
How many partners have you had? In the past six months? In the past year?
If sexually active, what parts of your body do you use for sex? This helps us
to better screen for sexually transmitted infections (i.e., framing)
Have you ever been treated for an infection from sex?
Have you ever been pregnant or involved with a pregnancy?
Do you want to be pregnant now or in the future?
If not, what do you do to protect yourself from infection and/or pregnancy?
Have you ever exchanged sex for money, drugs, a place to stay, or anything?
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delivery [1]. There are a variety of online resources for primary care providers to
deliver trans-sensitive and relevant primary care for their gender diverse youth and
adult patients [6, 7]. As with their cisgender peers, TGD children and adolescents
should be comprehensively screened and offered information about healthy
decision-making and behaviors. Primary care services for all youth include vaccinations, contraception, family planning, sexually transmitted infection (STI)
screening as well as promoting and ensuring physical, emotional, and social
well-being.
When taking a complete medical and psychosocial history for youth, it should
include a gender history. Not all youth who have questions about their gender will
present with that chief complaint. Instead, they might show signs of depression or
poor school performance or engage in risky behaviors because they are struggling
with their identity [8, 9]. It is important to ensure confidentiality and ask these
questions separately from the caregiver, as is done with the HEADSSS exam
(Table 8.1). We recommend taking a gender history from an early age. You may
present the question like this, ‘For many youth, their gender and sexuality is an
important part of their identity. Have you ever had questions about your gender
identity?’ In well child checks, the clinician can start asking patients and their
families about gender as early as age 3. Initial questions for the patients and their
parents may be about child play, friends, hairstyles, and dress preferences. The
earlier providers ask, the less likely they are to miss key developmental stages.
Taking a gender history on all children and adolescents not only helps to recognize
gender diverse youth, but it normalizes conversations about gender and plants
seeds for future allies.
Another crucial piece of anticipatory guidance for adolescent development that
primary care clinicians can address is puberty. When discussing puberty with youth,
ask people how they feel in their bodies. Ask questions such as, “What do you like
about your adolescent developing body and self; what do you not like?” This allows
the clinician to capture youth who may be experiencing gender dysphoria as secondary gender characteristics begin to declare themselves physically. Timing is
important because the risk of suicide, depression, and self-destructive behaviors for
TGD and all youth increases with puberty [9]. Identifying gender dysphoria at this
stage can be lifesaving.
PCPs have the option to offer appropriate referrals to mental health and medical persons who specialize in gender. These gender experts can recommend a
variety of puberty suppressing endocrine therapies if the person is in early puberty
(i.e., tanner stage 2). PCPs are increasingly able to start hormone therapy themselves in many primary care settings, given an increase in education and training
opportunities in medical school, residency, and continuing medical education settings [1, 10]. For prepubertal youth who are considering social transition, no medications or interventions are required other than the primary care provider
supporting their parents in creating a gender affirmative space to explore their
gender identity with completely reversible efforts via dress, hairstyles, name, and
pronouns [11].
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Primary Prevention
Primary prevention and anticipatory guidance for TGD youth follow guidelines for
cisgender peers with the caveat that screening should take into consideration current
hormone therapy and anatomy. As with their cisgender peers, TGD youth should be
offered early childhood vaccines as well as vaccines during the adolescent years
including the following: tetanus, diphtheria, and pertussis (Tdap), human papillomavirus (HPV), hepatitis A, and meningitis. For all adolescents, the HPV vaccine is
recommended, as early as age 9, and at least by ages 11 or 12, prior to sexual debut.
The HPV vaccine may prevent some oncogenic strains of HPV from oral, rectal,
penile, and cervical cancers. It is currently offered as a two-dose series before age
15, and a three-dose series now extended into later adulthood. Adolescents may be
tested for immunity or offered the hepatitis A and hepatitis B vaccine series to prevent transmission of these food- and fluid-borne diseases. MenACWY, one of the
meningococcal vaccines, is recommended for all youth. MenB, the other meningococcal vaccine, can be offered based on an individual basis with the target ages
between 16 and 23 years. All patients should receive the annual influenza vaccine
[12].

Home
All adolescents should be asked about their living situation to assess safety in
their home environment. In one survey, 32% of youth in homeless shelters left
home because of emotional, physical, or sexual abuse. In this cohort, approximately 45% ran away or were rejected from home because of their sexual orientation or gender identity. Parental rejection has been shown to lead to
homelessness and increased risk of suicidality [13, 14]. The evidence seems to
consistently demonstrate that even small decreases in parental rejection offer
youth protective long-term health outcomes against depression, suicide, and
substance use [15, 16].
Transgender and gender diverse individuals are especially vulnerable in the areas
of housing insecurity, with subsequent implications for health and well-being. The
USTS 2015 survey reports that TGD individuals are overrepresented in homeless
populations. Thirty percent of respondents report experiencing homelessness at
some point in their lifetime and 25% of respondents who reported being homeless
in the past year report avoiding shelters due to safety concerns [2]. Because of these
housing and financial disadvantages, TGD individuals are more at risk for needing
to rely on sex work for economic security, trading sex for shelter, food, or substances of abuse [17]. TGD persons may experience higher incarceration rates
related to these deficits in home support, economic and educational engagement, as
well as traditional system safety nets. Providers should be aware that social safety
net resources to which you refer cisgender patients may not be safe or appropriate
for transgender individuals.
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Education
School and social settings are an important part of socialization and identity formation
for all youth. A nationwide internet survey conducted by the University of Connecticut
and the Human Rights Campaign showed that 73% of lesbian, gay, bisexual, transgender, and queer (LGBTQ+) students received verbal threats because of their identity
[18]. Bullying is even more prevalent for TGD youth of color because of racism,
where four out of five youth report being a victim of racism. In this study, half of the
transgender girls reported being physically threatened [18]. Additionally, teachers and
administrators in school settings may tolerate these bullying activities, ignore, or participate in harassment. Bullying can then lead to minority stress [see Chap. 5. Minority
Stress & The Impact of Acceptance] and put youth at increased risk for engaging in
substance use and other risk behaviors that can lead to poor health outcomes [19]. In
particular, bathrooms and locker rooms may become a point of contention and provide obstacles to a smooth transition in some school settings. National and state laws
may offer or exclude protections for TGD individuals [18].
Resiliency is supported and promoted in schools that have Gay Straight Alliances
and other school-based networks to support gender and sexual minority youth create protective factors that decrease stress, risky behaviors, and mitigate negative
experiences [17]. Although PCPs may not participate intensively in creating specific
educational plans, they may guide the families toward requesting appropriate interventions including an individualized education plan (IEP). In instances where bullying is undermining academic progress, they can request an IEP. PCPs can also
involve their behavioral health and social work colleagues to help create this safe
learning environment.

Activities
TGD youth are more likely to suffer from disordered eating which is often related
to body dissatisfaction prior to the gender affirmation process [20]. Sports teams
and other clubs based on gender may also present obstacles for TGD youth from
integrating seamlessly into larger social networks. Lack of shared experiences or
bullying may mean some TGD youth are less connected, supported, and more
socially isolated than cisgender peers. Peer relationships are important developmental tasks and help youth meet developmental milestones that move a youth toward
their adult identity.

Drugs/Substance Use
Annual adolescent anticipatory guidance visits should include questions about substance use, including tobacco, alcohol, marijuana, and illicit drugs. The Teen Health
and Technology Study showed that gender minority youth have earlier and increased
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use of tobacco, alcohol, marijuana, and other illicit substances in the last 12 months
when compared to cisgender peers [19]. Substance use was also correlated with
increased rates of bullying [19]. As with all adolescents, screening for substance use
should be regularly updated.

Sexual Health and Family Planning
As part of the psychosocial adolescent history, it is important to take an inclusive
sexual history. This should include an organ inventory of current anatomy, partners, practices, as well as a history of prior activities and STIs [21]. Discussions
should promote a nonjudgmental inquiry that attempts to look at specific behaviors that can lead to both increased risk as well as increased opportunities for
preventive interventions. Safer sex practices with regular screening, consistent
use of barrier methods, as well as pre- and postexposure (PrEP and PEP) practices
to prevent human immunodeficiency virus (HIV) offer youth opportunities to
improve self-efficacy and self-care in an important area of adolescent and young
adult development.
The Center for Disease Control (CDC) suggests that all adolescents begin
screening for HIV at age 13. Screening intervals then depend on sexual practices.
Transgender women are estimated to have a high prevalence of HIV in the United
States (14.1%) and an even higher prevalence in Black transgender women
(44.2%) [22, 23]. Recommendations for STI screening in transgender adolescents and young adults can be extrapolated from current CDC guidelines, as
there is limited data in the literature specific to this population. Screening for
gonorrhea and chlamydia in sexually active transgender youth should be annual,
based on general guidelines for assigned cisgender anticipatory guidance, specific sexual practices and at least annually done until age 24 [21]. Transgender
females who have receptive anal sex with assigned males are also at higher risk
and should be offered chlamydia and gonorrhea screening at least annually at
points of contact (oral, urethra, and rectum). Hepatitis C and syphilis screening
should be offered to young transgender women who have sex with assigned
males [22]. TGD youth who engage in sex work should also be STI screened on
a routine basis and considered eligible for PrEP.
Family planning is an important aspect of sexual anticipatory guidance for all
youth. Patients with a uterus and ovaries can become pregnant even on testosterone
and without experiencing periods. Patients with sperm and testes can create a pregnancy even on estrogen. If transgender males want to prevent pregnancy and are
having sperm–egg sex, clinicians can offer effective long-acting reversible contraceptives such as intrauterine devices, the etonogestrel implant, progestin injections,
or combined estrogen–progesterone birth control medications. It is important to
note that testosterone is a teratogen and is contraindicated in pregnancy. Some of
these methods also help with cessation of menses for patients suffering from dysphoria during menses, in addition to providing contraception.
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The Reproductive Health Access Project and Bedsider.org have patient-friendly
information that includes birth control options for patients across the gender spectrum [24, 25]. It is important to have these conversations in an inclusive and affirming manner to avoid unintended pregnancies and allow patients to have autonomy
over their body and reproductive system. Additionally, full scope family planning
recognizes that some transgender persons may at some point want to explore genetic
parenting. Transgender males and females who want to have genetic children should
be referred to reproductive endocrinology to discuss oocyte cryopreservation and
urology for sperm banking.

Safety, Suicide, and Mental Health
All adolescents should be screened for depression, anxiety, self-injurious behaviors,
and suicide risk. Depression and anxiety are common mental health concerns in
TGD populations [26–28]. Even more concerning is the high rate of suicidality and
suicide attempts [29, 30]. Minority stress, lack of support, stigma, and discrimination are directly linked to the increased rates of mental health concerns listed above
[31]. We also recommend screening for intimate partner violence and any history of
childhood trauma or abuse, as modeled in Table 8.1.
Understanding the increase in prevalence of mental health and safety concerns
can lead to more in-depth screening and appropriate referrals to gender-affirming
mental health providers. It is helpful for the PCP to learn more about local and
regional mental health experts who are comfortable and knowledgeable about the
intersectionality of gender and mental health care. Youth and families should not be
expected to educate their mental health providers on the basics of gender care and
sequelae of TGD identity in contemporary cultures.

Practice Management
Patient engagement in primary care involves more than provider knowledge and
skills, it includes a whole clinic experience. A patient’s experience begins with the
first point of contact, from when a patient calls to make an appointment. It continues
through patient registration and the forms patients are asked to complete and then
on to questions during medical assistant intakes that may include taking medication
and surgical histories. The visit may conclude with orders for labs and studies after
discharge. Nurses need access to information about medications, prior authorizations, and how to manage telephone encounters that might come up in the course of
providing care. Having gender knowledgeable staff offers additional supports and
models for an affirmative medical experience [32, 33].
Particular care should be taken to train all support staff including call center and
reception employees [34]. Asking every patient what their asserted name and pronouns are is respectful and not only indicates a certain cultural sensitivity to the
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trans experience, but also reflects overall patient-centered care. When providers or
staff misgender or make mistakes, clear and honest acknowledgment and apologies
offer clinic personnel a means to connect and improve future care. One should also
take care not to overapologize and create a scenario where the personnel’s guilt
becomes the focus of the interaction.
Billing personnel must be aware of common issues related to insurance including
claim denials due to incongruent gender markers between the practice and insurance provider, and insurance policies that continue to place exclusions on the use of
certain codes for gender-affirming care. For efficiency, all forms, workflows, and
operating procedures should be reviewed to make sure they address the unique
needs of transgender individuals. Small adjustments can eliminate the need for
either special processes for transgender individuals and more importantly reduce
barriers or problematic situations (see Table 8.2).
Table 8.2 Potential pitfalls and patient-centered alternatives for practice management
Instead of this
When a new patient calls to
register, guessing the gender based
on their name and voice
Only collecting information about
a patient’s legal name
Forms that say □ Male □ Female
(check one)

Guessing at a person’s pronouns
based on their appearance

Calling patients from the waiting
area by the name on their record

Sending out patient letters
addressing the patient by the name
on their record
Gendering restrooms that are
single occupancy
Requiring someone to use the
gender marker on health record
that is filed with their health
insurance company

Try this
Ask each patient what gender marker they want on their
record
Ask each patient if there is a different name that they
would like you to use for them and create a system for
everyone who uses the record to be notified of a patient’s
affirmed name
Gender: _______________
or
Use 2-step method asking assigned sex at birth and
current gender identity [35]
Create a space on your intake form that asks:
What pronouns do you use?
(ex. he, she, they, etc…)
Have documentation
Ask all patients’ names and pronouns for office use
Ask patients how they would like to be addressed when
called from the waiting area
or
Use an anonymous pager system that will alert a patient
when it is their turn
Use a system that will populate affirmed names, when
present, on letters addressed to the patient (with the
patient’s permission)
Clearly indicate that single occupancy restrooms are
gender neutral
Make a billing note to submit bills with the gender
marker on their health insurance and use their affirmed
gender marker on their record;
Be prepared to change the gender marker (on the bill) and
resubmit bills that are denied due to mismatched gender
markers
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Electronic Health Records
A key component of trans-affirmative practice management involves the ease with
which the Electronic Health Record (EHR) captures and operationalizes information about the TGD individuals it proposes to serve. An optimal system would
include multiple gender identities and affirmed names in functional places and on
identifying materials. However, many systems require ‘workarounds’ to make sure
that the system captures a person’s affirmed name, pronouns, and identity. Trouble
spots include systems that ‘helpfully’ exclude a certain diagnosis or lab orders
based on the gender on a patient’s record and structured data fields that do not
inform or connect to other parts of the EHR in any sort of meaningful or useful manner. For example, in one system that has an option to identify a patient as transgender, the information interacts with the clinical decision support system by
suppressing all preventive screening alerts, rendering that system useless for monitoring preventive health screening for transgender individuals. A possible solution
could include an organ inventory option that connects to the preventive screening
alerts.
There have been some recent improvements, including federal requirements for
EHRs certified under Stage 3 of Meaningful Use to include structured data on sexual orientation and gender identity [36, 37]. Providers or practices which are considering switching or upgrading their EHR should be asking questions about how
the system functions regarding TGD individuals. Systems will not change, unless
administrators demand better options. Instead of asking the patient to adapt to the
limitations of the system, we must be asking why the system is not adapting to the
needs of the patient.

Patient-Centered Medical Homes
An interdisciplinary, patient-centered medical home is a great model for TGD-
sensitive and savvy health services. TGD individuals who can receive care for preventive health and chronic conditions in the same place as their gender-affirming
hormone treatment may be more likely to adhere to treatment plans and stay engaged
with those providers [38]. The services offered within a patient-centered medical
home also offer tangible resources and supports for individuals who struggle with
health literacy, anxiety, and organization recognizing that intersectionality of disparities will additionally affect care.
Community health centers that focus on caring for marginalized and vulnerable
populations may offer same-day urgent appointments, sliding scales, or free care for
people who are uninsured or underinsured. A study looking at underserved transgender adults in Massachusetts found that common barriers to care included a
younger age, low income, and low educational attainment [39]. Marginalized populations and individuals are more likely to also experience lower levels of health literacy making it especially difficult to navigate the healthcare system without

8

Primary Care

121

additional supports. Community health centers utilizing an integrated care approach,
including behavioral health clinicians, case managers, nurse care managers, or peer
navigators, may help to reduce these barriers and keep high-risk patients engaged.
Addressing known social determinants of health including risks especially prevalent
in TGD populations that include suboptimal housing, food insecurity, transportation
issues, and financial barriers is a part of primary care.

Care Coordination
It is likely at some point a transgender patient will need to be referred for some
sort of specialty care. The PCPs should take extra care in ensuring that the provider to which they refer is also prepared to care for gender diverse individuals.
This may include contacting the specialist in advance and ensuring the referral
includes patient’s gender identity, affirmed name, and pronouns if these are different from the legal name in the EHR. In the event a patient has a negative experience, PCPs should follow up with the specialist about the patient’s concerns.
PCPs should also be prepared to work together with behavioral health providers,
surgeons, and others involved in the patient’s gender-affirming care, particularly
around referrals for surgery and possibly preoperative or postoperative health
concerns. PCPs can help to ensure required documentation is sent to the surgeon
with the referral to streamline the process of prior authorization and obtaining a
surgical consultation. [See Chap. 20.].

 onclusion: Creating a Longitudinal
C
Partnership with Youth
The PCP’s role is to partner with patients and their families from a young age to
create a healthy, longitudinal relationship. They are often the first providers that
patients will meet and can incorporate routine gender histories, nonjudgmental
interviewing techniques, application of appropriate names and pronouns, demonstrating that they will provide excellent full scope health services. If patients have
had a prior negative experience with health care, it may take them even longer to
build trust with their current providers. In addition to building trust and creating
inclusive environments, PCPs are well placed to build alliances with their patients
and communities. PCPs can open new doors to healthcare services, previously not
explored by many TGD patients, by working to understand their experiences,
fears, and barriers, and being knowledgeable about area resources. PCPs have an
opportunity to provide TGD-sensitive care, as they offer general medical anticipatory guidance or specific affirming health services for TGD individuals seeking
primary care. PCPs have opportunities to connect, to promote well-being, and to
support TGD patients at all stages of identity development and across the life
span.
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Mood, Anxiety, and Other Mental Health
Concerns
Marijn Arnoldussen and Annelou L. C. de Vries

Introduction
When considering the mental health of transgender and gender diverse (TGD) children and adolescents, it is easy to imagine how the significant challenges of navigating this experience may be a source of stress, with resultant consequences for mental
health. Although this chapter shows that indeed TGD youth may be a vulnerable
population in this respect, there are clearly subgroups that function well and show
few mental health difficulties. For example, pubertal adolescents who are supported
by their parents, accepted by their peers, and receive medical gender affirming treatment at specialized gender clinics may function well. Prepubertal gender diverse
children who grow up with a supporting environment may not show any co-occurring psychiatric condition. Nonetheless, in this chapter, we discuss the mental health
difficulties that TGD children and adolescents may present with. Chapter 10 focuses
on neurodevelopmental concerns. Many studies reveal concerning clinical range
scores on depression scales and suicidality and parent and self-reported measures of
emotional and behavioral problems that are often comparable to mental health
clinic-referred populations. Though, differences exist between clinics and samples.
For clinical practice, it is important to not only be aware of the mental health vulnerabilities that exist in gender diverse youth, but also understand factors related to the
psychological difficulties to help build resilience. This chapter discusses the factors
that have been studied, as well as clinical implications.
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 revalence of Mental Health Difficulties in Various Samples
P
of TGD Youth
Historically, most studies on psychopathology and psychological functioning of
TGD youth have been performed in specialized gender identity clinics and came
from just a limited number of such clinics. Most of the prepubertal children coming
to these clinics met the diagnostic criteria for the diagnostic category used in the
DSM-III-R and DSM-IV: gender identity disorder, and most pubertal adolescents
had a request for medical affirmative treatment (gender reassignment at the time).
The recent increase in visibility and recognition of gender diversity in youth has
been paralleled by an increase in publications on other populations: high school
samples, community samples, and Internet-recruited self-identified samples. In
addition, several recent publications come from newer clinics presenting their chart
data of a rapidly growing number of referrals, sometimes compared with matched
controls. It is clear that the variability of the samples and used methods to measure
mental health limit the comparability of the results. Still, most of these studies
reveal high rates of mental health problems, although some exceptions exist.
Participants in early studies on this subject were mainly gender diverse prepubertal children [1–5]. More recent studies, however, also focused on the psychological functioning of gender diverse adolescents. The results of these studies were
that the prevalence rates of co-occurring mental health difficulties in gender diverse
children and adolescents were higher when compared to children and adolescents
from the general population. Two chart review studies that were conducted in the
United Kingdom and the United States found that a significant proportion of the
adolescents who were assessed at a gender clinic experienced depressive symptoms
[6, 7]. Other, more recent clinical-sample-based studies reported that depression
and anxiety disorders were two of the most common coexisting diagnoses in transgender and gender diverse adolescents [8–14]. A chart review study that was published in 2016 on 218 gender diverse youngsters (mean age 14 years) reported that
45.7% of the assigned males at birth (AMABs) and 39.4% of the assigned females
at birth (AFABs) experienced low mood/depression and that more than 20% of
these youngsters (21.0% of AMABs and 23.4% of the AFABs) showed symptoms
of anxiety [9]. A more recent chart review study on 1082 referred adolescents who
identified as transgender or gender diverse matched with 21,317 cisgender enrollees
(mean age unknown, age range 10–17 years) revealed that depressive disorders
were found in 48.5% of the AMABs and 61.5% of the AFABs and that anxiety disorders were found in 37.2% of the AMABs and 38.9% of the AFABs. Both disorders occurred about five times more often among TGD adolescents compared with
their matched cisgender peers [11]. Finally, a chart review study of 180 adolescents
who identified as transgender and 180 matched cisgender-referred controls (mean
age 19.6 years) reported that transgender youth had a twofold to threefold increased
risk of depression and anxiety disorders [14]. Besides clinical sample-based studies
that retrieved data regarding mental health directly from the subject’s file, there are
also studies that measured the psychological functioning and occurring related difficulties of gender diverse adolescents through respondent-based psychiatric
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interviews or psychological questionnaires [15–17]. De Vries et al. examined coexisting related difficulties in 105 TGD adolescents (mean age 14.6 years) who were
referred to a gender identity clinic through the Diagnostic Interview Schedule for
Children (DISC), a respondent-based psychiatric interview assessing all common
DSM-IV Axis I mental disorders in children and adolescents [15, 18]. It was found
that the majority (67.6%) of the 105 referred adolescents had no concurrent psychiatric disorder, while 32.4% had at least one and 15.2% had two or more comorbid
diagnoses. Disorders that were the most common were social anxiety disorder
(9.5%), major depression (8.6%), oppositional defiant disorder (8.6%), and specific
phobia (7.6%). Anxiety disorders were the most common in the referred adolescents
(21%), followed by mood disorders (12.4%) and disruptive disorders (11.4%).
These relatively low percentages of psychiatric conditions compared to some other
clinic samples were explained by the authors by the fact that the studied sample may
be a selected sample supported by parents and growing up in an accepting (Dutch)
environment [15].
The above studies used different measurements to examine coexisting related
difficulties. However, since some of the studies used similar measures, cross-clinic
comparisons can be made. For example, three studies that were performed in gender
identity clinics in Los Angeles, Toronto, and Amsterdam used the Beck Depression
Inventory II to measure whether there were depressive symptoms in the participating
adolescents [16, 17, 19, 20]. A study that aimed to describe the baseline characteristics of gender diverse adolescents (mean age 19.2 years) seeking care at a transgender youth clinic in Los Angeles found that 24% of the sample had Beck
depression scores in the mild-to-moderate depression range and 11% had scores in
the severe-extreme depression range [16]. Another study on 203 gender diverse adolescents (mean age 16.3 years) who were assessed in a transgender youth clinic in
Toronto found that 41.6% of the AFABs and 34.4% of the AMABs had Beck depression scores in the severe-extreme depression range [17]. On the other hand, a Dutch
follow-up study of 70 adolescents (mean age 16.6 years) who received puberty suppression reported that the mean baseline Beck depression score of the adolescents
was below the clinical range [19]. These lower rates of depression might reflect that
these adolescents trust that they are helped and supported by receiving puberty suppression to prevent suffering from puberty development. However, it is unclear what
the reasons are for the different results between clinics; it might be due to different
cultural, social, and clinical environments.
In addition to aforementioned occurring emotional difficulties among TGD adolescents, there are also studies that found that adolescents who identify as gender
diverse or transgender have a higher risk of developing an eating disorder [7–9].
Three chart review studies reported prevalence rates of eating disorders in referred
gender diverse adolescents ranging from 4.8% to 13.3% [7–9]. However, these
results concern young people who were referred to specialized gender identity clinics, and it is unclear whether these percentages also apply to gender diverse young
people in the rest of population.
Finally, up until now, only one case report of a gender diverse adolescent with
psychosis has been published [21]. In this case report, Meijer et al. described a
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17-year-old adolescent AFAB who was diagnosed with bipolar schizoaffective
disorder and who started with hormonal treatment at age 19 after his counselors
from the gender clinic and his treating psychiatrist concluded that his gender
dysphoria was a possible factor in the onset of his psychotic symptoms. Although
when this person was 25 years old, after a mastectomy, hysterectomy, and
metoidioplasty were performed, he experienced his second and last full-blown
psychotic episode, his transgender identity never changed, and it was concluded that
satisfaction with the gender-affirmative therapy was high and that gender-affirmative
treatment could be possible and safe in this vulnerable population.
The above results are all based on gender diverse adolescents who presented for
care at gender identity clinics which means that these may be different for gender
diverse adolescents in the general population who may not have similar rates of
mental health difficulties. However, two large community sample-based studies on
mental health of TGD youth report similar results as the aforementioned studies
[22, 23]. Clark et al. found that gender diverse adolescents (mean age unknown, age
range 12–18 years), compared to their cisgender peers, reported a significantly
higher rate of depressive symptoms (41.3% vs. 11.8%) [22], and Veale et al.
described that these youngsters (mean age unknown, age range 14–18 years)
experienced significantly more emotional distress than their peers who do not
experience gender incongruence [23].
The results discussed so far demonstrate that mental health difficulties occur
more often in gender diverse children and adolescents compared to their cisgender
peers. Nonetheless, there are two studies that showed that socially transitioned
prepubertal transgender children and young transgender adolescents who are
supported in their gender identity have developmentally normative levels of
depression and only minimal elevations in anxiety [24, 25]. Like studies of selected
clinical adolescent gender diverse samples that feel supported and trust that they
will receive medical gender-affirming treatment [e.g., 15, 19], this suggests that
social support and affirming transgender youth in their experienced gender identity
instead of their sex assigned at birth may lead to better, or even normative, mental
health outcomes.
A specific mental health concern in adult transgender individuals is the alarming
reported high rates of suicide attempts [26]. There are also various studies that have
focused on self-harm and suicidality in transgender and gender diverse children and
adolescents. There is one clinical sample-based study in which exclusively
prepubertal children (mean age unknown, age range 3–12 years) participated [27].
This study found that, by parent report, TGD children show an increased rate of
self-harm/suicidality as they get older. Most of the studies in which adolescents
participated are clinical sample based, and despite the fact that their methods differ
greatly, their results are quite similar indicating that self-harm and suicidality are
more common among TGD youth in comparison with their cisgender peers [7–11,
13, 14, 16, 17, 28–31]. An American study that was published in 2007 revealed that
nearly half of the 55 participants (mean age 17.5 years), who were recruited at two
community centers providing services to LGBTQ+ youth in New York City,
reported serious thoughts about attempting suicide and one quarter reported a

9

Mood, Anxiety, and Other Mental Health Concerns

129

history of suicide attempts [28]. A chart study on 125 adolescents who were seeking
medical care at a gender identity clinic in London (mean age 13.6 years) that was
published a few years later reported that 14% of the participants had thoughts of
inflicting self-injury, 24% of the participants inflicted self-injury, and 10% of the
participants made a suicide attempt before they were referred to the gender identity
clinic [29]. When comparing AMABs with AFABs, it was found that the number of
suicide attempts did not differ but that thoughts of inflicting self-injury were more
common in AMABs and that inflicting self-injury was more common in AFABs. In
one of the most recent retrospective chart review studies (mean age 17.1 years), in
which a psychosocial assessment administered by medicine physicians was used to
measure the prevalence of self-harm and suicidality among the participants, findings were that 41.8% of the adolescents who identified as transgender self-harmed
and that 30.3% of these adolescents made at least one suicide attempt [30]. It was
also found that compared to AMABs, AFABs more frequently reported a history of
suicide attempts and self-harming.
The results of the aforementioned studies on suicidality and self-harm are all
based on gender identity clinic-referred adolescents and, therefore, may not be representative of the young gender diverse population as a whole. However, there are
only a few population-based studies on self-harm and suicidality among TGD adolescents [22, 23, 32]. One of these studies, utilizing data collected through a survey
that was held among New Zealand secondary school students in 2012 (mean age
unknown, age range 12–18 years), reported that 45.5% of the students who identified as transgender self-harmed in the past 12 months and that 19.8% of the these
students attempted suicide in the past [22]. In another study that was based on data
derived from American high school students (mean age 15.4 years) who participated in a survey between 2013 and 2015, findings were that the prevalence of past
12-month self-reported suicidal ideation was nearly twice as high for gender diverse
youth compared with nontransgender youth [32]. The study also reported that
depressive symptoms and school-based victimization were both significantly associated with a higher risk of developing suicidal ideation among gender diverse adolescents. From the above, it can be concluded that self-harm and suicidality are of
significant concern also for young transgender and gender diverse people and
require the clinicians’ full attention during the counseling of young gender diverse
people.

 actors Related to Mental Health of Gender diverse
F
and Transgender Youth
Different factors may be related to the mental health difficulties of TGD youth.
Apart from the distress of their gender dysphoria, one important hypothesis is that
these problems are related to minority stress. That is, the increased distress stemming from prejudice and rejection first observed in lesbian, gay, and bisexual
minorities compared to heterosexual individuals [33]. Community sample studies
show that youth who are gender diverse and have a gender different from their sex
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assigned at birth may experience gender minority stress; compared to cisgender
youth, the higher rates of bullying (up to 80%), harassment, and peer victimization mediate the higher odds of substance use, psychological distress, low life
satisfaction, depression, suicidal ideation, and self-harm [14, 34–39]. In a longitudinal study following a sample of middle-school age children over time, children who appraised themselves as gender nonconforming and also felt pressure to
conform to gender norms were most likely to have internalizing problems [40].
Programs that increase acceptance and tolerance and help gender diverse youth to
come out in schools improve the well-being of transgender youth [41].
In clinic-referred TGD youth, poor peer relation is one of the strongest investigated predictors for behavioral and emotional problems. Although not a direct
measure of victimization, these studies define poor peer relations by positive
answers to parent-rated [42], teacher-rated [43], or self-rated [44] items like
“Doesn’t get along with other kids,” “Gets teased a lot,” and “Not liked by other
kids.” In three such studies, a direct comparison was made between youth referred
to a Canadian and a Dutch gender identity clinic. Parents, teachers, and youth
reported significantly more behavioral and emotional problems in the Canadian
compared to the Dutch youth [2, 45, 46]. In all three studies, poor peer relations
fully explained the differences in emotional and behavior problems across the two
clinics [45, 46]. A more recent study on psychological functioning and peer relationship problems in adolescents across four European specialist gender services
(The Netherlands, Belgium, the United Kingdom, and Switzerland) found differences across Europe. Overall, emotional and behavioral problems and peer relationship problems occurred most in adolescents from the United Kingdom,
followed by Switzerland and Belgium. Adolescents from the Netherlands showed
the least behavioral and emotional problems, and their peer relations were best
[47]. Cross-clinic differences may, thus, reflect that in some societies there is more
peer acceptance and tolerance to gender diverse youth than in others, and that
accepting environments may foster superior mental health outcomes. This knowledge is important when developing programs that help to improve the worrisome
psychological functioning of transgender youth.
Of course the most important support one can get should come from the direct
family. Young children, in particular, are fully dependent on their parents for
receiving help and acceptance regarding their gender diverse behavior. But adolescents as well are seldom able to seek affirming care without their parents’
support. Despite increased tolerance in Western societies, coming out as transgender is for many youth still difficult out of fear for their parents’ reaction,
whether it is justified or not. Adolescents who feel that their families accept and
tolerate their sexual and/or gender minority identities have better self-esteem,
social support, and general health, as well as less depression and suicidal ideation [48]. In contrast, LGBT adolescents who have parents who try to change
their gender-diversity or sexual orientation, either by themselves or by sending
them to a religious leader, have more depression, suicidality, and less educational
attainment in young adulthood [49]. Interventions that help to increase parents’
acceptance are needed.
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Clinical Approach
The young TGD population is a vulnerable group in which mental health difficulties
occur more often than in their cisgender peers. Since these difficulties are related to
gender minority stress, creating a society that accepts and understands gender diversity in youth and decreasing stigmatization around gender-diversity are of pivotal
importance. Positive media attention, accepting school climates, and activities that
empower LGBT youth may all be helpful in reaching that goal. For the individual
gender diverse child or adolescent, however, it is crucial to identify occurring mental health difficulties in time, and when treatment is needed, refer the adolescent to
a mental health clinician. When a specialized gender clinic is far from home, mental
health support should preferably occur in the surroundings of where the adolescent
lives. The referring clinician should keep in mind that these local health-care providers might need support in working with gender diverse adolescents from transgender specialists [50].
When medical affirming treatment is considered, it is important to recognize and
observe emerging mental health difficulties, but mental health difficulties in
themselves are not an absolute contraindication to starting medical interventions
[51]. It has to be estimated, however, whether a decision regarding medical treatment
with lifelong consequences can be deliberately considered and complied within the
adolescent’s particular situation. If mental health difficulties interfere with a proper
assessment of the feelings of gender dysphoria or if they impede a gender-affirmative
treatment, specialized mental health care might be needed prior to the start of
medical interventions.
In addition to mental health problems, other factors also play a part in deciding
whether or not to start with gender-affirmative treatment. These factors include the
capability to conform to a medical trajectory and the decision-making capacity of
the adolescent. The decision-making capacity refers to one’s ability to utilize
information about treatment options and to make a choice that is in line with one’s
own values and preferences [52]. The decision-making capacity can vary per
adolescent and per situation, and it is therefore essential to be estimated on a case-
by-case basis.
Another factor that influences the decision regarding medical treatment is
whether the adolescent is supported by their social environment. Some families
experience a lot of stress because of the gender diversity and the desire for gender-
affirmative treatment of the adolescent. One of the problems that might arise, for
example, is when parents have different views on the diagnosis or treatment of their
child [50]. When this is the case, it is necessary to reach out to both parents and to
emphasize the importance of support from parents and the recognition of the gender
identity of their child. In the most favorable situation, both parents support the
decision to start with medical interventions before the treatment actually begins.
Unfortunately, however, this is not always the case. If it is in the best interest of the
adolescent, sometimes, this decision should be made without the approval of one or
more caregivers, while taking into account certain relevant legal and ethical
guidelines [50, 53].
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During the process of clinical assessment and transition, it is important to pay
attention to issues such as support and social environment. Supportive therapy or
counseling could help adolescents if they experience unpleasant or disappointing
events during their transition [50]. Joining support groups or service-users groups
could also offer empowerment to transitioning adolescents. Finally, clinicians should
keep in mind that there are adolescents who have unrealistic expectations regarding
their medical treatment and their transition. It is important to place these expectations
in perspective so that disappointments can be avoided as much as possible [50].

Clinical Vignette
Ian is a 15-year-old, who was assigned female at birth. From a young age, Ian has
known that he does not feel like a girl but like a boy. Ian socially transitioned at age 14
and has lived since then in the boy’s role, but he is upset about his changing body. Ian
often feels worthless and gloomy, and he is very anxious about what his peers think of
him. At certain times, his mood is so bleak and he is so anxious that he does not manage
to attend school. Ian does not receive treatment for his mental health difficulties.
Ian’s father acknowledges the fact that his child is suffering from gender dysphoria, but he does not support Ian’s identity. For example, Ian’s father still refers to Ian
using a female name and pronouns. Ian’s father’s greatest concern is the fact that Ian
does not attend school. Ian and his father often argue about Ian’s school absenteeism. Ian’s father indicates that Ian should try harder to attend school, and Ian states
that it is not that simple. Ian’s mother is not involved in his care.
What could the clinician do?
It is important that the clinician establish a good relationship with Ian so that
mutual trust arises.
Ian should be referred to psychiatric care for his mood and anxiety complaints.
A point of attention in this treatment should be the self-image and self-acceptance
of Ian. It is also important to involve Ian’s teachers at school and his school psychologist in his treatment, so they become aware of Ian’s situation. They can provide insight into the quality of his peer relations, and they can offer him extra
support when needed. Furthermore, family counseling should be provided in which
father can learn to understand the importance of parental support and the recognition of Ian’s gender identity. Ian and his father can also work on developing a better
relationship during this therapy. In addition, referring Ian to a support group may be
considered. A support group could offer Ian recognition for his feelings and could
provide empowerment. Finally, since Ian is suffering from his changing body, starting medical treatment once Ian and his father have adequate care should be considered, as discussed in Chap. 14.
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Introduction
Gender is thought to be a developmental process, and for some youth, gender
identity may continue to shift and develop throughout childhood and into adolescence or adulthood. Diverse aspects of social, emotional, and identity development may be influenced by the presence of autism spectrum disorder (ASD), and
increasingly, the co-occurrence of gender diversity and ASD is a focus of study.
While most clinicians are aware of the potential co-occurrence of several psychological symptoms in transgender and gender diverse (TGD) children and adolescents [1, 2], less is known about the seemingly higher prevalence of ASD and/
or social developmental impairments in TGD children and adolescents seen in
specialized gender services. A growing body of literature has attempted to characterize and quantify the presence of ASD characteristics in TGD youth. This
work started in the nineties with descriptions in case reports [e.g., 3]. In 2010, the
first systematic study was performed investigating diagnoses of ASD in children
and adolescents referred for gender dysphoria (GD) assessment [4]. Since then,
the number of publications on the co-occurrence of GD/TGD and ASD has
increased every year [5]. So, what do we know now about this potential cooccurrence? For example, can GD be diagnosed in youth with ASD? Likewise,
can ASD be diagnosed in TGD youth? Also, what should every clinician working
with TGD youth with (characteristics of) ASD know? This chapter describes the
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current state of the literature regarding this co-occurrence and addresses important clinical aspects with regard to assessment and gender affirmative treatment.

What Is Autism Spectrum Disorder?
The two main characteristics of ASD are (i) persistent impairments in social communication and interaction (criterion A) and (ii) restricted, repetitive patterns of
behavior, interests, or activities (criterion B) [6]. The umbrella term ASD encompasses conditions that were previous referred to in the DSM-IV-TR as autistic disorder, Asperger’s syndrome, pervasive developmental disorder not otherwise
specified (PDD-NOS), and childhood disintegrative disorder [7]. This creates some
challenges in comparing literature over time and similarly reflects a changing and
growing lexicon as well as growing body of evidence across the ASD frameworks,
also visible in TGD data and frameworks.
Characteristics of ASD usually manifest from early infancy onward [6]. ASD is
heterogeneous with respect to clinical presentation and severity [8]. The extent to
which characteristics manifest depends on the severity of the ASD characteristics as
well as on the developmental level and chronologic age [6]. Difficulties in establishing, maintaining, and understanding social relations in youth with ASD vary from a
lack of social interaction and play to difficulty adjusting one’s social behavior to
different social settings (criterion A). Individuals with ASD might also struggle to
share thoughts and feelings with others, to use nonverbal communication, such as
eye contact or gesturing, and might find it difficult to respond to social situations or
find these situations overwhelming. An example of the B criterion of repetitive
behaviors typical for ASD could be a tendency to order toys instead of playing with
them, or simple motor stereotyped behaviors such as hand flapping, rocking, or
spinning [6]. Children and adolescents with ASD might also show a tendency to
sameness, as can be apparent from a resistance to change and rigid patterns of thinking (e.g., getting upset by a small change in routines). The limited and fixed interests
seen in ASD are often unusual in focus and intensity [6], for example, an intense
interest in trains. Sometimes, these interests might be correlated with being oversensitive or under-sensitive to sensory input or with an unusual interest in the sensory aspect of the environment (e.g., the urge to touch certain fabrics, dislike of
specific food textures, or fascinations with shiny objects) [6].
The prevalence of ASD in the general population has recently been estimated
around 1%, with a prevalence rate that is two to three times higher in males assigned
at birth [8]. The exact cause of ASD is unknown. It has been suggested that ASD has
a multifactorial origin, resulting from genetic and nongenetic risk factors (and their
interaction) that might interfere with typical neurodevelopment [9]. ASD is often
described as a neurodevelopmental condition. A more non-pathologizing approach
is to view ASD as a neurodiverse condition resulting from developmental variation
or as neurodiversity [10], instead of a disorder per se.
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Co-occurrence
A growing body of literature suggests that neurodiversity and GD/TGD intersect
more frequently than might be anticipated by chance. Existing literature has for the
most part framed this as a categorical question, attempting to quantify rates of cooccurrence of GD and ASD. Studies have differed in the methods used (both qualitative and quantitative), the samples investigated (TGD individuals and individuals
with ASD, respectively), and the use of control groups. The literature with regard to
the co-occurrence of GD and ASD in children and adolescents was first described in
several case reports [e.g., 3, 11]. The first quantitative study was a Dutch study that
examined ASD in children and adolescents consecutively referred to a gender clinic
by formally assessing an ASD diagnosis, using the Diagnostic Interview for Social
and Communication Disorder [12]. An ASD incidence of 7.8% was found (n = 16
meeting the full criteria of ASD out of a total of N = 204) [4]. Other quantitative
studies investigated the characteristics of ASD instead of ASD diagnoses in TGD
children and adolescents [13–19]. These studies included sample sizes ranging from
25 to 490 TGD children and adolescents. Using different measures, such as the
Social Responsiveness Scale [15, 17] or the Asperger Syndrome Diagnostic Scale
[18], while using neurotypical [e.g., 13] or ASD reference groups [19], all studies
that investigated clinical range ASD percentages found increased percentages of
individuals that met the cut-off for a potential ASD diagnosis ranging from 14.5%
to 68%. It should be noted, however, that none of these studies used a clinical control group, and therefore, general conclusions about these studies should be made
carefully [20].
Conversely, one study investigated GD diagnoses in children with ASD [21].
This study found that children with ASD were over four times as likely to be diagnosed with GD, compared to children from the general population. In addition, four
studies investigated gender variance (GV), defined as the wish to be of the other
gender, in samples of children and adolescents diagnosed with ASD [22–25]. They
found elevated levels of GV compared to the general population, with percentages
ranging from 4% to 6.5%. One study also found increased levels of GV in individuals with attention-deficit/hyperactivity disorder [24], and therefore, any conclusions
about the specificity of these findings should be made with caution. One recent
study investigated TGD and ASD in a community-based general population sample
of children and found that increased ASD characteristics were associated with
increased TGD characteristics [26].
Although the literature strongly points out a more frequent intersection of TGD
and neurodiversity, some additional conceptualizations are relevant. Diagnosing
ASD properly can be challenging, even more so in clinic-referred youth. In general,
more research with validated measures is necessary to investigate the co-occurring
prevalence rates. Also, the social cognitive challenges that have been found in TGD
youth might represent a distinct phenomenon from ASD; TGD individuals might
score higher on social cognitive measures due to a high prevalence of minority
stress and poor peer relations, instead of reflecting an ASD diagnosis [20].
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 ow Could the Possible Co-occurrence of GD/TGD and ASD
H
Be Explained?
In the literature, several ideas have been forwarded to make sense of the possible
co-occurrence of GD/TGD and ASD. These can be subdivided into biological, psychological, and social mechanisms or a combination of those, as suggested by van
der Miesen et al. [27] and will be discussed below.

Biological Factors
It may be hypothesized that the intersection between GD/TGD and ASD is related to
shared, brain-based factors. In ASD research [28], as well as research related to the
potential GD/TGD–ASD co-occurrence, one hypothesis is based on the extreme
male brain (EMB) theory [29]. This theory posits that, on average, neurotypical
males have a stronger drive to systemize than empathize, while neurotypical females
have a stronger drive to empathize than systemize. Empathizing is the drive to understand and respond properly to another person’s thoughts and emotions, while systemizing is the drive to analyze, understand, or construct systems [29]. According to the
EMB theory, the brain type – with regard to these cognitive profiles – of individuals
with ASD has shifted toward an extreme male type, with on average more systemizing than empathizing [29]. Increased prenatal testosterone exposure has been suggested as one of the contributing factors underlying this shift and might influence the
development of the brain in the male or female direction [30]. Furthermore, the EMB
theory has been suggested to be involved in the GD–ASD co-occurrence [31], as
increased intrauterine testosterone exposure could lead to both increase in autistic
characteristics or ASD, and also GD, especially in assigned females at birth. While
some studies indeed partly support the EMB theory by indirect evidence, most other
studies do not support the EMB theory as an explanation [e.g., 19]. In addition, the
EMB theory would only explain why assigned females at birth with ASD might have
more co-occurring TGD/GD, and therefore, more research is needed to see if and
how the EMB theory might be an underlying factor.

Psychological Factors
For clinicians assessing children or adolescents with ASD who exhibit gender diverse
behavior (e.g., cross-dressing), it is important to consider whether this behavior
might reflect the sometimes limited, fixed, and intense or focused interests, which are
one of the B criteria for ASD [6]. Correspondingly, authors of several case reports
have suggested that TGD in persons with ASD might originate from ASD-related
preoccupations or fixations [3, 11, 32]. The first author who suggested this hypothesis described two boys with gender diverse behavior that was thought to be the result
of a tendency to unusual objects [33]. In line with this hypothesis, one study investigated obsessions and compulsions in children referred for GD and found that both
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obsessions and compulsions were elevated compared to nonreferred individuals [16].
In the children assigned male at birth referred for GD, themes in obsessions and
compulsions were significantly more gender-related compared to their male siblings.
In contrast, no differences were found among those assigned female at birth. Another
study investigating different subdomains of the ASD spectrum (e.g., social problems,
orientation problems, stereotyped behavior, and resistance to change) in children and
adolescents referred for GD found elevations on all subdomains of the ASD spectrum in both assigned boys and girls at birth, respectively [19]. These findings imply
that factors contributing to the potential co-occurrence of GD–ASD might not be
specific to obsessional interests in individuals with ASD as previously suggested, but
rather be related to more than one subdomain of ASD. Thus, it remains unclear
whether obsessional interests in cross-gender themes occur in the context of ASD or
are in fact related to gender identity development [16, 20]. These interests might be
a way of communicating their gender identity, especially when confronted with
resistance from, for example, the family, or stem from minority stress or stigma,
instead of ASD-related characteristics [15, 16]. TGD youth might, therefore, also
score higher on ASD measures in general [20]. Further, other subdomains of ASD,
such as hyper- or hyporesponsiveness and developmental rigidity, have been suggested [4] to contribute to TGD in individuals with ASD, but more research is needed
to see whether this can be supported by empirical evidence [27].

Social Factors
Children and adolescents with ASD might be less aware of stereotypical societal
gender norms and, therefore, be less hampered to express TGD, allowing them to
follow their own creative gender path [24, 34]. Differences in social learning and
this lack of awareness may lead to a less concrete, socially determined concept of
being a binary “gendered” individual. The experiences of individuals with ASD,
with regard to gender, might be very insightful in deconstructing society’s binary
view of gender [34]. One study in adults has investigated different ASD characteristics and found support for the hypothesis that individuals with ASD might be more
resistant to social gender conditioning [35].
Children with ASD might find it difficult to form relationships with peers and to
establish and maintain friendships [6]. Some reasons for these social difficulties
include having a lack of shared interests and being less aware of the feelings and
needs of others. Being ostracized or bullied might make it extra difficult to fit in
with their own peer group. As a result, it has been hypothesized that children might
develop a dislike of their own gender and develop feelings of belonging to the other
gender [4, 11]. This phenomenon might even be reinforced if children feel that they
are more tolerated or accepted by members of the other gender. For example, an
assigned boy at birth who is not good at soccer, and therefore is bullied by other
assigned boys at birth but is readily accepted by a group of assigned girls at birth,
might develop a dislike toward being a boy and a greater sense of belonging to the
group of girls. Likewise, an assigned girl at birth who does not understand the
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unwritten social rules that apply to a group of assigned girls at birth and shares certain interests or skills with assigned boys at birth (e.g., playing with dinosaurs)
might identify more with a group of boys. One study in adults with ASD investigated social identification and found lower social identification with gender groups
and less positive feelings (self-esteem) about gender groups compared to neurotypical individuals. In addition, TGD adults with ASD reported lower gender identification and self-esteem than non-TGD individuals with ASD [36]. However, this
hypothesis has not been directly investigated with regard to gender identity development and remains, therefore, speculative.

Assessment and Treatment
Children and adolescents with ASD or ASD characteristics might present gender-
related concerns to health professionals in different settings, for example, to their
general practitioner, pediatrician, or mental health specialist. Questions might arise
regarding the implications that co-occurring ASD might have on assessment and
treatment of TGD children and adolescents. The following section addresses clinical aspects regarding assessment and treatment of TGD youth and co-occurring
ASD together with a vignette example. To date, only initial clinical guidelines based
on expert consensus for the care of TGD adolescents with ASD were published [37].

Assessment
While co-occurring ASD might come with challenges in assessment, there is clinical
consensus that TGD and ASD can co-occur independently and that an ASD diagnosis should not be an exclusion criterion for a GD diagnosis in children and adolescents nor for gender-affirming treatment in adolescents [37]. It is recommended to
screen TGD children and adolescents for ASD and to refer for ASD diagnostics if
indicated. Likewise, it is also advisable to screen youth with ASD for gender-related
questions [37]. Individuals with (characteristics of) ASD who seek help for feelings
of TGD could best be assessed by professionals with both expertise in TGD and ASD
or by those with TGD expertise in close collaboration with ASD experts [37].
The role of the mental health provider in general may include assessment for
GD/TGD, including affirmative and open exploration of the gender identity, assessment for/treatment of coexisting mental health conditions, to educate and advocate,
to provide information on peer support, and to inform about/refer for gender affirmative medical interventions [38].
What ASD-specific characteristics should clinicians take into consideration during
the diagnostic process? Youth with ASD who seek help for gender-related concerns
might not always present as their experienced gender or find it difficult to socially
transition due to social anxiety and impaired executive functioning (e.g., planning,
organizing, and abstract thinking). Also, it might be more difficult to present socially
in the experienced gender role before any gender affirmative treatment has taken place

10 Caring for Transgender and Gender Diverse Youth with Co-occurring…

143

[37]. For clinicians and parents, such a presentation could give rise to second thoughts
about the credibility of their experience. Nonetheless, many of these youth might have
persistent feelings of GD and should not be denied access to the assessment of
GD. Instead, these individuals should be referred to professionals who might help
them explore their gender identity and goals in a safe and supportive setting that incorporates appropriate integration of any ASD impact on executing an affirmation plan.
Assessment could additionally be complicated due to difficulties in communication and expressing/exploring gender-related feelings [37]. Individuals with ASD
might be less aware of how they feel about their body, and identity in general, which
could make it difficult to discuss feelings with regard to gender identity. Also,
because of a tendency to use “black-and-white” thinking rather than “gray,” individuals with ASD might find it difficult during assessment to explore gender from a
continuous perspective, instead of a binary concept [37]. Additionally, understanding of the long-term impacts of treatment might be difficult for youth with ASD if
they have limited ability to envision the future.
When assessing youth with ASD for GD, it is therefore advisable to have information on their strengths and challenges (e.g., cognitive functioning, communication abilities, executive functioning) and to take ASD-related features into account
by, for example, adjusting language to their cognitive level or making use of visual
supports. Treatment for specific ASD-related challenges or needs, such as problems
with emotion recognition or social communication problems, can be advised, both
prior (during the diagnostic phase) and parallel to gender affirmative treatment [37].

Vignette: Sam

Sam, a 14-year-old assigned male at birth, was diagnosed with ASD at age 8.
In early childhood, Sam’s development differed from peers in several areas.
While growing up, Sam had several fixations, among others for dinosaurs,
later for aliens and elves. Sam had a different way of interacting with peers,
misunderstanding the intentions of others, and feeling left out and bullied.
Sam also had a friendship with Ellen, a same aged assigned girl at birth living
next door. They liked to play together with dolls and dress up as princesses.
Sam never talked about gender identity questions till age 12. At that age, Sam
mentioned the strong wish to be like Ellen. When presenting at the gender
clinic, Sam could at first only describe what Ellen had that Sam also wished
for, like having clothes with glitters and having more friendships with girls.
Sam also told the clinician that Sam likes her name because it could both be a
boy and girl name. During the assessment of GD, it took Sam several months
to disentangle their own feelings and thoughts from the picture Sam had made
of Ellen. Sam went to a therapist experienced in ASD to enable her to give
words to her feelings. During these sessions, the despair became apparent that
Sam felt because of the bodily changes caused by puberty. Sam’s parents were
supportive, adding examples of gender diverse behavior from early infanthood on, and giving room to Sam in discovering her own identity.
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It can sometimes be challenging to disentangle GD/TGD from ASD-related
characteristics. Clinicians and/or caregivers might be worried that TGD feelings
might stem from ASD-related characteristics such as fixations/obsessions, special
interests, or a need for certain sensory input. It is to be advised to take an individual
approach, with sometimes an extended assessment period [27, 37].
Youth with ASD might report experiences of TGD since elementary school [39].
However, sometimes children with ASD might be devoid of any self-reference to
gender when they are younger and might be less aware of social gender norms. They
might not think about gender at all when they are little, becoming aware of gender
only in late childhood or adolescence, for example, when secondary sex characteristics develop [34, 35]. Involvement of family or caregivers is important because a
history from parents or caregivers can provide valuable information of gender identity development in (early) childhood. Moreover, family support can play a very
important role in psychological health and well-being [38].
Also, in some studies, an elevation of emotional and behavior problems, especially affective, anxiety, and somatic problems, has been found in individuals with
ASD and co-occurring TGD, compared to individuals with ASD alone [25].
Clinicians should, thus, be alert of these and other co-occurring conditions during
assessment and incorporate these in the treatment plan or refer individuals to specific services.

 onmedical Interventions: A Stepwise Approach,
N
Psychoeducation, and Gender Exploration
There is often no clear distinction between assessment and treatment of GD in youth
with ASD, and assessment and treatment might partly overlap [37]. ASD-related
problems in future thinking might lead to difficulties in envisaging how something
in the future will be or feel. Steps in social transition should be evaluated in a stepwise approach, with regard to GD-related distress and general well-being [37]. This
careful evaluation of the stepwise approach often continues during gender affirmative treatment, such as hormone treatment.
Vignette: Sam (continued)

The assessment of GD was helped by the parallel treatment with the ASD
therapist. Sam was able to express her feelings by, for example, describing
difficult situations in a diary, making a painting of herself and formulating
steps necessary to become more happy with herself. Sam discovered a more
expansive way of understanding her gender diverse thoughts, feelings, and
experiences, by separating her gender identity, gender expression, gender
assigned at birth, and physical or emotional attraction toward others. One of
the more difficult subjects was Sam’s wish to be more socially accepted in the
group of girls at school. Although she became more at ease with herself, she
still experienced challenges in social interactions. It took Sam much effort to
understand and accept that not everything would improve after transitioning.
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Extended psychoeducation for neurodiverse youth, as well as for parents/caregivers, is an important part of supporting youth and their parents to help develop a
broad range of possible gender outcomes and increase flexibility in thinking about
gender, self-awareness, and social insight [37, 39]. During consultations with youth,
it is often helpful to explore gender as a continuum instead of a binary, to provide
alternative gender outcomes (such as gender fluid, a-gender), and to inform them
about the options of embodying various aspects of another gender without having a
full medical transition.
Youth with ASD should be encouraged to explore their gender identity, various
options within the gender spectrum, and gender role/expression in their own pace,
before possible irreversible medical treatment interventions. As youth with ASD
might be inclined to “all or nothing” thinking, it can be challenging to take a gradual
approach in exploring gender-affirming steps [37].
Incorporating aspects of the experienced gender, before medical interventions
have started or completed, can be confusing or provoke anxiety. Also, exploration beyond what is familiar or what feels safe can provoke anxiety. When youth
with ASD find it complex to initiate or complete a social transition due to, for
example, executive functioning problems, rigid thinking, or anxiety, caregivers
should be involved to facilitate gender exploration and to support or give guidance regarding any difficulties. Such difficulties can vary from problems with
coming out to using makeup or finding an own and satisfactory clothing style.
Also, it can be helpful to offer a certain structure in themes to be explored, for
example, clothing, hairstyle, and hobbies, and each step should be evaluated
carefully.
During this stepwise approach, it is important to monitor the process, and therefore, appointment compliance is important. As youth with ASD find it sometimes
difficult to come to sessions, involvement of caregivers and support with planning
can be helpful [37].

Medical Treatment
Vignette: Sam (continued)

After a period of assessment, the distress caused by the potential virilization
of her body became very apparent (e.g., panic attacks because of the feeling
of having facial hair, avoiding the confrontation with her body by refusing to
take a shower). A treatment with puberty blockers was started as a first step to
release this distress and to help Sam take the time to further discover her own
unique identity. A big step was coming-out at school. Sam had first planned to
transition over the summer holiday, even wanting to change school in order to
avoid the confrontation with the in-between phase. Finally, with the help of
her teacher, she accepted to change her plans and be open about her feelings
in her own class. Much to her surprise, her peers were accepting Sam’s transition. At age 16, Sam started gender-affirming hormones, already feeling a lot
more at ease with herself.
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TGD adolescents with ASD have undergone gender affirmative medical treatment
[4]. It has been suggested that gonadotropin-releasing hormone (GNRH) analogues
(puberty blockers) to suppress puberty development and gender-affirming cross-sex
hormone (CSH) therapy in adolescents with GD are associated with alleviation of GD
and improvement of mental health [40, 41]. Long-term follow-up studies in TGD
adolescents with ASD on either the use of GNRH analogues and CSH are lacking, and
it is, therefore, until now unsure what the outcomes of gender affirmative treatment
are in individuals with ASD. Because of possible difficulties with future thinking,
when it comes to medical treatment to relieve GD, prudence should be taken regarding irreversible effects of medical treatment and regarding having realistic expectations for treatment. To be able to consent for treatment, benefits and risks of treatment
should be discussed in a way taking the adolescents’ thinking style into account [37].
The literature on gender-affirming surgery in adolescents is scarce and mainly
comprises gender-affirming bilateral mastectomy [42]. Several studies have shown
benefits of mastectomy in adolescents [42], yet no research has been done in adolescents with co-occurring ASD. Long-term follow-up studies are needed to see
whether individuals with ASD will equally benefit from gender-affirming surgery as
neurotypical individuals.

Conclusion
A growing body of literature suggests that neurodiversity and GD/TGD intersect
more frequently than might be anticipated by chance. Underlying biological, psychological, and social hypotheses for this potential co-occurrence have been proposed, but empirical evidence for any of these hypotheses is lacking. It has also
been suggested that due to minority stress in TGD individuals, they might show
characteristics that resemble ASD but are a result of GD/TGD. Further research is
needed to investigate if and why GD/TGD and ASD co-occur more frequently.
The experience and expression of gender may be different depending on whether
someone is neurodiverse or not. With regard to assessment and treatment, there is
clinical consensus that GD and ASD can co-occur independently. Individuals with
ASD who seek help for their feelings of GD might come with specific challenges
during assessment and treatment. However, ASD should not be an exclusion criterion, and therefore, these individuals should have access to gender affirmative treatment. Future research is needed on the sometimes clinically challenging
co-occurrence of GD/TGD and ASD, for example, on the development of specific
assessment tools and on long-term follow-up of treatment.
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Considerations for Acute Care of TGD
Youth

11

Zheala Qayyum, Erin Ursillo, Kristen Sayles,
and Gerrit Van Schalkwyk

Introduction
Given the high rates of mental health concerns among transgender and gender
diverse (TGD) youth (see Chap. 9), these young people may require acute psychiatric care, including treatment in inpatient, partial hospital (PHP), and intensive outpatient (IOP) settings.
Growing up within a body that is developing in an incongruent manner to one’s
gender identity can create significant stress for transgender and gender diverse
(TGD) youth. Adolescents who experience dysphoria related to this incongruence
suffer high rates of internalizing psychopathology that may lead to inpatient psychiatric hospitalization [1]. It is reported that 40% of transgender adults have attempted
suicide, of whom 92% report attempting it before the age of 25. Historically, growing up in a culture where minoritized populations experience direct and indirect
stigma and discrimination is demonstrated to create significant stress and is linked
to poorer health outcomes for TGD persons. Rejection from family and peers, discrimination, bullying, and threats of violence all can contribute to worsening suicidal ideation and serious psychological distress [1].
Acute care in the psychiatric setting can either offer support or invalidate this
already vulnerable population. TGD people are at higher risk of coming across challenges in accessing health care, as well as encountering health-care systems that are
not geared toward recognizing, validating, and supporting their gender identities.
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While the immediate priority of the inpatient psychiatric hospitalization is, therefore,
first and foremost to ensure safety, providing a gender-affirming environment is
paramount in laying the foundation for these youth to continue being engaged in
care, rather than invalidating their identity, which could discourage them from
seeking care after discharge. Invalidating experiences can be traumatizing for these
youth who may enter acute treatment already at higher risk for suicide with comorbid
mental health concerns.
This chapter discusses
• Key ways in which psychiatric systems may create an affirming environment at
the policy and organizational level.
• How inpatient units and hospitals environments can be affirming, including a
perspective on how staff can be trained to be effective in this context.
• Clinical considerations that may inform the individual care of TGD individuals
in crisis.

 n Affirming Environment in the Broader Treatment
A
Environment
Embarking on the mission to create a safe and affirming PHP, IOP, or inpatient treatment environment for patients in the LGBTQ+ communities can have its challenges,
but the reward of working around these challenges is great. In a perfect world, an
agency would have full control over all factors of patient care; however, more often,
the reality is that agencies begin this mission with suboptimal circumstances that are
not easily influenced due to internal agency problems and/or broader healthcare
system-related issues. This does not mean that the charge is futile. Success is attainable if the organization is committed to the mission of providing safe and affirming
care, and if the agency problem solves creatively and plans ahead for potential road
blocks. Of those organizations who do make a verbal commitment to improvement,
unfortunately many do not succeed in the actual mission of providing LGBTQ+
informed care.
In order to stand out as a leading organization that does succeed in providing
affirming healthcare, an agency should focus on three major areas: physical environment, staff education and engagement, and continued accountability [2].

Physical Environment
The overall goal when it comes to revamping the hospital’s physical environment –
whether it be an inpatient unit, PHP, or IOP – would be to modify the space in a way
that promotes a welcoming, affirming, and safe setting for patients and visitors.
Although the infrastructure of the building itself is not something that can often be
altered, there are cost-effective modifications that can be made that do not include
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pricey renovations. If an agency has funds to spend on physical modifications, there
are more expensive alterations that provide ideal benefit.
Modifying physical settings to provide accessible and safe bathroom options is
an initial and critical start to greeting TGD youth and families. When single-
occupant bathrooms exist on the premises, changing all single-occupant gender-
based bathroom signs from male/female images to “all-gender” or “gender-neutral”
images is an example of a low-cost modification. Doing so will create a welcoming
atmosphere when patients enter new settings in crisis. A more costly approach
would be to add single-occupant bathrooms if none exist on site.
Many organizations have multiple-occupant gender-segregated bathrooms which
can pose both safety and privacy concerns for transgender individuals. Organizations
can consider changing these bathroom types to all-gender restrooms even when
there are single gender-neutral bathroom options on site. In keeping safety and privacy at the forefront of decision-making, there are several safety/privacy enhancements that the Human Rights Campaign recommends to aid in this goal (all of
which vary in price); install flaps on the outer edge of stall doors to cover the gap
between the door and the stall wall, extend stall doors and walls from floor to ceiling, and extend privacy dividers between urinals further out from the wall and to a
higher level [2].
Establishing LGBTQ+ friendly resource centers in public areas with materials
supportive to gender affirmation will not only provide useful education but will also
demonstrate the hospital’s support and competence in this area (little to no cost).
Expanding upon the décor of the hospital to include artwork that embraces gender
fluidity or diversity can be appealing and within a reasonable price point. Integrating
safe zone images throughout the space (printed images at little to no cost that represent a safe and confidential space or person that welcomes people as their authentic
selves) will send a visual message that people can discuss a variety of topics without
fear of discrimination or retaliation [3]. There is no one set standard when it comes
to safe zone signs. An agency can print images that already exist online or create a
safe zone sign that relates to their own organization. Another way to display the
standard within an organization that gender identity should not be assumed is to
provide staff and patients with the option to display the pronouns they use on them
with either a pin or a sticker.

Staff Engagement and Education
Agencies can create a culture that supports affirming care by starting with clear and
consistent messaging and expectations about what it means to offer affirmative care.
An agency may be successful in implementing that care and reaching goals by
providing education and resources for staff to carry out this mission. Leadership can
create institutional cultural improvements by offering: fundamental training for all
staff, training on the latest medical record documentation, advanced clinical training
for all clinicians, and consistent evaluation of the patient experience and staff success.
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What to say….

Instead of…

What pronouns do you use?

Assuming pronouns

What is your gender?
How do you identify your gender?
What is your name?
How can I help you?
Do you have a significant other?

Assuming gender

Is the name on your insurance
card different than your name?

What name do you prefer*?
How can I help you sir?
Do you have a husband, wife,
boyfriend, girlfriend?
Did you legally change your
name or what is your preferred*
name?

Hello everyone…
Hello guys, ladies, etc.
*Prefer indicates choice. Avoid in regards to name and pronoun usage

Fig. 11.1 Key points on language

Fundamental training includes everyone employed at the agency – from the first
telephone encounter to discharge planning. Training begins with a review of
appropriate terminology and concepts and with a discussion of affirming care.
Training should offer opportunities for staff at all levels to be aware of their part in
creating an affirming environment.
As this is a rapidly changing field, where concepts and terminology change regularly, initial education begins with updating staff on what we currently understand
about gender identity and gender expression. While it is human and understandable
for employees to come to work with their own biases and opinions, staff members
have professional treatment responsibilities as it pertains to patient care and will
need to monitor and manage their own biases at work. To assist with this, staff can
be led through trainings that explore how personal biases could potentially interfere
with their success in providing affirming care. Training may address assumptions
we make about gender in our everyday language, ways people can adjust language
to avoid assumptions (Fig. 11.1), and ways people can respectfully apologize if they
make a mistake.
All staff will need to commit to asking every patient the name and pronoun they
use rather than making assumptions. Although this practice may feel controversial
for some, making this routine is crucial if an agency is committed to providing
affirming care. There is no way to know someone’s gender without asking. Incorrect
assumptions make for a traumatic patient experience and are contradictory to the
overall mission.
A common concern is that one could offend a cisgender patient by asking their
gender. If the true goal is to provide affirming care, is it not far better to explain to
a cisgender person why you asked them their gender than to make an incorrect
assumption and offend a transgender person? An example of a response that
would be appropriate is as follows: “I apologize. I did not ask you that to offend
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you. We as an organization will not assume anyone’s gender based on our own
assumptions. We ask every single patient to tell us who they are rather than us
assuming.”
Teaching staff how to ask questions about gender identity as well as role-playing
potential scenarios with staff can help them feel confident and prepared for all
potential interactions. Having staff introduce themselves to all patients using their
own name and pronoun will act as a model for any patients who do not understand
gender identity and will lead to opportunities for staff to spread the appropriate message about gender. It will be helpful to provide staff with a variety of practice scenarios to prepare them for potential interactions about gender so that they feel
confident in these circumstances; apologizing for their mistake or redirecting an
individual who is being disrespectful, clarifying gender identity for someone who
does not understand, etc.
Reputable resources should be provided at the conclusion of these trainings,
which will allow employees to do further research from reliable sources if they so
choose. National organizations such as Pride, Youth Pride, The Health Equality
Index, The National LGBT Health Education Center, Fenway Health, LAMBDA
Legal, TGI Network, PFLAG, and the Human Rights Campaign are reliable options.
Creating a TGD responsive electronic medical record (EMR) is a large and
system-wide task. In an ideal setting, documentation would be streamlined with
clear standards that incorporate the diversity of gender identities, names, and pronouns. Many EMRs do not allow for flexibility in documenting on gender as gender
is considered an identifier for insurance companies. In many settings, it may not be
feasible to upgrade programming; therefore, creating affirmative work-arounds in
the original EMR may be created and implemented systemically by staff. Attention
to paper documents given to patients that ask them to select gender may be adapted
to include more than the binary male/female options. Establishing responsible persons in EMR administration who will serve as a change leader can ensure that organizations stay up to date with best documentation practices since standards are ever
evolving.
Advanced clinical trainings should be delivered to staff that have more of a clinical
role with patients (physicians, clinicians, nurse practitioners, etc.). Discussion points
on gender diversity, the different ways people affirm their gender, minority stress,
biopsychosocial risk factors, and the most up-to-date clinical interventions will be
vital. World Professional Association for Transgender Health (WPATH) is a reliable
source that provides clinically relevant trainings on these topics.
Unfortunately, even with the installation of the above-mentioned levels of in-house
training, it is unrealistic to expect that an agency full of experts on this topic will
result. It will be pertinent to seek out in-house leaders; staff members who show a
special interest in affirming care. Offering these leaders additional external continuing
education training so that they can keep up with the ever-changing and evolving
information on gender will be a great benefit to the organization as a whole. These
agency point persons will be able to share the most up-to-date information with other
employees, and they will serve as a motivating presence in the workspace as it pertains
to affirming care.
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Continued Accountability
While it is important to focus attention on the physical environment and staff education and engagement, in order to ensure success and stand out as a leader in affirming care for TGD individuals, close monitoring of the patient experience and staff
conduct will be paramount. Feedback on patient experience is essential in determining areas of strength and weakness within an organization. Offering a posttreatment
survey focused on the affirming experience is a considerate way of eliciting feedback from patients in an anonymous and voluntary manner. It would be helpful to
consider establishing an in-house committee to monitor survey feedback and collaborate on solutions for areas of concern. Instituting conduct objectives within an
employee’s traditional job evaluation that highlights their own personal role in providing affirming care will allow management to hold staff members accountable
and to assess for strengths and areas of potential improvement for each staff person.
This will also reinforce the message to all employees that affirming care is the standard within the organization.

Inpatient Settings: A Case Study in Achieving Culture Change
An inpatient environment should seek to affirm the gender narrative described by
the patient to allow them to receive the best possible psychiatric care. In order to
facilitate an affirming inpatient environment, it is necessary that clinical staff are not
only educated, but that there is a collective commitment to the mission. It is critical
that unit leadership seeks to assertively develop and support an environment in
which gender diverse youth may thrive; at the same time, this will not be successful
if clinical staff is left behind by the process. On our inpatient adolescent unit at
Butler Hospital, this was achieved through a multistep process that was both gradual
and assertive. Core principles were as follows:
• Exposure and Education: Experts in the area of pediatric gender were invited to
speak to clinical staff on multiple occasions. This was combined with implementing lessons learned as relevant clinical situations occurred.
• Crucial Conversations: Clinical staff were engaged around their own preconceived notions and potential areas of bias, and these were anticipated and
addressed prior to patients arriving on the unit in order to ensure that barriers to
affirming care were resolved without impacting the experience of individual
patients. This approach drew on the concept of “crucial conversations” – a set
of techniques for having productive discussions around emotionally charged
topics [4].
• Staff Engagement at All Levels: Responsibility for an affirming environment was
shared between physicians, nurses, mental health workers, occupational therapy,
social services, and administrative staff. This approach reflected the principles of
“shared governance,” a well-articulated approach to manage complex challenges
in professional environments [5].
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• Implementing Agreed-Upon Changes in Steps: New approaches (e.g., bathroom
or room assignment based on identified gender) to address TGD-specific needs
were implemented in response as clinical situations arose, allowing staff to process barriers and participate in a collective effort to support gender diverse youth.
With these guiding principles, change was achieved through the following staff
development procedures:
• Case Studies: These included an existing space for weekly, multidisciplinary
case discussions and to identify areas for improvement in affirming care. These
case studies provided an opportunity to identify preconceptions and bias and
provided a safe platform in which these barriers could be explored and
processed.
• Informal Educational Interventions: These include ad hoc conversations regarding appropriate pronoun usage and open-ended conversations to understand the
current beliefs, level of understanding, and skill of individual staff in supporting
gender diverse youth.
• Formal Educational Interventions:
–– Nursing grand rounds – A four-hour training was provided by a local physician expert on best practices for supporting gender diverse youth, for which
continuing education credit was available.
–– Staff meetings – Additional trainings were provided by unit leadership, which
utilized the Joint Commission LGBT Field Guide [6].
–– Optional trainings – Staff were encouraged to take the training offered by the
Human Rights Campaign 2018 [2], which was made available for free through
an institutional license.
• Continued Education: Existing platforms for clinical discussion such as weekly
rounds, staff meetings, and weekly case discussions were thoughtfully enhanced
to provide ongoing reinforcement of principles expounded during more formal
education approaches

Practical Approaches
Achieving an affirming environment required both institutional change and circumventing complex challenges with practical solutions. It is possible to facilitate an
affirming patient experience, even if longer-term challenges remain in addressing
structural sources of bias within medical systems. The following steps were taken
on our inpatient unit:
• Name and Identifiers: As noted previously, institutions vary in their ability to
consistently display preferred names in electronic medical records, and regulations require that legal names appear on certain forms to facilitate inpatient
admission, consent to care, and insurance. In order to balance this limitation with
an effort to create an affirming environment, asserted names can be displayed on
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areas visible to the patient, which do not constitute legal documents – such as the
unit name board, and whenever names are listed for unit activities. Staff can
reference these sources where reminders are required regarding patients asserted
name. Individual clinics and providers may be creative in work arounds that
include patients asserted names being listed on wristbands, as this may be a low-
risk opportunity to provide affirmation.
• Bathrooms: In order to maximize the positive experience of all patients while
providing an affirming environment, communal bathrooms were used and gender diverse youth were allowed to use the bathroom that they were most comfortable with – an approach which has been implemented without incident over the
last several years.
• Room Assignment: Preferences of the patient, the desire to be affirming, and the
needs of other patients were considered and weighed. Although it may seem
optimal to always room patients with other patients of their affirmed gender, this
does not consistently reflect the desires of patients or may be challenging for
other reasons. A single room is frequently a stated preference for gender diverse
youth who are undergoing hormonal or surgical changes, and this is made available in these instances. Youth who have not begun any hormonal or surgical
intervention may be most comfortable with roommates of their assigned at birth
gender. When gender diverse youth express a desire to have a roommate of their
affirmed gender, this should be facilitated as long as it does not expose the patient
to undue risk; patients may experience trauma if they are roomed with a peer
who articulates stigmatized views toward the patient. Available guidelines for
Lambda Legal suggest that where patients object to having a gender diverse
roommate, this should be problem solved through a discussion with the patient,
or moving the patient who expresses the concern [6, 7]. In practice, we have
found it is almost always possible to provide an environment, which is affirming,
safe, and therapeutic for all patients.
• TDG-Affirmative Resources and Materials: The physical space included
resources and materials for youth to see examples of gender diversity and to
explore their own gender. Developmentally appropriate and affirming materials
are made available, which provide concrete explanation and facilitate exploration of a patient’s individual gender narrative.

Ongoing Challenges
Much work remains to be done to ensure that gender diverse youth have more consistent access to affirming inpatient care. Even within an environment, which seeks
to prioritize this mission, challenges remain:
• Barriers: Privacy laws may be violated if potential roommates are made aware of
a youth’s gender diversity; not involving the roommate in such a discussion creates a real risk for inappropriate comments or behavior toward the roommate
should they come to this realization in other ways. Parents of both patients and
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roommates may not hold affirming views around gender diversity, and it may not
be in the youth’s best interest for this to derail psychiatric treatment.
• Personal Bias: Despite intense efforts at education, there may be areas of ignorance and a lack of commitment to an overall “culture change” among staff.
• Issues of Intersectionality: Youth in mental health settings may experience an
intersection between their gender-related concerns, mental health concerns, and
other socioeconomic factors that impact long-term health outcomes. More clinical study is indicated to best inform how to balance attention to the gender narrative during periods of crisis in order to optimize mental health treatment and
ensure that youth receive the best care. Taking the lead from the patient seems to
be a promising approach to this challenge – this is discussed in further detail
below.

Clinical Approach
As there may be different reasons why a young transgender youth would find themselves in an acute treatment setting, there may also be a variety of unique gender
issues specific to each patient.
TGD youth may disclose gender dysphoria or their transgender identity for the
first time during the course of hospitalization or intensive outpatient care. This is
more likely to occur if they have formed a trusting relationship with their clinician.
These youth may be engaged in the process of exploring their gender identity and
what it means to them. There may not be a commitment or crystallization of their
gender as of yet. For these youth, it is important to not impose an artificial burden
of having to make a decision about their gender. A clinician’s best work is done supporting this process of emerging identity and allowing them a safe space to explore
their gender identity. Relevant information regarding important and emerging
aspects of gender may be communicated to staff and their outpatient team. Some
youth may request more information and resources and referrals to gender-specific
services as they approach discharge. Knowing your community providers and allies
may help facilitate these next steps.
There are also youth who experience fluctuations in their gender identity or consider themselves outside the gender spectrum (i.e., nonbinary). These nonbinary
identities may be encountered during acute treatment. Some fluctuations may arise
when patients experience unsupportive attitudes and bias [8]. Nonbinary youth also
tend to experience less support from their family and friends, putting them at greater
risk for suffering [9]. Some youth experience understandable ambivalence about the
cost and hardships encountered during the process of undertaking gender-affirming
steps and long issues that may arise. Some youth do not continue to identify as
transgender into their adulthood [10]. Regardless, having a safe environment and
trusted relationships in which to discover who they are is the key component of any
psychiatric treatment. In case of multiple psychiatric hospitalizations or periods of
PHP/IOP treatment, where the patient has demonstrated variance in their gender
identity or gender expression, clinicians and staff should maintain a nonjudgmental
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and validating approach toward the patient. Educate staff members that this variance may be a normal part of exploring gender identity for some youth. It is not
necessary that one particular gender will be adhered to as part of the process of
discovering one’s most authentic self [10, 11].
There are other transgender youth admitted to acute care settings who are clear
about their transgender identity and have not yet disclosed it to their family. In such
cases, it is important that the clinician openly discusses what the young patient is
comfortable disclosing to their family and when. Here, the role of the clinician is to
support the patient while facilitating a discussion to enhance the family’s understanding of the youth’s gender identity. Often parent support and guidance are
needed after the disclosure. The family should be supported in processing the information as they come to a place where they can mourn the loss of the idealized child
and be more welcoming and accepting of the real person in front of them [8].
Understanding the family dynamics and environment in which the youth will be
discharged is key in safe discharge planning.

Helpful Tips for Disclosure
1. Create a therapeutic alliance with the parents.
2. Inquire about the parental experience of their youth’s journey. Often parents are
already aware of the TGD youth atypical journey of gender development.
3. Explore parental beliefs about gender diversity and human development based
on their social, cultural, and religious background.
4. Support the TGD youth when they are ready to disclose to their family, based
on the individual youth’s expressed needs.
5. Create a safe space both for the TGD youth and family to process together and
individually. Set a supportive and nonjudgmental tone that does not stigmatize
the TGD youth.
6. Provide psychoeducation to the family. Clarify that gender diversity is a normal
human expression. It is also helpful to discuss that various trajectories such as
persistence, nonconformity, phasing out, or adoption of atypical gender expression cannot be predicted.
7. Highlight the important role of parental support and involvement with the TGD
youth. Although they do not influence their child’s gender expression, they have
a much greater influence on their physical, emotional, and psychological well-
being, and social adjustment
8. Provide support in case of parental crisis. Explore parental fears.
9. Make a plan with the family to provide safety and support for the TGD youth.
10. Make referrals for family therapy and marital therapy if indicated.
There are instances when transgender youth are not ready to disclose their transgender identity to their family just yet. They may have previously experienced an
invalidating environment or other forms or trauma or abuse that makes it difficult
for them. Here the clinician must take the patient’s lead. The focus should be
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respecting the patient’s autonomy while helping them to build resilience to cope
with the outside world and gain a greater sense of empowerment. Referrals and
resources that are gender affirming outside the family setting can be helpful.
Gendercool Project, the GSA network, Campus Pride, and Youth Policy Institute
(YPI) are some examples where TGD youth can connect with peers and access support for themselves. It is also essential that the patient preference is seamlessly
communicated to all members of the team involved in taking care of the patient, to
ensure inadvertent disclosure does not occur.
As with their cisgender peers, TGD youth may require acute psychiatric treatment for a variety of mental health needs. Thorough psychiatric assessments for
anxiety, mood, and substance-use disorders along with trauma are necessary and
should not be overlooked [12]. Transgender identity can at times serve as a focus for
other displaced conflicts, whether with their family, peers, or themselves. In some
cases, there may be additional stressors that can compound the experienced minority stress, while in other cases, preexisting mental health issues can surface as result
of the difficulties the TGD youth is experiencing. It is important to explore these
both independently, and as they relate to the TGD identity [13]. Focusing on appropriate treatment modalities for comorbid disorders should be integrated into gender-
affirming care and prioritized based on severity and impact on the individuals
psychological and social functioning.
Psychopharmacological intervention may be indicated as part of the comprehensive
treatment plan to alleviate symptoms of anxiety and depression that can result from
minority stress and internalized bias, particularly when they impair functioning. It is
also ideal to access appropriate consultation when indicated for psychoeducation about
gender affirmation, hormonal therapy, and surgical interventions. The acute care setting
is well suited for a multidisciplinary meeting to address these issues with the family
while drawing in expertise from clinicians who will continue to follow-up with the
patient after discharge. Questions may arise as to the timing of hormonal therapy for
which input from a physician who specializes in these treatments can be extremely
helpful. The treatment team should facilitate discussions as the next steps toward
gender affirmation are discussed in a way that is most appropriate and supportive.
TGD youth in acute treatment settings deserve a full risk assessment upon admission and discharge, as well as developing a conceptual framework of their social and
familial supports. A thorough discussion of a safety plan as well as follow-up treatment should be undertaken with the patient and the family. There is indeed an
opportunity to take the time and holistically view the needs of the TGD youth and
to make referrals that will best support the patient. There is now greater initiative in
establishing specialized programs for LGBTQ youth in order to better address their
mental health needs in a gender-affirming environment. Coordination with the
school may also be necessary for those youth requiring academic support or interventions in the school environment.
Additionally steps should be taken to set up social and community supports for
the transgender youth. As mentioned earlier, PFLAG, Campus Pride, Camp
Aranu’tiq, the Trevor Project, and others serve as great resources to make these
connections. Online resources can be accessed through www.genderspectrum.org.
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Conclusion
Transgender and gender diverse youth face an unfair problem; although they may
have greater needs for acute mental health treatment, they are less able to receive this
treatment in environments that are appropriately supportive. Although practical
challenges exist, there are many opportunities to create both small and larger
institutional changes that would benefit these youth and families, educating and
developing staff and clinicians who have the necessary skills to treat mental health
concerns, while supporting and affirming the dynamic process of gender exploration.
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Introduction
Psychotherapy is central to comprehensive, affirmative care for adolescents with
diverse gender identities. Mental health providers can support their TGD clients
through a broad range of services. In this chapter, we provide a brief overview of
various modalities and considerations, supported by insights from clinical practice
and evidence from a growing body of literature. Whereas this segment of the population is historically underrepresented and under recognized in the vast majority of
mental and public health research, the increasing need for gender-competent providers and an evidence basis for their practice has led to a sea change in the professional community’s understanding of gender and its diverse range of expression.
With continued investigation, reflection, and, most importantly, openness to the
voices of TGD people, systems of mental health care will move toward a model that
affirms the identities of the individuals it seeks to support.
Treatment begins by understanding the individual needs of each unique TGD
youth that presents to the office. Clarifying with the adolescent (and their family,
whenever possible) what specifically brings them to you will set the framework for
your work together. Whether it is to explore their individual gender identity and
expression, find support in the process of coming out and affirming their identity,
address requirements for medical and surgical interventions, or ameliorate the psychosocial difficulties that may or may not be related to their gender experience,
there are core principles that can be used to drive compassionate, affirmative gender
care through psychotherapy.
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In the gender affirmative model, gender health is described as the opportunity
for an individual to live in the gender that “feels most real” and to express their
unique gender “without experiencing restriction, criticism, and ostracism” [1]. It
asserts that variations in gender are indeed normative and non-pathological. As
gender identities are diverse, they reflect a tapestry of biology, development,
culture, and context, and may change over time. Societal messaging, however,
reinforces gender binary constructs. Consequently, the psychological pain we often
encounter in our clients results from chronically invalidating interpersonal and
cultural reactions [1–3]. A growing evidence basis supports a practice that
communicates respect, inclusion, and affirmation for improved gender health and
overall health outcomes [1–5].
An affirming model calls for providers to utilize the same practices as they would
in any other setting, namely providing a safe environment, developing a strong therapeutic alliance, allowing for pain and suffering to be voiced, with themes of neutrality, empathy, and interpretation to enhance self-understanding. In this chapter,
we will explore how these principles inform an approach to psychotherapy.

Exploration of Gender Identity and Expression
There is no singular narrative that underlies the experience of a TGD adolescent.
One element that is unifying, however, is that their sense of self is distinct from the
gender assumed to correspond to their sex assigned at birth. In keeping with an
affirmative model, this sense of self has biological, developmental, cultural, and
contextual influences. It can be clarified and better understood through work with a
psychotherapist, but notably comes from within. Thus, therapists working with
TGD clients are tasked with joining, rather than leading, their clients in the exploration of their unique gender experience, identity, and expression. In this collaborative
approach, it is important to recognize that each individual is the authority on their
own gender identity and in doing so, the provider powerfully affirms and validates
the agency of their client.
Therapists, clients, and their families can explore gender experiences from the
perspective of relation to self, relation to one’s body and relation to others. More
frequently than not, the history gathered does not follow the pattern of a persistent,
insistent, and consistent declaration that is traditionally thought to underlie the TGD
experience. Rather, adolescents will report knowing that something was “different”
over time, whether it is through an escalation in these feelings in the context of
puberty or through psychosocial stress from negative reactions of family or society.
This dissonance will declare itself as a gender that is liberated from the sex assigned
at birth. The way in which the patient has expressed gender, in the form of appearance and interests, may continue to change.
The experience of gender is iterative and in a perpetual state of becoming. In The
Lives of Transgender People, Beemyn and Raskin interviewed more than 3500 individuals with diverse gender identities and gender expressions, and found these individuals described their gender with more than 200 distinct descriptions [5].
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Psychological Support from Family Members
The support of one’s family is a particularly important prognostic indicator for TGD
adolescents. For this reason, whenever possible, it is critical to involve the client’s
family during the course of psychotherapy treatment. Including the family from the
first intake interview serves to provide a better understanding of the environment in
which the adolescent is thriving or not. Across a treatment course, family sessions
can be utilized to follow the changing dynamics within the client’s environment and
to provide support, reassurance and education where needed. Depending on the
relative levels of support and stress offered by the family dynamic, a referral to an
independent family therapist, preferably with a background in working with TGD
populations, may be necessary. Additionally, group therapy and support groups for
parents and siblings can serve to address needs within TGD families and referrals
should be made as appropriate, and available.

Assessing for Related Difficulties
While a gender-competent provider seeks to affirm a TGD adolescent’s gender
experience, identity, and expression, they should also evaluate for and treat the
psychological concerns that may also be present. TGD youth are a heterogenous
group, and many may not experience significant psychological distress. However,
compared to cisgender adolescents, TGD adolescents appear to experience
disproportionately high rates of psychological distress, with increased risk of
depression, anxiety, and suicidal thoughts [6–8]. Further, accumulating evidence
demonstrates a clear need to improve mental health treatment for TGD individuals –
especially among adolescents. According to the 2015 United States Transgender
Survey (USTS), more than half of respondents reported “current serious
psychological distress.” It is important to recognize that conditions may or may not
be related to the client’s gender experience. As described further in the section on
minority stress below, external societal stressors may or may not contribute to the
psychological turmoil experienced by TGD individuals [4]. The broad range of
experiences of TGD adolescents underlies the need for a thorough gender and
mental health history, review of symptoms, as evaluation of chronic minority
stress.
Providers may encounter a variety of symptomatology in their evaluations.
Chronic minority stress and “massive gender trauma” may lead to constellations of
symptoms commonly associated with Post-Traumatic Stress Disorder (PTSD) [9,
10]. Careful screening for a history of abuse and neglect is essential as well, though
many related psychological concerns may include anxiety, depression, self-injury,
thoughts of suicide, compulsivity, substance use, sexual concerns, personality disorders, eating disorders, psychotic symptomatology, and autism spectrum disorders.
Co-occurring mental health issues do not preclude changes in gender role or access
to gender-affirming hormones or surgery; rather, they should be optimally managed
concurrently with gender-affirming treatment.
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Providers of adolescents find that their patients are highly resourceful, using the
plethora of information available on the internet to seek answers to their circumstances. Clients may present asking whether psychological symptoms are related to
various diagnoses, such as Autism Spectrum Disorder (ASD). While there is some
preliminary evidence suggesting a higher prevalence of ASD among TGD youth
compared to their cis-gender counterparts, there is no known developmental etiology for this relationship [11, 12]. As with any patient, we find the best approach is
to evaluate whether the collection of symptoms meet criteria for a specific diagnosis
and provide treatment accordingly. In cases where the symptoms do not meet diagnostic criteria, the clinician can provide validation and introduce therapeutic skills
that the client may utilize to reduce associated distress.

Overview of Modalities
When developing a treatment plan with a TGD adolescent, the client and provider
consider the individual strengths and needs of the client. As discussed throughout
this chapter, understanding of individual’s gender narrative is key to their experience and is obtained through a narrative approach. By using this approach, both
clients and clinicians are able to identify and gain insight into the multidimensionality of the TGD youth’s individual identity and recognize its role in their story.
Narrative therapy aims to empower the client as an individual with external difficulties that they have the power to address with a complement of resilience-building
skills. This intervention reduces the internal narrative of being a problem that can
stem from internalized stigma [13].
As clinicians develop an understanding of the TGD client’s story, they can better
understand the negative cognitions and core beliefs that developed through their
journey. Transgender Affirming Cognitive Behavioral Therapy (TA-CBT) is one
modality by which the therapist challenges and reframes these cognitions to improve
the client’s sense of self. Adapted from traditional Cognitive Behavioral Therapy
(CBT), it aims to provide an affirming stance toward gender diversity, recognition
of gender-specific sources of stress, and the delivery of CBT within an affirming
and trauma-informed framework. The cornerstone of this modality rests upon the
therapist’s unconditional positive regard for the diversity of gender expression and
requires that the provider engage in diligent exploration of their own gender-related
attitudes, beliefs and biases. Together, the clinician and client seek to better understand gender-specific sources of distress, with the provider imparting psychoeducation, strategies for self-regulation, and cognitive restructuring around negative
patterns of thought [14].
As TGD youth often experience socialization in a gender that is not their own,
they are at increased risk of both direct and inadvertent invalidation throughout
social development. Together with the continuous concern for safety and hypervigilance associated with chronic minority stress (discussed further below), TGD individuals may be at particularly high risk for inhibited maturation of interpersonal
skills. For this reason, the interpersonal effectiveness skills of Dialectical Behavioral

12

Psychotherapy: A Clinical Perspective

165

Therapy (DBT) can be effective in fostering social connection. While there remains
limited peer-reviewed evidence on this modality in TGD adolescents, DBT concepts of mindfulness, distress tolerance, and emotion regulation may provide important skill-building in this population, as they navigate a potentially invalidating and
stressful social environment.
Ego psychologists characterize adolescence by the psychosocial development of
fidelity, or the ability to accept others despite differences. In this developmental
stage, adolescents engage in questions of identity vs. role confusion [15]. Clinicians
working with TGD youth may utilize this critical developmental period to explore
identity in ways that may not be specific to gender. The clinician can support this
process by encouraging teens to use their values as a guide for the practice of self-
acceptance. These skills can be taught using the framework of Acceptance and
Commitment therapy (ACT). Again, while evidence in this population is limited,
the concept of acceptance is not only beneficial in relation to self, but also supportive of empowering youth who are struggling with a mental health condition to
achieve their goals.
Here, it is important to acknowledge the ongoing detrimental practice of “reparative” therapy. “Reparative” or “conversion” therapy is a pseudoscientific practice characterized by an active attempt to change an individual’s gender identity or sexual
orientation. It is shown to be gravely harmful to the individuals it intended to serve and
has been rejected by all the major professional societies for many years [16–19]. At this
time, it is legislatively prohibited in 14 states and the District of Columbia [20], but
unfortunately continues to be practiced in various settings to the detriment of those
who encounter it. It is important to provide psychoeducation to families inquiring
about these practices, emphasizing its deleterious effects, and to encourage affirming
forms of therapy to process these experiences with survivors.
Further investigation is needed regarding the efficacy of various therapeutic
modalities in working with treatment of TGD adolescents [21]. The models suggested here approach some of the common difficulties faced by TGD youth seeking
support from a psychotherapist. As in any clinical scenario, the client’s presenting
symptomology and circumstances will guide the evidence-based practices to
address their unique needs.

Minority Stress
Minority stress, more thoroughly discussed in Chap. 5: “Minority Stress and the
Impact of Acceptance”, encompasses the chronic psychosocial and structural stress
experienced by stigmatized groups. Briefly, it is a process that consists of daily
exposure to prejudice, the development of discrimination, and results in an internalized sense of stigma [22]. These experiences can lead to social isolation, the inhibition of an individual’s ability to connect with others, and diminished opportunities
for validation.
Most TGD adolescents exist within a societal structure that communicates pervasive binary, cis-gendered expectations in daily social interactions and media. This
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messaging often occurs through microaggressions, which are brief and commonplace
signals that may be verbal, behavioral, or environmental. Whether intentional or unintentional, microaggressions ultimately communicate hostile, derogatory, or negative
perspectives and serve to undermine a TGD individual’s sense of identity [23].
The client may experience discomfort with their own TGD identity, stemming
from conflict with normative gender expectations and resulting in an internalized
sense of transphobia [10]. Psychosocial development with transgender identity may
foster an internal challenge to the individual – inner feelings that do not match
external expectations of sex assigned at birth may be suppressed. The division of
one’s identity into a private and public self may subsequently serve as a source of
distress, contributing to the development of anxiety, depression, substance abuse,
and personality disorders. Such experiences can impede healthy ego development
and drive a distorted valuation of self-worth.
While the body of evidence describing the effects of chronic minority stress in TGD
youth is limited, recent studies demonstrate increased prevalence of PTSD symptoms
in TGD individuals with chronic, daily stress associated with their asserted gender
independent of prior trauma [9]. The 2015 USTS demonstrated high rates of harassment
across public environments – from educational, health care, and employment settings
to places of public accommodation, such as hotels and restaurants. Interactions with
police, governmental agencies, and even air travel pose an increased risk of harassment.
Thirty-nine percent identified “serious psychological distress” in the month prior to
completing the survey, compared to only 5% in the general U.S. population. The effect
of chronic minority stress on this population is not subtle, with 40% of TGD respondents
reporting at least one lifetime suicide attempt [4].
With this background in mind, the clinician is able conduct a thorough assessment of their clients’ individual experience of environmental stressors, thus better
understanding the lens through which their client perceives and interprets the world
around them. The therapeutic goals of building alliance and providing a safe space
for healing rely on the clinician’s ability to consider the effects of minority stress in
relation to their client’s individual gender narrative. This begins by understanding
the role of minority stress in the client’s life and the potential for deleterious effects
of this stress on an individual’s health and mental health. The therapist should
empathically seek to understand the circumstances in which the youth is thriving, or
otherwise. Together with the client, the provider can then identify and process
sources of stress and strengthen sources of support. Affirmative gender treatment,
consistent with WPATH Standards of Care and the American Academy of Pediatrics
guidelines, as well as supportive peer relationships, can aid in the process of self-
acceptance and identity integration.

 ssessment and Referral for Feminizing/Masculinizing Medical
A
and Surgical Interventions
The WPATH Standards of Care version 7, released in 2011, provide recommendations for the assessment and referral for gender-affirming medical and surgical
interventions. It is important to be aware that these are recommendations and not
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requirements, though providers may find that many physicians and surgeons request
these prior to initiating gender-affirming treatment both because they are less familiar with the patient as well as for insurance criteria for reimbursement. Additionally,
it is important to remember that these, mostly arbitrary, recommendations have
changed significantly over each iteration of the Standards of Care (with previous
versions recommending living for one year “full time” as one’s identified gender in
order to meet criteria for affirmative surgical interventions). At the time of this writing, the working group responsible is revising and updating the document. Notably,
there is no evidence base that the fulfillment of these recommendations leads to
improved health outcomes in this population.
That said, it is important to be familiar with these recommendations when a TGD
adolescent presents for care, or merely for a pre-operative letter of support. The
most recent recommendations include one letter from a healthcare provider for
medical interventions and two for surgical interventions. Briefly, these letters typically include psychological assessment with complete gender and sexual history,
including sex assigned at birth, gender identity, social gender role and sexual orientation, and the patient’s experience of gender within a detailed biopsychosocial and
developmental history [24].
Additionally, among various power differentials that may be present in the provider–client relationship, clinicians should be particularly mindful of the “gatekeeper” role generated by the need for these letters in order to access interventions
that are life-saving in many cases. Nevertheless, by acknowledging these requirements as somewhat arbitrary, a provider that is well-informed in these processes and
supportive of their clients’ goals can facilitate an empowering experience in the
patient’s pursuit of gender-affirming treatment [25].

Connecting TGD Youth to Community-Based Resources
Psychotherapists are a critical source of support in the affirmation process. This
work does not occur solely in therapy sessions, but requires a broad knowledge of
community resources to connect individuals with safe, supportive, and reliable
professionals. It is important that psychotherapists take care to familiarize
themselves with community providers and resources for this reason. This
knowledge is crucial in all stages of gender identity development, from the first
stages of creating a connection with the community, to assisting with
documentation, and supporting those who choose affirmation through medical
and surgical means.
This knowledge base should include familiarity of support group and community
organizations related to gender identity and expression. These resources help clients
engage in community as part of their affirmation process. The clinician should also
have the ability to provide information on affirming healthcare providers in the area.
The therapist may be the first connection the client has to the affirmation process
and thus should be prepared to refer clients who are seeking gender-affirming hormones (GAH) to providers who offer it. Other resources the therapist may provide
referrals for include voice coaching, electrolysis, and surgeons.
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To that end, the clinician should also have knowledge of their state practices in
offering changes in name and gender-marker documentation, so they can assist the
client with overcoming any potential barriers. The clinician should have a general
understanding of state laws with regard to rights, protections, access to care, and
documentation changes for TGD individuals. With a base knowledge of state laws,
the clinician may be able to offer insight into whether a client’s insurance covers
both GAH and gender-affirming procedures such as electrolysis or various affirming surgeries.
In the clinician’s role as a sounding board for pain and a vessel for empowerment, the clinician may be the first person with which the client shares an episode
of discrimination. Not only should the clinician engage with the client to process
and validate their emotional experience, they should also connect the client with
community advocates and legal resources to support the client through their experience. Gathering these resources requires time to develop a network within the community of practice and is an important part of the commitment to the work. Further,
clinicians can serve to optimize patient’s comprehensive care via thoughtful referrals if clients experience common comorbidities such as eating disorders, substance
abuse, and trauma [26].

Considerations and Affirmative Practices
Epidemiological data describing the health needs of TGD individuals reveal a profound need for improved quality of care in several domains. While not specific to
adolescents, the 2015 USTS demonstrated one-third of respondents reported having
at least one negative gender-related experience with a healthcare provider, including
having to provide gender-related education in order to receive appropriate services
(24%), invasive or unnecessary questions about gender (15%), or being refused
transition-related treatment (8%). Nearly one quarter acknowledged needing health
care over the past year, but did not seek it due to concerns of maltreatment or disrespect related to gender [4]. Thus, as healthcare providers, we are charged with the
responsibility to address these damaging tendencies within our field.
In caring for TGD youth, the clinician must be familiar with their own gender
narrative, biases associated with gender, and recognize the diversity of gender identity and expression. The influence of the provider’s socialization within a binary
gender system requires thoughtful self-examination when treating TGD youth. The
safety of the therapeutic environment and the alliance with the youth can be reinforced or undermined by the provider’s ability to reflect on their own biases.
Processing the countertransference that arises may reveal feelings of alienation,
powerlessness, helplessness, cluelessness, and confusion [27].
A youth’s early experiences in therapy can influence their identity development
and sense of validation. It is important that the clinician is mindful not to make
assumptions about the client’s gender narrative, but rather listen and validate their
experiences. Clinicians must further recognize their own degree of knowledge and
experience in working with TGD youth. Critically, they must acknowledge their
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limits. If the clinician’s limitations in training or experience detract from the treatment goals, the clinician is responsible to refer to a provider with experience specializing in gender or seek further education or supervision in this area. According
to WPATH SOC version 7, it is recommended that therapists have knowledge of
variations in gender and related psychosocial concerns and engage in continuing
education regarding gender when working with TGD clients [24].
Throughout the course of treatment, clinicians are responsible to reflect on
whether their prompting serves the needs of the client or their own motivation to
further their education. In these moments, acknowledging deficits in exposure or
knowledge and seeking to address them between sessions through training or gender expert supervision serve to focus the therapy and bolster the therapeutic alliance. This will preserve the therapy session as a place for the patient to voice their
own narrative and not provide education on gender.

Conclusion
In closing, gender affirmative care requires that clinicians be knowledgeable about
their own lens as well as recognize their duty to meet the client where they are and
join them on their gender journey. The role of the psychotherapist in working with
the TGD youth is multidimensional and requires careful listening to the client’s
reasoning for seeking support and collaborating on a plan to assist the client in their
process. The clinician’s ability to provide affirming care is paramount to the client’s
treatment in that the provider may be the client’s first experience with mental health
treatment and set the tone moving forward.
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Introduction
A parent places a call to a mental health gender specialist recommended by the child’s
pediatrician. Alex, their five-year-old child, has been playing with dolls and imagining
himself to be a famous ballerina since the age of three. The parents have both been fine
with this, believing that children should not be bound by gender norms in what they
do and what roles they imagine themselves taking. Recently, however, the parents
have run into a snag with Alex. He is about to start kindergarten and has grown
increasingly anxious as the fall semester grows near. He expresses no worries about
leaving home or facing the academic expectations in grade school. Rather, Alex breaks
down sobbing that he will no longer be able to play with his dolls and his tutus, that
everyone will always think he’s a boy, but he thinks maybe he’s actually a girl. For the
next week, he vacillates between listless ennui and anxious agitation. He finds himself
better able to articulate more of his upset: he does not like his body, particularly his
penis; he wishes he could trade it in for a vagina; he only likes to play with girls;
children in his preschool had started teasing him for liking “girl” things; he wants to
grow up and be able to get pregnant and be a mommy. The tipping point for Alex’s
parents came when he moaned that he wished he had never been born and that he
wanted to die because he was a strange kind of boy who wanted to change into a girl.
The parents’ growing concern prompted the call to Alex’s pediatrician.
This vignette is just one variation on a theme that would bring parents to seek out
psychological services for a child who is demonstrating gender stress or distress,
meaning the anxiety, discomfort, or confusion emanating from the child’s present
gender status or explorations. The impetus for treatment might come from the
parents or family, the child’s school, the primary care physician, or the child. The
stress or distress may be related to the child’s gender identity, the child’s gender
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expressions, or both. The discomfort may be situated in the child’s body, psyche,
relations with the outside world, or any combination thereof. Alternatively, the child
may be feeling just fine, but the parents grow worried about their child’s seeming
gender confusion or refusal to abide by societal gender norms. Whatever the domain
or locus of concern, if working within a gender affirmative approach, the treatment
goal will remain the same: to promote the child’s gender health, defined as the
opportunity for the child to live in the gender that feels most authentic and comfortable for that child [11, 12, 17]. As no child is an island, this treatment goal will be
accomplished only by taking into account the child, the family, and the social environment in which that child resides.
Until very recently, knowledge about the treatment of children who digressed
from gender expectations or norms was limited to modalities that perceived such
digressions as anomalies or pathologies in need of cure (cf. for example, [32], or
[15]). The past quarter century has seen a radical transformation in the approach to
treating children who deviate from societal gender norms, along with an explosion
in the numbers of children seeking out services related to their gender identity and/
or expressions [1, 5, 38] and the numbers of clinics providing services to these children and their families [18]. This expansion has been accompanied by active efforts
on the part of mental health and medical practitioners to define a model of care that
would be optimal for children who either indicate that they are feeling out of sync
with the gender that matches the sex designated to them at birth or are troubled by
the social demands of gender behaviors and presentations in the culture in which
they are growing, or both. At this moment in history, the prevailing model being
adapted in clinics across the globe is most commonly known as the gender affirmative model. This chapter will bring this model to life and contrast it to earlier conceived models of practice, the reparative models, and the watchful waiting approach.
Focus will be on children before they arrive at the stage of puberty; therefore, the
terms “child” and “children” used throughout will refer to youth who have not yet
reached the early stages of puberty.

What Do Standards of Care and Clinical Guidelines Tell Us?
Only recently has the gender treatment of young children been addressed as a separate
consideration in major professional organizations’ standards and guidelines. For the
first time, the World Professional Association for Transgender Health, the most internationally recognized organization addressing the care of transgender and gender
diverse (TGD) individuals, will have a separate chapter on childhood when it releases
the 8th version of its standards of care. Presently, the 7th edition provides the following guidelines specific to or applicable to gender diverse prepubertal children [39]:
1. Psychological treatment:
• Changes in gender expression and role (which may involve living part time or
full time in another gender role, consistent with one’s gender identity).
• Psychotherapy for purposes such as exploring gender identity, role, and
expression; addressing the negative impact of gender dysphoria and stigma on
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mental health; alleviating internalized transphobia; enhancing social and peer
support; improving body image; or promoting resilience.
Social support options to alleviate gender dysphoria, for example:
• Offline and online peer support resources, groups, or community organizations that provide avenues for social support and advocacy.
• Offline and online support resources for families and friends.
Required competencies for mental health professionals:
• Training in childhood and adolescent developmental psychopathology.
• Competence in diagnosing and treating the ordinary problems of children.
Roles of mental health professional:
• Directly assess gender dysphoria in children and adolescents.
• Provide family counseling and supportive psychotherapy.
• Assess and treat any co-existing mental health concerns of children.
• Educate and advocate on behalf of children and their families in their
community.
• Provide children and their families with information and referrals for peer
support.
Psychological Assessments.
• Assessment of gender dysphoria and mental health should explore the nature
and characteristics of a child’s gender identity.
• A psychodiagnostic and psychiatric assessment – covering emotional functioning, peer/social relationships, and intellectual functioning/school
achievement.
• Assessment should include an evaluation of the strengths and weaknesses of
family functioning.
Psychological and Social Interventions.
• Mental health professionals should help families to have an accepting and
nurturing response to the concerns of their gender diverse child.
• This also applies to peers and mentors from the community.
• Psychotherapy should focus on reducing a child’s distress related to the gender dysphoria and on ameliorating any other psychosocial difficulties.
• Treatment aimed at trying to change a person’s gender identity and expression
to become more congruent with sex assigned at birth has been attempted in
the past without success. Such treatment is no longer considered ethical.
• Families should be supported in managing uncertainty and anxiety about their
child’s psychosexual outcomes and in helping children to develop a positive
self-concept.
• Mental health professionals should not impose a binary view of gender. They
should give ample room for children to explore different options for gender
expression.
• Children and their families should be supported in making difficult decisions
regarding the extent to which children are allowed to express a gender role
that is consistent with their gender identity, as well as the timing of changes
in gender role and possible social transition.
• Health professionals should support children and their families as educators
and advocates in their interactions with community members and authorities
such as teachers, school boards, and courts.
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• Mental health professionals should strive to maintain a therapeutic relationship with gender diverse children and their families throughout any subsequent social changes.
7. Early social transitions (defined as a child transitioning from one gender to
another, either everywhere, or in select situations which may be expanded over
time).
• The current evidence base is insufficient to predict the long-term outcomes of
completing a gender role transition during early childhood.
• Regardless of a family’s decisions regarding transition (timing, extent), professionals should counsel and support them as they work through the options
and implications.
In sum, the WPATH standards of care designate the mental health professional as
a key figure in the gender care of all gender diverse young children, are cautionary
about early social transitions, and advocate for a systemic approach in which the
social context and institutions surrounding the child are recognized as key ingredients
in the care and support of the children and their families.
In 2015, a task force of the American Psychological Association drew up their
own guidelines for the treatment of TGD children [3]. As with the WPATH standards
of care, specific attention to the needs of prepubertal children was minimal in
contrast to the emphasis on postpubertal youth. Consistent with the WPATH
standards of care in almost all respects, the APA guidelines go further in stressing
the necessity of understanding that not all youth will persist in a TGD identity into
adulthood, coming to the conclusion: “Due to the evidence that not all children
persist in a [TGD] identity into adolescence or adulthood, and because no approach
to working with [TGD] children has been adequately, empirically validated,
consensus does not exist regarding best practice with prepubertal children” ([3],
p. 841). This statement becomes the cornerstone around which the APA guidelines
are organized, directing psychologists to understand the varying approaches with
gender diverse children and emphasizing the importance of letting children know
that they have the freedom to return to a previous gender identity or evolve into a
wholly different one. The most recent policy statement supporting the gender affirmative care of transgender and gender diverse youth, issued by the American
Academy of Pediatrics in 2018 [28], also makes reference to the lack of clear
guidelines in directing pediatric practices with TGD pre-pubertal children.
Evident in both WPATH and APA’s directives, although not expressed in the
AAP guidelines, is the concern about lack of knowledge and potential risks in
allowing a prepubertal child to engage in a social transition from one gender to
another. Shortly, it will be seen how the gender affirmative model has addressed this
concern, in contrast to the other two models of care for TGD children. First, it will
be helpful to review the most recent standards of care for TGD children, released in
Australia in 2018 [33]. Again, the section on prepubertal children is relatively brief
when compared to the extensive articulation of standards for postpubertal youth,
with specific attention to early social transitions. Yet, unlike both the WPATH and
APA documents, the Australian Standards of Care are far less cautious, with a more
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positive bent on social transitions in young children, stating: (1) Social transition
should be led by the child and does not have to take an all or nothing approach; (2)
Social transition can reduce a child’s distress and improve their emotional
functioning; (3) If the child is expressing a desire to live in a role consistent with
their asserted gender identity, the mental health practitioner tasks include providing
psychological support and practical assistance to the child and their family to
facilitate a social transition. The guidelines state specifically that a TGD child may
not need mental health services if they are doing well within a supportive
environment; lastly, in contrast to the WPATH standards of care, no mention is made
of the need for extensive psychometric evaluations.
Whether it is the composition of the organizational entities themselves, or the
passage of time, the four sets of guidelines, overlapping in many areas, part ways
regarding social transitions and the need for intensive mental health involvement
with prepubertal TGD children. In review, it can be said that the Australian standards
of care most accurately represent the gender affirmative model for supporting
prepubertal children.

The Gender Affirmative Model
Let us return to Alex. By all definitions, Alex is exhibiting gender stress. By diagnostic criteria, Alex may well qualify for a DSM 5 diagnosis of Gender Dysphoria
in Children or ICD diagnosis of Gender Incongruence (DSM V 302.6 or ICD10 F64.2). To qualify for the DSM diagnosis, he will need to meet six of the nine
diagnostic criteria and fit the definition of a child experiencing a significant incongruence between the gender the child identifies with and the sex designated to that
child at birth, an experience that must last a minimum of six months [2]. Applying
that diagnosis to Alex may be controversial and repudiated by a mental health professional concerned about pathologizing a natural variation in gender development
and stigmatizing a child who goes against the grain of social gender norms [37].
Another mental health professional not sharing that concern may use the diagnosis
as a roadmap to help Alex’s parents get Alex in focus psychologically, i.e., have a
clear vision of who their child is both in terms of gender expressions and gender
identity, and determine what Alex will need in terms of psychological supports.
With or without diagnosis, Alex is distressed and the questions remain: What does
Alex need therapeutically? How should a clinician go about offering supports to
Alex and his family? The answer to those questions depends on the model by which
the professional practices. The gender affirmative model, the ascendant approach to
care for TGD children internationally, and the one emphasized in this volume,
would go to work in the following fashion.
This model of care might also be labeled “listen and act,” meaning that the role
of the provider is to listen to the child and act in the child’s best interest, running the
gamut from authenticating the child’s gender to facilitating gender affirming
interventions, such as social transitions. The underlying premise in this model is
that an individual at any age is capable of articulating their authentic gender, and the
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role of the clinician is to listen to the child, assess what the child is expressing about
their gender, and facilitate the child’s exploration of gender in safe and loving home
and social settings [10, 17]. No attempts are made on the part of either clinician or
parents to change a child’s gender behaviors or invalidate a child’s feelings. Instead,
the provider listens carefully and assists the child as they move through a variety of
expected developmental processes necessary to assuming an adult gender identity
and or presentation. The model of care is based on stages, not ages, meaning there
is no set age for gender affirmation, only each individual person’s process as they
move toward gender congruence, i.e., the integration of body, identity, and
expressions. Within the perspective that gender exploration and consolidation are
evolutionary, life-long processes, the gender affirmative model applied to children
acknowledges what is also seen in adult and mature patients – that social transitions
may occur and are just as “valid” at any age or stage of life.
Practitioners who adopt this gender affirmative model vary in their evaluative
procedures, but all act under the underlying premise that gender diversity signifies
healthy variations, rather than anomalies, and that the goal is to facilitate a child
living in their authentic gender. Some administer formal evaluations to determine a
child’s gender status and any co-occurring psychological issues [4]. Others, adhering
to the tenet that gender diversity is a healthy variation of development, not necessarily
subject to mental health diagnosis, a tenet supported by the ongoing research of Dr.
Kristina Olson and her associates at The University of Washington [26, 9, 27], prefer to forego formal psychological assessments and replace them with a model of
child and parent consultations. Increasingly, ongoing psychotherapy is introduced
only if the child is demonstrating signs of gender stress or distress or desiring or in
need of a “room of their own” to further explore their gender [12]. Emphasis may
instead be put on an ecological approach, evaluating the systems in which the child
is growing, including family, day care, school, religious institutions, and striving to
institute plans in each of those domains to assure support and acceptance of the
child as they express their gender in the manner that feels most authentic to them
[20]. The gender affirmative model advocates interdisciplinary teams of mental
health and medical providers; the child, parents, and allied professionals are also
considered critical members of the care team [30].
Attention is also paid to siblings, grandparents, and other extended family members, under the rubric that family acceptance is a key ingredient to a child’s gender
health and that all family members from siblings to grandparents may need their
own supports as they adjust to a child’s newly articulated gender self [22]. A growing body of research is resounding in demonstrating the critical importance of family support, beginning with the research of Caitlin Ryan and her associates, followed
by the research of Trans PULSE [34] and Sabra Wise-Katz and her research team at
Harvard [19]. For example, in the Trans PULSE findings, suicidality in trans youth
was 4% when parental support was in place versus 57% when youth faced parental
rejection, a remarkable contrast.
The gender affirmative model evolved in reaction to the first and on the foundation of the second of the two other prevalent models developed to treat gender
diverse children, both of which continue to be practiced nationally and
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internationally. With that said, it will be helpful to understand how the gender affirmative model stands in contrast to these two other models – the “live in your own
skin” and the “watchful waiting” model, to which we will now turn.

The “Living in Your Own Skin” Model
Traditionally, prevailing models for treating gender expansive children involved
some form of what has come to be known as “reparative therapy” for gender identity
[24]. Applied to children, this model involved therapeutic efforts to change the
gender behaviors and identities of children to conform to the prevailing standards
for gender, within a binary model of gender-divided “appropriateness” for males
and females [15]. Although illegal in several states in the U.S. and one province in
Canada (Ontario) [14], the model of care is still used, especially in church-based
counseling programs and more conservative mental health institutions [16]. While
argued by its developers not to be a reparative technique (though description of their
intervention techniques speaks otherwise), the treatment model for pre-pubescent
children that had as its goal a change in the gender presentations of a young child
became best known in the work of Drs. Susan Bradley, Kenneth Zucker and their
colleagues at the Center for Addiction and Mental Health in Toronto [40, 41]. This
model has become known as the “living in your own skin” approach. The goal of the
treatment is to facilitate young children accepting the gender that matches the sex
designated to them at birth. The underlying premise is that young children have a
malleable gender brain and can be influenced to achieve psychological congruence
between their sexed body and the gender identity that would match that body
according to social expectations. The rationale for implementing this treatment was
that living life as a cis- rather than a transgender individual relieves the child both
of the burdens of the stigmatization of being a transgender person and the added
medical interventions (hormones, surgeries) that might accompany a transgender
identity [7]. With the requisite that the parents consent to the treatment, the “living
in your own skin” interventions include removing “cross-gender” toys and activities,
replacing them with toys and activities more “gender-appropriate”, introducing
same-gender playmates to replace opposite-gender playmates, encouraging same-
gender parent to become more active in the child’s life while asking the opposite-
gender parent to step back, and involving both parents and child in ongoing
psychotherapy [23].
If, however, such efforts are not implemented or a child is still expressing a
desire to live in the opposite gender by adolescence, the sensitive period for gender
malleability is over, and therefore it is too late to employ “living in your own skin”
methods. In those instances, every effort is made to help a youth socially transition
and receive medical interventions (hormones, surgery) to achieve gender congruence.
In sum, the “living in your own skin” model, which got its name from Dr. Zucker’s
explanation of his treatment program as helping pre-pubertal children to live in the
gender that matches the sex designated at birth and the body accompanying that
designation, ergo, their own skin, synthesized behavior modification, social
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engineering, and psychodynamic psychotherapy to achieve the set goals of gender
congruence between designated sex at birth and child’s gender identity. The “living
in your own skin” approach is in part informed by the extant research indicating that
the majority of young children referred for gender-related care and receiving a
gender diagnosis (Gender Identity Disorder in the past, Gender Dysphoria more
recently) do not continue to identify as TGD at puberty (see Chap. 2 and [31]). It is
therefore assumed that a young child may be still be flexible and able to conform to
others’ expectations for their gender. As will be discussed shortly and is discussed
in earlier chapters of this text, this underlying assumption is problematic in light of
the critiques of the “persistence” research for its problematic methods and
conclusions [13].

The Watchful Waiting Model
The second form of treatment was developed in the Netherlands at the Vrije
Universiteit Medical Center [6, 8]. In this model, children brought to their clinic at
a young age are first psychologically evaluated, as in the above model, to determine
whether they exhibit gender dysphoria and to identity co-occurring psychological
issues. Those children who are identified as having gender dysphoria are offered
ongoing psychotherapy, along with psychological supports for their parents. Parents
are encouraged to allow their children to explore and express their gender as the
child desires at home or in specific protected environments. However, for those
children who at an early age express a strong desire to live in the other gender, a
watchful waiting approach is recommended: allowing a child-free rein in their gender expressions but holding off on facilitating a full social transition from the gender
matching their designated sex at birth until adolescence [8]. The rationale for the
waiting period is based on three assumptions: (1) On the basis of their own research
in their program, only a small percentage of the children receiving a diagnosis in
early childhood maintain that diagnosis in adolescence, so best to wait until adolescence and the beginning stages of puberty to be able to better discern a child’s stable
gender status; (2) Even for the child who may appear quite clear in their affirmed
gender identity, having them switch genders early in life might cognitively pigeonhole them prematurely into a gender identity that had not yet been established,
depriving them of the opportunity for perhaps needed further exploration of their
gender identity; (3) premature social transition may prevent a child from being realistic about the phenotypic features of their body based on their chromosomal sex.
Relying on codified diagnostic categories, if by adolescence the youth still, in the
watchful waiting model qualifies for a diagnosis of gender dysphoria and is articulating a transgender identity, a youth will then be afforded the opportunity for a
social transition and for medical interventions that will allow the youth greater gender congruence, with certain age requirements set for puberty blockers, gender
affirming hormones, and surgeries, as outlined in subsequent chapters. In sum, the
watchful waiting approach supports a child in evolving into the gender identity that
is most authentic to them, without attempting to change them, but also takes a
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cautious approach with prepubertal children regarding changes in their gender identity roles. Unless a prepubertal social transition has already occurred prior to presentation to the clinical team, this model postpones social transitions until
adolescence.
Recall that, like in the living in your own skin model, the research on which this
model for treatment of prepubertal children is based is the findings about persistence
and desistance of gender dysphoria in young children, with the presupposition that
the majority of children will “desist” by adolescence. One of the main problems
with this research is that it relied on psychiatric classification and failed to measure
the main variable that would determine if a young child would be a good candidate
for social transition. That would be their gender identity. In this research, no
differentiation is made between gender identity and gender expressions, and thus
the baby gets thrown out with the bathwater when little children who are clear about
their gender identity in insistent, consistent, persistent fashion are lumped together
with children who are exploring gender expressions but not an alternative gender
identity [12, 13, 21]. It should also be mentioned that linguistically the term
“desistance” most often refers to a phenomenon that would best be halted or
extinguished, which can very well send a message to clinicians that gender diversity,
when it appears in childhood, should be taken with a grain of salt, as it might just
disappear, a potentially “good outcome.” Unwittingly, this message to a clinician
may then subliminally communicate to parents or to a prepubertal child who wishes
to socially transition that a more conforming gender outcome would be preferred
over the child’s asserted gender identity.
Circling back to the gender affirmative model, the main arena in which this
model parts ways with the watchful waiting model is around the issue of social
transitions. The gender affirmative model starts with the dictum that gender health
is defined by the opportunity of the child to live in the gender that feels most
authentic to them with no rejection or aspersion. Following that rubric, to prevent a
child who has been insistent, consistent, and persistent in their articulated gender
identity from expressing their gender identity as they experience it is perceived as
unnecessary and possibly harm-inducing, rather than risk-aversive [13, 21]. Further,
since gender is considered a lifelong developmental process, rather than being fixed
at a certain age, there is less concern than in the watchful waiting model that a
premature social transition might lock a child into a gender identity from which they
cannot exit. Instead, every effort is made to leave all gender pathways open, with
supports offered if the child finds themself evolving into a different gender, either in
expression or identity, over the course of time. Lastly, the assumption that a child
will be cognitively constricted by potentially losing track of their own body parts
and phenotypic sex has no evidence base. Quite to the contrary, socially transitioned
young children remain all too aware of their body parts. Recently, gender affirmative
practitioners have witnessed the stress that can accompany this realization
profoundly minimized by new social narratives in which children grow to understand
that most girls have vaginas, but some have penises, and most boys have penises, but
some have vaginas, allowing gender diverse children to experience themselves not
as an anomaly but a variation on a theme.
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Alex Through the Looking Glass
Let us return to Alex, introduced at the beginning of this chapter. Having laid out the
parameters of the gender affirmative model and contrasted the model to the other
two extant models – living in your own skin and watchful waiting, it is now time to
take a look at how Alex might have fared in each of the three programs. To review:
Alex is five, feminine in his gender expressions, articulating a wish to be a girl, and
growing increasingly anxious as he is about to enter kindergarten, demonstrating
signs of gender stress. His parents are seeking professional help.
If Alex were to be brought to a clinic practicing the living in your own skin
model, his parents would be interviewed to uncover how they had been handling
Alex’s gender behaviors to date. The provider would explore influences they may
have had, if any, on his gender dysphoria. A battery of psychometric tests would be
administered to determine if Alex qualified for a diagnosis of gender dysphoria and
to identify any co-occurring psychological issues. A program might be instituted to
spend more time with Dad doing “boy-like things,” substituting a mini-basketball
net for tutus (with tutus removed), and encouraging playdates with other boys in his
new kindergarten class. Psychotherapy would also be offered to Alex to address his
distressed feelings and facilitate Alex being content living in his own skin as a boy.
Supportive therapy would also be offered to the parents. However, if Alex’s family
lived in the state of California, for example, this form of treatment would be
prohibited and a practitioner employing this form of treatment would be at risk for
being reported to their licensing board for engaging in harmful, unethical practices,
this in line with the directives of major health and mental health organizations, as
outlined above.
If Alex’s parents were to make an appointment at a clinic following the watchful
waiting approach, Alex’s parents would be interviewed about their child’s gender
history, Alex would receive a formal psychological evaluation, as in the living in
your own skin model, and Alex would be eligible for psychological services, which
would be recommended to afford Alex the opportunity to continue to explore his
gender and to address psychological stressors, such as his reluctance to go to school
and expressed wishes never to be born. Until Alex reached puberty, Alex’s parents
would be encouraged to continue to support his gender at home with no interference
in his play choices, presentation, or playmates. However, they would be cautioned
against a full social transition, as it would be too early to determine if Alex was a
“persister,” and what would be considered in this model as a premature gender
transition might back Alex into a corner of feeling stuck in a gender identity that
eventually may end up not being his authentic one. As puberty approached, Alex
would be re-evaluated. Once he had experienced the first stages of puberty, he could
be considered for puberty blockers to allow more time for gender exploration, along
with a full social transition if a transgender identity was evident, followed by gender
affirming hormones and surgical interventions, if desired.
If Alex’s parents contacted a clinic using the gender affirmative approach, their
experience in many ways would be similar to having made an appointment with a
program adopting the watchful waiting model. The main difference would be that
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the gender affirmative clinician would begin from the assumption that a young
child is capable of articulating an authentic gender identity. This model, also
supported by the 2018 AAP policy statement, suggests that listening to our
patients, including prepubertal children, is an important aspect of support and
care. This does not translate, as some critics of the gender affirmative model
impute, into a clinician simply rubber stamping whatever the young child says
about their gender on their first visit. Listening is a process, and for young Alex,
the listening would mean taking as much time as was needed for Alex’s gender
story to unfold and for the adults around him to understand that story. If, upon
evaluation, it was determined that Alex was insistent, persistent, and consistent in
articulating a female identity and a desire to live full-time as a girl, and if parents
were in support of a social transition, the clinician would help facilitate that
transition, either in all settings, or in more limited settings that felt comfortable to
Alex and Alex’s family. If, alternatively, Alex’s gender journey took him to a place
where he experienced himself as a girl-boy or a rainbow kid, or some other
gender-nonbinary sense of self, that pathway would be supported as well. If, as
Alex grew older, Alex exhibited anxiety about continued development into a more
masculine or male phenotypic puberty, or if Alex was unclear on how masculine
or feminine their growing gender identity might be, Alex would be offered puberty
blockers at the onset of puberty and continued resources to explore an authentic
individual gender identity.
In contrast to the watchful waiting model, holding back on a gender transition
until later, if it was discovered that Alex was clear in an articulation of a female
gender identity, would seem counter-indicated, under the premise that gender health
equates with allowing a child the opportunity to live in their authentic gender when
and as they know it, no matter the age of the child. Within the gender affirmative
model, the clinician seeing Alex’s family would be informed by the premise that
delaying what the child reports is their current state of gender expression and
identity has the risk of sending a message of lack of acceptance, disapproval, or
invalidation of Alex’s authentic gender. As mentioned early, there is growing evidence that gender diverse youth supported by their parents have improved psychological functioning compared to youth who are not supported [29, 34], and one
could easily hypothesize that facilitating a gender transition would be a significant
form of parental support.
At the same time, under the care of a gender affirmative practitioner, Alex’s parents would be assured that if Alex was to discover later in childhood that Alex’s
articulated gender self was no longer a good fit, this would not represent a risk
factor, but rather an opportunity to evolve into Alex’s next iteration of gender, be it
moving back to the original gender identity or a new one (e.g., gender nonbinary).
This assurance would be predicated on the assumption that gender pathways would
always remain open, that there is no one desired outcome, other than what is
authentic and true for Alex. In sum, the gender affirmative model would offer
supports and opportunities for Alex to live in their authentic gender at present while
simultaneously continuing to explore their gender in the evolutionary unfolding of
gender that may occur over time.
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Where Do We Go from Here?
Of the three treatment models, the gender affirmative model is the newest approach,
but the approach with the most evidence to support its potential benefit and reduction
of harm in TGD children. To date, there are ongoing longitudinal studies creating a
growing body of evidence to support the gender affirmative model, and increasing
documentation that for some young children, early social transition may be in their
best interest and with no evidence of harm [35]. More specifically, the research of
Dr. Kristina Olson and associates at the University of Washington TransYouth
Project provides evidence that children who have socially transitioned at an early
age are doing as well mental healthwise as a matched group of cisgender children,
indicating normative levels of anxiety and depression in both groups [9, 25–27].
The ongoing TransYouth Project research involves a longitudinal cross-sectional
study evaluating the children on a limited number of psychological variables, but
does not yet provide information about long-term outcomes, nor does it provide a
comparison to children who are gender diverse but do not socially transition at
young ages. Looking toward the future, more evidence-based studies are needed to
document long-term outcomes for children who have socially transitioned at an
early age and also for children claiming a nonbinary or alternative gender identity,
with at least one such study presently being launched in a four-site NIH research
project investigating gender pathways in prepubertal children. Such research will
provide the means for testing the basic premises of the gender affirmative model:
that listening to the child, providing parental and social acceptance, facilitating
social transitions, and adopting a developmental, evolutionary, rather than static
concept of gender generates well-being and positive mental health among TGD
children.
The field of gender care for TGD children is in many ways in its own childhood
stage. The gender affirmative model of care has been presented as the optimal model
of care for TGD children, with comparison to the two other extant models of care –
the living in your own skin and watchful waiting approaches. The former falls
within the category of reparative forms of treatment that have now been rejected by
major professional societies as unethical and harmful. Yet, the living in your own
skin model continues to be practiced in certain settings that view a TGD or gender
fluid/nonbinary outcome as problematic and undesirable. Some of the work ahead
is to continue to educate professionals and parents alike about reparative modes of
treatments’ harmful effects on children [36] and their contribution to transphobic
attitudes and behaviors within the world at large.
The watchful waiting and gender affirmative models live in creative tension with
each other, sharing many basic premises but respectfully questioning each other in
domains where they differ, particularly the advisability of early social transitions
and reliance on “persistence” data that comes with its own inherent flaws and has
been systematically critiqued for failing to differentiate their young subjects who
were exploring their gender expressions from those who were exploring their gender
identities and making the false assumption that children who dropped out of their
studies could be counted as desisters because they no longer came for care at the
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clinic. As the gender affirmative model becomes more ascendant as the optimal
model of care, we witness gender care evolving to incorporate a more dynamic and
fluid understanding of gender in which gender multiplicity replaces the gender
binary. The individuals taking the lead in this evolution are not the professional
experts, but the children themselves, as they demonstrate the beauty of gender in its
infinite iterations. With the children to guide us, the task before us is to reach at least
the adolescence of our pediatric gender care – to continue to explore, evaluate, and
execute evolving models of care that consider the best interests of the child, the
social milieus in which the children live, and the emerging scientific evidence and
longitudinal outcome studies that will contribute to all children having a fulfilling
life in their authentic genders.
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Treatment Paradigms for Adolescents:
Gender-Affirming Hormonal Care
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Abbreviation
AYA
GAH
GAS
GD
GnRHA
HPG
TGD

Adolescents and young adults
Gender-affirming hormones
Gender-affirming surgery
Gender dysphoria
Gonadotropin-releasing hormone analogs
Hypothalamic–pituitary–gonadal
Transgender and gender diverse

Introduction
In recent years, health and social issues related to a broader understanding of gender
diversity have gained greater visibility. As a result, an increasing number of transgender and gender diverse (TGD) individuals are presenting to healthcare settings
at younger ages [1] with significant diversity in gender presentation and desired
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transition goals. Some patients may present reporting gender dysphoria (GD),
which is defined within The Diagnostic and Statistical Manual of Mental Disorders,
Fifth Edition (DSM-5) as the distress that may accompany the incongruence
between one’s experienced or expressed gender and one’s assigned gender. Other
patients may not experience significant dysphoria or may have transition goals that
lie outside the traditional gender binary [2].
Gender-affirming hormones (GAH) are one option for care that help patients
physically and phenotypically affirm their asserted gender. Hormones can play a
significant role in a greater plan for gender care that may include social, legal, and
surgical interventions, all together known as “affirmation” (a process formerly
known as “transition”). The goals of GAH therapy are to suppress endogenous
hormone production and replace it with exogenous hormones corresponding to the
patient’s asserted gender identity with goals of masculinization, feminization, or
other gender diverse presentation. Management of GAH therapy should be driven
by the patient’s gender goals and response to the medication(s).

Pre-hormone Assessment
As with any new patient or medical encounter, it is important to take a comprehensive history. Thorough understanding of the patient’s gender experience is key
to providing appropriate information, support, and options for care. Providers can
create a safe and respectful clinical environment by avoiding assumptions and
inviting the patient to tell their unique gender story in their own words. Taking a
gender history involves exploring thoughts, feelings, and expressions of gender in
the context of overall development from childhood to puberty with the patient and
any involved parent or guardian. See Table 14.1 for suggested questions. Providers
should remember that there is significant diversity in the gender histories of
patients, with some individuals experiencing GD since early childhood, and others who first experience GD with the onset of puberty or even later in life.
Regardless, each gender experience is valid and worth exploring using a genderaffirming model.
When working with adolescents, it is important to have protected time to interview them alone to gain a clear sense of their identity and goals. In addition to
establishing their asserted name and pronouns, aspects of social disclosure and
affirmation planning can be discussed during this time. It is particularly important
to assess family support and acceptance, as gaining guardian consent can be a barrier to treatment for adolescents under 18 years old. This can be especially challenging for patients who are under the care of the state. For younger patients, it may take
time to build enough trust and rapport for them to feel comfortable without their
parents present. Regardless of the child’s age, incorporating a plan for safe and
healthy exploration of gender, while engaging relevant guardian and community
supports, is a critical step that is both protective and respectful of the patient [3].
As part of the initial evaluation, exploring goals regarding social, legal, medical,
and surgical affirmation provides a framework for next steps and options for care

Parents

Post-puberty

Peri-puberty

Developmental stage
Pre-puberty

Suggested questions for a gender history
How do you like being a boy/girl?
Do you feel like a boy/girl on the inside?
Do you feel more like yourself when you dress like a boy/girl?
Do you want people to see you like a boy/girl?
What was your childhood like?
Did you ever feel like a boy/girl before puberty?
How do you feel about the changes in your body during
puberty?
How did you feel when you started your period?
How do you feel about your body hair?
Are there body changes that you are dreading?
Are there parts of your body that you like?
Are there parts that cause you distress?
Does anyone around you know how you feel?
How do you want other people to see you?
What was your childhood like?
How did puberty affect you?
Are there parts of your body that cause you distress?
Does anyone around you know how you feel?
Have you tried to transition previously (medical/social/legal)?
How do you want other people to see you?
Are you aware of your child’s feelings toward his/her gender?
Did you ever notice your child experimenting with gender?
How did your child tell you about his/her gender identity?
How do you feel about your child being transgender/gender
diverse?

Table 14.1 Age-appropriate gender history

It’s often difficult for parents to think about their lives and
their child’s life changing so much. By being here and
supporting your child, you’ve already taken a huge step in
helping them on this journey. I’m here to help answer
questions and support you both.

It can be really hard to talk to people about how you’re
feeling – we can work together on what makes the most sense
for you to accomplish your goals.
Everyone has a different way of reaching their goals. My goal
is to help make your affirmation work for you.

Puberty can be very difficult for a lot of people. Many patients
feel like there are parts of their body that don’t fit with who
they are.
There are lots of things we can work on together in order to
help you feel better about your body’s changes. Sometimes
people find it helpful to talk to someone who understands what
they’re going through.

Affirmative medical provider responses
Sometimes people feel more like a boy or a girl, sometimes
people feel like both, and sometimes people feel like they
don’t quite fit with either.
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Psychological
Feel identity is respected
and validated
Resist internalized stigma

Legal
Name and/or gender marker
change

Medical

Social
Preferred name and
pronouns are respected

Puberty blockers
Hormone therapy

Surgical

Attire
Gender-affirming clothing,
style

Gender confirmation
surgeries

Fig. 14.1 Gender-affirming care

(Fig. 14.1). Assessing the patient’s understanding and goals regarding fertility and
future family building is a crucial part of the discussion prior to starting hormones.
If the patient has a strong desire to have biological children, referrals for egg, sperm,
and fertility preservation may be offered before hormonal interventions begin (see
Chap. 15).
There is some controversy surrounding the degree and type of assessment
required prior to initiating medical interventions, including who should perform the
psychosocial interview. There is also debate around whether or not gender dysphoria
can be diagnosed in a single visit or if patients should be followed for a period of
time. As our understanding of gender diversity and nonbinary presentations
broadens, use of a developmental model rather than basing care solely on diagnostic
criteria may offer additional room to understand patient experiences.
There is little utility in delaying care for further observation of patients who
present with insistent, consistent, and persistent gender dysphoria over time.
Beginning earlier social transition offers a clearer pathway for patients, parents,
and providers. Delaying treatment in this population may cause additional harm,
considering the time-sensitive nature of initiating puberty blockers or GAH
therapy in adolescents. The risks of delaying treatment include progressing
through the wrong puberty and developing irreversible secondary sex
characteristics, prolonged gender dysphoria, and development on a delayed
timeline relative to peers.
To understand patients in a holistic sense, within the context of their sense of
self, family, and community, the adolescent HEADSS examination can provide a
helpful framework for determining factors of resiliency and risk within this age
group as part of a robust medical, family, social, and gender history. In conducting
a comprehensive medical and psychosocial interview, patients and guardians alike
can be reassured that the patient’s overall well-being is an important part of decision-
making within a gender-affirming, patient-centered care model. See Fig. 14.2 for a
GAH consent-based care summary.
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Ensure patient and parent understand:
Consent-based
care model

Benefits vs risks of all options
Common side effects and adverse outcomes
Realistic expectations
Important topics to discuss:

Consent for
hormones

Timing of therapy: height considerations, puberty concordant with peers
Reversibility: GnRH agonists are reversible, estradiol/testosterone are
partially reversible
Fertility: Effects of hormones on fertility and fertility preservation options
It is important to review:

Overall
well-being

Readiness and appropriateness of affirmation plan
Support and resources
Minimizing risk of self-harm and suicide

Fig. 14.2 GAH consent-based care model

Pre-puberty
The Endocrine Society, the World Professional Association for Transgender Health
(WPATH), and the UCSF Center of Excellence for Transgender Health publish helpful
information and guidelines for hormone initiation and management based on recent
literature and expert opinion [4–6]. However, the majority of clinic visits for prepubertal children do not address GAH therapy in more than a peripheral sense, but
instead focus on the youth’s gender exploration and parental support. During these
visits, one might discuss how the child views and expresses their gender (e.g., clothes,
hair, makeup, jewelry, play activities, friends, name, and pronouns). Some children
may present to a medical visit having already socially transitioned. As with any
pediatric visit, it is appropriate to ask about support at school, peer relationships, and
if extended family or other support persons are involved. TGD youth are at higher risk
for bullying and mental health issues such as anxiety and depression; therefore, early
and frequent assessment for these potential risks is important [7].

Early Puberty
Conversations about puberty-blocking options may begin before puberty to both
establish timing and address patient and parental concerns. Adolescents who have
started puberty may consider gonadotropin-releasing hormone analogs (GnRHA),
commonly referred to as puberty blockers, prior to starting GAH. Determining the
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starting point for puberty blockers is largely based on physical exam, but may take
into account patient anxiety and distress, genetic and familial development, and
current hormone levels.
Children with pubertal development in Tanner Stage 2, typically defined by breast
buds in females and testicular enlargement in males, as well as the development of
light, downy pubic hair for both sexes, are in an ideal position to begin puberty blockers. In the USA, the average age of puberty onset is usually 10–11 years for assigned
female at birth (AFAB) and 11–12 years for assigned male at birth (AMAB) [8, 9].
GnRHA are long-acting medications that reversibly suppress the hypothalamic–
pituitary–gonadal (HPG) axis and halt endogenous production of testosterone in
AMAB and estradiol in AFAB [10]. GnRHA are synthetic peptides similar to
endogenous human GnRH, which engage GnRH receptors and modify the release
of pituitary gonadotropins, follicle stimulating hormone (FSH) and luteinizing hormone (LH). All GnRHA cause a transient increase in serum concentrations of estradiol in natal females and testosterone in both sexes during the initial one to 2 weeks
of treatment. For patients initiating GnRHA in early puberty, side effects are not
expected since gonadal hormone levels are very low and are being suppressed to the
pre-existing pre-pubertal levels. For patients farther along in puberty with higher
baseline levels of gonadal hormones, GnRHA might precipitate temporary menstruation, menopausal symptoms such as hot flashes, or mood changes in AFAB and
increased erectile function or mood changes in AMAB. These changes generally
resolve quickly and are not terribly distressing to youth who are well prepared for
potential side effects. By week four, suppression of gonadal hormones will occur,
and puberty is temporarily halted. See Table 14.2 for a summary of GnRHA and
other GAH medications.
Patients and parents must understand that these medications do not alter the
patient’s pubertal development, but instead temporarily halt the progression of
puberty. They are completely reversible and are often considered a “pause button,”
allowing patients and their families time for further exploration of gender identity and
care options without committing to the semi-reversible effects of GAH therapy or the
largely irreversible changes of endogenous puberty. As with many medications in
pediatrics, the uses are considered off-label by the Food and Drug Administration
(FDA). While there is limited data on the long-term effects, existing literature supports
their use and safety [3]. While it is ideal to initiate blockers at early Tanner Stage 2, it
can be used in all stages of puberty for various purposes. These may include stopping
menses, halting puberty reversibly to allow the youth and family time process and
form a plan, and preventing further development of secondary sex characteristics.

Peri-puberty
The decision of when to start GAH therapy should be based on careful discussion
with the patient, family, and care team. WPATH and the Endocrine Society
guidelines recommend initiating GAH at the age of majority or at 16 years of age,
respectively, 14 in selected cases [4, 5]. This is primarily based on expert opinion
and it is the age at which adolescents are deemed to have the capacity to consent to

Oral tablet

Oral tablet

Spironolactone
(Androgen
receptor
antagonist)

Finasteride
(5α-reductase
inhibitor)

Feminizing medications
17B Estradiol
Sublingual, oral
tablet, patch

Administration
Medication
Puberty-blocking GnRH analogs
Leuprolide
Intramuscular
(IM) injection
Histrelin
Subcutaneous
implant

Daily, 1–5 mg

Decreased
virilization, hirsutism

Softened less oily
skin, fat and muscle
redistribution toward
a female pattern
habitus
Breast growth
(usually reversible
6–12 months),
decreased hirsuitism

Prevention of puberty
progression, breast
bud regression in
early Tanner Stage 2

11.25–30 mg IM
every 3–6 months
50 mcg 2 years

Daily (sublingual,
oral) 2–8 mg,
Patch 100–
400 mcg once
weekly
1–2 times daily,
1–100 mg twice
daily oral

Reversible changes

Typical dosing

Table 14.2 Gender-affirming hormone therapy

No reversal of
previous male
pattern hair loss

Breast growth

None

Permanent
changes

Adam’s apple,
facial and skeletal
structure, vocal tone

Aside from breast
buds, no reversal of
secondary sex
characteristics

What won’t change

(continued)

Changes in mood (may
include improved mood/
affect as well as
irritability), change in
libido, erectile dysfunction
Increased urinary
frequency, potential
hypotension, and mild
hyponatremia,
hyperkalemia
Decreased libido, erectile
dysfunction

Changes in mood (may
include improved mood/
affect as well as
irritability), change in
libido, erectile
dysfunction, amenorrhea

Common side effects

14
Treatment Paradigms for Adolescents: Gender-Affirming Hormonal Care
193

Medication
Progesterone

Administration
Medroxypro
gesterone oral
tablet
Depo Medroxypro
gesterone injection
Progesterone oral
tablet
Masculinizing medications
Testosterone
Intramuscular
injection
Subcutaneous
injection
Transdermal
Subdermal
implants

Table 14.2 (continued)
Reversible changes
Feminization (breast
development)

Coarser, oily skin,
muscle and fat
redistribution to male
pattern habitus,
amenorrhea

Typical dosing
10 mg daily
150 mg IM q
3 months
100–200 mg daily

40–100 mg
weekly;
60–200 mg every
2 weeks
Weekly
20–100 mg
Daily 2–8 mg
Every 2–900 mg
pellets placed
q3–6 months,
750 mg IM

Lower voice,
male pattern
hair,
clitoromegaly

Permanent
changes
Common side effects
Bloating, breast pain,
appetite increase, mood
changes, sedation

Loss of menstrual period,
increased libido, mood
changes (early irritability,
later improved mood)

What won’t change

Facial and bone
structures, loss of
breast mass
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partially irreversible therapy. These recommendations have changed over time as
we learn more about our TGD youth, and we expect that future evidence may
precipitate further changes in recommendations and guidelines. It is important to
note that withholding GAH in the setting of prolonging gender dysphoria or
progressing into an undesired puberty may cause harm. It is important for parents to
understand that in terms of consequences and outcomes, choosing to not provide
care is as much of an active decision as deciding to start care. A delay in treatment
may result in developing irreversible pubertal changes that would later require
surgical intervention and psychological consequences of prolonging GD, such as
depression, anxiety, and suicidal ideation. These factors may justify initiating
puberty-blocking and GAH therapy earlier as appropriate to the patient and clinical
indications. Initiation of GAH may depend on patient and parent readiness,
articulation of a safe and realistic affirmation plan, patient age relative to average
age of puberty onset in cisgender peers, and continued growth considerations. See
Table 14.3 for common sources of gender dysphoria and related goals.
Table 14.3 Common causes of dysphoria
Masculinizing interventions
GAH therapy

GAH therapy, finasteride

Voice training (post-pubertal),
GAH therapy if pre/
peri-pubertal
GAH therapy, mastectomy,
chest binding
GAH therapy, clothing

Phalloplasty, metoidioplasty,
hysterectomy/oophorectomy,
packing
Hormonal contraceptives, GAH
therapy, hysterectomy/
oophorectomy
Options for legal gender marker
change, develop tools for
responding to misgendering
Options for legal name change/
identity change (national
database for patients: https://
transequality.org/documents)

Common sources of
distress
Facial structure
(too masculine/
feminine, bone
structure)
Hair
(too little/too much, )

Feminizing interventions
Facial feminization surgery,
tracheal shave, GAH therapy

Wigs, anti-androgen medications,
GAH therapy, electrolysis/
shaving (hair removal)
Voice training (post-pubertal),
GAH therapy if pre/peri-pubertal,
vocal cord surgery
GAH therapy, breast
augmentation, padded bras, and
pectoral exercises
GAH therapy, clothing

Voice
(too masculine/
feminine)
Chest
(breast absence/
presence)
Hips
(too masculine/
feminine)
Genitals
(absence/presence)

Orchiopexy, Vaginoplasty,
tucking

Menstruation

—

Misgendering

Options for legal gender marker
change, develop tools for
responding to misgendering
Options for legal name change/
identity change (national database
for patients: https://transequality.
org/documents)

Birth name

Note: Transgender adolescents may get surgery according to need, just as minors assent to surgery
with parent support and consent for other medically indicated procedures
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Table 14.4 Effects of hormone therapy
Masculinizing hormone
effect
Fat redistribution
Increased muscle mass
Acne
Increased libido
Clitoral enlargement
(irreversible)
Cessation of menses
Facial/body hair
(irreversible)
Voice deepening
(irreversible)

Time of onset
3–6 months
6 months
1–6 months
1–3 months
1–6 months

Maximum effect
2–5 years
2–5 years
1–2 years (male)
1–2 years
1–3 years

Feminizing hormone effect
Fat redistribution
Decreased muscle mass
Softer skin
Decreased libido
Breast growth (irreversible)

1–6 months
6–12 months

—
4–5 years

1–12 months

1–2 years

Decreased erections
No regrowth of male pattern
baldness
—

For those youth who have been on puberty-blocking therapy, low-dose GAH is
typically started in a way that mimics endogenous hormone secretion. Patients will
typically continue puberty blocker use while estradiol or testosterone is added at
progressively increasing doses consistent with endogenous pubertal development to
achieve levels consistent with adult hormone levels. Exogenous puberty for TGD
patients requires at least 2 years of hormone therapy to achieve end phenotypic
results. While some patients remain on GnRHA until gonadectomy, many will
transition off puberty blockers after adult hormone levels are attained. Upon
cessation of GnRHA, patients may require higher doses of GAH therapy in order to
both suppress natal endogenous hormone production and continue development of
desired secondary sex characteristics.
Patients who are in Tanner Stage 3 or higher can start estradiol or testosterone
GAH directly without the antecedent use of blockers. In order to reach desired
gender-affirming masculinizing or feminizing effects and effectively shut down the
HPG axis, these patients may require higher starting doses than those who have
previously been on GnRHA. For patients who have already gone through endogenous
puberty and developed secondary sex characteristics, neither blockers nor GAH will
reverse the myriad skeletal, vocal, and genital changes already experienced
(Table 14.3). For these patients, surgical interventions may become important goals
of care if these physical attributes are causing dysphoria (see Chap. 16). Prior to
initiating therapy, a standard medication consent should occur between provider,
patient, and parent/guardian, and include a discussion of the reversible and irreversible
changes associated with GAH to establish reasonable expectations. Tables 14.2 and
14.4 summarize information regarding the potential expected effects with GAH.

Post-puberty
Adolescents and young adults (AYA) may still meet their physical gender affirmation goals after having undergone endogenous puberty and the associated exposure
to gonadal hormones, though achievement of these goals may become harder with
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time. GAH at this point will not reverse certain permanent physical body
characteristics, and many TGD patients with fully developed secondary sex
characteristics may require surgical intervention to support their goals. These
patients will often have different goals or needs as they age, including regular age-
appropriate healthcare maintenance. Providing GAH and information on surgical
interventions to AYA 18 years or older does not require parental consent as it does
in the pediatric TGD population, but it is still beneficial to assess for family, spouse,
workplace, and community supports. See Chap. 16 for more information about
surgical options.

Adjunctive Therapies
For transfeminine patients, there are additional medication options including spironolactone, finasteride, and progesterone that may support feminization alongside
estradiol therapy. For transmasculine patients, presently testosterone is the sole
masculinizing agent, primarily used in its injectable form. Topical testosterone can
be used when there is an allergy to the suspension oil or a severe needle phobia,
though these patients should be advised that topical application to the clitoral area
has not been demonstrated to have significant effects on clitoral growth. Though
finasteride is not considered a masculinizing agent, it may be used in transmasculine
patients as well for treating male pattern baldness.

Spironolactone
Spironolactone, a potassium-sparing diuretic, is frequently used in conjunction
with estradiol for feminizing hormone therapy. At higher doses, it may have minor
effects on suppression of endogenous testosterone activity by directly inhibiting
testosterone secretion and blocking androgen receptors [4]. It is most useful for
blocking androgen receptors and continued testosterone effects on male pattern
hair growth. It may also aid with breast development and reduce spontaneous
erections. Following orchiectomy, transgender women will no longer require
spironolactone.
In the AYA population, spironolactone is generally well tolerated with minimal
side effects. Side effects may include increased urinary frequency and dizziness
secondary to its diuretic effects. Hyperkalemia is an unlikely but more serious side
effect, and therefore spironolactone should be avoided in patients with renal
insufficiency and used with caution in patients who also take an ACE inhibitor or
angiotensin II receptor blocker [6]. Blood pressure and serum electrolytes (sodium
and potassium) should be monitored during the first year and following medication
or health changes, though parameters for how frequently to monitor levels and labs
are under ongoing review [4]. The UCSF guideline recommends checking kidney
markers (blood urea nitrogen and creatinine) and potassium every 3 months during
the first year and then annually or as needed thereafter [6].
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Finasteride
Finasteride is a 5α-reductase inhibitor that helps prevent the conversion of testosterone to dihydrotestosterone (DHT), a potent androgen, thus reducing male pattern
body hair. It is an additional option for all TGD patients who have concerns regarding male pattern baldness and hair loss. Side effects of finasteride include decreased
libido and erectile dysfunction, which also occur with estradiol therapy. As
5α-reductase inhibitors are less effective than spironolactone, finasteride may provide a reasonable option for patients with contraindications to spironolactone (i.e.,
renal dysfunction, potassium disorders, low blood pressure, and urinary frequency)
or for those who continue to experience male pattern baldness after orchiectomy
[6].

Progesterone
Progestins currently available in the USA include oral progesterone, oral medroxyprogesterone, and depo medroxyprogesterone (DMPA). For cisgender women,
DMPA has been associated with weight gain and mood disturbances, while oral
progesterone can have sedating side effects. The use of progestins in gender-
affirming care remains controversial, with little or no evidence at present to document clinical effectiveness or harm. Anecdotally, progestins are associated with
improved breast and areolar development [11]. There are, however, some concerns
regarding the use of progestins based on the existing studies from the Women’s
Health Initiative, which have demonstrated an increase in cardiovascular disease
and breast cancer in post-menopausal cisgender women [12]. However, it is unclear
if these results are transferrable to the TGD population, because transgender
woman are at much lower risk of breast cancer than their cisgender counterparts
[6].

Long-Term Management
Titration and Monitoring
Once patients elect to begin GAH, their goals should direct hormone dosing. Since
secondary sex characteristics are not linked to specific hormone levels, dosing
should depend on desired effect. Some patients may seek maximum masculinization
or feminization, while others may simply desire suppression of natal secondary sex
characteristics [3]. Goals for patients on the nonbinary and genderqueer spectrum
may also vary. To promote healthy and safe affirmation plans, alongside overall
mental health and well-being, patient goals should be considered in the context of
risks associated with hormone use as compared to risks of withholding them. In
pediatric and AYA populations, GAH are considered to be safe, effective, and
potentially lifesaving for patients experiencing suicidal ideation related to their GD.
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The 2017 Endocrine Society Guidelines recommend laboratory monitoring of
total testosterone or estradiol levels alongside a metabolic panel every 3 months
during the first year of GAH therapy and every 6–12 months thereafter [4]. There is
no clear literature to support best practices in obtaining hormonal levels, but many
providers choose to reference average physiologic hormone ranges in cisgender
individuals (testosterone 300–1000 ng/dL; estradiol 100–400 pg/mL) [5, 6].
Recommendations for lab monitoring frequency are rather conservative, and many
practitioners will choose to reduce testing frequency when prior values have been
consistent, GAH dosing is stable, and no additional medical concerns arise.

Long-Term Risks and Concerns
While there is limited data on the long-term risks of hormone therapy for TGD
individuals, GAH therapy is generally considered safe when followed closely by a
medical provider, with no documented increase in cancer prevalence or direct
increase in mortality attributed to GAH [13].

Testosterone GAH
Current data is inconsistent regarding the use of exogenous testosterone and association with increased risk of cardiovascular disease in transgender men [13]. No
studies have demonstrated an increase in myocardial infarctions, deep vein thrombosis, or cerebrovascular events [13–15]. It has been well demonstrated that testosterone therapy causes a clinically insignificant increase in hemoglobin and
hematocrit levels during the first year of therapy; however, there is little data on the
long-term hematopoietic effects [16].

Estradiol GAH
Hormones play an important role in bone health. Transgender women may be at
higher risk for bone loss due to the use of estradiol. However, it is unclear whether
decreased bone mineral density or osteoporosis can be attributed to GAH [5]. While
the 2017 Endocrine Society Guidelines provide no specific recommendations,
transgender female patients with risk factors for osteoporosis may need to be
screened sooner and more frequently than the general population.
There has also been concern regarding increased risk of venous thromboembolisms (VTEs) in transgender females. Consistent with their cisgender peers in studies on contraception risks, pediatric and AYA transgender persons are typically at
very low risks for VTE or related events. While several studies have found significantly increased risk of VTE events in transgender women overall, these studies did
not account for pre-existing cardiovascular risk factors [14]. Ethinyl estradiol in
particular has been demonstrated to increase VTE risk, and its use in GAH therapy
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has been discontinued [5]. A recent cohort study found that transfeminine adults
were at slightly increased risk for VTE compared to cisgender men and women
[17]. This increase in VTE risk is especially important to note for patients who may
be self-medicating and taking higher-than-recommended doses of estradiol;
however, data on supratherapeutic estradiol levels in transgender women is limited.
Risks and benefits should be discussed prior to starting estrogen therapy. For
transgender women with established cardiovascular risk factors or disease,
transdermal estrogen is preferred for its lower rates of VTE and limited impact on
lipid profile or coagulation [5, 18]. For transgender women who currently smoke or
have a significant history of smoking, transdermal estrogen is also preferred in
addition to smoking cessation counseling. See Table 14.5 for concerns and common
misconceptions.
Table 14.5 Common misconceptions
Concerns and common misconceptions
Many patients remain on hormone therapy for their entire lives, while
MYTH #1: GAH
others may discontinue hormones for short or long periods of time. For
therapy must be
example, there is a short-term discontinuation for the purpose of
lifelong and is
pregnancy in transmasculine patients. Some GAH changes are reversible
irreversible
and others are not (see Tables 14.2 and 14.4). As our understanding of
gender expands, we also understand there may be more patients who do
not commit to a lifelong GAH plan.
While “desistance” or “transition regret” has been highlighted in the
MYTH #2:
media, the literature suggests that this is exceedingly rare [19, 20]. In a
Transgender
recent cohort study by Olson-Kennedy et al., chest dysphoria was
individuals often
regret transitioning significantly higher in nonsurgical transmasculine youth compared to
postsurgical patients. Ranging from 1 to 5 years after surgery with most
respondents between 0 and 2 years, 67 of 68 subjects reported an
absence of regret, further supporting the therapeutic benefit of gender-
affirming care [21]. In a large longitudinal retrospective cohort study of
transgender patients, only 0.6% of transwomen and 0.3% of transmen
who underwent gonadectomy experienced regret [22].
See Table 14.3 for sources of distress and body parts that remain
MYTH #3: GAH
unaffected by hormones. Examples include the Adam’s apple, significant
therapy will help
patients grow taller body hair, or short/tall stature. Estradiol causes growth plates to close, so
patients may consider waiting to initiate GAH until final height is
or change their
underlying skeletal achieved. It is important to counsel patients on what GAH therapy can
and cannot do in order to establish realistic expectations.
structure
The effects of hormones on fertility vary widely, therefore it is important
MYTH #4: GAH
to counsel patients on fertility preservation and contraception. Similar to
therapy will cause
their cisgender counterparts, transgender individuals can have biological
infertility
children, and many pregnancies are actually unplanned.
Research suggests that GAH therapy for transgender individuals is
MYTH #5: Being
on GAH therapy for generally safe. The significant psychosocial benefits of GAH therapy
life is dangerous for generally outweigh the risk of adverse events. It is recommended that
patients receive screening and preventive care for both the body parts
one’s health
they maintain as well as the hormones they administer.
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Conclusion
While GAH therapy is only one aspect of affirmative gender care, it is a powerful
tool that can alleviate GD and help TGD individuals live as their authentic selves.
With the significant increase in children and younger adolescents seeking gender-
affirming therapy, early identification, support for authentic gender identity, effective
management for sources of dysphoria, and GAH may offer improved long-term
health outcomes for this new generation of TGD youth. In order to best support this
patient population, it is important for providers across disciplines to understand the
basics of GAH therapy, be able to help patients establish realistic expectations for
gender-affirming care, and help patients identify means of achieving gender care
goals.
Funding Source No funding was used for this review.
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The number of transgender and gender diverse (TGD) youth presenting for both
medical and surgical care related to gender dysphoria is steadily increasing [1, 2].
More attention is thus being paid to the potential for future treatment-related adverse
effects including the potential for impaired fertility. The majority of fertility-related
studies have been conducted in adolescents and young adults with cancer undergoing
gonadotoxic chemotherapy and radiation [3, 4]. While less is known about fertility-
related issues in non-oncologic populations, an expanding body of scholarship
underscores the importance of considering fertility and reproductive health more
broadly across pediatrics [5, 6]. We recognize that terminology continue to evolve
over time, and will use “transgender and gender diverse (TGD),” “cisgender,” and
“birth assigned” for the purposes of this chapter.
The literature suggests that cancer survivors who declined or were not offered
fertility preservation (FP) measures prior to initiating potentially gonadotoxic
therapies later regretted their inability to have biologically related children [7, 8].
Recent studies in transgender adults also demonstrate a desire for biological children
[9–13]. In this context, medical organizations such as the World Professional
Association for Transgender Health (WPATH), the Endocrine Society, and the
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American Society for Reproductive Medicine have published guidelines
recommending the discussion of FP options with TGD youth and their families
prior to initiating any therapies, hormonal or surgical, that may have the potential to
cause future impaired fertility [14–16].
This chapter will focus on potential risks of fertility impairment associated with
the three most common hormonal therapies used in TGD youth (gonadotropin-
releasing hormone agonists, estrogen, and testosterone), FP options related to
pubertal stage and birth-assigned gender, attitudes toward FP in the TGD population,
as well as both ethical and financial considerations related to FP.

Potential for Infertility Secondary to Hormonal Therapies
Gonadotropin-Releasing Hormone Agonists
Little is known about the impact of hormonal therapies on fertility; specifically no studies have been conducted to examine future fertility outcomes in individuals who began
hormonal interventions in adolescence. TGD individuals may be candidates for gonadotropin-releasing hormone agonists (GnRHa), otherwise known as “puberty blockers,”
once they have begun endogenous puberty (Tanner stage 2). GnRHa are used to suppress the hypothalamic–pituitary–gonadal axis (the hormone cascade responsible for
the production of sex steroids). They prevent germ cell maturation and both reversible
and irreversible phenotypic changes of puberty. These agents are commonly used to
treat precocious puberty (testicular enlargement prior to age 9 years in birth-assigned
males, and breast development prior to age 8 years in birth-assigned females) and are
not known to cause fertility impairment directly [17]. Historically, pediatric endocrinologists have reassured families about future fertility when pursuing GnRHa treatment in precocious puberty populations. One study that followed youth with central
precocious puberty treated with GnRHa showed all patients over the age of 12 years
achieved complete sexual maturity by 5 years post-treatment as defined by their hormone levels and clinical Tanner stages; no impairment of reproductive function was
seen in adulthood [18]. However, given that GnRHa are used to suppress the hypothalamic–pituitary–gonadal axis, they prevent germ cell maturation and there have been
reports of decreased testicular size in birth-assigned males [19]. Keeping this in mind,
TGD youth on GnRHa would potentially require a period of time between the cessation of GnRHa and initiation of gender-affirming hormones to allow for further endogenous pubertal development if FP were desired. For TGD youth who want to continue
GAH, this may be a barrier to FP as they began GnRHa for that express purpose of
preventing permanent phenotypic changes of puberty. These changes would likely
occur to some degree if this pause in GAH to allow FP was initiated.

Impact of Testosterone
Studies have shown inconsistent results about the impact of testosterone therapy on
ovarian tissue removed from transgender men, partially associated with the duration
of exposure. When used for shorter periods of time (~6–21 months), studies have
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shown little to no effect on the function and architecture of ovarian tissue [20].
Long-term testosterone use, however, can cause cystic follicles, collagenization,
and stromal hyperplasia, much like what is seen in polycystic ovarian syndrome
(PCOS), which is itself a hyperandrogenic state [21]. When considering the rates of
fertility impairment in birth-assigned females with PCOS, exposure to higher levels
of testosterone as the cause of these observed changes could serve as a potential
mechanism to explain lower fertility rates [21]. Another theory suggests that
follicular atresia is promoted by testosterone exposure, and can thereby negatively
impact fertility [22]. One study assessing testosterone levels in birth-assigned
females before and after starting exogenous testosterone therapy found that many of
the individuals (40%) had pre-treatment testosterone levels consistent with those
seen in PCOS, suggesting that this cohort may be at higher risk for infertility prior
to initiating treatment with gender-affirming hormones [23]. Studies in individuals
with PCOS who have higher than physiologic levels of circulating testosterone
show the potential for fertility after ovarian stimulation, with successful pregnancies
described in 30–40% who use clomiphene, and up to 82% in those who are treated
with human menopausal gonadotropins [24].
Despite these reports of changed ovarian architecture, there have been documented pregnancies in transgender males who have previously been on testosterone
therapy [25]. One study described pregnancies in most (88%) of their cohort that
were achieved using their own oocytes, even after over half of them had taken exogenous testosterone prior to getting pregnant; age of testosterone initiation was
17–35 years and length of testosterone use ranged from <1 year (in 40% of patients)
to >10 years (in 20% of patients) [25]. Of those who achieved pregnancy, 7% required
fertility drugs and 12% used assisted reproductive technology including artificial
insemination, in vitro fertilization, and gamete intrafallopian transfer [25]. Notably,
however, this study only included individuals who had a live birth and the overall
conception/miscarriage rates in this population remain unknown. There are also no
data on the health outcomes of the neonates that resulted from these pregnancies.
This study is also notable for the rates of unintended or unplanned pregnancies for
TGD persons on testosterone that imitate rates (approximately half) in cisgender
populations [26]. Counseling for TGD youth should thus highlight that even with
cessation of menses and regular testosterone use, TGD engaged in sex that involves
both sperm and oocytes need contraception to prevent unintended pregnancy.

Impact of Estrogen
Limited research has examined the impact of estrogen on sperm production, and
again results have been variable. Men with a history of prolonged estrogen exposure
secondary to estrogen secreting tumors have had evidence of spermatogenesis after
tumor removal [27]. However, men treated with estrogen for prostate cancer have
been shown to develop impaired spermatogenesis, which can lead to reduced
fertility [28]. The extent to which these findings can be applied to clinical use of
17B estradiol used to create average cisgender physiologic levels in TGD feminized
patients remains unclear.
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Few studies have been conducted examining the effect of estrogen in TGD populations, and these are generally limited by small sample sizes. Some studies have
shown architectural changes in testes examined microscopically after gonadectomy
performed on transgender females exposed to estrogen, which have the potential to
affect spermatogenesis, whereas others show less of an impact [29–32]. In one larger
study of 108 gender diverse adults currently or previously treated with estrogen,
results were heterogeneous. Normal spermatogenesis was found in 24% of individuals, with some level of impairment in spermatogenesis in the rest, including meiotic
arrest in 24%, spermatogonial arrest in 35%, Sertoli-cell-only in 15% and tubular
shadows in 2% [33]. Those who had been exposed to estrogen therapy up until
gonadectomy had higher rates of these abnormalities as compared to those who had
discontinued estrogen therapy weeks prior to the tissue collection [33]. Future
research is needed to examine implications of these findings on actual fertility rates.

Fertility Preservation Options
TGD youth may seek hormonal interventions at various stages of pubertal development, impacting the availability of FP options. Youth in early stages of puberty may
only have access to experimental options (which may or may not be appropriate or
accessible), whereas those in later Tanner stages could consider established FP
options [34].

Fertility Preservation for Birth-Assigned Females
In birth-assigned females who have achieved menarche, FP options include those
commonly used in cisgender women who struggle with infertility. One technique
commonly employed by reproductive endocrinologists is oocyte stimulation and
retrieval, with subsequent cryopreservation. This process includes hormonal
stimulation for 8–14 days, after which oocytes are retrieved trans-vaginally via
needle aspiration with ultrasound guidance, and cryopreserved for future use [35].
Embryo cryopreservation is another option after oocyte retrieval, though less
practical in pediatrics, as this technique requires a sperm donor [36]. While oocyte
cryopreservation has been successfully described in adolescent birth-assigned
females, it is important to remember that the injections and method of retrieval may
be more difficult for TGD individuals; consideration of possible psychological
ramifications (associated with invasiveness of procedures and hormonal stimulation)
of pursuing this route is crucial. Procedural risks should also be discussed including
ovarian hyperstimulation syndrome and intra-abdominal bleeding [37, 38]. The
need to come off blockers to begin some degree of endogenous puberty and the
resultant changes, or the delay in starting testosterone based GAH could be a barrier
to considering FP [39].
Birth-assigned females in earlier stages of puberty do not have the same FP options
as those having already achieved menarche; their gonadal tissue is less mature, so they
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can consider only the experimental option of ovarian tissue cryopreservation (OTC).
This generally involves a laparoscopic unilateral oophorectomy, followed by
cryopreservation of the retrieved ovarian tissue [40, 41]. This procedure is being
increasingly utilized in oncology prior to chemotherapy and radiation known to be
gonadotoxic, with promising data regarding live births in post-pubertal women [40, 41].
Several points should be discussed when considering OTC in TGD youth. First,
while this method has now resulted in over 80–100 reported live births, the majority of
cases were in women treated for cancer who underwent FP after menarche and opted
for OTC (e.g., to avoid treatment delays required for oocyte retrieval and
cryopreservation) [40, 41]. Less is known about the effectiveness of OTC in early
stages of puberty, and thus it is still considered investigational [42, 43]. Second, live
births have been reported only with tissue reimplanted into the donor (once they are
cancer free), allowing for the tissue to mature via endogenous gonadotropin signaling.
Reimplantation is not safe in some oncologic settings, such as in youth with malignant
spread to their ovaries [43]. It may also be undesirable for individuals with gender
dysphoria who may not want to experience the hormonal ramifications of reintroducing
a natal ovary which may start to produce estrogen and progesterone in a cyclical
manner, potentially leading to physical changes inconsistent with their gender identity
[37]. Maturation of oocytes in vitro after prepubertal oophorectomy is currently being
studied and refined as a technique that may be more viable in the future [44, 45]. Third,
concerns have been raised that removal of an ovary could in itself negatively impact
reproductive potential and it is thus only considered in patients with cancer at moderatehigh risk of infertility; as described above, there is uncertainty as to whether or not
exogenous testosterone administration will indeed lead to infertility in this cohort [39].
As referred to previously, pregnancies in transgender men assigned female at
birth have also been described after the discontinuation of testosterone [25]. In this
context, there are clinical and ethical dilemmas related to removing an ovary in a
child in the early stages of puberty as this could theoretically decrease future
endogenous fertility by decreasing ovarian reserve. Peripubertal TGD youth may
not be able to fully understand the future implications of this decision, or be
completely sure of the medical and surgical interventions they may opt for in the
future. Thus, at this point, there is limited evidence to support offering OTC to TGD
individuals, with the exception of adults who are planning to undergo gender-
affirming gonadectomy [39]. When choosing the method that is best for each
individual, it is important to consider medical risks and financial implications
associated with general anesthesia and invasive procedures. As technology advances,
new assisted reproductive technologies may become available.

Fertility Preservation for Birth-Assigned Males
For birth-assigned males who have achieved at least Tanner stage 2–3, the least
invasive and cost-effective FP option is sperm cryopreservation from an ejaculated
semen sample [34]. Once the sample is collected, a cryopreservation facility can
store the sample until the individual is ready to use it. While this option may be
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feasible for some TGD adolescents, others may find the process of masturbation to
supply a semen sample too psychologically difficult given their gender dysphoria.
In addition, personal, cultural, and religious beliefs/teachings that discourage
masturbation may also have a negative impact on an adolescent’s ability to produce
a sample for cryopreservation and/or pose additional challenges to communication
between providers, patients, and families about FP [46].
The pediatric oncology community has described these barriers in cisgender
males who are to undergo gonadotoxic chemotherapy or radiation, who are unable
to comfortably use this method secondary to embarrassment, shame, and/or sexual
inexperience making the process too difficult [46–50]. For peripubertal or post
pubertal birth-assigned males, sperm extraction techniques may be employed in
those still interested in FP by way of electroejaculation (EEJ), testicular/epididymal
sperm extraction (TESE) or testicular/epididymal sperm aspiration (TESA) [51,
52]. For EEJ, a rectal probe is used to apply a gentle electrical current in order to
stimulate ejaculation [51]. This procedure is usually performed under general
anesthesia. TESE and TESA is usually done under anesthesia in the operating room,
and involves either a biopsy or needle aspiration of semen from the testes/epididymis
in order to isolate sperm for cryopreservation [52]. Spontaneous ejaculation for
sperm cryopreservation has been described successfully in birth-assigned males as
young as 13 years of age, and extraction techniques in those with testes measuring
as small as 6 mL [53, 54]. When choosing the method that is best for each individual,
it is important to consider medical risks and financial implications associated with
general anesthesia and invasive procedures.
As is the case with birth-assigned females, FP options in prepubertal/early pubertal birth-assigned males are newer and less well described [55]. Due to the lack of
mature sperm in prepubertal testes, any extraction techniques employed cannot
guarantee viable sperm for future use for fertilization. Testicular tissue cryopreservation (TTC) is an investigational procedure in which tissue is extracted from prepubertal testes in the hope that immature gametes in the form of spermatogonial
stem cells can be isolated and cryopreserved in either Sertoli cell containing tissue
or in suspension [56]. The goal is to be able to induce these cells via tailored media
to mature in vitro to produce viable sperm that may be used in intracytoplasmic
sperm injection during in vitro fertilization in the future [57]. While there have been
successful animal models described, no live human births have been reported using
this technique, and the recommendation is to only pursue this option under an IRBapproved protocol [43].

Attitudes and Psychosocial Complexities
Research on attitudes toward fertility and parenthood goals in the transgender community is emerging. The literature to date portrays the adult transgender population
as heterogeneous with regard to parenting goals and acceptance of reproductive
technologies [13, 58], though significant percentages of transgender individuals do
express a desire for biological children [9–13]. For instance, Wierckx and
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colleagues reported responses from a questionnaire completed by 50 transgender
men (mean age = 37) who had undergone gender-affirming surgery [10]. Of the 39
participants who were not parents already, 54% reported wanting to have children;
this study did not distinguish between ways of becoming a parent (biological
children versus adoption, for example). Approximately 37.5% of respondents
reported that they would have considered freezing their germ cells if that had been
an option for them [10]. Another survey was conducted among 160 transgender or
gender diverse adults (26.9% described their gender identity as male, 51.5%
described their gender identity as female, and 21.6% characterized their gender in a
variety of ways that were classified as gender diverse) [59]. Approximately 25% of
respondents were already parents at the time of survey completion, with the majority
having children prior to transitioning (59%) [59]. Eighteen percent of participants
without children reported a desire to have children in the future (29% were unsure);
of these, a higher percentage of identified males indicated a desire to have children
(53%) than identified females (33%) or gender diverse (14%) participants. Younger
respondents were more likely to express a desire for future parenthood and only 4
reported a desire to give birth [59]. In a recent survey of 99 transgender women and
90 transgender men, 70% of transgender women and 47% of transgender men
wanted children in the future; 76% of each group said that they had thought about
FP but less than 10% had completed FP [13].
Von Doussa and colleagues conducted qualitative interviews and found that prevailing notions of family and parenthood impacted respondents’ own vision of
options, and they tended to create families in less traditional ways (e.g., becoming
step or foster parents) [12]. Some participant responses suggested misgivings about
the lack of ability to be a biological parent, with one transgender man reporting
feelings of “regret” about engaging in a physical transition without adequate
counseling about fertility options [12]. Another recent study showed attitudinal
differences between adult transgender men (n = 24) and women (n = 8), all childless
but reporting a desire to become parents at a future point [11]. Transgender men
more often reported a desire to become a parent by means of sexual intercourse or
pregnancy (58.3%), while 75% of transgender women reported preferring to become
a parent through adoption [11]. These results are noteworthy in light of the extra
burden of cost, duration, and invasiveness associated with FP interventions for
transgender men (birth-assigned females), which could conflict with their desires
and parenthood goals.
In addition to this research involving transgender adults, recent studies have
begun to investigate attitudes toward fertility in transgender youth. Consistent with
adults, youth responses depict some attitudinal heterogeneity, with a subset of
transgender youth expressing a desire for future biological children. For instance,
Chen and colleagues conducted an online survey of sexual and gender minority
teens aged 14–17 years, finding that 25% of transgender youth respondents
expressed a desire for biological parenthood (as opposed to 43.8% of gender diverse
or non-binary participants) [60]. Nevertheless, approximately 60% indicated a wish
for more information related to fertility, with a minority of youth (13.5%) reporting
having ever had a conversation with healthcare providers about the impact of
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hormones on fertility [60]. Strang and colleagues also examined transgender youth
and parent attitudes toward fertility of those attending a gender clinic using a survey
methodology [61]. Their results (similar to Chen et al.), indicated that about one
quarter of transgender adolescents aspired to be a biological parent in the future,
and slightly more than half expressed a wish to be a future parent through some
means; one-third of respondents expressed uncertainty about parenthood goals [60,
61]. Notably, many of the TGD youth acknowledged that their parenthood goals
may change in the future [61]. These attitudes are somewhat inconsistent with actual
levels of FP utilization, with two recent retrospective reviews showing that less than
5% of youth receiving hormonal interventions opt for FP [62, 63].
As of yet, the factors that impact parenthood goals, and actual FP utilization,
have not been systematically examined. Preliminary findings point to a number of
barriers to FP, including social/cultural/family norms and expectations, inadequate
counseling, desire to be a parent through alternate means (e.g., adoption), as well as
cost, invasiveness, and gender dysphoria [12, 60, 62]. None of the studies on
attitudes toward parenthood in youth or adults explored the possible interaction of
mental health co-occurrences and parenthood desire; yet, numerous studies find the
risks of a variety of psychological diagnoses, as well as suicidality, to be elevated in
many transgender youth [64, 65]. Gender-affirming interventions are associated
with alleviation of mental health morbidities [66], and therefore, delaying such
intervention could be harmful to TGD youth and contraindicated in some
circumstances when the anticipated negative ramifications of postponing intervention
are significant. On the other hand, as Nahata et al. suggest, mental health concerns
have the potential to impact perspectives, desires, goals, and future thinking [62].
For instance, youth with low self-worth may not have the ability to imagine being a
competent parent, and thoughts of suicide may be inconsistent with contemplation
of future desires. Research suggests that for many transgender individuals, gender
dysphoria dissipates with gender-affirming medical treatments. As mental health
status improves, perspectives on fertility and parenthood may evolve. In addition,
normative perspectives on parenting likely modify with development from
adolescence to young adulthood. However, as of yet, research has not examined
stability and change in parenthood goals over time in transgender individuals,
integrating developmental and psychosocial perspectives, which is an important
priority for future research.

Ethical Considerations
Numerous ethical complexities are associated with medical treatments that have the
potential to diminish fertility and/or cause infertility in TGD youth, and these issues
are increasingly recognized [67–69]. These include the ability of youth to adequately
engage in medical decision-making, parental legal rights to make decisions on
behalf of their children’s best interest, healthcare provider obligations to counsel
about fertility even if they are aware that access to FP interventions may be blocked
due to cost, the impact of mental-health distress and body dysphoria on
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decision-making, and cultural and parental wishes and values that may subtly or
overtly impact adolescents beliefs and choices.
A significant body of literature addresses adolescent judgment and decision-
making [70, 71]. Studies have examined adolescent cognitive capacities versus
adult counterparts (how they think) as well as psychosocial differences between
adolescents and adults. In general, findings suggest that logical abilities are generally
mature by the age of 16 years. Reproductive health frameworks in the United States
have recognized adolescents as competent to assent or consent to various important
reproductive health decisions such as contraception, STI testing and treatment, as
well as abortion and/or substance use [72]; although laws regarding confidentiality
and consent with pediatric populations vary across states in the United States, in all
states, minors are able to consent to sexually transmitted infection testing and interventions. The American Academy of Pediatrics (AAP) has also published guidelines on informed consent and decision-making in pediatrics, supporting
appropriateness of providing care for a child’s needs even if incompatible with
parental desires [73]. This is important, as recent research suggests that TGD youth
may feel pressured to have biological children and/or feel that they are disappointing their parents if they decide against this option [61]. It is important to ensure that
parents remain focused on their youth’s perspective and needs, while acknowledging their own concerns and sometimes grief about not having biological grandchildren, understanding that refusing GAH for a clearly asserted TGD individual is not
a neutral option and can be associated with poorer mental health outcomes [61].
The AAP also provides a nuanced view of adolescent decision-making capacity,
noting that the determination of maturity is not always straightforward, although
capacity “is presumed but may be rebutted at age 14 or older” [73]. An element of
reproductive decision-making and judgment involves non-cognitive abilities, and
the broad characteristics of responsibility (self-reliance; independence), perspective
(consideration of context), and temperance (thinking before acting), with researchers
concluding that adolescents perform significantly worse than adults in these latter,
non-cognitive realms, although there is variability within youth [71]. The AAP also
notes that the prefrontal cortex, associated with executive function and risk-taking,
is still developing in adolescents, possibly impacting decision-making. Normative
decisional differences between adolescents and adults may be compounded by
mental health distress and/or developmental differences, when present [74]. It is
unclear as to how this might impact decision-making regarding fertility in TGD
youth. As noted above, available research indicates that TGD youth receiving
gender-affirming medical care experience improved mental health. Nevertheless,
there is a disparity between reported low rates of FP utilization in youth [62, 63] and
increased rates of reported desires for biological children reported among
transgender adults [9–11, 13]. This highlights a need for further research into
possible sources of this discrepancy. Given the potentially enduring implications of
rejecting FP, decisional regret could result if counseling is inadequate or if youth are
unable to anticipate their adult parenthood goals, issues that could equally apply to
all adolescents with potentially fertility-impacting treatments (e.g., oncology
patients), although more research is needed. Counseling may need to account for
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possible perspective limitations and the potential for impulsive responding, and
both assess for and balance these concerns with the possible risks of delaying TGD
youth gender-affirming medical care. As of yet, we lack a thorough understanding
of best counseling practices for adolescents in the setting of desire for medical
intervention and psychological distress of gender dysphoria, the benefits of affirming
therapies and the unique perspectives that TGD youth may have in comparison to
their cisgender counterparts. In addition, research thus far has examined decision-
making and judgment in cisgender adolescents, but has yet to investigate whether
similar impulsive tendencies are also found in TGD youth.
The ethical issues involving younger children in the early stages of puberty are
no less profound. Puberty blockers enable youth to function in alignment with an
affirmed gender, without progression through a distressing, biologically programmed
puberty at odds with their gender identity. Nevertheless, because established FP
options are unavailable at this stage, parents are in the position of needing to make
a choice to support their child’s gender identity and minimize dysphoria, or preserve
fertility while possibly placing their child at psychological risk. In other instances,
parent and child wishes may clash [69], and children may feel compelled to go
along with parental desires to preserve fertility due to psychological factors such as
guilt and desire to please, or more concrete factors such as financial dependence on
parents for medical treatments. In other scenarios, youth who opt for expensive FP
interventions may ultimately feel compelled to have a biological child, given the
cost incurred to their families. A thorough understanding of ethical issues should
help inform best practices so that, ultimately, TGD individuals feel comfortable
with their choices and parents who are assisting them in this complex decision-
making process feel supported.

Financial Considerations
Due to the wide range of FP options available, cost can vary greatly and potentially serve as a significant barrier for gender diverse youth and their families
trying to access FP, especially given the fact that insurance coverage of FP in the
United States is often lacking [75, 76]. FP and assisted reproductive technology
costs may vary widely between centers and regions, so the following ranges are
just estimates. Sperm cryopreservation is the least expensive option, generally
ranging from $500 to $1500 for initial processing with yearly storage fees of
$300–$500, assuming that a sample can be provided by masturbation [39]. If EEJ
or TESE/TESA is required to retrieve a semen sample, procedural costs need to
be considered; this can range from $1000 to $10,000. For birth-assigned females,
the financial burden associated with oocyte retrieval is significantly higher, with
the procedure costing anywhere from $5000 to $20,000 in addition to annual storage fees of $300–$500 for continued cryopreservation [39, 77]. The cost for future
fertility therapeutics involving using preserved oocytes are estimated to cost
approximately $10,000 [39]. The costs of experimental options vary between
institutions and regions.
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As science and technologies improve, it is hopeful that there will be more FP
options that will be more easily integrated into gender-affirming care. Additionally,
policy and insurers may adopt more trans-affirming policies that offer fertility
coverage. In Rhode Island, legislation was signed that protects medically induced
fertility. While this bill was passed with oncology patients in mind, this bill could
also offer expanded insurance coverage and protections for TGD persons seeking
fertility preservation.
It is important to remember that families of TGD youth, without even considering FP, are many times facing large out-of-pocket expenses for hormones, as coverage of these therapies is often denied or only partially paid for by insurance
companies [65]. That being said, each patient and family deserves a comprehensive
discussion surrounding FP. Informed consent to start GAH or surgery requires a
thorough discussion about known and unknown fertility outcomes with TGD youth.
Studies in oncology have shown higher overall satisfaction with care when FP is
discussed and offered prior to starting gonadotoxic therapy [78]. Recently, several
states have introduced legislature to mandate FP coverage for individuals undergoing gonadotoxic therapy [79].

Conclusions and Future Directions
The long-term impact of partially irreversible hormonal interventions, estradiol and
testosterone, on future fertility remains poorly understood. As with patients using
GnRHa for precocious puberty, there is no reason to suspect that TGD youth who
start puberty blockers, but return to their endogenous hormones and birth-assigned
gender would suffer any adverse or end effects of adult fertility.
For partially reversible GAH, research continues to grow that looks at FP options.
At present, TGD youth and adults are generally limited to established methods that
are low-risk and known to be effective [39]. Most of the current data guiding FP
practices in TGD youth are derived from either studies in transgender adults or the
pediatric oncology population, leaving many opportunities for research in gender
diverse youth and how their needs and perspectives on FP may differ. Distress associated with gender dysphoria and other mental health comorbidities, urgency to start
hormone therapy, and financial barriers could all play roles in lower FP utilization
in this group [62, 63, 65], but there may be other factors specific to the transgender
population that may influence their decision to forego FP prior to starting
hormones.
Despite these knowledge gaps, clinical guidelines emphasize the importance of FP
counseling for TGD youth prior to the partially irreversible medical and more
permanent surgical interventions that may impact fertility [14, 15]. Counseling
regarding parenthood goals can take place individually for each adolescent and young
adult, including information about FP options as well as diverse ways to parent and
build family over time for interested patients [60, 62]. Presenting current data and
allowing adequate time for processing and decision-making could improve patient
satisfaction and the quality of care being delivered. Physicians and mental health
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professionals involved in TGD patient care can offer counseling that incorporates
decision-making about FP as they review both the benefits and risks of starting
GAH. Mental health professionals experienced in working with TGD can also offer
support, resources, and information for youth and parents to design a plan that best fits
each individual. Gender-affirming consent-based care requires that we should offer a
thorough explanation of FP options as a standard of care when starting genderaffirming therapies that may or may not impact future fertility. The benefits of GAH
supporting more immediate and sometimes life-threatening gender needs can be
incorporated as appropriate so that TGD youth and families understand that providers
are working toward providing the fullest array of family-building options for the
future.
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Transgender and gender diverse (TGD) individuals may pursue several gender-
affirming therapies, including integrating changes in gender expression and role,
individual and group-based psychotherapy and counseling, and hormone therapy.
Gender-affirming surgery (GAS) often represents the final step in this spectrum, and
even minor alterations can lead to profound improvements in patients’ self-esteem
and functioning [1]. It is difficult to accurately estimate the frequency of GAS prior
to the passage of newer laws supporting insurance coverage for some of these
procedures. Nevertheless, the number of patients seeking surgical intervention
continues to increase dramatically every year, with prior investigations demonstrating
a nearly three-fold increase over the past several decades [2, 3].
Recent groundbreaking research published by Canner et al. is the first of its kind
to broadly evaluate national temporal trends in gender-affirming surgery in the
United States [4]. Their findings demonstrate that among patients undergoing these
procedures in the United States, an increasing proportion is pursuing genital surgery,
which represents the most complex surgical treatment for gender dysphoria.
Moreover, the percentage of patients who sought gender-affirming surgery covered
by Medicare or Medicaid increased by threefold from 2012–2013 to 2014 [4]. As
coverage for these procedures continues to increase, so too will demand for qualified
surgeons to perform them. It is increasingly important for all members of a
multidisciplinary care team to understand the indications, risks, and benefits of
surgical intervention.
Surgery in the TGD youth population is a subject of great controversy. Most
longitudinal studies of adult patients who have undergone gender-affirmation
procedures have found high satisfaction rates with low rates of regret (1% or less)
[5]. Initial studies evaluating gender-affirming surgery for TGD youth provide
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similarly high satisfaction and infrequent regret [6]. However, when regret does
occur, it is surgically challenging and costly to address [7]. These considerations are
magnified in a youth population, especially in the case of surgical procedures that
limit future fertility or are technically irreversible. It is difficult to forecast future
fertility goals, which are inherently stochastic, and many patients’ goals will change
from adolescence to adulthood. Further confounding the issue is the emerging
concept of dynamic gender presentations, in which some transgender youth can
experience both transition and subsequent “de-transition” from an affirmed gender
identity [8]. Finally, these cautions must be balanced with patient-centered care that
would necessarily incorporate means of relieving dysphoria, affirming bodily
congruence and autonomy, and addressing health and safety risks inherent in
untreated gender dysphoria. As with any medical care, declining to provide or
consent to care by clinicians and parents is, in itself, a decision that may result in
harm for certain TGD patients.
Figures 16.1 and 16.2 summarize the most common procedures available for
patients seeking GAS. However, it is important to note that GAS is a dynamic space
that continues to evolve, and there is significant heterogeneity across different
surgeons, hospitals, and institutions with respect to how and when these procedures
are performed. Many procedures, particularly those targeting the face and the
urogenital system, are performed in coordination with other surgical teams, such as
otolaryngology, urology, and obstetrics and gynecology. The specialties performing
each surgical procedure can vary significantly based on local practice patterns
within the health system through which care is provided.
From the patient’s perspective, it can be difficult to learn about surgical options.
There is a paucity of standardized literature for patient information and existing
online resources for GAS lack readability and quality [9, 10]. Thus, primary care
and mental health providers have the unique opportunity to interface between
patients and surgeons available to participate in their care.

Affirmed female
Facial
feminization

Thyroid cartilage
reduction

Voice
feminization

Breast
augmentation

Body
contouring

Genital
reconstruction

Penectomy

Orchiectomy

Vaginoplasty

Fig. 16.1 Gender-affirming surgical options for asserted female patients

Affirmed male
Facial
masculinization

Mastectomy/
chest contouring

Body contouring /
Hysterectomy
Genital
liposuction
salpingo-oophorectomy reconstruction
Vaginectomy
vulvectomy

Scrotoplasty

Metoidioplasty Phalloplasty

Fig. 16.2 Gender-affirming surgical options for asserted male patients

Penile
prosthesis
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It is not the responsibility of primary care and mental health providers to understand the intricacies of each surgical procedure. Rather, these practitioners play the
important role of providing accurate and reliable basic information regarding GAS
and subsequently referring appropriate individuals to surgeons for more thorough
discussion and rigorous evaluation. Primary care and mental health providers should
also maintain an open and informed dialogue with patients not yet ready for surgery,
such that a surgical referral is made at the appropriate time. It is important to note
that patient selection for surgery is a shared responsibility of the entire multidisciplinary team, and communication among all team members is essential.
Surgical procedures can be broadly categorized into three domains:
1. Breast/chest or “top” surgery
2. Genital or “bottom” surgery
3. Non-breast/chest, non-genital surgery (such as facial feminization/masculinization, voice surgery, thyroid cartilage reduction, liposuction/lipoaugmentation,
and various other aesthetic procedures)
Though there are no universal medical, legal, or ethical requirements for the
performance of these procedures, the guidelines outlined in the World Professional
Association for Transgender Health (WPATH) Standards of Care (Figs. 16.3 and
16.4) are often used as reference. These guidelines include the recommendation for
12 months of hormonal therapy prior to surgical intervention. This guideline is
based on expert opinion; there are no data to suggest significant benefits or improved
outcomes with the recommended 12-month waiting period of hormonal use prior to
feminizing top surgery or feminizing/masculinizing bottom surgery. Additionally,
there are a growing number of nonbinary patients who do not request or require
gender-affirming hormones (GAH) to support their gender identity, but may request
top surgery or suppression of menses as part of their unique gender expression.

For mastectomy and creation of a male chest in affirmed male patients, or for breast
augmentation* (implants/lipoaugmentation) in affirmed female patients:
1. Persistent, well-documented gender dysphoria;
2. Capacity to make a fully informed decision and to consent for treatment;
3. Age of majority in a given country (if younger, follow the standard of care for children
and adolescents);
4. If significant medical or mental health concerns are present, they must be reasonably
well controlled.
*Recommended: minimum 12 months of feminizing hormone therapy prior to surgery
(although some affirmed women seek breast implants prior to any hormone therapy).

Fig. 16.3 Criteria for top surgery (one referral). (Source: The World Professional Association for
Transgender Health, Standards of Care for the Health of Transsexual, Transgender, and Gender
Nonconforming People, 7th version)
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For hysterectomy and oophorectomy in affirmed male patients and for orchiectomy in
affirmed female patients:
1. Persistent, well-documented gender dysphoria
2. Capacity to make a fully informed decision and to consent for treatment;
3. Age of majority in a given country (if younger, follow the standard of care for
children and adolescents);
4. If significant medical or mental health concerns are present, they must be
reasonably well controlled.
5. 12 continuous months of hormone therapy as appropriate to the patient’s gender
goals (unless the patient has a medical contraindication or is otherwise unable or
unwilling to take hormones).
For metoidioplasty or phalloplasty in affirmed male patients and for vaginoplasty in
affirmed female patients:*
1. Persistent, well-documented gender dysphoria
2. Capacity to make a fully informed decision and to consent for treatment;
3. Age of majority in a given country (if younger, follow the standard of care for
children and adolescents);
4. If significant medical or mental health concerns are present, they must be
reasonably well controlled.
5. 12 continuous months of hormone therapy as appropriate to the patient’s gender
goals (unless the patient has a medical contraindication or is otherwise unable or
unwilling to take hormones).
6. 12 continuous months of living in a gender role that is congruent with their gender
identity.
*Recommended: regular patient visits with a mental health or other medical professional.

Fig. 16.4 Criteria for genital surgery (two referrals). (Source: The World Professional Association
for Transgender Health, Standards of Care for the Health of Transsexual, Transgender, and Gender
Nonconforming People, 7th version)

Once considered rare, surgery among postpubescent TGD children is an area of
rapid development, especially as related to breast and chest surgery. An important
difference between gender dysphoric children and adolescents is in the proportion
for whom dysphoria persists into adulthood. Gender dysphoria or a gender diverse
presentation in childhood may not continue into adolescence or adulthood [11].
Many earlier studies attempting to measure persistence have methodological flaws
that limit their validity. However, regardless of the unknown trajectory for some
prepubertal gender diverse children, current recommendations do not support surgical intervention, and in most cases, surgical intervention is not needed at this more
androgynous age. Instead, peripubertal patients may benefit from hormone treatments that block pubertal changes, leaving time for further gender exploration.
Early puberty blocking with gonadotropin-releasing hormone agonists (GnRH)
is considered completely reversible and offers time to develop a gender identity,
articulate dysphoria and/or goals, and establish a realistic and safe affirmation plan
(see Chaps. 13 and 14). More importantly, blockers can halt the development of
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secondary gender phenotypic changes that are considered irreversible (male pattern
hair, skeletal structure, cricoid cartilage, and voice changes) and prevent patients
from undergoing a puberty that is not congruent with their internal gender identity.
Asserted females who have been taking puberty-blocking drugs such as gonadotropin-releasing hormone agonists (GnRH) and go on to gender-affirming estradiol
will lack significant development of the penis, testes, and scrotal tissues. This lack
of tissue development will affect construction of a neo-vulva and vagina. For youth
who may one day desire bottom surgery, it is important to consider that results of a
penile inversion vaginoplasty may be compromised by early puberty blocking, as
less of the local donor tissue is developed during puberty.
However, puberty-blocking medicines remain preferable to patients who do not
want to experience development discordant with their gender identity. Surgical
options will continue to adapt as medical gender-affirming strategies become more
common and sophisticated at an early age.
Patients who have advanced to GAH in addition to puberty blockers tend to have
improved cosmetic outcomes after undergoing at least one year of GAH before any
chest or body contouring procedures. The physiological changes associated with
GAH administration, such as weight change, body fat redistribution, and change in
muscle mass/gluteal shape, are helpful in achieving optimal long-term aesthetic
outcomes from these interventions [12].
The persistence of gender dysphoria or TGD into adulthood appears to be much
higher for patients whose symptoms present around the time of, or shortly after,
puberty. A study of 70 adolescents who were diagnosed with gender dysphoria and
given puberty suppressing hormones demonstrated that all continued into adulthood with the affirmed gender [13]. The Amsterdam cohort of adolescents followed for 30 years into adulthood estimates rates of regret for GAH and GAS to be
less than 1% [6]. Although top surgery is classified as an “irreversible intervention”
according to the WPATH Standards of Care, it can sometimes be classified as “partially reversible” from a surgical perspective. Asserted males who have had male
chest reconstruction may undergo revision to restore female chest contour, albeit
without ideal shape or erogenous sensation at the nipple. Similarly, adolescent
asserted females can be offered removal of breast implants and re-contouring of
the chest should they later desire a more masculine-appearing chest. Regardless,
studies of both adults and adolescents continue to support satisfaction, benefit, and
lack of regret following a well-considered approach and adequate preparation for
GAS [5, 6].
The American Society of Plastic Surgeons recommends that routine cosmetic
breast augmentation be performed in patients over the age of 18 [14]. However,
there is a population of adolescents, primarily those with congenital or traumatic
breast deformities, who undergo breast augmentation at a younger age. Despite the
infrequency of aesthetic surgery in adolescents, there are data to suggest that these
procedures may yield improvements in body satisfaction, bodily attitude, and
appearance-related burdens [15]. When applied to the TGD youth population, the
data cautiously support the use of reconstructive breast surgery like gender-affirming
breast augmentation to improve body satisfaction among adolescents.
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Accordingly, top surgery offered to select adolescent patients can be powerfully
therapeutic during a critical period of development. The often-cited minimum age
of 18 years is largely dictated by insurance policies and reimbursement requirements
rather than outcomes-related data. For many affirmed male youth, maintaining a
female chest from the time of breast bud development (average age 10 years) to age
18 may inflict significant harm during the preteen and teenage years. Therefore,
adolescents who have thoughtfully and realistically explored their gender goals and
affirmation, have persistent and severe dysphoria, demonstrate the maturity to
participate in the informed consent process, and have family support are often
considered excellent candidates for surgery earlier than age 18. As with all GAS, the
decision to proceed with surgery is shared among the patient, family, surgeon, and
primary care and mental health providers.
Vaginoplasty surgery in the United States is more uncommon, and it is not currently within the standard of care among youth TGD patients. It is, however, an
option for those patients with severe dysphoria, the maturity to consent, and
appropriate family support. Procedures that may affect fertility such as orchiectomy
or hysterectomy/salpingo-oophorectomy are generally preferable in later
adolescence and young adulthood according to current standards. In the Netherlands,
where adolescents from age 16 are legally competent to make independent treatment
choices, transgender clinics maintain a policy restricting genital surgery to patients
age 18 and older [16]. Although Dutch clinicians agree that emotional maturity
represents a better criterion than an enforced minimum age, they widely acknowledge
that objective criteria do not exist in assessing readiness for genital surgery in
adolescents [17]. Unlike chest contour, major genital alterations and the resulting
consequences on fertility cannot be reversed.
Regarding surgery of the face, most plastic surgeons prefer waiting until age 18.
As the facial skeleton is still developing in adolescence, procedures intended to alter
facial features may have unpredictable results, necessitating further surgery with
suboptimal aesthetic outcomes. Other nonbreast/chest, nongenital procedures such
as liposuction or voice surgery can be judiciously considered in a select portion of
the adolescent population whose dysphoria may be significantly alleviated as a
result of the procedure. These determinations are to be made by the surgeon on a
case-by-case basis to determine optimal timing for the desired result.
Patients receiving hormone therapy who wish to proceed to gender-affirming
surgery should be evaluated to determine optimal timing and appropriate candidacy.
Sometimes, hormone administration can cause changes in weight and fat distribution.
Overweight and obese TGD youth and adults present unique surgical challenges,
with worse aesthetic outcomes and higher complication rates. Though no studies
have specifically examined overweight TGD surgical patients, there is sufficient
evidence pertaining to patients in the general population undergoing body contouring
procedures associating obese patients with worse outcomes. In particular, Rubin
et al. have demonstrated a near-linear relationship between BMI and postoperative
wound-healing complication rates [18].
Importantly, BMI is only one cardiometabolic risk factor and is actually more
useful as a proxy for other comorbidities that can affect wound healing such as

16 Gender-Affirming Surgical Care

225

glucose intolerance and nutritional deficiencies. Surgeons typically prefer that
obese patients lose some weight and maintain a lower BMI before undergoing
surgery. Weight loss should always be pursued as part of an overall healthier
lifestyle. Surgical goals need to be considered within the context of severity of
dysphoria and anticipated benefit from removal of physical habitus incongruent
with identified gender. It is critical that all providers maintain appropriate and
consistent messaging about weight loss in a population that has a greater
predisposition for eating disorders. Patients should be supervised by their physician
to address and sustain long-term and stable improvements in weight. If a patient is
already considering bariatric surgery to treat concomitant morbid obesity, it should
be undertaken prior to gender-confirming surgeries if the severity of their dysphoria
allows the time. Weight loss with maintenance of a lower BMI will decrease periand postoperative surgical risks and yield a superior aesthetic result.
For patients on GAH with a desirable bodyweight and ready for surgery, there
are still no data guiding whether or not to hold hormones prior to GAS. Thus,
perioperative hormone treatment practices are surgeon and institution specific.
Various surgeons have reported continuing hormone therapy as usual, transitioning
temporarily to a transdermal route, and holding hormone therapy altogether during
the perioperative period. All these strategies are within the standard of care for
surgical TGD patients. Exogenous estrogens present a well-known increased risk of
perioperative venous thromboembolism (VTE), but the risk is lower now that most
patients are no longer taking conjugated equine estrogen. Many surgeons will only
restart hormones once patients are ambulating regularly, but these practices are
largely enacted empirically.
There is less consensus regarding perioperative testosterone administration.
Some centers similarly hold testosterone because of anecdotal associations with
either thrombosis or increased bleeding risk. There are no studies to date evaluating
clinical outcomes with existing perioperative hormone administration protocols in
either cisgender or transgender patients. The decision to hold or continue hormone
therapy at the time of surgery is ultimately made at the discretion of the surgeon and
primary care provider, with insight from any additional medical providers caring for
the patient.
Nicotine cessation is recommended before any surgery. It is well known that
active smokers of cigarettes and vaporizers have higher complication rates,
particularly in procedures performed by plastic surgeons, owing to the pharmacology
of nicotine [19]. An analysis of over 40,000 plastic surgery patients showed that
smokers had higher risk of complications, including impaired wound healing,
superficial wound infection, and wound dehiscence [20]. For this reason, smoking
cessation counseling is a central component of the informed consent process for
smokers. The additional risk is so well documented that many plastic surgeons defer
elective surgery entirely for active smokers. Nicotine cessation is especially crucial
in penile inversion vaginoplasty, in which the large skin graft within the neovagina
would likely fail in the setting of active nicotine consumption. At our center, we
recommend 2 months nicotine free if the patient is planning to use surgery as an
opportunity to quit nicotine use entirely. If the patient does not plan on nicotine
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cessation, we discuss the increased perioperative risks and weigh it against the
benefits of expedited relief of symptoms related to their dysphoria. Though the
surgical risks of nicotine exposure are well known, smoking history must be
considered within the context of the greater clinical picture, and the overall surgical
risks must be outweighed by the expected benefits of the procedure before
proceeding with surgery.
It is equally important to ask young patients about marijuana, since more youth
consume marijuana than tobacco; in fact, the Centers for Disease Control reports
that at least 38% of high school students admit to using marijuana at some point
[21]. Long-term marijuana use theoretically increases the risk of surgical
complications, though no studies have formally quantified this risk. It is, however,
known to increase the risk of respiratory compromise and impaired immune system
functioning [22]. Accordingly, marijuana use is considered a relative, but not
absolute contraindication to GAS. We prefer that patients attempt to reduce surgical
risk by transitioning from smoking or vaping marijuana to edible or sublingual
formulations. Consideration of substance use in the context of a patient’s gender
goals allows providers another opportunity to discuss healthy lifestyles and
potentially improve long-term health outcomes.
Surgery is often planned to accommodate school, sports, employment, or other
activities. Adolescents may be physically active and involved in team sports. Older
teens and young adults who work have to factor finances and employment leave into
their decision about timing of surgery. Surgery and adequate recovery time needs to
be anticipated with appropriate time allocated for activity restrictions.
Gender-affirming mastectomy and breast augmentation are generally performed
in an outpatient day-surgery setting. Chest/breast surgery is usually performed as a
single-stage with the exception of breast augmentation, which may require
placement of tissue expanders before a permanent breast implant can be safely
accommodated. Though patients are usually discharged home shortly after surgery,
they typically benefit from some assistance for immediate postoperative care. For
example, mastectomies require a surgical drain for a short (1–2 weeks) period.
Patients generally wear a compression garment after a mastectomy or a bandeau
after breast augmentation. In addition, they are directed to limit athletic activity and
perform incision care. These postoperative care plans are generally well tolerated by
youth, who additionally benefit from family support.
Orchiectomy and hysterectomy/salpingo-oophorectomy may be undertaken as
an outpatient or followed by a brief hospital stay, with postoperative care primarily
consisting of activity limitations and incision care. Genital reconstruction, including
vaginoplasty and phalloplasty, involves lengthier hospitalization with more
demanding postoperative care requirements. For example, patients must perform
vaginal dilations after vaginoplasty or maintain catheter care after phalloplasty. In
these instances, patients significantly benefit from both the technical assistance and
the emotional support provided by a family member.
Sexual function takes time to recover following bottom surgery. It is recommended that patients avoid receptive vaginal and penetrative penile intercourse with
a partner for at least 12 weeks, until tissues have healed. Nevertheless, long-term
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sexual function following bottom surgery is generally satisfactory. Most patients
who have undergone vaginoplasty are able to achieve orgasm after surgery and are
satisfied with appearance and functionality. Patients who had undergone vaginoplasty are most commonly concerned with the overall frequency of sexual activity,
as well as difficulty with lubrication and associated discomfort [23–25]. Similarly,
most phalloplasty patients are able to achieve orgasm postoperatively and report
overall satisfaction with the results of their surgery [26, 27]. Though a number of
patients do report sexual activity prior to surgery, many patients defer becoming
sexually active and using their genitals for sex until they achieve an anatomy that is
congruent with their gender identity and sexuality. For many young adults, GAS can
represent the first step in exploring their own sexuality and sexual development.
Importantly, however, GAS does not completely eliminate the previous trauma of
living in the wrong body or the impact of that prior experience.
Common complications following surgery are specific to the patient and procedure performed. A seroma or hematoma may develop after any of these procedures,
but are more common in chest surgery which involve dissection of a large space.
Patients continue to meet with their surgeon at scheduled follow-up appointments
after surgery, but these fluid collections often occur in the interim, and patients may
present to their surgeon or their primary care provider. Close monitoring around the
time of surgery is needed, and if there is a significant collection, drainage in the
operating room may be needed. Drains placed at the time of surgery decrease the
risk of seroma, but seroma or hematoma can still occur. Other complications include
hypertrophic or keloid scar formation. If patients have early signs of scar inflammation and irritation (itching and pain), surgeons may start intralesional steroid injections to help alleviate the inflammation. Any surgery can be complicated by
infection, which often accompanies impaired wound healing.

Conclusion
Gender-affirmation surgery is increasingly requested by patients experiencing gender dysphoria or who present with diverse gender identities. GAS has demonstrated
clear therapeutic benefit in appropriate surgical candidates. Although genital reconstruction is typically reserved for individuals over age 18, other procedures such as
top surgery and body contouring can be appropriate in certain adolescents who meet
established criteria, have already pursued psychological and medical treatment, and
still experience persistent and significant dysphoria. Importantly, there is no discrete
algorithm that can reliably identify gender diverse adolescents who are appropriate
surgical candidates. Individualized treatment plans should incorporate established
WPATH guidelines, but other patient-specific factors should be considered; patient
maturity, family support, and availability of psychological and medical resources
are essential determinants of a patient’s fitness for surgery. As such, each patient
must be considered individually to ensure informed consent and shared decisionmaking acknowledging the potential benefits and risks of these transformative surgical options.
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Introduction
The period of transition from late adolescence to early adulthood is characterized by
a number of important developmental tasks, including identity consolidation,
commitment to intimate relationships, clarification of personal values and internal
moral system, role exploration and the establishment of a career path and personal
goals, and shifts in family relationships from dependence toward equality and
mutual respect [1, 2]. Life context is critical in shaping this period of development,
with marginalized groups facing additional challenges and at higher risk of certain
medical, mental health, and social problems. Lesbian, gay, bisexual, transgender,
queer, and questioning (LGBTQ) transitional age youth in particular face higher
rates of sexual trauma, sexually transmitted infections, substance abuse, depression,
suicide, and school and employment difficulties, likely linked to higher rates of
discrimination, victimization, marginalization, and isolation [1]. These effects are
especially pronounced for transgender and gender diverse (TGD) young adults [3].
There is good news as well: psychological distress and experiences of victimization
decrease as LGBTQ youth enter adulthood, and there is often some improvement in
health and wellness during this period [4]. Social support from family, peers, and
significant others appears particularly important to reducing negative outcomes.
Indeed, the presence of Gay-Straight Alliances in high schools is one of a few highly
protective factors for transgender and LGB youth [5, 6].
The initial sections of this chapter will discuss challenges and outcomes for TGD
people in late adolescence and early adulthood in relation to employment, access to
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healthcare, and family relationships. The final section addresses issues pertinent to
college-bound transgender youth, from the perspective of someone with experience
working with LGBTQ youth in the university setting.

Employment
Economic security is critical to emotional well-being, and employment is often an
important element of adult personal identity. In a survey of 350 self-identified
transgender Virginians, 22.3% reported employment discrimination related to
transgender identity [7]. According to the National Transgender Discrimination
Survey (NTDS), of 6450 transgender-identified US-based respondents, 90%
reported experiencing harassment, mistreatment, or discrimination in the workplace,
47% reported having experienced an adverse job outcome, and 26% reported losing
a job due to being TGD. Transgender people of color in particular reported higher
levels of job-related adversity as compared to white respondents. Unemployment is
double the national average, and four times as high for trans people of color [8].

Workplace Protections
LGBTQ organizations have worked many years to pass the Employment Non-
Discrimination Act (ENDA), a federal bill that would prohibit discrimination in
hiring and employment on the basis of sexual orientation or gender identity. Most
recently, the bill was introduced in the Senate by Sen. Jeff Merkley; it passed with
a 64–32 vote, but died in the house [9]. Currently, there is no federal law that
explicitly protects transgender employees, though there are a number of state and
local laws prohibiting discrimination against transgender people [10].
In 2012, the Equal Employment Opportunity Commission (EEOC) ruled that
Title VII of the 1964 Civil Rights Act covers discrimination against transgender
people under the provisions concerning discrimination on the basis of sex, a decision
ratified by the Department of Justice (DOJ) in 2013. In December 2014, Attorney
General (AG) Eric Holder directed the DOJ to include gender identity under sex
discrimination employment claims [11]. This direction was subsequently reversed
in October 2017 by AG Jeff Sessions, who argued that “Title VII’s prohibition on
sex discrimination encompasses discrimination between men and women but does
not encompass discrimination based on gender identity per se, including transgender
status” [12]. Despite this, in March 2018 the United States Court of Appeals for the
Sixth Circuit ruled in a case brought by the EEOC that job discrimination based on
a person’s transgender status violates Title VII of the Civil Rights Act of 1964,
effectively rejecting the Trump administration’s position [13].
Evidently, the landscape of federal protections for transgender individuals is
dynamic and uncertain. Some state and local governments have enacted legislation
protecting the rights of transgender individuals. See Chap. 20, Legal Considerations,
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for more information on legal workplace and hiring protections. Individual
employers often have their own internal non-discrimination policies; these can
usually be accessed through the Human Resources department.

Sex Work
In a survey of 27,715 transgender individuals in the United States, 12% reported
participation in sex work at some point in their lives [14]. Given an unemployment
rate that is double the national average, and four times as high for trans people of
color, clinicians should be aware that TGD persons may engage in sex work at
higher rates than cisgender patients and be open and non-judgmental in their
approach to discussing this with their patients. Sex work comes in many forms,
including pornography, exotic dancing, webcamming, and having sex in exchange
for money, among others. There are many reasons that transgender people may turn
to sex work, often related to survival and meeting basic needs such as food and
shelter, though some may enter sex work as a matter of personal choice. Factors
affecting LGBTQ youth entry into sex work include racism, family poverty,
homelessness, inadequate safe housing options, lack of access to gender-affirming
medical care, and rejection and discrimination from families, communities, and
employers [15]. Sex work is particularly prevalent among trans-feminine individuals
and in people of color [16].

Resources
There are a number of national resources that transgender young adults can take
advantage of when setting out to enter the workforce. These include:
• Human Rights Campaign (HRC) Corporate Equality Index (CEI): Evaluates
companies on policies and practices relevant to LGBTQ employees and produces
a list of “Best Places to Work for LGBTQ Equality.” Access at https://www.hrc.
org/campaigns/corporate-equality-index.
• Transgender Employment Program (TEP): San Francisco-based organization
providing a wealth of resources and services related to creating inclusive workplaces and finding jobs for transgender and gender diverse individuals. Access at
http://transemploymentprogram.org/.
• TJobBank.com: Database of job listings posted by trans-friendly employers.
Access at http://tjobbank.com/.
• Pride at Work: Non-profit labor organization through the American Federation of
Labor and Congress of Industrial Organization (AFL–CIO) that represents
LGBTQ union members and allies. Access at https://www.prideatwork.org/.
• OUT for Work: Holds a national career conference and helps prepare LGBTQ
college students to enter the workforce. Access at https://www.outforwork.org/.
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Healthcare
Access to healthcare is a common barrier for TGD individuals, including those in
late adolescence and early adulthood. TGD youth face high rates of healthcare
discrimination and inadequate access to routine healthcare services [8, 17]. In
addition, they experience a dearth of safe spaces in which to access trans-specific
healthcare needs, including hormones, gender-affirming surgery, fertility counseling
and services, and cancer screening (e.g., pap smears for cervical cancer screening in
natal females). In a series of focus groups of transgender youth aged 15–21, four
areas of vulnerability were identified in relation to healthcare needs: lack of safe
environments, poor access to physical health services, inadequate resources to
address their mental health concerns, and a lack of continuity of caregiving by their
families and communities [17].

Healthcare Disparities
According to the 2016 Minnesota Student Survey [18], 62.1% of TGD ninth and
eleventh graders report poor, fair, or good general health, whereas 66.9% of their
cisgender peers report very good or excellent general health. Significantly more
TGD youth than cisgender youth report long-term physical disabilities or health
problems, and 59.3% report long-term mental health problems, compared to 17.4%
of cisgender youth. TGD ninth and eleventh graders also report more missed days
of school due to illness, more frequent in-school nurse office visits, and lower rates
of accessing preventive medical and dental care [18]. Transgender youth in late
adolescence and young adulthood report higher rates of physical and sexual
violence, human immunodeficiency virus (HIV) seropositivity, smoking, substance
use, mental health concerns, and suicide attempts [7, 8, 19].

Recommendations
Healthcare providers can take many steps toward increasing safe and supportive
access to care for TGD youth [20, 21].
• Update intake forms and other paperwork to be transgender-inclusive. Space
should be provided for patients to indicate their preferred names and pronouns.
When necessary to ask for patients’ gender, answers should be left open-ended,
or with multiple options beyond “male” and “female” (e.g., “transgender,”
“nonbinary,” “intersex,” “genderqueer,” or “other, please specify”). Avoid having
separate intake forms for males and females; office staff should not be in the
position of guessing or assuming a patient’s gender, nor should patients be
required to divulge or explain this to staff.
• Include gender identity and expression in non-discrimination and other written
policies, and clearly post these policies in your clinic or facility. Post materials in
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the waiting room that demonstrate yours is an LGBTQ-friendly practice, such as
pamphlets addressing LGBTQ health concerns and posters from LGBTQ
organizations.
• Provide in-service training for clinicians and staff. This should include discussion of terminology and definitions (including the distinction between sexual
orientation and gender identity), review of non-discrimination policies,
identification of barriers to transgender-inclusive care and ways to address these,
practical guidance for clinicians and staff on providing inclusive services
(including educating about use of preferred names and pronouns), and
opportunities for ongoing discussion and learning.
• Make and mark bathrooms as unisex or gender-inclusive. When it is not possible
to eliminate gendered bathrooms (e.g., from the lobby, if you are renting space in
a larger facility), ensure clear signage indicating where patients may access
unisex or gender-inclusive bathrooms (most healthcare facilities have single-use
bathrooms within their clinical spaces).

Family
For most transitional age youth, this period is marked by a shift in the family-youth
dynamic. Youth move from being dependent on caregivers to increasing financial,
social, and emotional independence. This developmental period is further complicated for TGD youth, who face high rates of family non-acceptance, as well as
barriers to employment as discussed above. Fifty-seven percent of NTDS respondents reported experiencing family rejection, and 19% reported domestic violence
from a family member related to their TGD status. Family rejection is strongly
correlated with poorer physical and mental health outcomes as well as higher rates
of homelessness, incarceration, and sex work among TGD individuals experiencing family rejection and/or domestic violence [8]. Indeed, family acceptance is
among the strongest protective factors identified for TGD youth [5, 22].

Practical Steps
Healthcare providers working with TGD youth and their families are in an optimal
position to assess and support family acceptance. Specific recommendations
include:
• Ask youth about their family relationships, including whether they are out to
their families, how their families reacted if/when they came out, and current
levels of family support or rejection.
• Identify and refer youth and families to local and online resources, including
parent support groups.
• Provide parents the opportunity to share their story and concerns in a supportive,
non-judgmental manner.
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• Educate parents on the impact of family non-acceptance on youth’s physical and
mental health.
• For parents and caregivers who are unable to accept their child’s gender identity,
educate them on ways in which they can still be supportive. The Family
Acceptance Project® (familyproject.sfsu.edu) is an excellent resource for
families and providers, with a number of educational publications geared toward
parents and families of LGBT youth.

Additional Resources
•
•
•
•

Gender Spectrum Education and Training (www.genderspectrum.org).
National LGBT Health Education Center (www.lgbthealtheducation.org).
Family Acceptance Project® (https://familyproject.sfsu.edu).
National Transgender Discrimination Survey, Executive Summary (https://transequality.org/issues/resources/national-transgender-discrimination-surveyexecutive-summary).
• American Academy of Pediatrics (AAP) Policy Statement: Ensuring
Comprehensive Care and Support for Transgender and Gender diverse
Children and Adolescents (http://pediatrics.aappublications.org/content/142/4/
e20182162).

College
For a young person who has begun to explore their gender identity in high school,
but who feels they are in an unsupportive family or community environment,
attending a residential college can be deeply transformative. They may find a
community of people in various stages of transition as well as those that are
embracing a variety of non-binary identities. They may encounter professors who
are attentive to their pronouns and who teach classes that explore the history and
cultures of people resisting binary genders. Based on a 15-year experience of
directing Yale’s Office of LGBTQ Resources, this part of the chapter will talk about
the expectations a student could have of inclusive practices by their University. This
should apply to four-year public and private colleges in the United States and
Canada that are not closely affiliated with a religious organization.

College Choice
Choosing a college is especially important if transitioning or fully expressing a non-
binary gender identity will be an essential part of those years. Searching the website
for “LGBTQ” should yield a page of resources and some of those should specifically be for transgender and non-binary students. Look for a non-discrimination
policy that includes gender identity and gender expression. Colleges that have at
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least one student group with “trans” in their name, gender neutral housing available
to students in all years, and at least one all-gender restroom in all of the main classroom and student activities buildings are indicators of some measure of support.
Considering the larger, social context (east/west coast versus central USA, larger
urban area versus smaller town or rural locations, and the individual culture of the
institution) may factor into issues of convenience and access to gender-related mental health, hormonal, primary, and surgical care.
Starting college away from home can be a moment to socially establish a name
and gender identity different from those used in high school. Most schools will
allow students to use a “lived” or “preferred” name different from a legal name.
Usually, this lived name can be added easily via an online form. This name can then
be on the University ID card and on professor’s class lists and in the directory. Many
universities also have more than binary gender options and this change can also be
made with an online form. “All Gender” or “Gender Neutral” housing allows
students to be assigned roommates without regard to gender. This allows non-binary
or transitioning students (and others) to avoid being assigned to single sex suites or
floors. It also allows for shared experiences and support of hallmates – a new
experience for many young people who may not have had a sense of community
before. LGBTQ persons have adapted over many years in the construction of unique
chosen families when biological family members cannot offer support.

A Non-binary Student Community
Having a critical mass of non-binary students who are willing to be public about
their experiences may provide an environment in which new students entering this
community may feel comfortable identifying outside of a “master narrative” –
specifically, a common, socially reinforced gender narrative. This was exemplified
at a recent Trans Awareness week at Yale University, where there was a robust
discussion around the comfort of students identifying as “trans” who embraced non-
binary identities. Since then, there has been a significant number of students from
this community who are more outspoken around their identity. Their conversations,
spoken word performances, paintings, and social activism give all students a chance
to think deeply about the social dynamics of gender. Theater has always been
particularly welcoming to LGBTQ students, and the recent mainstage performance
of the play “Men in a Boat” in which all characters are played by non-binary actors
also led to deep discussions on the performativity of traditional white masculinity.
The transgender and non-binary student community at Yale is large enough that
there are visible members in long-term relationships and in short-term ones as well. At
Yale, alums have gone on to careers in consulting, engineering, and the Episcopal
priesthood and are willing to Skype into conversations with current students. We have
also created a regular dinner that includes trans and non-binary faculty and staff, so
that students can connect across generations and imagine the details and pleasures of
an adult life. These activities that focus on inclusion and mentorship help students
understand the issues relative to professional development and may fight against the
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doubts that may be strongly articulated by families about their future jobs or relationships. Families and prospective students are encouraged to seek which universities
offer such programs. Universities hoping to foster a more supportive environment
may add these programs to their existing initiatives to support TGD students.

Academic Engagement
Universities also offer courses and majors that look at gender historically and
regionally, exploring questions such as the origins of scientific and medical ideas
about gender binaries, and the cultures and practices of people outside those
binaries. To be able to take classes and do research on a topic that is also of deep
personal interest is transformative for many students. Some are drawn to queer theory, others to international human rights activism.

Athletic Engagement
Sports play a significant role in many campuses, and varsity teams remain male or
female. For TGD athletes, the National Collegiate Athletic Association (NCAA) has
eligibility rules based on testosterone levels. Club sports are usually more flexible.
Intramurals may offer gender-neutral options for athletic participation each semester. Students who are TGD or transitioning may be self-conscious about changing
in locker rooms and about wearing form-fitting clothing or gendered clothing such
as bathing suits. Colleges have opportunities to encourage lifelong fitness and good
health habits by offering their TGD students recreational opportunities that explicitly support TGD students in nongendered activities or mixed gender activities such
as queer yoga or weight training, special pool hours, and gender-neutral areas or
specific locker rooms.

Considering Family
Conflict with families often arises when students share their TGD identities or plans
to socially or medically transition. Many families are completely unfamiliar with
these identities and do not know anyone personally who shares this identity with
them. Particularly if the family has made sacrifices to send the student to college,
they may be very worried that this gender identity may negate the professional and
social advantages the college degree can confer. Some worry that they did something wrong, and some simply cannot conceive of their daughter or son as being
anything other than female or male. In practice, it is impressive and positive to see
how many families do indeed come around to supporting their offspring over the
course of a year or two. They become accustomed to the student’s new appearance
and name, and see how much happier they are and how much energy they now have
for other pursuits. In the United States, educational privacy laws prohibit University
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officials from communicating with parents without the student’s permission, but
students may ask faculty or staff to facilitate disclosure regarding their TGD identity
and help talk with a parent(s) by phone or in person. Institutions of higher education
may offer resources to bridge this time of change, such as appropriate online
resources and local experts who may provide support.
Box 17.1 Checklist for a Gender-Inclusive College or University

• Non-discrimination statement that includes gender identity and gender
expression.
• Lived name on class lists and ID cards.
• All-gender housing options.
• All-gender restrooms in every building.
• Gender studies courses.
• Healthcare coverage and support for gender affirmation.

Conclusion
TGD youth face a number of challenges during the transition from late adolescence
to young adulthood, as they navigate developmental tasks including increasing
autonomy from family, assuming responsibility for their own healthcare needs,
attending college, or finding a job. This period may also present new opportunities
for TGD youth, particularly for those distancing themselves from non-affirming or
rejecting families and searching for supportive peer communities. Healthcare providers can support TGD youth as they bridge the divide between adolescence and
adulthood by providing affirmative care in safe, welcoming environments, educating themselves about the unique challenges faced by this population, and supporting
their patients in identifying appropriate resources, such as those provided in this
chapter.

References
1. Leebens PK, Williamson ED. Developmental psychopathology: risk and resilience in the transition to young adulthood. Child Adolesc Psychiatr Clin N Am. 2017;26(2):143–56.
2. Gilmore KJ, Meersand P. Normal child and adolescent development: a psychodynamic primer.
Arlington: American Psychiatric Publishing; 2014.
3. Rieger G, Savin-Williams RC. Gender nonconformity, sexual orientation, and psychological
well-being. Arch Sex Behav. 2012;41(3):611–21.
4. Birkett M, Newcomb ME, Mustanski B. Does it get better? A longitudinal analysis of psychological distress and victimization in lesbian, gay, bisexual, transgender, and questioning youth.
J Adolesc Health. 2015;56(3):280–5.
5. Johns MM, Beltran O, Armstrong HL, Jayne PE, Barrios LC. Protective factors among transgender and gender variant youth: a systematic review by socioecological level. J Prim Prev.
2018;39(3):263–301.

240

N. Libby and M. Trumpler

6. Protective Factors for LGBT Youth: Information for Health and Education Professionals.
https://www.cdc.gov/healthyyouth/disparities/lgbtprotectivefactors.htm. Accessed 2 Nov
2018.
7. Bradford J, Reisner SL, Honnold JA, Xavier J. Experiences of transgender-related discrimination and implications for health: results from the Virginia Transgender Health Initiative Study.
Am J Public Health. 2013;103(10):1820–9.
8. Grant JM, Mottet LA, Tanis J, Harrison J, Herman JL, Keisling M. Injustice at every turn: a
report of the National Transgender Discrimination Survey, Executive Summary. Washington,
DC; 2011.
9. Senate Bill 815 – Employment Non-Discrimination Act of 2013. 113th Congress (2013–2014).
10. Know Your Rights: Transgender People and the Law. American Civil Liberties Union. https://
www.aclu.org/know-your-rights/transgender-people-and-law. Accessed 2 Nov 2018.
11. Attorney General Holder Directs Departments to Include Gender Identity Under Sex
Discrimination Employment Claims [press release]. United States Department of Justice,
Office of Public Affairs, 2014.
12. Revised Treatment of Transgender Employment Discrimination Claims Under Title VII of the
Civil Rights Act of 1964 [memorandum]. United States Office of the Attorney General, 2017.
13. Equal Employment Opportunity Commission, Aimee Stephens, vs. R.G. & G.R. Harris
Funeral Homes, Inc. United States Court of Appeals for the Sixth Circuit, 2018.
14. James SE, Herman JL, Rankin S, Keisling M, Mottet L, Anafi M. Executive Summary of the
Report of the 2015 U.S. Transgender Survey. Washington, DC; 2016.
15. Dank M, Yahner J, Madden K, Banuelos I, Yu L, Ritchie A, et al. Surviving the streets of
New York: Experiences of LGBTQ Youth, YMSM, and YWSW Engaged in Survival Sex.
2015.
16. Fitzgerald E, Patterson SE, Hickey D, Biko C, Tobin HJ. Meaningful work: transgender experiences in the sex trade. 2015. https://www.transequality.org/sites/default/files/Meaningful%20
Work-Full%20Report_FINAL_3.pdf.
17. Grossman AH, D'Augelli AR. Transgender youth: invisible and vulnerable. J Homosex.
2006;51(1):111–28.
18. Rider GN, McMorris BJ, Gower AL, Coleman E, Eisenberg ME. Health and care utilization of transgender and gender nonconforming youth: a population-based study. Pediatrics.
2018;141(3):e20171683.
19. Harrison J, Grant J, Herman JL. A gender not listed Here: genderqueers, gender rebels,
and otherwise in the national transgender discrimination survey. LGBTQ Policy J Harvard
Kennedy School. 2012;2(2011–2012):13–24.
20. Rodgers SM. Transitional age lesbian, gay, bisexual, transgender, and questioning youth:
issues of diversity, integrated identities, and mental health. Child Adolesc Psychiatr Clin N
Am. 2017;26(2):297–309.
21. Providing Transgender-Inclusive Healthcare Services. Planned Parenthood of the Southern
Finger Lakes, 2006.
22. Health Risks Among Sexual Minority Youth. Centers for Disease Control and Prevention.
https://www.cdc.gov/healthyyouth/disparities/smy.htm; 2018.

Cultural Considerations in the United
States

18

Cecil R. Webster Jr. and Cynthia J. Telingator

Introduction
America’s youth is an increasingly diverse group racially and ethnically. It is projected that while the United States as a whole will become a plurality nation in
2045, the US child population is projected to become majority-minority as soon as
2020 [1]. Additionally, transgender youth are not a monolithic group, having a great
diversity of identities and experiences. Reflective of this heterogeneity, terminology
in the field, as discussed in other chapters, is ever evolving [2]. As such, the terms
of transgender or gender diverse (TGD) in this chapter are meant as umbrella terms
to encompass those individuals who understand or express their gender in a way that
crosses, transcends, conflicts with, or enlarges upon culturally defined categories of
gender [3–5].
It should be noted that these young people are seeking health care in a variety of
geographic and sociocultural settings and have a wide array of clinical needs. The
National Academy of Medicine (formerly the Institute of Medicine) has identified
provider clinical knowledge about gender and sexual minority patients and the
impact of stigma on sexual minorities’ health as areas requiring further attention
[6]. They identify a need for more cross-sectional and longitudinal research related
to demographic and intersectional realities of gender and sexual minority youth in
general and to elucidate the risk and resilience mechanisms of these subgroups of
sexual minority youth [6] (Table 18.1).
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Table 18.1 Sample initial identity questions and statements
Framing the discussion:
 Tell me about yourself.
 What is important to know about you in addition to what we’ve discussed?
Gender identity questions:
 How do you feel regarding your gender? What is your relationship to your gender? How
would you describe it?
 How did your ideas and feelings about gender change as you were growing up?
 How did you learn about gender? When did you first begin to explore gender and/or sexuality?
 What was puberty like for you? What aspects of puberty were easier, what aspects were
more difficult?
 For younger children: How do you feel when you think about being a boy, girl, or some
other way of being a kid? Do you like your body? What parts of your body do you like?
What parts of your body do you like less?
 How has your family/community/school reacted to your relationship with gender?
Exploring intersectional identities:
 What are other important identities for you?
 What other racial, ethnic, religious, and sexual identities resonate with you in addition to
gender?
 When do you first feel that identity described an aspect of who you are?
 How did you begin to realize that you were that identity?
 What does your family say about your identities? Think of your identities? Do they know
about all of your identities? If not, what’s behind that decision?
 Some kids find that different parts of their identity compete with others. What has your
experience been?
 What is it like to be both [identity A] and [identity B]?
 Where do you feel most comfortable expressing all of the identities you’ve described?
Where do you feel least comfortable with [identity A]?; [identity B]?; [identity C]?
 What messages do you get about your identities from your family? From your school?
From your neighborhood? From media (e.g., television, film, social media)?
 Which parts about your identity are you most proud? Least comfortable with? Most unclear
about?
 If you could let others know, what would you like them to know about your identity?
Sample questions regarding safety and rejection:
 Where do you feel supported? Who do you feel supported by?
 Do you have any role models for being [identity]?
 Do you have places where you are open and able to discuss different aspects of your identity?
 Have you felt that you’ve been endangered because of your identity?
 Who do you imagine in your family/community/school may have the hardest time
understanding your gender? How come?
 Some kids wonder if people who love or care about them may stop if they knew about their
gender. Are there some you worry about in that way?
Sample questions and statements about the clinician–patient relationship:
 Some kids feel uncomfortable at first talking about what it is like to be a certain race in here
at first. I hope you will know that I’m curious about all parts of you to include your family,
culture, and race.
 What is it like to have a clinician who is [obvious identity, e.g., white, female, Muslim]?
For some that may make them feel it is easier or more difficult to talk about these important
experiences.
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About 0.7% of youth aged 13–17, or roughly 150,000 children, identify as transgender in the United States [7]. Data about the racial or ethnic composition of transgender youth populations in the United States are scant [6]. Transgender adult
populations are more likely to be ethnically and racially diverse than the general
population. The authors of a Williams Institute study found that adults who are
African-American or Black (0.8%), Latino or Hispanic (0.8%), and of another race
or ethnicity (0.6%) are more likely than White adults (0.5%) to identify as
transgender [7]. As US children are a group projected to be majority nonwhite by
2020 [1], one may, therefore, infer that transgender children are a diverse group
reflecting a wide spectrum of ethnicities, races, and cultures.
While gender identity terminology attempts to capture all those individuals who
transcend the social norms associated with their gender assigned at birth (e.g., transgender, queer, gender diverse), more detailed demographic and related research is
required to accurately characterize this population (e.g., race, ethnicity, socioeconomic level, religion). Available research most often explores identity (e.g., ethnic
identity and gender identity) as a singular aspect rather than a component of one’s
identity (e.g., ethnic and gender identity) [8]. As such, many of those with intersected identities are obscured in academic discourse and thus are made largely
invisible in research, theory, and clinical interventions [8]. Intersecting identities
combine to create unique oppression and marginalization and conversely may offer
potential for resilience in the face of challenges [6, 9]. Lastly, data for those with
intersected identities from a specific adolescent or developmental lens are scarcer
still [6].
It is the goal of this chapter to help clinicians consider relevant issues for these
populations. With the above important caveats in mind, it is the task of the authors
to exemplify the complexity of these issues utilizing a fictional clinical case.
Isaac is an artistically skilled 14-year-old multiracial birth-assigned male who comes to his
pediatrician accompanied by his father, Daniel, an Ethiopian-American post office worker,
and mother, Sara, a white American technician at a telephone company. Both parents have
grown up with and maintain strong religious and cultural traditions in Judaism. Daniel was
raised in his community of Jewish-Ethiopians in Gondar, Ethiopia, and Sara in small Jewish
family in the mid-Atlantic region. Isaac’s parents have been amicably divorced since he was
4 years old. In describing Isaac, they reveal that they had felt that his interests, expression,
and social interactions were different from what they had observed in his older brother. Isaac
rejected the hand-me-down “masculine” toys and clothing of his 16-year-old brother Abe,
maintained primary relationships with females, and enjoyed having long, dark, and loosely
curled hair that consistently has strangers gender Isaac as female. They emphasized that they
have always affirmed Isaac’s choices in play, clothing, and friendships, and lightly joked that
Isaac had been a sweet relief as compared to Isaac’s rough and tumble older brother.
Isaac’s parents stated that they are, however, concerned about his drop in grades, his
increased irritability at home, and a few previously unknown school absences revealed on
his most recent report card. Most importantly, they sought a consultation because Isaac’s
close friend and schoolmate called last week to tell Sara that she has been worried about the
harassment Isaac has faced by his male peers at his high school relating to his feminine
behavior. This friend also expressed alarm about Isaac’s recent social media posts. Those
posts had been uncharacteristically dark and alluded to his wishes that he had not been born.
Daniel and Sara, who worked closely together with Abe’s developmental challenges, are
eager to address these troubling events with Isaac.
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A critical prelude to adulthood, adolescence is both a time of tremendous expectations for normative gender expression and sexuality and a time when gender identities are highly salient in social interactions [10]. During adolescence, challenges
of integrating the development of secondary sexual characteristics and the psychological responses to these developments are unique. Sexual orientation and gender
identity (discussed in greater detail in Chap. 1) encompass wide aspects of our identity. Gender identity includes one’s journey toward what it means to experience and
identify one’s gender, what roles are expected of us or performed according to these
expectations, and what roles one assumes considering these social frameworks [11].
These overlaying social frameworks may include cultural expectations. Some cultural groups may have expectations from within or outside about ideals of masculinity or femininity. Family loyalty and social conformity may be prioritized over
individualism. Also, children and adolescents may be sanctioned or rejected for
going against social mores [8].
Youth may, therefore, be hyperaware of potential or perceived rejection within
their social frameworks as they search for these identities. Adolescents may align
themselves with behaviors and activities which are culturally congruent with peers,
parents, communities, other individuals, and spaces. They may also begin to express
themselves in ways that are not congruent with their authentic selves.
Prior research has outlined that LGBTQ+ youth may be poorly equipped to buffer against invalidating experiences during family or peer interactions. Understanding
their own experiences is complicated by their vulnerability toward internalizing
homophobic or transphobic attitudes [12, 13]. Isaac’s pediatrician may consider if
Isaac’s rejection of more “masculine” toys and clothing was affirmed, supported, or
spurned in a variety of settings including his home, school, neighborhood, and religious organizations. How does Isaac’s racial or religious identity influence perceived expectations of gender? Where is there space enough to explore gender?

The Clinical Disclosure Environment and Risk Assessment
A sense of safety, privacy, and validation are paramount in creating a clinical alliance with these individuals. Reviewing confidentiality in a developmentally appropriate way (with attention to legal parameters) is a vital step toward comprehensive
evaluative discussions [14]. Youth have likely experienced hostility and bias leading
them to remain vigilant about whether they can safely disclose information regarding their gender in the clinical space. As cultural pressures encourage a shift toward
more inclusive gender-neutral language, there may also be an increasing stigmatization, discrimination, and aggression that may include overt hostility [15].
This is an important consideration as the American Academy of Child and
Adolescent Psychiatry outlines that diagnostic evaluations of all youth should include
assessment of gender role behavior and gender identity [14]. As a matter of course,
care should be taken to inquire about the names and pronouns patients use or prefer
to use [16]. In a community cohort study of 129 transgender and gender diverse
(TGD) youth, researchers asked participants if they were able to use a name that they
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preferred versus the one they were conferred at birth at home, school, work, or with
friends and measured depression, suicidal ideation, and suicidal behavior with a
number of scales. They found that TGD youth who were able to use a name they
preferred across multiple contexts reported fewer depressive symptoms, less suicidal
ideation, and less suicidal behavior. The authors hypothesize that use of a chosen
name in multiple contexts may affirm gender identity and thus lower mental health
risks in this group [17]. For the clinician, in addition to utilizing gender-affirming
language, correcting previous, incorrect gendered language and following relevant
interview openings regarding gender may greatly aid one’s efforts.
In the clinical sphere, having visible cues of nondiscriminatory practices both
online and in the office may also convey that the clinician’s office is a safe
environment for disclosure. Depending on the setting, having LGBT-affirming
symbols (e.g., “rainbow” or “safe space” symbols, appropriate waiting room information, and literature) may be constructive [18].
After inviting Isaac into the room, the clinician stated, “As a matter of routine, I’d like to
check in with you about which pronouns or names you’d like to use here.” Isaac sheepishly
stated that they would prefer gender-neutral pronouns and “Isaac” in the office. They
reported that they have only sporadically experimented with gender-neutral pronouns with
some close friends at temple.
“My parents don’t know yet,” Isaac said. “Could you use he/him/his when they are
around?” The clinician acknowledged this request and stated that she had previously used
masculine pronouns in the office with them, and apologized. Isaac nods with a faint smile.

Gender exploration necessitates privacy; however, this may present some practical clinical dilemmas. The clinician may be asked to hold details of the patient’s
gender identity exploration in confidence. This may include the use of names or
pronouns, details of novel gender expression, or other feelings and experiences of
one’s own gender of which the patient’s family or others may be unaware. Placing
this potential dilemma in a cultural context with the child or adolescent may elucidate matters. For example, Isaac’s clinician may broadly inquire why it may be
important she hold Isaac’s exploration in confidence. In a narrower lens, she may ask
how Isaac’s line of identity exploration fits with their cultural identities? Is there
concern for physical safety and homelessness or embarrassment and doubt? These
questions are unlikely to be answered all at once. Consistent, routine inquiry about
gender identity using a fluid style in a welcoming physical space may effectively
illuminate the sensitive details and challenges of the youth’s environment.
Some clinicians, however, may inadvertently fail to routinely inquire about gender identity, may be unaware of the standards of care, or may underestimate the
impact of being a gender minority on health. There is little data about how often
clinicians include gender identity inquiries in their clinical interviews or their
relative comfort with doing so. One study conducted in Washington DC showed that
68% of pediatricians and adolescent medicine specialists did not include sexual
orientation or sexual histories in clinical visits (is this 19 as well?). Ninety percent
of respondents reported having reservations about discussing sexual orientation
during their clinical visit with youth. The mostly commonly selected reservations
were not knowing enough about sexual minority youth’s health needs (33%); not
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knowing how to ask relevant questions about sexuality (35%); and the worry it may
offend young patients to ask questions related to sexuality (37%) [19].
While there is scant data specifically concerning gender disclosure during clinic
visits in gender diverse pediatric populations, one may infer that it is challenging for
young patients to talk with their clinician about gender identity and that clinicians
may not feel equipped enough to inquire about these areas.
The pediatrician asked, “Your parents sound quite alarmed by some changes they’ve noted.
How do you make sense of their concerns?”
Isaac quickly pointed out that his parents are supportive but overreact to things at times.
Isaac was not sure why they are so concerned, but noted that they told Isaac of their receiving concerning communication from Isaac’s friend and had felt that Isaac was more isolated
and withdrawn. Isaac did endorse feeling more down and irritable, but not to the point of
suicide. “I would never do that to my family,” Isaac insisted. Isaac shared with some hesitation that kids in their ninth grade class have not been welcoming, and verbally taunt them
in the locker room after gym class. Isaac emphasized they have found great support in family and in their boyfriend of several months.
“He’s at my temple, but I don’t get to see him at school,” Isaac explained after the clinician followed up on their first mention of a boyfriend. Isaac adds that the two have had relative secrecy of their romantic, nonsexual relationship as they are unsure how their temple
members or parents will react. Isaac emphasized they are not worried about their safety there
or at home. “I think my parents are cool and love me a lot, but they may not totally get it.”
When asked more about school, Isaac added that they have explored changing their
name and school email address but remains reluctant given their current isolation at school.
They increasingly opt to eat alone in spite of invitations to sit with art class classmates.
Isaac revealed that they, in general, have had a greater sense of anxiety in recent months.

Gender and sexual minority youth must contend with stigma and shame, and the
repercussions of this on their well-being should not be overlooked. Minority stress
theory (see Chap. 5) suggests that persistent stigma such as social exclusion, victimization, and discrimination may lead to greater risk of mental illness. Importantly, it
highlights that social support may mitigate the effects of these chronic or singular
stigmatizing events [20]. The minority stress theory was originally developed to
understand the impact of the stresses that sexual minorities endure. However, the
minority stress theory has found wider application in TGD populations [21]. It is
worth noting that due to this marginalization, the stress they endure may impact critical aspects of adolescence, such as developing a growing connection and community
with peers, school and career exploration, and romantic/sexual relationships.
A narrative study of 30 TGD participants outlined consistent themes of expectations of rejection that were highly salient for these populations and for participants
of color in particular [22]. Participants of color noted that they felt more prepared to
anticipate gender-based rejection based on their previous experiences of race/ethnicity-based rejection. The authors also postulate that this preparedness may indicate either a mechanism of resilience or an effect of habitual discrimination.
Similar series of studies show that for sexual minorities, acceptance by families
confers greater physical and mental well-being, while family rejection increases
risk of mental illness, risky sexual behavior, and substance use [23, 24]. We can
infer that the mechanisms (e.g., social supports such as family acceptance) that
confer protection against negative mental and physical health outcomes in sexual
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minorities may also confer protections to gender minority individuals although
further specific research is needed.
Psychological effects of family rejection and other stigmatizing experiences are
more thoroughly outlined in Chap. 9. There is a greater degree of internalizing
psychopathologies in these populations related to negative cultural messages about
transgender identities (e.g., depression and anxiety). This may be congruent with
transgender adults having more internalizing disorders than youth, and adolescents
more than children [25, 26]. In addition to these important mental health concerns,
risk of suicide should be a part of any clinical evaluation of youth but particularly
for gender and sexual minority individuals [14].
A recent large-scale analysis of a sample of 120,617 adolescents aged 11–19 years
has given a more detailed look at suicide behavior in transgender youth with
intersecting identities [27]. Suicide behavior was assessed using a self-reported
single question, “Have you ever tried to kill yourself?” Of all adolescents in the
sample, regardless of gender or sexual identity, 14.1% reported that they had
attempted suicide one or more times. Transgender, asserted male adolescents
reported the highest rates of suicide behaviors (50.9%), and nonbinary adolescents
reporting the next-highest rate (41.8%). Interestingly, the authors point out that this
study, while relatively underrepresented for youth of color, did not reveal a
compounding effect of identifying as a person of color in comparison to previous
research of sexual minorities of color. They posit that there should be greater
consideration of uniquely protective factors that may emerge with intersecting
ethnic and gender identities.
One school-based study found that 80% of transgender youth were the victims of
bullying [28]. An analysis of the Minnesota Student Survey, a survey of nearly
82,000 public high school students in the state, reveals that sexual minority
adolescents and those adolescents with higher degrees of “gender nonconformity”
have greater degrees of victimization [29]. Further, transgender people of color are
more likely than their white counterparts to be victims of violence or discrimination
as the Report of the 2015 U.S. Transgender Survey outlines [30]. Inquiries around
bullying should be a part of discussions with youth [6, 14, 31].
It is important to inquire about the child/adolescents’ experiences of the multiple
settings in which they live and interact with others of all ages. In addition to
emotional functioning, peer/social relationships and school experience should be at
the center of any evaluation of gender diverse youth [32].

Race and Culture in the Office
It may remain a difficult task to create a therapeutic relationship in which the role of
race and ethnicity and its intersection with gender is included in the dialogue.
Avoidance of the discussion of race and ethnicity may occur due to discomfort in
how to broach these subjects. Psychoanalyst Kimberlyn Leary, PhD, offers the
clinical concept of “racial enactments,” or sequences of our cultural attitudes and
actions toward race and racial differences. She postulates that America’s most significant racial enactment has been its relative silence about racial issues [33].
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Other authors, drawing on a psychoanalytic perspective, suggest clinicians are
not apart from but of the society where they are raised and thus may unconsciously
offer culturally informed racial slights and oversights (read racial enactments) [34].
Isaac’s clinician may have missed opportunities to directly inquire about Isaac’s
unique cultural history as they discussed their uncertainties for acceptance by their
synagogue, school, and family. These inquiries might have led to discussions with
Isaac about places where they experienced support and/or rejection and places
where they experienced validation and/or invalidation, stigma, and discrimination.
If not specifically attended to by the clinician, the clinician may inadvertently
subject our patients to fresh, subtle, and commonplace verbal, behavioral, and
environmental indignities described frequently as micro-aggressions and
inadvertently induce feelings of shame the patient may already have experienced
both consciously and subconsciously [35]. Conversely, a deeply observant clinician
may find themselves preoccupied by guilt arising out of their participation in a
seemingly intractable system and may lose sight of the very indignities they sought
to outline. Lastly, some clinicians may fear that questions regarding race or ethnicity,
even clinical, may simply be experienced negatively for a variety of reasons.
In each of the scenarios, the clinician may unintentionally and implicitly suggest
to patients that their identities, nascent or central, are linked to apprehension in the
clinician or shame in general. Further still, a relative lack of these questions may
convey that the clinician is not interested and/or has a limited capacity to observe,
elicit, or process major elements of their worldview.
It may be wise to acknowledge our relative discomfort with these themes and ask
families about how their race/ethnicities, cultures, and national origins affect their
relationship with schools, family, and larger community [18].
The clinician stated, “Isaac, some feel it can be hard to talk about things like race or religion
in the clinical office, but I want to emphasize that I am interested in learning about you and
your life. Could you tell me about how you see yourself and your identity across race, religion, ethnicity, gender, and sexuality? I am also curious about how your parents’ cultural
backgrounds and values have impacted you. What concerns do you have about your parents
learning more about parts of your gender and sexual identity exploration?”
Isaac described feeling really connected to their Jewish faith and culture as both Isaac’s
Ethiopian father and Jewish-American mother share this identity. Although Isaac’s father’s
uniquely Ethiopian Jewish traditions are quite different from Isaac’s mother’s American
Jewish customs, Isaac feels quite comfortable at each of their parents’ houses at major holidays and family gatherings. “I like hanging out with my cousins,” Isaac concluded, “but my
mom’s sisters don’t always invite us. I don’t think they get my dad’s traditions and I’m not
sure they think we are all that Jewish. I mean, I guess we didn’t always practice so much,
and Abe and I look really different than them, but it makes me feel really connected to my
family.”
Isaac chuckled that many of the teachers and classmates gave him skeptical looks when
they said they’d need to be absent for Rosh Hashanah. “There aren’t many Jewish people in
my school, much less Black Jewish people.” Isaac continued, “Sometimes I just don’t know
where I fit. I feel like my brother and I look more Black but I don’t feel very connected to
the few Black kids in my high school. At the same time, I know I’m not white. I’m reminded
of that all the time. I know I don’t have many friends, especially guys, because I’m not very
‘boy.’ I worry that if more people knew I was queer though, maybe I would have even fewer
friends. I think my parents would be cool, but what if I lost them too? I can’t lose them too.”
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From a developmental lens, children prior to middle school generally adapt to
US social norms that avoid discussion of race and ethnicity. However, their need to
adhere to social norms that ignore discussions of race may conflict with the need to
process racialized experiences. Research has shown that parents of color typically
discuss race and ethnicity with their children in contrast to white parents [36].
Integration of the multiple aspects of one’s identity may be impeded by the inability
to explore them with others including the clinician.
Another overlooked component a clinician should consider is religion and spirituality, which may influence youths’ expectations for gender and identity. Some
may experience rejection, a lack of acknowledgment, or poor representation within
their religious community or organizations. An individual may experience being a
member of a spiritual community and embracing nontraditional gender expression
as mutually exclusive.
A small Ohio study surveyed 115 adolescents and their caregivers at a transgender clinic to identify if a measure was suitable for measuring “spiritual struggle,” or
the tensions that may arise when basic tenets of spiritual beliefs, practices, and strivings are threatened [37]. The measure asked questions such as, “Is spirituality or
religion important to you as you think about your transgender issues?” and “How
much strength or comfort do you get from your religion/spirituality right now?” The
written measure was found to have acceptable specificity and sensitivity as compared
to previously validated oral measures. More germane to spirituality in transgender
adolescent populations, however, the authors note that one-third of adolescents and
47% of caregivers screened positive for spiritual struggle utilizing the measure.
With Isaac, one may observe an early reluctance to discuss these areas, and possible
tension between race, religion, culture, and family. Isaac, like many youth, may be
searching for how to make sense of seemingly conflicting identities.
There are many faith communities that embrace LGBTQ+ participants; it would
be inaccurate to assume that religion cannot serve a positive role. For example, a
small study of young transgender women mostly of color demonstrated protective
effects of religiosity [38]. This has been at the heart of some national spiritual
organizations, such as Dignity USA (Catholic), Keshet (Jewish), and the Muslim
Alliance for Sexual and Gender Diversity. They outline similar missions to help
individuals integrate both gender diverse and spiritual identities. Referral to similar
groups as a part of a larger treatment plan may be integral to alleviating the potential
for a fractured sense of self and internal struggle. Many of these organizations are
based in large metropolitan centers and, therefore, may be at an inaccessible distance
for many youth populations who live outside of cities or for whom transportation is
an issue.
Recognition that aspects of one’s identity may feel mutually exclusive from one
another may also serve as a useful framework. If there are family members or
spiritual community traditions that reject or fail to observe major aspects of an
individual, it may prove difficult for that individual to articulate negative feelings
toward those family members or spiritual community traditions and not feel at risk
of losing them [8]. It may be terrifying to be marginalized and targeted as a member
of a sexual or gender minority group and imagine not having the support of one’s
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racial, family, or spiritual community that might have provided resilience in the
past. Exploring these aspects of loss and fear and how these may interact with
changing needs are an important concept to consider.
What is essential is understanding how individuals with marginalized identities
interact with and understand their social world, and appreciating what their identities
elicit within themselves and in others [16]. A clinician must continually offer
invitations to keenly identify all environments our patients move within and their
potential invisibility.

Interviewing Considerations
Isaac, like many young persons exploring important aspects of their identity, presents a complex field of intersecting identities. It may require careful attention to
accomplish the task of understanding potentially marginalized identities and what
these identities bring out in others and themselves. This task may be accomplished
in a number of ways.
A key interviewing framework includes continually exploring and assessing
social identities that may be important to the individual, while not assuming the
centrality of these identities [8]. A second key is considering how these multiple
social identities (e.g., race, religion, sexual orientation, and gender) may affect a
person independently and within their various individual and group relationships.
Assumptions and projections by others can deeply impact one’s sense of self as one
tries to make sense of those assumptions and their own unique, developing identities.
Intersecting identities may combine not only to create unique challenges (where
most of our research and therapeutic interventions focus) but may also offer
mechanisms for resilience (where more research is needed) [6, 9]. It is especially
important to consider that exploration into certain identities may offer the threat that
the patient may lose family and community support [8]. This may prove especially
resonant for developing children tasked with making sense of themselves and their
world.
To aid clinicians, the authors have collected a number of example questions that
do not assume the centrality of these multiple lines of identities and allow for
discussions about their intersections (Table 18.1).

Summary
Gender identity is a wide-ranging and difficult to define term that eludes research
precision at times. Further, much research has focused on single aspects of gender
rather than where gender may intersect with a myriad of other identities [3–5].
Much remains to be discovered about mechanisms of risk and resilience in gender
diverse youth and their intersecting identities [6, 9]. While there are infinite possible
lines of identities that develop alongside gender, there are some dominant themes to
integrate in clinical practice.
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Youth in the United States are increasingly racially and ethnically diverse, and
gender diverse populations are more likely to be racially and ethnically diverse as
compared to the general population [1, 7]. Clinicians may approach topics of race
and ethnicity with some trepidation. Health-care clinicians, providing both medical
and mental health, are also a part of a culture that generally avoids directly addressing
many sensitive topics to the detriment of their patients [34]. TGD individuals of
color may be more poised to expect rejection generally, and our relative lack of
inclusion of these topics may mirror similar experiences of rejection they may face
outside of the clinical office [22]. For younger children, America’s lack of discussion
of these subjects may suggest to children that this should be normative [36]. This
may further impede our ability to explore these lines of identity with children and
preclude children’s ability to make sense of racialized experiences in a healthy way.
Similarly, spirituality represents another underappreciated area that presents
some dilemmas when considering culture. Some youth may see their exploration of
gender expression and identity as mutually exclusive to their membership to
religious or spiritual organizations [37]. Others may engage in faith communities
that are open and accepting of all gender and sexual identities. Poor processing of
racial and spiritual identity (as well as other untold albeit important areas) and
where they intersect gender may lead to a fractured sense of self. Clinicians may
offer benefit when working with youth who prioritize their religious identity to
explore gender-affirming faith communities as a positive way to engage this
intersectionality.
Families are often a place where children get early messages about who they are,
what is acceptable and valued, and who parents imagine them to be in their adult
future. Decreased familial rejection may offer protection from the ill effects of an
external environment that offers stigmatizing messages. In line with the minority
stress model, family acceptance has been shown to positively influence mental and
physical health and promote long-term improved health outcomes [23, 24].
Understanding families and their unique cultural perspectives is critical to assessing
risk-mitigating influences and strength building opportunities in the lives of gender
diverse youth.
Youth may rely on family, community, and spirituality for safety, sustenance, and
survival. Clinicians may find it helpful to acknowledge a young person’s fear of
losing these supports and hold this concern while exploring visible and invisible
identities. Cultivating a safe space with an emphasis on privacy is vital although
may present dilemmas while holding in confidence a young person’s exploration of
gender, and the impact of this on their family and community. A comfort with using
gender-neutral language, asserted name, correct pronouns, and avoiding
misgendering will help to create a gender-affirming environment where these topics
may be discussed comprehensively. Clinicians may find it prudent to acknowledge
unintentional misgendering or lack of knowledge about the variety of patients’
intersecting identities. This direct communication may lend authenticity to the
clinician’s work with the patient, and more in-depth conversations may occur as a
consequence of validating vulnerabilities.

252

C. R. Webster Jr. and C. J. Telingator

Physical spaces that reflect nondiscrimination and gender affirmation may also
support the patients’ experience that the clinical space is a safe space to talk about
matters of gender, sexuality, race, and ethnicity [18]. Clinicians who remain open,
respectful, and curious about every patient’s unique gender and sexual development
can both elicit important information and help to provide them with critical resources.
Clinicians who inquire about rather than assume the centrality of any given identity,
remain patient and supportive, and encourage exploration across identities and identifications will foster a sense of connection and understanding which will allow for
the integration of the whole person during adolescence and beyond.
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Introduction
Despite the socio-economic and geopolitical differences across continents, there is
an accelerating awareness and recognition of the natural variations of an individual’s sexual orientation, gender identity and sexuality. However, states and governments, especially in Africa, may not offer gender diverse individuals protection and
freedom of expression. Thirty-eight of fifty-three African nations criminalize homosexuality and impose varying degrees of legislative restrictions on sexual desires
and practices. They also restrict the fulfilment of human rights of individuals. On
the other hand, South Africa serves as a model of one of the few African countries
where human rights, gender equality and freedom of expression are legally and
constitutionally protected. This chapter draws on these basic tenets of this model
and presents a case study on the protection, challenges and cultural development of
gender identity, specifically in the context of children and adolescents in Africa. In
this chapter, we will begin by describing some common perspectives on gender and
sexuality that have existed in the African continent over time. We will then discuss
the influence of the international scientific and advocacy community in shaping this
view in more recent years. Subsequently, the case of South Africa will be used to
provide a more specific example of the experiences of gender diverse youth outside
a major European or North American country, and describe the nature and structure
of available services.
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African Perspectives on Gender and Sexuality
As social constructs, the concepts of sexuality, sexual orientation and categories of
gender identity mean different things in different societies at different times.
Generally, however, sexuality is a more commonly discussed and understood concept than gender identity. Most African cultures have traditionally accommodated
this diversity and recognized people with a wide range of sexual orientations, identities and practices as members of the community whose well-being is a part of the
communal well-being [1, 2]. African societies of the past, although regulated by
traditional communities, were, with some exceptions, much more tolerant and
accepting of non-normative sexualities and behaviours than the people who colonized them.
Homosexuality was already a known behaviour across much of the African
continent before colonialism. Social anthropologists [3, 4] suggest that the intolerance of homosexuality, and systems of surveillance and regulation of sexual
expression were introduced by the colonial invaders. In addition to political and
economic changes, colonialism challenged indigenous religious and social practices to the extent that the conquered peoples often embraced a traditional
Christianity that did not see a religious role for people with non-normative sexualities. A number of colonial era laws that criminalized sexual diversity and
behaviours are still upheld, perpetuating the belief that homosexuality is a modern
development [5].
Traditional societies in Africa developed ways of ordering same-sex attractions and behaviour, and it was during the height of imperialism that more precise ‘definitions’ of sexual orientations and gender identity were developed. It
was also at this time that the punishment, both legal and extra-juridical, of nonnormative behaviour started to occur in earnest [6]. Countries such as Cameroon,
Burundi, Uganda and Nigeria criminalize and prohibit relationships and freedom of expression for individuals within the Lesbian Gay Bisexual Transgender
and Queer/Questioning (LGBTQ+) community, as well as those with Intersex
conditions. Legal punishments may include extensive periods of imprisonment
or even the death penalty (Sudan, Nigeria, Mauritania, South Somalia).
Many African countries do not just implement legal sanctions against lesbian,
gay, bisexual, transgender, queer and intersex (LGBTQI) populations, but may
impose additional hardships and barriers to care that affect long-term health
outcomes. Many communities do not have easy access to healthcare providers
and services that are knowledgeable and offer culturally sensitive LGBTQI
preventive health. Even in places with accessible healthcare systems, many
intersex individuals face harmful practices including involuntary or coercive
treatment, while in places without such systems, infanticide, abandonment and
mutilation may occur. These practices can result in the reversal of key public
health gains in terms of sexual health education, HIV/AIDS programs and
addressing increasing levels of social violence, particularly against women
and children [7].
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I mpact of Science and Global Discussions on LGBTQI Human
Rights
There is global consensus among scientists that variation in sexual orientation and
practices, including same sex relationship and pansexual orientations, is a normal
and natural variation of human sexuality without any inherently detrimental health
consequences. Scientific understanding of gender beyond binary concepts is additionally becoming a part of the health and social conversation. More and more transgender and gender diverse (TGD) persons, as well as persons born with disorders of
sexual development (i.e., intersex) experience and live a gender identity that varies
from that assigned at birth. As a result of this global shift in attitudes and perspectives, there has been an expansion of activity in both legal and social sectors of some
African nations to ensure the protection of human rights amongst sexual and gender
minoritized groups. The African Commission on Human and People’s Rights
(ACHPR) adopted a resolution in 2014 calling ‘for an end to all acts of violence and
abuse, whether committed by State or non-state actors, including by enacting and
effectively applying appropriate laws prohibiting and punishing all forms of violence including those targeting persons on the basis of their imputed or real sexual
orientation or gender identities, ensuring proper investigation and diligent prosecution of perpetrators, and establishing judicial procedures responsive to the needs of
victims’ [8].
In November 2017, the first African Intersex Meeting took place in South Africa
bringing together representatives of Intersex organizations from seven African
countries. This meeting reaffirmed the principles of the International Intersex
Forum which demands the abolition of discrimination against people with Intersex
in Africa, and fights to ensure the rights of bodily integrity, autonomy and self-
determination. Iranti-org (https://www.iranti-org.co.za/), an NGO that advocates
for Intersex awareness in Africa, drives political and social legislative changes that
aim to end the societal misinformation and stigma that perpetuate the violence and
killing (often infanticide) of intersex people. In late 2018, Iranti-org ran workshops
for school children and their families to increase awareness and provide support for
trans- and gender diverse learners in Johannesburg, South Africa. In August of that
year, the South African Department of Higher Education and training together with
the University of Witwatersrand held a Critical Thinking Forum to focus on gender
identity and diverse sexual orientation in tertiary learning institutions. These and
similar efforts assure civil rights and protection is particularly important in the
context of extending these rights and decreasing ongoing risk of violence targeting
persons on the basis of their sexual orientation or gender identities.

The South African Example
The South African post-apartheid state enacted a multitude of laws and policies to
prevent discrimination and ensure the health of its people, including support for
gender-affirming care (GAC) including access to legal, ethical and medical practice

258

A. Lachman

which theoretically is available in both public and private health sectors in the country. South Africa subscribes to the rights contained in the Sexual Health Charter
(Constitution of the Republic of South Africa) and is, therefore, obliged to ensure
that the sexual rights of all persons are respected and protected [9]. Sexual and
reproductive rights are included as human rights such as the right to expression of
sexual orientation without interference, equality and equity, freedom to make
choices free from gender-based discrimination, and freedom from sexual violence
or coercion. Despite legislation and freedom of expression, actual access to GAC
remains severely limited. As in other countries, the access to GAC that is available
is often unequal, can be extremely protracted and is out of reach for all but the
wealthiest in society [10].

Gender Narratives in South African Youth
A study assessing the lived experiences of individuals within the transgender community in South Africa reported that many transgender youth were able to recall
‘knowing from an early age’ that they were different, resulting in a dissonance that
most often was only defined in adulthood [11]. Reflecting on their childhood, participants shared their difficulty and sadness with the early awareness of the socially
enforced rules relating to gender and the sense of confusion and distress as this dissonance between their assigned sex and their sense of gender identity grew.
Discrimination and risks resulting from sexual or gender minoritized status is particularly relevant to adolescents who often face intense pressure to conform to gender roles and identities in multiple domains – with peers in school, at home and in
religious circles. In addition, poorer health outcomes are known to be related to
stress caused by high levels of social alienation, bullying and violence and potential
rejection by family and community.
Many young TGD persons seek family and community support, but may in
turn find themselves rejected by families who do not understand or are unsupportive as their children explore diverse gender or sexual identities. The resulting
alienation and absence of social support may affect adolescent self-image, peer
mastery and the innate sense of community belonging which increases the vulnerability for mental health disorders in adolescence. In addition, sexual and
gender minoritized youth are at risk for sexual assault [13, 14]. A study by the
Academy of Science in South Africa (ASSAf) found no evidence to corroborate
the cultural belief that LGBTQI identification is a result of sexual abuse or that
the LTGBQI community ‘recruits’ members in this fashion. This myth is routinely used to justify the marginalization of LGBTI persons in many communities. The ASSAf study interestingly also found evidence that more repressive
environments may increase stress and negatively impact priority health outcomes
in Africa, specifically with reference to HIV/AIDS and sexually transmitted
infection reduction efforts.
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Medical and Affirming Care for Gender diverse Youth
There are currently no Department of Health–issued policies or guidelines on transgender health or GAC. This has implications for care provision and attitudes of
healthcare professionals [10]. Urban centre public hospitals provide some aspects
of GAC (including hormone treatments and surgical intervention), but there after
often long waiting lists for these services. Private practice medical care physicians
can provide GAC, although many procedures are not covered under ‘essential’ private medical insurance benefits by the top five medical insurance providers in South
Africa. ‘Essential benefits’ covered by private insurance in South Africa does not
include any non-emergency or elective gender-related surgery or chronic hormone
replacement for persons seeking GAC. Gender identity and sexual orientation, like
other social determinants of health, can lead to health disparities if not supported or
assured of access to care. Compared to their non-transgender socio-economically
matched peers, LGBTQI youth are more likely to face barriers accessing appropriate health care [10]. At present, mental health professionals have a role as gatekeepers to transition services for transgender people [12]. However, when mental health
workers act in this role, it can lead to the assumption that those seeking transition
invariably have mental health issues or require psychiatric review [12]. Furthermore,
mental health providers do not necessarily receive adequate training which creates
additional barrier to both access and quality of GAC. In addition, having mental
health providers in the role of gatekeepers, perpetuates stigma and associations of
diversity as deviance for those LGBTQI patients who do not otherwise have mental
health needs.
South Africa has come a long way with regards to the biomedical and legal treatment of variations of gender identity and variations of sexual development, with
many activists considering the country to be among the most progressive worldwide. Nevertheless, people with variations of gender identity and/or sex development, still face an array of obstacles. The economic divide plays an important role
concerning access to information, access to health care and body alteration.
Despite the progressive standing, there are very few dedicated clinical services
that operate specifically for LGBTQI children and adolescents in South African
health care settings including primary health clinics or academic hospitals. Services
for TGD youth are especially limited. In urban communities, multidisciplinary services do exist and are typically based at tertiary academic training hospitals. Patients
are primarily referred by local community service organizations such as Gender
Dynamix (https://www.genderdynamix.org.za/) and the Triangle Project (a LGBTI
service organization), community health clinics, district and regional hospitals, as
well as general practitioners from rural areas or from neighbouring African countries. Organizations such as Gender DynamiX, Iranti-org and Intersex South Africa
(ISSA) focus on eradicating discrimination against and within the LGBT community
[15]. These organizations maintain diversity within their staff, broker information to
diverse socio-economic groups and have a strong advocacy role in the community.
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At Cape Town’s Red Cross Children’s Hospital, the Gender Identity Development
Service is run by a child psychiatrist, with additional support from a psychologist,
nurse therapist and a pediatric endocrinologist. The service straddles two areas –
supervision for professionals working with gender diverse children and the facilitation of family and adolescent groups for TGD adolescents. The adolescents have an
additional social media support group and online platform to interact with other
youth across the country. (Personal communication by Dr S Pickstone-Taylor, Red
Cross Gender Identity Development Service, 2018.) Although less than ideal, the
gender identity development clinic at Red Cross Hospital serves as a prototype for
how mental health professionals may play an integral role in the multidisciplinary
assessment, ongoing support and treatment of many transgender children and adolescents as they move through their transition process [12].

Youth with Disorders of Sexual Development (DSD)
Although clearly distinct from Gender Diversity, DSD have a more established history of treatment in South Africa, and are informative as an example of how gender
may be managed within the healthcare system. In South Africa, for ethical and legal
reasons, the decision regarding DSD care, including surgery, is made by a team of
healthcare professionals. The team in most cases consists of a psychologist, an
endocrinologist, the parents and the surgeon. These multidisciplinary teams are a
necessary resource for training, research and follow-up, even in economically challenged African countries. However, if these centres are not available, the current
South African recommendations are that medical providers should refrain from any
potentially harmful practices and postpone surgery until the onset of puberty, or
until the child is old enough to make their own decision [16, 17].
Parents, guardians and the medical team supporting them make decisions on
behalf of the infant with the goal of promoting a well-adjusted adult. Delaying
genital surgery may be satisfactory in cases where the family and social dynamics are supportive of anatomical ambiguity, but in some cases indeterminate genital anatomy causes such distress to the family unit that early surgical intervention
is requested by parents [18]. It should be noted that what is in the best interest of
the family might not be in the best interest of the child. The evolving autonomy
of the child must be balanced with the child’s need for parental support and guidance. Care must be integrated across medical, cultural, social and psychological
realms [19].
A controversial area of gender diversity involves the international incident in
2009, when a South African adolescent had an unexpected victory in the women’s
800 m final of the International Association of Athletic Federations (IAAF) World
Championships in Berlin. This athlete recorded the world’s fastest time of the year
for the 800 m race. The race result fuelled concerns about the athlete’s ‘masculine’
features, including her deep voice, her muscular build and facial features. Speculation
was raised regarding her gender from her competitors.
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Despite a history of gender verification policies and practices, and the stakes
involved in adjudicating on the gender of a female athlete, no sports governing bodies could supply clear guidelines as to what makes a female athlete ‘female’ [20]. In
2010, reacting to the gender verification controversy, the International Olympics
Committee (IOC) announced that gender verification tests would no longer be done
in the service of competitive fairness, but in the service of health. Gender verification technologies have revealed a broad diversity of anatomical, genetic and hormonal conditions that challenge the gender binary codified in sport and make
eligibility rulings on the basis of anatomical or chromosomally assigned sex impossible. Current medical technology has made it possible to diagnose DSDs more
accurately than ever before. Children and youth have more opportunities for genital
surgery to ‘correct’ abnormalities once detected. But science cannot create a binary
where there is not one – and so athletics societies cannot determine the ‘real’ sex of
an intersex athlete, nor can these technologies address the philosophical problem of
what constitutes an ‘unfair advantage’ for the IOC’s purposes. It is suggested that
the long-term well-being of patients with DSDs is best accomplished by aligning
with medical standards that protect a patient’s right to privacy regarding their medical information.

Conclusion
Africa as a continent reveals a diversity of attitudes, legal constructs and socio-
economic disadvantages facing LGBTQI and TGD youth. This brief overview of the
current available information on practices in South Africa and highlights the ongoing
challenges in terms of availability of guidelines, state protections and the accessing
of evidence-based health care for TGD and DSD children, along with the additional
cultural, socio-economic, and other obstacles these children and families face.
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Introduction
Practitioners working with transgender and gender diverse (TGD) youth are guided
in their practice by a variety of considerations, ranging from the general edict to do
no harm to more detailed ethical guidelines issued by professional bodies. The
treatment of TGD youth should also be informed by relevant federal and state laws,
including laws related to discrimination, privacy, informed consent, children’s
rights, and parental rights. As transgender rights become increasingly salient in the
public sphere, law in this area has evolved rapidly and created a patchwork of
protections that can vary considerably from state to state. While healthcare providers
should be attentive to legal developments as they occur, it is helpful also to think of
some of the general considerations that might arise in the course of working with
TGD youth.
This chapter reviews some of the main legal guideposts for treating TGD youth.
It provides an overview of relevant federal law, with a special focus on the Patient
Protection and Affordable Care Act (ACA), the Health Insurance Portability and
Accountability Act (HIPAA), Title IX of the Education Amendments of 1972, and
the Family Educational Rights and Privacy Act (FERPA). It also takes stock of
various state laws, and relevant requirements regarding informed consent, parental
notification, and name and gender marker changes. It finally addresses emerging
questions around religious or moral objections to providing transition-related care.
In this dynamic landscape, the chapter identifies some guiding legal principles that
can act as dependable lodestars for practitioners seeking to provide sensitive,
compassionate, and effective care.
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Federal Law
As of 2019, there were very few federal laws that explicitly prohibited discrimination based on gender identity.1 Nonetheless, practitioners should be aware that there
is considerable authority establishing that discrimination based on gender identity
constitutes a form of discrimination based on sex. Discrimination on the basis of sex
is prohibited under a much wider range of federal statutes, including those related
to health care, which extend important protections to TGD youth.
In 2010, the Congress enacted, and President Obama signed, the Patient
Protection and Affordable Care Act (ACA). The ACA includes a nondiscrimination
provision, Section 1557, which prohibits discrimination based on race, color,
national origin, sex, age, and disability in any health programs or activities that are
funded or administered by the US Department of Health and Human Services
(HHS) [1]. It also prohibits discrimination in insurance plans offered by health
insurance issuers who participate in the Health Insurance Marketplaces [1]. Since
its enactment in 2010, Section 1557 has been enforced by the Office of Civil Rights
at HHS, and has helped protect the rights of patients who might otherwise face discrimination in health care on one of these protected grounds.
In 2016, HHS promulgated a rule that clarified the scope of Section 1557. The
rule clarified that discrimination based on “sex” not only includes discrimination
against men and women because they are men or women, but also discrimination
based on pregnancy status, sex stereotyping, and gender identity [2]. While the rule
primarily uses the term “gender identity,” it defines the concept expansively to
include a person’s gender expression and transgender status. It also expressly states
that it aims to protect nonbinary individuals from sex discrimination, and therefore
defines “gender identity” as an internal sense of one’s gender which “may be male,
female, neither, or a combination of male and female” [2].
Recognizing that Section 1557 prohibits discrimination against TGD patients
has practical repercussions for providers offering care. Under the rule, for example,
providers cannot refuse to treat patients because of their gender identity or
expression, deny TGD patients the services that they offer to cisgender patients, or
harass or mistreat patients because of their gender identity or expression [3]. Insurers
are also obligated to comply with Section 1557 and cannot refuse to insure a person
or increase their rates because of their transgender status, categorically exclude
transition-related care from the plans they offer, or deny transgender people coverage
for services that are typically associated with their sex assigned at birth [3].
Shortly after the Obama Administration issued the rule implementing Section
1557, eight states and religiously affiliated healthcare providers challenged it in
court, arguing that its interpretation would violate the religious exercise of providers
who assert objections to offering reproductive and transition-related care [4]. A
federal judge in Texas responded by issuing a preliminary injunction, preventing
1
Statutes that expressly use the term “gender identity” include the Matthew Shepard and James
Byrd Jr. Hate Crimes Prevention Act of 2009 and the reauthorization of the Violence Against
Women Act in 2013 [34, 35].
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HHS from enforcing its interpretation as the case proceeded [5]. In May 2017,
HHS – now under the Trump Administration – notified the court that it planned to
roll back the rule’s language clarifying that discrimination based on sex includes
discrimination based on gender identity [6]. In April 2018, HHS informed the court
that such a revision had been submitted to the White House for review [7]. In May
of 2019, the administration released the proposed rule, and opened it for public
comment shortly thereafter.
Practitioners should be aware that the Trump Administration’s roll back only affects
how HHS interprets Section 1557. It does not (and cannot) alter the statutory text of
Section 1557 itself, in which Congress prohibits healthcare providers and insurers from
discriminating on the basis of sex. As of July 2019, six federal appellate courts –
collectively covering Alabama, Alaska, Arizona, California, Delaware, Florida,
Georgia, Hawaii, Idaho, Illinois, Indiana, Kentucky, Maine, Massachusetts, Michigan,
Montana, Nevada, New Hampshire, New Jersey, Ohio, Oregon, Pennsylvania, Rhode
Island, Tennessee, Washington, and Wisconsin – have issued rulings indicating that
statutory language prohibiting discrimination based on sex covers discrimination based
on gender identity [8–13]. Thus, some courts may interpret Section 1557 to prohibit
discrimination based on gender identity and enforce it accordingly even if the Trump
Administration formally adopts a narrower understanding of the statute’s scope.
The Trump Administration’s decision to roll back the rule is nevertheless dangerous. It is likely to sow confusion among providers and insurers about what their
obligations are under federal law, making it more likely that TGD individuals will
face discrimination and be denied care to which they are entitled. It also means that
HHS will not proactively enforce Section 1557 in an inclusive way. Such a move
puts the onus on TGD patients who experience discrimination to bring suit and
assert their rights in court, a remedy that may be functionally inaccessible for those
without the means or desire to litigate.
In addition to Section 1557, federal privacy laws provide protections that are relevant to TGD people, including TGD youth. In healthcare settings, the Health Insurance
Portability and Accountability Act (HIPAA) protects patient privacy, including a person’s transgender status and information about their transition related care [3]. In
order to avoid disclosing protected information, providers should consider adopting
record-keeping systems that recognize a patient’s gender identity in addition to their
sex assigned at birth, appropriately integrate use of patient asserted names and pronouns in medical interactions, and respect patient autonomy regarding disclosure of
their transgender status. Efforts to educate and support administrative staff can help
ensure protection of TGD patients and their right to privacy and quality care.
Providers working in schools or advising TGD youth on social transition should
also be aware of federal protections in educational settings. Title IX of the Education
Amendments of 1972 prohibits sex discrimination in all schools that receive federal
assistance. In May 2016, the Obama Administration’s Department of Education and
Department of Justice issued guidance affirming that discrimination based on
gender identity constitutes discrimination based on sex and is therefore impermissible
under Title IX. The guidance noted that, where schools provide sex-segregated
activities and facilities, “transgender students must be allowed to participate in such
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activities and access such facilities consistent with their gender identity” [14]. A
handful of states challenged the guidance in court and a federal judge enjoined it
from taking effect as the case proceeded. In February 2017, the Department of
Education and Department of Justice – now under the Trump Administration –
rescinded the guidance and stopped actively enforcing Title IX in cases of
discrimination based on gender identity in schools [15].
Even in the absence of guidance, however, Title IX continues to provide protection for TGD youth. Like Section 1557 of the ACA, Title IX is a federal statute that
has meaning independent of the executive branch’s interpretation of its provisions.
Since the guidance was withdrawn, at least two federal courts of appeals have indicated that Title IX prohibits discrimination on the basis of gender identity in schools
[8, 9]. The withdrawal of the guidance also does not prevent schools from enacting
strong and affirming policies of their own. Providers working with TGD youth, their
parents, and their school administrators should be mindful of the ways that explicit
protections can contribute to positive physical and mental health outcomes. Research
shows that school policies that affirm and respect gender identity can alleviate bullying and harassment, ameliorate health concerns, protect privacy, and improve
TGD students’ ability to learn [16].
Providers working in educational settings should also be aware of the Family
Educational Rights and Privacy Act (FERPA), which permits students to request a
change to their school records if they are “inaccurate, misleading, or in violation of
the student’s rights of privacy” [17]. Students considering a request to have their
name and/or gender marker changed at school should note that, at present, FERPA
gives parents rights over some school records until the minor is 18 or enrolls in
postsecondary education. TGD youth who are under 18 and enrolled in junior high
or high school will typically need a parent or guardian’s approval to request these
formal name and gender marker changes. It is important to note, however, that
nothing in FERPA prevents school personnel, including providers, from respecting
students’ gender identity, using gender-affirming names and pronouns, and
providing access to appropriate facilities on school grounds.
While explicit protections for gender identity are scarce in federal law, these
nondiscrimination and privacy protections offer important safeguards for TGD
youth. As discussed below, the legal landscape around treatment of TGD youth can
vary somewhat from state to state. Even given a wide variation in state laws and
protections, providers should continue to ensure that their conduct does not violate
essential professional standards, including the right for all minors, including TGD
youth, to obtain treatment free from discrimination, and to ensure that their legal
rights to privacy are respected at all times in healthcare and educational settings.

State Law
Beyond federal protections, state law also offers guidance for providers to follow in
treating TGD youth. Providers should be particularly aware of state laws related to
trans-inclusive nondiscrimination protections, consent to medical care, and name
and gender marker changes.
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Fig. 20.1 States that prohibit healthcare discrimination based on gender identity, July 2019

Section 1557 prohibits sex discrimination in health care nationwide, but until
HHS interprets and enforces the sex discrimination provision in a trans-inclusive
way, state protections remain vitally important. Unfortunately, relatively few states
have expressly prohibited discrimination against TGD people in healthcare. As of
July 2019, a mere 14 states and the District of Columbia prohibit private insurers
from discriminating on the basis of gender identity [18]. Only 20 states and the
District of Columbia prohibit private insurers from offering plans with “transgender
exclusions,” or provisions that categorically deny coverage for any services related
to gender transition [18].2 States are similarly divided in terms of the coverage they
provide for TGD individuals under state Medicaid policies (Figs. 20.1, 20.2, and
20.3). Medicaid expressly covers transition-related care in 18 states and the District
of Columbia, is unclear on the question of transition-related care in 24 states, and
expressly excludes transition-related care in 8 states [18].
In 2018, courts in two states that explicitly exclude transition-related care issued
rulings against such exclusions. In Iowa, the court ruled that the exclusion violated
the Iowa Civil Rights Act and the Iowa Constitution, and in Wisconsin, the court
found the exclusion likely constitutes sex discrimination and violates Section 1557
of the ACA and the Equal Protection Clause of the US Constitution [19, 20]. In
2019, Iowa revised its law to again allow Medicaid to opt out of providing transition-related care, prompting a new legal challenge. Although these types of cases
are still working their way through the system, they illustrate that courts may be
receptive to trans-inclusive understandings of sex discrimination provisions, and
that states that maintain these exclusions may be vulnerable to judicial challenges.
2

At the federal level, Medicare eliminated its “transgender exclusion” in 2014 [36].
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Fig. 20.2 States that prohibit “transgender exclusions“in healthcare policies, July 2019

Fig. 20.3 State policies related to transgender health and Medicaid, July 2019
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For TGD youth, however, other considerations also come into play. Practitioners
should be mindful of the conditions under which young people can consent to
general medical care, which can vary from state to state. In every US state, there is
a general requirement that parents or guardians must consent to medical care
administered to minors, with some limited exceptions.3 Providers may be held
legally liable if they administer medical care in the absence of required parental
consent; at the same time, providers may feel they are ethically or professionally
required to provide gender-affirming care to a TGD youth who would experience
harm without it.
Minors’ access to confidential care, and protections that assure this care, have
long been an issue for providers of adolescent medicine. Historically, as with issues
of sexual activity, contraception, and sexually transmitted infection prevention,
adolescent healthcare providers have had to operate at the edges of legal requirements
that vary by state, when these and parental wishes are in conflict with medically
necessary standards of care. Helping parents understand their own personal feelings
and issues that may conflict with medical science is a part of working with families.
Including a harm reduction perspective as well as a careful weighing of risks and
benefits is critical to help parents who are struggling to understand why certain
medical recommendations are in the best interest of their child’s health and safety.
In most states, medical consent laws do not require dual parent consent, but generally
require that at least one parent or guardian with legal custody consent to care. If the
child’s parents are married, they typically both have legal custody over the child. If
the child’s parents are divorced or separated, legal custody may be more complicated,
and providers should determine who is in a position to access records and make
decisions regarding the child’s care. While having all parents or guardians consent
to care and affirm their child’s TGD identity is optimal, it is not necessary or possible
in many cases. Ensuring that a single primary caregiver understands the issues and
is willing to support their TGD child may be the best that can be achieved in certain
situations. When presented with documentation about legally required dual parent
consent for medical decision making in the case of divorced parents or a legal cease
and desist notification, the medical provider must act in accordance with the law.
However, many providers work with youth, supportive family members, and the
legal system and go to court to work around issues of medical neglect, verbal or
emotional child abuse, and the imperative of extending medically necessary care to
their minor patients.
Complications may thus be created when one or more legal guardians of a child
object to a particular course of treatment. One consideration for providers to keep in
mind, however, is whether a state has adopted or rejected the mature minor doctrine,
which recognizes that sufficiently informed and mature youth may be equipped to
consent to a course of treatment without parental consent. Generally, the mature
minor doctrine applies to youth who are at least 16 years old, although some states
allow practitioners and courts to extend the designation to younger individuals. The
3
Exceptions exist, for example, when youth are legally emancipated or in life-threatening
emergencies.
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doctrine varies in its existence and applicability from state to state. In some
jurisdictions, it has been codified into law; in others, it has been developed in the
courts; and in others, it does not exist. Practitioners faced with parental disapproval
of a course of treatment for a TGD minor should consult the laws of their state, legal
counsel, or professional associations in their state and consider whether the mature
minor doctrine would apply.
A final consideration that practitioners should keep in mind are the requirements
for changing a person’s name and gender marker under state law. Obtaining legal
recognition of one’s name and gender can be an important part of social transition
with benefits for a person’s health and well-being. While all US states generally
allow individuals to change their names, the requirements for documents like
driver’s licenses and birth certificates differ from state to state [21].
The requirements to change gender markers on driver’s licenses vary widely. In
22 states and the District of Columbia, the state will change a person’s gender
marker without any documentation or with documentation from a wide range of
professionals. In 14 states, a person must meet a slightly higher burden by providing
proof of clinical treatment or updated documentation. In 9 states, a person must
meet far more stringent requirements by providing proof of gender confirmation
surgery, a court order, or an updated birth certificate to change the gender marker on
their driver’s license. In the final 5 states, the policy remains somewhat unclear
(Fig. 20.4). Notably, 12 states – Arkansas, California, Colorado, Hawaii, Indiana,
Maine, Maryland, Minnesota, Nevada, Oregon, Utah, and Vermont – and the District
of Columbia allow people to select a nonbinary gender marker on their driver’s
license [21].

Fig. 20.4 State policies on changing gender markers on identification, July 2019
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Fig. 20.5 State policies on amending birth certificates, July 2019

The requirements to change gender markers on birth certificates are generally
more stringent. In two states – Ohio and Tennessee – state law does not permit an
individual to change their gender marker on their birth certificate. In another 15
states, individuals can only change their gender marker if they have undergone
gender confirmation surgery, which may create a particularly high barrier for
TGD youth. In yet another 12 states, the medical requirements for a gender marker
change are unclear and/or require a court order (Fig. 20.5). In the remaining 21
states and the District of Columbia, the state does not require gender confirmation
surgery or a court order to issue a revised birth certificate, and in 7 of these states –
California, Colorado, New Jersey, New Mexico, Oregon, Utah, and Washington –
individuals have the option to select a nonbinary designation rather than identifying
as male or female [21].
Input from medical providers can be a critical component of these gender marker
changes on driver’s licenses and birth certificates. Understanding a state’s specific
requirements and providing easy to use resource materials to help patients and
parents begin these legal processes is another important aspect of trans-affirmative
care. There are a number of online resources that keep up to date with current
state-by-state regulations.4
In some instances, practitioners may be asked to certify that an individual is
undergoing transition [22, 23]. To change a person’s sex on their passport, for
4
https://transequality.org/documents and https://transgenderlawcenter.org/resources/id/state-bystate-overview-changing-gender-markers-on-birth-certificates
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example, the US State Department requires “a medical certification that indicates
you have had appropriate clinical treatment for transition to male or female, or are
in the process of transition to male or female” [24]. What this means can be open
to interpretation. Providers should at a minimum be aware that such certification
may be requested from them and should be clear and transparent with patients
about their criteria for providing such a letter. While it is important for providers
to use their professional judgment in determining whether such a letter is
warranted, providers should also be mindful that they do not impose rigid
expectations about what a transgender person should look or act like or place
undue obstacles in the way of patients’ transition. As understandings of gender
diversity expand, so do expectations in the process of transition, variation in goals
of gender-affirming care, and a diversity of gender identities as the outcome of
such care. Providers of all types might provide such a certification if they know
the patient and are involved in their care. Providers should ensure that these letters
include relevant facts or language necessary for it to be valid. If providers are
unsure about what information to include, they may wish to consult sample letters
that transgender organizations and experienced providers have composed
(Fig. 20.6) [25].

Licensed Physician’s Letterhead
(including address and telephone number)
I, [PHYSICIAN’S FULL NAME], [PHYSICIAN’S MEDICAL LICENSE OR
CERTIFICATE NUMBER], [ISSUING STATE OR COUNTRY OF MEDICAL
LICENSE/CERTIFICATE], [DEA REGISTRATION NUMBER OR COMPARABLE
FOREIGN DESIGNATION], am the physician of [NAME OF PATIENT], with whom I
have a doctor/patient relationship and [WHOM I HAVE TREATED OR WHOSE
MEDICAL HISTORY I HAVE REVIEWED AND EVALUATED].
[NAME OF PATIENT] has had appropriate clinical treatment for gender transition to
the new gender [MALE OR FEMALE].
[INCLUSION OF ADDITIONAL INFORMATION IS NOT REQUIRED OR
RECOMMENDED].
I declare under penalty of perjury under the laws of the United States that the
foregoing is true and correct.
Signature of Physician
Typed Name of Physician
Date

Fig. 20.6 Sample provider letter from Transgender Legal Defense and Education Fund
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In these different areas, state law is highly relevant to what providers are able
to offer and what requirements they must meet to offer it freely. Where state law
protections are lacking, practitioners may also wish to consult municipal
nondiscrimination ordinances to see if gender identity is protected locally.

Frontiers in Law
In recent years, litigants and lawmakers have argued for an expansion of exemptions
that permit medical providers to decline to provide services based on their religious
or moral beliefs. Such challenges were raised in court, for example, in response to
the preventive care and nondiscrimination provisions of the ACA. Under the
leadership of Attorney General Jeff Sessions and Secretaries of Health and Human
Services Tom Price and Alex Azar, federal agencies have promulgated rules that aim
to expand the grounds under which medical providers can legally refuse to provide
services. It is important for providers to understand what these rules do and do not
permit, and for hospitals and other medical institutions to take steps to ensure that
any objections do not interfere with a patient’s ability to obtain accessible, timely,
effective health services without discrimination.
On October 6, 2017, Attorney General Sessions released new guidance aimed at
summarizing and clarifying existing protections for religious objectors under US
law [26]. On January 18, 2018, HHS announced it would be creating a new division
within its Office of Civil Rights to pursue claims related to conscience protections
in health care [27]. On January 26, 2018, HHS proposed a new rule that would
expand the circumstances under which individuals and institutions can deny care to
patients on the basis of the entities’ moral or religious beliefs [28]. The rule identified
ten statutes that contain conscience protections, mainly for providers who may be in
a position to perform abortions but have moral or religious reservations about doing
so. While it purported to clarify and streamline existing protections, it would
functionally expand them by redefining key terms used in the statutes, broadening
what constitutes a “health care entity,” expanding what it means to “assist in the
performance of” a healthcare service, and purporting to exempt providers from a
wide range of referral requirements [29].
The final rule was released in May 2019 but its implementation was delayed by
a legal challenge, and it is not yet clear how HHS intends to enforce conscience
claims with regard to gender-affirming care. The rule interprets statutes that, by
their own terms, are limited to abortion; sterilization; assisted suicide; euthanasia or
mercy killing; counseling and referrals under Medicare and Medicaid; foreign
assistance for HIV/AIDS; certain compulsory medical tests or immunizations; and
religious nonmedical health care institutions [28]. In the text of the proposed rule,
however, HHS offered examples of instances where it felt that conscience had been
insufficiently protected in the past; one of these examples was Minton v. Dignity
Health, in which a transgender man is suing a provider who canceled his
hysterectomy after being informed that he is transgender [28]. The inclusion of this
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specific example in the proposed rule suggests that HHS regards the enforcement of
nondiscrimination protections as a threat to religious freedom, and intends to use its
authority expansively to back providers who decline to provide to TGD people
services that they would provide to their cisgender patients. One way that HHS may
do so is by adopting an expansive vision of what “sterilization” entails to include
procedures that only incidentally affect a person’s reproductive capacity – a shift
that would broaden the term far beyond its statutory meaning and jeopardize various
forms of transition-related care. In the final rule, HHS indicated that objections to
treatment for gender dysphoria would be evaluated on a case-by-case basis.
While much attention has been paid to possible federal regulatory shifts, states
have enacted sweeping exemption laws as well. The most expansive is in Mississippi,
which licenses discriminatory conduct that is grounded in any of three beliefs: that
marriage should be between a man and a woman, that sex outside of marriage is
improper, and that “biological sex” is immutable and fixed at birth. It protects these
beliefs in a range of areas, including when a medical provider “declines to participate
in the provision of treatments, counseling, or surgeries related to sex reassignment
or gender identity transitioning or declines to participate in the provision of
psychological, counseling, or fertility services” [30].
While Mississippi’s law directly targets TGD patients, other states have laws that
may also be used to deny patients care. For years, Illinois has had an expansive law
that protects a provider’s “conscientious refusal to receive, obtain, accept, perform,
assist, counsel, suggest, recommend, refer or participate in any way in any particular
form of health care services contrary to his or her conscience” [31]. Tennessee has
a narrower law stating that “[n]o counselor or therapist providing counseling or
therapy services shall be required to counsel or serve a client as to goals, outcomes,
or behaviors that conflict with a sincerely held religious belief of the counselor or
therapist” [32]. Both of these laws contain some protections for patients; Tennessee
requires the objecting mental health professional to facilitate a referral [32], while
Illinois requires that objectors refer the patient, notify the patient about other
providers, or have a non-objecting provider perform the service in their stead [31].
Research suggests that providers may not be aware of or complying with the referral
provisions, however, and the patient protections in Illinois are being challenged in
court by religious providers who feel that facilitating a referral would also violate
their religious beliefs.
When discussing religious exemptions in healthcare, it is important for hospitals
to stay appraised of what these laws actually cover and what they do not protect.
Some advocates, for example, argue that Alabama law also addresses religious
refusals targeting TGD people. The relevant statute states: “A health care provider
has the right not to participate, and no health care provider shall be required to participate, in a health care service that violates his or her conscience when the health
care provider has objected in writing prior to being asked to provide such health
care services” [33]. The statute narrowly defines “health care service,” however, to
include only “medical care, treatment or procedure that is limited to abortion,
human cloning, human embryonic stem cell research, and sterilization” [33]. While
some transition-related care may have the functional effect of rendering a person
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sterile, that is not the primary purpose of transition-related care, and other procedures that have that incidental effect are generally not regarded as “sterilization.”
Providers should construe these laws narrowly, and to err on the side of ensuring
that patients are provided with affirming and nondiscriminatory care.
Providers should also be conscious of the changing legal landscape regarding
“conversion therapy,” or efforts to change the sexual orientation or gender identity
of youth. The practice of conversion therapy has been roundly rejected by a wide
range of professional associations in medicine and is increasingly prohibited by law.
As of July 2019, eighteen states – California, Colorado, Connecticut, Delaware,
Hawaii, Illinois, Maine, Maryland, Massachusetts, Nevada, New Hampshire, New
Jersey, New Mexico, New York, Oregon, Rhode Island, Vermont, and Washington –
and the District of Columbia had banned the practice, as have many municipalities
in other states. Providers should ensure they are equipped to provide parents and
guardians with medical guidance about the inefficacy and harmfulness of conversion therapy and should intervene in the event they learn that it is being performed
(Fig. 20.7).
Providers can play an important role in opposing conversion therapy and countering the adverse effects of refusal laws. When legislation on these issues is proposed, providers can be a valuable source of information for legislators and can help
articulate why these laws might affect the ability of TGD youth to access needed
care. Where conversion therapy bans are proposed, providers can share their professional judgment about the harmful effects of seeking to change a TGD youth’s sexual orientation or gender identity, and the benefits of providing trans-affirmative
care. Where refusal laws have been enacted, providers should work to develop

Fig. 20.7 State policies on conversion therapy, July 2019
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institutional protocols to minimize disruptions in care. Such protocols might, for
example, require that providers register religious or moral objections in advance,
ensure that willing providers are in place to step in and deliver care without
disruption or embarrassment to the patient, provide referrals so patients can obtain
any services that are not offered at all, and make exceptions in the event of a medical
emergency. Research also suggests that refusal laws may make TGD people less
likely to seek care for fear of facing discrimination in healthcare [29]. In states
where such laws have been enacted, providers may wish to affirmatively advertise
their willingness to work with TGD youth and provide gender-affirming care.

Conclusion
As the above examples illustrate, many of the political and legal battles being fought
over transgender rights have profound effects, both direct and incidental, on the
provision of care to TGD youth. At times, political attempts to restrict transgender
rights may run counter to professional standards, and pose an immediate dilemma
for providers balancing their ethical and legal commitments. As bills related to
transgender rights are being debated, providers who are committed to working with
TGD youth should consider participating in public deliberations and sharing their
professional perspectives with lawmakers and the public.
In this dynamic context, however, providers are not without guideposts. A wide
range of medical professional organizations have emphasized the importance of
providing affirming care for TGD youth. Providers who are unsure of the laws in
their jurisdiction should clarify potential restrictions and inquire into workarounds
that are legal and move affirmative care forward. Seeking out legal counsel or
professional organizations can be helpful for this. As with all youth, providers must
ensure they provide respectful and quality care, which in the case of TGD youth
means gender-affirming care. They should be mindful of the importance of social
transition, and take the time to work with parents or guardians, schools, and
institutions who may be a part of that process. To the fullest extent possible, they
should help TGD youth pursue a course of treatment that respects their identity and
promotes their health and well-being.
The legal landscape for TGD youth is both dynamic and varied. Often, this is
because of developments outside of the medical setting, from contestation over
federal nondiscrimination laws to the patchwork of protections and restrictions in
different states. In this environment, it is important for healthcare providers to keep
up to date and remain appraised of what is and is not possible when working with
TGD youth. But amid these legal restrictions, providers must be mindful of their
own professional judgment and the edict to do no harm, and thoroughly explore the
possibilities for providing care for TGD youth even in restrictive contexts. Healthcare
professionals may participate in improving both education and services related to
gender-affirming care, and in this professional capacity, work toward trans-
affirmative laws and cultural environments. Healthcare professionals, with the
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privilege of education and information, not only have opportunities to provide TGD
youth and families with support and resources, but have some obligation to work
toward health equity and human rights for a population that often faces medical and
legal barriers.
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