
UNITED STATES DISTRICT COURT 

MIDDLE DISTRICT OF FLORIDA 

JACKSONVILLE DIVISION 

 

  

DREW ADAMS, a minor, by and through 

his next friend and mother, ERICA 

ADAMS KASPER, 

 

               Plaintiff, 

v. 

 

THE SCHOOL BOARD OF ST. JOHNS 

COUNTY, FLORIDA, 

 

                 Defendant. 

 

 

 

 

 

Case No. 3:17-cv-00739-TJC-JBT 

 

REQUEST FOR JUDICIAL NOTICE AND MEMORANDUM OF LAW AS TO 

CLINICAL GUIDELINES, RESOLUTIONS, STANDARDS OF CARE, AND 

STATEMENTS BY MAJOR MEDICAL AND MENTAL HEALTH 

ORGANIZATIONS 

 

Pursuant to Federal Rule of Evidence 201, Plaintiff, Drew Adams, a minor, by and 

through his next friend and mother, Erica Adams Kasper (“Plaintiff”), and by and through their 

undersigned counsel, respectfully requests that this Court take judicial notice that the major 

medical and mental health organizations referenced herein have issued clinical guidelines, 

resolutions, standards of care, and statements supporting gender-affirming care for transgender 

people and gender dysphoria, including opposing policies that do not treat transgender people 

consistent with their identity.  These official clinical guidelines, resolutions, standards of care, 

and statements are publicly available and readily verifiable on the websites of the respective 

organizations, as detailed below. 
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MEMORANDUM OF LAW 

 Federal Rule of Evidence 201 allows this Court to take judicial notice of adjudicative 

facts that cannot reasonably be disputed and are subject to ready proof.  Specifically, “[t]he 

Court may judicially notice a fact that is not subject to reasonable dispute because it: (1) is 

generally known within the trial court’s territorial jurisdiction; or (2) can be accurately and 

readily determined from sources whose accuracy cannot reasonably be questioned.”  Fed. R. 

Evid. 201(b).  Moreover, the Court is required to take judicial notice upon Plaintiff’s request 

where, as here, the Court “is supplied with the necessary information.”  Fed. R. Evid. 201(c).  

All of these requirements are met here. 

Courts within the Eleventh Circuit routinely take judicial notice of press releases such 

as these for the purpose of noting the existence of a press release’s message.  See First Global 

Corp. v. Mansiana Ocean Residences, LLC, No. 09-21092, 2010 WL 2163756, at *3 n.3 (S.D. 

Fla. May 27, 2010) (“It is within the scope of Federal Rule of Evidence 201 for a court to take 

judicial notice of a press release, for the limited purpose of noting the existence of the press 

release’s message”) (citing Shahar v. Bowers, 120 F.3d 211, 214 n.5 (11th Cir. 1997)); see 

also Richard Thorpe & Darrel Weisheit v. Walter Inv. Mgmt. Corp., 111 F. Supp. 3d 1336 

(S.D. Fla. 2015) (taking judicial notice of, inter alia, organization’s press releases).  What is 

more, courts in the Eleventh Circuit typically take judicial notice of press releases and other 

materials posted on a website where, as here, those materials exhibit conventional indicia of 

reliability. See, e.g., R.S.B. Ventures, Inc. v. F.D.I.C., 514 F. App’x 853, 856 (11th Cir. 2013); 

Mawulawde v. Bd. of Regents of Univ. Sys. of Georgia, No. CV 105-099, 2007 WL 2460774 

at *8 n.10 (S.D. Ga. 2007) (citing cases); S.W. Georgia Fin. Corp. v. Colonial Am. Cas. & Sur. 
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Co., No. CIV.A. 7:08-CV-55HL, 2009 WL 1410272 (M.D. Ga. 2009); see also Elat v. 

Ngoubene, 993 F. Supp. 2d 497, 516 (D. Md. 2014) (“tak[ing] judicial notice of the content of 

the website of the American Psychological Association pursuant to Fed. R. Evid. 201”).  

In addition, courts may “take judicial notice of matters of science and common 

knowledge.”  Babish v. Sedgwick Claims Mgmt. Servs., Inc., No. 2:07-CV-1539, 2009 WL 

563951, at *3 (W.D. Pa. Mar. 2, 2009).  As such, courts routinely take judicial notice of 

medical diagnostic criteria, standards, and guidelines.  See, e.g., United States v. Long, 562 

F.3d 325, 335 (5th Cir. 2009) (“We take judicial notice of these as the DSM-IV’s authoritative 

nature makes the criteria ‘capable of accurate and ready determination by resort to sources 

whose accuracy cannot reasonably be questioned.’ Fed. R. Evid. 201(b).”); United States v. 

Johnson, 979 F.2d 396, 401 (6th Cir. 1992) (taking judicial notice of American Psychiatric 

Association’s Diagnostic and Statistical Manual of Mental Disorders (“DSM”)); United States 

v. Cantu, 12 F.3d 1506, 1509 n.1 (9th Cir. 1993) (taking judicial notice of a condition listed in 

the DSM–IV); Aldridge v. Thaler, No. CIV.A. H-05-608, 2010 WL 1050335, at *29 (S.D. Tex. 

Mar. 17, 2010) (noting “[t]he Fifth Circuit has taken judicial notice of DSM–IV”); Gough v. 

Metro. Life Ins. Co., No. 3:03-0158, 2003 WL 23411993, at *2 (M.D. Tenn. Nov. 21, 2003) 

(“The Court hereby takes judicial notice of the contents of the American Psychiatric 

Association’s Diagnostic and Statistical Manual of Mental Disorders Revised Text (4th 

Ed.2000) for purposes of adjudicating the parties’ cross Motions for Judgment on the 

Administrative Record.”).   

Here, the standards of care and clinical guidelines are of such authoritative nature that 

they satisfy the criteria that they be “capable of accurate and ready determination by resort to 
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sources whose accuracy cannot reasonably be questioned.”  Fed. R. Evid. 201(b).  See Doe by 

& through Doe v. Boyertown Area Sch. Dist., No. CV 17-1249, 2017 WL 3675418, at *37 

(E.D. Pa. Aug. 25, 2017) (“There are accepted standards in the medical and mental health fields 

for treating gender dysphoria in adolescents, with these standards being documented in the 

Endocrine Society Guidelines and in the WPATH Standards of Care (currently in its seventh 

edition).”); id. (“The WPATH Standards of Care are widely used and accepted in the field by 

clinicians dealing with youth with gender identity issues.”); Norsworthy v. Beard, 87 F. Supp. 

3d 1164, 1170 (N.D. Cal.) (“The World Professional Association for Transgender Health 

(“WPATH”) has developed Standards of Care for the Health of Transsexual, Transgender, and 

Gender–Nonconforming People (‘Standards of Care’), which are recognized as authoritative 

standards of care by the American Medical Association, the American Psychiatric Association, 

and the American Psychological Association.”), appeal dismissed and remanded, 802 F.3d 

1090 (9th Cir. 2015); Glenn v. Brumby, 724 F. Supp. 2d 1284, 1289 (N.D. Ga. 2010), aff’d, 

663 F.3d 1312 (11th Cir. 2011) (“Based upon the record, there is sufficient evidence that 

statements of WPATH are accepted in the medical community.”).   

Accordingly, pursuant to Federal Rule of Evidence 201, Plaintiff hereby requests that 

this Court take judicial notice that the major medical and mental health organizations listed 

below have issued clinical guidelines, resolutions, standards of care, and statements supporting 

gender-affirming care for transgender people and gender dysphoria, including opposing 

policies that do not treat transgender people consistent with their identity.  In addition, Plaintiff 

requests that the Court take judicial notice of the contents of the clinical guidelines and 

standards of care listed below based on their indisputable authoritative nature.   
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1) The American Academy of Family Physicians, American Academy of Family 

Physicians Reaffirms Antidiscrimination Policy with Vote on Transgender Equality, 

(Sept. 20, 2016), https://perma.cc/J7XS-6GFV (last visited Nov. 28, 2017) (attached 

hereto as Exhibit 1). 

2) American Family Therapy Academy, Statement on Transgender Students (Mar. 14, 

2017), available at https://perma.cc/YBH2-7WRE (last visited Nov. 28, 2017) 

(attached hereto as Exhibit 2).  

3) American Academy of Pediatrics, Policy Statement: Office-Based Care for Lesbian, 

Gay, Bisexual, Transgender, and Questioning Youth (2013), available at 

https://perma.cc/XXW9-FW2V (last visited Nov. 28, 2017) (attached hereto as Exhibit 

3). 

4) American Academy of Pediatrics, Technical Report: Office-Based Care for Lesbian, 

Gay, Bisexual, Transgender, and Questioning Youth (2013), available at 

https://perma.cc/CJ5W-LUEU (last visited Nov. 28, 2017) (attached hereto as Exhibit 

4). 

5) American College of Obstetricians and Gynecologists, Health Care for Transgender 

Individuals (Dec. 2011), available at https://perma.cc/PM4G-R7R5 (last visited Nov. 

28, 2017) (attached hereto as Exhibit 5). 

6) American College of Physicians, Daniel, H., et al., Lesbian, Gay, Bisexual, and 

Transgender Health Disparities: Executive Summary of a Policy Position Paper from 

the American College of Physicians, 163 ANNALS OF INTERNAL MEDICINE 2 at 135-148 
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(July 2015), available at https://perma.cc/YAR2-DGRJ (last visited Nov. 28, 2017) 

(attached hereto as Exhibit 6). 

7) American Medical Association, Health Care Needs of Lesbian Gay Bisexual and 

Transgender Populations H-160.991 (2016), available at https://perma.cc/4N67-

N6YP (last visited Nov. 28, 2017) (attached hereto as Exhibit 7). 

8) American Medical Association, Removing Financial Barriers to Care for Transgender 

Patients H-185.950 (2016), available at https://perma.cc/UYL8-4SLQ (last visited 

Nov. 28, 2017) (attached hereto as Exhibit 8). 

9) American Medical Association, Access to Basic Human Services for Transgender 

Individuals H-65.964 (2017), available at https://perma.cc/RA33-4FFD (last visited 

Nov. 28, 2017) (attached hereto as Exhibit 9). 

10) American Psychiatric Association, Position Statement on Discrimination Against 

Transgender and Gender Variant Individuals (May 2012), available at 

https://perma.cc/8DRZ-YV8W (last visited Nov. 28, 2017) (attached hereto as Exhibit 

10). 

11) American Psychiatric Association, Position Statement on Access to Care for 

Transgender and Gender Variant Individuals (May 2012), available at 

https://perma.cc/UH8L-L9TG (last visited Nov. 28, 2017) (attached hereto as Exhibit 

11). 

12) American Psychological Association, Transgender, Gender Identity, and Gender 

Expression Non-Discrimination (Aug. 2008), available at https://perma.cc/ER78-

GZ9X (last visited Nov. 28, 2017) (attached hereto as Exhibit 12). 
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13) American Psychological Association, Report of the APA Task Force on Gender Identity 

& Gender Variance (2009), available at http://www.apa.org/pubs/info/reports/gender-

identity.aspx (last visited Nov. 28, 2017) (attached hereto as Exhibit 13). 

14) American Psychological Association, Guidelines for Psychological Practice with 

Transgender and Gender Nonconforming People, 70 AMERICAN PSYCHOLOGIST 9 at 

832-864 (Dec. 2015), available at https://perma.cc/BRC5-LTAN (last visited Nov. 28, 

2017) (attached hereto as Exhibit 14). 

15) American Psychological Association and National Association of School 

Psychologists, Resolution on Gender and Sexual Orientation Diversity in Children and 

Adolescents in Schools, (Feb. 2015), available at 

http://www.apa.org/about/policy/orientation-diversity.aspx (last visited Nov. 28, 2017) 

(attached hereto as Exhibit 15). 

16) The Endocrine Society, Position Statement: Transgender Health (2017), available at 

https://perma.cc/KX34-LXYU (last visited Nov. 28, 2017) (attached hereto as Exhibit 

16). 

17) The Endocrine Society, Hembree, W., et al., Endocrine Treatment of Gender-

Dysphoric/Gender-Incongruent Persons: An Endocrine Society Clinical Practice 

Guideline, 102 J. CLINICAL ENDOCRINOLOGY & METABOLISM 11 at 3869-3903 (Nov. 

2017) available at https://perma.cc/PL9N-XR95 (last visited Nov. 28, 2017) (attached 

hereto as Exhibit 17). 

18) National Association of Social Workers, National Committee on Lesbian, Gay, 

Bisexual, and Transgender Issues: Position Statement (May 2015), available at 
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https://perma.cc/9K5A-CX7B (last visited Nov. 28, 2017) ((attached hereto as Exhibit 

18). 

19) National Association of Social Workers, Policy Statement: Transgender and Gender 

Identity Issues (Aug. 2008), available at https://perma.cc/R86C-VKDK (last visited 

Nov. 28, 2017) (attached hereto as Exhibit 19). 

20) Pediatric Endocrine Society, Lopez, X., et al., Statement on Gender-Affirmative 

Approach to Care from the Pediatric Endocrine Society Special Interest Group on 

Transgender Health, 29 CURRENT OPINION ON PEDIATRICS 4 at 475-480 (Aug. 2017), 

available at https://perma.cc/K8Z8-Y5YX (last visited Nov. 28, 2017) (attached hereto 

as Exhibit 20). 

21) Pediatric Endocrine Society, PES Statement Promoting Safety of Transgender Youth 

(Mar. 2017), available at https://perma.cc/SU9J-N78Y (last visited Nov. 28, 2017). 

22) Substance Abuse and Mental Health Services Administration, Ending Conversion 

Therapy: Supporting and Affirming LGBTQ Youth (Oct. 2015), 

https://perma.cc/NUD5-JEJX (last visited Nov. 28, 2017) (attached hereto as Exhibit 

22). 

23) World Medical Association, WMA Statement on Transgender People (Oct. 2015), 

available at https://perma.cc/YHA3-KWRL (last visited Nov. 28, 2017) (attached 

hereto as Exhibit 23). 

24) World Professional Association for Transgender Health, Position Statement on 

Medical Necessity of Treatment, Sex Reassignment, and Insurance Coverage in the 
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U.S.A. (Dec. 2016), available at https://perma.cc/EE2X-SAWR (last visited Nov. 28, 

2017) (attached hereto as Exhibit 24). 

25) World Professional Association for Transgender Health, Standards of Care for the 

Health of Transsexual, Transgender, and Gender Nonconforming People, 7th Version, 

(2011) available at https://perma.cc/L7SL-E3XG (last visited Nov. 28, 2017) (attached 

hereto as Exhibit 25). 

CONCLUSION 

 Wherefore, based on the foregoing, Plaintiff respectfully requests that this Court take 

judicial notice of the above adjudicative facts pursuant to Federal Rule of Evidence 201(b), as 

they are not subject to reasonable dispute.  

CERTIFICATE OF CONFERENCE PURSUANT TO LOCAL RULE 3.01(g) 

Pursuant to 3.01(g) of the Local Rules of the Middle District of Florida, the undersigned 

certifies that he has conferred with the attorneys representing Defendant regarding the relief 

requested in the motion.  The parties were unable to reach a resolution and Defendant’s counsel 

does not consent to the relief requested. 

Dated this 29th of November, 2017 

Respectfully submitted,      

 

/s/  Omar Gonzalez-Pagan 

Omar Gonzalez-Pagan  

(admitted pro hac vice) 

LAMBDA LEGAL DEFENSE  

AND EDUCATION FUND, INC.  

120 Wall Street, 19th Floor 

New York, New York 10005-3919 

Telephone: 212-809-8585   

Facsimile:  212-809-0055 

ogonzalez-pagan@lambdalegal.org  

 

Kirsten Doolittle, Trial Counsel 

Florida Bar No. 942391 

THE LAW OFFICE OF KIRSTEN DOOLITTLE, P.A. 

The Elks Building 

207 North Laura Street, Ste. 240 

Jacksonville, FL 32202 

Telephone:  904-551-7775 

Facsimile:  904-513-9254 

kd@kdlawoffice.com  
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Tara L. Borelli (admitted pro hac vice) 

LAMBDA LEGAL DEFENSE AND 

EDUCATION FUND, INC.  

730 Peachtree Street NE, Suite 640 

Atlanta, GA 30308-1210 

Telephone:  404-897-1880   

Facsimile:  404-897-1884 

tborelli@lambdalegal.org 

 

Paul D. Castillo (admitted pro hac vice) 

LAMBDA LEGAL DEFENSE  

AND EDUCATION FUND, INC.  

3500 Oak Lawn Avenue, Suite 500 

Dallas, Texas 75219 

Telephone:  214-219-8585   

Facsimile:   214-219-4455 

pcastillo@lambdalegal.org  

 

Natalie Nardecchia  

(admitted pro hac vice) 

LAMBDA LEGAL DEFENSE AND 

EDUCATION FUND, INC.  

4221 Wilshire Boulevard, Suite 280 

Los Angeles, CA 90010-3512 

Tel. 213-382-7600  |  Fax: 213-351-6050 

nnardecchia@lambdalegal.org    

 

  

Jennifer Altman 

Florida Bar No: 881384 

Markenzy Lapointe 

Florida Bar No: 172601 

Shani Rivaux 

Florida Bar No: 42095 

Aryeh Kaplan 

Florida Bar No: 60558 

PILLSBURY WINTHROP SHAW PITTMAN, LLP 

600 Brickell Avenue Suite 3100 

Miami, FL 33131 

Telephone:  786-913-4900 

Facsimile:  786-913-4901 

jennifer.altman@pillsbury.com 

markenzy.lapointe@pillsburylaw.com 

shani.rivaux@pillsbury.com  

aryeh.kaplan@pillsbury.com  

 

Richard M. Segal (admitted pro hac vice) 

Nathaniel R. Smith (admitted pro hac vice) 

PILLSBURY WINTHROP SHAW PITTMAN LLP 

501 W. Broadway, Suite 1100 

San Diego, CA 92101 

Telephone:  619-234-5000 

Facsimile:  619-236-1995 

richard.segal@pillsburylaw.com 

nathaniel.smith@pillsburylaw.com 

 

 

Counsel for Plaintiff 

 

 

  

Case 3:17-cv-00739-TJC-JBT   Document 115   Filed 11/29/17   Page 10 of 11 PageID 2999

mailto:tborelli@lambdalegal.org
mailto:pcastillo@lambdalegal.org
mailto:nnardecchia@lambdalegal.org
mailto:jennifer.altman@pillsbury.com
mailto:shani.rivaux@pillsbury.com
mailto:aryeh.kaplan@pillsbury.com
mailto:richard.segal@pillsburylaw.com
mailto:nathaniel.smith@pillsburylaw.com


11 

CERTIFICATE OF SERVICE 

I hereby certify that on November 29, 2017, the foregoing motion was filed 

electronically using the Court’s ECF system, which will provide electronic notice to all counsel of 

record, including: 

Terry J. Harmon (tharmon@sniffenlaw.com) 

Robert J. Sniffen (rsniffen@sniffenlaw.com) 

Michael P. Spellman (mspellman@sniffenlaw.com) 

Lisa B. Fountain (lfountain@sniffenlaw.com)  

Kevin Kostelnik (kkostelnik@sniffenlaw.com)  

SNIFFEN & SPELLMAN, P.A. 

123 North Monroe Street 

Tallahassee, Florida 32301 

 

Robert Christopher Barden (rcbarden@mac.com) 

RC Barden & Associates 

5193 Black Oaks Court North 

Plymouth, MN 55446-2603 

 

Attorneys for Defendant, The School Board of St. Johns County, Florida 

 

/s/ Omar Gonzalez-Pagan 

Omar Gonzalez-Pagan  

(admitted pro hac vice) 

LAMBDA LEGAL DEFENSE AND EDUCATION FUND, INC.  

120 Wall Street, 19th Floor 

New York, New York 10005-3919 

Tel.: 212-809-8585  |  Fax: 212-809-0055 

ogonzalez-pagan@lambdalegal.org 
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FOR IMMEDIATE RELEASE    
Tuesday, Sept. 20, 2016

Contact: 
Leslie Champlin 
Senior Public Relations Strategist 
American Academy of Family Physicians 
(800) 274-2237, Ext. 5224 
lchampli@aafp.org (http://www.aafp.org/media-center/internal/mediacontacts/lchamplin.html)

LEAWOOD, Kan. — The American Academy of Family Physicians today reaffirmed its policies against discrimination
by approving a resolution that specifically opposes state and federal laws that compromise the safety and health of
transgender people.

The action, which opposes laws prohibiting transgender people from using public facilities that match their identity, adds
to the AAFP’s long-standing policy against discrimination.

AAFP’s policy (http://www.aafp.org/about/policies/all/patient-discrimination.html) opposes “all discrimination in any form, including
but not limited to, that on the basis of actual or perceived race, color, religion, gender, sexual orientation, gender
identity, ethnic affiliation, health, age, disability, economic status, body habitus or national origin.”

However, delegates focused on access to public facilities as a result of recent legislation restricting transgender
people’s access to public accommodations. Of 21 state bills dealing with transgender issues in 2015
(http://www.hrc.org/resources/unprecedented-onslaught-of-state-legislation-targeting-transgender-american), 17 -- or 81 percent -- restricted
access to bathrooms, locker rooms or sports.

Delegates cited the psychological and physical fallout from laws that discriminate against transgender people.
Research (http://williamsinstitute.law.ucla.edu/wp-content/uploads/Herman-Gendered-Restrooms-and-Minority-Stress-June-2013.pdf) has
shown that the inability to use restroom facilities or avoiding restrooms can lead to dehydration, kidney infections and
urinary tract infections.

“Although these issues can be divisive, clearly so-called bathroom bills are discriminatory, and the AAFP has
longstanding policy against discrimination,” said John Meigs, Jr., MD, president-elect of the AAFP.

AAFP Reaffirms Antidiscrimination Policy with
Vote on Transgender Equality
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### 

Founded in 1947, the AAFP represents 129,000 physicians and medical students nationwide. It is the only medical
society devoted solely to primary care.  

Family physicians conduct approximately one in five office visits -- that’s 192 million visits annually or 48 percent more
than the next most visited medical specialty. Today, family physicians provide more care for America’s underserved and
rural populations than any other medical specialty. Family medicine’s cornerstone is an ongoing, personal patient-
physician relationship focused on integrated care. 

To learn more about the specialty of family medicine, the AAFP's positions on issues and clinical care, and for
downloadable multi-media highlighting family medicine, visit www.aafp.org/media (http://www.aafp.org/media). For
information about health care, health conditions and wellness, please visit the AAFP’s award-winning consumer
website, www.familydoctor.org (http://www.familydoctor.org). 

AAFP Reaffirms Antidiscrimination Policy with Vote on Transgender Equality
http://www.aafp.org/media-center/releases-statements/all/2016/transgender-equality.html

Copyright © 2017 American Academy of Family Physicians. All rights reserved.
11400 Tomahawk Creek Parkway • Leawood, KS 66211-2680  
800.274.2237 • 913.906.6000 • Fax: 913.906.6075 • aafp@aafp.org
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November 2017
August 2017
July 2017
June 2017
March 2017
February 2017
January 2017
December 2016
October 2016
August 2016
July 2016
June 2016
March 2016
July 2015
June 2015
March 2015
January 2015
October 2014
August 2014
July 2014
June 2014
May 2014
April 2014
March 2014
February 2014
January 2014
December 2013
November 2013
October 2013
May 2012
March 2012
June 2004

Upcoming Events

There are no upcoming events at this time.

Site Map
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years, reported rates of gonorrhea,
chlamydia, and syphilis have trended
downward for all adolescents, except
for MSM.35 37 One particular disparity
is in HIV infection. Data from the
Centers for Disease Control and Pre
vention (CDC) show that HIV rates
continue to increase among young
MSM 13 to 24 years of age.38

Information on sexual health dis
parities experienced by WSW is limited.
High rates of STIs have been docu
mented in lesbians and bisexual
women with recent sexual contact with
men, but there were also low but
significant rates of STIs in exclusive
WSW relationships. Viral infections,
such as human papillomavirus (HPV)
and herpes simplex virus infection,
may be transmitted via exclusive
female to female sexual contact.39,40

LGBTQ youth are less likely to report
the use of hormonal or barrier con
traceptives at last sexual encounter
when having sex with the opposite
gender.22 Due to high rates of earlier
sexual initiation, a greater number of
partners, and less contraceptive use,
WSW are at higher risk of teenage
pregnancy than are teenagers who
only have sex with the opposite gen
der.1

HEALTH DISPARITIES FOR
TRANSGENDER YOUTH

Challenges faced by such youth and
the potential of family and societal
disapproval increase the risk that
transgender adolescents will experi
ence mental health issues, substance
abuse, and sexual risk taking behav
iors. Transgender people face alarm
ingly high rates of verbal harassment
and physical violence, including at
home and at school.1 Transgender
youth face significant mental health
issues as a consequence, including
depression and suicidality, anxiety,
body image distortion, substance
abuse, and post traumatic stress dis

order. Supportive families can buffer
an adolescent from these negative
outcomes and promote positive health
and well being.8

MTF transgender youth face even more
sexual health disparities than other
sexual minority youth, with very high
rates of HIV and other STIs.41 There
were higher rates of STIs and HIV in
African American and Hispanic, com
pared with white, transgender individ
uals.42,43 Contributing factors included
history of incarceration, homelessness,
exchanging sex for resources, non
consensual sex, and difficulty access
ing health care. Many had injected
liquid silicone in their lifetime, with
some sharing needles for hormone or
silicone injection. Transgender individ
uals who purchase or obtain trans
genic hormones on the street or from
the Internet may cause significant
health problems if used improperly,
even if they are pure.23

PROMOTING SEXUAL HEALTH FOR
LGBTQ YOUTH

Pediatricians and their office staff
should encourage teenagers to feel
comfortable talking with them about
their emerging sexual identities and
concerns about their sexual activities.
Care should be confidential, and it is
not the role of the pediatrician to in
form parents/guardians about the
teenager’s sexual identity or behavior;
doing so could expose the youth to
harm.44

Pediatricians’ use of gender neutral
terms can encourage teenagers to
discuss any questions they have about
their sexual behaviors or sexual ori
entation.19 Table 2 in the technical
report offers suggestions for gender
neutral questions.45 Confidentiality
must be emphasized.19

Teenagers who are abstinent should
have their abstinence acknowledged
and reinforced.19 If the adolescent
notes that they have engaged in sex

ual activity, 1 classic question is “Are
you having sex with males, females, or
both?”46 Table 3 in the technical report
offers some additional suggestions
for asking about specific sexual
behaviors.

STI/HIV TESTING AND PREVENTION

Recent guidelines from the CDC rec
ommend assessing for STI risk in
cluding asking about the gender of all
partners. Pediatricians should then
make decisions about STI testing on
the basis of the sexual behaviors
identified by the sexual history.47

Adolescents who have not engaged in
high risk sex should be tested once
per year. However, adolescents with
multiple or anonymous partners,
having unprotected intercourse, or
having substance abuse issues should
be tested at shorter intervals.47 Spe
cific STI screening recommendations
for MSM are described in Table 4 in
the technical report. Because of the
increased incidence of anal cancer in
HIV infected MSM, screening for anal
cytologic abnormalities has been
proposed.48 Condoms should be en
couraged for all insertive/receptive
sexual activities.47 WSW are at risk of
acquiring bacterial, viral, and pro
tozoan infections from current and
previous partners, both male and fe
male. STD treatment guidelines from
the CDC recommend a frank discus
sion of sexual behavioral risk so that
the physician can make decisions
about which STI tests to perform. Ad
ditionally, because many WSW have
also had sex with men, HPV vaccine
and routine cervical cancer screen
ing should be offered to women ac
cording to recommended guidelines.
Condoms for sex toys and dental dam
for oral vaginal contact should be
emphasized.47

The CDC recommends routine im
munization of males and females 11 or
12 years of age with HPV 4; catch up
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The comprehensive IOM publication
includes a section on childhood and
adolescence. This updated clinical re
port provides definitions and the best
information available about the de
mographics of this group of adoles
cents. Being a member of this group
of teens is not, in itself, a risk be
havior; nor should sexual minority
youth be considered abnormal. How
ever, the presence of stigma reflected
in the terms “homophobia” and “het
erosexism” often leads to psycho
logical distress, which may be
accompanied by an increase in risk
behaviors. “Homophobia” refers to an
irrational fear and resulting hatred of
homosexual individuals. “Heterosex
ism” is the societal expectation that
heterosexuality is the expected norm
and that, somehow, LGBTQ individuals
are abnormal. Although limited, stud
ies on the resilience of sexual minor
ity youth will be discussed. Studies
specifically focused on the disparities
in the health of these teens in mental
health, substance abuse, and sexuality
will be presented, along with new
research about emerging effective in
dividual and community health strat
egies for reducing risks. Finally,
issues in providing clinical care and
modifying patient care approaches
will be discussed.

Although most LGBTQ youth are quite
resilient and emerge from adoles
cence relatively unscathed, the health
disparities of this vulnerable pop
ulation can be significant and often
daunting for pediatricians or other
health care providers who are
assisting youth in their care. For this
report, the term LGBTQ will be used
whenever discussing studies and
recommendations for all lesbian, gay,
bisexual, transgender youth. Some of
the studies discussed did not include
questioning youth for these, the
term LGBT (lesbian, gay, bisexual, and
transgender) will be used. Because

many adolescents do not define
themselves as a member of a sexual
minority group, assisting teens who
are men having sex with men (MSM)
and women having sex with women
(WSW) will also be discussed. Some of
the studies in this clinical report ref
erence self identified LGBTQ individu
als, and others reference only sexual
behavior (MSM and WSW). For this
report, the term “sexual minority”
includes LGBTQ and MSM/WSW indi
viduals.

DEFINITIONS

Adolescence is characterized as
a time of rapid physical, emotional,
and sexual change, during which
sexual discovery, exploration, and ex
perimentation are part of the process
of incorporating sexuality into one’s
own identity. Adolescents solidify their
gender identification and expression
by observing the gender roles of their
parents and adults, siblings, peers,
and others. Typically, a young person’s
sexual orientation emerges before or
early in adolescence.2,3 In the previous
American Academy of Pediatrics clin
ical report on sexual minority youth
published in June 2004, sexual ori
entation was referred to as “an in
dividual’s pattern of physical and
emotional arousal toward other per
sons.” In strict definition, individuals
who self identify as heterosexual are
attracted to people of the opposite
gender; homosexual individuals self
identify as attracted to people of the
same gender; bisexual teens report
attraction to people of both genders.4

As noted in later sections, sexuality is
much more complex than these clas
sic definitions. Most self identified
gay and lesbian individuals have had
sex with the opposite gender, and
some continue to do so. Many heter
osexuals have had sex with the same
gender, yet self identify as heterosex
ual.1 In common usage, self identified

homosexual people are often referred
to as “gay” if male, and “lesbian” if
female.4 Many adolescents struggle
with their sexual attractions and
identity formation, and some may be
referred to as “questioning.”2 Many
individuals also resist definition; when
reporting same gender sexual behav
ior, these individuals are referred to
as MSM or WSW.1

Gender identity and gender expression
usually conform to anatomic and
chromosomal sex or “natal” sex for
both homosexual and heterosexual
teens. Gender identity is knowledge of
one’s self as being male or female,
whereas gender expression is an
outward expression of being male or
female. For transgender individuals,
their gender or identity does not
match their natal sex. Gender non
conforming (or variant) refers to
people who do not follow other peo
ple’s ideas about how they should act
according to gender roles. They may
or may not be distressed from the
nonconformity.5 Gender dysphoria
refers to dislike or distress about
one’s own gender and about the out
ward manifestations of gender (eg,
hair style, clothing, sports, toys).
Children often begin to express this
dysphoria in the preschool period.
Many young children with gender
dysphoria will resolve their dysphoria
by adolescence, but others will main
tain it. It is difficult to predict, how
ever, whether a young child with
gender dysphoria will be transgender
as a teenager or adult. Thus, it is best
to help families to manage this un
certainty and make it clear in the
family that all options remain accept
able and available as the child grows
up.2,6

Transgender people may be het
erosexual, homosexual, or bisexual.7

Transgender people are often also
identified by the natal gender and
transition to the desired gender; MTF
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is more insidious and damaging. Ho
mophobia refers to an irrational fear
and resulting hatred of homosexuality
and homosexual individuals. Pervasive
in our culture, homophobia is institu
tionalized in stereotypes promoted in
the media and in casual conversa
tion.18 Heterosexism is the societal
expectation that heterosexuality is the
expected norm and that somehow
LGBTQ teens are “abnormal.” Although
it is often easy for the majority of
sexual minority youth to hide their
sexuality from family and friends,
nondisclosure may ultimately be
damaging to adolescents’ developing
self image.19,20 Homophobia perceived
by LGBTQ youth may lead to self
destructive behaviors.21 Societal ho
mophobia is reflected in the higher
rates of bullying and violence suffered
by sexual minority youth.22 Many sex
uality education curricula taught in
schools limit discussion to “‘abstinence
only’ until heterosexual marriage.” This
expected standard may serve to fur
ther isolate and alienate many sexual
minority youth and contributes to in
creased risks of personal violence,
mental health issues, substance abuse,
and risky sexual behaviors.19,23 25

With proper support and guidance, the
majority of LGBTQ youth emerge as
adults with sexual identities that are
associated with little or no significant
increase in risk behaviors compared
with other youth. These resilient young
adults lead happy, productive lives.26

Pediatricians have a role in helping
teenagers sort through their feelings
and behaviors. Young people need in
formation about healthy, positive
expressions of sexuality, and pedia
tricians should assist adolescents as
they develop their identities and to
avoid the consequences of unwanted
pregnancy and sexually transmitted
infections (STIs), regardless of sex
ual orientation.27 Research suggests
that LGBTQ youth really value these

opportunities for discussions with
their pediatricians or primary health
care providers.28 The role of the pe
diatrician is further described in the
section “Making the Office Teen
Friendly for Sexual Minority Youth.”

There may be several barriers for
pediatricians in working with LGBTQ
youth. Until recently, there was not a
focus on LGBTQ issues in medical ed
ucation. The Association of American
Medical Colleges has recently begun
to develop additional resources for
medical educators to use in imple
menting curricular reform on this
topic.29 The Joint Commission also
recently published a comprehensive
guidebook for hospital organizations.30

Although confidentiality is recom
mended for all adolescents, there may
be inadvertent breaches related to
electronic health record access and
insurers that send explanations of
benefit information to parents.

Parental and other adult reactions to
“coming out” vary, and often, adoles
cents and their families will also need
support from their pediatrician dur
ing this process. Parents play a criti
cal role in support of development for
their sexual minority children. The
IOM report noted that “parental sup
port either partially or fully mediated
associations related to suicidal
thoughts, recent drug use, and de
pressive symptomatology.”1 Negative
parental reactions were also associ
ated with higher rates of risk behav
iors.1,31 Parent support organizations,
such as Parents, Families and Friends
of Lesbians and Gays (www.pflag.org),
can provide essential resources for
parents.

NATIONAL STATISTICS

There are inherent difficulties in
obtaining accurate data about sexual
minority youth. Virtually all of the
available information is self report
data on survey instruments; sample

bias and general limitations of self
reported data limit accuracy.32

Although some adolescents are com
fortable enough to reveal their sexuality
on these instruments, many may not
trust that their information will truly be
protected. It may take some time for
an adolescent to come to an under
standing of his/her sexual identity be
fore it is possible to label or describe it
or discuss it with others. Some of the
best data about the number of gay or
lesbian teenagers are state or city
specific. Some states and communities
have added questions to the Centers for
Disease Control and Prevention’s (CDC’s)
Youth Risk Behavior Surveillance (YRBS)
System: at the time of this writing,
Minnesota,33 Vermont,34 Massachu
setts,35 and New York City36 have
added these questions. More nation
ally representative data are found in the
few recent national studies available.

In the 2006 2008 National Survey of
Family Growth, 13.4% of females and
4.0% of males 15 to 24 years of age
self reported that they had sex with
someone of the same gender.37 This
number is much larger than those
who would describe themselves as
gay, lesbian, or bisexual. Among par
ticipants in the Growing Up Today
Study, a US community based longitu
dinal cohort study in 9039 female and
7843 male children recruited at 9 to
14 years of age whose mothers were
participating in the Nurses’ Health
Study II, 16.3% of females and 8.7% of
males reported a sexual orientation
other than heterosexual.38 In wave 1
of the National Longitudinal Study of
Adolescent Health administered to
students in grades 7 through 12, same
gender relationships or attractions were
reported in 7% of girls and 8.4% of
boys.39 Recently, the CDC combined
data from several YRBS survey admin
istrations studying behaviors among
9th through 12th grade sexual minority
youth in the states that inquired about
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repercussions, especially victimiza
tion.1,4,22,23,25 Even if not open about
sexuality, 16% of MSM reported expe
riencing violence. Sometimes it is
simply the perception that an in
dividual might be LGBT that may lead
to bullying, harassment, and violence.52

LGBTQ and MSM individuals report that
the violence directed toward them is
because of perceived sexual orienta
tion or femininity.53 When sexual mi
nority youth are victimized, the physical
assault may lead to death (homicide).
Victimized LGBTQ, MSM, and WSW youth
may experience increased mental
health disorders including depression,
sometimes leading to death by suicide.
There is a strong association between
victimization and suicidality among
sexual minority adolescents recruited
from gay youth community or university
based organizations.54

Bullying at school with resultant ado
lescent suicide has received increased
national attention.55 Of adolescents
who are open about their LGBTQ sex
ual orientation, 84% reported verbal
harassment; 30% reported being
punched, kicked, or injured; and 28%
dropped out of school because of ha
rassment. The Consortium of Higher
Education LGBT Resource Professions
published a press release in October
2010 documenting the violence, inju
ries, and in some cases, deaths of LGBTQ
adolescents.56 The study of pooled CDC
data from the 2001 2009 admin
istrations of the YRBS survey to examine
risk behaviors faced by sexual minority
youth included questions on being vic
tims of threats or violence. In the 9
communities that included relevant
questions, sexual minority youth were
more likely than heterosexual youth to
be in a physical fight, to be injured in
a fight, to be threatened on school
grounds, and to stay home from school
because of perceived risk of violence.22

Positive, supportive school environ
ments, those with zero or at least low

tolerance for homophobic teasing,
bullying, or abuse, were recently shown
to be protective, with significantly lower
rates of depression and suicidality for
sexual minority youth.25 Supporting the
development of policies in school dis
tricts that limit teasing and bullying is
an important role of the pediatrician.
The US Department of Health and Hu
man Services recently has increased
antibullying efforts, and among other
initiatives, has launched a new Web
site, http //www.StopBullying.gov, which
includes a specific section for sexual
minority youth.57

Unfortunately, schools are not the only
source of homophobic/heterosexist
bullying. Although less research has
focused on nonschool settings, LGBT
youth experience victimization in their
homes, communities, and other insti
tutions.1 Even after the repeal of the
“Don’t ask, don’t tell” policy, there
continues to be victimization in the
military.58Although many churches are
offering education to their members
about the issue of bullying in general,
some churches continue to bully sex
ual minority youth.59 “Cyberbullying,”
or bullying with electronic means (eg,
Internet, texting), is rampant; 32% of
all teens say they have been targeted
in some form.60 In 1 study, 52% of
LGBT adolescents noted they had been
cyberbullied in the past 30 days.61

Eating Disorders

Although 10% to 15% of all cases of
eating disorders are in men, as many
as 42% of young men affected may be
gay or bisexual.62 Male sexual minority
youth demonstrated more binge eat
ing and purging than did male het
erosexual youth.63,64 The IOM report
acknowledged these findings but noted
that they were from small studies and
that additional research is necessary.1

There also may be an association with
eating disorders in transgender MTF
individuals, but more research is nec
essary.65

Substance Abuse

With the psychosocial and anxiety
provoking stressors of homophobia
and heterosexism, the enticement and
escape of getting high may be addic
tive and can lead to increasing use of
substances. The pooled YRBS study
combining 2001 2009 data revealed
significantly higher rates of current
alcohol use in the past 30 days in self
identified sexual minority youth (bi
sexual, 55.6%; gay/lesbian, 47.5%;
questioning, 35.1%; and heterosexual,
37.6%).For current use of marijuana,
the rates were 36.8% among bisexual
youth, 34.5% among gay/lesbian youth,
25.4% among questioning youth, and
21.8% among heterosexual youth. More
striking differences were observed
among youth for the following: (1) cur
rent cocaine use (gay/lesbian, 16.6%;
bisexual, 11%; questioning, 11.4%; and
heterosexual, 1.8%), (2) ever having
used ecstasy (gay/lesbian, 22.9%; bi
sexual, 20.4%; questioning, 11.4%; and
heterosexual, 4.6%), (3) ever having
used heroin (gay/lesbian, 17.7%; bi
sexual, 9.6%; questioning, 13%; and
heterosexual, 1.8%), and (4) ever having
used methamphetamine (gay/lesbian,
21.5%; bisexual, 14.9%; questioning,
13.2%; and heterosexual, 3.4%).22 Be
cause this study combined the data
for MSM and WSW and included in
formation only from the 7 states and
6 school districts that volunteered
to ask more sexuality questions, the
data may not be as nationally rep
resentative. Tobacco use is also over
represented among gay and lesbian
youth.1,66 69 Research into best practices
to prevent and reduce tobacco use in
sexual minority youth is underway.70 72

The Young Men’s Survey, from 1994 to
1998, was the first study that was
considered to have a nationally rep
resentative sample of substance using
young MSM. The sample was from 7
major cities, with young men 15 to 22
years of age. The primary objective
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reported that they had had an STI, but
2% of women who exclusively had sex
with women also reported that they
had had an STI.84

LGBTQ youth are less likely to report
use of hormonal or barrier contra
ceptives at last sexual encounter when
having sex with the opposite gender.
Young women who identified them
selves as “unsure” of their sexual
orientation were half as likely to re
port using contraception at last in
tercourse.42 Given the high rates of
earlier sexual initiation, a greater
number of partners, and less contra
ceptive use, WSW are at higher risk of
teen pregnancy than are teens who
only have sex with the opposite gen
der. In the 1999 Minnesota Adolescent
Health Survey, lesbian and bisexual
women, when compared with hetero
sexual youth, were found to be about
as likely to have had vaginal in
tercourse (33% vs 29%) but had twice
the rate of pregnancy (12% vs 6%)
and were more likely to have had ≥2
pregnancies (23.5% vs. 9.8%). In a small
study in 137 young women having sex
with women (ages 16 to 24 years), 20%
reported having had been pregnant.1

WSW and MSM report high rates of
physical and sexual abuse.85,86 In 1
study, the rate was 19% to 22%.87 Con
sequences for sexual minority youth
who have experienced physical or sex
ual abuse include higher rates of in
timate partner violence as adults,86

frequent drug use and higher risk sex,88

and higher rates of HIV.89 Homeless
sexual minority youth are more likely to
report histories of physical and sexual
abuse and report engaging in risky
sexual behaviors as survival strate
gies.48 Childhood sexual abuse does not
cause children to become LGBTQ.90

Health Disparities for Transgender
Youth

National data detailing the scope of
medical, mental health, and substance

abuse issues for transgender youth
are lacking. Like other sexual minority
youth, self identifying as transgender
does not necessarily indicate the ex
istence of other mental health issues.91

However, challenges faced by such
youth and the potential of family and
societal disapproval may increase the
risk that transgender adolescents
will experience mental health issues,
substance abuse, and sexual risk
taking behaviors.1 Family rejection,
peer rejection, harassment, trauma,
abuse, legal problems, educational
problems, and resulting poverty and
homelessness are faced by trans
gender youth and adults. Transgender
people face alarmingly high rates of
verbal harassment and physical vio
lence, including at home and at school.1

Transgender youth face significant
mental health issues as a consequence,
including depression and suicidality,
anxiety, body image distortion, sub
stance abuse, and post traumatic stress
disorder. As with all teens, supportive
families can buffer an adolescent from
these negative outcomes and promote
positive health and well being.10

MTF transgender youth face even more
sexual health disparities than other
sexual minority youth, with very high
rates of HIV and other STIs. One study
by the Department of Public Health in
San Francisco revealed that HIV prev
alence among MTF transgender indi
viduals was 38% (the rate for FTM
transgender individuals was much
lower, at 2%). Risk factors for HIV in
fection among MTF transgender indi
viduals in this study included African
American race, attaining low education
status, having a history of injection
drug use, and reporting multiple sexual
partners.92 Another study addressing
racial disparity in MTF transgender in
dividuals in New York revealed higher
rates of STIs and HIV in African Amer
ican and Hispanic, compared with
white, individuals. The higher STI rates

in the study were associated with more
lifetime partners, having engaged in
commercial sex, unemployment, and
injection drug use.93 An HIV risk study
examined 51 transgender MTF ethnic
minority adolescents and young adults
16 to 25 years of age in Chicago and
found that 22% were HIV positive.
Contributing factors included history
of incarceration (37%), homelessness
(18%), exchanging sex for resources
(59%), nonconsensual sex (52%), and
difficulty accessing health care (41%).
Among HIV positive MTF transgender
individuals, 98% reported having had
sex with men, including unprotected
receptive anal intercourse (49%). The
study also noted that 53% had had sex
while under the influence of drugs or
alcohol and 8% had used injection
drugs. Twenty nine percent had injec
ted liquid silicone (as part of their
MTF transition) in their lifetime; 8%
had shared needles for hormone or
silicone injection, increasing HIV trans
mission risk. For transgender individu
als who purchase or obtain transgenic
hormones (estrogen or testosterone)
on the street or from the Internet, there
may be significant health problems if
used improperly, even if they are pure.94

THE RESILIENCE OF LGBTQ YOUTH

Even with the unique challenges faced
by sexual minority youth, the majority
grow up healthy and lead happy,
productive lives. Research is now be
ginning to analyze the patterns of
resilience in LGBTQ youth. A qualitative
study in gay male youth 16 to 22 years
of age noted that “general develop
mental dysfunction is not inevitable
for gay adolescents, nor is identifiable
personal or family pathology directly
related to sexual identity.”95 Similar to
other studies in adolescents, another
study found that family connectedness,
school connectedness, and religious
involvement were protective factors,
leading to fewer risk behaviors.26
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behaviors. Teens who are abstinent
should have their abstinence acknowl
edged and reinforced as a preferred
method of prevention for both STIs
and unwanted pregnancies.27 If the
adolescent notes that he or she has
engaged in sexual activity, 1 classic
question is “Are you having sex with
males, females, or both?” For adoles
cents who are not yet sexually active,
inquiring “Are you attracted to males,
females, or both” will allow for dis
cussions to prevent sexual risk
behaviors. If the pediatrician gets an
unusual response from the adoles
cent, a bridging statement such as
“Many teenagers your age have sex
with members of the opposite or the
same sex” can facilitate communica
tion.101 It may be difficult for some
teenagers to answer these questions
if they have not yet established trust
in the pediatrician. Previous negative
experiences in health care or in
ternalized shame as a result of soci
etal homophobia/heterosexism may
cause some teenagers to not disclose
their sexual orientation or same
gender sexual activity. Sexual minor
ity adolescents also may not trust that
their confidential information will
truly be kept confidential from their
parents/guardians or others. It has
been shown that it is easier for some
teens to reveal sensitive information
(eg, sexual behavior and sexual ori
entation) before face to face visits
with the pediatrician.104 The most
comfortable method is on a com
puter, and the next best is on a pa
per questionnaire.105 Once a teen
has acknowledged on a previsit form
that he or she has a question about
sexual activity or sexual identity, it is
the responsibility of the pediatrician
to introduce a conversation during
the subsequent interview. Often,
sexuality is disclosed at a future
visit after the pediatrician has built
a trusting relationship with the
patient.

Sexual practices are not dissimilar
for heterosexual and lesbian, gay, or
bisexual or MSM/WSW teens. Many
heterosexual youth engage in oral in
tercourse, and some engage in anal
intercourse.106 Table 3 offers some
suggestions for asking about specific
sexual behaviors.

Once sexual history is obtained, in
the context of the remainder of the
psychosocial history, then specific
health promotion activities can be en
couraged. Use of substances, de
pression, and other mental health
disorders place youth at higher sexual
risk because of lack of ability to make
good decisions regarding use of con
doms or contraception, and these
issues should be addressed.107 Using
a strength and asset based approach
and encouraging positive youth de
velopment is an effective way to re
duce risks in all teenagers, including
sexual minority youth.27,108 Frankowski
et al’s109 “Strength Based Interviewing”
is a method that can be applied to all
adolescents and young adults.

Pediatricians also may assist sexual
minority youth in coming out to their
parents/families on the patient’s own
terms and timetable. This includes
offering supportive suggestions and
counseling and providing resources to
assist the patient and family.42

STI/HIV Testing and Prevention
Recommendations for Sexual
Minority Youth

Recent guidelines from the CDC rec
ommend assessing for STI risk, which
includes asking about the gender of all
partners. Pediatricians should then

make decisions about STI testing on
the basis of the sexual behaviors
identified by the sexual history.110

Similar to other populations of ado
lescents, if adolescents are having
protected intercourse (monogamous
relationship, using condoms 100% of
the time and correctly, and no sub
stance abuse involved), it is reason
able to test them once per year.
However, adolescents with multiple or
anonymous partners, having unpro
tected intercourse, or having sub
stance abuse issues or any other risk
factors should be tested at shorter
intervals.110 Condoms should be pro
moted for all sexual activities that
involve insertive or receptive inter
course. STI screening recommen
dations for MSM are described in
Table 4.

A growing number of experts recom
mend testing for HSV (by serology) if
infection status is unknown. Because
of the increased incidence of anal
cancer in HIV infected MSM, screening

TABLE 2 Using Gender Neutral Terms in the Psychosocial History

Heterosexist Question Instead Ask

“Do you have a girlfriend?” “Are you dating anybody?”
“Are you involved any romantic relationship?”

“What do you and your boyfriend do together?” “What do the 2 of you do together?”
“Tell me about your partner.”

“Are you and your girlfriend sexually active?” “Are you having sex?”
“Are the 2 of you in a sexual relationship?”

TABLE 3 Sexual History Questions About
Sexual Behaviors

• Have you ever had sex? What have you done
sexually with a partner?

• Have you ever had oral sex? Has a partner ever
“gone down” on you or have you ever “gone
down” on a partner?

• Have you ever had vaginal sex? Have you ever
engaged in penile vaginal sex?

• Have you ever had anal sex? Did you put your
penis in your partner’s anus or did your partner
put his penis in your anus?

• If there was any insertive or receptive sex: Do
you use condoms? What percentage of the time?
What about last time?

• If there was any oral genital contact: Do you use
dental dam or another barrier? What
percentage of the time? What about last time?
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Care, which was updated in 2011.5

These documents integrate the best
available evidence with clinical expe
rience from experts in the field of
assisting transgender patients with
transition. The guidelines were fur
ther refined by Olson et al10 in a sub
sequent publication on the basis of
clinical experiences with a large
number of transgender patients in Los
Angeles. These publications discuss
the importance of psychological treat
ment approaches. The mental health
professional is called on to accurately
diagnose gender dysphoria and any
comorbid conditions, to counsel about
the range of treatment options, to as
certain readiness for hormone and
surgical therapy, to make formal rec
ommendations to medical and surgical
colleagues as part of the team of care,
to educate the patient and family, and
to provide follow up. The skilled thera
pist will use affirming strategies:
affirming the adolescent’s sense of self,
allowing for exploration of gender and
self definition, and conveying the mes
sage that it is “entirely acceptable to
be whoever you turn out to be.” It is
recommended that all transgender
adolescents be involved in psychological
therapy, even those who are functioning
well, to ensure that they have the nec
essary support they need and a safe
place to explore identities and consider
the transitioning experience.5,10,11

Classifications for the process of
gender transition include reversible,
partially reversible, and irreversible
phases. Reversible transition includes
the adoption of outward gender ex
pression: wearing preferred clothing,
adopting preferred hairstyles, and
perhaps acquiring a new name. The
use of gonadatropin releasing hor
mone (GnRH) analogs is also part of
the reversible stage. The Endocrine
Society guidelines state, “suppression
of pubertal hormones starts when
girls and boys first exhibit physical

changes of puberty (confirmed by
pubertal levels of estradiol and tes
tosterone, respectively) but no earlier
than Tanner stages 2 3.” Suppression
is similar to the treatment of pre
cocious puberty. In general, it is rec
ommended that transgender adolescents
be maintained on suppressive GnRH
analogs until they are emotionally and
cognitively ready for cross gender sex
hormones.10,11 The rationale for using
GnRH analogs early (at sexual matu
rity rating 2) and then waiting to be
gin hormonal therapy is so that MTF
adolescents experience desired out
comes. However, as noted from 1
large center treating transgender
youth, they commonly present at older
ages with pubertal development too
far advanced for suppressive therapy.
The average age of presentation at
this center was 14.8 years, with an
average sexual maturity rating of
4.1.118 Waiting too long may result in
male voice pitch, laryngeal prom
inences, and facial hair pattern, which
precludes the option of pubertal sup
pressive therapy.10,11,118

The partially reversible treatment phase
involves the use of cross gender hor
mone therapies. The Endocrine Society
guidelines state that “pubertal de
velopment of the desired opposite
gender be initiated at about the age of
16 years, using a gradually increasing
dose schedule of cross sex steroids.”11

Olson’s group follows these guidelines
but may choose to provide therapy
earlier after careful review of the risks
and benefits with the youth and
parents.10 It is recommended that cross
gender hormone therapy begin after
assessment of readiness by a medical
professional, including a careful re
view of any hormone contraindications,
and by the mental health professional
who documents psychological readi
ness. For FTM patients, testosterone is
used. For MTF patients, estrogen is
used, sometimes in combination with

an androgen inhibitor, such as
spironolactone.10,11,118

Adolescents undergoing partially re
versible cross gender hormone ther
apy should be monitored for progress
in transition and for any potential
medical complications. MTF patients
started on estrogen might develop
deep venous thrombosis, prolactino
mas, hypertension, liver disease, and
decreased libido and are at increased
risk of breast cancer. Spironolactone
can lead to hyperkalemia and de
creased blood pressure. FTM patients
receiving testosterone may develop
hyperlipidemia, polycythemia, male pat
tern baldness, acne, and other signifi
cant side effects.10,11

Irreversible therapy occurs during the
surgical phase, with many different
procedures now available to create a
more masculine or feminine appear
ance. The Endocrine Society guidelines
and the World Professional Association
for Transgender Health’s Standards of
Care recommend deferring surgery
until an individual is at least 18 years
of age.5,11

There are many barriers to trans
gender adolescents receiving desired
medical therapies. It is difficult for
transgender youth and their families
to find comprehensive medical and
mental health services. Pediatricians
may not feel comfortable or knowl
edgeable enough to assist transition
plans in transgender youth, in which
case they should refer to another
physician with experience or expertise
around gender nonconformity. Most
insurance companies do not pay for
this care, and the use of GnRH analogs
is quite expensive. Medical treatments
are neither standardized nor approved
by the Food and Drug Administration,
although they are increasingly sup
ported by medical literature.11 Consent
is another obstacle, and only Illinois’
and West Virginia’s state statutes can
be interpreted favorably for transgender
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Referrals for mental health and sub
stance abuse treatment may be war
ranted. Pediatricians have an obligation
to ensure that sexual minority youth
have access to a full range of appro
priate health care services. As with all
adolescents and young adults, sexual
minority youth need honest answers
and compassion in dealing with issues
and questions around sexual orienta
tion, identity, and sexual behaviors.
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The Spectrum of Transgender Identity
Transgender is a broad term used for people whose gender 
identity or gender expression differs from their assigned 
sex at birth (Box 1) (1). However, there is no universally 
accepted definition of the word “transgender” because of 
the lack of agreement regarding what groups of people 
are considered “transgender.” In addition, definitions 
often vary by geographic region and by individual (2). 
The American Psychiatric Association Diagnostic and 
Statistical Manual of Mental Disorders, Fourth Edition, 
Text Revision, considers transgender individuals to be 
individuals with a disturbance in sexual or gender iden-
tity. Any combination of sexual and gender identity is 
possible for transgender individuals (Box 2). The diag-
nosis of gender identity disorder is only established for 
individuals with clinically significant distress and func-
tional impairment caused by the persistent discomfort 
with one’s assigned sex and primary and secondary sex 
characteristics. If untreated, gender identity disorder can 
result in psychologic dysfunction, depression, suicidal 
ideation, and even death (3). 

Prevalence rates of transgender populations are not 
clearly established; however, studies suggest that trans-
gender individuals constitute a small but substantial 
population (4). Additional research is needed among this 
population as outlined by the Institute of Medicine Report, 
The Health of Lesbian, Gay, Bisexual, and Transgender 
People: Building a Foundation for Better Understanding (2).

The social and economic marginalization of trans-
gender individuals is widespread. Harassment, discrim- 

ination, and rejection occur frequently within an indi-
vidual’s own family and affect educational, employment, 
and housing opportunities.  

Transgender individuals, particularly young trans-
gender individuals, are disproportionately represented in 
the homeless population (5). Once homeless, individuals 
may be denied access to shelters because of their gender 
or are placed in inappropriate housing. Subsequently, 
many homeless transgender individuals turn to survival 
sex (the exchange of sex for food, clothing, shelter, or 
other basic needs), which increases the risk of exposure to 
sexually transmitted infections and becoming victims of 
violence (6). In one small study, 35% of male-to-female 
transgender individuals tested positive for human immu-
nodeficiency virus (HIV), 20% were homeless, and 37% 
reported physical abuse (7). 

Barriers to Health Care
Within the medical community, transgender individuals 
face significant barriers to health care. This includes the 
failure of most health insurance plans to cover the cost 
of mental health services, cross-sex hormone therapy, 
or gender affirmation surgery. This barrier exists despite 
evidence that such treatments are safe and effective and 
that cross-gender behavior and gender identity issues are 
not an issue of choice for the individual and cannot be 
reversed with psychiatric treatment (8). With medical 
and psychiatric care that affirms transgender identity, the 
transgender individual can lead an enhanced, functional 
life (9). 

Health Care for Transgender Individuals
ABSTRACT: Transgender individuals face harassment, discrimination, and rejection within our society. Lack 
of awareness, knowledge, and sensitivity in health care communities eventually leads to inadequate access to, 
underutilization of, and disparities within the health care system for this population. Although the care for these 
patients is often managed by a specialty team, obstetrician–gynecologists should be prepared to assist or refer 
transgender individuals with routine treatment and screening as well as hormonal and surgical therapies. The 
American College of Obstetricians and Gynecologists opposes discrimination on the basis of gender identity and 
urges public and private health insurance plans to cover the treatment of gender identity disorder. 
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The consequences of inadequate treatment are stag-
gering. Fifty-four percent of transgender youth have 
attempted suicide and 21% resort to self-mutilation. More 
than 50% of persons identified as transgender have used 
injected hormones that were obtained illegally or used 
outside of conventional medical settings. Additionally, 
such individuals frequently resort to the illegal and dan-
gerous use of self-administered silicone injections to 

spur masculine or feminine physiologic changes (5). The 
American College of Obstetricians and Gynecologists, 
therefore, urges public and private health insurance plans 
to cover the treatment of gender identity disorder.

Caring for Transgender Individuals
Obstetrician–gynecologists should be prepared to assist 
or refer transgender individuals for routine treatment 

Box 1. Transgender Definitions

Transsexual—an individual who strongly identifies with 
the other sex and seeks hormones or gender-affirmation 
surgery or both to feminize or masculinize the body; may 
live full-time in the crossgender role.* 
Crossdresser—an individual who dresses in the cloth-
ing of the opposite sex for reasons that include a need 
to express femininity or masculinity, artistic expression, 
performance, or erotic pleasure, but do not identify as 
that gender. The term “transvestite” was previously used 
to describe a crossdresser, but it is now considered pejo-
rative and should not be used.†

Bigendered—individuals who identify as both or alter-
natively male and female, as no gender, or as a gender 
outside the male or female binary.†

Intersex—individuals with a set of congenital varia-
tions of the reproductive system that are not considered 
typical for either male or female. This includes newborns 
with ambiguous genitalia, a condition that affects 1 in 
2,000 newborns in the United States each year.‡

Female-to-male—refers to someone who was identified 
as female at birth but who identifies and portrays his gen-
der as male. This term is often used after the individual 
has taken some steps to express his gender as male, or 
after medically transitioning through hormones or sur-
gery. Also known as FTM or transman.† 
Male-to-female—refers to someone who was identified 
as male at birth but who identifies and portrays her gen-
der as female. This term is often used after the individual 
has taken some steps to express her gender as female, 
or after medically transitioning through hormones or sur-
gery. Also known as MTF or transwoman.†

* The health of lesbian, gay, bisexual, and transgender people: 
building a foundation for better understanding. Committee on 
Lesbian, Gay, Bisexual, and Transgender Health Issues and 
Research Gaps and Opportunities, Board on the Health of Select 
Populations, Institute of Medicine of the National Academies. 
Washington, DC: National Academies Press; 2011. Available at: 
http://www.nap.edu/openbook.php?record_id=13128&page=R1. 
Retrieved August 8, 2011.

† Fenway Health. Glossary of gender and transgender terms. Boston 
(MA): Fenway Health; 2010. Available at: http://www.fenwayhealth.
org/site/DocServer/Handout_7-C_Glossary_of_Gender_and_
Transgender_Terms__fi.pdf. Retrieved July 22, 2011.

‡ Dreger AD. “Ambiguous sex”--or ambivalent medicine? Ethical 
issues in the treatment of intersexuality. Hastings Cent Rep 1998; 
28:24–35. 

Box 2. Sexual Identity and Gender 
Identity Definitions

Sex—designation of a person at birth as male or female 
based on anatomy and biology.*
Gender identity—a person’s innate identification as a 
man, woman, or something else that may or may not 
correspond to the person’s external body or assigned 
sex at birth.*
Gender expression—how individuals present themselves 
socially, including clothing, hairstyle, jewelry, and physi-
cal characteristics, including speech and mannerisms. 
This may not be the same gender in all settings.*
Sexual orientation—a person’s physical, romantic, emo-
tional, and/or spiritual attraction to individuals of the 
same (lesbian or gay), different (heterosexual), or both 
(bisexual) biologic sexes. Sexual orientation does not 
define the real-life sexual practices and behaviors of an 
individual.*
Sexual behavior—the sexual encounters and behaviors 
of the individual. This is likely to be the most important 
factor in assessing the risk of sexually transmitted infec-
tions. Sexual behavior differs from sexual orientation; 
for example, not all individuals who engage in same-sex 
behaviors view themselves as gay, lesbian, or bisexual. 
Legal sex—sex as stated on legal identifications, forms, 
and documents. Transgender individuals may adopt a 
second name other than their legal name with which 
they may prefer to be addressed. Transgender persons 
should be asked for their preferred name, even if it dif-
fers from their legal name and sex. State regulations vary 
and it may be difficult or impossible for a transgender 
individual to meet that state’s requirements to change 
their legal sex.† 

*Fenway Health. Glossary of gender and transgender terms. Boston 
(MA): Fenway Health; 2010. Available at: http://www.fenwayhealth.
org/site/DocServer/Handout_7-C_Glossary_of_Gender_and_
Transgender_Terms__fi.pdf. Retrieved July 22, 2011.

† This is a significant issue for transgender individuals. Some 
states have adopted progressive laws that do not require gen-
der-affirmation surgery or an original birth certificate; instead, 
these laws allow individuals to change their legal sex with 
a letter from their health care providers stating that the indi-
viduals live their lives as this gender. See the National Center 
for Transgender Equality (www.transequality.org) and the 
Transgender Law and Policy Institute (www.transgenderlaw.
org) for more information, including descriptions of state laws.
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and screening as well as hormonal and surgical thera-
pies. Basic preventive services, like sexually transmitted 
infection testing and cancer screening, can be provided 
without specific expertise in transgender care. Hormonal 
and surgical therapies for transgender patients may be 
requested, but should be managed in consultation with 
health care providers with expertise in specialized care 
and treatment of transgender patients (see Resources). 
Physical and emotional issues for transgender individu-
als and the effects of aging, as in all other individuals, 
affect the health status of this population and should 
be addressed. Health care providers who are morally 
opposed to providing care to this population should 
refer them elsewhere for care. For more information, a 
resource guide on health care for transgender individuals 
is available at www.acog.org/departments/dept_notice.
cfm?recno=18&bulletin=5825.

Creating a Welcoming Environment
Health care providers’ discomfort when treating trans-
gender individuals may alienate patients and result in 
lower quality or inappropriate care as well as deter them 
from seeking future medical care (10). Excellent resources 
exist to facilitate the provision of culturally competent 
care for transgender patients (10). Adding a “transgender” 
option to check boxes on patient visit records can help to 
better capture information about transgender patients, 
and could be a sign of acceptance to that person (10). 
Questions should be framed in ways that do not make 
assumptions about gender identity, sexual orientation, or 
behavior. It is more appropriate for clinicians to ask their 
patients which terms they prefer (1). Language should be 
inclusive, allowing the patient to decide when and what 
to disclose. The adoption and posting of a nondiscrimi-
nation policy can also signal health care providers and 
patients alike that all persons will be treated with dignity 
and respect. Assurance of confidentiality can allow for 
a more open discussion, and confidentiality must be 
ensured if a patient is being referred to a different health 
care provider. Training staff to increase their knowledge 
and sensitivity toward transgender patients will also  
help facilitate a positive experience for the patient (10).  
It is important to prepare now to treat a future trans-
gender patient. Additional guidelines for creating a wel-
coming office environment for transgender patients 
have been developed by the Gay and Lesbian Medical 
Association and can be found at http://www.glma.org/_
data/n_0001/resources/live/GLMA%20guidelines%20
2006%20FINAL.pdf.

Gender Transition: World Professional 
Association for Transgender Health 
Guidelines
The World Professional Association for Transgender 
Health is a multidisciplinary professional society rep-
resenting the specialties of medicine, psychology, social 

sciences, and law. Their published clinical guidelines 
about the psychiatric, psychologic, medical, and surgical 
management of gender identity disorders are widely used 
by specialists in transgender health care (11), but are not 
universally accepted by all members of the transgender 
health community because critics consider them to be 
overly restrictive and inflexible. 

The World Professional Association for Transgender 
Health guidelines describe the transition from one gender 
to another in three stages: 1) living in the gender role 
consistent with gender identity; 2) the use of cross-sex 
hormone therapy after living in the new gender role for at 
least 3 months; 3) gender-affirmation surgery after living 
in the new gender role and using hormonal therapy for at 
least 12 months. Additional clinical guidelines have been 
published by the Endocrine Society (12).

Female-to-Male Transgender Individuals
Hormones
Methyltestosterone injections every 2 weeks are usually 
sufficient to suppress menses and induce masculine sec-
ondary sex characteristics (13). Before receiving androgen 
therapy, patients should be screened for medical contrain-
dications and have periodic laboratory testing, including 
hemoglobin and hematocrit to evaluate for polycythemia, 
liver function tests, and serum testosterone level assess-
ments (goal is a mid normal male range of 500 micro-
gram/dL), while receiving the treatment.

Surgery
Hysterectomy, with or without salpingo-oophorectomy, 
is commonly part of the surgical process. An obstetri-
cian–gynecologist who has no specialized expertise in 
transgender care may be asked to perform this surgery, 
and also may be consulted for routine reasons such as 
dysfunctional bleeding or pelvic pain. Reconstructive 
surgery should be performed by a urologist, gynecologist, 
plastic surgeon, or general surgeon who has specialized 
competence and training in this field. 

Screening
Age-appropriate screening for breast cancer and cervical 
cancer should be continued unless mastectomy or removal 
of the cervix has occurred. For patients using androgen 
therapy who have not had a complete hysterectomy, there 
may be an increased risk of endometrial cancer and ovar-
ian cancer (13). 

Male-to-Female Transgender Individuals
Hormones
Estrogen therapy results in gynecomastia, reduced hair 
growth, redistribution of fat, and reduced testicular vol-
ume. All patients considering therapy should be screened 
for medical contraindications. After surgery, doses of estra-
diol, 2–4 mg/d, or conjugated equine estrogen, 2.5 mg/d, 
are often sufficient to keep total testosterone levels to nor-
mal female levels of less than 25 ng/dL. Nonoral therapy 
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also can be offered. It is recommended that male-to-female 
transgender patients receiving estrogen therapy have an 
annual prolactin level assessment and visual field exami-
nation to screen for prolactinoma (13).

Surgery
Surgery usually involves penile and testicular excision 
and the creation of a neovagina (14). Reported complica-
tions of surgery include vaginal and urethral stenosis, fis-
tula formation, problems with remnants of erectile tissue, 
and pain. Vaginal dilation of the neovagina is required to 
maintain patency. Other surgical procedures that may be 
performed include breast implants and nongenital sur-
gery, such as facial feminization surgery. 

Screening
Age-appropriate screening for breast and prostate cancer 
is appropriate for male-to-female transgender patients. 
Opinion varies regarding the need for Pap testing in this 
population. In patients who have a neocervix created 
from the glans penis, routine cytologic examination of 
the neocervix may be indicated (15). The glans are more 
prone to cancerous changes than the skin of the penile 
shaft, and intraepithelial neoplasia of the glans is more 
likely to progress to invasive carcinoma than is intraepi-
thelial neoplasia of other penile skin (14).

Conclusion
Obstetrician–gynecologists should be prepared to assist 
or refer transgender individuals. Physicians are urged to 
eliminate barriers to access to care for this population 
through their own individual efforts. An important step 
is to identify the sexual orientation and gender identity 
status of all patients as a routine part of clinical encoun-
ters and recognize that many transgender individuals 
may not identify themselves. The American College of 
Obstetricians and Gynecologists urges health care pro-
viders to foster nondiscriminatory practices and policies 
to increase identification and to facilitate quality health 
care for transgender individuals, both in assisting with 
the transition if desired as well as providing long-term 
preventive health care.

Resources
Select clinics with expertise in treating transgender  
individuals:

Fenway Community Health  
www.fenwayhealth.org

University of Minnesota, Center for Sexual Health 
www.phs.umn.edu/clinic/home.html

Callen-Lorde Community Health Center 
www.callen-lorde.org

Tom Waddell Health Center 
www.sfdph.org/dph/comupg/oservices/medSvs/hlthCtrs/
TransgenderHlthCtr.asp
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Lesbian, Gay, Bisexual, and Transgender Health Disparities: Executive
Summary of a Policy Position Paper From the American College
of Physicians
Hilary Daniel, BS, and Renee Butkus, BA, for the Health and Public Policy Committee of the American College of Physicians*

In this position paper, the American College of Physicians exam-
ines the health disparities experienced by the lesbian, gay, bisex-
ual, and transgender (LGBT) community and makes a series of
recommendations to achieve equity for LGBT individuals in the
health care system. These recommendations include enhancing
physician understanding of how to provide culturally and clini-
cally competent care for LGBT individuals, addressing environ-

mental and social factors that can affect their mental and physical
well-being, and supporting further research into understanding
their unique health needs.

Ann Intern Med. 2015;163:135-137. doi:10.7326/M14-2482 www.annals.org
For author affiliations, see end of text.
This article was published online first at www.annals.org on 12 May 2015.

The lesbian, gay, bisexual, and transgender (LGBT)
community is diverse, comprising persons from

various races, ethnicities, and socioeconomic back-
grounds; however, LGBT persons face a common set of
challenges within the health care system. These chal-
lenges range from access to health care coverage and
culturally competent care to state and federal policies
that reinforce social stigma, marginalization, or discrim-
ination. Recent years have brought about reliable data
collection, research, and a greater understanding of
the health care needs of the LGBT community and the
challenges they face in accessing care. Although great
strides have been taken in reducing health disparities
in the LGBT community, much more needs to be done
to achieve equity for LGBT persons in the health care
system.

Although members of the LGBT community face
similar health concerns as the general population, cer-
tain disparities are reported at a higher rate among
LGBT persons than the heterosexual population (1).
These disparities experienced by LGBT persons may be
compounded if they are also part of a racial or ethnic
minority (1). Of note, LGBT persons are more likely to
identify themselves as being in poor health than het-
erosexual individuals, and different segments of the
LGBT population have individual health risks and
needs. For example, gay and bisexual men are at in-
creased risk for certain sexually transmitted infections
and account for more than half of all persons living with
HIV or AIDS in the United States (1); lesbian women are
less likely to have mammography or Papanicolaou test
screening for cancer (2); lesbian and bisexual women
are more likely to be overweight or obese (3); and les-
bian, gay, and bisexual persons are more likely to be-
come disabled at a younger age than heterosexual in-
dividuals (4).

Various state or federal laws may affect the quality
of life of LGBT persons and can affect their physical and
mental health. Same-sex marriage bans may cause psy-
chological distress (5), prohibitive hospital visitation
policies may prevent a same-sex parent from seeing a
minor while the child is ill or participating in medical
decision making for the child, and exclusions on trans-

gender health care in private and public health plans
may cause a transgender patient to seek treatment op-
tions through illegal channels (6). These laws and poli-
cies, along with others that reinforce marginalization,
discrimination, social stigma, or rejection of LGBT per-
sons by their families or communities or that simply
keep LGBT persons from accessing health care, have
been associated with increased rates of anxiety, sui-
cide, and substance or alcohol abuse (7).

Addressing these disparities will require changes
in the way LGBT persons and their families are re-
garded in society and by the health care system. Poli-
cies that are discriminatory toward the LGBT commu-
nity, or are no longer supported by empirical research,
continue to reinforce the environmental and social fac-
tors that can affect the mental and physical well-being
of LGBT persons. The American College of Physicians
(ACP) has a long-standing commitment to improving
the health of all Americans and opposes any form of
discrimination in the delivery of health care services.
ACP is dedicated to eliminating disparities in the qual-
ity of or access to health care and is committed to work-
ing toward fully understanding the unique needs of the
LGBT community and eliminating health disparities for
LGBT persons.

This Executive Summary provides a synopsis of the
full position paper, which is available in Appendix
(available at www.annals.org).

METHODS
The ACP Health and Public Policy Committee,

which is charged with addressing issues affecting the
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health care of the U.S. public and the practice of inter-
nal medicine and its subspecialties, developed these
recommendations. The committee reviewed numerous
studies, reports, and surveys on LGBT health care and
related health policy. The committee also reviewed in-
formation on how state and federal policies may affect
the physical and mental health of the LGBT population.
Draft recommendations were reviewed by the ACP
Board of Regents, Board of Governors, Council of Early
Career Physicians, Council of Resident/Fellow Mem-
bers, Council of Student Members, and Council of Sub-
specialty Societies. The position paper and recommen-
dations were reviewed by the ACP Board of Regents
and approved on 27 April 2015.

ACP POSITION STATEMENTS AND

RECOMMENDATIONS
The following statements represent the official pol-

icy positions and recommendations of the ACP. The
rationale for each is provided in the full position paper
(Appendix).

A glossary of LGBT terminology used throughout
this paper can be found at https://lgbt.ucsf.edu
/glossary-terms.

1. The American College of Physicians recom-
mends that gender identity, independent and funda-
mentally different from sexual orientation, be included
as part of nondiscrimination and antiharassment poli-
cies. The College encourages medical schools, hospi-
tals, physicians' offices, and other medical facilities to
adopt gender identity as part of their nondiscrimination
and antiharassment policies.

2. The American College of Physicians recom-
mends that public and private health benefit plans in-
clude comprehensive transgender health care services
and provide all covered services to transgender persons
as they would all other beneficiaries.

3. The definition of “family” should be inclusive of
those who maintain an ongoing emotional relationship
with a person, regardless of their legal or biological
relationship.

4. The American College of Physicians encourages
all hospitals and medical facilities to allow all patients to
determine who may visit and who may act on their be-
half during their stay, regardless of their sexual orienta-
tion, gender identity, or marital status, and ensure visi-
tation policies are consistent with the Centers for
Medicare & Medicaid Services Conditions of Participa-
tion and The Joint Commission standards for Medicare-
funded hospitals and critical-access hospitals.

5. The American College of Physicians supports civil
marriage rights for same-sex couples. The denial of
such rights can have a negative impact on the physical
and mental health of these persons and contribute to

ongoing stigma and discrimination for LGBT persons
and their families.

6. The American College of Physicians supports
data collection and research into understanding the de-
mographics of the LGBT population, potential causes of
LGBT health disparities, and best practices in reducing
these disparities.

7. Medical schools, residency programs, and con-
tinuing medical education programs should incorporate
LGBT health issues into their curricula. The College sup-
ports programs that would help recruit LGBT persons
into the practice of medicine and programs that offer
support to LGBT medical students, residents, and prac-
ticing physicians.

8. The College opposes the use of “conversion,”
“reorientation,” or “reparative” therapy for the treatment
of LGBT persons.

9. The American College of Physicians supports
continued reviews of blood donation deferral policies
for men who have sex with men. The College supports
evidence-based deferral policies that take into account
a comprehensive assessment of the risk level of all indi-
viduals seeking to donate, which may result in varying
deferral periods or a lengthened or permanent deferral
on blood donation.

CONCLUSION
The ACP recognizes that reducing health dispari-

ties in the LGBT population will take concerted efforts
not only by those in the medical community but also
from society as a whole. Training future physicians to
be culturally and clinically competent in LGBT health
care, working with practicing physicians to increase
their understanding of the LGBT population and their
health needs, advocating for practical health policies
supported by empirical research, and working to elim-
inate laws that discriminate against the LGBT commu-
nity and their families are all important steps to reduc-
ing and ultimately eliminating the health disparities
experienced by the LGBT community.

Note Added in Proof: On 12 May 2015, the U.S. Food and
Drug Administration released the document “Revised Recom-
mendations for Reducing the Risk of Human Immunodefi-
ciency Virus Transmission by Blood and Blood Products: Draft
Guidance for Industry.” The proposed recommendations
would replace the lifetime ban on blood donation by men
who have sex with men with a 12-month deferral period from
most recent sexual contact.

From the American College of Physicians, Washington, DC.

Disclaimer: The authors of this article are responsible
for its contents, including any clinical or treatment
recommendations.

* This paper, written by Hilary Daniel, BS, and Renee Butkus, BA, was developed for the Health and Public Policy Committee of the American College of
Physicians. Individuals who served on the Health and Public Policy Committee from initiation of the project until its approval and authored this position paper
are Thomas G. Tape, MD (Chair); Douglas M. DeLong, MD (Vice-Chair); Micah W. Beachy, DO; Sue S. Bornstein, MD; James F. Bush, MD; Tracey Henry, MD;
Gregory A. Hood, MD; Gregory C. Kane, MD; Robert H. Lohr, MD; Ashley Minaei; Darilyn V. Moyer, MD; and Shakaib U. Rehman, MD. Approved by the ACP
Board of Regents on 27 April 2015.
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APPENDIX: LESBIAN, GAY, BISEXUAL, AND

TRANSGENDER HEALTH DISPARITIES:
A POLICY POSITION PAPER FROM THE

AMERICAN COLLEGE OF PHYSICIANS
Understanding the LGBT Community

The LGBT community is a highly diverse and multi-
faceted group of persons encompassing all cultures,
ethnicities, and walks of life. Under the LGBT umbrella,
each individual group faces unique cultural and health-
related needs but shares common challenges, such as
social stigma, discrimination, and disparities in health
care, that unite them.

Research into LGBT health has been expanding as
the community has become more visible and outspo-
ken about engaging the health care system in develop-
ing a knowledge base on the distinctive challenges and
health disparities they face. However, gaps in the med-
ical community's understanding of the overall makeup
of the LGBT community and the environmental and so-
cial factors that may influence the needs of those per-
sons present an obstacle to addressing challenges in a
meaningful way. In 2011, the Institute of Medicine is-
sued a report outlining a research agenda targeting
several areas that could affect how the health care sys-
tem approaches LGBT health, including demographics,
social influences, disparities and inequalities, interven-
tion that includes increasing access to care and
addressing physical or mental conditions, and
transgender-specific needs. The report also recom-
mended the inclusion of the LGBT community in na-
tional health surveys and emphasized a need for scien-
tific rigor and a respectful environment when gathering
data (8).

One important obstacle to identifying health issues
within the LGBT population is a lack of reliable data and
the exclusion of sexual and gender minorities' identifi-

cation on federal health surveys. Recent efforts have
been made to gather population data on persons who
identify as lesbian, gay, bisexual, or transgender and
those who identify as being in a same-sex marriage or
partnership. For the first time in 2010, the U.S. Census
Bureau did not change the data reporting the number
of same-sex couples that identified as being married.
Before that, the 2000 U.S. Census changed the relation-
ship status of same-sex partners identifying as being
the spouse of the head of household to an “unmarried
partner” because there were no states in which same-
sex marriage was legal. In the 1990 U.S. Census, if a
same-sex couple identified themselves as married, the
sex of 1 of the respondents was automatically changed
to the opposite sex and the couple was enumerated as
an opposite-sex married couple (9). The Patient Protec-
tion and Affordable Care Act allows the Department of
Health and Human Services (HHS) to collect “additional
demographic data to further improve our understand-
ing of health disparities,” and in 2013, the National
Health Interview Survey—an annual study of health care
access, use, and behaviors—included sexual orientation
as part of its data collection system (10). Recent esti-
mates put the number of persons who identify as les-
bian, gay, bisexual, or transgender at more than 9 mil-
lion or approximately 3.4% of the U.S. population,
which some analysts believe may be an underestimate
(1). Individuals who may have same-sex attractions or
experiences but do not self-identify as LGBT may still
fall into the category of sexual minorities and face
health disparities associated with LGBT persons.

Access to Care in the LGBT Population
The LGBT community has often been overlooked

when discussing health care disparities and continues
to face barriers to equitable care. Barriers to care are
multidimensional and include stigma and discrimina-
tion, poverty, lack of education, racial or ethnic minority
status, and other psychological health determinants
(11). Studies show that persons who identify as LGBT
have greater economic disadvantages and are more
vulnerable to poverty than those who do not. Using
available information from national surveys, the Wil-
liams Institute reports higher overall poverty rates for
persons identifying under the LGBT umbrella than het-
erosexual persons and higher rates of poverty in same-
sex couples than heterosexual couples (7.6% vs. 5.7%)
(12).

Research shows that LGBT adults and their children
are more likely to be uninsured by public or private
insurance and that they and their family members con-
tinue to face difficulties in gaining access to care and
face a higher risk for health disparities than the general
population (2). Most Americans gain health insurance
coverage through their employer; data are limited but
suggest LGBT persons face higher unemployment rates
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than non-LGBT persons. A 2009 survey in California
found a 14% unemployment rate among LGBT adult
workers compared with 10% among non-LGBT adults
(13).

The Affordable Care Act sought to increase access
to care for low-income Americans by expanding Med-
icaid programs to all persons at or below 133% of the
federal poverty level, providing financial subsidies to
help those making between 100% and 400% of the fed-
eral poverty level purchase insurance on the federal
and state marketplace exchanges, and including non-
discrimination protections in health plans sold on the
exchanges. Although estimates suggested that the
number of uninsured LGBT persons would be reduced
as a result of Medicaid expansion, only about half of
states have chosen to expand their Medicaid programs,
which greatly diminishes its effect. This increases the
number of LGBT persons who may fall into what has
been dubbed the “coverage gap,” in which persons
may earn too much to qualify for their state's Medicaid
program but too little to qualify for subsidies (14).

Transgender individuals face additional challenges
in gaining access to care. Not only are they more likely
to be uninsured than the general population, they are
more likely to be uninsured than lesbian, gay, or bisex-
ual persons (1). They also face high out-of-pocket costs
for transgender-specific medical care if they lack insur-
ance or their insurance coverage does not cover trans-
gender health care. According to the American Con-
gress of Obstetricians and Gynecologists, transgender
youth who receive inadequate treatment are at an in-
creased risk for engaging in self-mutilation or using il-
licit venues to obtain certain treatments; research
shows more than 50% of persons who identify as trans-
gender have obtained injected hormones through ille-
gal means or outside of the traditional medical setting
(6).

Mental and Physical Health Disparities
Existing research into the health of the LGBT pop-

ulation has found some health disparities that dispro-
portionately affect the LGBT population. In 2000, the
first federally funded research study on the health of
LGBT persons assessed 5 major areas of concern for
lesbian, gay, and bisexual persons (the report noted
that transgender health concerns warranted an inde-
pendent evaluation): cancer, family planning, HIV and
AIDS, immunization and infectious diseases, and men-
tal health (15). Research has shown that lesbian women
are less likely to get preventive cancer screenings; les-
bian and bisexual women are more likely to be over-
weight or obese (16); gay men are at higher risk for HIV
and other sexually transmitted infections; and LGBT
populations have the highest rates of tobacco, alcohol,
and other drug use (17). Lesbian, gay, and bisexual
persons are approximately 2.5 times more likely to

have a mental health disorder than heterosexual men
and women (18).

Transgender persons are also at a higher lifetime
risk for suicide attempt and show higher incidence of
social stressors, such as violence, discrimination, or
childhood abuse, than nontransgender persons (19). A
2011 survey of transgender or gender-nonconforming
persons found that 41% reported having attempted
suicide, with the highest rates among those who faced
job loss, harassment, poverty, and physical or sexual
assault (20).

Positions
1. The American College of Physicians recom-

mends that gender identity, independent and funda-
mentally different from sexual orientation, be included
as part of nondiscrimination and antiharassment poli-
cies. The College encourages medical schools, hospi-
tals, physicians' offices, and other medical facilities to
adopt gender identity as part of their nondiscrimination
and antiharassment policies.

Nondiscrimination policies are in place to prevent
employment discrimination or harassment based on
race, color, national or ethnic origin, age, religion, sex,
disability, genetics, or other characteristics protected
under federal, state, or local law (21). However, state
law varies considerably on the inclusion of sexual orien-
tation and gender identity in nondiscrimination policies
and some policies based on sexual orientation alone
may not include gender identity. Eighteen states have
employment nondiscrimination or equal employment
opportunity statutes that cover both gender identity
and sexual orientation, and an additional 3 states have
nondiscrimination statutes that cover sexual orientation
only (22). The Human Rights Campaign, an LGBT rights
organization, estimated that as a result of these as-
sorted laws, 3 of 5 U.S. citizens live in an area that does
not provide protection for gender identity or sexual ori-
entation (23).

Sexual orientation and gender identity are inher-
ently different and should be considered as such when
assessing whether nondiscrimination or harassment
policies provide protection to all members of the LGBT
community. According to the Institute of Medicine,
“sexual orientation” refers to a person's enduring pat-
tern of or disposition to have sexual or romantic desires
for, and relationships with, persons of the same sex or
both sexes (8). “Gender identity” refers to a person's
basic sense of being a man or boy, a woman or girl, or
another gender. Gender identity may or may not corre-
spond to a person's anatomical sex assigned at birth.
The term “transgender” is now widely used to refer to a
diverse group of persons who depart significantly from
traditional gender norms (24). Persons who have a
“marked difference” between their anatomical sex at
birth and their expressed or experienced gender may
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be diagnosed with gender dysphoria, which is a diag-
nosis under the American Psychiatric Association Diag-
nostic and Statistical Manual of Mental Disorders, Fifth
Edition (25).

Evidence shows that individuals with gender iden-
tity variants face increased discrimination, threats of vi-
olence, and stigma. The National Gay and Lesbian Task
Force and the National Center for Transgender Equality
conducted a national survey of transgender and
gender-nonidentifying persons and found high rates of
harassment (78%), physical assault (35%), and sexual
violence (12%) (20). More than 90% of survey partici-
pants reported harassment or discrimination in the
workplace, and they experience double the rate of un-
employment than the general population (20). There-
fore, LGBT persons are more likely to lose their job or
not be hired (26).

Employers have the option to include gender iden-
tity as part of their company's nondiscrimination or
antiharassment policies even if their state does not, and
many companies have chosen to include comprehen-
sive protections policies. To reduce the potential for
discrimination, harassment, and physical and emotional
harm toward persons who are not covered by current
protections, the medical community should include
both sexual orientation and gender identity as part of
any comprehensive nondiscrimination or antiharass-
ment policy.

2. The American College of Physicians recom-
mends that public and private health benefit plans in-
clude comprehensive transgender health care services
and provide all covered services to transgender persons
as they would all other beneficiaries.

The LGBT community is at increased risk for physi-
cal and emotional harm resulting from discrimination or
harassment, and transgender persons may face greater
inequalities in the health care system than the general
population. Of note, 19% of transgender persons lack
any type of health insurance (20). A handful of states
have laws about insurance coverage for transgender
health care, such as hormone replacement therapy or
sexual reassignment surgery, which may be considered
medically necessary as part of the patient's care. Eight
states and the District of Columbia have prohibitions on
insurance exclusion of treatments for sex reassignment
surgery (27).

The World Professional Association for Transgen-
der Health has developed health care standards for
transgender persons who have been diagnosed with
gender dysphoria. The standards emphasize treat-
ments that will achieve “lasting personal comfort with
their gendered selves, in order to maximize their over-
all health, psychological well-being, and self-fulfillment”
and may or may not include modification to a person's
gender expression or how this individual appears or
presents physically to others (28). Research shows that

when transgender persons receive individual, medi-
cally appropriate care, they have improved mental
health, reduction in suicide rates, and lower health care
costs overall because of fewer mental health–related
and substance abuse–related costs (29). However, not
all health plans cover all services associated with trans-
gender health or consider such services medically nec-
essary; some plans may issue blanket exclusions on
transgender health care, not cover certain services for a
transgender person as they would for nontransgender
persons, or only cover the cost of gender reassignment
surgery if certain conditions are met. For example, an
insurance company may cover posthysterectomy estro-
genic hormone replacement therapy for biological
women but will not cover a similar type of hormone
therapy for a postoperative male-to-female transgen-
der patient. Many professional medical organizations,
including the American Medical Association, American
Psychological Association, American Psychiatric Associ-
ation, American Congress of Obstetricians and Gyne-
cologists, and American Academy of Family Physicians,
consider gender transition–related medical services
medically necessary (30).

The decision to institute a hormone therapy regi-
men or pursue sexual reassignment surgery for
transgender individuals is not taken lightly. Transgen-
der patients and their health care team, which may in-
clude primary care physicians, endocrinologists, mental
health professionals, and others, are in the best posi-
tion to determine the most appropriate care plan
unique to the patient's needs. Throughout the course
of treatment, patients and their physicians or health
care team should discuss available options and the ev-
idence base for those treatments in which such evi-
dence exists. It is especially important that transgender
patients whose health care team has determined that
treatment should include cross-sex hormone therapy or
sexual reassignment surgery and postoperative hor-
mone therapy be well-informed about the potential
health risks associated with the long-term use of some
hormonal replacement therapies before treatment.

Without insurance coverage, the cost of treatment
for persons with gender dysphoria may be prohibitively
expensive. The most extensive and expensive sexual
reassignment surgeries may cost tens of thousands of
dollars; this does not include associated costs, such as
counseling, hormone replacement therapy, copays, or
aftercare. The high costs of treatment can result in per-
sons who cannot access the type of care they need,
which can increase their levels of stress and discomfort
and lead to more serious health conditions. In 2014,
the HHS lifted the blanket ban on Medicare coverage
for gender reassignment surgery (31) and the federal
government announced it would no longer prohibit
health plans offered on the Federal Employees Health
Benefits Program from offering gender reassignment
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as part of the plan (27). Transgender health advocates
are hopeful this will result in wider coverage for trans-
gender care in private health plans.

The cost of including transgender health care in
employee health benefits plans is minimal and is un-
likely to raise costs significantly, if at all. A survey of
employers offering transition-related health care in
their health benefit plans found that two thirds of em-
ployers that provided information on actual costs of
employee utilization of transition-related coverage re-
ported 0 costs (32). This is the result of a very small
portion of the population identifying as transgender
and a smaller portion of that group having the most
expensive type of gender reassignment surgery as part
of their treatment. An analysis of the utilization of trans-
gender health services over 6 years after transgender
discrimination was prohibited in one California health
plan found a utilization rate of 0.062 per 1000 covered
persons (33). The inclusion of transgender-related
health care services within a health plan may also result
in an overall reduction of health care costs over time
because patients are less likely to engage in self-
destructive behaviors, such alcohol or substance
abuse.

3. The definition of “family” should be inclusive of
those who maintain an ongoing emotional relationship
with a person, regardless of their legal or biological
relationship.

The term “family” as it is seen in society is changing
and no longer means married heterosexual parents
with children. An analysis shows only 22% of families
fall into this category (34). Stepparents, single parents,
grandparents, same-sex couples, or foster or adoptive
parents all make up the changing face of U.S. families.
Across the country, LGBT persons are raising children,
and demographic data shows that 110 000 same-sex
couples are raising as many as 170 000 biological, ad-
opted, or foster children and 37% of LGBT adults have
had a child (35). This modern concept of family is no
longer dependent on parental status and does not only
include adult heads of household with minor children.
Same-sex couples and different-sex couples who do
not have children may nevertheless have persons in
their lives that they consider family.

Despite research that shows a growing trend to-
ward acceptance of LGBT individuals and families (36),
there is no widely used standard definition of family
inclusive of the diverse nature of the family structure
and definitions vary widely: They can differ from state
to state, within the Internal Revenue Service for tax pur-
poses, by employers to determine eligibility for health
plans, and by hospitals for the purposes of visitation or
medical decision making. If LGBT spouses or partners
are not legally considered a family member, they are at
risk for reduced access to health care and restrictions
on caregiving and decision making; further, they are at

increased risk for health disparities, and their children
may not be eligible for health coverage (34). Therefore,
LGBT persons and families may already be at a financial
disadvantage, with single LGBT parents 3 times more
likely to live near the poverty line than their non-LGBT
counterparts and LGBT families twice as likely to live
near the poverty threshold (35). These financial disad-
vantages can translate into lack of access to medical
care and poorer health outcomes similar to those expe-
rienced by non-LGBT persons and their families who
are uninsured or underinsured, in addition to the health
disparities that are already reported among the LGBT
community.

The Human Rights Campaign's definition of family
for health care organizations, developed with multi-
stakeholder input, is inclusive of same- and different-
sex married couples and families and is an example of a
broad, comprehensive definition of family that includes
a person's biological, legal, and chosen family:

Family means any person(s) who plays a signif-
icant role in an individual's life. This may in-
clude a person(s) not legally related to the in-
dividual. Members of “family” include spouses,
domestic partners, and both different-sex and
same-sex significant others. “Family” includes a
minor patient's parents, regardless of the gen-
der of either parent. (37)

A definition of family inclusive of all types of fami-
lies, including the LGBT population, is not only funda-
mental to reducing the disparities and inequalities that
exist within the health care system, but also important
for the equal treatment of LGBT patients and their visi-
tors in the hospital setting. Countless accounts show
loved ones being denied the right to visit; assist in the
medical decision-making process for their partner, mi-
nor, or child; or be updated on the condition of a pa-
tient because hospital visitation policy broadly prohib-
its those who are not recognized family members from
access to the patient. These policies are discriminatory
against LGBT patients, their visitors, and the millions of
others who are considered family, such as friends,
neighbors, or nonrelative caregivers who can offer sup-
port to the patient.

4. The American College of Physicians encourages
all hospitals and medical facilities to allow all patients to
determine who may visit and who may to act on their
behalf during their stay, regardless of their sexual orien-
tation, gender identity, or marital status, and ensure vis-
itation policies are consistent with the Centers for Medi-
care & Medicaid Services Conditions of Participation
and The Joint Commission standards for Medicare-
funded hospitals and critical-access hospitals.

When persons or their loved ones need emer-
gency care or extended inpatient stays in the hospital,
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they do not often immediately think about access to
visitors or hospital visitation policies, the ability to assist
in medical decision making, or their legal rights as pa-
tients or visitors. Hospital visitation policies are not al-
ways clear or consistent about who can visit or make
medical decisions for a patient if they become incapac-
itated or cannot do so themselves. The absence or lim-
ited access of loved ones can cause uncertainty and
anxiety for the patient. In contrast, the involvement of
family and outside support systems can improve health
outcomes, such as management of chronic illness and
continuity of care (38).

A highly publicized incident of LGBT families facing
discrimination and being denied hospital visitation oc-
curred in Florida in 2007. A woman on vacation with
her family had an aneurysm and was taken to the hos-
pital. Her same-sex partner and their children were de-
nied the right to see her or receive updates on her
condition, and she eventually slipped into a coma and
died (39). In response to this incident, President
Obama issued a presidential memorandum recom-
mending that the HHS review and update hospital visi-
tation policies for hospitals participating in Medicare or
Medicaid and critical-access hospitals to prohibit dis-
crimination based on such factors as sexual orientation
or gender identity (40).

Throughout the rulemaking process, the HHS re-
vised the Medicare Conditions of Participation to re-
quire that all hospitals explain to all patients their right
to choose who may visit during an inpatient stay, in-
cluding same-sex spouses, domestic partners, and
other visitors, and the patients' right to choose a per-
son to act on their behalf. The Joint Commission, the
nation's largest organization for hospital accreditation,
also updated its standards to include equal visitation
for LGBT patients and visitors (41). As a result of these
updated policies, most hospitals and long-term care fa-
cilities are required to allow equal visitation for LGBT
persons and their families.

The presidential memorandum also recommended
that the HHS instruct hospitals to disclose to their pa-
tients that patients have a right to designate a repre-
sentative to make medical decisions on their behalf if
they cannot make those decisions themselves. The re-
vised Conditions of Participation emphasized that hos-
pitals “should give deference to patients' wishes about
their representatives, whether expressed in writing,
orally, or through other evidence, unless prohibited by
state law” (42). With piecemeal regulations and policies
governing the legal rights of LGBT persons and their
families, some same-sex spouses or domestic partners
choose to prepare advance directives, such as durable
powers of attorney and health care proxies, in an effort
to ensure their access to family members and their abil-
ity to exert their right to medical decision making if
necessary.

5. The American College of Physicians supports civil
marriage rights for same-sex couples. The denial of
such rights can have a negative impact on the physical
and mental health of these persons and contribute to
ongoing stigma and discrimination for LGBT persons
and their families.

The health and financial benefits of marriage for
different-sex couples are widely reported, and contem-
porary research supports similar benefits in same-sex
marriage. On the other hand, denial of marriage rights
for LGBT persons may lead to mental and physical
health problems. Health benefits associated with same-
sex marriage result from improved psychological
health and a reinforced social environment with com-
munity support (43). Research suggests that being in a
legally recognized same-sex marriage diminishes men-
tal health differentials between LGBT and heterosexual
persons (5). A comparison study on the utilization of
public health services by gay and bisexual men before
and after Massachusetts legalized same-sex marriage
found a reduction in the number of visits for health
problems and mental health services. The study noted
a 13% reduction in visits overall after the legalization of
same-sex marriage (44).

In contrast, denial of such rights can result in ongo-
ing physical and psychological health issues. Thus,
LGBT persons encountering negative societal attitudes
and discrimination often internalize stressors and have
poor health unseen to those around them; further,
these stressors can lead to self-destructive behaviors
(43). A study of LGBT individuals living in states with a
same-sex marriage ban found increases in general anx-
iety, mood disorders, and alcohol abuse (45). The de-
nial of marriage rights to LGBT persons has also been
found to reinforce stigmas of the LGBT population that
may undermine health and social factors, which can af-
fect young adults (46). The American Medical Associa-
tion's broad policy supporting civil rights for LGBT per-
sons acknowledges that denial of civil marriage rights
can be harmful to LGBT persons and their families and
contribute to ongoing health disparities (47).

Since 2003, the overall support for marriage equal-
ity has increased. The shift in attitudes toward accep-
tance of same-sex marriage has broad positive implica-
tions for the future of U.S. civil marriage rights. A 2013
survey by the Pew Research Center revealed that nearly
half of U.S. adults expressed support for same-sex mar-
riage. Of note, millennials (those born after 1980)
showed the highest rate of support for same-sex mar-
riage rights at 70%. Not only has overall opinion
changed, but individually, 1 in 7 respondents reported
they had changed their minds from opposing to sup-
porting same-sex marriage. The Pew survey found that
32% of respondents changed their mind because they
knew someone who identified as lesbian or gay (36).
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The legal landscape is also shifting in favor of inclu-
sive civil marriage rights for same-sex couples. The
American Bar Association has adopted a resolution rec-
ognizing “that lesbian, gay, bisexual and transgender
(LGBT) persons have a human right to be free from
discrimination, threats and violence based on their
LGBT status and condemns all laws, regulations and
rules or practices that discriminate on the basis that an
individual is [an] LGBT person” (48). In June 2013, the
U.S. Supreme Court struck down a provision of the De-
fense of Marriage Act that defined marriage as a “union
between a man and a woman.” The decision allowed
legally married same-sex couples to have the same fed-
eral benefits offered to heterosexual couples (49). Cur-
rently more than half of the states and the District of
Columbia allow same-sex marriage, and several states
have rulings in favor of same-sex marriage that are
stayed pending legal appeals (50). In April 2015, the
Supreme Court heard oral arguments in a case involv-
ing same-sex marriage bans in Michigan, Ohio, Ken-
tucky, and Tennessee; this will ultimately determine the
constitutionality of same-sex marriage bans, including
whether states would be required to recognize same-
sex marriages performed legally out of state (51).

6. The American College of Physicians supports
data collection and research into understanding the de-
mographics of the LGBT population, potential causes of
LGBT health disparities, and best practices in reducing
these disparities.

Previous efforts to understand the LGBT population
by including sexual orientation or gender identity in
health surveys and data collection are a good first step,
but there is a long way to go to understand the unique
health needs of all members of the LGBT community.
Understanding the demographics of the persons who
make up this community is a key first step to under-
standing how environmental and social determinants
may contribute to the health disparities they face. Over-
whelming evidence shows that racial and ethnic minor-
ities experience greater health disparities than the gen-
eral population. In 2010, ACP published an updated
position paper on racial and ethnic disparities in health
care, which identified various statistics on health dispar-
ities in racial and ethnic minority groups, such as higher
levels of uninsured Hispanics than white persons (34%
vs. 13%) and lower rates of medication adherence in
minority Medicare beneficiaries diagnosed with de-
mentia (52). Persons who are part of both the LGBT
community and a racial or ethnic minority group may
face the highest levels of disparities. For example, data
show that 30% of African American adults who identify
as lesbian, gay, or bisexual are likely to delay getting a
prescription compared with 19% of African American
heterosexual adults (26).

Transgender persons may also face certain in-
creased risk factors that can affect their health that are

not included when discussing the LGBT population as a
whole, which creates research gaps with the LGBT com-
munity. A survey study of transgender persons shows
elevated reports of harassment, physical assault, and
sexual violence (20). In addition, transgender persons
are more likely to face discrimination in education, em-
ployment, housing, and public accommodations than
other sexual, racial, or ethnic minority groups. The lack
of and unfamiliarity with research focused on the phys-
ical health issues of transgender persons, such as hor-
mone replacement therapy and cancer risk, limit the
understanding or development of best practices that
could reduce the disparities felt by this population. The
dearth of such research is detrimental to physicians'
understanding of issues unique to transgender patients
and reduces their ability to care for these patients.

Data that have been gathered in the relatively short
time since the inclusion of sexual orientation, gender
identity, and same-sex marital status have revealed in-
formation that can be used to create tailored plans to
decrease health disparities in in the LGBT community.
For example, in 2009 the California Health Interview
Survey collected information on certain health indica-
tors and included sexual orientation along with racial
and minority status. The survey found a higher rate of
uninsured lesbian, gay, or bisexual Latino adults in the
state than their African American counterparts (36% vs.
14%) (20).

In addition to obtaining information from popula-
tion surveys, including gender identity and sexual ori-
entation as a component of a patient's medical record
(paper or electronic) may help a physician to better un-
derstand an LGBT patient's needs and provide more
comprehensive care. This can be particularly useful in
the care of transgender persons, whose gender identity
and gender expression may differ from their sex as-
signed at birth and are not in line with the standard sex
template on many forms. Including this information—
especially in electronic health records that can stan-
dardize information, such as anatomy present and the
preferred name/pronoun—can create a more comfort-
able experience for the patient and keep the physician
up to date on the patient's transition history, if applica-
ble (53). If a physician uses paper medical records, the
patient's chart should be flagged using an indicator,
such as a sticker, to alert staff to use the preferred name
and pronoun of the patient (54).

7. Medical schools, residency programs, and con-
tinuing medical education programs should incorporate
LGBT health issues into their curricula. The College sup-
ports programs that would help recruit LGBT persons
into the practice of medicine and programs that offer
support to LGBT medical students, residents, and prac-
ticing physicians.

Establishing understanding, trust, and communica-
tion between a physician and a patient is key to an
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ongoing and beneficial physician–patient relationship.
However, reported instances of physician bias or denial
of care to LGBT patients may influence patients to with-
hold information on their sexual orientation, gender
identity, or medical conditions that could help the phy-
sician have a better understanding of the potential
health needs of their patients. Physicians can play an
integral role in helping an LGBT patient navigate
through the medical system by providing respectful,
culturally, and clinically competent care that under-
scores the overall health of the patient. In an article
published in The New England Journal of Medicine,
Makadon noted how physicians can create a welcom-
ing and inclusive environment to LGBT patients:

[G]uidelines for clinical practice can be very
simple: ask the appropriate questions and be
open and nonjudgmental about the answers.
Few patients expect their providers to be ex-
perts on all aspects of gay and lesbian life. But
it is important that providers inquire about life
situations, be concerned about family and
other important relationships, understand sup-
port systems, and make appropriate referrals
for counseling and support when necessary.
(55)

Providing clinically and culturally competent care
for transgender persons in the primary care setting may
present a challenge to physicians who are not knowl-
edgeable about transgender health. Transgender per-
sons have reported encounters with physicians who are
unaware of how to approach treatment of a transgen-
der person, and half of transgender patients reported
having to “teach” their physician about transgender
health (20). The National Transgender Survey found
that 19% of participants had been denied medical care
because of their transgender status (20). Resources for
physicians on how to approach the treatment of trans-
gender patients should emphasize respecting the pa-
tient's gender identity while providing prevention,
treatment, and screening to the anatomy that is present
(56).

To better understand the unique health needs of
the LGBT community, physicians and medical profes-
sionals must develop a knowledge base in cultural and
clinical competency and understand the factors that af-
fect LGBT health; this should begin in the medical
school setting and continue during practice. Assess-
ment of LGBT-related content at medical schools found
a median of 5 hours spent on LGBT-related issues over
the course of the curriculum (57). Exposure to members
of the LGBT population in medical school has been
shown to increase the likelihood that a physician will
take a more comprehensive patient history, have a bet-
ter understanding of LGBT health issues, and have a

more positive attitude toward LGBT patients (58). Stud-
ies show that undergraduate students pursuing a ca-
reer in medicine are receptive to incorporating LGBT-
related issues into their education and agree that it
applies to their future work (59). The College recog-
nizes the importance of incorporating LGBT health into
the medical school curriculum and publishes a compre-
hensive medical textbook on LGBT health, The Fenway
Guide to Lesbian, Gay, Bisexual, and Transgender
Health, 2nd Edition (60).

In November 2014, the Association of American
Medical Colleges Advisory Committee on Sexual Ori-
entation, Gender Identity, and Sex Development re-
leased a comprehensive report recommending strate-
gies on how to implement changes in academic
medical institutions to better address the needs of
LGBT patients; further, the committee identified chal-
lenges and barriers to carrying out these changes. The
report recognizes 3 methods of integrating LGBT
health into the medical school curricula: full curriculum
revision, the addition of a required class, or LGBT
health study as a part of elective materials. The report
also identifies barriers to curricular changes, including
but not limited to a lack of material that has been
shown to be effective, reluctance of faculty and staff to
teach the new material, and a shortage of institutional
time that would permit teachers to participate in con-
tinuing education on the topic (61).

For some LGBT persons interested in pursuing ca-
reers in medicine, there continues to be an underlying
concern that their sexual orientation or gender identity
may affect their selection into a medical school or resi-
dency program and acceptance by their peers. In 2012,
Dr. Mark Schuster published his personal story about
being gay in medicine starting in the 1980s when he
entered medical school, through residency, and into
practice. In his article, he spoke of a former attending
physician he worked under who acted as an advisor
and had indicated he would offer him a recommenda-
tion for residency, only to find this physician later re-
nege on that offer after Dr. Schuster shared that he was
gay (62). Little research has been done on the recruit-
ment of LGBT physicians into the practice of medicine
or how disclosing sexual orientation may affect training.
One survey measuring the perceptions and attitudes
toward sexual orientation during training found that
30% of respondents did not reveal their sexual orienta-
tion when applying for residency positions for fear of
rejection (63).

Academic medical institutions can make efforts to
create a welcoming and inclusive environment for stu-
dents and faculty. The University of California, San Fran-
cisco, LGBT Resource Center developed a checklist for
medical schools to assess LGBT curriculum, admissions,
and the working environment within their institution.
The checklist includes inclusive application procedures,
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measurement of retention of LGBT students, and efforts
and resources dedicated to student well-being (64). In
a 2013 white paper, the Gay and Lesbian Medical As-
sociation made several recommendations to support
an LGBT-inclusive climate at health professional
schools in such areas as institutional equality, transgen-
der services and support, diversity initiatives, admis-
sions, staff and faculty recruitment and retention, staff
and faculty training, and other areas that underscore
simple yet thoughtful ways to create an accepting envi-
ronment for LGBT students, faculty, and employees
(65). Tools such as these can assist in recruiting and
retaining LGBT physicians.

8. The College opposes the use of “conversion,”
“reorientation,” or “reparative” therapy for the treatment
of LGBT persons.

Since 1973, the American Psychiatric Association's
Diagnostic and Statistical Manual of Mental Disorders
has not considered homosexuality an illness (66). All
major medical and mental health organizations do not
consider homosexuality as an illness but as a variation
of human sexuality, and they denounce the practice of
reparative therapy for treatment of LGBT persons (67).
The core basis for “conversion,” “reorientation,” or “re-
parative” therapy, which is generally defined as therapy
aiming at changing the sexual orientation of lesbian
women and gay men, is mostly based on religious or
moral objections to homosexuality or the belief that a
homosexual person can be “cured” of their presumed
illness.

In 2007, the American Psychological Association
conducted a literature review of 83 studies on the effi-
cacy of efforts to change sexual orientation. It found
serious flaws in the research methods of most of
the studies and identified only 1 study that met re-
search standards for establishing safety or efficacy of
conversion therapy and also compared persons who
received a treatment with those who did not. In that
study, intervention had no effect on the rates of same-
sex behavior, so it is widely believed that there is no
scientific evidence to support the use of reparative
therapy (68). The Pan American Health Organization,
the regional office for the Americas of the larger World
Health Organization, also supports the position that
there is no medical basis for reparative therapy and that
the practice may pose a threat to the overall health and
well-being of an individual (69). Dr. Robert Spitzer, the
author of a 2003 research study often cited by support-
ers of the reparative therapy movement to purport that
persons may choose to change their sexual orientation,
has denounced the research as flawed and apologized
to the LGBT community in a letter for misinterpretations
or misrepresentations that arose from the study (70).

Available research does not support the use of re-
parative therapy as an effective method in the treat-
ment of LGBT persons. Evidence shows that the prac-

tice may actually cause emotional or physical harm to
LGBT individuals, particularly adolescents or young
persons. Research done at San Francisco State Univer-
sity on the effect of familial attitudes and acceptance
found that LGBT youth who were rejected by their fam-
ilies because of their identity were more likely than their
LGBT peers who were not rejected or only mildly re-
jected by their families to attempt suicide, report high
levels of depression, use illegal drugs, or be at risk for
HIV and sexually transmitted illnesses (71). The Ameri-
can Psychological Association literature review found
that reparative therapy is associated with the loss of
sexual feeling, depression, anxiety, and suicidality (68).

States have delved into the debate over the use of
reparative therapy for minor children given the poten-
tial for harm. California; New Jersey; and Washington,
DC, have enacted laws banning the practice. Several
other state legislatures, such as those in Washington
state, Massachusetts, New York, and Oregon, have in-
troduced or passed legislation through one chamber
but failed to pass the bill into law (72). The New Jersey
law was challenged on the grounds that the ban limited
the free speech of mental health professionals, but the
law was upheld by the Third U.S. Circuit Court of Ap-
peals (73). In May 2015, the U.S. Supreme Court de-
clined to hear a challenge to the law (74).

9. The American College of Physicians supports
continued reviews of blood donation deferral policies
for men who have sex with men. The College supports
evidence-based deferral policies that take into account
a comprehensive assessment of the risk level of all indi-
viduals seeking to donate, which may result in varying
deferral periods or a lengthened or permanent deferral
on blood donation.

Persons who are considered at increased or possi-
ble risk for certain infectious diseases, such as intrave-
nous drug users, recipients of animal organs or tissues,
and those who have traveled or lived abroad in certain
countries, are prohibited by the U.S Food and Drug
Administration from donating blood (75). Since the
early 1980s, the policy has also included men who have
sex with men (MSM) since 1977. This lifetime deferral of
blood donation for MSM was instituted during a time
when the incidence of HIV and AIDS increased to epi-
demic levels in the United States, and the disease and
how it was transmitted were largely misunderstood by
the scientific community. In the following years, con-
certed efforts by the medical community, patient advo-
cates, and government officials and agencies resulted
in advancements in blood screening technology and
treatments for the virus. However, during that time of
uncertainty, policies were implemented to balance the
risk for contaminating the blood supply with what was
known about the transmissibility of the disease.

Several medical organizations support deferral pol-
icy reform based on available scientific evidence and
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testing capabilities. The American Medical Association
policy on blood donor criteria supports, “the use of ra-
tional, scientifically based blood and tissue donation
deferral periods that are fairly and consistently applied
to donors according to their level of risk” (76). The
American Association of Blood Banks, America's Blood
Centers, and the American Red Cross have long advo-
cated for a modification to deferral criteria to be “made
comparable with criteria for other groups at increased
risk for sexual transmission of transfusion-transmitted
infections” and recommend a 12-month deferral for
men who have had sex with another man since 1977,
which is in line with deferral criteria for others who have
exhibited high-risk behavior (77). The eligibility stan-
dards and policies on the donation of tissues or tissue
products (5-year deferral since last sexual contact) (78)
and vascular organs (risk assessed individually, dis-
closed to transplant team, and consent required) (79)
by MSM also reflect a measured assessment of disease
transmission risk to donor recipients.

Many countries, including the United Kingdom,
Canada, Finland, Australia, and New Zealand, have suc-
cessfully instituted deferral periods ranging from 12
months to 5 years in lieu of a lifetime ban on blood
donation by MSM without measurable increased risk to
the blood supply. A study of the risk of blood donations
from MSM after the implementation of shorter deferral
periods in England and Wales 12 months after their last
sexual encounter found only a marginal increase in the
risk for transfusion-transmitted HIV (80). Australia
changed the deferral policy for MSM from 5 years to 12
months over 1996 to 2000. A study that compared the
prevalence of HIV among blood donors from the 5-year
deferral period compared with the 12-month deferral
period found no evidence that the 12-month period
increased risk for HIV in recipients (81).

In late 2014, the HHS Advisory Committee on
Blood and Tissue Safety and Availability voted in favor
of recommending a 1-year deferral policy for MSM and
increased surveillance of the blood supply. The U.S
Food and Drug Administration announced it would be
updating its policy on blood donation from MSM after
considering recommendations made by the HHS, re-
views of available scientific evidence, and recommen-
dations from its own Blood Products Advisory Commit-
tee. The policy about indefinite deferral on blood
donation from MSM is being updated to a 1-year de-
ferral period from the last sexual contact, and the U.S.
Food and Drug Administration will issue draft guidance
on the policy change in 2015. In addition, the agency
announced it has already taken steps to implement a
national blood surveillance system to monitor what, if
any, effects the new policy has on the nation's blood
supply (82). Lifting the lifetime ban on blood donation
by MSM is an important first step toward creating eq-
uity among those wishing to donate blood. The U.S

Food and Drug Administration should continue to
monitor the effects of a 1-year deferral and update its
policy as information and data are gathered through
surveillance to make further strides toward policies that
assess donor eligibility on the basis of scientific data
and individual risk factors, such as the length of time
since a high-risk behavior has occurred, type of sex that
occurred, number of partners during a period of time,
or a combination of factors (83).
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© Copyright, American Psychiatric Association, all rights reserved. 

 

Position Statement on Discrimination Against  
Transgender and Gender Variant Individuals

 
Approved by the Board of Trustees, July 2012 

Approved by the Assembly, May 2012 

 

"Policy documents are approved by the APA Assembly and 

Board of Trustees…These are…position statements that define 

APA official policy on specific subjects…" – APA Operations 
Manual. 

Issue:  Being transgender gender or variant implies no 
impairment in judgment, stability, reliability, or general 
social or vocational capabilities; however, these individuals 
often experience discrimination due to a lack of civil rights 
protections for their gender identity or expression.  As a 
result, transgender and gender variant persons face 
challenges in their marriage, adoption and parenting 
rights, are regularly discharged from uniformed services or 
are rejected from enlisting due to their gender identity, and 
have difficulty revising government identity documents.  
Incarcerated transgender and gender variant persons 
suffer risks to their personal safety and lack of access to 
comprehensive healthcare. Further, transgender and gen-
der variant individuals may be inappropriately assigned 
space in gender-segregated facilities such as inpatient 
psychiatric units and residential treatment programs. 
Transgender and gender variant people are frequently 
harassed and discriminated against when seeking housing 
or applying to jobs or schools and are often victims of 
violent hate crimes.  

The APA declares in its vision statement that it is, “the 
voice and conscience of modern psychiatry.” Thus, this 
position statement is relevant to the APA because 
discrimination and lack of equal civil rights is damaging to 
the mental health of transgender and gender variant 
individuals.  In addition, APA’s values include “advocacy 
for patients.” Speaking out firmly and professionally 
against discrimination and lack of equal civil rights is a 
critical advocacy role that the APA is uniquely positioned to 
take.  
 

APA Position:  
 
Therefore, the American Psychiatric Association: 
1. Supports laws that protect the civil rights of 

transgender and gender variant individuals 
2. Urges the repeal of laws and policies that 

discriminate against transgender and gender variant 
individuals. 

3. Opposes all public and private discrimination against 
transgender and gender variant individuals in such 
areas as health care, employment, housing, public 
accommodation, education, and licensing. 

4. Declares that no burden of proof of such judgment, 
capacity, or reliability shall be placed upon these 
individuals greater than that imposed on any other 
persons. 

 
Authors: Jack Drescher, M.D., Ellen Haller, M.D., APA Caucus of 
Lesbian, Gay and Bisexual Psychiatrists. 
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© Copyright, American Psychiatric Association, all rights reserved. 

 

Position Statement on Access to Care for  
Transgender and Gender Variant Individuals

 
Approved by the Board of Trustees, July 2012 

Approved by the Assembly, May 2012 

 

"Policy documents are approved by the APA Assembly and 

Board of Trustees…These are…position statements that define 

APA official policy on specific subjects…" – APA Operations 
Manual. 

Issue: Significant and long-standing medical and psych-
iatric literature exists that demonstrates clear benefits of 
medical and surgical interventions to assist gender variant 
individuals seeking transition.  However, private and 
public insurers often do not offer, or may specifically 
exclude, coverage for medically necessary treatments for 
gender transition.  Access to medical care (both medical 
and surgical) positively impacts the mental health of 
transgender and gender variant individuals.   
 
The APA’s vision statement includes the phrase: “Its vision 
is a society that has available, accessible quality psychiatric 
diagnosis and treatment,” yet currently, transgender and 
gender variant individuals frequently lack available and 
accessible treatment.  In addition, APA’s values include the 
following points: 

 best standards of clinical practice 
 patient-focused treatment decisions  
 scientifically established principles of treatment  
 advocacy for patients 

Transgender and gender variant individuals currently lack 
access to the best standards of clinical practice, frequently 
do not have the opportunity to pursue patient-focused 
treatment decisions, do not receive scientifically estab-
lished treatment and could benefit significantly from APA’s 
advocacy.   
 

APA Position:  
 
Therefore, the American Psychiatric Association: 
 
1. Recognizes that appropriately evaluated transgender 

and gender variant individuals can benefit greatly 
from medical and surgical gender transition treat-
ments. 

2. Advocates for removal of barriers to care and 
supports both public and private health insurance 
coverage for gender transition treatment. 

3. Opposes categorical exclusions of coverage for such 
medically necessary treatment when prescribed by a 
physician.  

 
Authors: Jack Drescher, M.D., Ellen Haller, M.D., APA Caucus of 
Lesbian, Gay and Bisexual Psychiatrists. 
 
  

APA Official Actions 
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2626 APA POLICY STATEMENTS on Lesbian, Gay, Bisexual, & Transgender Concerns 

BE IT FURTHER RESOLVED that APA calls upon psycholo-
gists in their professional roles to provide appropriate, 
nondiscriminatory treatment to transgender and gender 
variant individuals and encourages psychologists to take a 
leadership role in working against discrimination towards 
transgender and gender variant individuals;

BE IT FURTHER RESOLVED that APA encourages legal and 
social recognition of  transgender individuals consistent with 
their gender identity and expression, including access to 
identity documents consistent with their gender identity and 
expression which do not involuntarily disclose their status 
as transgender for transgender people who permanently 
socially transition to another gender role;

BE IT FURTHER RESOLVED that APA supports access to civil 
marriage and all its attendant benefi ts, rights, privileges, and 
responsibilities, regardless of  gender identity or expression;

BE IT FURTHER RESOLVED that APA supports efforts to 
provide fair and safe environments for gender variant and 
transgender people in institutional settings such as support-
ive living environments, long-term care facilities, nursing 
homes, treatment facilities, and shelters, as well as custodial 
settings such as prisons and jails;

BE IT FURTHER RESOLVED that APA supports efforts to 
provide safe and secure educational environments, at all 
levels of  education, as well as foster care environments and 
juvenile justice programs, that promote an understanding 
and acceptance of  self  and in which all youths, including 
youth of  all gender identities and expressions, may be free 
from discrimination, harassment, violence, and abuse;

BE IT FURTHER RESOLVED that APA supports the provision 
of  adequate and necessary mental and medical health care 
treatment for transgender and gender variant individuals;

BE IT FURTHER RESOLVED that APA recognizes the effi cacy, 
benefi t, and necessity of  gender transition treatments for 
appropriately evaluated individuals and calls upon public 
and private insurers to cover these medically necessary 
treatments;

BE IT FURTHER RESOLVED that APA supports access to 
appropriate treatment in institutional settings for people of  
all gender identities and expressions; including access 
to appropriate health care services including gender transi-
tion therapies;

for harassment, physical and sexual assault (Edney, 2004; 
Minter, 2003; Petersen et al., 1996; Witten & Eyler, 2007) 
and inadequate medical care including denial of  gender 
transition treatments such as hormone therapy (Edney, 
2004; Petersen et al., 1996; Bockting et al., 2005; Coan et 
al., 2005; Clements-Nolle, 2006; Kenagy, 2005; Kenagy & 
Bostwick, 2005; Nemoto et al., 2005; Newfi eld et al., 2006; 
Risser et al., 2005; Rodriquez-Madera &Toro-Alfonso, 
2005; Sperber et al., 2005; Xavier et al., 2005); and 

WHEREAS many gender variant and transgender children 
and youth face harassment and violence in school environ-
ments, foster care, residential treatment centers, homeless 
centers, and juvenile justice programs (D’Augelli, Gross-
man, & Starks, 2006; Gay Lesbian and Straight Education 
Network, 2003; Grossman, D’Augelli, & Slater, 2006); and

WHEREAS psychologists are in a position to infl uence poli-
cies and practices in institutional settings, particularly re-
garding the implementation of  the Standards of  Care pub-
lished by the World Professional Association of  Transgender 
Health (WPATH, formerly known as the Harry Benjamin 
International Gender Dysphoria Association) which recom-
mend the continuation of  gender transition treatments and 
especially hormone therapy during incarceration (Meyer et 
al., 2001); and 

WHEREAS psychological research has the potential to 
inform treatment, service provision, civil rights, and ap-
proaches to promoting the well-being of  transgender and 
gender variant people; and

WHEREAS APA has a history of  successful collaboration 
with other organizations to meet the needs of  particular 
populations, and organizations outside of  APA have use-
ful resources for addressing the needs of  transgender and 
gender variant people; 

THEREFORE BE IT RESOLVED that APA opposes all public 
and private discrimination on the basis of  actual or per-
ceived gender identity and expression and urges the repeal 
of  discriminatory laws and policies;

BE IT FURTHER RESOLVED that APA supports the passage 
of  laws and policies protecting the rights, legal benefi ts, and 
privileges of  people of  all gender identities and expressions;

BE IT FURTHER RESOLVED that APA supports full access to 
employment, housing, and education regardless of  gender 
identity and expression;

Transgender, Gender Identity, and Gender Expression Non-DiscriminationTransgender, Gender Identity, and Gender Expression Non-Discrimination
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BE IT FURTHER RESOLVED that APA supports the creation 
of  educational resources for all psychologists in working 
with individuals who are gender variant and transgender;

BE IT FURTHER RESOLVED that APA supports the funding 
of  basic and applied research concerning gender expression 
and gender identity;

BE IT FURTHER RESOLVED that APA supports the creation 
of  scientifi c and educational resources that inform public 
discussion about gender identity and gender expression 
to promote public policy development, and societal and 
familial attitudes and behaviors that affi rm the dignity and 
rights of  all individuals regardless of  gender identity or 
gender expression;

BE IT FURTHER RESOLVED that APA supports cooperation 
with other organizations in efforts to accomplish these ends.
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Introduction

In recent years, transgender people have increasingly been willing to identify themselves openly.
Public awareness of transgender issues has increased dramatically, in part because of an increasing
number of books, motion pictures and television programs featuring transgender characters and
addressing transgender issues. As a result, not only transgender people themselves but also their
families and friends, employers, schools and government agencies are increasingly turning to
psychologists for help in addressing these issues on individual and community levels. At the same
time, changes in service delivery systems related to transgender issues have resulted in transsexuals
and other people with gender identity concerns more frequently turning to community mental health
professionals for assessment and treatment.

Consequently, it has become increasingly likely that psychologists will encounter people needing
assistance with gender identity concerns. This trend underscores the need for psychologists to
acquire greater knowledge and competence in addressing transgender issues.

In February 2005, the Council of Representatives of the American Psychological Association (APA)
authorized the appointment of a Task Force on Gender Identity and Gender Variance. The task force
was charged with the following:

Review extant APA policies regarding these issues and affected populations and recommend any
indicated changes.

Develop recommendations for education, training, and further research into these topics.

Propose how APA can best meet the needs of psychologists and students who identify as
transgender or gender variant.

Recommend appropriate collaboration with other professional organizations concerning these
issues.
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Guidelines for Psychological Practice With
Transgender and Gender Nonconforming People

American Psychological Association

Transgender and gender nonconforming1 (TGNC) people
are those who have a gender identity that is not fully
aligned with their sex assigned at birth. The existence of
TGNC people has been documented in a range of historical
cultures (Coleman, Colgan, & Gooren, 1992; Feinberg,
1996; Miller & Nichols, 2012; Schmidt, 2003). Current
population estimates of TGNC people have ranged from
0.17 to 1,333 per 100,000 (Meier & Labuski, 2013). The
Massachusetts Behavioral Risk Factor Surveillance Survey
found 0.5% of the adult population aged 18 to 64 years
identified as TGNC between 2009 and 2011 (Conron,
Scott, Stowell, & Landers, 2012). However, population
estimates likely underreport the true number of TGNC
people, given difficulties in collecting comprehensive de-
mographic information about this group (Meier & Labuski,
2013). Within the last two decades, there has been a sig-
nificant increase in research about TGNC people. This
increase in knowledge, informed by the TGNC community,
has resulted in the development of progressively more
trans-affirmative practice across the multiple health disci-
plines involved in the care of TGNC people (Bockting,
Knudson, & Goldberg, 2006; Coleman et al., 2012). Re-
search has documented the extensive experiences of stigma
and discrimination reported by TGNC people (Grant et al.,
2011) and the mental health consequences of these expe-
riences across the life span (Bockting, Miner, Swinburne
Romine, Hamilton, & Coleman, 2013), including increased
rates of depression (Fredriksen-Goldsen et al., 2014) and
suicidality (Clements-Nolle, Marx, & Katz, 2006). TGNC
people’s lack of access to trans-affirmative mental and
physical health care is a common barrier (Fredriksen-Gold-
sen et al., 2014; Garofalo, Deleon, Osmer, Doll, & Harper,
2006; Grossman & D’Augelli, 2006), with TGNC people
sometimes being denied care because of their gender iden-
tity (Xavier et al., 2012).

In 2009, the American Psychological Association
(APA) Task Force on Gender Identity and Gender Variance
(TFGIGV) survey found that less than 30% of psychologist
and graduate student participants reported familiarity with
issues that TGNC people experience (APA TFGIGV,
2009). Psychologists and other mental health professionals
who have limited training and experience in TGNC-affir-
mative care may cause harm to TGNC people (Mikalson,
Pardo, & Green, 2012; Xavier et al., 2012). The significant
level of societal stigma and discrimination that TGNC
people face, the associated mental health consequences,
and psychologists’ lack of familiarity with trans-affirmative
care led the APA Task Force to recommend that psycho-

logical practice guidelines be developed to help psycholo-
gists maximize the effectiveness of services offered and
avoid harm when working with TGNC people and their
families.

Purpose
The purpose of the Guidelines for Psychological Practice
with Transgender and Gender Nonconforming People
(hereafter Guidelines) is to assist psychologists in the pro-
vision of culturally competent, developmentally appropri-
ate, and trans-affirmative psychological practice with
TGNC people. Trans-affirmative practice is the provision

The American Psychological Association’s (APA’s) Task Force on
Guidelines for Psychological Practice with Transgender and Gender Non-
conforming People developed these guidelines. lore m. dickey, Louisiana
Tech University, and Anneliese A. Singh, The University of Georgia,
served as chairs of the Task Force. The members of the Task Force
included Walter O. Bockting, Columbia University; Sand Chang, Inde-
pendent Practice; Kelly Ducheny, Howard Brown Health Center; Laura
Edwards-Leeper, Pacific University; Randall D. Ehrbar, Whitman Walker
Health Center; Max Fuentes Fuhrmann, Independent Practice; Michael L.
Hendricks, Washington Psychological Center, P.C.; and Ellen Magalhaes,
Center for Psychological Studies at Nova Southeastern University and
California School of Professional Psychology at Alliant International
University.

The Task Force is grateful to BT, Robin Buhrke, Jenn Burleton, Theo
Burnes, Loree Cook-Daniels, Ed Delgado-Romero, Maddie Deutsch, Mi-
chelle Emerick, Terry S. Gock, Kristin Hancock, Razia Kosi, Kimberly
Lux, Shawn MacDonald, Pat Magee, Tracee McDaniel, Edgardo Men-
vielle, Parrish Paul, Jamie Roberts, Louise Silverstein, Mary Alice Sil-
verman, Holiday Simmons, Michael C. Smith, Cullen Sprague, David
Whitcomb, and Milo Wilson for their assistance in providing important
input and feedback on drafts of the guidelines. The Task Force is espe-
cially grateful to Clinton Anderson, Director, and Ron Schlittler, Program
Coordinator, of APA’s Office on LGBT Concerns, who adeptly assisted
and provided counsel to the Task Force throughout this project. The Task
Force would also like to thank liaisons from the APA Committee on
Professional Practice and Standards (COPPS), April Harris-Britt and Scott
Hunter, and their staff support, Mary Hardiman. Additionally, members of
the Task Force would like to thank the staff at the Phillip Rush Center and
Agnes Scott College Counseling Center in Atlanta, Georgia, who served
as hosts for face-to-face meetings.

This document will expire as APA policy in 2022. After this date,
users should contact the APA Public Interest Directorate to determine
whether the guidelines in this document remain in effect as APA policy.

Correspondence concerning this article should be addressed to the
Public Interest Directorate, American Psychological Association, 750
First Street, NE, Washington, DC 20002.

1 For the purposes of these guidelines, we use the term transgender
and gender nonconforming (TGNC). We intend for the term to be as
broadly inclusive as possible, and recognize that some TGNC people do
not ascribe to these terms. Readers are referred to Appendix A for a listing
of terms that include various TGNC identity labels.
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of care that is respectful, aware, and supportive of the
identities and life experiences of TGNC people (Korell &
Lorah, 2007). The Guidelines are an introductory resource
for psychologists who will encounter TGNC people in their
practice, but can also be useful for psychologists with
expertise in this area of practice to improve the care already
offered to TGNC people. The Guidelines include a set of
definitions for readers who may be less familiar with lan-
guage used when discussing gender identity and TGNC
populations (see Appendix A). Distinct from TGNC, the
term “cisgender” is used to refer to people whose sex
assigned at birth is aligned with their gender identity (E. R.
Green, 2006; Serano, 2006).

Given the added complexity of working with TGNC
and gender-questioning youth2 and the limitations of the
available research, the Guidelines focus primarily, though
not exclusively, on TGNC adults. Future revisions of the
Guidelines will deepen a focus on TGNC and gender-
questioning children and adolescents. The Guidelines ad-
dress the strengths of TGNC people, the challenges they
face, ethical and legal issues, life span considerations,
research, education, training, and health care. Because is-
sues of gender identity are often conflated with issues of
gender expression or sexual orientation, psychological
practice with the TGNC population warrants the acquisi-
tion of specific knowledge about concerns unique to TGNC
people that are not addressed by other practice guidelines
(APA, 2012). It is important to note that these Guidelines
are not intended to address some of the conflicts that
cisgender people may experience due to societal expecta-
tions regarding gender roles (Butler, 1990), nor are they
intended to address intersex people (Dreger, 1999; Preves,
2003).

Documentation of Need
In 2005, the APA Council of Representatives authorized
the creation of the Task Force on Gender Identity and
Gender Variance (TFGIGV), charging the Task Force to
review APA policies related to TGNC people and to offer
recommendations for APA to best meet the needs of TGNC
people (APA TFGIGV, 2009). In 2009, the APA Council
of Representatives adopted the Resolution on Transgender,
Gender Identity, & Gender Expression Non-Discrimina-
tion, which calls upon psychologists in their professional
roles to provide appropriate, nondiscriminatory treatment;
encourages psychologists to take a leadership role in work-
ing against discrimination; supports the provision of ade-
quate and necessary mental and medical health care; rec-
ognizes the efficacy, benefit, and medical necessity of
gender transition; supports access to appropriate treatment
in institutional settings; and supports the creation of edu-
cational resources for all psychologists (Anton, 2009). In
2009, in an extensive report on the current state of psycho-
logical practice with TGNC people, the TFGIGV deter-
mined that there was sufficient knowledge and expertise in
the field to warrant the development of practice guidelines
for TGNC populations (APA TFGIGV, 2009). The report
identified that TGNC people constituted a population with

unique needs and that the creation of practice guidelines
would be a valuable resource for the field (APA TFGIGV,
2009). Psychologists’ relative lack of knowledge about
TGNC people and trans-affirmative care, the level of soci-
etal stigma and discrimination that TGNC people face, and
the significant mental health consequences that TGNC peo-
ple experience as a result offer a compelling need for
psychological practice guidelines for this population.

Users
The intended audience for these Guidelines includes psy-
chologists who provide clinical care, conduct research, or
provide education or training. Given that gender identity
issues can arise at any stage in a TGNC person’s life (Lev,
2004), clinicians can encounter a TGNC person in practice
or have a client’s presenting problem evolve into an issue
related to gender identity and gender expression. Research-
ers, educators, and trainers will benefit from use of these
Guidelines to inform their work, even when not specifically
focused on TGNC populations. Psychologists who focus on
TGNC populations in their clinical practice, research, or
educational and training activities will also benefit from the
use of these Guidelines.

Distinction Between Standards
and Guidelines
When using these Guidelines, psychologists should be
aware that APA has made an important distinction between
standards and guidelines (Reed, McLaughlin, & Newman,
2002). Standards are mandates to which all psychologists
must adhere (e.g., the Ethical Principles of Psychologists
and Code of Conduct; APA, 2010), whereas guidelines are
aspirational. Psychologists are encouraged to use these
Guidelines in tandem with the Ethical Principles of Psy-
chologists and Code of Conduct, and should be aware that
state and federal laws may override these Guidelines (APA,
2010).

In addition, these Guidelines refer to psychological
practice (e.g., clinical work, consultation, education, re-
search, and training) rather than treatment. Practice guide-
lines are practitioner-focused and provide guidance for
professionals regarding “conduct and the issues to be con-
sidered in particular areas of clinical practice” (Reed et al.,
2002, p. 1044). Treatment guidelines are client-focused and
address intervention-specific recommendations for a clini-
cal population or condition (Reed et al., 2002). The current
Guidelines are intended to complement treatment guide-
lines for TGNC people seeking mental health services,
such as those set forth by the World Professional Associ-
ation for Transgender Health Standards of Care (Coleman
et al., 2012) and the Endocrine Society (Hembree et al.,
2009).

2 For the purposes of these guidelines, “youth” refers to both children
and adolescents under the age of 18.
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Compatibility
These Guidelines are consistent with the APA Ethical
Principles of Psychologists and Code of Conduct (APA,
2010), the Standards of Accreditation for Health Service
Psychology (APA, 2015), the APA TFGIGV (2009) report,
and the APA Council of Representatives Resolution on
Transgender, Gender Identity, & Gender Expression Non-
Discrimination (Anton, 2009).

Practice Guidelines Development
Process
To address one of the recommendations of the APA TF-
GIGV (2009), the APA Committee on Sexual Orientation
and Gender Diversity (CSOGD; then the Committee on
Lesbian, Gay, Bisexual, and Transgender Concerns) and
Division 44 (the Society for the Psychological Study of
Lesbian, Gay, Bisexual and Transgender Issues) initiated a
joint Task Force on Psychological Practice Guidelines with
Transgender and Gender Nonconforming People in 2011.
Task Force members were selected through an application
and review process conducted by the leadership of CSOGD
and Division 44. The Task Force included 10 members
who had substantial psychological practice expertise with
TGNC people. Of the 10 task force members, five individ-
uals identified as TGNC with a range of gender identities
and five identified as cisgender. In terms of race/ethnicity,
six of the task force members identified as White and four
identified as people of color (one Indian American, one
Chinese American, one Latina American, and one mixed
race).

The Task Force conducted a comprehensive review of
the extant scholarship, identified content most pertinent to
the practice of psychology with TGNC people, and evalu-
ated the level of evidence to support guidance within each
guideline. To ensure the accuracy and comprehensiveness
of these Guidelines, Task Force members met with TGNC
community members and groups and consulted with sub-
ject matter experts within and outside of psychology. When
the Task Force discovered a lack of professional consensus,
every effort was made to include divergent opinions in the
field relevant to that issue. When this occurred, the Task
Force described the various approaches documented in the
literature. Additionally, these Guidelines were informed by
comments received at multiple presentations held at pro-
fessional conferences and comments obtained through two
cycles of open public comment on earlier Guideline drafts.

This document contains 16 guidelines for TGNC psy-
chological practice. Each guideline includes a Rationale
section, which reviews relevant scholarship supporting the
need for the guideline, and an Application section, which
describes how the particular guideline may be applied in
psychological practice. The Guidelines are organized into
five clusters: (a) foundational knowledge and awareness;
(b) stigma, discrimination, and barriers to care; (c) life span
development; (d) assessment, therapy, and intervention;
and (e) research, education, and training.

Funding for this project was provided by Division 44
(Society for the Psychological Study of LGBT Issues); the

APA Office on Lesbian, Gay, Bisexual, and Transgender
(LGBT) Concerns; a grant from the Committee on Divi-
sion/APA Relations (CODAPAR); and donations from
Randall Ehrbar and Pamela St. Amand. Some members of
the Task Force have received compensation through pre-
sentations (e.g., honoraria) or royalties (e.g., book con-
tracts) based in part on information contained in these
Guidelines.

Selection of Evidence
Although the number of publications on the topic of
TGNC-affirmative practice has been increasing, this is still
an emerging area of scholarly literature and research. When
possible, the Task Force relied on peer-reviewed publica-
tions, but books, chapters, and reports that do not typically
receive a high level of peer review have also been cited
when appropriate. These sources are from a diverse range
of fields addressing mental health, including psychology,
counseling, social work, and psychiatry. Some studies of
TGNC people utilize small sample sizes, which limits the
generalizability of results. Few studies of TGNC people
utilize probability samples or randomized control groups
(e.g., Conron et al., 2012; Dhejne et al., 2011). As a result,
the Task Force relied primarily on studies using conve-
nience samples, which limits the generalizability of results
to the population as a whole, but can be adequate for
describing issues and situations that arise within the pop-
ulation.

Foundational Knowledge and
Awareness
Guideline 1. Psychologists understand that
gender is a nonbinary construct that allows
for a range of gender identities and that a
person’s gender identity may not align with
sex assigned at birth.

Rationale. Gender identity is defined as a per-
son’s deeply felt, inherent sense of being a girl, woman, or
female; a boy, a man, or male; a blend of male or female;
or an alternative gender (Bethea & McCollum, 2013; In-
stitute of Medicine [IOM], 2011). In many cultures and
religious traditions, gender has been perceived as a binary
construct, with mutually exclusive categories of male or
female, boy or girl, man or woman (Benjamin, 1966;
Mollenkott, 2001; Tanis, 2003). These mutually exclusive
categories include an assumption that gender identity is
always in alignment with sex assigned at birth (Bethea &
McCollum, 2013). For TGNC people, gender identity dif-
fers from sex assigned at birth to varying degrees, and may
be experienced and expressed outside of the gender binary
(Harrison, Grant, & Herman, 2012; Kuper, Nussbaum, &
Mustanski, 2012).

Gender as a nonbinary construct has been described
and studied for decades (Benjamin, 1966; Herdt, 1994;
Kulick, 1998). There is historical evidence of recognition,
societal acceptance, and sometimes reverence of diversity
in gender identity and gender expression in several differ-
ent cultures (Coleman et al., 1992; Feinberg, 1996; Miller
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& Nichols, 2012; Schmidt, 2003). Many cultures in which
gender nonconforming persons and groups were visible
were diminished by westernization, colonialism, and sys-
temic inequity (Nanda, 1999). In the 20th century, TGNC
expression became medicalized (Hirschfeld, 1910/1991),
and medical interventions to treat discordance between a
person’s sex assigned at birth, secondary sex characteris-
tics, and gender identity became available (Meyerowitz,
2002).

As early as the 1950s, research found variability in
how an individual described their3 gender, with some par-
ticipants reporting a gender identity different from the
culturally defined, mutually exclusive categories of “man”
or “woman” (Benjamin, 1966). In several recent large
online studies of the TGNC population in the United States,
30% to 40% of participants identified their gender identity
as other than man or woman (Harrison et al., 2012; Kuper
et al., 2012). Although some studies have cultivated a
broader understanding of gender (Conron, Scout, & Austin,
2008), the majority of research has required a forced choice
between man and woman, thus failing to represent or depict
those with different gender identities (IOM, 2011). Re-
search over the last two decades has demonstrated the
existence of a wide spectrum of gender identity and gender
expression (Bockting, 2008; Harrison et al., 2012; Kuper et
al., 2012), which includes people who identify as either
man or woman, neither man nor woman, a blend of man
and woman, or a unique gender identity. A person’s iden-
tification as TGNC can be healthy and self-affirming, and is
not inherently pathological (Coleman et al., 2012). How-
ever, people may experience distress associated with dis-
cordance between their gender identity and their body or
sex assigned at birth, as well as societal stigma and dis-
crimination (Coleman et al., 2012).

Between the late 1960s and the early 1990s, health
care to alleviate gender dysphoria largely reinforced a
binary conceptualization of gender (APA TFGIGV, 2009;
Bolin, 1994; Hastings, 1974). At that time, it was consid-
ered an ideal outcome for TGNC people to conform to an
identity that aligned with either sex assigned at birth or, if
not possible, with the “opposite” sex, with a heavy empha-
sis on blending into the cisgender population or “passing”
(APA TFGIGV, 2009; Bolin, 1994; Hastings, 1974). Vari-
ance from these options could raise concern for health care
providers about a TGNC person’s ability to transition suc-
cessfully. These concerns could act as a barrier to accessing
surgery or hormone therapy because medical and mental
health care provider endorsement was required before sur-
gery or hormones could be accessed (Berger et al., 1979).
Largely because of self-advocacy of TGNC individuals and
communities in the 1990s, combined with advances in
research and models of trans-affirmative care, there is
greater recognition and acknowledgment of a spectrum of
gender diversity and corresponding individualized, TGNC-
specific health care (Bockting et al., 2006; Coleman et al.,
2012).

Application. A nonbinary understanding of gen-
der is fundamental to the provision of affirmative care for
TGNC people. Psychologists are encouraged to adapt or

modify their understanding of gender, broadening the range
of variation viewed as healthy and normative. By under-
standing the spectrum of gender identities and gender ex-
pressions that exist, and that a person’s gender identity may
not be in full alignment with sex assigned at birth, psy-
chologists can increase their capacity to assist TGNC peo-
ple, their families, and their communities (Lev, 2004).
Respecting and supporting TGNC people in authentically
articulating their gender identity and gender expression, as
well as their lived experience, can improve TGNC people’s
health, well-being, and quality of life (Witten, 2003).

Some TGNC people may have limited access to vis-
ible, positive TGNC role models. As a result, many TGNC
people are isolated and must cope with the stigma of gender
nonconformity without guidance or support, worsening the
negative effect of stigma on mental health (Fredriksen-
Goldsen et al., 2014; Singh, Hays, & Watson, 2011). Psy-
chologists may assist TGNC people in challenging gender
norms and stereotypes, and in exploring their unique gen-
der identity and gender expression. TGNC people, partners,
families, friends, and communities can benefit from edu-
cation about the healthy variation of gender identity and
gender expression, and the incorrect assumption that gen-
der identity automatically aligns with sex assigned at birth.

Psychologists may model an acceptance of ambiguity
as TGNC people develop and explore aspects of their
gender, especially in childhood and adolescence. A non-
judgmental stance toward gender nonconformity can help
to counteract the pervasive stigma faced by many TGNC
people and provide a safe environment to explore gender
identity and make informed decisions about gender expres-
sion.

Guideline 2. Psychologists understand that
gender identity and sexual orientation are
distinct but interrelated constructs.

Rationale. The constructs of gender identity and
sexual orientation are theoretically and clinically distinct,
even though professionals and nonprofessionals frequently
conflate them. Although some research suggests a potential
link in the development of gender identity and sexual
orientation, the mechanisms of such a relationship are
unknown (Adelson & American Academy of Child and
Adolescent Psychiatry [AACAP] Committee on Quality
Issues [CQI], 2012; APA TFGIGV, 2009; A. H. Devor,
2004; Drescher & Byne, 2013). Sexual orientation is de-
fined as a person’s sexual and/or emotional attraction to
another person (Shively & De Cecco, 1977), compared
with gender identity, which is defined by a person’s felt,
inherent sense of gender. For most people, gender identity
develops earlier than sexual orientation. Gender identity is
often established in young toddlerhood (Adelson & AA-
CAP CQI, 2012; Kohlberg, 1966), compared with aware-

3 The third person plural pronouns “they,” “them,” and “their” in
some instances function in these guidelines as third-person singular pro-
nouns to model a common technique used to avoid the use of gendered
pronouns when speaking to or about TGNC people.
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ness of same-sex attraction, which often emerges in early
adolescence (Adelson & AACAP CQI, 2012; D’Augelli &
Hershberger, 1993; Herdt & Boxer, 1993; Ryan, 2009;
Savin-Williams & Diamond, 2000). Although gender iden-
tity is usually established in childhood, individuals may
become aware that their gender identity is not in full
alignment with sex assigned at birth in childhood, adoles-
cence, or adulthood. The developmental pathway of gender
identity typically includes a progression through multiple
stages of awareness, exploration, expression, and identity
integration (Bockting & Coleman, 2007; A. H. Devor,
2004; Vanderburgh, 2007). Similarly, a person’s sexual
orientation may progress through multiple stages of aware-
ness, exploration, and identity through adolescence and
into adulthood (Bilodeau & Renn, 2005). Just as some
people experience their sexual orientation as being fluid or
variable (L. M. Diamond, 2013), some people also experi-
ence their gender identity as fluid (Lev, 2004).

The experience of questioning one’s gender can create
significant confusion for some TGNC people, especially
for those who are unfamiliar with the range of gender
identities that exist. To explain any discordance they may
experience between their sex assigned at birth, related
societal expectations, patterns of sexual and romantic at-
traction, and/or gender role nonconformity and gender
identity, some TGNC people may assume that they must be
gay, lesbian, bisexual, or queer (Bockting, Benner, & Cole-
man, 2009). Focusing solely on sexual orientation as the
cause for discordance may obscure awareness of a TGNC
identity. It can be very important to include sexual orien-
tation and gender identity in the process of identity explo-
ration as well as in the associated decisions about which
options will work best for any particular person. In addi-
tion, many TGNC adults have disguised or rejected their
experience of gender incongruence in childhood or adoles-
cence to conform to societal expectations and minimize
their fear of difference (Bockting & Coleman, 2007; Byne
et al., 2012).

Because gender and patterns of attraction are used to
identify a person’s sexual orientation, the articulation of
sexual orientation is made more complex when sex as-
signed at birth is not aligned with gender identity. A
person’s sexual orientation identity cannot be determined
by simply examining external appearance or behavior, but
must incorporate a person’s identity and self-identification
(Broido, 2000).

Application. Psychologists may assist people in
differentiating gender identity and sexual orientation. As
clients become aware of previously hidden or constrained
aspects of their gender identity or sexuality, psychologists
may provide acceptance, support, and understanding with-
out making assumptions or imposing a specific sexual
orientation or gender identity outcome (APA TFGIGV,
2009). Because of their roles in assessment, treatment, and
prevention, psychologists are in a unique position to help
TGNC people better understand and integrate the various
aspects of their identities. Psychologists may assist TGNC
people by introducing and normalizing differences in gen-
der identity and expression. As a TGNC person finds a

comfortable way to actualize and express their gender
identity, psychologists may notice that previously incon-
gruent aspects of their sexual orientation may become more
salient, better integrated, or increasingly egosyntonic
(Bockting et al., 2009; H. Devor, 1993; Schleifer, 2006).
This process may allow TGNC people the comfort and
opportunity to explore attractions or aspects of their sexual
orientation that previously had been repressed, hidden, or
in conflict with their identity. TGNC people may experi-
ence a renewed exploration of their sexual orientation, a
widened spectrum of attraction, or a shift in how they
identify their sexual orientation in the context of a devel-
oping TGNC identity (Coleman, Bockting, & Gooren,
1993; Meier, Pardo, Labuski, & Babcock, 2013; Samons,
2008).

Psychologists may need to provide TGNC people with
information about TGNC identities, offering language to
describe the discordance and confusion TGNC people may
be experiencing. To facilitate TGNC people’s learning,
psychologists may introduce some of the narratives written
by TGNC people that reflect a range of outcomes and
developmental processes in exploring and affirming gender
identity (e.g., Bornstein & Bergman, 2010; Boylan, 2013;
J. Green, 2004; Krieger, 2011; Lawrence, 2014). These
resources may potentially aid TGNC people in distinguish-
ing between issues of sexual orientation and gender identity
and in locating themselves on the gender spectrum. Psy-
chologists may also educate families and broader commu-
nity systems (e.g., schools, medical systems) to better un-
derstand how gender identity and sexual orientation are
different but related; this may be particularly useful when
working with youth (Singh & Burnes, 2009; Whitman,
2013). Because gender identity and sexual orientation are
often conflated, even by professionals, psychologists are
encouraged to carefully examine resources that claim to
provide affirmative services for lesbian, gay, bisexual,
transgender, and queer (LGBTQ) people, and to confirm
which are knowledgeable about and inclusive of the needs
of TGNC people before offering referrals or recommenda-
tions to TGNC people and their families.

Guideline 3. Psychologists seek to
understand how gender identity intersects
with the other cultural identities of TGNC
people.

Rationale. Gender identity and gender expression
may have profound intersections with other aspects of
identity (Collins, 2000; Warner, 2008). These aspects may
include, but are not limited to, race/ethnicity, age, educa-
tion, socioeconomic status, immigration status, occupation,
disability status, HIV status, sexual orientation, relational
status, and religion and/or spiritual affiliation. Whereas
some of these aspects of identity may afford privilege,
others may create stigma and hinder empowerment (Burnes
& Chen, 2012; K. M. de Vries, 2015). In addition, TGNC
people who transition may not be prepared for changes in
privilege or societal treatment based on gender identity and
gender expression. To illustrate, an African American trans
man may gain male privilege, but may face racism and
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societal stigma particular to African American men. An
Asian American/Pacific Islander trans woman may experi-
ence the benefit of being perceived as a cisgender woman,
but may also experience sexism, misogyny, and objectifi-
cation particular to Asian American/Pacific Islander cis-
gender women.

The intersection of multiple identities within TGNC
people’s lives is complex and may obstruct or facilitate
access to necessary support (A. Daley, Solomon, Newman,
& Mishna, 2008). TGNC people with less privilege and/or
multiple oppressed identities may experience greater stress
and restricted access to resources. They may also develop
resilience and strength in coping with disadvantages, or
may locate community-based resources available to spe-
cific groups (e.g., for people living with HIV; Singh et al.,
2011). Gender identity affirmation may conflict with reli-
gious beliefs or traditions (Bockting & Cesaretti, 2001).
Finding an affirmative expression of their religious and
spiritual beliefs and traditions, including positive relation-
ships with religious leaders, can be an important resource
for TGNC people (Glaser, 2008; Porter, Ronneberg, &
Witten, 2013; Xavier, 2000).

Application. In practice, psychologists strive to
recognize the salient multiple and intersecting identities of
TGNC people that influence coping, discrimination, and
resilience (Burnes & Chen, 2012). Improved rapport and
therapeutic alliance are likely to develop when psycholo-
gists avoid overemphasizing gender identity and gender
expression when not directly relevant to TGNC people’s
needs and concerns. Even when gender identity is the main
focus of care, psychologists are encouraged to understand
that a TGNC person’s experience of gender may also be
shaped by other important aspects of identity (e.g., age,
race/ethnicity, sexual orientation), and that the salience of
different aspects of identity may evolve as the person
continues psychosocial development across the life span,
regardless of whether they complete a social or medical
transition.

At times, a TGNC person’s intersection of identities
may result in conflict, such as a person’s struggle to inte-
grate gender identity with religious and/or spiritual up-
bringing and beliefs (Kidd & Witten, 2008; Levy & Lo,
2013; Rodriguez & Follins, 2012). Psychologists may aid
TGNC people in understanding and integrating identities
that may be differently privileged within systems of power
and systemic inequity (Burnes & Chen, 2012). Psycholo-
gists may also highlight and strengthen the development of
TGNC people’s competencies and resilience as they learn
to manage the intersection of stigmatized identities (Singh,
2012).

Guideline 4. Psychologists are aware of how
their attitudes about and knowledge of
gender identity and gender expression may
affect the quality of care they provide to
TGNC people and their families.

Rationale. Psychologists, like other members of
society, come to their personal understanding and accep-
tance of different aspects of human diversity through a

process of socialization. Psychologists’ cultural biases, as
well as the cultural differences between psychologists and
their clients, have a clinical impact (Israel, Gorcheva,
Burnes, & Walther, 2008; Vasquez, 2007). The assump-
tions, biases, and attitudes psychologists hold regarding
TGNC people and gender identity and/or gender expression
can affect the quality of services psychologists provide and
their ability to develop an effective therapeutic alliance
(Bess & Stabb, 2009; Rachlin, 2002). In addition, a lack of
knowledge or training in providing affirmative care to
TGNC people can limit a psychologist’s effectiveness and
perpetuate barriers to care (Bess & Stabb, 2009; Rachlin,
2002). Psychologists experienced with lesbian, gay, or bi-
sexual (LGB) people may not be familiar with the unique
needs of TGNC people (Israel, 2005; Israel et al., 2008). In
community surveys, TGNC people have reported that
many mental health care providers lack basic knowledge
and skills relevant to care of TGNC people (Bradford,
Xavier, Hendricks, Rives, & Honnold, 2007; Xavier, Bob-
bin, Singer, & Budd, 2005) and receive little training to
prepare them to work with TGNC people (APA TFGIGV,
2009; Lurie, 2005). The National Transgender Discrimina-
tion Survey (Grant et al., 2011) reported that 50% of TGNC
respondents shared that they had to educate their health
care providers about TGNC care, 28% postponed seeking
medical care due to antitrans bias, and 19% were refused
care due to discrimination.

The APA ethics code (APA, 2010) specifies that psy-
chologists practice in areas only within the boundaries of
their competence (Standard 2.01), participate in proactive
and consistent ways to enhance their competence (Standard
2.03), and base their work upon established scientific and
professional knowledge (Standard 2.04). Competence in
working with TGNC people can be developed through a
range of activities, such as education, training, supervised
experience, consultation, study, or professional experience.

Application. Psychologists may engage in prac-
tice with TGNC people in various ways; therefore, the
depth and level of knowledge and competence required by
a psychologist depends on the type and complexity of
service offered to TGNC people. Services that psycholo-
gists provide to TGNC people require a basic understand-
ing of the population and its needs, as well as the ability to
respectfully interact in a trans-affirmative manner (L. Car-
roll, 2010).

APA emphasizes the use of evidence-based practice
(APA Presidential Task Force on Evidence-Based Practice,
2006). Given how easily assumptions or stereotypes could
influence treatment, evidence-based practice may be espe-
cially relevant to psychological practice with TGNC peo-
ple. Until evidence-based practices are developed specifi-
cally for TGNC people, psychologists are encouraged to
utilize existing evidence-based practices in the care they
provide. APA also promotes collaboration with clients con-
cerning clinical decisions, including issues related to costs,
potential benefits, and the existing options and resources
related to treatment (APA Presidential Task Force on Ev-
idence-Based Practice, 2006). TGNC people could benefit
from such collaboration and active engagement in decision
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making, given the historical disenfranchisement and dis-
empowerment of TGNC people in health care.

In an effort to develop competence in working with
TGNC people, psychologists are encouraged to examine
their personal beliefs regarding gender and sexuality, gen-
der stereotypes, and TGNC identities, in addition to iden-
tifying gaps in their own knowledge, understanding, and
acceptance (American Counseling Association [ACA],
2010). This examination may include exploring one’s own
gender identity and gendered experiences related to privi-
lege, power, or marginalization, as well as seeking consul-
tation and training with psychologists who have expertise
in working with TGNC people and communities.

Psychologists are further encouraged to develop com-
petence in working with TGNC people and their families
by seeking up-to-date basic knowledge and understanding
of gender identity and expression, and learning how to
interact with TGNC people and their families respectfully
and without judgment. Competence in working with TGNC
people may be achieved and maintained in formal and
informal ways, ranging from exposure in the curriculum of
training programs for future psychologists and continuing
education at professional conferences, to affirmative in-
volvement as allies in the TGNC community. Beyond
acquiring general competence, psychologists who choose
to specialize in working with TGNC people presenting with
gender-identity-related concerns are strongly encouraged to
obtain advanced training, consultation, and professional
experience (ACA, 2010; Coleman et al., 2012).

Psychologists may gain knowledge about the TGNC
community and become more familiar with the complex
social issues that affect the lives of TGNC people through
first-hand experiences (e.g., attending community meetings
and conferences, reading narratives written by TGNC peo-
ple). If psychologists have not yet developed competence
in working with TGNC people, it is recommended that they
refer TGNC people to other psychologists or providers who
are knowledgeable and able to provide trans-affirmative
care.

Stigma, Discrimination, and Barriers
to Care
Guideline 5. Psychologists recognize how
stigma, prejudice, discrimination, and
violence affect the health and well-being of
TGNC people.

Rationale. Many TGNC people experience dis-
crimination, ranging from subtle to severe, when accessing
housing, health care, employment, education, public assis-
tance, and other social services (Bazargan & Galvan, 2012;
Bradford, Reisner, Honnold, & Xavier, 2013; Dispenza,
Watson, Chung, & Brack, 2012; Grant et al., 2011). Dis-
crimination can include assuming a person’s assigned sex
at birth is fully aligned with that person’s gender identity,
not using a person’s preferred name or pronoun, asking
TGNC people inappropriate questions about their bodies,
or making the assumption that psychopathology exists
given a specific gender identity or gender expression (Na-

dal, Rivera, & Corpus, 2010; Nadal, Skolnik, & Wong,
2012). Discrimination may also include refusing access to
housing or employment or extreme acts of violence (e.g.,
sexual assault, murder). TGNC people who hold multiple
marginalized identities are more vulnerable to discrimina-
tion and violence. TGNC women and people of color
disproportionately experience severe forms of violence and
discrimination, including police violence, and are less
likely to receive help from law enforcement (Edelman,
2011; National Coalition of Anti-Violence Programs, 2011;
Saffin, 2011).

TGNC people are at risk of experiencing antitrans
prejudice and discrimination in educational settings. In a
national representative sample of 7,898 LGBT youth in
K-12 settings, 55.2% of participants reported verbal harass-
ment, 22.7% reported physical harassment, and 11.4% re-
ported physical assault based on their gender expression
(Kosciw, Greytak, Palmer, & Boesen, 2014). In a national
community survey of TGNC adults, 15% reported prema-
turely leaving educational settings ranging from kindergar-
ten through college as a result of harassment (Grant et al.,
2011). Many schools do not include gender identity and
gender expression in their school nondiscrimination poli-
cies; this leaves TGNC youth without needed protections
from bullying and aggression in schools (Singh & Jackson,
2012). TGNC youth in rural settings may be even more
vulnerable to bullying and hostility in their school environ-
ments due to antitrans prejudice (Kosciw et al., 2014).

Inequities in educational settings and other forms of
TGNC-related discrimination may contribute to the signif-
icant economic disparities TGNC people have reported.
Grant and colleagues (2011) found that TGNC people were
four times more likely to have a household income of less
than $10,000 compared with cisgender people, and almost
half of a sample of TGNC older adults reported a house-
hold income at or below 200% of poverty (Fredriksen-
Goldsen et al., 2014). TGNC people often face workplace
discrimination both when seeking and maintaining employ-
ment (Brewster, Velez, Mennicke, & Tebbe, 2014; Dis-
penza et al., 2012; Mizock & Mueser, 2014). In a nonrep-
resentative national study of TGNC people, 90% reported
having “directly experienced harassment or mistreatment at
work and felt forced to take protective actions that nega-
tively impacted their careers or their well-being, such as
hiding who they were to avoid workplace repercussions”
(Grant et al., 2011, p. 56). In addition, 78% of respondents
reported experiencing some kind of direct mistreatment or
discrimination at work (Grant et al., 2011). Employment
discrimination may be related to stigma based on a TGNC
person’s appearance, discrepancies in identity documenta-
tion, or being unable to provide job references linked to
that person’s pretransition name or gender presentation
(Bender-Baird, 2011).

Issues of employment discrimination and workplace
harassment are particularly salient for TGNC military per-
sonnel and veterans. Currently, TGNC people cannot serve
openly in the U.S. military. Military regulations cite “trans-
sexualism” as a medical exclusion from service (Depart-
ment of Defense, 2011; Elders & Steinman, 2014). When
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enlisted, TGNC military personnel are faced with very
difficult decisions related to coming out, transition, and
seeking appropriate medical and mental health care, which
may significantly impact or end their military careers. Not
surprisingly, research documents very high rates of suicidal
ideation and behavior among TGNC military and veteran
populations (Blosnich et al., 2013; Matarazzo et al., 2014).
Being open about their TGNC identity with health care
providers can carry risk for TGNC military personnel (Out-
Serve-Servicemembers Legal Defense Network, n.d.). Bar-
riers to accessing health care noted by TGNC veterans
include viewing the VA health care system as an extension
of the military, perceiving the VA as an unwelcoming
environment, and fearing providers’ negative reactions to
their identity (Sherman, Kauth, Shipherd, & Street, 2014;
Shipherd, Mizock, Maguen, & Green, 2012). A recent
study shows 28% of LGBT veterans perceived their VA as
welcoming and one third as unwelcoming (Sherman et al.,
2014). Multiple initiatives are underway throughout the
VA system to improve the quality and sensitivity of ser-
vices to LGBT veterans.

Given widespread workplace discrimination and pos-
sible dismissal following transition, TGNC people may
engage in sex work or survival sex (e.g., trading sex for
food), or sell drugs to generate income (Grant et al., 2011;
Hwahng & Nuttbrock, 2007; Operario, Soma, & Underhill,
2008; Stanley, 2011). This increases the potential for neg-
ative interactions with the legal system, such as harassment
by the police, bribery, extortion, and arrest (Edelman,
2011; Testa et al., 2012), as well as increased likelihood of
mental health symptoms and greater health risks, such as
higher incidence of sexually transmitted infections, includ-
ing HIV (Nemoto, Operario, Keatley, & Villegas, 2004).

Incarcerated TGNC people report harassment, isola-
tion, forced sex, and physical assault, both by prison per-
sonnel and other inmates (American Civil Liberties Union
National Prison Project, 2005; Brotheim, 2013; C. Daley,
2005). In sex-segregated facilities, TGNC people may be
subjected to involuntary solitary confinement (also called
“administrative segregation”), which can lead to severe
negative mental and physical health consequences and may
block access to services (Gallagher, 2014; National Center
for Transgender Equality, 2012). Another area of concern
is for TGNC immigrants and refugees. TGNC people in
detention centers may not be granted access to necessary
care and experience significant rates of assault and violence
in these facilities (Gruberg, 2013). TGNC people may seek
asylum in the United States to escape danger as a direct
result of lack of protections in their country of origin (APA
Presidential Task Force on Immigration, 2012; Cerezo,
Morales, Quintero, & Rothman, 2014; Morales, 2013).

TGNC people have difficulty accessing necessary
health care (Fredriksen-Goldsen et al., 2014; Lambda Le-
gal, 2012) and often feel unsafe sharing their gender iden-
tity or their experiences of antitrans prejudice and discrim-
ination due to historical and current discrimination from
health care providers (Grant et al., 2011; Lurie, 2005;
Singh & McKleroy, 2011). Even when TGNC people have
health insurance, plans may explicitly exclude coverage

related to gender transition (e.g., hormone therapy, sur-
gery). TGNC people may also have difficulty accessing
trans-affirmative primary health care if coverage for pro-
cedures is denied based on gender. For example, trans men
may be excluded from necessary gynecological care based
on the assumption that men do not need these services.
These barriers often lead to a lack of preventive health care
for TGNC people (Fredriksen-Goldsen et al., 2014;
Lambda Legal, 2012). Although the landscape is beginning
to change with the recent revision of Medicare policy
(National Center for Transgender Equality, 2014) and
changes to state laws (Transgender Law Center, n.d.),
many TGNC people are still likely to have little to no
access to TGNC-related health care as a result of the
exclusions in their insurance.

Application. Awareness of and sensitivity to the
effects of antitrans prejudice and discrimination can assist
psychologists in assessing, treating, and advocating for
their TGNC clients. When a TGNC person faces discrim-
ination based on gender identity or gender expression,
psychologists may facilitate emotional processing of these
experiences and work with the person to identify support-
ive resources and possible courses of action. Specific needs
of TGNC people might vary from developing self-advo-
cacy strategies, to navigating public spaces, to seeking
legal recourse for harassment and discrimination in social
services and other systems. Additionally, TGNC people
who have been traumatized by physical or emotional vio-
lence may need therapeutic support.

Psychologists may be able to assist TGNC people in
accessing relevant social service systems. For example,
psychologists may be able to assist in identifying health
care providers and housing resources that are affirming and
affordable, or locating affirming religious and spiritual
communities (Glaser, 2008; Porter et al., 2013). Psycholo-
gists may also assist in furnishing documentation or official
correspondence that affirms gender identity for the purpose
of accessing appropriate public accommodations, such as
bathroom use or housing (Lev, 2009; W. J. Meyer, 2009).

Additionally, psychologists may identify appropriate
resources, information, and services to help TGNC people
in addressing workplace discrimination, including strate-
gies during a social and/or medical transition for identity
disclosure at work. For those who are seeking employment,
psychologists may help strategize about how and whether
to share information about gender history. Psychologists
may also work with employers to develop supportive pol-
icies for workplace gender transition or to develop training
to help employees adjust to the transition of a coworker.

For TGNC military and veteran populations, psychol-
ogists may help to address the emotional impact of navi-
gating TGNC identity development in the military system.
Psychologists are encouraged to be aware that issues of
confidentiality may be particularly sensitive with active
duty or reserve status service members, as the conse-
quences of being identified as TGNC may prevent the
client’s disclosure of gender identity in treatment.

In educational settings, psychologists may advocate
for TGNC youth on a number of levels (APA & National
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Association of School Psychologists, 2014; Boulder Valley
School District, 2012). Psychologists may consult with
administrators, teachers, and school counselors to provide
resources and trainings on antitrans prejudice and develop-
ing safer school environments for TGNC students (Singh &
Burnes, 2009). Peer support from other TGNC people has
been shown to buffer the negative effect of stigma on
mental health (Bockting et al., 2013). As such, psycholo-
gists may consider and develop peer-based interventions to
facilitate greater understanding and respectful treatment of
TGNC youth by cisgender peers (Case & Meier, 2014).
Psychologists may work with TGNC youth and their fam-
ilies to identify relevant resources, such as school policies
that protect gender identity and gender expression (APA &
National Association of School Psychologists, 2014; Gon-
zalez & McNulty, 2010), referrals to TGNC-affirmative
organizations, and online resources, which may be espe-
cially helpful for TGNC youth in rural settings.

Guideline 6. Psychologists strive to recognize
the influence of institutional barriers on the
lives of TGNC people and to assist in
developing TGNC-affirmative environments.

Rationale. Antitrans prejudice and the adherence
of mainstream society to the gender binary adversely affect
TGNC people within their families, schools, health care,
legal systems, workplaces, religious traditions, and com-
munities (American Civil Liberties Union National Prison
Project, 2005; Bradford et al., 2013; Brewster et al., 2014;
Levy & Lo, 2013; McGuire, Anderson, & Toomey, 2010).
TGNC people face challenges accessing gender-inclusive
restrooms, which may result in discomfort when being
forced to use a men’s or women’s restroom (Transgender
Law Center, 2005). In addition to the emotional distress the
forced binary choice that public restrooms may create for
some, TGNC people are frequently concerned with others’
reactions to their presence in public restrooms, including
potential discrimination, harassment, and violence (Her-
man, 2013).

Many TGNC people may be distrustful of care pro-
viders due to previous experiences of being pathologized
(Benson, 2013). Experiences of discrimination and preju-
dice with health care providers may be complicated by
power differentials within the therapeutic relationship that
may greatly affect or complicate the care that TGNC peo-
ple experience. TGNC people have routinely been asked to
obtain an endorsement letter from a psychologist attesting
to the stability of their gender identity as a prerequisite to
access an endocrinologist, surgeon, or legal institution
(e.g., driver’s license bureau; Lev, 2009). The need for
such required documentation from a psychologist may in-
fluence rapport, resulting in TGNC people fearing prejudi-
cial treatment in which this documentation is withheld or
delayed by the treating provider (Bouman et al., 2014).
Whether a TGNC person has personally experienced inter-
actions with providers as disempowering or has learned
from community members to expect such a dynamic, psy-
chologists are encouraged to be prepared for TGNC people
to be very cautious when entering into a therapeutic rela-

tionship. When TGNC people feel validated and empow-
ered within the environment in which a psychologist prac-
tices, the therapeutic relationship will benefit and the
person may be more willing to explore their authentic
selves and share uncertainties and ambiguities that are a
common part of TGNC identity development.

Application. Because many TGNC people expe-
rience antitrans prejudice or discrimination, psychologists
are encouraged to ensure that their work settings are wel-
coming and respectful of TGNC people, and to be mindful
of what TGNC people may perceive as unwelcoming. To
do so, psychologists may educate themselves about the
many ways that cisgender privilege and antitrans prejudice
may be expressed. Psychologists may also have specific
conversations with TGNC people about their experiences
of the mental health system and implement feedback to
foster TGNC-affirmative environments. As a result, when
TGNC people access various treatment settings and public
spaces, they may experience less harm, disempowerment,
or pathologization, and thus will be more likely to avail
themselves of resources and support.

Psychologists are encouraged to be proactive in con-
sidering how overt or subtle cues in their workplaces and
other environments may affect the comfort and safety of
TGNC people. To increase the comfort of TGNC people,
psychologists are encouraged to display TGNC-affirmative
resources in waiting areas and to avoid the display of
items that reflect antitrans attitudes (Lev, 2009). Psy-
chologists are encouraged to examine how their lan-
guage (e.g., use of incorrect pronouns and names) may
reinforce the gender binary in overt or subtle and unin-
tentional ways (Smith, Shin, & Officer, 2012). It may be
helpful for psychologists to provide training for support
staff on how to respectfully interact with TGNC people.
A psychologist may consider making changes to paper-
work, forms, or outreach materials to ensure that these
materials are more inclusive of TGNC people (Spade,
2011b). For example, demographic questionnaires can
communicate respect through the use of inclusive lan-
guage and the inclusion of a range of gender identities.
In addition, psychologists may also work within their
institutions to advocate for restrooms that are inclusive
and accessible for people of all gender identities and/or
gender expressions.

When working with TGNC people in a variety of care
and institutional settings (e.g., inpatient medical and psy-
chiatric hospitals, substance abuse treatment settings, nurs-
ing homes, foster care, religious communities, military and
VA health care settings, and prisons), psychologists may
become liaisons and advocates for TGNC people’s mental
health needs and for respectful treatment that addresses
their gender identity in an affirming manner. In playing this
role, psychologists may find guidance and best practices
that have been published for particular institutional con-
texts to be helpful (e.g., Department of Veterans Affairs,
Veterans’ Health Administration, 2013; Glezer, McNiel, &
Binder, 2013; Merksamer, 2011).
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Guideline 7: Psychologists understand the
need to promote social change that reduces
the negative effects of stigma on the health
and well-being of TGNC people.

Rationale. The lack of public policy that ad-
dresses the needs of TGNC people creates significant hard-
ships for them (Taylor, 2007). Although there have been
major advances in legal protections for TGNC people in
recent years (Buzuvis, 2013; Harvard Law Review Asso-
ciation, 2013), many TGNC people are still not afforded
protections from discrimination on the basis of gender
identity or expression (National LGBTQ Task Force, 2013;
Taylor, 2007). For instance, in many states, TGNC people
do not have employment or housing protections and may be
fired or lose their housing based on their gender identity.
Many policies that protect the rights of cisgender people,
including LGB people, do not protect the rights of TGNC
people (Currah, & Minter, 2000; Spade, 2011a).

TGNC people can experience challenges obtaining
gender-affirming identity documentation (e.g., birth certif-
icate, passport, social security card, driver’s license). For
TGNC people experiencing poverty or economic hardship,
requirements for obtaining this documentation may be im-
possible to meet, in part due to the difficulty of securing
employment without identity documentation that aligns
with their gender identity and gender expression (Sheridan,
2009). Additionally, systemic barriers related to binary
gender identification systems prevent some TGNC people
from changing their documents, including those who are
incarcerated, undocumented immigrants, and people who
live in jurisdictions that explicitly forbid such changes
(Spade, 2006). Documentation requirements can also as-
sume a universal TGNC experience that marginalizes some
TGNC people, especially those who do not undergo a
medical transition. This may affect a TGNC person’s social
and psychological well-being and interfere with accessing
employment, education, housing and shelter, health care,
public benefits, and basic life management resources (e.g.,
opening a bank account).

Application. Psychologists are encouraged to in-
form public policy to reduce negative systemic impact on
TGNC people and to promote positive social change. Psy-
chologists are encouraged to identify and improve systems
that permit violence; educational, employment, and hous-
ing discrimination; lack of access to health care; unequal
access to other vital resources; and other instances of
systemic inequity that TGNC people experience (ACA,
2010). Many TGNC people experience stressors from con-
stant barriers, inequitable treatment, and forced release of
sensitive and private information about their bodies and
their lives (Hendricks & Testa, 2012). To obtain proper
identity documentation, TGNC people may be required to
provide court orders, proof of having had surgery, and
documentation of psychotherapy or a psychiatric diagnosis.
Psychologists may assist TGNC people by normalizing
their reactions of fatigue and traumatization while interact-
ing with legal systems and requirements; TGNC people
may also benefit from guidance about alternate avenues of

recourse, self-advocacy, or appeal. When TGNC people
feel that it is unsafe to advocate for themselves, psychol-
ogists may work with their clients to access appropriate
resources in the community.

Psychologists are encouraged to be sensitive to the
challenges of attaining gender-affirming identity documen-
tation and how the receipt or denial of such documentation
may affect social and psychological well-being, the per-
son’s ability to obtain education and employment, find safe
housing, access public benefits, obtain student loans, and
access health insurance. It may be of significant assistance
for psychologists to understand and offer information about
the process of a legal name change, gender marker change
on identification, or the process for accessing other gender-
affirming documents. Psychologists may consult the Na-
tional Center for Transgender Equality, the Sylvia Rivera
Law Project, or the Transgender Law Center for additional
information on identity documentation for TGNC people.

Psychologists may choose to become involved with an
organization that seeks to revise law and public policy to
better protect the rights and dignities of TGNC people.
Psychologists may participate at the local, state, or national
level to support TGNC-affirmative health care accessibil-
ity, human rights in sex-segregated facilities, or policy
change regarding gender-affirming identity documentation.
Psychologists working in institutional settings may also
expand their roles to work as collaborative advocates for
TGNC people (Gonzalez & McNulty, 2010). Psychologists
are encouraged to provide written affirmations supporting
TGNC people and their gender identity so that they may
access necessary services (e.g., hormone therapy).

Life Span Development
Guideline 8. Psychologists working with
gender-questioning 4 and TGNC youth
understand the different developmental
needs of children and adolescents, and that
not all youth will persist in a TGNC identity
into adulthood.

Rationale. Many children develop stability (con-
stancy across time) in their gender identity between Ages 3
to 4 (Kohlberg, 1966), although gender consistency (rec-
ognition that gender remains the same across situations)
often does not occur until Ages 4 to 7 (Siegal & Robinson,
1987). Children who demonstrate gender nonconformity in
preschool and early elementary years may not follow this
trajectory (Zucker & Bradley, 1995). Existing research
suggests that between 12% and 50% of children diagnosed
with gender dysphoria may persist in their identification
with a gender different than sex assigned at birth into late
adolescence and young adulthood (Drummond, Bradley,

4 Gender-questioning youth are differentiated from TGNC youth in
this section of the guidelines. Gender-questioning youth may be question-
ing or exploring their gender identity but have not yet developed a TGNC
identity. As such, they may not be eligible for some services that would
be offered to TGNC youth. Gender-questioning youth are included here
because gender questioning may lead to a TGNC identity.
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Peterson-Badaali, & Zucker, 2008; Steensma, McGuire,
Kreukels, Beekman, & Cohen-Kettenis, 2013; Wallien &
Cohen-Kettenis, 2008). However, several research studies
categorized 30% to 62% of youth who did not return to the
clinic for medical intervention after initial assessment, and
whose gender identity may be unknown, as “desisters” who
no longer identified with a gender different than sex as-
signed at birth (Steensma et al., 2013; Wallien & Cohen-
Kettenis, 2008; Zucker, 2008a). As a result, this research
runs a strong risk of inflating estimates of the number of
youth who do not persist with a TGNC identity. Research
has suggested that children who identify more intensely
with a gender different than sex assigned at birth are more
likely to persist in this gender identification into adoles-
cence (Steensma et al., 2013), and that when gender dys-
phoria persists through childhood and intensifies into ado-
lescence, the likelihood of long-term TGNC identification
increases (A. L. de Vries, Steensma, Doreleijers, & Cohen-
Kettenis, 2011; Steensma et al., 2013; Wallien & Cohen-
Kettenis, 2008; Zucker, 2008b). Gender-questioning chil-
dren who do not persist may be more likely to later identify
as gay or lesbian than non-gender-questioning children
(Bailey & Zucker, 1995; Drescher, 2014; Wallien & Co-
hen-Kettenis, 2008).

A clear distinction between care of TGNC and gender-
questioning children and adolescents exists in the literature.
Due to the evidence that not all children persist in a TGNC
identity into adolescence or adulthood, and because no
approach to working with TGNC children has been ade-
quately, empirically validated, consensus does not exist
regarding best practice with prepubertal children. Lack of
consensus about the preferred approach to treatment may
be due in part to divergent ideas regarding what constitutes
optimal treatment outcomes for TGNC and gender-ques-
tioning youth (Hembree et al., 2009). Two distinct ap-
proaches exist to address gender identity concerns in chil-
dren (Hill, Menvielle, Sica, & Johnson, 2010; Wallace &
Russell, 2013), with some authors subdividing one of the
approaches to suggest three (Byne et al., 2012; Drescher,
2014; Stein, 2012).

One approach encourages an affirmation and accep-
tance of children’s expressed gender identity. This may
include assisting children to socially transition and to begin
medical transition when their bodies have physically de-
veloped, or allowing a child’s gender identity to unfold
without expectation of a specific outcome (A. L. de Vries
& Cohen-Kettenis, 2012; Edwards-Leeper & Spack, 2012;
Ehrensaft, 2012; Hidalgo et al., 2013; Tishelman et al.,
2015). Clinicians using this approach believe that an open
exploration and affirmation will assist children to develop
coping strategies and emotional tools to integrate a positive
TGNC identity should gender questioning persist (Ed-
wards-Leeper & Spack, 2012).

In the second approach, children are encouraged to
embrace their given bodies and to align with their assigned
gender roles. This includes endorsing and supporting be-
haviors and attitudes that align with the child’s sex as-
signed at birth prior to the onset of puberty (Zucker, 2008a;
Zucker, Wood, Singh, & Bradley, 2012). Clinicians using

this approach believe that undergoing multiple medical
interventions and living as a TGNC person in a world that
stigmatizes gender nonconformity is a less desirable out-
come than one in which children may be assisted to happily
align with their sex assigned at birth (Zucker et al., 2012).
Consensus does not exist regarding whether this approach
may provide benefit (Zucker, 2008a; Zucker et al., 2012) or
may cause harm or lead to psychosocial adversities (Hill et
al., 2010; Pyne, 2014; Travers et al., 2012; Wallace &
Russell, 2013). When addressing psychological interven-
tions for children and adolescents, the World Professional
Association for Transgender Health Standards of Care
identify interventions “aimed at trying to change gender
identity and expression to become more congruent with sex
assigned at birth” as unethical (Coleman et al., 2012, p.
175). It is hoped that future research will offer improved
guidance in this area of practice (Adelson & AACAP CQI,
2012; Malpas, 2011).

Much greater consensus exists regarding practice with
adolescents. Adolescents presenting with gender identity
concerns bring their own set of unique challenges. This
may include having a late-onset (i.e., postpubertal) presen-
tation of gender nonconforming identification, with no his-
tory of gender role nonconformity or gender questioning in
childhood (Edwards-Leeper & Spack, 2012). Complicating
their clinical presentation, many gender-questioning ado-
lescents also present with co-occurring psychological con-
cerns, such as suicidal ideation, self-injurious behaviors
(Liu & Mustanski, 2012; Mustanski, Garofalo, & Emerson,
2010), drug and alcohol use (Garofalo et al., 2006), and
autism spectrum disorders (A. L. de Vries, Noens, Cohen-
Kettenis, van Berckelaer-Onnes, & Doreleijers, 2010;
Jones et al., 2012). Additionally, adolescents can become
intensely focused on their immediate desires, resulting in
outward displays of frustration and resentment when faced
with any delay in receiving the medical treatment from
which they feel they would benefit and to which they feel
entitled (Angello, 2013; Edwards-Leeper & Spack, 2012).
This intense focus on immediate needs may create chal-
lenges in assuring that adolescents are cognitively and
emotionally able to make life-altering decisions to change
their name or gender marker, begin hormone therapy
(which may affect fertility), or pursue surgery.

Nonetheless, there is greater consensus that treatment
approaches for adolescents affirm an adolescents’ gender
identity (Coleman et al., 2012). Treatment options for
adolescents extend beyond social approaches to include
medical approaches. One particular medical intervention
involves the use of puberty-suppressing medication or
“blockers” (GnRH analogue), which is a reversible medical
intervention used to delay puberty for appropriately
screened adolescents with gender dysphoria (Coleman et
al., 2012; A. L. C. de Vries et al., 2014; Edwards-Leeper,
& Spack, 2012). Because of their age, other medical inter-
ventions may also become available to adolescents, and
psychologists are frequently consulted to provide an assess-
ment of whether such procedures would be advisable
(Coleman et al., 2012).
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Application. Psychologists working with TGNC
and gender-questioning youth are encouraged to regularly
review the most current literature in this area, recognizing
the limited available research regarding the potential ben-
efits and risks of different treatment approaches for chil-
dren and for adolescents. Psychologists are encouraged to
offer parents and guardians clear information about avail-
able treatment approaches, regardless of the specific ap-
proach chosen by the psychologist. Psychologists are en-
couraged to provide psychological service to TGNC and
gender-questioning children and adolescents that draws
from empirically validated literature when available, rec-
ognizing the influence psychologists’ values and beliefs
may have on the treatment approaches they select (Ehrbar
& Gorton, 2010). Psychologists are also encouraged to
remain aware that what one youth and/or parent may be
seeking in a therapeutic relationship may not coincide with
a clinician’s approach (Brill & Pepper, 2008). In cases in
which a youth and/or parent identify different preferred
treatment outcomes than a clinician, it may not be clinically
appropriate for the clinician to continue working with the
youth and family, and alternative options, including refer-
ral, might be considered. Psychologists may also find them-
selves navigating family systems in which youth and their
caregivers are seeking different treatment outcomes (Ed-
wards-Leeper & Spack, 2012). Psychologists are encour-
aged to carefully reflect on their personal values and beliefs
about gender identity development in conjunction with the
available research, and to keep the best interest of the child
or adolescent at the forefront of their clinical decisions at
all times.

Because gender nonconformity may be transient for
younger children in particular, the psychologist’s role may
be to help support children and their families through the
process of exploration and self-identification (Ehrensaft,
2012). Additionally, psychologists may provide parents
with information about possible long-term trajectories chil-
dren may take in regard to their gender identity, along with
the available medical interventions for adolescents whose
TGNC identification persists (Edwards-Leeper & Spack,
2012).

When working with adolescents, psychologists are
encouraged to recognize that some TGNC adolescents will
not have a strong history of childhood gender role noncon-
formity or gender dysphoria either by self-report or family
observation (Edwards-Leeper & Spack, 2012). Some of
these adolescents may have withheld their feelings of gen-
der nonconformity out of a fear of rejection, confusion,
conflating gender identity and sexual orientation, or a lack
of awareness of the option to identify as TGNC. Parents of
these adolescents may need additional assistance in under-
standing and supporting their youth, given that late-onset
gender dysphoria and TGNC identification may come as a
significant surprise. Moving more slowly and cautiously in
these cases is often advisable (Edwards-Leeper & Spack,
2012). Given the possibility of adolescents’ intense focus
on immediate desires and strong reactions to perceived
delays or barriers, psychologists are encouraged to validate
these concerns and the desire to move through the process

quickly while also remaining thoughtful and deliberate in
treatment. Adolescents and their families may need support
in tolerating ambiguity and uncertainty with regard to gen-
der identity and its development (Brill & Pepper, 2008). It
is encouraged that care should be taken not to foreclose this
process.

For adolescents who exhibit a long history of gender
nonconformity, psychologists may inform parents that the
adolescent’s self-affirmed gender identity is most likely
stable (A. L. de Vries et al., 2011). The clinical needs of
these adolescents may be different than those who are in
the initial phases of exploring or questioning their gender
identity. Psychologists are encouraged to complete a com-
prehensive evaluation and ensure the adolescent’s and fam-
ily’s readiness to progress while also avoiding unnecessary
delay for those who are ready to move forward.

Psychologists working with TGNC and gender-ques-
tioning youth are encouraged to become familiar with
medical treatment options for adolescents (e.g., puberty-
suppressing medication, hormone therapy) and work col-
laboratively with medical providers to provide appropriate
care to clients. Because the ongoing involvement of a
knowledgeable mental health provider is encouraged due to
the psychosocial implications, and is often also a required
part of the medical treatment regimen that may be offered
to TGNC adolescents (Coleman et al., 2012; Hembree et
al., 2009), psychologists often play an essential role in
assisting in this process.

Psychologists may encourage parents and caregivers
to involve youth in developmentally appropriate decision
making about their education, health care, and peer net-
works, as these relate to children’s and adolescents’ gender
identity and gender expression (Ryan, Russell, Huebner,
Diaz, & Sanchez, 2010). Psychologists are also encouraged
to educate themselves about the advantages and disadvan-
tages of social transition during childhood and adolescence,
and to discuss these factors with both their young clients
and clients’ parents. Emphasizing to parents the importance
of allowing their child the freedom to return to a gender
identity that aligns with sex assigned at birth or another
gender identity at any point cannot be overstated, par-
ticularly given the research that suggests that not all
young gender nonconforming children will ultimately
express a gender identity different from that assigned at
birth (Wallien, & Cohen-Kettenis, 2008; Zucker & Brad-
ley, 1995). Psychologists are encouraged to acknowl-
edge and explore the fear and burden of responsibility
that parents and caregivers may feel as they make deci-
sions about the health of their child or adolescent
(Grossman, D’Augelli, Howell, & Hubbard, 2006). Par-
ents and caregivers may benefit from a supportive envi-
ronment to discuss feelings of isolation, explore loss and
grief they may experience, vent anger and frustration at
systems that disrespect or discriminate against them and
their youth, and learn how to communicate with others
about their child’s or adolescent’s gender identity or
gender expression (Brill & Pepper, 2008).
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Guideline 9. Psychologists strive to
understand both the particular challenges
that TGNC elders experience and the
resilience they can develop.

Rationale. Little research has been conducted
about TGNC elders, leaving much to be discovered about
this life stage for TGNC people (Auldridge, Tamar-Mattis,
Kennedy, Ames, & Tobin, 2012). Socialization into gender
role behaviors and expectations based on sex assigned at
birth, as well as the extent to which TGNC people adhere
to these societal standards, is influenced by the chronolog-
ical age at which a person self-identifies as TGNC, the age
at which a person comes out or socially and/or medically
transitions (Birren & Schaie, 2006; Bockting & Coleman,
2007; Cavanaugh & Blanchard-Fields, 2010; Nuttbrock et
al., 2010; Wahl, Iwarsson, & Oswald, 2012), and a person’s
generational cohort (e.g., 1950 vs. 2010; Fredriksen-Gold-
sen et al., 2011).

Even decades after a medical or social transition,
TGNC elders may still subscribe to the predominant gender
role expectations that existed at the time of their transition
(Knochel, Croghan, Moore, & Quam, 2011). Prior to the
1980s, TGNC people who transitioned were strongly en-
couraged by providers to pass in society as cisgender and
heterosexual and to avoid associating with other TGNC
people (Benjamin, 1966; R. Green & Money, 1969; Hast-
ings, 1974; Hastings & Markland, 1978). Even TGNC
elders who were comfortable telling others about their
TGNC identity when they were younger may choose not to
reveal their identity at a later stage of life (Ekins & King,
2005; Ippolito & Witten, 2014). Elders’ unwillingness to
disclose their TGNC identity can result from feelings of
physical vulnerability or increased reliance on others who
may discriminate against them or treat them poorly as a
result of their gender identity (Bockting & Coleman, 2007),
especially if the elder resides in an institutionalized setting
(i.e., nursing home, assisted living facility) and relies on
others for many daily needs (Auldridge et al., 2012).
TGNC elders are also at a heightened risk for depression,
suicidal ideation, and loneliness compared with LGB elders
(Auldridge et al., 2012; Fredriksen-Goldsen et al., 2011).

A Transgender Law Center survey found that TGNC
and LGB elders had less financial well-being than their
younger cohorts, despite having a higher than average
educational level for their age group compared with the
general population (Hartzell, Frazer, Wertz, & Davis,
2009). Survey research has also revealed that TGNC elders
experience underemployment and gaps in employment,
often due to discrimination (Auldridge et al., 2012; Bee-
myn & Rankin, 2011; Factor & Rothblum, 2007). In the
past, some TGNC people with established careers may
have been encouraged by service providers to find new
careers or jobs to avoid undergoing a gender transition at
work or being identified as TGNC, potentially leading to a
significant loss of income and occupational identity (Cook-
Daniels, 2006). Obstacles to employment can increase eco-
nomic disparities that result in increased needs for support-
ive housing and other social services (National Center for

Transgender Equality, 2012; Services and Advocacy for
GLBT Elders & National Center for Transgender Equality,
2012).

TGNC elders may face obstacles to seeking or access-
ing resources that support their physical, financial, or emo-
tional well-being. For instance, they may be concerned
about applying for social security benefits, fearing that their
TGNC identity may become known (Hartzell et al., 2009).
A TGNC elder may avoid medical care, increasing the
likelihood of later needing a higher level of medical care
(e.g., home-based care, assisted living, or nursing home)
than their same-age cisgender peers (Hartzell et al., 2009;
Ippolito & Witten, 2014; Mikalson et al., 2012). Nursing
homes and assisted living facilities are rarely sensitive to
the unique medical needs of TGNC elders (National Senior
Citizens Law Center, 2011). Some TGNC individuals who
enter congregate housing, assisted living, or long-term care
settings may feel the need to reverse their transition to align
with sex assigned at birth to avoid discrimination and
persecution by other residents and staff (Ippolito & Witten,
2014).

Older age may both facilitate and complicate medical
treatment related to gender transition. TGNC people who
begin hormone therapy later in life may have a smoother
transition due to waning hormone levels that are a natural
part of aging (Witten & Eyler, 2012). Age may also influ-
ence the decisions TGNC elders make regarding sex-affir-
mation surgeries, especially if physical conditions exist that
could significantly increase risks associated with surgery or
recovery.

Much has been written about the resilience of elders
who have endured trauma (Fuhrmann & Shevlowitz, 2006;
Hardy, Concato, & Gill, 2004; Mlinac, Sheeran, Blissmer,
Lees, & Martins, 2011; Rodin & Stewart, 2012). Although
some TGNC elders have experienced significant psycho-
logical trauma related to their gender identity, some also
have developed resilience and effective ways of coping
with adversity (Fruhauf & Orel, 2015). Despite the limited
availability of LGBTQ-affirmative religious organizations
in many local communities, TGNC elders make greater use
of these resources than their cisgender peers (Porter et al.,
2013).

Application. Psychologists are encouraged to
seek information about the biopsychosocial needs of
TGNC elders to inform case conceptualization and treat-
ment planning to address psychological, social, and medi-
cal concerns. Many TGNC elders are socially isolated.
Isolation can occur as a result of a loss of social networks
through death or through disclosure of a TGNC identity.
Psychologists may assist TGNC elders in establishing new
social networks that support and value their TGNC iden-
tity, while also working to strengthen existing family and
friend networks after a TGNC identity has been disclosed.
TGNC elders may find special value in relationships with
others in their generational cohort or those who may have
similar coming-out experiences. Psychologists may en-
courage TGNC elders to identify ways they can mentor and
improve the resilience of younger TGNC generations, cre-
ating a sense of generativity (Erikson, 1968) and contribu-
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tion while building new supportive relationships. Psychol-
ogists working with TGNC elders may help them recognize
the sources of their resilience and encourage them to con-
nect with and be active in their communities (Fuhrmann &
Craffey, 2014).

For TGNC elders who have chosen not to disclose
their gender identity, psychologists may provide support to
address shame, guilt, or internalized antitrans prejudice,
and validate each person’s freedom to choose their pattern
of disclosure. Clinicians may also provide validation and
empathy when TGNC elders have chosen a model of tran-
sition that avoids any disclosure of gender identity and is
heavily focused on passing as cisgender.

TGNC elders who choose to undergo a medical or
social transition in older adulthood may experience anti-
trans prejudice from people who question the value of
transition at an older age or who believe that these elders
are not truly invested in their transition or in a TGNC
identity given the length of time they have waited (Aul-
dridge et al., 2012). Some TGNC elders may also grieve
lost time and missed opportunities. Psychologists may val-
idate elders’ choices to come out, transition, or evolve their
gender identity or gender expression at any age, recogniz-
ing that such choices may have been much less accessible
or viable at earlier stages of TGNC elders’ lives.

Psychologists may assist congregate housing, assisted
living, or long-term care settings to best meet TGNC el-
ders’ needs through respectful communication and affirma-
tion of each person’s gender identity and gender expres-
sion. Psychologists may work with TGNC people in
hospice care systems to develop an end-of-life plan that
respects the person’s wishes about disclosure of gender
identity during and after death.

Assessment, Therapy, and
Intervention
Guideline 10. Psychologists strive to
understand how mental health concerns may
or may not be related to a TGNC person’s
gender identity and the psychological effects
of minority stress.

Rationale. TGNC people may seek assistance
from psychologists in addressing gender-related concerns,
other mental health issues, or both. Mental health problems
experienced by a TGNC person may or may not be related
to that person’s gender identity and/or may complicate
assessment and intervention of gender-related concerns. In
some cases, there may not be a relationship between a
person’s gender identity and a co-occurring condition (e.g.,
depression, PTSD, substance abuse). In other cases, having
a TGNC identity may lead or contribute to a co-occurring
mental health condition, either directly by way of gender
dysphoria, or indirectly by way of minority stress and
oppression (Hendricks & Testa, 2012; I. H. Meyer, 1995,
2003). In extremely rare cases, a co-occurring condition
can mimic gender dysphoria (i.e., a psychotic process that
distorts the perception of one’s gender; Baltieri & De

Andrade, 2009; Hepp, Kraemer, Schnyder, Miller, & Del-
signore, 2004).

Regardless of the presence or absence of an etiological
link, gender identity may affect how a TGNC person ex-
periences a co-occurring mental health condition, and/or a
co-occurring mental health condition may complicate the
person’s gender expression or gender identity. For exam-
ple, an eating disorder may be influenced by a TGNC
person’s gender expression (e.g., rigid eating patterns used
to manage body shape or menstruation may be related to
gender identity or gender dysphoria; Ålgars, Alanko, Sant-
tila, & Sandnabba, 2012; Murray, Boon, & Touyz, 2013).
In addition, the presence of autism spectrum disorder may
complicate a TGNC person’s articulation and exploration
of gender identity (Jones et al., 2012). In cases in which
gender dysphoria is contributing to other mental health
concerns, treatment of gender dysphoria may be helpful in
alleviating those concerns as well (Keo-Meier et al., 2015).

A relationship also exists between mental health con-
ditions and the psychological sequelae of minority stress
that TGNC people can experience. Given that TGNC peo-
ple experience physical and sexual violence (Clements-
Nolle et al., 2006; Kenagy & Bostwick, 2005; Lombardi,
Wilchins, Priesing, & Malouf, 2001; Xavier et al., 2005),
general harassment and discrimination (Beemyn & Rankin,
2011; Factor & Rothblum, 2007), and employment and
housing discrimination (Bradford et al., 2007), they are
likely to experience significant levels of minority stress.
Studies have demonstrated the disproportionately high lev-
els of negative psychological sequelae related to minority
stress, including suicidal ideation and suicide attempts
(Center for Substance Abuse Treatment, 2012; Clements-
Nolle et al., 2006; Cochran & Cauce, 2006; Nuttbrock et
al., 2010; Xavier et al., 2005) and completed suicides
(Dhejne et al., 2011; van Kesteren, Asscheman, Megens, &
Gooren, 1997). Recent studies have begun to demonstrate
an association between sources of external stress and psy-
chological distress (Bockting et al., 2013; Nuttbrock et al.,
2010), including suicidal ideation and attempts and self-
injurious behavior (dickey, Reisner, & Juntunen, 2015;
Goldblum et al., 2012; Testa et al., 2012).

The minority stress model accounts for both the neg-
ative mental health effects of stigma-related stress and the
processes by which members of the minority group may
develop resilience and resistance to the negative effects of
stress (I. H. Meyer, 1995, 2003). Although the minority
stress model was developed as a theory of the relationship
between sexual orientation and mental disorders, the model
has been adapted to TGNC populations (Hendricks &
Testa, 2012).

Application. Because of the increased risk of
stress-related mental health conditions, psychologists are
encouraged to conduct a careful diagnostic assessment,
including a differential diagnosis, when working with
TGNC people (Coleman et al., 2012). Taking into account
the intricate interplay between the effects of mental health
symptoms and gender identity and gender expression, psy-
chologists are encouraged to neither ignore mental health
problems a TGNC person is experiencing, nor erroneously
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assume that those mental health problems are a result of the
person’s gender identity or gender expression. Psycholo-
gists are strongly encouraged to be cautious before deter-
mining that gender nonconformity or dysphoria is due to an
underlying psychotic process, as this type of causal rela-
tionship is rare.

When TGNC people seek to access transition-related
health care, a psychosocial assessment is often part of this
process (Coleman et al., 2012). A comprehensive and bal-
anced assessment typically includes not only information
about a person’s past experiences of antitrans prejudice or
discrimination, internalized messages related to these ex-
periences, and anticipation of future victimization or rejec-
tion (Coolhart, Provancher, Hager, & Wang, 2008), but
also coping strategies and sources of resilience (Hendricks
& Testa, 2012; Singh et al., 2011). Gathering information
about negative life events directly related to a TGNC
person’s gender identity and gender expression may assist
psychologists in understanding the sequelae of stress and
discrimination, distinguishing them from concurrent and
potentially unrelated mental health problems. Similarly,
when a TGNC person has a primary presenting concern
that is not gender focused, a comprehensive assessment
takes into account that person’s experience relative to gen-
der identity and gender expression, including any discrim-
ination, just as it would include assessing other potential
trauma history, medical concerns, previous experience with
helping professionals, important future goals, and impor-
tant aspects of identity. Strategies a TGNC person uses to
navigate antitrans discrimination could be sources of
strength to deal with life challenges or sources of distress
that increase challenges and barriers.

Psychologists are encouraged to help TGNC people
understand the pervasive influence of minority stress and
discrimination that may exist in their lives, potentially
including internalized negative attitudes about themselves
and their TGNC identity (Hendricks & Testa, 2012). With
this support, clients can better understand the origins of
their mental health symptoms and normalize their reactions
when faced with TGNC-related inequities and discrimina-
tion. Minority stress models also identify potentially im-
portant sources of resilience. TGNC people can develop
resilience when they connect with other TGNC people who
provide information on how to navigate antitrans prejudice
and increase access to necessary care and resources (Singh
et al., 2011). TGNC people may need help developing
social support systems to nurture their resilience and bol-
ster their ability to cope with the adverse effects of antitrans
prejudice and/or discrimination (Singh & McKleroy,
2011).

Feminizing or masculinizing hormone therapy can
positively or negatively affect existing mood disorders
(Coleman et al., 2012). Psychologists may also help TGNC
people who are in the initial stages of hormone therapy
adjust to normal changes in how they experience emotions.
For example, trans women who begin estrogens and anti-
androgens may experience a broader range of emotions
than they are accustomed to, or trans men beginning tes-
tosterone might be faced with adjusting to a higher libido

and feeling more emotionally reactive in stressful situa-
tions. These changes can be normalized as similar to the
emotional adjustments that cisgender women and men ex-
perience during puberty. Some TGNC people will be able
to adapt existing coping strategies, whereas others may
need help developing additional skills (e.g., emotional reg-
ulation or assertiveness). Readers are encouraged to refer to
the World Professional Association for Transgender Health
Standards of Care for discussion of the possible effects of
hormone therapy on a TGNC person’s mood, affect, and
behavior (Coleman et al., 2012).

Guideline 11. Psychologists recognize that
TGNC people are more likely to experience
positive life outcomes when they receive
social support or trans-affirmative care.

Rationale. Research has primarily shown positive
treatment outcomes when TGNC adults and adolescents
receive TGNC-affirmative medical and psychological ser-
vices (i.e., psychotherapy, hormones, surgery; Byne et al.,
2012; R. Carroll, 1999; Cohen-Kettenis, Delemarre-van de
Waal, & Gooren, 2008; Davis & Meier, 2014; De Cuypere
et al., 2006; Gooren, Giltay, & Bunck, 2008; Kuhn et al.,
2009), although sample sizes are frequently small with no
population-based studies. In a meta-analysis of the hor-
mone therapy treatment literature with TGNC adults and
adolescents, researchers reported that 80% of participants
receiving trans-affirmative care experienced an improved
quality of life, decreased gender dysphoria, and a reduction
in negative psychological symptoms (Murad et al., 2010).

In addition, TGNC people who receive social support
about their gender identity and gender expression have
improved outcomes and quality of life (Brill & Pepper,
2008; Pinto, Melendez, & Spector, 2008). Several studies
indicate that family acceptance of TGNC adolescents and
adults is associated with decreased rates of negative out-
comes, such as depression, suicide, and HIV risk behaviors
and infection (Bockting et al., 2013; Dhejne et al., 2011;
Grant et al., 2011; Liu & Mustanski, 2012; Ryan, 2009).
Family support is also a strong protective factor for TGNC
adults and adolescents (Bockting et al., 2013; Moody &
Smith, 2013; Ryan et al., 2010). TGNC people, however,
frequently experience blatant or subtle antitrans prejudice,
discrimination, and even violence within their families
(Bradford et al., 2007). Such family rejection is associated
with higher rates of HIV infection, suicide, incarceration,
and homelessness for TGNC adults and adolescents (Grant
et al., 2011; Liu & Mustanski, 2012). Family rejection and
lower levels of social support are significantly correlated
with depression (Clements-Nolle et al., 2006; Ryan, 2009).
Many TGNC people seek support through peer relation-
ships, chosen families, and communities in which they may
be more likely to experience acceptance (Gonzalez & Mc-
Nulty, 2010; Nuttbrock et al., 2009). Peer support from
other TGNC people has been found to be a moderator
between antitrans discrimination and mental health, with
higher levels of peer support associated with better mental
health (Bockting et al., 2013). For some TGNC people,
support from religious and spiritual communities provides
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an important source of resilience (Glaser, 2008; Kidd &
Witten, 2008; Porter et al., 2013).

Application. Given the strong evidence for the
positive influence of affirmative care, psychologists are
encouraged to facilitate access to and provide trans-affir-
mative care to TGNC people. Whether through the provi-
sion of assessment and psychotherapy, or through assisting
clients to access hormone therapy or surgery, psychologists
may play a critical role in empowering and validating
TGNC adults’ and adolescents’ experiences and increasing
TGNC people’s positive life outcomes (Bess & Stabb,
2009; Rachlin, 2002).

Psychologists are also encouraged to be aware of the
importance of affirmative social support and assist TGNC
adults and adolescents in building social support networks
in which their gender identity is accepted and affirmed.
Psychologists may assist TGNC people in negotiating fam-
ily dynamics that may arise in the course of exploring and
establishing gender identity. Depending on the context of
psychological practice, these issues might be addressed in
individual work with TGNC clients, conjoint sessions in-
cluding members of their support system, family therapy,
or group therapy. Psychologists may help TGNC people
decide how and when to reveal their gender identity at
work or school, in religious communities, and to friends
and contacts in other settings. TGNC people who decide
not to come out in all aspects of their lives can still benefit
from TGNC-affirmative in-person or online peer support
groups.

Clients may ask psychologists to assist family mem-
bers in exploring feelings about their loved one’s gender
identity and gender expression. Published models of family
adjustment (Emerson & Rosenfeld, 1996) may be useful to
help normalize family members’ reactions upon learning
that they have a TGNC family member, and to reduce
feelings of isolation. When working with family members
or significant others, it may be helpful to normalize feelings
of loss or fear of what may happen to current relationships
as TGNC people disclose their gender identity and expres-
sion to others. Psychologists may help significant others
adjust to changing relationships and consider how to talk to
extended family, friends, and other community members
about TGNC loved ones. Providing significant others with
referrals to TGNC-affirmative providers, educational re-
sources, and support groups can have a profound impact on
their understanding of gender identity and their communi-
cation with TGNC loved ones. Psychologists working with
couples and families may also help TGNC people identify
ways to include significant others in their social or medical
transition.

Psychologists working with TGNC people in rural
settings may provide clients with resources to connect with
other TGNC people online or provide information about
in-person support groups in which they can explore the
unique challenges of being TGNC in these geographic
areas (Walinsky & Whitcomb, 2010). Psychologists serv-
ing TGNC military and veteran populations are encouraged
to be sensitive to the barriers these individuals face, espe-
cially for people who are on active duty in the U.S. military

(OutServe-Servicemembers Legal Defense Network, n.d.).
Psychologists may help TGNC military members and vet-
erans establish specific systems of support that create a safe
and affirming space to reduce isolation and to create a
network of peers with a shared military experience. Psy-
chologists who work with veterans are encouraged to ed-
ucate themselves on recent changes to VA policy that
support equal access to VA medical and mental health
services (Department of Veterans Affairs, Veterans’ Health
Administration, 2013).

Guideline 12. Psychologists strive to
understand the effects that changes in
gender identity and gender expression have
on the romantic and sexual relationships of
TGNC people.

Rationale. Relationships involving TGNC people
can be healthy and successful (Kins, Hoebeke, Heylens,
Rubens, & De Cuyprere, 2008; Meier, Sharp, Michonski,
Babcock, & Fitzgerald, 2013) as well as challenging
(Brown, 2007; Iantaffi & Bockting, 2011). A study of
successful relationships between TGNC men and cisgender
women found that these couples attributed the success of
their relationship to respect, honesty, trust, love, under-
standing, and open communication (Kins et al., 2008). Just
as relationships between cisgender people can involve
abuse, so can relationships between TGNC people and their
partners (Brown, 2007), with some violent partners threat-
ening to disclose a TGNC person’s identity to exact control
in the relationship (FORGE, n.d.).

In the early decades of medical and social transition
for TGNC people, only those whose sexual orientations
would be heterosexual posttransition (e.g., trans woman
with a cisgender man) were deemed eligible for medical
and social transition (Meyerowitz, 2002). This restriction
prescribed only certain relationship partners (American
Psychiatric Association, 1980; Benjamin, 1966; Chivers &
Bailey, 2000), denied access to surgery for trans men
identifying as gay or bisexual (Coleman & Bockting,
1988), or trans women identifying as lesbian or bisexual,
and even required that TGNC people’s existing legal mar-
riages be dissolved before they could gain access to tran-
sition care (Lev, 2004).

Disclosure of a TGNC identity can have an important
impact on the relationship between TGNC people and their
partners. Disclosure of TGNC status earlier in the relation-
ship tends to be associated with better relationship out-
comes, whereas disclosure of TGNC status many years into
an existing relationship may be perceived as a betrayal
(Erhardt, 2007). When a TGNC person comes out in the
context of an existing relationship, it can also be helpful if
both partners are involved in decision making about the use
of shared resources (i.e., how to balance the financial costs
of transition with other family needs) and how to share this
news with shared supports (i.e., friends and family). Some-
times relationship roles are renegotiated in the context of a
TGNC person coming out to their partner (Samons, 2008).
Assumptions about what it means to be a “husband” or a
“wife” can shift if the gender identity of one’s spouse shifts
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(Erhardt, 2007). Depending on when gender issues are
disclosed and how much of a change this creates in the
relationship, partners may grieve the loss of aspects of their
partner and the way the relationship used to be (Lev, 2004).

Although increasing alignment between gender iden-
tity and gender expression, whether it be through dress,
behavior, or through medical interventions (i.e., hormones,
surgery), does not necessarily affect to whom a TGNC
person is attracted (Coleman et al., 1993), TGNC people
may become more open to exploring their sexual orienta-
tion, may redefine sexual orientation as they move through
transition, or both (Daskalos, 1998; H. Devor, 1993; Schle-
ifer, 2006). Through increased comfort with their body and
gender identity, TGNC people may explore aspects of their
sexual orientation that were previously hidden or that felt
discordant with their sex assigned at birth. Following a
medical and/or social transition, a TGNC person’s sexual
orientation may remain constant or shift, either temporarily
or permanently (e.g., renewed exploration of sexual orien-
tation in the context of TGNC identity, shift in attraction or
choice of sexual partners, widened spectrum of attraction,
shift in sexual orientation identity; Meier, Sharp et al.,
2013; Samons, 2008). For example, a trans man previously
identified as a lesbian may later be attracted to men (Cole-
man et al., 1993; dickey, Burnes, & Singh, 2012), and a
trans woman attracted to women pretransition may remain
attracted to women posttransition (Lev, 2004).

Some TGNC people and their partners may fear the
loss of mutual sexual attraction and other potential effects
of shifting gender identities in the relationship. Lesbian-
identified partners of trans men may struggle with the idea
that being in a relationship with a man may cause others to
perceive them as a heterosexual couple (Califia, 1997).
Similarly, women in heterosexual relationships who later
learn that their partners are trans women may be unfamiliar
with navigating stigma associated with sexual minority
status when viewed as a lesbian couple (Erhardt, 2007).
Additionally, partners may find they are not attracted to a
partner after transition. As an example, a lesbian whose
partner transitions to a male identity may find that she is no
longer attracted to this person because she is not sexually
attracted to men. Partners of TGNC people may also ex-
perience grief and loss as their partners engage in social
and/or medical transitions.

Application. Psychologists may help foster resil-
ience in relationships by addressing issues specific to part-
ners of TGNC people. Psychologists may provide support
to partners of TGNC people who are having difficulty with
their partner’s evolving gender identity or transition, or are
experiencing others having difficulty with the partner’s
transition. Partner peer support groups may be especially
helpful in navigating internalized antitrans prejudice,
shame, resentment, and relationship concerns related to a
partner’s gender transition. Meeting or knowing other
TGNC people, other partners of TGNC people, and couples
who have successfully navigated transition may also help
TGNC people and their partners and serve as a protective
factor (Brown, 2007). When TGNC status is disclosed
during an existing relationship, psychologists may help

couples explore which relationship dynamics they want to
preserve and which they might like to change.

In working with psychologists, TGNC people may
explore a range of issues in their relationships and sexuality
(dickey et al., 2012), including when and how to come out
to current or potential romantic and sexual partners, com-
municating their sexual desires, renegotiating intimacy that
may be lost during the TGNC partner’s transition, adapting
to bodily changes caused by hormone use or surgery, and
exploring boundaries regarding touch, affection, and safer
sex practices (Iantaffi & Bockting, 2011; Sevelius, 2009).
TGNC people may experience increased sexual self-effi-
cacy through transition. Although psychologists may aid
partners in understanding a TGNC person’s transition de-
cisions, TGNC people may also benefit from help in cul-
tivating awareness of the ways in which these decisions
influence the lives of loved ones.

Guideline 13. Psychologists seek to
understand how parenting and family
formation among TGNC people take a
variety of forms.

Rationale. Psychologists work with TGNC peo-
ple across the life span to address parenting and family
issues (Kenagy & Hsieh, 2005). There is evidence that
many TGNC people have and want children (Wierckx et
al., 2012). Some TGNC people conceive a child through
sexual intercourse, whereas others may foster, adopt, pur-
sue surrogacy, or employ assisted reproductive technolo-
gies, such as sperm or egg donation, to build or expand a
family (De Sutter, Kira, Verschoor, & Hotimsky, 2002).
Based on a small body of research to date, there is no
indication that children of TGNC parents suffer long-term
negative impacts directly related to parental gender change
(R. Green, 1978, 1988; White & Ettner, 2004). TGNC
people may find it both challenging to find medical pro-
viders who are willing to offer them reproductive treatment
and to afford the cost (Coleman et al., 2012). Similarly,
adoption can be quite costly, and some TGNC people may
find it challenging to find foster care or adoption agencies
that will work with them in a nondiscriminatory manner.
Current or past use of hormone therapy may limit fertility
and restrict a TGNC person’s reproductive options
(Darnery, 2008; Wierckx et al., 2012). Other TGNC people
may have children or families before coming out as TGNC
or beginning a gender transition.

TGNC people may present with a range of parenting
and family-building concerns. Some will seek support to
address issues within preexisting family systems, some will
explore the creation or expansion of a family, and some
will need to make decisions regarding potential fertility
issues related to hormone therapy, pubertal suppression, or
surgical transition. The medical and/or social transition of
a TGNC parent may shift family dynamics, creating chal-
lenges and opportunities for partners, children, and other
family members. One study of therapists’ reflections on
their experiences with TGNC clients suggested that family
constellation and the parental relationship was more sig-
nificant for children than the parent’s social and/or medical
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transition itself (White & Ettner, 2004). Although research
has not documented that the transitions of TGNC people
have an effect on their parenting abilities, preexisting part-
nerships or marriages may not survive the disclosure of a
TGNC identity or a subsequent transition (dickey et al.,
2012). This may result in divorce or separation, which may
affect the children in the family. A positive relationship
between parents, regardless of marital status, has been
suggested to be an important protective factor for children
(Amato, 2001; White & Ettner, 2007). This seems to be the
case especially when children are reminded of the parent’s
love and assured of the parent’s continued presence in their
life (White & Ettner, 2007). Based on a small body of
literature available, it is generally the case that younger
children are best able to incorporate the transition of a
parent, followed by adult children, with adolescents gen-
erally having the most difficulty (White & Ettner, 2007). If
separated or divorced from their partners or spouses,
TGNC parents may be at risk for loss of custody or visi-
tation rights because some courts presume that there is a
nexus between their gender identity or gender expression
and parental fitness (Flynn, 2006). This type of prejudice is
especially common for TGNC people of color (Grant et al.,
2011).

Application. Psychologists are encouraged to at-
tend to the parenting and family-building concerns of
TGNC people. When working with TGNC people who
have previous parenting experience, psychologists may
help TGNC people identify how being a parent may influ-
ence decisions to come out as TGNC or to begin a transi-
tion (Freeman, Tasker, & Di Ceglie, 2002; Grant et al.,
2011; Wierckx et al., 2012). Some TGNC people may
choose to delay disclosure until their children have grown
and left home (Bethea & McCollum, 2013). Clinical guide-
lines jointly developed by a Vancouver, British Columbia,
TGNC community organization and a health care provider
organization encourage psychologists and other mental
health providers working with TGNC people to plan for
disclosure to a partner, previous partner, or children, and to
pay particular attention to resources that assist TGNC peo-
ple to discuss their identity with children of various ages in
developmentally appropriate ways (Bockting et al., 2006).
Lev (2004) uses a developmental stage framework for the
process that family members are likely to go through in
coming to terms with a TGNC family member’s identity
that some psychologists may find helpful. Awareness of
peer support networks for spouses and children of TGNC
people can also be helpful (e.g., PFLAG, TransYouth Fam-
ily Allies). Psychologists may provide family counseling to
assist a family in managing disclosure, improve family
functioning, and maintain family involvement of the
TGNC person, as well as aiding the TGNC person in
attending to the ways that their transition process has
affected their family members (Samons, 2008). Helping
parents to continue to work together to focus on the needs
of their children and to maintain family bonds is likely to
lead to the best results for the children (White & Ettner,
2007).

For TGNC people with existing families, psycholo-
gists may support TGNC people in seeking legal counsel
regarding parental rights in adoption or custody. Depend-
ing on the situation, this may be desirable even if the
TGNC parent is biologically related to the child (Minter &
Wald, 2012). Although being TGNC is not a legal imped-
iment to adoption in the United States, there is the potential
for overt and covert discrimination and barriers, given the
widespread prejudice against TGNC people. The question
of whether to disclose TGNC status on an adoption appli-
cation is a personal one, and a prospective TGNC parent
would benefit from consulting a lawyer for legal advice,
including what the laws in their jurisdiction say about
disclosure. Given the extensive background investigation
frequently conducted, it may be difficult to avoid disclo-
sure. Many lawyers favor disclosure to avoid any potential
legal challenges during the adoption process (Minter &
Wald, 2012).

In discussing family-building options with TGNC
people, psychologists are encouraged to remain aware that
some of these options require medical intervention and are
not available everywhere, in addition to being quite costly
(Coleman et al., 2012). Psychologists may work with cli-
ents to manage feelings of loss, grief, anger, and resent-
ment that may arise if TGNC people are unable to access or
afford the services they need for building a family (Bock-
ting et al., 2006; De Sutter et al., 2002).

When TGNC people consider beginning hormone
therapy, psychologists may engage them in a conversation
about the possibly permanent effects on fertility to better
prepare TGNC people to make a fully informed decision.
This may be of special importance with TGNC adolescents
and young adults who often feel that family planning or
loss of fertility is not a significant concern in their current
daily lives, and therefore disregard the long-term reproduc-
tive implications of hormone therapy or surgery (Coleman
et al., 2012). Psychologists are encouraged to discuss con-
traception and safer sex practices with TGNC people, given
that they may still have the ability to conceive even when
undergoing hormone therapy (Bockting, Robinson, &
Rosser, 1998). Psychologists may play a critical role in
educating TGNC adolescents and young adults and their
parents about the long-term effects of medical interventions
on fertility and assist them in offering informed consent
prior to pursuing such interventions. Although hormone
therapy may limit fertility (Coleman et al., 2012), psychol-
ogists may encourage TGNC people to refrain from relying
on hormone therapy as the sole means of birth control, even
when a person has amenorrhea (Gorton & Grubb, 2014).
Education on safer sex practices may also be important, as
some segments of the TGNC community (e.g., trans
women and people of color) are especially vulnerable to
sexually transmitted infections and have been shown to
have high prevalence and incidence rates of HIV infection
(Kellogg, Clements-Nolle, Dilley, Katz, & McFarland,
2001; Nemoto, Operario, Keatley, Han, & Soma, 2004).

Depending on the timing and type of options selected,
psychologists may explore the physical, social, and emo-
tional implications should TGNC people choose to delay or
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stop hormone therapy, undergo fertility treatment, or be-
come pregnant. Psychological effects of stopping hormone
therapy may include depression, mood swings, and reac-
tions to the loss of physical masculinization or feminization
facilitated by hormone therapy (Coleman et al., 2012).
TGNC people who choose to halt hormone therapy during
attempts to conceive or during a pregnancy may need
additional psychological support. For example, TGNC peo-
ple and their families may need help in managing the
additional antitrans prejudice and scrutiny that may result
when a TGNC person with stereotypically masculine fea-
tures becomes visibly pregnant. Psychologists may also
assist TGNC people in addressing their loss when they
cannot engage in reproductive activities that are consistent
with their gender identity, or when they encounter barriers
to conceiving, adopting, or fostering children not typically
faced by other people (Vanderburgh, 2007). Psychologists
are encouraged to assess the degree to which reproductive
health services are TGNC-affirmative prior to referring
TGNC people to them. Psychologists are also encouraged
to provide TGNC-affirmative information to reproductive
health service personnel when there is a lack of trans-
affirmative knowledge.

Guideline 14. Psychologists recognize the
potential benefits of an interdisciplinary
approach when providing care to TGNC
people and strive to work collaboratively
with other providers.

Rationale. Collaboration across disciplines can
be crucial when working with TGNC people because of the
potential interplay of biological, psychological, and social
factors in diagnosis and treatment (Hendricks & Testa,
2012). The challenges of living with a stigmatized identity
and the need of many TGNC people to transition, socially
and/or medically, may call for the involvement of health
professionals from various disciplines, including psychol-
ogists, psychiatrists, social workers, primary health care
providers, endocrinologists, nurses, pharmacists, surgeons,
gynecologists, urologists, electrologists, speech therapists,
physical therapists, pastoral counselors and chaplains, and
career or educational counselors. Communication, cooper-
ation, and collaboration will ensure optimal coordination
and quality of care. Just as psychologists often refer TGNC
people to medical providers for assessment and treatment
of medical issues, medical providers may rely on psychol-
ogists to assess readiness and assist TGNC clients to pre-
pare for the psychological and social aspects of transition
before, during, and after medical interventions (Coleman et
al., 2012; Hembree et al., 2009; Lev, 2009). Outcome
research to date supports the value and effectiveness of an
interdisciplinary, collaborative approach to TGNC-specific
care (see Coleman et al., 2012 for a review).

Application. Psychologists’ collaboration with
colleagues in medical and associated health disciplines
involved in TGNC clients’ care (e.g., hormonal and surgi-
cal treatment, primary health care; Coleman et al., 2012;
Lev, 2009) may take many forms and should occur in a
timely manner that does not complicate access to needed

services (e.g., considerations of wait time). For example, a
psychologist working with a trans man who has a diagnosis
of bipolar disorder may need to coordinate with his primary
care provider and psychiatrist to adjust his hormone levels
and psychiatric medications, given that testosterone can
have an activating effect, in addition to treating gender
dysphoria. At a basic level, collaboration may entail the
creation of required documentation that TGNC people
present to surgeons or medical providers to access gender-
affirming medical interventions (e.g., surgery, hormone
therapy; Coleman et al., 2012). Psychologists may offer
support, information, and education to interdisciplinary
colleagues who are unfamiliar with issues of gender iden-
tity and gender expression to assist TGNC people in ob-
taining TGNC-affirmative care (Holman & Goldberg,
2006; Lev, 2009). For example, a psychologist who is
assisting a trans woman with obtaining gender-affirming
surgery may, with her consent, contact her new gynecolo-
gist in preparation for her first medical visit. This contact
could include sharing general information about her gender
history and discussing how both providers could most
affirmatively support appropriate health checks to ensure
her best physical health (Holman & Goldberg, 2006).

Psychologists in interdisciplinary settings could also
collaborate with medical professionals prescribing hor-
mone therapy by educating TGNC people and ensuring
TGNC people are able to make fully informed decisions
prior to starting hormone treatment (Coleman et al., 2012;
Deutsch, 2012; Lev, 2009). Psychologists working with
children and adolescents play a particularly important role
on the interdisciplinary team due to considerations of cog-
nitive and social development, family dynamics, and de-
gree of parental support. This role is especially crucial
when providing psychological evaluation to determine the
appropriateness and timeliness of a medical intervention.
When psychologists are not part of an interdisciplinary
setting, especially in isolated or rural communities, they
can identify interdisciplinary colleagues with whom they
may collaborate and/or refer (Walinsky & Whitcomb,
2010). For example, a rural psychologist could identify a
trans-affirmative pediatrician in a surrounding area and
collaborate with the pediatrician to work with parents rais-
ing concerns about their TGNC and questioning children
and adolescents.

In addition to working collaboratively with other pro-
viders, psychologists who obtain additional training to spe-
cialize in work with TGNC people may also serve as
consultants in the field (e.g., providing additional support
to providers working with TGNC people or assisting school
and workplaces with diversity training). Psychologists who
have expertise in working with TGNC people may play a
consultative role with providers in inpatient settings seek-
ing to provide affirmative care to TGNC clients. Psychol-
ogists may also collaborate with social service colleagues
to provide TGNC people with affirmative referrals related
to housing, financial support, vocational/educational coun-
seling and training, TGNC-affirming religious or spiritual
communities, peer support, and other community resources
(Gehi & Arkles, 2007). This collaboration might also in-
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clude assuring that TGNC people who are minors in the
care of the state have access to culturally appropriate care.

Research, Education, and Training
Guideline 15. Psychologists respect the
welfare and rights of TGNC participants in
research and strive to represent results
accurately and avoid misuse or
misrepresentation of findings.

Rationale. Historically, in a set of demographic
questions, psychological research has included one item on
either sex or gender, with two response options—male and
female. This approach wastes an opportunity to increase
knowledge about TGNC people for whom neither option
may fit their identity, and runs the risk of alienating TGNC
research participants (IOM, 2011). For example, there is
little knowledge about HIV prevalence, risks, and preven-
tion needs of TGNC people because most of the research
on HIV has not included demographic questions to identify
TGNC participants within their samples. Instead, TGNC
people have been historically subsumed within larger de-
mographic categories (e.g., men who have sex with men,
women of color), rendering the impact of the HIV epidemic
on the TGNC population invisible (Herbst et al., 2008).
Scholars have noted that this invisibility fails to draw
attention to the needs of TGNC populations that experience
the greatest health disparities, including TGNC people who
are of color, immigrants, low income, homeless, veterans,
incarcerated, live in rural areas, or have disabilities (Bauer
et al., 2009; Hanssmann, Morrison, Russian, Shiu-Thorn-
ton, & Bowen, 2010; Shipherd et al., 2012; Walinsky &
Whitcomb, 2010).

There is a great need for more research to inform
practice, including affirmative treatment approaches with
TGNC people. Although sufficient evidence exists to sup-
port current standards of care (Byne et al., 2012; Coleman
et al., 2012), much is yet to be learned to optimize quality
of care and outcome for TGNC clients, especially as it
relates to the treatment of children (IOM, 2011; Mikalson
et al., 2012). In addition, some research with TGNC pop-
ulations has been misused and misinterpreted, negatively
affecting TGNC people’s access to health services to ad-
dress issues of gender identity and gender expression (Na-
maste, 2000). This has resulted in justifiable skepticism and
suspicion in the TGNC community when invited to partic-
ipate in research initiatives. In accordance with the APA
ethics code (APA, 2010), psychologists conduct research
and distribute research findings with integrity and respect
for their research participants. As TGNC research in-
creases, some TGNC communities may experience being
oversampled in particular geographic areas and/or TGNC
people of color may not be well-represented in TGNC
studies (Hwahng & Lin, 2009; Namaste, 2000).

Application. All psychologists conducting re-
search, even when not specific to TGNC populations, are
encouraged to provide a range of options for capturing
demographic information about TGNC people so that
TGNC people may be included and accurately represented

(Conron et al., 2008; Deutsch et al., 2013). One group of
experts has recommended that population research, and
especially government-sponsored surveillance research,
use a two-step method, first asking for sex assigned at birth,
and then following with a question about gender identity
(GenIUSS, 2013). For research focused on TGNC people,
including questions that assess both sex assigned at birth
and current gender identity allows the disaggregation of
subgroups within the TGNC population and has the poten-
tial to increase knowledge of differences within the popu-
lation. In addition, findings about one subgroup of TGNC
people may not apply to other subgroups. For example,
results from a study of trans women of color with a history
of sex work who live in urban areas (Nemoto, Operario,
Keatley, & Villegas, 2004) may not generalize to all TGNC
women of color or to the larger TGNC population (Bauer,
Travers, Scanlon, & Coleman, 2012; Operario et al., 2008).

In conducting research with TGNC people, psychol-
ogists will confront the challenges associated with studying
a relatively small, geographically dispersed, diverse, stig-
matized, hidden, and hard-to-reach population (IOM,
2011). Because TGNC individuals are often hard to reach
(IOM, 2011) and TGNC research is rapidly evolving, it is
important to consider the strengths and limitations of the
methods that have been or may be used to study the TGNC
population, and to interpret and represent findings accord-
ingly. Some researchers have strongly recommended col-
laborative research models (e.g., participatory action re-
search) in which TGNC community members are integrally
involved in these research activities (Clements-Nolle &
Bachrach, 2003; Singh, Richmond, & Burnes, 2013). Psy-
chologists who seek to educate the public by communicat-
ing research findings in the popular media will also con-
front challenges, because most journalists have limited
knowledge about the scientific method and there is poten-
tial for the media to misinterpret, exploit, or sensationalize
findings (Garber, 1992; Namaste, 2000).

Guideline 16. Psychologists Seek to Prepare
Trainees in Psychology to Work Competently
With TGNC People.

Rationale. The Ethical Principles of Psycholo-
gists and Code of Conduct (APA, 2010) include gender
identity as one factor for which psychologists may need to
obtain training, experience, consultation, or supervision in
order to ensure their competence (APA, 2010). In addition,
when APA-accredited programs are required to demon-
strate a commitment to cultural and individual diversity,
gender identity is specifically included (APA, 2015). Yet
surveys of TGNC people suggest that many mental health
care providers lack even basic knowledge and skills re-
quired to offer trans-affirmative care (Bradford et al., 2007;
O’Hara, Dispenza, Brack, & Blood, 2013; Xavier et al.,
2005). The APA Task Force on Gender Identity and Gen-
der Variance (2009) projected that many, if not most,
psychologists and graduate psychology students will at
some point encounter TGNC people among their clients,
colleagues, and trainees. Yet professional education and
training in psychology includes little or no preparation for
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working with TGNC people (Anton, 2009; APA TFGIGV,
2009), and continuing professional education available to
practicing mental health clinicians is also scant (Lurie,
2005). Only 52% percent of psychologists and graduate
students who responded to a survey conducted by an APA
Task Force reported having had the opportunity to learn
about TGNC issues in school; of those respondents, only
27% reported feeling adequately familiar with gender con-
cerns (n � 294; APA TFGIGV, 2009).

Training on gender identity in professional psychol-
ogy has frequently been subsumed under discussions of
sexual orientation or in classes on human sexuality. Some
scholars have suggested that psychologists and students
may mistakenly believe that they have obtained adequate
knowledge and awareness about TGNC people through
training focused on LGB populations (Harper & Schneider,
2003). However, Israel and colleagues have found impor-
tant differences between the therapeutic needs of TGNC
people and those of LGB people in the perceptions of both
clients and providers (Israel et al., 2008; Israel, Walther,
Gorcheva, & Perry, 2011). Nadal and colleagues have
suggested that the absence of distinct, accurate information
about TGNC populations in psychology training not only
perpetuates misunderstanding and marginalization of
TGNC people by psychologists but also contributes to
continued marginalization of TGNC people in society as a
whole (Nadal et al., 2010, 2012).

Application. Psychologists strive to continue
their education on issues of gender identity and gender
expression with TGNC people as a foundational compo-
nent of affirmative psychological practice. In addition to
these guidelines, which educators may use as a resource in
developing curricula and training experiences, ACA (2010)
has also adopted a set of competencies that may be a
helpful resource for educators. In addition to including
TGNC people and their issues in foundational education in
health service psychology (e.g., personality development,
multiculturalism, research methods), some psychology pro-
grams may also provide coursework and training for stu-
dents interested in developing more advanced expertise on
issues of gender identity and gender expression.

Because of the high level of societal ignorance and
stigma associated with TGNC people, ensuring that psy-
chological education, training, and supervision is affirma-
tive, and does not sensationalize (Namaste, 2000), exploit,
or pathologize TGNC people (Lev, 2004), will require care
on the part of educators. Students will benefit from support
from their educators in developing a professional, nonjudg-
mental attitude toward people who may have a different
experience of gender identity and gender expression from
their own. A number of training resources have been pub-
lished that may be helpful to psychologists in integrating
information about TGNC people into the training they offer
(e.g., Catalano, McCarthy, & Shlasko, 2007; Stryker, 2008;
Wentling, Schilt, Windsor, & Lucal, 2008). Because most
psychologists have had little or no training on TGNC
populations and do not perceive themselves as having
sufficient understanding of issues related to gender identity
and gender expression (APA TFGIGV, 2009), psycholo-

gists with relevant expertise are encouraged to develop and
distribute continuing education and training to help to
address these gaps. Psychologists providing education can
incorporate activities that increase awareness of cisgender
privilege, antitrans prejudice and discrimination, host a
panel of TGNC people to offer personal perspectives, or
include narratives of TGNC people in course readings
(ACA, 2010). When engaging these approaches, it is im-
portant to include a wide variety of TGNC experiences to
reflect the inherent diversity within the TGNC community.
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Appendix A
Definitions

Terminology within the health care field and transgender
and gender nonconforming (TGNC) communities is con-
stantly evolving (Coleman et al., 2012). The evolution of
terminology has been especially rapid in the last decade,
as the profession’s awareness of gender diversity has
increased, as more literature and research in this area has
been published, and as voices of the TGNC community
have strengthened. Some terms or definitions are not
universally accepted, and there is some disagreement
among professionals and communities as to the “correct”
words or definitions, depending on theoretical orienta-
tion, geographic region, generation, or culture, with
some terms seen as affirming and others as outdated or
demeaning. American Psychological Association (APA)
Task Force for Guidelines for Psychological Practice
with Transgender and Gender Nonconforming People
developed the definitions below by reviewing existing

definitions put forward by professional organizations
(e.g., APA Task Force on Gender Identity and Gender
Variance, 2009; the Institute of Medicine, 2011; and the
World Professional Association for Transgender Health
[Coleman et al., 2012]), health care agencies serving
TGNC clients (e.g., Fenway Health Center), TGNC
community resources (Gender Equity Resource Center,
National Center for Transgender Equality), and profes-
sional literature. Psychologists are encouraged to refresh
their knowledge and familiarity with evolving terminol-
ogy on a regular basis as changes emerge in the com-
munity and/or the professional literature. The definitions
below include terms frequently used within the Guide-
lines, by the TGNC community, and within professional
literature.
Ally: a cisgender person who supports and advocates for
TGNC people and/or communities.
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Antitrans prejudice (transprejudice, transnegativ-
ity, transphobia): prejudicial attitudes that may result in
the devaluing, dislike, and hatred of people whose gender
identity and/or gender expression do not conform to their
sex assigned at birth. Antitrans prejudice may lead to
discriminatory behaviors in such areas as employment and
public accommodations, and may lead to harassment and
violence. When TGNC people hold these negative attitudes
about themselves and their gender identity, it is called
internalized transphobia (a construct analogous to internal-
ized homophobia). Transmisogyny describes a simultane-
ous experience of sexism and antitrans prejudice with par-
ticularly adverse effects on trans women.

Cisgender: an adjective used to describe a person
whose gender identity and gender expression align with sex
assigned at birth; a person who is not TGNC.

Cisgenderism: a systemic bias based on the ideology
that gender expression and gender identities are determined
by sex assigned at birth rather than self-identified gender
identity. Cisgenderism may lead to prejudicial attitudes and
discriminatory behaviors toward TGNC people or to forms
of behavior or gender expression that lie outside of the
traditional gender binary.

Coming out: a process by which individuals affirm
and actualize a stigmatized identity. Coming out as TGNC
can include disclosing a gender identity or gender history
that does not align with sex assigned at birth or current
gender expression. Coming out is an individual process and
is partially influenced by one’s age and other generational
influences.

Cross dressing: wearing clothing, accessories, and/or
make-up, and/or adopting a gender expression not associ-
ated with a person’s assigned sex at birth according to
cultural and environmental standards (Bullough &
Bullough, 1993). Cross-dressing is not always reflective of
gender identity or sexual orientation. People who cross-
dress may or may not identify with the larger TGNC
community.

Disorders of sex development (DSD, Intersex): term
used to describe a variety of medical conditions associated
with atypical development of an individual’s physical sex
characteristics (Hughes, Houk, Ahmed, & Lee, 2006).
These conditions may involve differences of a person’s
internal and/or external reproductive organs, sex chromo-
somes, and/or sex-related hormones that may complicate
sex assignment at birth. DSD conditions may be considered
variations in biological diversity rather than disorders (M.
Diamond, 2009); therefore some prefer the terms intersex,
intersexuality, or differences in sex development rather than
“disorders of sex development” (Coleman et al., 2012).

Drag: the act of adopting a gender expression, often
as part of a performance. Drag may be enacted as a political

comment on gender, as parody, or as entertainment, and is
not necessarily reflective of gender identity.

Female-to-male (FTM): individuals assigned a fe-
male sex at birth who have changed, are changing, or wish
to change their body and/or gender identity to a more
masculine body or gender identity. FTM persons are also
often referred to as transgender men, transmen, or trans
men.

Gatekeeping: the role of psychologists and other
mental health professionals of evaluating a TGNC person’s
eligibility and readiness for hormone therapy or surgery
according to the Standards of Care set forth by the World
Professional Association for Transgender Health (Coleman
et al., 2012). In the past, this role has been perceived as
limiting a TGNC adult’s autonomy and contributing to
mistrust between psychologists and TGNC clients. Current
approaches are sensitive to this history and are more af-
firming of a TGNC adult’s autonomy in making decisions
with regard to medical transition (American Counseling
Association, 2010; Coleman et al., 2012; Singh & Burnes,
2010).

Gender-affirming surgery (sex reassignment sur-
gery or gender reassignment surgery): surgery to change
primary and/or secondary sex characteristics to better align
a person’s physical appearance with their gender identity.
Gender-affirming surgery can be an important part of med-
ically necessary treatment to alleviate gender dysphoria and
may include mastectomy, hysterectomy, metoidioplasty,
phalloplasty, breast augmentation, orchiectomy, vagino-
plasty, facial feminization surgery, and/or other surgical
procedures.

Gender binary: the classification of gender into two
discrete categories of boy/man and girl/woman.

Gender dysphoria: discomfort or distress related to
incongruence between a person’s gender identity, sex as-
signed at birth, gender identity, and/or primary and second-
ary sex characteristics (Knudson, De Cuypere, & Bockting,
2010). In 2013, the fifth edition of the Diagnostic and
Statistical Manual of Mental Disorders (DSM–5; American
Psychiatric Association, 2013) adopted the term gender
dysphoria as a diagnosis characterized by “a marked in-
congruence between” a person’s gender assigned at birth
and gender identity (American Psychiatric Association,
2013, p. 453). Gender dysphoria replaced the diagnosis of
gender identity disorder (GID) in the previous version of
the DSM (American Psychiatric Association, 2000).

Gender expression: the presentation of an individual,
including physical appearance, clothing choice and acces-
sories, and behaviors that express aspects of gender identity
or role. Gender expression may or may not conform to a
person’s gender identity.
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Gender identity: a person’s deeply felt, inherent
sense of being a boy, a man, or male; a girl, a woman, or
female; or an alternative gender (e.g., genderqueer, gender
nonconforming, gender neutral) that may or may not cor-
respond to a person’s sex assigned at birth or to a person’s
primary or secondary sex characteristics. Because gender
identity is internal, a person’s gender identity is not nec-
essarily visible to others. “Affirmed gender identity” refers
to a person’s gender identity after coming out as TGNC or
undergoing a social and/or medical transition process.

Gender marker: an indicator (M, F) of a person’s sex
or gender found on identification (e.g., driver’s license,
passport) and other legal documents (e.g., birth certificate,
academic transcripts).

Gender nonconforming (GNC): an adjective used as
an umbrella term to describe people whose gender expres-
sion or gender identity differs from gender norms associ-
ated with their assigned birth sex. Subpopulations of the
TGNC community can develop specialized language to
represent their experience and culture, such as the term
“masculine of center” (MOC; Cole & Han, 2011) that is
used in communities of color to describe one’s GNC iden-
tity.

Gender questioning: an adjective to describe people
who may be questioning or exploring their gender identity
and whose gender identity may not align with their sex
assigned at birth.

Genderqueer: a term to describe a person whose
gender identity does not align with a binary understanding
of gender (i.e., a person who does not identify fully as
either a man or a woman). People who identify as gender-
queer may redefine gender or decline to define themselves
as gendered altogether. For example, people who identify
as genderqueer may think of themselves as both man and
woman (bigender, pangender, androgyne); neither man nor
woman (genderless, gender neutral, neutrois, agender);
moving between genders (genderfluid); or embodying a
third gender.

Gender role: refers to a pattern of appearance, per-
sonality, and behavior that, in a given culture, is associated
with being a boy/man/male or being a girl/woman/female.
The appearance, personality, and behavior characteristics
may or may not conform to what is expected based on a
person’s sex assigned at birth according to cultural and
environmental standards. Gender role may also refer to the
social role in which one is living (e.g., as a woman, a man,
or another gender), with some role characteristics conform-
ing and others not conforming to what is associated with
girls/women or boys/men in a given culture and time.

Hormone therapy (gender-affirming hormone
therapy, hormone replacement therapy): the use of hor-
mones to masculinize or feminize a person’s body to better

align that person’s physical characteristics with their gen-
der identity. People wishing to feminize their body receive
antiandrogens and/or estrogens; people wishing to mascu-
linize their body receive testosterone. Hormone therapy
may be an important part of medically necessary treatment
to alleviate gender dysphoria.

Male-to-female (MTF): individuals whose assigned
sex at birth was male and who have changed, are changing,
or wish to change their body and/or gender role to a more
feminized body or gender role. MTF persons are also often
referred to as transgender women, transwomen, or trans
women.

Passing: the ability to blend in with cisgender people
without being recognized as transgender based on appear-
ance or gender role and expression; being perceived as
cisgender. Passing may or may not be a goal for all TGNC
people.

Puberty suppression (puberty blocking, puberty
delaying therapy): a treatment that can be used to tempo-
rarily suppress the development of secondary sex charac-
teristics that occur during puberty in youth, typically using
gonadotropin-releasing hormone (GnRH) analogues. Pu-
berty suppression may be an important part of medically
necessary treatment to alleviate gender dysphoria. Puberty
suppression can provide adolescents time to determine
whether they desire less reversible medical intervention
and can serve as a diagnostic tool to determine if further
medical intervention is warranted.

Sex (sex assigned at birth): sex is typically assigned
at birth (or before during ultrasound) based on the appear-
ance of external genitalia. When the external genitalia are
ambiguous, other indicators (e.g., internal genitalia, chro-
mosomal and hormonal sex) are considered to assign a sex,
with the aim of assigning a sex that is most likely to be
congruent with the child’s gender identity (MacLaughlin &
Donahoe, 2004). For most people, gender identity is con-
gruent with sex assigned at birth (see cisgender); for TGNC
individuals, gender identity differs in varying degrees from
sex assigned at birth.

Sexual orientation: a component of identity that in-
cludes a person’s sexual and emotional attraction to another
person and the behavior and/or social affiliation that may
result from this attraction. A person may be attracted to
men, women, both, neither, or to people who are gender-
queer, androgynous, or have other gender identities. Indi-
viduals may identify as lesbian, gay, heterosexual, bisex-
ual, queer, pansexual, or asexual, among others.

Stealth (going stealth): a phrase used by some TGNC
people across the life span (e.g., children, adolescents) who
choose to make a transition in a new environment (e.g.,
school) in their affirmed gender without openly sharing
their identity as a TGNC person.
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TGNC: an abbreviation used to refer to people who
are transgender or gender nonconforming.

Trans: common short-hand for the terms transgender,
transsexual, and/or gender nonconforming. Although the
term “trans” is commonly accepted, not all transsexual or
gender nonconforming people identify as trans.

Trans-affirmative: being respectful, aware and sup-
portive of the needs of TGNC people.

Transgender: an adjective that is an umbrella term
used to describe the full range of people whose gender
identity and/or gender role do not conform to what is
typically associated with their sex assigned at birth. Al-
though the term “transgender” is commonly accepted, not
all TGNC people self-identify as transgender.

Transgender man, trans man, or transman: a per-
son whose sex assigned at birth was female, but who
identifies as a man (see FTM).

Transgender woman, trans woman, or trans-
woman: a person whose sex assigned at birth was male,
but who identifies as a woman (see MTF).

Transition: a process some TGNC people progress
through when they shift toward a gender role that differs
from the one associated with their sex assigned at birth.
The length, scope, and process of transition are unique to

each person’s life situation. For many people, this involves
developing a gender role and expression that is more
aligned with their gender identity. A transition typically
occurs over a period of time; TGNC people may proceed
through a social transition (e.g., changes in gender expres-
sion, gender role, name, pronoun, and gender marker)
and/or a medical transition (e.g., hormone therapy, surgery,
and/or other interventions).

Transsexual: term to describe TGNC people who
have changed or are changing their bodies through medical
interventions (e.g., hormones, surgery) to better align their
bodies with a gender identity that is different than their sex
assigned at birth. Not all people who identify as transsexual
consider themselves to be TGNC. For example, some trans-
sexual individuals identify as female or male, without
identifying as TGNC. Transsexualism is used as a medical
diagnosis in the World Health Organization’s (2015) Inter-
national Classification of Diseases version 10.

Two-spirit: term used by some Native American cul-
tures to describe people who identify with both male and
female gender roles; this can include both gender identity
and sexual orientation. Two-spirit people are often re-
spected and carry unique spiritual roles for their commu-
nity.

Appendix B
Guidelines for Psychological Practice With Transgender and Gender

Nonconforming People

Foundational Knowledge and
Awareness

Guideline 1. Psychologists understand that gender is a
nonbinary construct that allows for a range of gender
identities and that a person’s gender identity may not align
with sex assigned at birth.

Guideline 2. Psychologists understand that gender
identity and sexual orientation are distinct but interrelated
constructs.

Guideline 3. Psychologists seek to understand how
gender identity intersects with the other cultural identities
of TGNC people.

Guideline 4. Psychologists are aware of how their
attitudes about and knowledge of gender identity and gen-

der expression may affect the quality of care they provide
to TGNC people and their families.

Stigma, Discrimination, and Barriers
to Care

Guideline 5. Psychologists recognize how stigma,
prejudice, discrimination, and violence affect the health
and well-being of TGNC people.

Guideline 6. Psychologists strive to recognize the influ-
ence of institutional barriers on the lives of TGNC people and
to assist in developing TGNC-affirmative environments.

Guideline 7. Psychologists understand the need to
promote social change that reduces the negative effects of
stigma on the health and well-being of TGNC people.

(Appendices continue)
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Life Span Development
Guideline 8. Psychologists working with gender-ques-

tioning and TGNC youth understand the different develop-
mental needs of children and adolescents and that not all
youth will persist in a TGNC identity into adulthood.

Guideline 9. Psychologists strive to understand both
the particular challenges that TGNC elders experience and
the resilience they can develop.

Assessment, Therapy, and
Intervention

Guideline 10. Psychologists strive to understand how
mental health concerns may or may not be related to a
TGNC person’s gender identity and the psychological ef-
fects of minority stress.

Guideline 11. Psychologists recognize that TGNC
people are more likely to experience positive life outcomes
when they receive social support or trans-affirmative care.

Guideline 12. Psychologists strive to understand the
effects that changes in gender identity and gender expres-
sion have on the romantic and sexual relationships of
TGNC people.

Guideline 13. Psychologists seek to understand how
parenting and family formation among TGNC people take
a variety of forms.

Guideline 14. Psychologists recognize the potential
benefits of an interdisciplinary approach when providing
care to TGNC people and strive to work collaboratively
with other providers.

Research, Education, and Training
Guideline 15. Psychologists respect the welfare and

rights of TGNC participants in research and strive to rep-
resent results accurately and avoid misuse or misrepresen-
tation of findings.

Guideline 16. Psychologists Seek to Prepare Trainees
in Psychology to Work Competently With TGNC People.
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Adopted by the Counc  of Representat ves  August 2014  Amended by the Counc  of Representat ves  February 2015
(Suggested c tat on s nc uded w th references )

WHEREAS people express and experience great diversity in sexual orientation and gender identity
and expression;

WHEREAS communities today are undergoing rapid cultural and political change around the
treatment of sexual minorities and gender diversity;

WHEREAS all persons, including those who are sexual or gender minority children and adolescents,
or those who are questioning their gender identities or sexual orientations, have the right to equal
opportunity and a safe environment within all public educational institutions;

Sexual Orientation and Gender Identity
WHEREAS some children and adolescents are aware of their attraction to members of the same
gender or of their status as lesbian, gay, or bisexual persons by early adolescence (Remafedi, 1987;
Savin-Williams, 1990; Slater, 1988; Troiden, 1988), although this awareness may vary by culture and
acculturation (Morales, 1990; Rosario, Schrimshaw & Hunter, 2004);

WHEREAS sexual orientation and gender identity are separate, but related, aspects of the human
experience (Bockting & Gray, 2004; Chivers & Bailey, 2000; Coleman, Bockting, & Gooren, 1993;
Docter & Fleming, 2001; Docter & Prince, 1997);

WHEREAS some children and adolescents may experience a long period of questioning their sexual
orientations or gender identities, experiencing stress, confusion, fluidity or complexity in their feelings
and social identities (Hollander, 2000; Remafedi, Resnick, Blum, & Harris, 1992);

WHEREAS there are few resources and supportive adults available and little peer support individually
or within student groups for gender and sexual orientation diverse children and adolescents,
particularly those residing in rural areas or small towns, (Kosciw, Greytak, Diaz, & Bartkiewicz, 2010;
Robinson & Espelage, 2011);

Gender Diversity
WHEREAS a person s gender identity develops in early childhood and some young children may not
identify with the gender assigned to them at birth (Brill & Pepper, 2008; Zucker, 2004);

Resolution on Gender and Sexual
Orientation Diversity in Children
and Adolescents in Schools
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WHEREAS it may be medically and therapeutically indicated for some transgender and other gender
diverse children and adolescents to transition from one gender to another using any of the following:
change of name, pronoun, hairstyle, clothing, pubertal suppression, cross-sex hormone treatment,
and surgical treatment (Coleman et al., 2011; Forcier & Johnson, 2012; Olson, Forbes, & Belzer, 2011);

Consequences of Stigma and Minority Stress
WHEREAS minority stress is recognized as a primary mechanism through which the notable burden of
stigma and discrimination affects minority persons  health and well-being and generates health
disparities (Hatzenbuehler, Nolen-Hoeksema, & Erickson, 2008; Meyer, 2003; Meyer, Schwartz, &
Frost, 2008; Mirowsky & Ross, 1989);

WHEREAS many gender and sexual orientation diverse children and adolescents have reported
higher rates of anxiety and depression, low self-esteem, engaging in self-injurious behaviors, suicide,
substance use, homelessness, and eating disorders among other adverse outcomes (Austin et al.,
2009; Corliss, Goodenow, Nichols,& Austin, 2011; Gibson, 1989; Gipson, 2002; Gonsiorek, 1988;
Grossman & DAugelli, 2007; Harry, 1989; Hetrick & Martin, 1988; Mustanski, Garofalo, & Emerson,
2010; Poteat, Aragon, Espelage, & Koenig, 2009; Russell, Ryan, Toomey, Diaz, & Sanchez, 2011; Ryan,
Huebner, Diaz, & Sanchez, 2009; Ryan, Russell, Huebner, Dias, & Sanchez, 2010; Savin-Williams,
1990; Schutzmann, Brinkmann, Schacht, & Richter-Appelt, 2009).

WHEREAS many transgender and gender diverse children and adolescents experience elevated
rates of depression, anxiety, self-harm, and other health risk behaviors (American Psychological
Association, 2009; Coleman et al., 2011; McGuire, Anderson, Toomey, & Russell, 2010);

WHEREAS some gender and sexual orientation diverse adolescents are at an increased risk for
pregnancy (Goodenow, Szalacha, Robin, & Westheimer, 2008; Russell et al., 2011; Ryan et al., 2010;
Saewyc, Poon, Homma, & Skay, 2008; Savin-Williams, 1990;

WHEREAS, some gender and sexual orientation diverse adolescent sub-populations, including young
men who have sex with men, homeless adolescents, racial/ethnic minority adolescents, transgender
women of color, and adolescents enrolled in alternative schools, are at heightened risk for sexually
transmitted infections, including HIV (Center for Disease Control and Prevention, 2012; Markham et al.,
2003), due to complex and interacting factors related to stigma, socioeconomic class and minority
stress (Hatzenbuehler, Phelan & Link, 2013; Link & Phelan, 1995; Meyer, 2003; Phelan, Link, &
Tehranifar, 2010);

WHEREAS some children and adolescents with intersex/DSD  conditions report rates of self-harm and
suicidality comparable to individuals who have experienced physical or sexual abuse (Schutzmann, et
al., 2009);

WHEREAS individuals with intersex/DSD conditions often report a history of silence, stigma, and
shame regarding their bodies and medical procedures imposed on them (MacKenzie, Huntington, &
Gilmour, 2009; Wiesemann, Udo-Koeller, Sinnecker, & Thyen, 2010);

WHEREAS invasive medical procedures that are not medically necessary in nature (e.g., genital
surgery for purposes of normalization ) continue to be recommended to parents of intersex/DSD
children, often proceed without the affected individual s assent, and lack research evidence on long-
term quality of life, reproductive functioning, and body satisfaction (Wiesemann et al., 2010);

1
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WHEREAS adults with intersex/DSD conditions report negative emotional, psychological and physical
consequences that result from repeated and often questionable medical exams and procedures that
lack research evidence to support their purported long-term reduction of distress (MacKenzie et al.,
2009; Wiesemann et al., 2010);

WHEREAS gender and sexual orientation diverse young people with intersecting identities face
additional challenges to their psychological well-being as a result of the negative consequences of
discrimination based on sexual orientation and ethnic/racial minority status, religious identity, and
country of origin, among other characteristics (Garnets & Kimmel, 1991; Herek, Gillis, & Cogan, 2009;
Moradi et al., 2010; Poteat et al., 2009; Russell et al., 2011; Ryan et al., 2009; Szymanski & Gupta,
2009);

WHEREAS gender and sexual orientation diverse children and adolescents who come from
impoverished or low-income families may face additional risks (Gipson, 2002; Gordon, Schroeder, &
Abramo, 1990; Russell et al., 2011);

WHEREAS gender and sexual orientation diverse children and adolescents in rural areas and small
towns experience additional challenges, such as living in typically more conservative and less diverse
communities (compared to those in urban settings) and having limited access to affirming community-
based supports, which can lead to greater feelings of social isolation (Cohn & Leake, 2012; O Connell,
Atlas, Saunders, & Philbrick, 2010);

WHEREAS gender and sexual orientation diverse children and adolescents with physical or mental
disabilities are at increased risk of negative health outcomes due to the consequences of societal
prejudice toward persons with mental and physical disabilities (Duke, 2011; Hingsburger & Griffiths,
1986; Pendler & Hingsburger, 1991);

 Intersex refers to a range of cond t ons assoc ated w th atyp ca  deve opment of phys ca  sex character st cs (Amer can

Psycho og ca  Assoc at on  2006)  ntersex nd v dua s may be born w th chromosomes  gen ta s  and/or gonads that do not fit

typ ca  fema e or ma e presentat ons (Organ zat on ntersex nternat ona  n the Un ted States of Amer ca  2013)  S nce 2006  the

med ca  and research commun ty has used the term Disorders of Sex Development  Th s term refers to congen ta  cond t ons

character zed by atyp ca  deve opment of chromosoma  gonada  or anatom ca  sex (Houk  Hughes  Ahmed  Lee  & Wr t ng

Comm ttee for the nternat ona  ntersex Consensus Conference Part c pants  2006)  An a ternate term — Differences of Sex

Development — has been recommended to prevent a v ew of these cond t ons as d seased or patho og ca  (W semann  Udo-

Koe er  S nnecker  & Thyen  2010)  n order to be nc us ve of var ous term no ogy preferences  th s document w  use

intersex/DSD when referr ng to nd v dua s who are part of th s commun ty

Concerns and Issues in the Context of Schools
WHEREAS many gender and sexual orientation diverse children and adolescents experience
harassment, bullying, and physical violence in school environments (Brooks, 2000; Fineran, 2002;
Greytak, Kosciw, & Diaz, 2009; Kosciw et al., 2010; McGuireet al., 2010; Poteat & Rivers, 2010; Russell,
Franz, & Driscoll, 2001; Sausa, 2005);

WHEREAS low numbers of school personnel intervene to stop harassment or bullying against
transgender and other gender diverse students in school settings and may even participate in
harassment of transgender and gender diverse students (Greytak et al., 2009; McGuire et al., 2010;
Sausa, 2005);

1
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WHEREAS gender and sexual orientation diverse children and adolescents who are victimized in
school are at increased risk for mental health problems, suicidal ideation and attempts, substance
use, high-risk sexual activity, and poor academic outcomes, such as high level of absenteeism, low
grade point averages, and low interest in pursuing post-secondary education (Birkett, Espelage, &
Koenig, 2009; Bontempo & DAugelli, 2002; DAugelli, Pilkington, & Hershberger, 2002; Kosciw et al.,
2010; O Shaughnessy, Russell, Heck, Calhoun, & Laub, 2004; Russell et al., 2011);

WHEREAS some studies suggest that transgender and other gender diverse students experience
even poorer educational outcomes compared to lesbian, gay and bisexual students, including low
achievement levels, higher likelihood of being "pushed out" of high school prior to graduation, low
educational aspirations, and high incidences of truancy and weapons possession (Greytak et al.,
2009; Toomey, Ryan, Diaz, Card, & Russell, 2010);

WHEREAS recent research has identified a number of school policies, programs, and practices that
may help reduce risk and/or increase well-being for gender and sexual orientation diverse children
and adolescents (Blake et al 2001; Eisenberg & Resnick, 2006; Goodenow, Szalacha, & Westheimer,
2006; Graybill, Varjas, Meyers, & Watson, 2009; Heck, Flentje, & Cochran 2011; Murdock & Bolch,
2005; Szalacha, 2003; Toomey et al., 2010; Walls, Kane, & Wisneski, 2010; Watson, Varjas, Meyers, &
Graybill, 2010);

WHEREAS gender and sexual orientation diverse students report increased school connectedness
and school safety when school personnel intervene in the following ways: (1) addressing and stopping
bullying and harassment, (2) developing administrative policies that prohibit discrimination based on
sexual orientation, gender identity and gender expression, (3) supporting the use of affirming
classroom activities and the establishment of gender and sexual orientation diverse-affirming student
groups, and (4) valuing education and training for students and staff on the needs of gender and
sexual orientation diverse students (Case & Meier, 2014; Greytak et al., 2009; Kosciw et al., 2010;
McGuire et al., 2010; National Association of School Psychologists, 2011; Sausa, 2005);

The Role of Mental Healthcare Professionals in
Schools
WHEREAS school psychologists, school counselors, and school social workers advocate for inclusive
policies, programs and practices within educational environments (NASP, 2010a; NASP 2010b; NASP,
2011), and

WHEREAS the field of psychology promotes the individual s healthy development of personal identity,
which includes the sexual orientation, gender expression, and gender identity of all individuals (APA,
2002; APA, 2012; Coleman et al., 2011; NASP, 2010a; NASP, 2011);

THEREFORE BE IT RESOLVED that the American Psychological Association and the National
Association of School Psychologists affirm that same-sex sexual and romantic attractions, feelings,
and behaviors are normal and positive variations of human sexuality regardless of sexual orientation
identity;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists affirm that diverse gender expressions, regardless of gender identity, and
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diverse gender identities, beyond a binary classification, are normal and positive variations of the
human experience;

Policies
BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists will advocate for local, state and federal policies and legislation that promote
safe and positive school environments free of bullying and harassment for all children and
adolescents, including gender and sexual orientation diverse children and adolescents and those
who are perceived to be lesbian, gay, bisexual, transgender or gender diverse;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists recommend schools develop policies that respect the right to privacy for
students, parents, and colleagues with regard to sexual orientation, gender identity, or transgender
status, and that clearly state that school personnel will not share information with anyone about the
sexual orientation, gender identity, intersex/DSD condition, or transgender status of a student, parent,
or school employee without that individual s permission;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists recommend that school administrations and mental health providers, in the
context of schools, develop partnerships and networks to promote cross-agency collaboration to
create policies that directly affect the health and wellbeing of gender and sexual orientation diverse
adolescents and children;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists encourage state educational agencies to collect data on sexual orientation,
taking care to ensure student anonymity, as part of efforts to monitor and study adolescents  risk
behaviors in the CDC Youth Risk Behavior Survey, and to develop and validate measures of gender
identity for inclusion in the Youth Risk Behavior Survey, as well;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists recommend that inclusive data collection be incorporated into the
Department of Education s Mandatory Civil Rights Data Collection, another important measurement of
youth experiences in schools that could help inform effective interventions to better support gender
and sexual orientation diverse children and adolescents in schools;

Programs and Interventions
BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists support efforts to ensure the funding of basic and applied research, and
scientific evaluations of interventions and programs, designed to address the issues of gender and
sexual orientation diverse children and adolescents in the schools;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists recommend the continued development and evaluation of school-level
interventions that promote academic success and resiliency, that reduce bullying and harassment,
that reduce risk for sexually transmitted infections, that reduce risk for pregnancy among adolescents,
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that reduce risk for self-injurious behaviors, and that foster safe and supportive school environments
for gender and sexual orientation diverse students;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists recommend that special sensitivity be given to the diversity within the
population of gender and sexual orientation diverse students, with new interventions that incorporate
the concerns of sexual minorities often overlooked or underserved, and the concerns of racial/ethnic
minorities and recently immigrant children and adolescents who are also gender and sexual
orientation diverse students;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists support affirmative interventions with transgender and gender diverse
children and adolescents that encourage self-exploration and self-acceptance rather than trying to
shift gender identity and gender expression in any specific direction;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists encourage school-based mental health professionals to advocate for efforts
to educate and train school professionals about the full range of sex development, gender
expression, gender identity, and sexual orientation;

Training and Education
BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists will encourage education, training, and ongoing professional development
about the needs and the supports for gender and sexual orientation diverse students for educators
and trainers of school personnel, education and mental health trainees, school-based mental health
professionals, administrators, and school staff, and such training and education should be available to
students, parents, and community members;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists will encourage school-based mental health professionals to learn how strictly
binary notions of sex, sex development and gender limit all children from realizing their full potential,
create conditions that exacerbate bullying, and prevent many students from fully focusing on and
investing in their own learning;

Practices
BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists encourage school-based mental health professionals to serve as allies and
advocates for gender and sexual orientation diverse children and adolescents in schools, including
advocacy for the inclusion of gender identity, gender expression and sexual orientation in all relevant
school district policies, especially anti-bullying and anti-discrimination policies;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists encourage school staff to support the decisions of children, adolescents, and
families regarding a student s gender identity or expression, including whether to seek treatments
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and interventions, and discourage school personnel from requiring proof of medical treatments as a
prerequisite for such support;

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists recommend that administrators create safer environments for gender
diverse, transgender, and intersex/DSD students, allowing all students, staff, and teachers to have
access to the sex-segregated facilities, activities, and programs that are consistent with their gender
identity, including, but not limited to, bathrooms, locker rooms, sports teams, and classroom activities,
and avoiding the use of gender segregation in school uniforms, school dances, and extracurricular
activities, and providing gender neutral bathroom options for individuals who would prefer to use
them; and

BE IT FURTHER RESOLVED that the American Psychological Association and the National Association
of School Psychologists will work with other organizations in efforts to accomplish these ends.
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Objective: To update the “Endocrine Treatment of Transsexual Persons: An Endocrine Society
Clinical Practice Guideline,” published by the Endocrine Society in 2009.

Participants: The participants include an Endocrine Society–appointed task force of nine experts, a
methodologist, and a medical writer.

Evidence: This evidence-based guideline was developed using the Grading of Recommendations,
Assessment, Development, and Evaluation approach to describe the strength of recommendations
and the quality of evidence. The task force commissioned two systematic reviews and used the best
available evidence from other published systematic reviews and individual studies.

Consensus Process: Group meetings, conference calls, and e-mail communications enabled
consensus. Endocrine Society committees, members and cosponsoring organizations reviewed
and commented on preliminary drafts of the guidelines.

Conclusion: Gender affirmation is multidisciplinary treatment in which endocrinologists play an
important role. Gender-dysphoric/gender-incongruent persons seek and/or are referred to
endocrinologists to develop the physical characteristics of the affirmed gender. They require a
safe and effective hormone regimen that will (1) suppress endogenous sex hormone
secretion determined by the person’s genetic/gonadal sex and (2) maintain sex hormone
levels within the normal range for the person’s affirmed gender. Hormone treatment is not
recommended for prepubertal gender-dysphoric/gender-incongruent persons. Those clinicians
who recommend gender-affirming endocrine treatments—appropriately trained diagnosing
clinicians (required), a mental health provider for adolescents (required) and mental health
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professional for adults (recommended)—should be knowledgeable about the diagnostic criteria
and criteria for gender-affirming treatment, have sufficient training and experience in assessing
psychopathology, and be willing to participate in the ongoing care throughout the endocrine
transition. We recommend treating gender-dysphoric/gender-incongruent adolescents who have
entered puberty at Tanner Stage G2/B2 by suppression with gonadotropin-releasing hormone
agonists. Clinicians may add gender-affirming hormones after a multidisciplinary team has
confirmed the persistence of gender dysphoria/gender incongruence and sufficient mental
capacity to give informed consent to this partially irreversible treatment. Most adolescents
have this capacity by age 16 years old. We recognize that there may be compelling reasons to
initiate sex hormone treatment prior to age 16 years, although there is minimal published
experience treating prior to 13.5 to 14 years of age. For the care of peripubertal youths and
older adolescents, we recommend that an expert multidisciplinary team comprised of medical
professionals and mental health professionals manage this treatment. The treating physician
must confirm the criteria for treatment used by the referring mental health practitioner and
collaborate with them in decisions about gender-affirming surgery in older adolescents. For adult
gender-dysphoric/gender-incongruent persons, the treating clinicians (collectively) should have
expertise in transgender-specific diagnostic criteria, mental health, primary care, hormone
treatment, and surgery, as needed by the patient. We suggest maintaining physiologic
levels of gender-appropriate hormones and monitoring for known risks and complications.
When high doses of sex steroids are required to suppress endogenous sex steroids and/or in
advanced age, clinicians may consider surgically removing natal gonads along with reducing sex
steroid treatment. Clinicians should monitor both transgender males (female to male) and
transgender females (male to female) for reproductive organ cancer risk when surgical removal
is incomplete. Additionally, clinicians should persistently monitor adverse effects of sex steroids. For
gender-affirming surgeries in adults, the treating physician must collaborate with and confirm the
criteria for treatment used by the referring physician. Clinicians should avoid harming individuals (via
hormone treatment) who have conditions other than gender dysphoria/gender incongruence and
who may not benefit from the physical changes associated with this treatment. (J Clin Endocrinol
Metab 102: 3869–3903, 2017)

Summary of Recommendations

1.0 Evaluation of youth and adults

1.1. We advise that only trained mental health pro-
fessionals (MHPs) who meet the following cri-
teria should diagnose gender dysphoria (GD)/
gender incongruence in adults: (1) competence
in using the Diagnostic and Statistical Manual
of Mental Disorders (DSM) and/or the In-
ternational Statistical Classification of Diseases
and Related Health Problems (ICD) for di-
agnostic purposes, (2) the ability to diagnose GD/
gender incongruence and make a distinction
betweenGD/gender incongruence and conditions
that have similar features (e.g., body dysmorphic
disorder), (3) training in diagnosing psychiatric
conditions, (4) the ability to undertake or refer
for appropriate treatment, (5) the ability to
psychosocially assess the person’s understanding,
mental health, and social conditions that can
impact gender-affirming hormone therapy, and
(6) a practice of regularly attending relevant
professional meetings. (Ungraded Good Practice
Statement)

1.2. We advise that only MHPs who meet the fol-
lowing criteria should diagnose GD/gender in-
congruence in children and adolescents: (1)
training in child and adolescent developmental
psychology and psychopathology, (2) competence
in using the DSM and/or the ICD for diagnostic
purposes, (3) the ability to make a distinction
between GD/gender incongruence and conditions
that have similar features (e.g., body dysmorphic
disorder), (4) training in diagnosing psychiatric
conditions, (5) the ability to undertake or refer for
appropriate treatment, (6) the ability to psycho-
socially assess the person’s understanding and
social conditions that can impact gender-affirming
hormone therapy, (7) a practice of regularly at-
tending relevant professional meetings, and (8)
knowledge of the criteria for puberty blocking and
gender-affirming hormone treatment in adoles-
cents. (Ungraded Good Practice Statement)

1.3. We advise that decisions regarding the social
transition of prepubertal youths with GD/gender
incongruence are made with the assistance of
an MHP or another experienced professional.
(Ungraded Good Practice Statement).
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1.4. We recommend against puberty blocking and
gender-affirming hormone treatment in pre-
pubertal children with GD/gender incongruence.
(1 |��ss)

1.5. We recommend that clinicians inform and
counsel all individuals seeking gender-affirming
medical treatment regarding options for fertility
preservation prior to initiating puberty sup-
pression in adolescents and prior to treating with
hormonal therapy of the affirmed gender in both
adolescents and adults. (1 |���s)

2.0 Treatment of adolescents

2.1. We suggest that adolescents who meet diagnostic
criteria for GD/gender incongruence, fulfill cri-
teria for treatment, and are requesting treatment
should initially undergo treatment to suppress
pubertal development. (2 |��ss)

2.2. We suggest that clinicians begin pubertal hor-
mone suppression after girls and boys first exhibit
physical changes of puberty. (2 |��ss)

2.3. We recommend that, where indicated, GnRH
analogues are used to suppress pubertal hor-
mones. (1 |��ss)

2.4. In adolescents who request sex hormone treat-
ment (given this is a partly irreversible treatment),
we recommend initiating treatment using a
gradually increasing dose schedule after a mul-
tidisciplinary team of medical and MHPs has
confirmed the persistence of GD/gender in-
congruence and sufficient mental capacity to give
informed consent, which most adolescents have
by age 16 years. (1 |��ss).

2.5. We recognize that there may be compelling
reasons to initiate sex hormone treatment prior
to the age of 16 years in some adolescents withGD/
gender incongruence, even though there are
minimal published studies of gender-affirming
hormone treatments administered before age 13.5
to 14 years. As with the care of adolescents
$16 years of age, we recommend that an ex-
pert multidisciplinary team of medical and
MHPs manage this treatment. (1 |�sss)

2.6. We suggest monitoring clinical pubertal devel-
opment every 3 to 6 months and laboratory
parameters every 6 to 12 months during sex
hormone treatment. (2 |��ss)

3.0 Hormonal therapy for transgender adults

3.1. We recommend that clinicians confirm the di-
agnostic criteria of GD/gender incongruence and

the criteria for the endocrine phase of gender
transition before beginning treatment. (1 |���s)

3.2. We recommend that clinicians evaluate and ad-
dress medical conditions that can be exacerbated
by hormone depletion and treatment with sex
hormones of the affirmed gender before begin-
ning treatment. (1 |���s)

3.3. We suggest that clinicians measure hormone
levels during treatment to ensure that endog-
enous sex steroids are suppressed and admin-
istered sex steroids are maintained in the
normal physiologic range for the affirmed
gender. (2 |��ss)

3.4. We suggest that endocrinologists provide edu-
cation to transgender individuals undergoing
treatment about the onset and time course of
physical changes induced by sex hormone
treatment. (2 |�sss)

4.0 Adverse outcome prevention and long-term care

4.1. We suggest regular clinical evaluation for phys-
ical changes and potential adverse changes in
response to sex steroid hormones and laboratory
monitoring of sex steroid hormone levels every
3 months during the first year of hormone
therapy for transgender males and females and
then once or twice yearly. (2 |��ss)

4.2. We suggest periodically monitoring prolactin
levels in transgender females treated with estro-
gens. (2 |��ss)

4.3. We suggest that clinicians evaluate transgender
persons treated with hormones for cardiovas-
cular risk factors using fasting lipid profiles, di-
abetes screening, and/or other diagnostic tools.
(2 |��ss)

4.4. We recommend that clinicians obtain bone
mineral density (BMD) measurements when risk
factors for osteoporosis exist, specifically in those
who stop sex hormone therapy after gonadec-
tomy. (1 |��ss)

4.5. We suggest that transgender females with no
known increased risk of breast cancer follow
breast-screening guidelines recommended for
non-transgender females. (2 |��ss)

4.6. We suggest that transgender females treated
with estrogens follow individualized screening
according to personal risk for prostatic disease
and prostate cancer. (2 |�sss)

4.7. We advise that clinicians determine the medical
necessity of including a total hysterectomy and
oophorectomy as part of gender-affirming sur-
gery. (Ungraded Good Practice Statement)
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5.0 Surgery for sex reassignment and
gender confirmation

5.1. We recommend that a patient pursue genital
gender-affirming surgery only after theMHP and
the clinician responsible for endocrine transition
therapy both agree that surgery is medically
necessary and would benefit the patient’s overall
health and/or well-being. (1 |��ss)

5.2. We advise that clinicians approve genital gender-
affirming surgery only after completion of at least
1 year of consistent and compliant hormone
treatment, unless hormone therapy is not desired
or medically contraindicated. (Ungraded Good
Practice Statement)

5.3. We advise that the clinician responsible for en-
docrine treatment and the primary care provider
ensure appropriate medical clearance of trans-
gender individuals for genital gender-affirming
surgery and collaborate with the surgeon re-
garding hormone use during and after surgery.
(Ungraded Good Practice Statement)

5.4. We recommend that clinicians refer hormone-
treated transgender individuals for genital sur-
gerywhen: (1) the individual has had a satisfactory
social role change, (2) the individual is satisfied
about the hormonal effects, and (3) the individual
desires definitive surgical changes. (1 |�sss)

5.5. We suggest that clinicians delay gender-affirming
genital surgery involving gonadectomy and/or
hysterectomy until the patient is at least 18
years old or legal age of majority in his or her
country. (2 |��ss).

5.6. We suggest that clinicians determine the timing of
breast surgery for transgender males based upon
the physical and mental health status of the in-
dividual. There is insufficient evidence to rec-
ommend a specific age requirement. (2 |�sss)

Changes Since the Previous Guideline

Both the current guideline and the one published in 2009
contain similar sections. Listed here are the sections
contained in the current guideline and the corresponding
number of recommendations: Introduction, Evaluation
of Youth and Adults (5), Treatment of Adolescents (6),
Hormonal Therapy for Transgender Adults (4), Adverse
Outcomes Prevention and Long-term Care (7), and
Surgery for Sex Reassignment and Gender Confirmation
(6). The current introduction updates the diagnostic
classification of “gender dysphoria/gender incongru-
ence.” It also reviews the development of“gender identity”
and summarizes its natural development. The section on

clinical evaluation of both youth and adults, defines in
detail the professional qualifications required of those
who diagnose and treat both adolescents and adults.
We advise that decisions regarding the social transition
of prepubertal youth are made with the assistance of a
mental health professional or similarly experienced
professional. We recommend against puberty blocking
followed by gender-affirming hormone treatment of pre-
pubertal children. Clinicians should inform pubertal
children, adolescents, and adults seeking gender-
confirming treatment of their options for fertility preser-
vation. Prior to treatment, clinicians should evaluate the
presence of medical conditions that may be worsened
by hormone depletion and/or treatment. A multidis-
ciplinary team, preferably composed of medical and
mental health professionals, should monitor treat-
ments. Clinicians evaluating transgender adults for
endocrine treatment should confirm the diagnosis of
persistent gender dysphoria/gender incongruence.
Physicians should educate transgender persons re-
garding the time course of steroid-induced physical
changes. Treatment should include periodic monitoring of
hormone levels and metabolic parameters, as well as as-
sessments of bone density and the impact upon prostate,
gonads, and uterus. We also make recommendations for
transgender persons who plan genital gender-affirming
surgery.

MethodofDevelopmentof Evidence-Based
Clinical Practice Guidelines

The Clinical Guidelines Subcommittee (CGS) of the Endocrine
Society deemed the diagnosis and treatment of individuals with
GD/gender incongruence a priority area for revision and
appointed a task force to formulate evidence based recom
mendations. The task force followed the approach recom
mended by the Grading of Recommendations, Assessment,
Development, and Evaluation group, an international group
with expertise in the development and implementation of
evidence based guidelines (1). A detailed description of the
grading scheme has been published elsewhere (2). The task force
used the best available research evidence to develop the rec
ommendations. The task force also used consistent language
and graphical descriptions of both the strength of a recom
mendation and the quality of evidence. In terms of the strength
of the recommendation, strong recommendations use the phrase
“we recommend” and the number 1, and weak recommenda
tions use the phrase “we suggest” and the number 2. Cross filled
circles indicate the quality of the evidence, such that �sss
denotes very low quality evidence; ��ss, low quality;
���s, moderate quality; and����, high quality. The task
force has confidence that persons who receive care according to
the strong recommendations will derive, on average, more
benefit than harm. Weak recommendations require more
careful consideration of the person’s circumstances, values, and
preferences to determine the best course of action. Linked to
each recommendation is a description of the evidence and the
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values that the task force considered in making the recom
mendation. In some instances, there are remarks in which the
task force offers technical suggestions for testing conditions,
dosing, and monitoring. These technical comments reflect the
best available evidence applied to a typical person being treated.
Often this evidence comes from the unsystematic observations
of the task force and their preferences; therefore, one should
consider these remarks as suggestions.

In this guideline, the task force made several statements to
emphasize the importance of shared decision making, general
preventive care measures, and basic principles of the treatment
of transgender persons. They labeled these “Ungraded Good
Practice Statement.” Direct evidence for these statements was
either unavailable or not systematically appraised and consid
ered out of the scope of this guideline. The intention of these
statements is to draw attention to these principles.

The Endocrine Society maintains a rigorous conflict of
interest review process for developing clinical practice guide
lines. All task force members must declare any potential
conflicts of interest by completing a conflict of interest form.
The CGS reviews all conflicts of interest before the Society’s
Council approves the members to participate on the task force
and periodically during the development of the guideline. All
others participating in the guideline’s development must also
disclose any conflicts of interest in the matter under study, and
most of these participants must be without any conflicts of
interest. The CGS and the task force have reviewed all disclo
sures for this guideline and resolved or managed all identified
conflicts of interest.

Conflicts of interest are defined as remuneration in any
amount from commercial interests; grants; research support;
consulting fees; salary; ownership interests [e.g., stocks and
stock options (excluding diversified mutual funds)]; honoraria
and other payments for participation in speakers’ bureaus,
advisory boards, or boards of directors; and all other financial
benefits. Completed forms are available through the Endocrine
Society office.

The Endocrine Society provided the funding for this
guideline; the task force received no funding or remuneration
from commercial or other entities.

Commissioned Systematic Review

The task force commissioned two systematic reviews to
support this guideline. The first one aimed to summarize
the available evidence on the effect of sex steroid use in
transgender individuals on lipids and cardiovascular
outcomes. The review identified 29 eligible studies at
moderate risk of bias. In transgender males (female to
male), sex steroid therapy was associated with a statis-
tically significant increase in serum triglycerides and
low-density lipoprotein cholesterol levels. High-density
lipoprotein cholesterol levels decreased significantly
across all follow-up time periods. In transgender females
(male to female), serum triglycerides were significantly
higher without any changes in other parameters. Few
myocardial infarction, stroke, venous thromboembolism
(VTE), and death events were reported. These eventswere
more frequent in transgender females. However, the

quality of the evidence was low. The second review
summarized the available evidence regarding the effect of
sex steroids on bone health in transgender individuals
and identified 13 studies. In transgender males, there was
no statistically significant difference in the lumbar spine,
femoral neck, or total hip BMD at 12 and 24 months
compared with baseline values before initiating mascu-
linizing hormone therapy. In transgender females, there
was a statistically significant increase in lumbar spine
BMD at 12 months and 24 months compared with
baseline values before initiation of feminizing hormone
therapy. There was minimal information on fracture
rates. The quality of evidence was also low.

Introduction

Throughout recorded history (in the absence of an en-
docrine disorder) some men and women have experi-
enced confusion and anguish resulting from rigid, forced
conformity to sexual dimorphism. In modern history,
there have been numerous ongoing biological, psycho-
logical, cultural, political, and sociological debates over
various aspects of gender variance. The 20th century
marked the emergence of a social awakening for men and
women with the belief that they are “trapped” in the
wrong body (3). Magnus Hirschfeld and Harry Benja-
min, among others, pioneered the medical responses to
those who sought relief from and a resolution to their
profound discomfort. Although the term transsexual
became widely known after Benjamin wrote “The
Transsexual Phenomenon” (4), it was Hirschfeld who
coined the term “transsexual” in 1923 to describe people
who want to live a life that corresponds with their ex-
perienced gender vs their designated gender (5). Magnus
Hirschfeld (6) and others (4, 7) have described other types
of trans phenomena besides transsexualism. These early
researchers proposed that the gender identity of these
people was located somewhere along a unidimensional
continuum. This continuum ranged from all male
through “something in between” to all female. Yet such a
classification does not take into account that people may
have gender identities outside this continuum. For in-
stance, some experience themselves as having both amale
and female gender identity, whereas others completely
renounce any gender classification (8, 9). There are also
reports of individuals experiencing a continuous and
rapid involuntary alternation between a male and female
identity (10) or men who do not experience themselves as
men but do not want to live as women (11, 12). In some
countries, (e.g., Nepal, Bangladesh, and Australia), these
nonmale or nonfemale genders are officially recognized
(13). Specific treatment protocols, however, have not yet
been developed for these groups.
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Instead of the term transsexualism, the current
classification system of the American Psychiatric As-
sociation uses the term gender dysphoria in its di-
agnosis of persons who are not satisfied with their
designated gender (14). The current version of the
World Health Organization’s ICD-10 still uses the term
transsexualism when diagnosing adolescents and
adults. However, for the ICD-11, the World Health
Organization has proposed using the term “gender in-
congruence” (15).

Treating persons with GD/gender incongruence (15)
was previously limited to relatively ineffective elixirs or
creams. However, more effective endocrinology-based
treatments became possible with the availability of
testosterone in 1935 and diethylstilbestrol in 1938.
Reports of individuals with GD/gender incongruence
who were treated with hormones and gender-affirming
surgery appeared in the press during the second half of
the 20th century. The Harry Benjamin International
Gender Dysphoria Association was founded in Sep-
tember 1979 and is now called the World Professional
Association for Transgender Health (WPATH). WPATH
published its first Standards of Care in 1979. These
standards have since been regularly updated, providing
guidance for treating persons with GD/gender in-
congruence (16).

Prior to 1975, few peer-reviewed articles were pub-
lished concerning endocrine treatment of transgender
persons. Since then, more than two thousand articles
about various aspects of transgender care have appeared.

It is the purpose of this guideline to make detailed
recommendations and suggestions, based on existing
medical literature and clinical experience, that will enable
treating physicians tomaximize benefit andminimize risk
when caring for individuals diagnosed with GD/gender
incongruence.

In the future, we needmore rigorous evaluations of the
effectiveness and safety of endocrine and surgical pro-
tocols. Specifically, endocrine treatment protocols for
GD/gender incongruence should include the careful as-
sessment of the following: (1) the effects of prolonged
delay of puberty in adolescents on bone health, gonadal
function, and the brain (including effects on cognitive,
emotional, social, and sexual development); (2) the ef-
fects of treatment in adults on sex hormone levels; (3)
the requirement for and the effects of progestins and
other agents used to suppress endogenous sex ste-
roids during treatment; and (4) the risks and benefits
of gender-affirming hormone treatment in older trans-
gender people.

To successfully establish and enact these protocols,
a commitment of mental health and endocrine investi-
gators is required to collaborate in long-term, large-scale

studies across countries that use the same diagnostic and
inclusion criteria, medications, assay methods, and re-
sponse assessment tools (e.g., the European Network for
the Investigation of Gender Incongruence) (17, 18).

Terminology and its use vary and continue to evolve.
Table 1 contains the definitions of terms as they are used
throughout this guideline.

Biological Determinants of Gender
Identity Development

One’s self-awareness as male or female changes
gradually during infant life and childhood. This pro-
cess of cognitive and affective learning evolves with
interactions with parents, peers, and environment. A
fairly accurate timetable exists outlining the steps in
this process (19). Normative psychological literature,
however, does not address if and when gender identity
becomes crystallized and what factors contribute to
the development of a gender identity that is not con-
gruent with the gender of rearing. Results of studies
from a variety of biomedical disciplines—genetic,
endocrine, and neuroanatomic—support the concept
that gender identity and/or gender expression (20)
likely reflect a complex interplay of biological, envi-
ronmental, and cultural factors (21, 22).

With respect to endocrine considerations, studies
have failed to find differences in circulating levels of sex
steroids between transgender and nontransgender in-
dividuals (23). However, studies in individuals with a
disorder/difference of sex development (DSD) have in-
formed our understanding of the role that hormones
may play in gender identity outcome, even though most
persons with GD/gender incongruence do not have
a DSD. For example, although most 46,XX adult in-
dividuals with virilizing congenital adrenal hyperplasia
caused by mutations in CYP21A2 reported a female
gender identity, the prevalence of GD/gender in-
congruence was much greater in this group than in the
general population without a DSD. This supports the
concept that there is a role for prenatal/postnatal an-
drogens in gender development (24–26), although some
studies indicate that prenatal androgens are more likely
to affect gender behavior and sexual orientation rather
than gender identity per se (27, 28).

Researchers have made similar observations regarding
the potential role of androgens in the development of gender
identity in other individuals with DSD. For example, a
review of two groups of 46,XY persons, each with an-
drogen synthesis deficiencies and female raised, reported
transgender male (female-to-male) gender role changes in
56% to 63% and 39% to 64% of patients, respectively
(29). Also, in 46,XY female-raised individuals with cloacal
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exstrophy and penile agenesis, the occurrence of trans-
gender male changes was significantly more prevalent
than in the general population (30, 31). However, the fact
that a high percentage of individuals with the same
conditions did not change gender suggests that cultural
factors may play a role as well.

With respect to genetics and gender identity, several
studies have suggested heritability of GD/gender in-
congruence (32, 33). In particular, a study by Heylens
et al. (33) demonstrated a 39.1% concordance rate for
gender identity disorder (based on theDSM-IV criteria) in
23 monozygotic twin pairs but no concordance in 21
same-sex dizygotic or seven opposite-sex twin pairs.
Although numerous investigators have sought to identify

specific genes associated with GD/gender incongruence,
such studies have been inconsistent and without strong
statistical significance (34–38).

Studies focusing on brain structure suggest that the
brain phenotypes of people with GD/gender incongru-
ence differ in various ways from control males and fe-
males, but that there is not a complete sex reversal in
brain structures (39).

In summary, although there is much that is still
unknown with respect to gender identity and its ex-
pression, compelling studies support the concept that
biologic factors, in addition to environmental fac-
tors, contribute to this fundamental aspect of human
development.

Table 1. Definitions of Terms Used in This Guideline

Biological sex, biological male or female: These terms refer to physical aspects of maleness and femaleness. As these may not be in line
with each other (e.g., a person with XY chromosomes may have female-appearing genitalia), the terms biological sex and biological
male or female are imprecise and should be avoided.

Cisgender: This means not transgender. An alternative way to describe individuals who are not transgender is “non-transgender
people.”

Gender-affirming (hormone) treatment: See “gender reassignment”
Gender dysphoria: This is the distress and unease experienced if gender identity and designated gender are not completely congruent
(see Table 2). In 2013, the American Psychiatric Association released the fifth edition of the DSM-5, which replaced “gender identity
disorder” with “gender dysphoria” and changed the criteria for diagnosis.

Gender expression: This refers to external manifestations of gender, expressed through one’s name, pronouns, clothing, haircut,
behavior, voice, or body characteristics. Typically, transgender people seek to make their gender expression align with their gender
identity, rather than their designated gender.

Gender identity/experienced gender: This refers to one’s internal, deeply held sense of gender. For transgender people, their gender
identity does not match their sex designated at birth. Most people have a gender identity of man or woman (or boy or girl). For some
people, their gender identity does not fit neatly into one of those two choices. Unlike gender expression (see below), gender identity is
not visible to others.

Gender identity disorder: This is the term used for GD/gender incongruence in previous versions of DSM (see “gender dysphoria”). The
ICD-10 still uses the term for diagnosing child diagnoses, but the upcoming ICD-11 has proposed using “gender incongruence of
childhood.”

Gender incongruence: This is an umbrella term used when the gender identity and/or gender expression differs from what is typically
associated with the designated gender. Gender incongruence is also the proposed name of the gender identity–related diagnoses in
ICD-11. Not all individuals with gender incongruence have gender dysphoria or seek treatment.

Gender variance: See “gender incongruence”
Gender reassignment: This refers to the treatment procedure for those who want to adapt their bodies to the experienced gender by
means of hormones and/or surgery. This is also called gender-confirming or gender-affirming treatment.

Gender-reassignment surgery (gender-confirming/gender-affirming surgery): These terms refer only to the surgical part of gender-
confirming/gender-affirming treatment.

Gender role: This refers to behaviors, attitudes, and personality traits that a society (in a given culture and historical period) designates as
masculine or feminine and/or that society associates with or considers typical of the social role of men or women.

Sex designated at birth: This refers to sex assigned at birth, usually based on genital anatomy.
Sex: This refers to attributes that characterize biological maleness or femaleness. The best known attributes include the sex-determining
genes, the sex chromosomes, the H-Y antigen, the gonads, sex hormones, internal and external genitalia, and secondary sex
characteristics.

Sexual orientation: This term describes an individual’s enduring physical and emotional attraction to another person. Gender identity and
sexual orientation are not the same. Irrespective of their gender identity, transgender people may be attracted to women (gynephilic),
attracted to men (androphilic), bisexual, asexual, or queer.

Transgender: This is an umbrella term for peoplewhose gender identity and/or gender expression differs fromwhat is typically associated
with their sex designated at birth. Not all transgender individuals seek treatment.

Transgender male (also: trans man, female-to-male, transgender male): This refers to individuals assigned female at birth but who
identify and live as men.

Transgender woman (also: trans woman, male-to female, transgender female): This refers to individuals assigned male at birth but who
identify and live as women.

Transition: This refers to the process during which transgender persons change their physical, social, and/or legal characteristics
consistent with the affirmed gender identity. Prepubertal children may choose to transition socially.

Transsexual: This is an older term that originated in the medical and psychological communities to refer to individuals who have
permanently transitioned through medical interventions or desired to do so.
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Natural History of Children With
GD/Gender Incongruence

With current knowledge, we cannot predict the psy-
chosexual outcome for any specific child. Prospective
follow-up studies show that childhood GD/gender in-
congruence does not invariably persist into adolescence
and adulthood (so-called “desisters”). Combining all
outcome studies to date, the GD/gender incongruence
of a minority of prepubertal children appears to persist
in adolescence (20, 40). In adolescence, a significant
number of these desisters identify as homosexual or
bisexual. It may be that children who only showed some
gender nonconforming characteristics have been in-
cluded in the follow-up studies, because the DSM-IV
text revision criteria for a diagnosis were rather broad.
However, the persistence of GD/gender incongruence
into adolescence is more likely if it had been extreme in
childhood (41, 42). With the newer, stricter criteria of
the DSM-5 (Table 2), persistence rates may well be
different in future studies.

1.0 Evaluation of Youth and Adults

Gender-affirming treatment is a multidisciplinary effort.
After evaluation, education, and diagnosis, treatment may
include mental health care, hormone therapy, and/or
surgical therapy. Together with an MHP, hormone-
prescribing clinicians should examine the psychosocial
impact of the potential changes on people’s lives, including
mental health, friends, family, jobs, and their role in so-
ciety. Transgender individuals should be encouraged to
experience living in the new gender role and assesswhether

this improves their quality of life. Although the focus of
this guideline is gender-affirming hormone therapy, col-
laboration with appropriate professionals responsible for
each aspect of treatment maximizes a successful outcome.

Diagnostic assessment and mental health care
GD/gender incongruence may be accompanied with

psychological or psychiatric problems (43–51). It is
therefore necessary that clinicians who prescribe hor-
mones and are involved in diagnosis and psychosocial
assessmentmeet the following criteria: (1) are competent
in using the DSM and/or the ICD for diagnostic pur-
poses, (2) are able to diagnose GD/gender incongruence
and make a distinction between GD/gender incongru-
ence and conditions that have similar features (e.g., body
dysmorphic disorder), (3) are trained in diagnosing
psychiatric conditions, (4) undertake or refer for ap-
propriate treatment, (5) are able to do a psychosocial
assessment of the patient’s understanding, mental
health, and social conditions that can impact gender-
affirming hormone therapy, and (6) regularly attend
relevant professional meetings.

Because of the psychological vulnerability of many
individuals with GD/gender incongruence, it is important
that mental health care is available before, during, and
sometimes also after transitioning. For children and
adolescents, an MHP who has training/experience in
child and adolescent gender development (as well as child
and adolescent psychopathology) should make the di-
agnosis, because assessing GD/gender incongruence in
children and adolescents is often extremely complex.

During assessment, the clinician obtains information from
the individual seeking gender-affirming treatment. In the case

Table 2. DSM-5 Criteria for Gender Dysphoria in Adolescents and Adults

A. Amarked incongruence between one’s experienced/expressed gender and natal gender of at least 6mo in duration, asmanifested by
at least two of the following:
1. A marked incongruence between one’s experienced/expressed gender and primary and/or secondary sex characteristics (or in

young adolescents, the anticipated secondary sex characteristics)
2. A strong desire to be rid of one’s primary and/or secondary sex characteristics because of a marked incongruence with one’s

experienced/expressed gender (or in young adolescents, a desire to prevent the development of the anticipated secondary sex
characteristics)

3. A strong desire for the primary and/or secondary sex characteristics of the other gender
4. A strong desire to be of the other gender (or some alternative gender different from one’s designated gender)
5. A strong desire to be treated as the other gender (or some alternative gender different from one’s designated gender)
6. A strong conviction that one has the typical feelings and reactions of the other gender (or some alternative gender different from

one’s designated gender)

B. The condition is associated with clinically significant distress or impairment in social, occupational, or other important areas of
functioning.

Specify if:
1. The condition exists with a disorder of sex development.
2. The condition is posttransitional, in that the individual has transitioned to full-time living in the desired gender (with or without

legalization of gender change) and has undergone (or is preparing to have) at least one sex-related medical procedure or treatment
regimen—namely, regular sex hormone treatment or gender reassignment surgery confirming the desired gender (e.g.,
penectomy, vaginoplasty in natal males; mastectomy or phalloplasty in natal females).

Reference: American Psychiatric Association (14).
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of adolescents, the clinician also obtains informa-
tion from the parents or guardians regarding various
aspects of the child’s general and psychosexual devel-
opment and current functioning. On the basis of this
information, the clinician:

· decides whether the individual fulfills criteria for
treatment (see Tables 2 and 3) for GD/gender in-
congruence (DSM-5) or transsexualism (DSM-5
and/or ICD-10);

· informs the individual about the possibilities and
limitations of various kinds of treatment (hormonal/
surgical and nonhormonal), and if medical treat-
ment is desired, provides correct information to
prevent unrealistically high expectations;

· assesses whether medical interventions may result in
unfavorable psychological and social outcomes.

In cases inwhich severe psychopathology, circumstances,
or both seriously interfere with the diagnostic work ormake
satisfactory treatment unlikely, clinicians should assist the
adolescent in managing these other issues. Literature on
postoperative regret suggests that besides poor quality of
surgery, severe psychiatric comorbidity and lack of support
may interfere with positive outcomes (52–56).

For adolescents, the diagnostic procedure usually
includes a complete psychodiagnostic assessment (57)
and an assessment of the decision-making capability of
the youth. An evaluation to assess the family’s ability to
endure stress, give support, and deal with the complex-
ities of the adolescent’s situation should be part of the
diagnostic phase (58).

Social transitioning
A change in gender expression and role (which may

involve living part time or full time in another gender role
that is consistent with one’s gender identity) may test the
person’s resolve, the capacity to function in the affirmed
gender, and the adequacy of social, economic, and psy-
chological supports. It assists both the individual and the
clinician in their judgments about how to proceed (16).
During social transitioning, the person’s feelings about
the social transformation (including coping with the re-
sponses of others) is a major focus of the counseling.
The optimal timing for social transitioning may differ
between individuals. Sometimes people wait until they

start gender-affirming hormone treatment to make social
transitioning easier, but individuals increasingly start
social transitioning long before they receive medically
supervised, gender-affirming hormone treatment.

Criteria
Adolescents and adults seeking gender-affirming

hormone treatment and surgery should satisfy certain
criteria before proceeding (16). Criteria for gender-
affirming hormone therapy for adults are in Table 4,
and criteria for gender-affirming hormone therapy for
adolescents are in Table 5. Follow-up studies in adults
meeting these criteria indicate a high satisfaction rate
with treatment (59). However, the quality of evidence is
usually low. A few follow-up studies on adolescents who
fulfilled these criteria also indicated good treatment
results (60–63).

Recommendations for Those Involved
in the Gender-Affirming Hormone
Treatment of Individuals With
GD/Gender Incongruence

1.1. We advise that only trained MHPs who meet the
following criteria should diagnose GD/gender
incongruence in adults: (1) competence in using
the DSM and/or the ICD for diagnostic purposes,
(2) the ability to diagnose GD/gender incongru-
ence and make a distinction between GD/gender
incongruence and conditions that have similar
features (e.g., body dysmorphic disorder), (3)
training in diagnosing psychiatric conditions, (4)
the ability to undertake or refer for appropriate
treatment, (5) the ability to psychosocially assess
the person’s understanding, mental health, and
social conditions that can impact gender-affirming
hormone therapy, and (6) a practice of regularly
attending relevant professional meetings. (Un-
graded Good Practice Statement)

1.2. We advise that only MHPs who meet the fol-
lowing criteria should diagnose GD/gender in-
congruence in children and adolescents: (1)
training in child and adolescent developmental
psychology and psychopathology, (2) compe-
tence in using the DSM and/or ICD for diagnostic

Table 3. ICD-10 Criteria for Transsexualism

Transsexualism (F64.0) has three criteria:

1. The desire to live and be accepted as a member of the opposite sex, usually accompanied by the wish to make his or her body as
congruent as possible with the preferred sex through surgery and hormone treatments.

2. The transsexual identity has been present persistently for at least 2 y.
3. The disorder is not a symptom of another mental disorder or a genetic, DSD, or chromosomal abnormality.
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purposes, (3) the ability to make a distinction
between GD/gender incongruence and conditions
that have similar features (e.g., body dysmorphic
disorder), (4) training in diagnosing psychiatric
conditions, (5) the ability to undertake or refer for
appropriate treatment, (6) the ability to psycho-
socially assess the person’s understanding and
social conditions that can impact gender-affirming
hormone therapy, (7) a practice of regularly at-
tending relevant professional meetings, and (8)
knowledge of the criteria for puberty blocking
and gender-affirming hormone treatment in ad-
olescents. (Ungraded Good Practice Statement)

Evidence
Individuals with gender identity issues may have

psychological or psychiatric problems (43–48, 50, 51, 64,
65). It is therefore necessary that clinicians making the
diagnosis are able to make a distinction between GD/
gender incongruence and conditions that have similar
features. Examples of conditions with similar features are
body dysmorphic disorder, body identity integrity dis-
order (a condition in which individuals have a sense that
their anatomical configuration as an able-bodied person
is somehow wrong or inappropriate) (66), or certain
forms of eunuchism (in which a person is preoccupied
with or engages in castration and/or penectomy for

Table 4. Criteria for Gender-Affirming Hormone Therapy for Adults

1. Persistent, well-documented gender dysphoria/gender incongruence
2. The capacity to make a fully informed decision and to consent for treatment
3. The age of majority in a given country (if younger, follow the criteria for adolescents)
4. Mental health concerns, if present, must be reasonably well controlled

Reproduced from World Professional Association for Transgender Health (16).

Table 5. Criteria for Gender-Affirming Hormone Therapy for Adolescents

Adolescents are eligible for GnRH agonist treatment if:
1. A qualified MHP has confirmed that:

·the adolescent has demonstrated a long-lasting and intense pattern of gender nonconformity or gender dysphoria (whether
suppressed or expressed),

·gender dysphoria worsened with the onset of puberty,

·any coexisting psychological, medical, or social problems that could interfere with treatment (e.g., that may compromise treatment
adherence) have been addressed, such that the adolescent’s situation and functioning are stable enough to start treatment,

·the adolescent has sufficient mental capacity to give informed consent to this (reversible) treatment,
2. And the adolescent:

·has been informed of the effects and side effects of treatment (including potential loss of fertility if the individual subsequently
continues with sex hormone treatment) and options to preserve fertility,

·has given informed consent and (particularly when the adolescent has not reached the age of legal medical consent, depending on
applicable legislation) the parents or other caretakers or guardians have consented to the treatment and are involved in supporting
the adolescent throughout the treatment process,

3. And a pediatric endocrinologist or other clinician experienced in pubertal assessment

·agrees with the indication for GnRH agonist treatment,

·has confirmed that puberty has started in the adolescent (Tanner stage $G2/B2),

·has confirmed that there are no medical contraindications to GnRH agonist treatment.

Adolescents are eligible for subsequent sex hormone treatment if:
1. A qualified MHP has confirmed:

·the persistence of gender dysphoria,

·any coexisting psychological, medical, or social problems that could interfere with treatment (e.g., that may compromise treatment
adherence) have been addressed, such that the adolescent’s situation and functioning are stable enough to start sex hormone
treatment,

·the adolescent has sufficient mental capacity (which most adolescents have by age 16 years) to estimate the consequences of this
(partly) irreversible treatment, weigh the benefits and risks, and give informed consent to this (partly) irreversible treatment,

2. And the adolescent:

·has been informed of the (irreversible) effects and side effects of treatment (including potential loss of fertility and options to preserve
fertility),

·has given informed consent and (particularly when the adolescent has not reached the age of legal medical consent, depending on
applicable legislation) the parents or other caretakers or guardians have consented to the treatment and are involved in supporting
the adolescent throughout the treatment process,

3. And a pediatric endocrinologist or other clinician experienced in pubertal induction:

·agrees with the indication for sex hormone treatment,

·has confirmed that there are no medical contraindications to sex hormone treatment.

Reproduced from World Professional Association for Transgender Health (16).
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reasons that are not gender identity related) (11). Clini-
cians should also be able to diagnose psychiatric condi-
tions accurately and ensure that these conditions are
treated appropriately, particularly when the conditions
may complicate treatment, affect the outcome of gender-
affirming treatment, or be affected by hormone use.

Values and preferences
The task force placed a very high value on avoiding

harm from hormone treatment in individuals who have
conditions other than GD/gender incongruence and who
may not benefit from the physical changes associated
with this treatment and placed a low value on any po-
tential benefit these persons believe they may derive from
hormone treatment. This justifies the good practice
statement.

1.3. We advise that decisions regarding the social
transition of prepubertal youths with GD/gender
incongruence are made with the assistance of
an MHP or another experienced professional.
(Ungraded Good Practice Statement).

1.4. We recommend against puberty blocking and
gender-affirming hormone treatment in pre-
pubertal children with GD/gender incongruence.
(1 |��ss)

Evidence
In most children diagnosed with GD/gender in-

congruence, it did not persist into adolescence. The
percentages differed among studies, probably dependent
onwhich version of the DSM clinicians used, the patient’s
age, the recruitment criteria, and perhaps cultural factors.
However, the large majority (about 85%) of prepubertal
children with a childhood diagnosis did not remain GD/
gender incongruent in adolescence (20). If children have
completely socially transitioned, they may have great
difficulty in returning to the original gender role upon
entering puberty (40). Social transition is associated with
the persistence of GD/gender incongruence as a child
progresses into adolescence. It may be that the presence of
GD/gender incongruence in prepubertal children is the
earliest sign that a child is destined to be transgender as
an adolescent/adult (20). However, social transition (in
addition to GD/gender incongruence) has been found to
contribute to the likelihood of persistence.

This recommendation, however, does not imply that
children should be discouraged from showing gender-
variant behaviors or should be punished for exhibiting
such behaviors. In individual cases, an early complete
social transition may result in a more favorable out-
come, but there are currently no criteria to identify the

GD/gender-incongruent children to whom this applies.
At the present time, clinical experience suggests that per-
sistence of GD/gender incongruence can only be reliably
assessed after the first signs of puberty.

Values and preferences
The task force placed a high value on avoiding harm

with gender-affirming hormone therapy in prepubertal
children with GD/gender incongruence. This justifies
the strong recommendation in the face of low-quality
evidence.

1.5. We recommend that clinicians inform and
counsel all individuals seeking gender-affirming
medical treatment regarding options for fertility
preservation prior to initiating puberty sup-
pression in adolescents and prior to treating with
hormonal therapy of the affirmed gender in both
adolescents and adults. (1 |���s)

Remarks
Persons considering hormone use for gender affir-

mation need adequate information about this treatment
in general and about fertility effects of hormone treatment
in particular to make an informed and balanced decision
(67, 68). Because young adolescents may not feel qual-
ified to make decisions about fertility and may not fully
understand the potential effects of hormonal interven-
tions, consent and protocol education should include
parents, the referring MHP(s), and other members of the
adolescent’s support group. To our knowledge, there are
no formally evaluated decision aids available to assist
in the discussion and decision regarding the future fertil-
ity of adolescents or adults beginning gender-affirming
treatment.

Treating early pubertal youth with GnRH analogs will
temporarily impair spermatogenesis and oocyte matu-
ration. Given that an increasing number of transgender
youth want to preserve fertility potential, delaying or
temporarily discontinuing GnRH analogs to promote
gamete maturation is an option. This option is often not
preferred, because mature sperm production is associated
with later stages of puberty and with the significant de-
velopment of secondary sex characteristics.

For those designated male at birth with GD/gender
incongruence and who are in early puberty, sperm pro-
duction and the development of the reproductive tract are
insufficient for the cryopreservation of sperm. However,
prolonged pubertal suppression using GnRH analogs is
reversible and clinicians should inform these individuals
that sperm production can be initiated following pro-
longed gonadotropin suppression. This can be accom-
plished by spontaneous gonadotropin recovery after
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cessation of GnRH analogs or by gonadotropin treat-
ment and will probably be associated with physical
manifestations of testosterone production, as stated
above. Note that there are no data in this population
concerning the time required for sufficient spermato-
genesis to collect enough sperm for later fertility. In males
treated for precocious puberty, spermarche was reported
0.7 to 3 years after cessation of GnRH analogs (69). In
adult men with gonadotropin deficiency, sperm are noted
in seminal fluid by 6 to 12 months of gonadotropin
treatment. However, sperm numbers when partners of
these patients conceive are far below the “normal range”
(70, 71).

In girls, no studies have reported long-term, adverse
effects of pubertal suppression on ovarian function after
treatment cessation (72, 73). Clinicians should inform
adolescents that no data are available regarding either
time to spontaneous ovulation after cessation of GnRH
analogs or the response to ovulation induction following
prolonged gonadotropin suppression.

In males with GD/gender incongruence, when medical
treatment is started in a later phase of puberty or in
adulthood, spermatogenesis is sufficient for cryopreser-
vation and storage of sperm. In vitro spermatogenesis is
currently under investigation. Restoration of spermato-
genesis after prolonged estrogen treatment has not
been studied.

In females with GD/gender incongruence, the effect of
prolonged treatment with exogenous testosterone on
ovarian function is uncertain. There have been reports of
an increased incidence of polycystic ovaries in trans-
gender males, both prior to and as a result of androgen
treatment (74–77), although these reports were not
confirmed by others (78). Pregnancy has been reported in
transgender males who have had prolonged androgen
treatment and have discontinued testosterone but have
not had genital surgery (79, 80). A reproductive endo-
crine gynecologist can counsel patients before gender-
affirming hormone treatment or surgery regarding
potential fertility options (81). Techniques for cryo-
preservation of oocytes, embryos, and ovarian tissue
continue to improve, and oocyte maturation of immature
tissue is being studied (82).

2.0 Treatment of Adolescents

During the past decade, clinicians have progressively
acknowledged the suffering of young adolescents with
GD/gender incongruence. In some forms of GD/gender
incongruence, psychological interventions may be useful
and sufficient. However, for many adolescents with GD/
gender incongruence, the pubertal physical changes are
unbearable. As early medical intervention may prevent

psychological harm, various clinics have decided to start
treating young adolescents with GD/gender incongruence
with puberty-suppressing medication (a GnRH analog).
As compared with starting gender-affirming treatment
long after the first phases of puberty, a benefit of pubertal
suppression at early puberty may be a better psycho-
logical and physical outcome.

In girls, the first physical sign of puberty is the budding
of the breasts followed by an increase in breast and fat
tissue. Breast development is also associated with the
pubertal growth spurt, and menarche occurs ;2 years
later. In boys, the first physical change is testicular
growth. A testicular volume $4 mL is seen as consistent
with the initiation of physical puberty. At the beginning
of puberty, estradiol and testosterone levels are still low
and are best measured in the early morning with an ul-
trasensitive assay. From a testicular volume of 10 mL,
daytime testosterone levels increase, leading to viriliza-
tion (83). Note that pubic hair and/or axillary hair/odor
may not reflect the onset of gonadarche; instead, it may
reflect adrenarche alone.

2.1. We suggest that adolescents who meet diagnostic
criteria for GD/gender incongruence, fulfill cri-
teria for treatment (Table 5), and are requesting
treatment should initially undergo treatment to
suppress pubertal development. (2 |��ss)

2.2. We suggest that clinicians begin pubertal hor-
mone suppression after girls and boys first ex-
hibit physical changes of puberty (Tanner stages
G2/B2). (2 |��ss)

Evidence
Pubertal suppression can expand the diagnostic phase

by a long period, giving the subject more time to explore
options and to live in the experienced gender before
making a decision to proceed with gender-affirming sex
hormone treatments and/or surgery, some of which is ir-
reversible (84, 85). Pubertal suppression is fully reversible,
enabling full pubertal development in the natal gender,
after cessation of treatment, if appropriate. The experience
of full endogenous puberty is an undesirable condition for
the GD/gender-incongruent individual and may seri-
ously interfere with healthy psychological functioning
and well-being. Treating GD/gender-incongruent ad-
olescents entering puberty with GnRH analogs has
been shown to improve psychological functioning in
several domains (86).

Another reason to start blocking pubertal hormones
early in puberty is that the physical outcome is improved
comparedwith initiating physical transition after puberty
has been completed (60, 62). Looking like a man or
woman when living as the opposite sex creates difficult

3880 Hembree et al Guidelines on Gender Dysphoric/Gender Incongruent Persons J Clin Endocrinol Metab, November 2017, 102(11):3869 3903

Downloaded from https://academic.oup.com/jcem/article-abstract/102/11/3869/4157558
by guest
on 28 November 2017

Case 3:17-cv-00739-TJC-JBT   Document 115-17   Filed 11/29/17   Page 13 of 36 PageID 3143



barriers with enormous life-long disadvantages. We
therefore advise starting suppression in early puberty to
prevent the irreversible development of undesirable sec-
ondary sex characteristics. However, adolescents with
GD/gender incongruence should experience the first
changes of their endogenous spontaneous puberty, be-
cause their emotional reaction to these first physical
changes has diagnostic value in establishing the persis-
tence of GD/gender incongruence (85). Thus, Tanner
stage 2 is the optimal time to start pubertal suppression.
However, pubertal suppression treatment in early pu-
berty will limit the growth of the penis and scrotum,
which will have a potential effect on future surgical
treatments (87).

Clinicians can also use pubertal suppression in ado-
lescents in later pubertal stages to stop menses in trans-
gender males and prevent facial hair growth in
transgender females. However, in contrast to the effects
in early pubertal adolescents, physical sex characteristics
(such as more advanced breast development in trans-
gender boys and lowering of the voice and outgrowth of
the jaw and brow in transgender girls) are not reversible.

Values and preferences
These recommendations place a high value on

avoiding an unsatisfactory physical outcome when sec-
ondary sex characteristics have become manifest and
irreversible, a higher value on psychological well-being,
and a lower value on avoiding potential harm from early
pubertal suppression.

Remarks
Table 6 lists the Tanner stages of breast and male

genital development. Careful documentation of hall-
marks of pubertal development will ensure precise timing
when initiating pubertal suppression once puberty has
started. Clinicians can use pubertal LH and sex steroid
levels to confirm that puberty has progressed sufficiently
before starting pubertal suppression (88). Reference

ranges for sex steroids by Tanner stage may vary
depending on the assay used. Ultrasensitive sex steroid
and gonadotropin assays will help clinicians document
early pubertal changes.

Irreversible and, for GD/gender-incongruent adoles-
cents, undesirable sex characteristics in female puberty
are breasts, female body habitus, and, in some cases,
relative short stature. In male puberty, they are a
prominent Adam’s apple; low voice; male bone config-
uration, such as a large jaw, big feet and hands, and tall
stature; andmale hair pattern on the face and extremities.

2.3. We recommend that, where indicated, GnRH
analogues are used to suppress pubertal hor-
mones. (1 |��ss)

Evidence
Clinicians can suppress pubertal development and

gonadal function most effectively via gonadotropin
suppression using GnRH analogs. GnRH analogs are
long-acting agonists that suppress gonadotropins by
GnRH receptor desensitization after an initial increase of
gonadotropins during ;10 days after the first and (to a
lesser degree) the second injection (89). Antagonists
immediately suppress pituitary gonadotropin secretion
(90, 91). Long-acting GnRH analogs are the currently
preferred treatment option. Cliniciansmay consider long-
acting GnRH antagonists when evidence on their safety
and efficacy in adolescents becomes available.

During GnRH analog treatment, slight development
of secondary sex characteristics may regress, and in a
later phase of pubertal development, it will stop. In girls,
breast tissue will become atrophic, and menses will stop.
In boys, virilization will stop, and testicular volume may
decrease (92).

An advantage of usingGnRHanalogs is the reversibility
of the intervention. If, after extensive exploration of his/her
transition wish, the individual no longer desires transition,
they can discontinue pubertal suppression. In subjects with

Table 6. Tanner Stages of Breast Development and Male External Genitalia

The description of Tanner stages for breast development:
1. Prepubertal
2. Breast and papilla elevated as small mound; areolar diameter increased
3. Breast and areola enlarged, no contour separation
4. Areola and papilla form secondary mound
5. Mature; nipple projects, areola part of general breast contour

For penis and testes:
1. Prepubertal, testicular volume ,4 mL
2. Slight enlargement of penis; enlarged scrotum, pink, texture altered, testes 4–6 mL
3. Penis longer, testes larger (8–12 mL)
4. Penis and glans larger, including increase in breadth; testes larger (12–15 mL), scrotum dark
5. Penis adult size; testicular volume . 15 ml

Adapted from Lawrence (56).
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precocious puberty, spontaneous pubertal development
has been shown to resume after patients discontinue taking
GnRH analogs (93).

Recommendations 2.1 to 2.3 are supported by a
prospective follow-up study from The Netherlands. This
report assessedmental health outcomes in 55 transgender
adolescents/young adults (22 transgender females and 33
transgender males) at three time points: (1) before the
start of GnRH agonist (average age of 14.8 years at start
of treatment), (2) at initiation of gender-affirming hor-
mones (average age of 16.7 years at start of treatment),
and (3) 1 year after “gender-reassignment surgery”
(average age of 20.7 years) (63). Despite a decrease in
depression and an improvement in general mental health
functioning, GD/gender incongruence persisted through
pubertal suppression, as previously reported (86). How-
ever, following sex hormone treatment and gender-
reassignment surgery, GD/gender incongruence was
resolved and psychological functioning steadily improved
(63). Furthermore, well-being was similar to or better than
that reported by age-matched young adults from the
general population, and none of the study participants
regretted treatment. This study represents the first long-
term follow-up of individuals managed according to
currently existing clinical practice guidelines for trans-
gender youth, and it underscores the benefit of the mul-
tidisciplinary approach pioneered in The Netherlands;
however, further studies are needed.

Side effects
The primary risks of pubertal suppression in GD/

gender-incongruent adolescents may include adverse ef-
fects on bone mineralization (which can theoretically be
reversed with sex hormone treatment), compromised
fertility if the person subsequently is treated with sex
hormones, and unknown effects on brain development.
Few data are available on the effect of GnRH analogs on
BMD in adolescents with GD/gender incongruence. Ini-
tial data in GD/gender-incongruent subjects demon-
strated no change of absolute areal BMD during 2 years
of GnRH analog therapy but a decrease in BMD z scores
(85). A recent study also suggested suboptimal bone
mineral accrual during GnRH analog treatment. The
study reported a decrease in areal BMD z scores and of
bone mineral apparent density z scores (which takes the
size of the bone into account) in 19 transgender males
treated with GnRH analogs from a mean age of 15.0
years (standard deviation = 2.0 years) for a median du-
ration of 1.5 years (0.3 to 5.2 years) and in 15 transgender
females treated from 14.9 (61.9) years for 1.3 years (0.5
to 3.8 years), although not all changes were statistically
significant (94). There was incomplete catch-up at age 22
years after sex hormone treatment from age 16.6 (61.4)

years for a median duration of 5.8 years (3.0 to 8.0 years)
in transgender females and from age 16.4 (62.3) years for
5.4 years (2.8 to 7.8 years) in transgender males. Little is
known about more prolonged use of GnRH analogs.
Researchers reported normal BMD z scores at age 35
years in one individual who usedGnRH analogs from age
13.7 years until age 18.6 years before initiating sex
hormone treatment (65).

Additional data are available from individuals with
late puberty or GnRH analog treatment of other in-
dications. Some studies reported that men with consti-
tutionally delayed puberty have decreased BMD in
adulthood (95). However, other studies reported that
these men have normal BMD (96, 97). Treating adults
with GnRH analogs results in a decrease of BMD (98). In
children with central precocious puberty, treatment with
GnRH analogs has been found to result in a decrease of
BMDduring treatment by some (99) but not others (100).
Studies have reported normal BMD after discontinuing
therapy (69, 72, 73, 101, 102). In adolescents treated
with growth hormone who are small for gestational age
and have normal pubertal timing, 2-year GnRH analog
treatments did not adversely affect BMD (103). Calcium
supplementation may be beneficial in optimizing bone
health in GnRH analog–treated individuals (104). There
are no studies of vitamin D supplementation in this
context, but clinicians should offer supplements to vi-
tamin D–deficient adolescents. Physical activity, espe-
cially during growth, is important for bone mass in
healthy individuals (103) and is therefore likely to be
beneficial for bone health in GnRH analog–treated
subjects.

GnRH analogs did not induce a change in body
mass index standard deviation score in GD/gender-
incongruent adolescents (94) but caused an increase in
fat mass and decrease in lean body mass percentage (92).
Studies in girls treated for precocious puberty also
reported a stable body mass index standard deviation
score during treatment (72) and body mass index and
body composition comparable to controls after treat-
ment (73).

Arterial hypertension has been reported as an adverse
effect in a few girls treated with GnRH analogs for
precocious/early puberty (105, 106). Blood pressure
monitoring before and during treatment is recommended.

Individuals may also experience hot flashes, fatigue,
and mood alterations as a consequence of pubertal
suppression. There is no consensus on treatment of these
side effects in this context.

It is recommended that any use of pubertal blockers
(and subsequent use of sex hormones, as detailed below)
include a discussion about implications for fertility (see
recommendation 1.3). Transgender adolescents may
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want to preserve fertility, which may be otherwise
compromised if puberty is suppressed at an early stage
and the individual completes phenotypic transition with
the use of sex hormones.

Limited data are available regarding the effects of
GnRH analogs on brain development. A single cross-
sectional study demonstrated no compromise of execu-
tive function (107), but animal data suggest there may be
an effect of GnRH analogs on cognitive function (108).

Values and preferences
Our recommendation of GnRH analogs places a higher

value on the superior efficacy, safety, and reversibility of
the pubertal hormone suppression achieved (as compared
with the alternatives) and a relatively lower value on
limiting the cost of therapy. Of the available alternatives,
depot and oral progestin preparations are effective. Ex-
perience with this treatment dates back prior to the
emergence of GnRH analogs for treating precocious pu-
berty in papers from the 1960s and early 1970s (109–112).
These compounds are usually safe, but some side effects
have been reported (113–115). Only two recent studies
involved transgender youth (116, 117). One of these
studies described the use of oral lynestrenol monotherapy
followed by the addition of testosterone treatment in
transgender boys who were at Tanner stage B4 or further
at the start of treatment (117). They found lynestrenol safe,
but gonadotropins were not fully suppressed. The study
reported metrorrhagia in approximately half of the in-
dividuals, mainly in the first 6 months. Acne, headache,
hot flashes, and fatigue were other frequent side effects.
Another progestin that has been studied in the United
States is medroxyprogesterone. This agent is not as ef-
fective as GnRH analogs in lowering endogenous sex
hormones either and may be associated with other side
effects (116). Progestin preparations may be an acceptable
treatment for persons without access to GnRH analogs or
with a needle phobia. If GnRH analog treatment is not
available (insurance denial, prohibitive cost, or other
reasons), postpubertal, transgender female adolescents
may be treated with an antiandrogen that directly sup-
presses androgen synthesis or action (see adult section).

Remarks
Measurements of gonadotropin and sex steroid levels

give precise information about gonadal axis suppression,
although there is insufficient evidence for any specific
short-term monitoring scheme in children treated with
GnRH analogs (88). If the gonadal axis is not completely
suppressed—as evidenced by (for example) menses, erec-
tions, or progressive hair growth—the interval of GnRH
analog treatment can be shortened or the dose increased.
During treatment, adolescents should be monitored for
negative effects of delaying puberty, including a halted
growth spurt and impaired bonemineral accretion. Table 7
illustrates a suggested clinical protocol.

Anthropometric measurements and X-rays of the left
hand to monitor bone age are informative for evaluating
growth. To assess BMD, clinicians can perform dual-
energy X-ray absorptiometry scans.

2.4. In adolescents who request sex hormone treat-
ment (given this is a partly irreversible treatment),
we recommend initiating treatment using a
gradually increasing dose schedule (see Table 8)
after a multidisciplinary team of medical and
MHPs has confirmed the persistence of GD/
gender incongruence and sufficient mental ca-
pacity to give informed consent, which most
adolescents have by age 16 years (Table 5).
(1 |��ss)

2.5. We recognize that there may be compelling
reasons to initiate sex hormone treatment prior to
the age of 16 years in some adolescents with GD/
gender incongruence, even though there are
minimal published studies of gender-affirming
hormone treatments administered before age
13.5 to 14 years. As with the care of adolescents
$16 years of age, we recommend that an expert
multidisciplinary team of medical and MHPs
manage this treatment. (1 |�sss)

2.6. We suggest monitoring clinical pubertal devel-
opment every 3 to 6 months and laboratory
parameters every 6 to 12 months during sex
hormone treatment (Table 9). (2 |��ss)

Table 7. Baseline and Follow-Up Protocol During Suppression of Puberty

Every 3–6 mo
Anthropometry: height, weight, sitting height, blood pressure, Tanner stages

Every 6–12 mo
Laboratory: LH, FSH, E2/T, 25OH vitamin D

Every 1–2 y
Bone density using DXA
Bone age on X-ray of the left hand (if clinically indicated)

Adapted from Hembree et al. (118).

Abbreviations: DXA, dual energy X ray absorptiometry; E2, estradiol; FSH, follicle stimulating hormone; LH, luteinizing hormone; T, testosterone;
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Evidence
Adolescents develop competence in decisionmaking at

their own pace. Ideally, the supervising medical pro-
fessionals should individually assess this competence,
although no objective tools to make such an assessment
are currently available.

Many adolescents have achieved a reasonable level of
competence by age 15 to 16 years (119), and in many
countries 16-year-olds are legally competent with regard
to medical decision making (120). However, others be-
lieve that although some capacities are generally achieved
before age 16 years, other abilities (such as good risk

assessment) do not develop until well after 18 years (121).
They suggest that health care procedures should be di-
vided along a matrix of relative risk, so that younger
adolescents can be allowed to decide about low-risk
procedures, such as most diagnostic tests and common
therapies, but not about high-risk procedures, such as
most surgical procedures (121).

Currently available data from transgender adolescents
support treatment with sex hormones starting at age 16
years (63, 122). However, some patients may incur po-
tential risks by waiting until age 16 years. These include
the potential risk to bone health if puberty is suppressed

Table 8. Protocol Induction of Puberty

Induction of female puberty with oral 17b-estradiol, increasing the dose every 6 mo:
5 mg/kg/d
10 mg/kg/d
15 mg/kg/d
20 mg/kg/d
Adult dose = 2–6 mg/d
In postpubertal transgender female adolescents, the dose of 17b-estradiol can be increased more rapidly:
1 mg/d for 6 mo
2 mg/d

Induction of female puberty with transdermal 17b-estradiol, increasing the dose every 6 mo (new patch is placed every 3.5 d):
6.25–12.5 mg/24 h (cut 25-mg patch into quarters, then halves)
25 mg/24 h
37.5 mg/24 h
Adult dose 5 50–200 mg/24 h
For alternatives once at adult dose, see Table 11.
Adjust maintenance dose to mimic physiological estradiol levels (see Table 15).

Induction of male puberty with testosterone esters increasing the dose every 6 mo (IM or SC):
25 mg/m2/2 wk (or alternatively, half this dose weekly, or double the dose every 4 wk)
50 mg/m2/2 wk
75 mg/m2/2 wk
100 mg/m2/2 wk
Adult dose = 100–200 mg every 2 wk
In postpubertal transgender male adolescents the dose of testosterone esters can be increased more rapidly:
75 mg/2 wk for 6 mo
125 mg/2 wk

For alternatives once at adult dose, see Table 11.
Adjust maintenance dose to mimic physiological testosterone levels (see Table 14).

Adapted from Hembree et al. (118).

Abbreviations: IM, intramuscularly; SC, subcutaneously.

Table 9. Baseline and Follow-up Protocol During Induction of Puberty

Every 3–6 mo

·Anthropometry: height, weight, sitting height, blood pressure, Tanner stages
Every 6–12 mo

·In transgender males: hemoglobin/hematocrit, lipids, testosterone, 25OH vitamin D

·In transgender females: prolactin, estradiol, 25OH vitamin D
Every 1–2 y

·BMD using DXA

·Bone age on X-ray of the left hand (if clinically indicated)
BMD should be monitored into adulthood (until the age of 25–30 y or until peak bone mass has been reached).
For recommendations on monitoring once pubertal induction has been completed, see Tables 14 and 15.

Adapted from Hembree et al. (118).

Abbreviation: DXA, dual energy X ray absorptiometry.
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for 6 to 7 years before initiating sex hormones (e.g., if
someone reached Tanner stage 2 at age 9-10 years old).
Additionally, there may be concerns about inappropriate
height and potential harm to mental health (emotional
and social isolation) if initiation of secondary sex char-
acteristics must wait until the person has reached 16 years
of age. However, only minimal data supporting earlier
use of gender-affirming hormones in transgender ado-
lescents currently exist (63). Clearly, long-term studies
are needed to determine the optimal age of sex hormone
treatment in GD/gender-incongruent adolescents.

The MHP who has followed the adolescent during
GnRH analog treatment plays an essential role in
assessing whether the adolescent is eligible to start sex
hormone therapy and capable of consenting to this
treatment (Table 5). Support of the family/environment is
essential. Prior to the start of sex hormones, clinicians
should discuss the implications for fertility (see recom-
mendation 1.5). Throughout pubertal induction, an
MHP and a pediatric endocrinologist (or other clinician
competent in the evaluation and induction of pubertal
development) should monitor the adolescent. In addition
to monitoring therapy, it is also important to pay at-
tention to general adolescent health issues, including
healthy life style choices, such as not smoking, con-
traception, and appropriate vaccinations (e.g., human
papillomavirus).

For the induction of puberty, clinicians can use a similar
dose scheme for hypogonadal adolescents withGD/gender
incongruence as they use in other individuals with
hypogonadism, carefully monitoring for desired and un-
desired effects (Table 8). In transgender female adoles-
cents, transdermal 17b-estradiol may be an alternative for
oral 17b-estradiol. It is increasingly used for pubertal
induction in hypogonadal females. However, the absence
of low-dose estrogen patches may be a problem. As a
result, individuals may need to cut patches to size them-
selves to achieve appropriate dosing (123). In transgender
male adolescents, clinicians can give testosterone injections
intramuscularly or subcutaneously (124, 125).

When puberty is initiated with a gradually increasing
schedule of sex steroid doses, the initial levels will not
be high enough to suppress endogenous sex steroid se-
cretion. Gonadotropin secretion and endogenous pro-
duction of testosterone may resume and interfere with
the effectiveness of estrogen treatment, in transgender
female adolescents (126, 127). Therefore, continuation of
GnRH analog treatment is advised until gonadectomy.
Given that GD/gender-incongruent adolescents may opt
not to have gonadectomy, long-term studies are necessary
to examine the potential risks of prolongedGnRHanalog
treatment. Alternatively, in transgendermale adolescents,
GnRH analog treatment can be discontinued once an

adult dose of testosterone has been reached and the in-
dividual is well virilized. If uterine bleeding occurs, a
progestin can be added. However, the combined use of a
GnRH analog (for ovarian suppression) and testosterone
may enable phenotypic transition with a lower dose of
testosterone in comparison with testosterone alone. If
there is a wish or need to discontinue GnRH analog
treatment in transgender female adolescents, they may be
treated with an antiandrogen that directly suppresses
androgen synthesis or action (see section 3.0 “Hormonal
Therapy for Transgender Adults”).

Values and preferences
The recommendation to initiate pubertal induction

only when the individual has sufficient mental capacity
(roughly age 16 years) to give informed consent for this
partly irreversible treatment places a higher value on the
ability of the adolescent to fully understand and oversee
the partially irreversible consequences of sex hormone
treatment and to give informed consent. It places a lower
value on the possible negative effects of delayed puberty.
We may not currently have the means to weigh ade-
quately the potential benefits of waiting until around age
16 years to initiate sex hormones vs the potential risks/
harm to BMD and the sense of social isolation from
having the timing of puberty be so out of sync with
peers (128).

Remarks
Before starting sex hormone treatment, effects on fer-

tility and options for fertility preservation should be dis-
cussed. Adult height may be a concern in transgender
adolescents. In a transgender female adolescent, clinicians
may consider higher doses of estrogen or a more rapid
tempo of dose escalation during pubertal induction. There
are no established treatments yet to augment adult height
in a transgender male adolescent with open epiphyses
during pubertal induction. It is not uncommon for
transgender adolescents to present for clinical services after
having completed or nearly completed puberty. In such
cases, induction of pubertywith sex hormones can be done
more rapidly (see Table 8). Additionally, an adult dose of
testosterone in transgendermale adolescentsmay suffice to
suppress the gonadal axis without the need to use a sep-
arate agent. At the appropriate time, the multidisciplinary
team should adequately prepare the adolescent for tran-
sition to adult care.

3.0 Hormonal Therapy for
Transgender Adults

The two major goals of hormonal therapy are (1) to
reduce endogenous sex hormone levels, and thus reduce
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the secondary sex characteristics of the individual’s
designated gender, and (2) to replace endogenous sex
hormone levels consistent with the individual’s gender
identity by using the principles of hormone re-
placement treatment of hypogonadal patients. The
timing of these two goals and the age at which to begin
treatment with the sex hormones of the chosen gender
is codetermined in collaboration with both the person
pursuing transition and the health care providers. The
treatment team should include a medical provider
knowledgeable in transgender hormone therapy, an
MHP knowledgeable in GD/gender incongruence and
the mental health concerns of transition, and a primary
care provider able to provide care appropriate for
transgender individuals. The physical changes in-
duced by this sex hormone transition are usually ac-
companied by an improvement in mental well-being
(129, 130).

3.1. We recommend that clinicians confirm the di-
agnostic criteria of GD/gender incongruence
and the criteria for the endocrine phase of
gender transition before beginning treatment.
(1 |���s)

3.2. We recommend that clinicians evaluate and ad-
dress medical conditions that can be exacerbated
by hormone depletion and treatment with sex
hormones of the affirmed gender before begin-
ning treatment (Table 10). (1 |���s)

3.3. We suggest that clinicians measure hormone
levels during treatment to ensure that endogenous
sex steroids are suppressed and administered sex
steroids are maintained in the normal physiologic
range for the affirmed gender. (2 |��ss)

Evidence
It is the responsibility of the treating clinician to

confirm that the person fulfills criteria for treatment.
The treating clinician should become familiar with the
terms and criteria presented in Tables 1–5 and take a
thorough history from the patient in collaboration with
the other members of the treatment team. The treating
clinician must ensure that the desire for transition is
appropriate; the consequences, risks, and benefits of
treatment are well understood; and the desire for
transition persists. They also need to discuss fertil-
ity preservation options (see recommendation 1.3)
(67, 68).

Transgender males
Clinical studies have demonstrated the efficacy of

several different androgen preparations to induce mas-
culinization in transgender males (Appendix A) (113,
114, 131–134). Regimens to change secondary sex
characteristics follow the general principle of hormone
replacement treatment of male hypogonadism (135).
Clinicians can use either parenteral or transdermal
preparations to achieve testosterone values in the normal
male range (this is dependent on the specific assay, but is
typically 320 to 1000 ng/dL) (Table 11) (136). Sustained
supraphysiologic levels of testosterone increase the risk
of adverse reactions (see section 4.0 “Adverse Out-
come Prevention and Long-Term Care”) and should
be avoided.

Similar to androgen therapy in hypogonadal men,
testosterone treatment in transgender males results in
increased muscle mass and decreased fat mass, increased
facial hair and acne, male pattern baldness in those ge-
netically predisposed, and increased sexual desire (137).

Table 10. Medical Risks Associated With Sex Hormone Therapy

Transgender female: estrogen
Very high risk of adverse outcomes:

·Thromboembolic disease
Moderate risk of adverse outcomes:

·Macroprolactinoma

·Breast cancer·Coronary artery disease

·Cerebrovascular disease·Cholelithiasis·Hypertriglyceridemia

Transgender male: testosterone
Very high risk of adverse outcomes:

·Erythrocytosis (hematocrit . 50%)
Moderate risk of adverse outcomes:

·Severe liver dysfunction (transaminases . threefold upper limit of normal)

·Coronary artery disease

·Cerebrovascular disease·Hypertension·Breast or uterine cancer
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In transgender males, testosterone will result in clit-
oromegaly, temporary or permanent decreased fertility,
deepening of the voice, cessation of menses (usually),
and a significant increase in body hair, particularly on the
face, chest, and abdomen. Cessation of menses may occur
within a few months with testosterone treatment alone,
although high doses of testosterone may be required. If
uterine bleeding continues, clinicians may consider the
addition of a progestational agent or endometrial abla-
tion (138). Cliniciansmay also administer GnRHanalogs
or depot medroxyprogesterone to stop menses prior to
testosterone treatment.

Transgender females
The hormone regimen for transgender females is more

complex than the transgender male regimen (Appendix
B). Treatment with physiologic doses of estrogen alone is
insufficient to suppress testosterone levels into the normal
range for females (139). Most published clinical studies
report the need for adjunctive therapy to achieve tes-
tosterone levels in the female range (21, 113, 114,
132–134, 139, 140).

Multiple adjunctive medications are available, such as
progestins with antiandrogen activity and GnRH ago-
nists (141). Spironolactone works by directly blocking
androgens during their interaction with the androgen

receptor (114, 133, 142). It may also have estrogenic
activity (143). Cyproterone acetate, a progestational
compound with antiandrogenic properties (113, 132,
144), is widely used in Europe. 5a-Reductase inhibitors
do not reduce testosterone levels and have adverse ef-
fects (145).

Dittrich et al. (141) reported that monthly doses of the
GnRH agonist goserelin acetate in combination with
estrogen were effective in reducing testosterone levels
with a low incidence of adverse reactions in 60 trans-
gender females. Leuprolide and transdermal estrogen
were as effective as cyproterone and transdermal estrogen
in a comparative retrospective study (146).

Patients can take estrogen as oral conjugated estro-
gens, oral 17b-estradiol, or transdermal 17b-estradiol.
Among estrogen options, the increased risk of throm-
boembolic events associated with estrogens in general
seems most concerning with ethinyl estradiol specifically
(134, 140, 141), which is why we specifically suggest that
it not be used in any transgender treatment plan. Data
distinguishing among other estrogen options are less well
established although there is some thought that oral
routes of administration are more thrombogenic due to
the “first pass effect” than are transdermal and paren-
teral routes, and that the risk of thromboembolic events
is dose-dependent. Injectable estrogen and sublingual

Table 11. Hormone Regimens in Transgender Persons

Transgender femalesa

Estrogen
Oral

Estradiol 2.0–6.0 mg/d
Transdermal

Estradiol transdermal patch 0.025–0.2 mg/d
(New patch placed every 3–5 d)

Parenteral
Estradiol valerate or cypionate 5–30 mg IM every 2 wk

2–10 mg IM every week
Anti-androgens
Spironolactone 100–300 mg/d
Cyproterone acetateb 25–50 mg/d

GnRH agonist 3.75 mg SQ (SC) monthly
11.25 mg SQ (SC) 3-monthly

Transgender males
Testosterone
Parenteral testosterone

Testosterone enanthate or cypionate 100–200mgSQ (IM) every 2wkor SQ (SC) 50%perweek
Testosterone undecanoatec 1000 mg every 12 wk

Transdermal testosterone
Testosterone gel 1.6%d 50–100 mg/d
Testosterone transdermal patch 2.5–7.5 mg/d

Abbreviations: IM, intramuscularly; SQ, sequentially; SC, subcutaneously.
aEstrogens used with or without antiandrogens or GnRH agonist.
bNot available in the United States.
cOne thousand milligrams initially followed by an injection at 6 wk then at 12 wk intervals.
dAvoid cutaneous transfer to other individuals.
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estrogen may benefit from avoiding the first pass effect,
but they can result in more rapid peaks with greater
overall periodicity and thus are more difficult to monitor
(147, 148). However, there are no data demonstrating
that increased periodicity is harmful otherwise.

Clinicians can use serum estradiol levels to monitor
oral, transdermal, and intramuscular estradiol. Blood
tests cannot monitor conjugated estrogens or synthetic
estrogen use. Clinicians should measure serum estra-
diol and serum testosterone and maintain them at the
level for premenopausal females (100 to 200 pg/mL
and,50 ng/dL, respectively). The transdermal preparations
and injectable estradiol cypionate or valerate preparations
may confer an advantage in older transgender females who
may be at higher risk for thromboembolic disease (149).

Values
Our recommendation to maintain levels of gender-

affirming hormones in the normal adult range places a
high value on the avoidance of the long-term complica-
tions of pharmacologic doses. Those patients receiving
endocrine treatment who have relative contraindications
to hormones should have an in-depth discussion with their
physician to balance the risks and benefits of therapy.

Remarks
Clinicians should inform all endocrine-treated in-

dividuals of all risks and benefits of gender-affirming
hormones prior to initiating therapy. Clinicians should
strongly encourage tobacco use cessation in transgender
females to avoid increased risk of VTE and cardiovas-
cular complications. We strongly discourage the un-
supervised use of hormone therapy (150).

Not all individuals with GD/gender incongruence seek
treatment as described (e.g., male-to-eunuchs and in-
dividuals seeking partial transition). Tailoring current
protocols to the individual may be done within the
context of accepted safety guidelines using a multidisci-
plinary approach including mental health. No evidence-
based protocols are available for these groups (151). We
need prospective studies to better understand treatment
options for these persons.

3.4. We suggest that endocrinologists provide edu-
cation to transgender individuals undergoing
treatment about the onset and time course of
physical changes induced by sex hormone
treatment. (2 |�sss)

Evidence

Transgender males
Physical changes that are expected to occur during

the first 1 to 6 months of testosterone therapy include

cessation of menses, increased sexual desire, increased
facial and body hair, increased oiliness of skin, increased
muscle, and redistribution of fat mass. Changes that
occur within the first year of testosterone therapy include
deepening of the voice (152, 153), clitoromegaly, and
male pattern hair loss (in some cases) (114, 144, 154,
155) (Table 12).

Transgender females
Physical changes that may occur in transgender fe-

males in the first 3 to 12 months of estrogen and anti-
androgen therapy include decreased sexual desire,
decreased spontaneous erections, decreased facial and
body hair (usually mild), decreased oiliness of skin, in-
creased breast tissue growth, and redistribution of fat
mass (114, 139, 149, 154, 155, 161) (Table 13). Breast
development is generally maximal at 2 years after initi-
ating hormones (114, 139, 149, 155). Over a long
period of time, the prostate gland and testicles will
undergo atrophy.

Although the time course of breast development in
transgender females has been studied (150), precise in-
formation about other changes induced by sex hormones
is lacking (141). There is a great deal of variability among
individuals, as evidenced during pubertal development.
We all know that a major concern for transgender fe-
males is breast development. If we work with estro-
gens, the result will be often not what the transgender
female expects.

Alternatively, there are transgender females who re-
port an anecdotal improved breast development, mood,
or sexual desire with the use of progestogens. However,
there have been no well-designed studies of the role of
progestogens in feminizing hormone regimens, so the
question is still open.

Our knowledge concerning the natural history and
effects of different cross-sex hormone therapies on breast

Table 12. Masculinizing Effects in Transgender
Males

Effect Onset Maximum

Skin oiliness/acne 1–6 mo 1–2 y
Facial/body hair growth 6–12 mo 4–5 y
Scalp hair loss 6–12 mo —

a

Increased muscle mass/strength 6–12 mo 2–5 y
Fat redistribution 1–6 mo 2–5 y
Cessation of menses 1–6 mo —

b

Clitoral enlargement 1–6 mo 1–2 y
Vaginal atrophy 1–6 mo 1–2 y
Deepening of voice 6–12 mo 1–2 y

Estimates represent clinical observations: Toorians et al. (149), Assche
man et al. (156), Gooren et al. (157), Wierckx et al. (158).
aPrevention and treatment as recommended for biological men.
bMenorrhagia requires diagnosis and treatment by a gynecologist.
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development in transgender females is extremely sparse
and based on the low quality of evidence. Current evi-
dence does not indicate that progestogens enhance breast
development in transgender females, nor does evidence
prove the absence of such an effect. This prevents us from
drawing any firm conclusion at this moment and dem-
onstrates the need for further research to clarify these
important clinical questions (162).

Values and preferences
Transgender persons have very high expectations re-

garding the physical changes of hormone treatment and
are aware that body changes can be enhanced by sur-
gical procedures (e.g., breast, face, and body habitus).
Clear expectations for the extent and timing of sex
hormone–induced changes may prevent the potential
harm and expense of unnecessary procedures.

4.0 Adverse Outcome Prevention and
Long-Term Care

Hormone therapy for transgender males and females
confers many of the same risks associated with sex
hormone replacement therapy in nontransgender per-
sons. The risks arise from and are worsened by in-
advertent or intentional use of supraphysiologic doses of
sex hormones, as well as use of inadequate doses of sex
hormones to maintain normal physiology (131, 139).

4.1. We suggest regular clinical evaluation for phys-
ical changes and potential adverse changes in
response to sex steroid hormones and laboratory
monitoring of sex steroid hormone levels every

3 months during the first year of hormone
therapy for transgender males and females and
then once or twice yearly. (2 |��ss)

Evidence
Pretreatment screening and appropriate regular

medical monitoring are recommended for both trans-
gender males and females during the endocrine transition
and periodically thereafter (26, 155). Clinicians should
monitor weight and blood pressure, conduct physical
exams, and assess routine health questions, such as to-
bacco use, symptoms of depression, and risk of adverse
events such as deep vein thrombosis/pulmonary embo-
lism and other adverse effects of sex steroids.

Transgender males
Table 14 contains a standard monitoring plan for

transgender males on testosterone therapy (154, 159).
Key issues include maintaining testosterone levels in the
physiologic normal male range and avoiding adverse
events resulting from excess testosterone therapy, par-
ticularly erythrocytosis, sleep apnea, hypertension, ex-
cessive weight gain, salt retention, lipid changes, and
excessive or cystic acne (135).

Because oral 17-alkylated testosterone is not recom-
mended, serious hepatic toxicity is not anticipated with
parenteral or transdermal testosterone use (163, 164).
Past concerns regarding liver toxicity with testosterone
have been alleviatedwith subsequent reports that indicate
the risk of serious liver disease isminimal (144, 165, 166).

Transgender females
Table 15 contains a standard monitoring plan for

transgender females on estrogens, gonadotropin suppres-
sion, or antiandrogens (160). Key issues include avoiding
supraphysiologic doses or blood levels of estrogen that may
lead to increased risk for thromboembolic disease, liver
dysfunction, and hypertension. Clinicians should monitor
serum estradiol levels using laboratories participating in
external quality control, as measurements of estradiol in
blood can be very challenging (167).

VTE may be a serious complication. A study re-
ported a 20-fold increase in venous thromboembolic
disease in a large cohort of Dutch transgender subjects
(161). This increase may have been associated with the use
of the synthetic estrogen, ethinyl estradiol (149). The in-
cidence decreased when clinicians stopped administering
ethinyl estradiol (161). Thus, the use of synthetic estrogens
and conjugated estrogens is undesirable because of the
inability to regulate doses by measuring serum levels and
the risk of thromboembolic disease. In a German gender
clinic, deep vein thrombosis occurred in 1 of 60 of
transgender females treated with a GnRH analog and oral

Table 13. Feminizing Effects in Transgender
Females

Effect Onset Maximum

Redistribution of body fat 3–6 mo 2–3 y
Decrease in muscle mass and strength 3–6 mo 1–2 y
Softening of skin/decreased oiliness 3–6 mo Unknown
Decreased sexual desire 1–3 mo 3–6 mo
Decreased spontaneous erections 1–3 mo 3–6 mo
Male sexual dysfunction Variable Variable
Breast growth 3–6 mo 2–3 y
Decreased testicular volume 3–6 mo 2–3 y
Decreased sperm production Unknown .3 y
Decreased terminal hair growth 6–12 mo .3 ya

Scalp hair Variable —
b

Voice changes None —
c

Estimates represent clinical observations: Toorians et al. (149),
Asscheman et al. (156), Gooren et al. (157).
aComplete removal of male sexual hair requires electrolysis or laser
treatment or both.
bFamilial scalp hair loss may occur if estrogens are stopped.
cTreatment by speech pathologists for voice training is most effective.
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estradiol (141). The patient who developed a deep vein
thrombosis was found to have a homozygous C677 T
mutation in the methylenetetrahydrofolate reductase
gene. In an Austrian gender clinic, administering gender-
affirming hormones to 162 transgender females and 89
transgender males was not associated with VTE, despite
an 8.0% and 5.6% incidence of thrombophilia (159). A
more recent multinational study reported only 10 cases
of VTE from a cohort of 1073 subjects (168). Throm-
bophilia screening of transgender persons initiating
hormone treatment should be restricted to those with
a personal or family history of VTE (159). Monitor-
ing D-dimer levels during treatment is not recom-
mended (169).

4.2. We suggest periodically monitoring prolactin
levels in transgender females treated with estro-
gens. (2 |��ss)

Evidence
Estrogen therapy can increase the growth of pituitary

lactrotroph cells. There have been several reports of
prolactinomas occurring after long-term, high-dose

estrogen therapy (170–173). Up to 20% of transgender
females treated with estrogens may have elevations in
prolactin levels associated with enlargement of the pi-
tuitary gland (156). In most cases, the serum prolactin
levels will return to the normal range with a reduction or
discontinuation of the estrogen therapy or discontinua-
tion of cyproterone acetate (157, 174, 175).

The onset and time course of hyperprolactinemia
during estrogen treatment are not known. Clinicians
should measure prolactin levels at baseline and then at
least annually during the transition period and every 2
years thereafter. Given that only a few case studies
reported prolactinomas, and prolactinomas were not
reported in large cohorts of estrogen-treated persons,
the risk is likely to be very low. Because the major
presenting findings of microprolactinomas (hypo-
gonadism and sometimes gynecomastia) are not ap-
parent in transgender females, clinicians may perform
radiologic examinations of the pituitary in those pa-
tients whose prolactin levels persistently increase
despite stable or reduced estrogen levels. Some trans-
gender individuals receive psychotropic medications that
can increase prolactin levels (174).

Table 14. Monitoring of Transgender Persons on Gender-Affirming Hormone Therapy: Transgender Male

1. Evaluate patient every 3 mo in the first year and then one to two times per year to monitor for appropriate signs of virilization and for
development of adverse reactions.

2. Measure serum testosterone every 3 mo until levels are in the normal physiologic male range:a

a. For testosterone enanthate/cypionate injections, the testosterone level should be measured midway between injections. The target
level is 400–700 ng/dL to 400 ng/dL. Alternatively, measure peak and trough levels to ensure levels remain in the normalmale range.

b. For parenteral testosterone undecanoate, testosterone should be measured just before the following injection. If the level is
,400 ng/dL, adjust dosing interval.

c. For transdermal testosterone, the testosterone level can bemeasured no sooner than after 1wk of daily application (at least 2 h after
application).

3. Measure hematocrit or hemoglobin at baseline and every 3 mo for the first year and then one to two times a year. Monitor weight,
blood pressure, and lipids at regular intervals.

4. Screening for osteoporosis should be conducted in those who stop testosterone treatment, are not compliant with hormone therapy,
or who develop risks for bone loss.

5. If cervical tissue is present, monitoring as recommended by the American College of Obstetricians and Gynecologists.
6. Ovariectomy can be considered after completion of hormone transition.
7. Conduct sub- and periareolar annual breast examinations if mastectomy performed. If mastectomy is not performed, then consider

mammograms as recommended by the American Cancer Society.

aAdapted from Lapauw et al. (154) and Ott et al. (159).

Table 15. Monitoring of Transgender Persons on Gender-Affirming Hormone Therapy: Transgender Female

1. Evaluate patient every 3mo in the first year and then one to two times per year tomonitor for appropriate signs of feminization and for
development of adverse reactions.

2. Measure serum testosterone and estradiol every 3 mo.
a. Serum testosterone levels should be ,50 ng/dL.
b. Serum estradiol should not exceed the peak physiologic range: 100–200 pg/mL.

3. For individuals on spironolactone, serum electrolytes, particularly potassium, should be monitored every 3 mo in the first year and
annually thereafter.

4. Routine cancer screening is recommended, as in nontransgender individuals (all tissues present).
5. Consider BMD testing at baseline (160). In individuals at low risk, screening for osteoporosis should be conducted at age 60 years or in

those who are not compliant with hormone therapy.

This table presents strong recommendations and does not include lower level recommendations.
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4.3. We suggest that clinicians evaluate transgender
persons treated with hormones for cardiovas-
cular risk factors using fasting lipid profiles, di-
abetes screening, and/or other diagnostic tools.
(2 |��ss)

Evidence

Transgender males
Administering testosterone to transgender males re-

sults in a more atherogenic lipid profile with lowered
high-density lipoprotein cholesterol and higher tri-
glyceride and low-density lipoprotein cholesterol values
(176–179). Studies of the effect of testosterone on insulin
sensitivity have mixed results (178, 180). A randomized,
open-label uncontrolled safety study of transgender
males treated with testosterone undecanoate demon-
strated no insulin resistance after 1 year (181, 182).
Numerous studies have demonstrated the effects of sex
hormone treatment on the cardiovascular system (160,
179, 183, 184). Long-term studies from The Netherlands
found no increased risk for cardiovascular mortality
(161). Likewise, a meta-analysis of 19 randomized trials
in nontransgender males on testosterone replacement
showed no increased incidence of cardiovascular events
(185). A systematic review of the literature found that
data were insufficient (due to very low–quality evidence)
to allow a meaningful assessment of patient-important
outcomes, such as death, stroke, myocardial infarction,
or VTE in transgender males (176). Future research is
needed to ascertain the potential harm of hormonal
therapies (176). Clinicians shouldmanage cardiovascular
risk factors as they emerge according to established
guidelines (186).

Transgender females
A prospective study of transgender females found

favorable changes in lipid parameters with increased
high-density lipoprotein and decreased low-density li-
poprotein concentrations (178). However, increased
weight, blood pressure, and markers of insulin resis-
tance attenuated these favorable lipid changes. In a
meta-analysis, only serum triglycerides were higher
at $24 months without changes in other parameters
(187). The largest cohort of transgender females (mean
age 41 years, followed for a mean of 10 years) showed no
increase in cardiovascularmortality despite a 32% rate of
tobacco use (161).

Thus, there is limited evidence to determine whether
estrogen is protective or detrimental on lipid and glucose
metabolism in transgender females (176). With aging,
there is usually an increase of body weight. Therefore,
as with nontransgender individuals, clinicians should

monitor and manage glucose and lipid metabolism
and blood pressure regularly according to established
guidelines (186).

4.4. We recommend that clinicians obtain BMD
measurements when risk factors for osteoporosis
exist, specifically in those who stop sex hormone
therapy after gonadectomy. (1 |��ss)

Evidence

Transgender males
Baseline bone mineral measurements in transgender

males are generally in the expected range for their pre-
treatment gender (188). However, adequate dosing of
testosterone is important to maintain bone mass in
transgender males (189, 190). In one study (190), serum
LH levels were inversely related to BMD, suggesting that
low levels of sex hormones were associated with bone
loss. Thus, LH levels in the normal range may serve as an
indicator of the adequacy of sex steroid administration to
preserve bone mass. The protective effect of testosterone
may be mediated by peripheral conversion to estradiol,
both systemically and locally in the bone.

Transgender females
A baseline study of BMD reported T scores less

than 2.5 in 16% of transgender females (191). In aging
males, studies suggest that serum estradiol more posi-
tively correlates with BMD than does testosterone (192,
193) and is more important for peak bone mass (194).
Estrogen preserves BMD in transgender females who
continue on estrogen and antiandrogen therapies (188,
190, 191, 195, 196).

Fracture data in transgender males and females are
not available. Transgender persons who have undergone
gonadectomy may choose not to continue consistent sex
steroid treatment after hormonal and surgical sex reas-
signment, thereby becoming at risk for bone loss. There
have been no studies to determine whether clinicians
should use the sex assigned at birth or affirmed gender for
assessing osteoporosis (e.g., when using the FRAX tool).
Although some researchers use the sex assigned at birth
(with the assumption that bone mass has usually peaked
for transgender people who initiate hormones in early
adulthood), this should be assessed on a case-by-case
basis until there are more data available. This assumption
will be further complicated by the increasing prevalence
of transgender people who undergo hormonal transition
at a pubertal age or soon after puberty. Sex for com-
parison within risk assessment tools may be based on the
age at which hormones were initiated and the length
of exposure to hormones. In some cases, it may be
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reasonable to assess risk using both the male and female
calculators and using an intermediate value. Because all
subjects underwent normal pubertal development, with
known effects on bone size, reference values for birth sex
were used for all participants (154).

4.5. We suggest that transgender females with no
known increased risk of breast cancer follow
breast-screening guidelines recommended for
those designated female at birth. (2 |��ss)

4.6. We suggest that transgender females treated
with estrogens follow individualized screening
according to personal risk for prostatic disease
and prostate cancer. (2 |�sss)

Evidence
Studies have reported a few cases of breast cancer in

transgender females (197–200). A Dutch study of 1800
transgender females followed for a mean of 15 years
(range of 1 30 years) found one case of breast cancer. The
Women’s Health Initiative study reported that females
taking conjugated equine estrogen without progesterone
for 7 years did not have an increased risk of breast cancer
as compared with females taking placebo (137).

In transgender males, a large retrospective study
conducted at the U.S. Veterans Affairs medical health
system identified seven breast cancers (194). The authors
reported that this was not above the expected rate of
breast cancers in cisgender females in this cohort. Fur-
thermore, they did report one breast cancer that de-
veloped in a transgender male patient after mastectomy,
supporting the fact that breast cancer can occur even
after mastectomy. Indeed, there have been case reports
of breast cancer developing in subareolar tissue in
transgender males, which occurred after mastectomy
(201, 202).

Women with primary hypogonadism (Turner syn-
drome) treated with estrogen replacement exhibited a
significantly decreased incidence of breast cancer as
compared with national standardized incidence ratios
(203, 204). These studies suggest that estrogen therapy
does not increase the risk of breast cancer in the short
term (,20 to 30 years). We need long-term studies to
determine the actual risk, as well as the role of screening
mammograms. Regular examinations and gynecologic
advice should determine monitoring for breast cancer.

Prostate cancer is very rare before the age of 40,
especially with androgen deprivation therapy (205).
Childhood or pubertal castration results in regression of
the prostate and adult castration reverses benign prostate
hypertrophy (206). Although van Kesteren et al. (207)
reported that estrogen therapy does not induce hyper-
trophy or premalignant changes in the prostates of

transgender females, studies have reported cases of be-
nign prostatic hyperplasia in transgender females treated
with estrogens for 20 to 25 years (208, 209). Studies have
also reported a few cases of prostate carcinoma in
transgender females (210–214).

Transgender females may feel uncomfortable sched-
uling regular prostate examinations. Gynecologists are
not trained to screen for prostate cancer or to monitor
prostate growth. Thus, it may be reasonable for trans-
gender females who transitioned after age 20 years to have
annual screening digital rectal examinations after age
50 years and prostate-specific antigen tests consistent
with U.S. Preventive Services Task Force Guidelines
(215).

4.7. We advise that clinicians determine the medical
necessity of including a total hysterectomy and
oophorectomy as part of gender-affirming sur-
gery. (Ungraded Good Practice Statement)

Evidence
Although aromatization of testosterone to estradiol in

transgender males has been suggested as a risk factor for
endometrial cancer (216), no cases have been reported.
When transgender males undergo hysterectomy, the
uterus is small and there is endometrial atrophy (217,
218). Studies have reported cases of ovarian cancer (219,
220). Although there is limited evidence for increased risk
of reproductive tract cancers in transgender males, health
care providers should determine the medical necessity of
a laparoscopic total hysterectomy as part of a gender-
affirming surgery to prevent reproductive tract can-
cer (221).

Values
Given the discomfort that transgender males experi-

ence accessing gynecologic care, our recommendation for
the medical necessity of total hysterectomy and oopho-
rectomy places a high value on eliminating the risks of
female reproductive tract disease and cancer and a lower
value on avoiding the risks of these surgical procedures
(related to the surgery and to the potential undesir-
able health consequences of oophorectomy) and their
associated costs.

Remarks
The sexual orientation and type of sexual practiceswill

determine the need and types of gynecologic care required
following transition. Additionally, in certain countries,
the approval required to change the sex in a birth cer-
tificate for transgender males may be dependent on
having a complete hysterectomy. Clinicians should help
patients research nonmedical administrative criteria and
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provide counseling. If individuals decide not to undergo
hysterectomy, screening for cervical cancer is the same as
all other females.

5.0 Surgery for Sex Reassignment and
Gender Confirmation

For many transgender adults, genital gender-affirming
surgery may be the necessary step toward achieving their
ultimate goal of living successfully in their desired gender
role. The type of surgery falls into two main categories:
(1) those that directly affect fertility and (2) those that do
not. Those that change fertility (previously called sex
reassignment surgery) include genital surgery to remove
the penis and gonads in the male and removal of the
uterus and gonads in the female. The surgeries that effect
fertility are often governed by the legal system of the state
or country in which they are performed. Other gender-
conforming surgeries that do not directly affect fertility
are not so tightly governed.

Gender-affirming surgical techniques have improved
markedly during the past 10 years. Reconstructive genital
surgery that preserves neurologic sensation is now the
standard. The satisfaction rate with surgical reassignment
of sex is now very high (187). Additionally, the mental
health of the individual seems to be improved by par-
ticipating in a treatment program that defines a pathway
of gender-affirming treatment that includes hormones
and surgery (130, 144) (Table 16).

Surgery that affects fertility is irreversible. The World
Professional Association for Transgender Health Stan-
dards of Care (222) emphasizes that the “threshold of 18
should not be seen as an indication in itself for active
intervention.” If the social transition has not been sat-
isfactory, if the person is not satisfied with or is ambiv-
alent about the effects of sex hormone treatment, or if the
person is ambivalent about surgery then the individual
should not be referred for surgery (223, 224).

Gender-affirming genital surgeries for transgender
females that affect fertility include gonadectomy,
penectomy, and creation of a neovagina (225, 226).
Surgeons often invert the skin of the penis to form the
wall of the vagina, and several literatures reviews have

reported on outcomes (227). Sometimes there is in-
adequate tissue to form a full neovagina, so clinicians
have revisited using intestine and found it to be successful
(87, 228, 229). Some newer vaginoplasty techniques may
involve autologuous oral epithelial cells (230, 231).

The scrotum becomes the labia majora. Surgeons
use reconstructive surgery to fashion the clitoris and
its hood, preserving the neurovascular bundle at the
tip of the penis as the neurosensory supply to the
clitoris. Some surgeons are also creating a sensate
pedicled-spot adding a G spot to the neovagina to
increase sensation (232). Most recently, plastic sur-
geons have developed techniques to fashion labia
minora. To further complete the feminization, uterine
transplants have been proposed and even attempted
(233).

Neovaginal prolapse, rectovaginal fistula, delayed
healing, vaginal stenosis, and other complications do
sometimes occur (234, 235). Clinicians should strongly
remind the transgender person to use their dilators to
maintain the depth and width of the vagina throughout
the postoperative period. Genital sexual responsivity and
other aspects of sexual function are usually preserved
following genital gender-affirming surgery (236, 237).

Ancillary surgeries for more feminine or masculine
appearance are not within the scope of this guideline.
Voice therapy by a speech language pathologist is
available to transform speech patterns to the affirmed
gender (148). Spontaneous voice deepening occurs dur-
ing testosterone treatment of transgender males (152,
238). No studies have compared the effectiveness
of speech therapy, laryngeal surgery, or combined
treatment.

Breast surgery is a good example of gender-confirming
surgery that does not affect fertility. In all females, breast
size exhibits a very broad spectrum. For transgender
females to make the best informed decision, clinicians
should delay breast augmentation surgery until the pa-
tient has completed at least 2 years of estrogen therapy,
because the breasts continue to grow during that time
(141, 155).

Another major procedure is the removal of facial and
masculine-appearing body hair using either electrolysis or

Table 16. Criteria for Gender-Affirming Surgery, Which Affects Fertility

1. Persistent, well-documented gender dysphoria
2. Legal age of majority in the given country
3. Having continuously and responsibly used gender-affirming hormones for 12 mo (if there is no medical contraindication to receiving
such therapy)

4. Successful continuous full-time living in the new gender role for 12 mo
5. If significant medical or mental health concerns are present, they must be well controlled
6. Demonstrable knowledge of all practical aspects of surgery (e.g., cost, required lengths of hospitalizations, likely complications,
postsurgical rehabilitation)
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laser treatments. Other feminizing surgeries, such as that
to feminize the face, are now becoming more popular
(239–241).

In transgender males, clinicians usually delay
gender-affirming genital surgeries until after a few
years of androgen therapy. Those surgeries that affect
fertility in this group include oophorectomy, vagi-
nectomy, and complete hysterectomy. Surgeons can
safely perform them vaginally with laparoscopy. These
are sometimes done in conjunction with the creation
of a neopenis. The cosmetic appearance of a neopenis is
now very good, but the surgery is multistage and very
expensive (242, 243). Radial forearm flap seems to be
the most satisfactory procedure (228, 244). Other flaps
also exist (245). Surgeons canmake neopenile erections
possible by reinervation of the flap and subsequent
contraction of the muscle, leading to stiffening of the
neopenis (246, 247), but results are inconsistent (248).
Surgeons can also stiffen the penis by imbedding some
mechanical device (e.g., a rod or some inflatable ap-
paratus) (249, 250). Because of these limitations, the
creation of a neopenis has often been less than satis-
factory. Recently, penis transplants are being pro-
posed (233).

In fact, most transgender males do not have any
external genital surgery because of the lack of access,
high cost, and significant potential complications. Some
choose a metaoidioplasty that brings forward the cli-
toris, thereby allowing them to void in a standing po-
sition without wetting themselves (251, 252). Surgeons
can create the scrotum from the labia majora with good
cosmetic effect and can implant testicular prosthe-
ses (253).

The most important masculinizing surgery for the
transgender male is mastectomy, and it does not affect
fertility. Breast size only partially regresses with androgen
therapy (155). In adults, discussions about mastectomy
usually take place after androgen therapy has started.
Because some transgender male adolescents present after
significant breast development has occurred, they may
also consider mastectomy 2 years after they begin an-
drogen therapy and before age 18 years. Clinicians
should individualize treatment based on the physical and
mental health status of the individual. There are now
newer approaches to mastectomy with better outcomes
(254, 255). These often involve chest contouring (256).
Mastectomy is often necessary for living comfortably in
the new gender (256).

5.1. We recommend that a patient pursue genital
gender-affirming surgery only after theMHP and
the clinician responsible for endocrine transition
therapy both agree that surgery is medically

necessary and would benefit the patient’s overall
health and/or well-being. (1 |��ss)

5.2. We advise that clinicians approve genital gender-
affirming surgery only after completion of at least
1 year of consistent and compliant hormone
treatment, unless hormone therapy is not desired
or medically contraindicated. (Ungraded Good
Practice Statement)

5.3. We advise that the clinician responsible for en-
docrine treatment and the primary care provider
ensure appropriate medical clearance of trans-
gender individuals for genital gender-affirming
surgery and collaborate with the surgeon re-
garding hormone use during and after surgery.
(Ungraded Good Practice Statement)

5.4. We recommend that clinicians refer hormone-
treated transgender individuals for genital
surgery when: (1) the individual has had a sat-
isfactory social role change, (2) the individual is
satisfied about the hormonal effects, and (3) the
individual desires definitive surgical changes.
(1 |�sss)

5.5. We suggest that clinicians delay gender-affirming
genital surgery involving gonadectomy and/or
hysterectomy until the patient is at least 18
years old or legal age of majority in his or her
country. (2 |��ss).

5.6. We suggest that clinicians determine the timing of
breast surgery for transgender males based upon
the physical and mental health status of the in-
dividual. There is insufficient evidence to rec-
ommend a specific age requirement. (2 |�sss)

Evidence
Owing to the lack of controlled studies, incomplete

follow-up, and lack of valid assessment measures,
evaluating various surgical approaches and techniques
is difficult. However, one systematic review including a
large numbers of studies reported satisfactory cosmetic
and functional results for vaginoplasty/neovagina con-
struction (257). For transgender males, the outcomes are
less certain. However, the problems are now better
understood (258). Several postoperative studies report
significant long-term psychological and psychiatric
pathology (259–261). One study showed satisfaction
with breasts, genitals, and femininity increased signifi-
cantly and showed the importance of surgical treatment
as a key therapeutic option for transgender females
(262). Another analysis demonstrated that, despite the
young average age at death following surgery and the
relatively larger number of individuals with somatic
morbidity, the study does not allow for determination of
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causal relationships between, for example, specific types
of hormonal or surgical treatment received and somatic
morbidity and mortality (263). Reversal surgery in
regretful male-to-female transsexuals after sexual
reassignment surgery represents a complex, multistage
procedure with satisfactory outcomes. Further insight
into the characteristics of persons who regret their de-
cision postoperatively would facilitate better future se-
lection of applicants eligible for sexual reassignment
surgery. We need more studies with appropriate controls
that examine long-term quality of life, psychosocial
outcomes, and psychiatric outcomes to determine the
long-term benefits of surgical treatment.

When a transgender individual decides to have gender-
affirming surgery, both the hormone prescribing clinician
and theMHPmust certify that the patient satisfies criteria
for gender-affirming surgery (Table 16).

There is some concern that estrogen therapy may
cause an increased risk for venous thrombosis during or
following surgery (176). For this reason, the surgeon
and the hormone-prescribing clinician should collabo-
rate in making a decision about the use of hormones
before and following surgery. One study suggests that
preoperative factors (such as compliance) are less im-
portant for patient satisfaction than are the physical
postoperative results (56). However, other studies and
clinical experience dictate that individuals who do not
follow medical instructions and do not work with their
physicians toward a common goal do not achieve
treatment goals (264) and experience higher rates of
postoperative infections and other complications (265,
266). It is also important that the person requesting
surgery feels comfortable with the anatomical changes
that have occurred during hormone therapy. Dissatis-
faction with social and physical outcomes during the
hormone transition may be a contraindication to sur-
gery (223).

An endocrinologist or experienced medical provider
should monitor transgender individuals after surgery.
Those who undergo gonadectomy will require hormone
replacement therapy, surveillance, or both to prevent
adverse effects of chronic hormone deficiency.
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247. Ranno R, Veselý J, Hýza P, Stupka I, Justan I, Dvorák Z, Monni
N, Novák P, Ranno S. Neo phalloplasty with re innervated lat
issimus dorsi free flap: a functional study of a novel technique.
Acta Chir Plast. 2007;49(1):3 7.

3902 Hembree et al Guidelines on Gender Dysphoric/Gender Incongruent Persons J Clin Endocrinol Metab, November 2017, 102(11):3869 3903

Downloaded from https://academic.oup.com/jcem/article-abstract/102/11/3869/4157558
by guest
on 28 November 2017

Case 3:17-cv-00739-TJC-JBT   Document 115-17   Filed 11/29/17   Page 35 of 36 PageID 3165



248. Garcia MM, Christopher NA, De Luca F, Spilotros M, Ralph DJ.
Overall satisfaction, sexual function, and the durability of neo
phallus dimensions following staged female to male genital gender
confirming surgery: the Institute of Urology, London U.K. ex
perience. Transl Androl Urol. 2014;3(2):156 162.

249. ChenH C,GedebouTM,Yazar S, TangY B. Prefabrication of the
free fibula osteocutaneous flap to create a functional human penis
using a controlled fistula method. J Reconstr Microsurg. 2007;
23(3):151 154.

250. Hoebeke PB, Decaestecker K, Beysens M, Opdenakker Y, Lumen
N, Monstrey SM. Erectile implants in female to male trans
sexuals: our experience in 129 patients. Eur Urol. 2010;57(2):
334 341.

251. Hage JJ.Metaidoioplasty: an alternative phalloplasty technique in
transsexuals. Plast Reconstr Surg. 1996;97(1):161 167.

252. Cohanzad S. Extensive metoidioplasty as a technique capable of
creating a compatible analogue to a natural penis in female
transsexuals. Aesthetic Plast Surg. 2016;40(1):130 138.

253. Selvaggi G, Hoebeke P, Ceulemans P, Hamdi M, Van Landuyt K,
Blondeel P, De Cuypere G, Monstrey S. Scrotal reconstruction in
female to male transsexuals: a novel scrotoplasty. Plast Reconstr
Surg. 2009;123(6):1710 1718.

254. Bjerrome Ahlin H, Kolby L, Elander A, Selvaggi G. Improved
results after implementation of the Ghent algorithm for sub
cutaneous mastectomy in female to male transsexuals. J Plast
Surg Hand Surg. 2014;48(6):362 367.

255. Wolter A, Diedrichson J, Scholz T, Arens Landwehr A, Liebau J.
Sexual reassignment surgery in female to male transsexuals: an
algorithm for subcutaneous mastectomy. J Plast Reconstr Aesthet
Surg. 2015;68(2):184 191.

256. Richards C, Barrett J. The case for bilateral mastectomy and male
chest contouring for the female to male transsexual. Ann R Coll
Surg Engl. 2013;95(2):93 95.

257. Sutcliffe PA, Dixon S, Akehurst RL, Wilkinson A, Shippam A,
White S, Richards R, Caddy CM. Evaluation of surgical

procedures for sex reassignment: a systematic review. J Plast
Reconstr Aesthet Surg. 2009;62(3):294 306, discussion 306 308.

258. Selvaggi G, Elander A. Penile reconstruction/formation. Curr
Opin Urol. 2008;18(6):589 597.

259. Dhejne C, Lichtenstein P, Boman M, Johansson ALV, Långstrom
N, Landén M. Long term follow up of transsexual persons un
dergoing sex reassignment surgery: cohort study in Sweden. PLoS
One. 2011;6(2):e16885.

260. Kuhn A, Bodmer C, Stadlmayr W, Kuhn P, Mueller MD,
Birkhauser M. Quality of life 15 years after sex reassignment
surgery for transsexualism. Fertil Steril. 2009;92(5):1685 1689.e3.
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Statement on Gender Affirmative Approach to Care from the Pediatric Endocrine Society 

Special Interest Group on Transgender Health 

The purpose of this Position Statement is to emphasize the importance of an affirmative approach to the 

health care of transgender individuals, as well as to improve the understanding of the rights of 

transgender youth. The Endocrine Society and the World Professional Association of Transgender Health 

provide detailed clinical practice guidelines elsewhere [1, 2] .  The need for this Statement emerged in 

light of controversies in the medical community around the approach to mental health and medical care 

of transgender youth, including the risks involved in this care, and around support of transgender rights 

such as restroom use. This document provides a summary of relevant definitions, information and 

current literature on which the medical management and affirmative approach to care of transgender 

youth are based.  

 

The Pediatric Endocrine Society Special Interest Group on Transgender Health supports the concept that 

sex chromosomes and/or genitalia do not determine one’s gender identity, and endorses a gender 

affirmative approach to care for transgender youth. 

The American Psychological Association defines gender as “a non-binary construct that allows for a 

range of gender identities and that a person’s gender identity may not align with sex assigned at birth”  

[3].  Gender identity is the innermost concept of self as male, female, a blend of both or neither.  It also 

encompasses how individuals perceive themselves and what they call themselves. 

Sex is not equivalent to gender identity. Sex, typically but not always, categorized as male or female, is 

determined by factors that include chromosomes, gonads, internal reproductive organs and external 

genitalia.  

 

Sex and gender identity align in the majority of the population, and when they do not, individuals may 

categorize themselves as transgender. Transgender refers to a transient or persistent identification with 

a gender that is different from the gender implied by the birth sex assignment.  Gender dysphoria, 

defined in the DSM-5, refers to the discomfort or distress that may occur when one’s gender identity 

does not match the sex assigned at birth [4]. Gender dysphoria may or may not be present in 

transgender individuals  [4], since it may improve or even disappear with a gender affirmative approach 
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or treatment such as social transition (change in clothing, attire, name and pronouns), parental and 

social support, as well as hormonal therapy with or without surgical intervention [5-11].  In our 

experience, transgender children and adolescents often suffer from discrimination if they do not have a 

supportive environment in school, e.g. if they are not allowed to use the restroom, locker room, or 

participate in the sports teams and other activities consistent with their gender identity.  

There are no data to support the use of “reparative or conversion” therapy with the intention of 

changing one’s gender identity or sexual orientation. Furthermore, the American Psychological 

Association, the American Psychiatric Association and the American Academy of Pediatrics, reject this 

form of therapy and support a more “trans-affirmative” model of care [3, 12, 13]. 

While rates of depression are 2-3 times higher in transgender youth vs. non-transgender peers [14], 

there are data to suggest that much of the psychiatric comorbidity in transgender adolescents derives 

from discrimination, peer rejection and lack of social support  [15].  On the other hand, the best 

predictor of positive psychological outcomes is parental support [16], and a recent study published in 

the journal “Pediatrics” showed that transgender children that undergo a social transition have rates  of 

depression comparable to non-transgender children [17].  

 

It is important to note that not all young gender-nonconforming children will persist as such into 

adolescence, and that there might be different paths of gender development and degrees of complexity 

[18, 19]. This has raised the concern about supporting an early social transition in young children who 

may not persist into adolescence.  However, previous studies may have underestimated or 

misunderstood the likelihood of long-term persistence. It is worth noting, common terms used to 

describe this are “persisters” for those individuals for whom gender dysphoria persists into and beyond 

adolescence and “desisters” for those individuals for whom it does not.  A key issue is that criteria for 

gender identity disorder (GID) from earlier versions of the DSM on which the studies were based 

included diagnosis on the basis of gender atypical expression alone, which may or may not be 

independent of gender identity. Some have suggested that the proportion of persisters would likely be 

higher by applying current gender dysphoria criteria and, for example, including individuals who 

continued to express a desire to be of the opposite sex or to believe that they were the opposite sex, 

regardless of gender-stereotypical behaviors per se. A second methodologic criticism is that most of the 

youth studied had not actually been followed into adulthood, suggesting that with longer follow-up, the 

number of apparent desisters might be lower. It seems clear, however, that most (>90%) children whose 
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gender-variant identity persists into adolescence develop an adult transgender identity [7, 20, 21]. In 

these cases puberty, with attainment of secondary sex characteristics, is often a source of significant 

distress [18, 20].  

 

Referral to a mental health provider with experience in gender identity concerns is always preferred to 

guide families in a variety of ways, such as: helping youth understand and reflect on their gender issues 

and choices; helping youth and family with difficult decisions such as potential benefits and risks of 

social transition and medical intervention [22, 23]; providing counseling at times of family conflict and 

distress; assisting with advocacy in schools and other community settings; helping youth and families 

navigate and problem-solve social challenges; assessing for and treating mental health and 

developmental morbidities and assessing for risk; and to provide continuity of care throughout a child's 

gender exploration and hormonal treatment. Medical intervention before adulthood in transgender 

adolescents is recommended by the Endocrine Society and the Pediatric Endocrine Society for selected 

patients that have undergone an appropriate psychological assessment [1, 24]. This protocol includes 

puberty suppression with gonadotropin releasing hormone (GnRH) agonists after initiation of puberty 

(Tanner stage ≥ II for breast or testicular development), followed by cross-sex hormones around age 16 

(though most experts agree that there may be compelling reasons not to wait until age 16 years in some 

adolescents). Puberty suppression has the purpose of delaying the development of secondary sex 

characteristics while providing time for continued exploration of the adolescent’s gender identity, as 

well as allowing for gender continuity in those who have already socially transitioned. This treatment 

has been used by pediatric endocrinologists for more than 30 years for patients with precocious puberty 

and its safety and efficacy profile is well known [25-27].  

 

Fertility is likely to be will be compromised if GnRH agonists are started in early puberty (Tanner stage II-

III), and endogenous puberty is not allowed to complete. Research is underway to determine if 

prepubertal gonadal tissue can be differentiated to result in mature sperm or oocytes [28, 29].  

Cross-sex hormones (estrogen or testosterone), also known as hormone replacement therapy (HRT), 

have the purpose of inducing secondary sex characteristics that enable the individual to present in 

accordance with their affirmed gender identity. Testosterone induces amenorrhea in postmenarchal 

transmales; however it seems to be reversible as there are number of cases of unplanned pregnancy 

while on treatment, as well as planned pregnancy and uneventful child birth after interruption of 

testosterone treatment [30]. Estrogen treatment may lead to sterility, and implications for fertility as 
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well as other reproductive options need to be thoroughly discussed with the patient and legal 

guardian(s) [1]. In our experience, adolescent patients and parents prioritize treatment that will help 

affirm patients’ gender identity over attaining or preserving fertility.  

 

Long-term data from transgender patients treated as adults show that this therapy is overall safe and 

there are no data to suggest that use of estrogen or testosterone, when used at physiologic doses, leads 

to a cancer risk higher than expected for the average adult male, in the case of transmales, or the adult 

female, in the case of transfemales [30-32]. The thromboembolic risk was significant with ethinyl 

estradiol preparations [32], but is very low (<2%) with the current oral and patch 17-beta estradiol 

formulations [30, 31]. There is a theoretical concern that testosterone may worsen the cardiovascular 

profile of transmen, but this is in comparison with women; therefore, since men are known to have a 

higher cardiovascular risk by nature, this possible increased cardiovascular risk is not unexpected.  

Furthermore, this increased cardiovascular risk has not been proven, and a recent study on overall 

mortality in transgender individuals showed that transmen followed for more than 18 years of 

testosterone treatment, did not show a significant increase in mortality due to cardiovascular incidents 

[32]. Overall, the risk benefit ratio of puberty suppression and cross-sex hormones is low in contrast 

with the high rate of suicidal attempt of transgender individuals of 41% [33]. 

 

While many studies demonstrate that hormone replacement therapy and gender affirming surgery lead 

to improved gender dysphoria and quality of life in adults [6, 34-36] , a long-term follow up study 

revealed persistence of psychiatric comorbidity and death from suicide in transgender patients after 

gender affirming surgery [37].  However, the authors comment that the results should not be 

interpreted such that sex reassignment increases morbidity and mortality given that the overall 

mortality rate was only significantly increased for the group operated on before 1989; therefore, the 

results might be explained by improved health care for transgender adults during 1990s, along with 

altered societal attitudes towards gender non-conforming individuals.  Another limitation of this study is 

that this group was compared with non-transgender controls.  A more appropriate control group would 

have been transgender individuals who did not undergo gender reassignment surgery, which may have 

revealed worse outcomes without treatment. 

 

A recent long term study of 55 transgender adolescents who underwent puberty suppression and cross-

sex hormones followed by gender affirming surgery in early adulthood, showed complete resolution of 
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gender dysphoria, and psychological outcomes that were similar or better than non-transgender, age-

matched young adults.  In addition,  none of these patients regretted their decision to transition [21]. 

 

The Pediatric Endocrine Society Special Interest Group on Transgender Health supports the United 

States Department of Education and the Department of Justice  guidance on the rights of transgender 

students [38], which recommends that students use the restroom that is consistent with their gender 

identity. School support in acknowledging a young person’s true gender identity is crucial for their long-

term well-being.  When transgender children and adolescents present according to their gender identity 

but are forced to use the restroom that matches their genitalia, they are often harassed both physically 

and verbally, and in some cases are questioned or pulled out.  While some schools have provided 

accommodations to use a staff (gender neutral) restroom, this leads to segregation and other 

psychological and medical problems including being questioned by peers and school staff not aware of 

their transgender status, sanctions for being late because the allowable restroom is often not close to 

the classrooms, avoidance of using the restroom resulting in refusing to drink fluids and withholding 

urination potentially leading to urinary tract infections, as well as school avoidance.  

 

Almost universally, transgender students do not want to bring attention or expose themselves 

publically; on the contrary, they want to be accepted like any other youth. There are no reported cases 

in which allowing a transgender child to use the bathroom that matches their gender identity has led to 

inappropriate self-exposure or sexual advances. Self-exposure, voyeurism and sexual assault already 

constitute criminal offenses and policies supporting the rights of transgender individuals do not change 

that.  

 

In conclusion, transgender youth have optimal outcomes when affirmed in their gender identity, 

through support by their families and their environment, as well as appropriate mental health and 

medical care.  For this reason, the Pediatric Endocrine Society Special Interest Group on Transgender 

Health joins other academic societies involved in the care of children and adolescents in supporting 

policies that promote a safe and accepting environment for gender-nonconforming/transgender youth, 

as well as adequate mental health and medical care.  
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PES Statement Promoting Safety of Transgender Youth 
 
The Pediatric Endocrine Society (PES), the leading professional society for this specialty in the 
United States, strongly opposes the guidance issued on February 22, 2017, by the Departments 
of Justice and Education, which eliminates protection of the rights of transgender youth. 
 
As medical providers of transgender youth, we have seen the discrimination and safety 
concerns that this population faces, which may lead to mental illness and high risk of suicide. 
Transgender children and adolescents need a safe and supportive school environment in order 
to thrive like any other young person. Not allowing them to use the restroom that matches their 
gender identity is a violation of human rights and sends a message of intolerance that will 
promote further discrimination and segregation. 
 
Furthermore, it is known that verbal, physical and sexual assault have occurred when 
transgender individuals living according to their gender identity enter a restroom that does not 
match their gender identity. On the other hand, no adverse consequences have occurred when 
schools have allowed transgender students to use the restroom that is consistent with their 
gender identity.  In fact, many transgender individuals easily blend in to society as their affirmed 
gender, never having publicly disclosed their transgender status.  It would be inappropriate for 
them to enter a bathroom based on their sex assigned at birth, as individuals in the community 
in which they live often don't realize that they are transgender. 
 
As experts in the care of transgender youth, we strongly oppose the decision by the 
Departments of Justice and Education and ask that the rights and safety of transgender children 
and adolescents be protected. 
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Understanding Sexual Orientation 
and Gender Identity in Children 
and Youth 

communities can best provide support to children, 
adolescents, and their families when they have 
access to the most current information about sexual 

attraction and relationships are normal variations of 

youth. Compared to the 20th century, in the 21st

(Adelson & American Academy of Child and 
Adolescent Psychiatry (AACAP) Committee on 

if ever distressed about their current or future 
sexual orientation; more commonly, parents and 

assistance of behavioral health providers (American 

those with a heterosexual orientation, however, 
adolescents with a minority sexual orientation 

without family, community, or societal support. In 
comparison with their heterosexual counterparts, 

of substance use and abuse, suicidal ideation 

homelessness (Corliss et al., 2010; Friedman et al., 

2014; Hatzenbuehler, 2011; Institute of Medicine, 

school and community environments are associated 
with improved psychosocial outcomes for sexual 

will not persist, and they will develop a 
identity in adolescence or adulthood; a majority 

2
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promote positive development in the face of such 
stressors. Supportive family, community, school, 
and health care environments have been shown to 

minority minors and to help facilitate the best 
possible outcomes for these youth. 

Ending the Use of Conversion 
Therapy for Minors 
Given that conversion therapy is not an appropriate 

to end the practice have included policy efforts to 

individuals, particularly directed at families and 

associations to inform providers that conversion 

on appropriate interventions; and, state and federal 

conversion therapy. Future efforts may include 

and federal level, and additional activities by the 
Administration, which issued a public statement 

4
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”Sue Thau 
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Peri-Pubertal Adolescents 

identity exploration, to alleviate or avoid potential distress associated with physical maturation
and secondary sex characteristics8, and to improve future healthy adjustment. If pubertal

medical providers obtain an assessment by a licensed behavioral health provider to understand

Pubertal and Post-Pubertal Adolescents 

10.

recommended that adolescents, parents, and providers obtain an assessment by a licensed

exacerbates emotional distress.

14
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Furthermore, scientists and clinicians now 

and does not always require clinical attention 

may experience distress associated with discordance 

and discrimination (Coleman, et al., 2012). This 

in the replacement of Gender Identity Disorder 
with Gender Dysphoria in the 2013 edition of 

Disorders (American Psychiatric Association, 

diversity (American Psychiatric Association, 2013a; 

Sexual Orientation and Gender in 
Childhood 

Sexual Orientation in Childhood 

Sexual orientation, as usually conceptualized, 

from infancy, and almost universally develop sexual 

does not assess sexual orientation (Adelson & 

and no direct research on sexual orientation in 

bisexual adults about their childhood experiences 

attractions from childhood or early adolescence; 

Gender Identity and Gender Expression in 
Childhood 

nature and focuses on the treatment and intervention 
of Gender Dysphoria and, previously, Gender 
Identity Disorder12

16
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al., 2014). 

Clinical Issues in Childhood 

whether children experience distress related to their 

that children are distressed about their sexual 

to behavioral health professionals for concerns 
related to sexual orientation, such referrals are 

that some (but not all) sexual minority adults recall 

bisexual adults who were treated by behavioral 
health providers as youth experienced distress 

Gender minority children are not a monolithic 

while others are not distressed, but may be referred 
for mental health care because of parental concerns 

children are distressed by their primary sex 
characteristics or by the anticipation of future sex 
characteristics, while others are not (Coleman, 

related to children’s psychosocial adjustment. 

identity and indicators of children’s psychosocial 

relationships with parents (Adelson & AACAP 

2012) and behavioral problems (Simons, et al., 

poor peer relations explain most of the variance in 

2014). Additionally, autism spectrum disorders 

outside of clinic populations, is not fully understood 

2012).

18
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Clinical Issues in Adolescence 

others experience a variety of mental health and 
psychosocial concerns. In comparison with their 

increased rates of substance use and abuse, 
suicidal ideation and attempts, as well as increased 

and homelessness (Coleman, et al., 2012; Corliss, 
et al., 2010; Friedman, et al., 2011; Garofalo, et 

al. (2012)). 

Pubertal development can be especially 

al., 2012), which may be due to peer ostracism that 

as with children, the prevalence of autism spectrum 

2012). Adolescents with autism spectrum disorders 

cases of severe autism and not milder versions 

2012). More research is needed into appropriate 

and adolescents with developmental disabilities 
as well; behavioral health providers should not 

minorities.

Influences on Health and 
Well-Being 

minority youth are not a function of their identity. 

prejudice, discrimination, rejection, harassment, 

. Therefore, 

adolescent is evaluated by a behavioral health 
provider, it is imperative to assess the broader 
family and community systems in which the child 

20
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that portray minority sexual orientations as 

environments for youth as well; the researchers 

complex, nuanced aspects of human diversity. 

terms with difference between hopes and reality; 

research has been done in this area with sexual 
minority adolescents and almost none has been 

further, almost no research has focused on sexual 
minority youth or adults in the United States from 

School 

experience a myriad of sexual orientation and 

and assault, sexual harassment, social exclusion 
and isolation, and other interpersonal problems 

at school because of their sexual orientation and 

22 
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important areas of focus for behavioral health 

minority adolescents include internalized 
homophobia, transphobia, and clients’ minority 
identity. 

Intersecting Identities 

each confer their own unique minority identities, 

shape individual and collective identities and 

adolescents’ experiences vary by race/ethnicity 

minority youth should be aware of and responsive 

identities is needed in order to understand both 

well as the stressors youth and their families may 
experience.

Therapeutic Efforts with Sexual 
and Gender Minority Youth 

Introduction16 

children and adolescents and their families face 

health providers may receive referrals for 

or adolescent’s actual, perceived, or future sexual 

conversion therapy most often come from a parent 

of treatment17:

•
attraction do not constitute a mental disorder;

•
expressions do not constitute a mental disorder;

•
the normal spectrum of sexual orientation
and occur in the context of a variety of sexual

•
normal aspects of human diversity, and binary

•

as form stable, committed relationships and
families.

Conversion Therapy 

variations of human sexuality and are not mental 

24
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reported that these interventions are ineffective in 

sexual orientation or minority sexual identity 

et al., 2012) as well as the practice’s potential for 

been published, the potential harms of conversion 

distress of many children and adolescents with 

(2010), and Travers, et al. (2012)). 

conversion therapy efforts are based on a view 

therapeutic intervention with an 

identity, or sexual orientation, is inappropriate. 
Given the potential for harm associated with 

behavioral health interventions are recommended 
for individual or family distress associated with 

Appropriate Interventions for Distress in 
Children, Adolescents, and Families18 

to provide accurate information on the development 

expression; to increase family and school support; 
and to reduce family, community and social 

adolescents. The descriptions of interventions below 

Client-Centered Individual Approaches 

children, adolescents and their families with 

emphasize acceptance, support, assessment, and 
.

experienced by children, adolescents and their 
families.

Appropriate approaches support children and 
adolescents in identity exploration and development 

include an awareness of the interrelatedness of 
multiple identities in individual development as 

26
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Family Approaches 

role in children’s and adolescents’ adjustment and 
parents’ distress often is the cause of a referral 

parental rejection, hostility, and violence (verbal or 
physical) contributes to the mental health and safety 

and reduce rejection of children and adolescents 
is essential. Interventions that increase family 

recommended for families. School and community 
interventions are also recommended to reduce 

policies, as well as provide accurate information 
and social support to children, adolescents, and 
families.

providers should provide family members with 

minority individuals. 

of family rejection. Further, behavioral health 

families that include recommendations for support 

parents’ distress about their children’s sexual 

or misinformation that may exacerbate a child 
or adolescent’s distress (Mattison & McWhirter, 

Such therapy can include family psychoeducation 

behavioral health providers should counsel parents 

approach may be helpful: (a) provide information 

attitudes and actions that a heterosexual orientation 

the family’s capacity to provide support; and (b) 

minority issues into family discussions to increase 

consider ways in which respect and value of all 

28
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rates of suicide attempts and victimization than 

al., 2011). 

presence was also related to increased school 

Szalacha, 2003; Toomey, et al., 2011). School 
policies that increased staff support and positive 
school climate have been found to moderate 
suicidality and to positively affect sexual minority 
children’s and adolescents’ school achievement and 

Additional Appropriate Approaches with 
Gender Minority Youth 

In addition to the appropriate therapeutic 

evaluation, support in identity exploration and 
development without an 

facilitation of family and community support 

therapeutic approaches that are appropriate for

Social Transition 

expression, name, and pronouns consistent with 

has decreased dramatically, and it has become 

less controversy around social transition with 

(without social transition or medical intervention) is 
less common. Gender specialists recommended that 

adolescents socially transition at or before the time 

children, and the impact of social transition on 

dysphoria has not yet been studied (Adelson & 

the American Academy of Child and Adolescent 

transition in school environments should be 

distress, social isolation, depression, or suicide 

outline several factors that need to be considered 

for the child to socially transition in his or her 

continues.

Medical Intervention 

The appropriateness of medical interventions vary 

onset of puberty. Medical intervention has proven 

30 
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of medical intervention can lead to worse 

worsens with puberty rarely subsides afterwards, 

once appropriate mental health assessments and 
recommendations are in place (Hembree et al., 

consent for both adolescents and their parents or 

as well as an emphasis on continued exploration of 

development of secondary sexual characteristics 

time for initiation of hormone therapy is now 

hormone therapy is only partially reversible. 

an adolescent has been carefully assessed for 

consent of the adolescent and his or her parents 

of hormone therapy on future fertility and options 

characteristics and the response from people in 
different aspects of the adolescent’s life. 

adolescents desire and will eventually pursue 

with adolescents may need to obtain and provide 

Future Directions for Research 
Areas of opportunity for future research, as well 
as the validity and quality of extant research are 
discussed in several sections of this report and were 

adolescents. Several potential areas for future 

32
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how to successfully collaborate with parents and 

youth. This could also include the development 

research across the country, and the inclusion of 

mental health surveys. 

conversion therapy is not an appropriate therapeutic 

to end the practice. The Administration has issued a 

conversion therapy for minors, :

 (Jarrett, 

34 
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“
Sue Thau ”
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youth and their families.20

Dissemination of information, 
training and education for 
behavioral health providers 
The major health associations have issued policy 

the , the American
Medical Association, the American Academy of 
Pediatrics, the American Academy of Child and 
Adolescent Psychiatry, the 
Association, ,
American Psychoanalytic Association, and the 

others. Other Association publications include 

In addition, some professional associations, 

Adolescent Psychiatrists, American Psychiatric 

Association, have published reports and 

therapeutic efforts for this population. These 
documents provide important resources for 
providers on the types of interventions that are 

21

Professional mental health, medical, and social 

that includes appropriate interventions for this 
population. For example, The American Association 

As part of this publication, the 
association indicates that “doctors should be able to 

Professional health and mental health associations 
also have ethical codes (American Psychiatric 

stress aspirational principles and standards for practice 

identity of clients may be inconsistent with 
the aspirational principles of behavioral health 

violate the principle of “

to mental health. Additionally, conversion therapy 
may be inconsistent with professional standards that 

and standards of professional competence, in its use 

which imply that variations in sexual orientation and 

attitudes, practitioners of conversion therapy could 
potentially violate principles that dictate respect for 

38 
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•
accurate information about sexual orientation

and adolescents, and they need to understand

and protective role of family acceptance in

•

understood by providers, educators and others
who provide services and support for their

held values shape reactions and responses to

•

and communication patterns that contribute to 

•

their culture or their morals and values.

behavior or identity that is at odds with their

increases connectedness. In addition, parents

that other family members treat their child with

when others hurt, mistreat or discriminate

because of who they are. These behaviors also

compassion.

42
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mistreated, in addition to experiences with 

help minimize mental health issues for 

to create a positive school climate, which can 

and harassment. 
•

often be one of the few trusted adults with

in a position to discuss their sexual orientation

because their family has already made it clear
that such conversations are not welcome, or
because of fears of family rejection if they

health professionals can equip themselves with

prepared to serve as one of the primary adults

issues.
•

is essential; students should not be outed to
their parents or to their peers, and professionals
should not assume that the name, pronouns, or
manner of dress that a student uses in school
is the same at home; often times, school may

in which context. Safety and support should be
of paramount concern.

•

distress, such requests occur within the

context of a system that already frequently 

is disproportionately disciplined in schools, 

percent of the juvenile justice population, and 

are 

• One of the most important steps that families

have inclusive and supportive policies for

discrimination. Proactive adoption of inclusive

already occurred.
Resources: 

Centers for Disease Control, Division of Adolescent 
and School Health (DASH): 

/

Initiative:

www.nasponline. 

PFLAG : 

44 
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Pediatric Care Considerations for 
LGBTQ Children and Adolescents 

issues that have arisen because their child is, or is 

family pediatrician and may feel more comfortable 

to a behavioral health professional. They may 
rely also on them for referrals to other appropriate 
professionals. Consequently, it is important for 
pediatricians to understand appropriate therapeutic 

and their families. 

In 2014, the Association of American Medical 

that physicians should be able to demonstrate in 
their practices (Association of American Medical 

Academy of Child and Adolescent Psychiatry 

of Care, 7th

involvement in the consent process is crucial 
for physical interventions that are prescribed by 
health professionals who are not behavioral health 

be drawn from these resources as they apply to 
pediatricians and family practice physicians when 

present in clinical practice. 

to family and parent questions about the 
healthiness or normality of their child’s or 
adolescent’s behavior or identity is inherently 

identity itself. This information is readily 
available (several resources are listed below), 

way a pediatrician can support the healthy 

youth. 

 Steps to do so can

youths’ preferred name and pronoun (and when

community providers to whom they can refer
youth and families to when appropriate.

should be aware of the various types of

46 
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“
heart into more pieces than I 

in restored my belief in love. To 
have her arms to fall into meant 

road to stablility, comfort, and 
joy. That perhaps I should build 

someone to help me do so and 
enjoy it with me.

—Malachi”

Affirmative Care for Gender 
Minority Youth 

adolescents results in better outcomes for youth. 
This positive development has resulted in a 

for adolescents. 

It is important to ensure that supportive behavioral 

approach which aims to facilitate in children and 
adolescents the time and space they need to develop 

sense for them, whenever they are ready. 

In this approach, children and adolescents are 

within the context of supportive therapy. This 

and sexual orientation at whatever point they are 

approach would allow the child to continue 

adolescent uninterested in medical interventions, 

the variety of ways to live in their individualized 

48 
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• Due to the complexity that exists for most

wherein each provider’s input is valued and
perceived as equally critical to the care of the
individual patients served.

Resources 

/

www. 

http://community. 

Gender Spectrum: 

References 

,

“
would sit with me every day 

after school and listen as I told 
him how confused I was over 

my sexuality. He was one of the 

conversion therapy. He told me 
that I had to listen to my heart 

and follow it, and not to try and 

was the only person in my life 

”—Mathew

50 
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Appendix A: Glossary of Terms  
Cisgender

Conversion therapy

and sexual behaviors. 

Gender dysphoria

Gender expression

clothes, as well as hairstyle, colors, etc. 

Gender identity: 
internal, so it is not necessarily visible to others. Gender identity is also very personal, so some people may 
not identify as male or female while others may identify as both male and female. 

Gender nonconforming, gender diverse
culture, or society expects them to behave, dress, and act. 

Intersex:

Questioning:

Sex assigned at birth: 

Sexual orientation: A person’s emotional, sexual, and/or relational attraction to others. Sexual orientation 

to others to meet basic human needs for love, attachment, and intimacy (Institute of Medicine, 2011). Thus, 

sexual orientation either publicly or privately. Sexual orientation, sexual orientation identity, and sexual 

Transgender

Transition: 
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Endnotes  
1.

sexual orientation, and is particularly common when youth are the population of focus, as here.

2. Conversion therapy consists of any efforts to change an individual’s sexual orientation, gender identity, or gender expression 
through behavioral health or medical interventions. Any effort with an a priori goal of a gender expression that aligns with ste-
reotypical norms, cisgender identity, and/or heterosexual orientation, identity, and sexual behaviors. For a full glossary of terms, 
see Appendix A. 

3.

4.

5. Efforts to change an individual’s sexual orientation, gender identity, or gender expression through behavioral health or medical 
interventions. Any effort with an a priori goal of a gender expression that aligns with stereotypical norms, cisgender identity, 
and/or heterosexual orientation, identity, and sexual behaviors. For a full glossary of terms, see Appendix A. 

sexual orientation, particularly common when youth are the population of focus.

7.

8. Secondary sex characteristics refer to sexually dimorphic phenotypic traits that develop due to increased sex hormones in pu

10.

11. It should be noted that what behaviors, activities, and appearances are considered feminine or masculine, as well as the expect

individuals within American Indian communities.
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WMA STATEMENT ON TRANSGENDER
PEOPLE

Adopted by the 66 WMA General Assembly, Moscow, Russia, October
2015

PREAMBLE

In most cultures, an individual’s sex is assigned at birth according to 
primary physical sex characteristics. Individuals are expected to 
identify with their assigned sex (gender identity) and behave 
according to specific cultural norms strongly associated with this 
(gender expression). Gender identity and gender expression make 
up the concept of “gender” itself.

There are individuals who experience different manifestations of
gender that do not conform to those typically associated with their 
sex assigned at birth. The term “transgender” refers to people who 
experience gender incongruence, which is defined as a marked 
mismatch between one’s gender and the sex assigned at birth.

While conceding that this is a complex ethical issue, the WMA would
like to acknowledge the crucial role played by physicians in advising 
and consulting with transgender people and their families about 
desired treatments. The WMA intends this statement to serve as a 
guideline for patient-physician relations and to foster better training 
to enable physicians to increase their knowledge and sensitivity 
toward transgender people and the unique health issues they face.

th
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Although being transgender does not in itself imply any mental
impairment, transgender people may require counseling to help 
them understand their gender and to address the complex social 
and relational issues that are affected by it. The Diagnostic and 
Statistical Manual of Mental Disorders of the American Psychiatric 
Association (DSM-5) uses the term “gender dysphoria” to classify 
people who experience clinically significant distress resulting from 
gender incongruence.

Evidence suggests that treatment with sex hormones or surgical
interventions can be beneficial to people with pronounced and long-
lasting gender dysphoria who seek gender transition. However, 
transgender people are often denied access to appropriate and 
affordable transgender healthcare (e.g. sex hormones, surgeries, 
mental healthcare) due to, among other things, the policies of 
health insurers and national social security benefit schemes, or to a 
lack of relevant clinical and cultural competence among healthcare 
providers. Transgender persons may be more likely to forego 
healthcare due to fear of discrimination.

Transgender people are often professionally and socially
disadvantaged, and experience direct and indirect discrimination, as 
well as physical violence. In addition to being denied equal civil 
rights, anti-discrimination legislation, which protects other minority 
groups, may not extend to transgender people. Experiencing 
disadvantage and discrimination may have a negative impact upon 
physical and mental health.

RECOMMENDATIONS

1. The WMA emphasises that everyone has the right to 
determine one’s own gender and recognises the diversity of 
possibilities in this respect. The WMA calls for physicians to 
uphold each individual’s right to self-identification with regards 
to gender.

2. The WMA asserts that gender incongruence is not in itself a 
mental disorder; however it can lead to discomfort or distress, 
which is referred to as gender dysphoria (DSM-5).
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4. The WMA urges that every effort be made to make 
individualised, multi-professional, interdisciplinary and 
affordable transgender healthcare (including speech therapy, 
hormonal treatment, surgical interventions and mental 
healthcare) available to all people who experience gender 
incongruence in order to reduce or to prevent pronounced 
gender dysphoria.

5. The WMA explicitly rejects any form of coercive treatment or 
forced behaviour modification. Transgender healthcare aims 
to enable transgender people to have the best possible quality 
of life. National Medical Associations should take action to 
identify and combat barriers to care.

6. The WMA calls for the provision of appropriate expert training 
for physicians at all stages of their career to enable them to 
recognise and avoid discriminatory practises, and to provide 
appropriate and sensitive transgender healthcare.

7. The WMA condemns all forms of discrimination, stigmatisation 
and violence against transgender people and calls for 
appropriate legal measures to protect their equal civil rights. 
As role models, individual physicians should use their medical 
knowledge to combat prejudice in this respect.

8. The WMA reaffirms its position that no person, regardless of 
gender, ethnicity, socio-economic status, medical condition or 
disability, should be subjected to forced or coerced permanent 
sterilisation (WMA Statement on Forced and Coerced 
Sterilisation). This also includes sterilisation as a condition for 
rectifying the recorded sex on official documents following 
gender reassignment.

9. The WMA recommends that national governments maintain 
continued interest in the healthcare rights of transgender 
people by conducting health services research at the national 
level and using these results in the development of health and 
medical policies. The objective should be a responsive 
healthcare system that works with each transgender person to 
identify the best treatment options for that individual.

Page 3 of 3WMA Statement on Transgender People – WMA – The World Medical Association

11/28/2017https://www.wma.net/policies-post/wma-statement-on-transgender-people/
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21 December 2016 

Position Statement on Medical Necessity of Treatment, Sex Reassignment, and 

Insurance Coverage in the U.S.A. 

The World Professional Association for Transgender Health (WPATH) is an international, 

interdisciplinary, professional association devoted to the understanding and treatment of 

individuals with Gender Dysphoria (GD). Founded in 1979, and currently with over 1500 

medical, mental health, social scientist, and legal professional members, all of whom are 

engaged in clinical practice and/or research that affects the lives of transgender and 

transsexual people, WPATH is the oldest professional association in the world that 

continuously has been concerned with this clinical specialty.   

Gender Dysphoria (GD), often associated with transsexualism, is a condition recognized 

in the Diagnostic and Statistical Manual of Mental Disorders, (DSM-5, 2013), published 

by the American Psychiatric Association. Previous nomenclature for gender dysphoria 

includes transsexualism and gender identity disorder (GID), conditions which are also 

recognized in the International Statistical Classification of Diseases and Related Health 

Problems, Tenth Revision, published by the World Health Organization, of which the 

United States is a member. Nomenclature is subject to changes, and new terminology and 

classifications may be arrived at by various medical organizations or administrative 

bodies, but these events shall not in themselves change the meaning or intent of this 

WPATH statement. 

The criteria currently listed for GD are descriptive of many people who experience 

dissonance between their sex as assigned at birth and their gender identity. Gender 

identity is common to all human beings, is developed in early childhood, and is thought 

to be firmly established in most people—transgender or not—by age 4,  though for some 1

transgender individuals, gender identity may remain somewhat fluid for many years,2

while for others, conditions specific to individual lives may constrain a person from 

acknowledging or even recognizing any gender dysphoria they may experience until they 

 American Academy of Pediatrics, 1999.1

 Fraser L and De Cuypere G, 2016.2
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are well into adulthood. The various The DSM-5 descriptive criteria for gender dysphoria 

were developed to aid in diagnosis and treatment to alleviate the clinically significant 

distress and impairment that is frequently, though not universally, associated with 

transsexual and transgender conditions. 

The WPATH Standards of Care for the Health of Transsexual, Transgender, and Gender-

Nonconforming People (SOC) were first issued in 1979, and articulate the “professional 

consensus about the psychiatric, psychological, medical and surgical management of 

GD.” Periodically revised to reflect evolution in evidence-based clinical practice and 

scientific research, the Standards also unequivocally reflect this Association’s conclusion 

that treatment is medically necessary. The most recent version of the SOC (Version 7) 

was published in 2012.  WPATH recommends that medical and mental health providers 3

and administrators check www.wpath.org regularly to ensure they are working with the 

most up-to-date revision of the SOC. 

MEDICAL NECESSITY is a term common to health care coverage and insurance 

policies in the United States. A common definition of medical necessity as used by 

insurers is: 

“[H]ealth care services that a Physician, exercising prudent clinical judgment, 

would provide to a patient for the purpose of preventing, evaluating, diagnosing 

or treating an illness, injury, disease or its symptoms, and that are: (a) in 

accordance with generally accepted standards of medical practice; (b) clinically 

appropriate, in terms of type, frequency, extent, site and duration, and considered 

effective for the patient’s illness, injury, or disease; and (c) not primarily for the 

convenience of the patient, physician, or other health care provider, and not more 

costly than an alternative service or sequence of services at least as likely to 

produce equivalent therapeutic or diagnostic results as to the diagnosis or 

treatment of that patient’s illness, injury or disease. 

“Generally accepted standards of medical practice means standards that are based 

on credible scientific evidence published in peer-reviewed medical literature 

generally recognized by the relevant medical community, Physician Specialty 

Society recommendations and the views of Physicians practicing in relevant 

clinical areas and any other relevant factors.”  4

The current Board of Directors of the WPATH herewith expresses its considered opinion 

based on clinical and peer reviewed evidence that gender affirming/confirming treatments 

and surgical procedures, properly indicated and performed as provided by the Standards 

of Care, have proven to be beneficial and effective in the treatment of individuals with 

transsexualism or gender dysphoria. Gender affirming/confirming surgery, also known as 

sex reassignment surgery, plays an undisputed role in contributing toward favorable 

outcomes. Treatment includes legal name and sex or gender change on identity 

 Coleman E, Bockting W, Botzer M, et al. 2012.3

 Definition from Blue Cross Blue Shield Settlement (Section 7.16(a)) available at 4

www.hmosettlements.com
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documents, as well as medically necessary hormone treatment, counseling, 

psychotherapy, and other medical procedures required to effectively treat an individual’s 

gender dysphoria. Neither genital appearance nor reconstruction is required for social 

gender recognition, and so no surgery should be a prerequisite for identity document or 

record changes; changes to documentation so that identity documents reflect the 

individual’s current lived expression and experience are crucial aids to social functioning, 

and can be a necessary component of the social transition and/or pre-surgical process. 

Delay of document changes may have a deleterious impact on a patient’s social 

integration and personal safety. 

In addition to hormonal balancing, medically necessary gender affirming/confirming 

surgical procedures are described in section XI of the SOC. These procedures include 

complete hysterectomy, bilateral mastectomy, chest reconstruction or augmentation as 

appropriate to each patient, including nipple resizing or placement of breast prostheses, as 

necessary; genital reconstruction by various techniques which must be appropriate to 

each patient, including, for example, skin flap hair removal, scrotoplasty, and penile and 

testicular prostheses, as necessary; facial hair removal, certain facial plastic 

reconstruction, voice therapy and/or surgery, and gender affirming counseling or 

psychotherapeutic treatment, as appropriate to the patient.  

   

“Non-genital surgical procedures are routinely performed… notably, 

subcutaneous mastectomy in female-to-male transsexuals, and facial feminization 

surgery, and/or breast augmentation in male-to-female transsexuals. These 

surgical interventions are often of greater practical significance in the patient’s 

daily life than reconstruction of the genitals.”    5

It is important to understand that every patient will not have a medical need for identical 

procedures. Clinically appropriate treatments must be determined on an individualized 

and contextual basis, in consultation with the patient’s medical providers.  

The medical procedures attendant to gender affirming/confirming surgeries are not 

“cosmetic” or “elective” or “for the mere convenience of the patient.” These 

reconstructive procedures are not optional in any meaningful sense, but are understood to 

be medically necessary for the treatment of the diagnosed condition.  In some cases, such 6

surgery is the only effective treatment for the condition, and for some people genital 

surgery is essential and life-saving.   

  

These medical procedures and treatment protocols are not experimental: Decades of both 

clinical experience and medical research show they are essential to achieving well-being 

for the transsexual patient. For example, a recent study of female-to-male transsexuals 

 Monstrey S, De Cuypere G, Ettner R (eds). (2007).5

 Victoria L. Davidson v. Aetna Insurance. (1979). Judicial finding that “…the treatment and surgery…is 6

of a medical nature and is feasible and required for the health and well-being of the patient.”
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found significantly improved quality of life following cross-gender hormonal therapy.  7

Moreover, those who had also undergone chest reconstruction had significantly higher 

scores for general health, social functioning, as well as mental health.  8

“[Hormone therapy and surgical] SRS [sex reassignment surgery] is an effective 

treatment for transsexualism and the only treatment that has been evaluated 

empirically with large clinical case series.”    9

Available routinely in the United States and in many other countries, these treatments are 

cost effective rather than cost prohibitive. In the United States, numerous large employers 

(e.g., City and County of San Francisco, University of California, Emory University, 

University of Michigan, IBM, Johnson & Johnson, Bank of America, Apple, and 

hundreds more ) have negotiated contracts with their insurance carriers to enable 10

medically necessary treatment for transsexualism and/or GD to be provided to covered 

individuals. As more carriers realize the validity and effectiveness of treatment (Aetna, 

Cigna, United Healthcare, and many others now have medical guidelines for transgender 

care), coverage is being offered, often at very low or no additional premium cost.  More 11

than 15 states currently have regulations in place prohibiting insurance carriers from 

offering policies that contain exclusions restricting transgender people from accessing 

needed healthcare.  Further, in a decision rendered 30 May 2014, the US Department of 12

Health and Human Services Departmental Appeals Board found that “transsexual 

surgery” should not be considered experimental or dangerous as it has been proven to be 

an effective treatment for gender dysphoria when properly diagnosed and administered, 

lifting a longstanding Medicare program ban on this treatment.  More recently, in June, 13

2016, the Department of Defense lifted its ban on transgender military service, and will 

offer medically necessary hormone and surgical therapies for transgender active duty and 

reserve servicemen and women.  14

 Keo-Meier C L, et al. (2014).  7

 Newfield E, et al. (2006). 8

 Gijs L & Brewaeys A. (2007). 9

 See the latest Corporate Equality Index, maintained by the Human Rights Campaign Workplace Project 10

at www hrc.org for the list of companies that have scored 100% in current and past years (since 2002).

 Herman JL. (2013).11

 See http://www.transequality.org/blog/pennsylvania-makes-17-states-dc-banning-trans-health-exclusions-12

hawaii-likely-next-0 for further information.

 www.hhs.gov/dab/decisions/dabdecisions/dab2576.pdf; last accessed 11-03-2016.  13

  Department of Defense Instruction (DoDI) 1300.28, “In-Service Transition for Transgender Service 14

Members,” June 30, 2016, and Directive-Type Memorandum (DTM) 16-005, “Military Service of 
Transgender Service Members,” June 30, 2016.
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“Professionals who provide services to patients with gender conditions understand 

the necessity of SRS, and concur that it is reconstructive, and as such should be 

reimbursed, as would any other medically necessary treatment.”   15

Professional associations that have issued statements in support of the WPATH Standards 

of Care include the American Medical Association, the Endocrine Society, the American 

Psychiatric Association, the American Psychological Association, the American Academy 

of Family Physicians, the National Commission of Correctional Health Care, the 

American Public Health Association, the National Association of Social Workers, the 

American College of Obstetrics and Gynecology, the American Society of Plastic 

Surgeons, and the World Health Organization. 

The WPATH Board of Directors urges health insurance carriers and healthcare providers 

in the United States to eliminate transgender or transsexual exclusions from their policy 

documents and medical guidelines, and to provide coverage for transgender patients; also 

to include in their policy documents and medical guidelines the medically prescribed sex 

reassignment or gender affirming/confirming services necessary for subscribers’ 

treatment and well-being; and to ensure that ongoing healthcare, both routine and 

specialized, is readily accessible and affordable to all their subscribers on an equal basis. 

 Monstrey S, De Cuypere G, Ettner R (eds). (2007).15
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This position statement constitutes the professional and clinical opinions of the signers 

below, comprising all members of the WPATH Board of Directors and Executive Officers 

as of this date, 21 December 2016. 

Gail Knudson, M.D. (Canada) President 
Vin Tangpricha, M.D., Ph.D. (USA) President Elect 
Jamison Green, Ph.D., M.F.A. (USA) Past President 
Walter Pierre Bouman, M.D. (UK) Treasurer 
Randi Ettner, Ph.D. (USA) Secretary 
Tamara Adrian, J.D. (Venezuela) 
Luke Allen M.A. (USA) Student Representative 
Griet DeCuypere, M.D., Ph.D. (Belgium) EPATH Representative 
Tone Maria Hansen (Norway) 
Dan Karasic, M.D. (USA) 
Baudewijntje Kreukels, Ph.D. (Netherlands) 
Katherine Rachlin, Ph.D. (USA) 
Loren Schechter, M.D. (USA) 
Sam Winter, Ph.D. (Australia) 
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I 
Purpose and Use of the Standards of Care

The World Professional Association for Transgender Health (WPATH)1 is an international, 

multidisciplinary, professional association whose mission is to promote evidence-based care, 

education, research, advocacy, public policy, and respect for transgender health. The vision of 

WPATH is to bring together diverse professionals dedicated to developing best practices and 

supportive policies worldwide that promote health, research, education, respect, dignity, and 

equality for transsexual, transgender, and gender nonconforming people in all cultural settings.

One of the main functions of WPATH is to promote the highest standards of health care for 

individuals through the articulation of Standards of Care (SOC) for the Health of Transsexual, 

Transgender, and Gender Nonconforming People. The SOC are based on the best available science 

and expert professional consensus.2 Most of the research and experience in this field comes from 

a North American and Western European perspective; thus, adaptations of the SOC to other parts 

of the world are necessary. Suggestions for ways of thinking about cultural relativity and cultural 

competence are included in this version of the SOC.

The overall goal of the SOC is to provide clinical guidance for health professionals to assist 

transsexual, transgender, and gender nonconforming people with safe and effective pathways to 

achieving lasting personal comfort with their gendered selves, in order to maximize their overall 

health, psychological well-being, and self-fulfillment. This assistance may include primary care, 

gynecologic and urologic care, reproductive options, voice and communication therapy, mental 

health services (e.g., assessment, counseling, psychotherapy), and hormonal and surgical 

treatments. While this is primarily a document for health professionals, the SOC may also be 

used by individuals, their families, and social institutions to understand how they can assist with 

promoting optimal health for members of this diverse population. 

WPATH recognizes that health is dependent upon not only good clinical care but also social and 

political climates that provide and ensure social tolerance, equality, and the full rights of citizenship. 

Health is promoted through public policies and legal reforms that promote tolerance and equity 

1 Formerly the Harry Benjamin International Gender Dysphoria Association

2 Standards of Care (SOC), Version 7 represents a significant departure from previous versions. Changes in this version are based 

upon significant cultural shifts, advances in clinical knowledge, and appreciation of the many health care issues that can arise for 

transsexual, transgender, and gender nonconforming people beyond hormone therapy and surgery (Coleman, 2009a, b, c, d).
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for gender and sexual diversity and that eliminate prejudice, discrimination, and stigma. WPATH is 

committed to advocacy for these changes in public policies and legal reforms. 

The Standards of Care Are Flexible Clinical Guidelines 

The SOC are intended to be flexible in order to meet the diverse health care needs of transsexual, 

transgender, and gender nonconforming people. While flexible, they offer standards for promoting 

optimal health care and guiding the treatment of people experiencing gender dysphoria – broadly 

defined as discomfort or distress that is caused by a discrepancy between a person’s gender 

identity and that person’s sex assigned at birth (and the associated gender role and/or primary and 

secondary sex characteristics) (Fisk, 1974; Knudson, De Cuypere, & Bockting, 2010b).  

As for all previous versions of the SOC, the criteria put forth in this document for hormone therapy 

and surgical treatments for gender dysphoria are clinical guidelines; individual health professionals 

and programs may modify them. Clinical departures from the SOC may come about because of a 

patient’s unique anatomic, social, or psychological situation; an experienced health professional’s 

evolving method of handling a common situation; a research protocol; lack of resources in various 

parts of the world; or the need for specific harm reduction strategies. These departures should 

be recognized as such, explained to the patient, and documented through informed consent for 

quality patient care and legal protection. This documentation is also valuable for the accumulation 

of new data, which can be retrospectively examined to allow for health care – and the SOC – to 

evolve. 

The SOC articulate standards of care but also acknowledge the role of making informed choices 

and the value of harm reduction approaches. In addition, this version of the SOC recognizes and 

validates various expressions of gender that may not necessitate psychological, hormonal, or surgical 

treatments. Some patients who present for care will have made significant self-directed progress 

towards gender role changes, transition, or other resolutions regarding their gender identity or 

gender dysphoria. Other patients will require more intensive services. Health professionals can use 

the SOC to help patients consider the full range of health services open to them, in accordance with 

their clinical needs and goals for gender expression. 
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II  
Global Applicability of the Standards of Care

While the SOC are intended for worldwide use, WPATH acknowledges that much of the recorded 

clinical experience and knowledge in this area of health care is derived from North American 

and Western European sources. From place to place, both across and within nations, there are 

differences in all of the following: social attitudes towards transsexual, transgender, and gender 

nonconforming people; constructions of gender roles and identities; language used to describe 

different gender identities; epidemiology of gender dysphoria; access to and cost of treatment; 

therapies offered; number and type of professionals who provide care; and legal and policy issues 

related to this area of health care (Winter, 2009). 

It is impossible for the SOC to reflect all of these differences. In applying these standards to other 

cultural contexts, health professionals must be sensitive to these differences and adapt the SOC 

according to local realities. For example, in a number of cultures, gender nonconforming people 

are found in such numbers and living in such ways as to make them highly socially visible (Peletz, 

2006). In settings such as these, it is common for people to initiate a change in their gender 

expression and physical characteristics while in their teens, or even earlier. Many grow up and live 

in a social, cultural, and even linguistic context quite unlike that of Western cultures. Yet almost 

all experience prejudice (Peletz, 2006; Winter, 2009). In many cultures, social stigma towards 

gender nonconformity is widespread and gender roles are highly prescriptive (Winter et al., 2009). 

Gender nonconforming people in these settings are forced to be hidden, and therefore may lack 

opportunities for adequate health care (Winter, 2009).

The SOC are not intended to limit efforts to provide the best available care to all individuals. 

Health professionals throughout the world – even in areas with limited resources and training 

opportunities – can apply the many core principles that undergird the SOC. These principles 

include the following: Exhibit respect for patients with nonconforming gender identities (do not 

pathologize differences in gender identity or expression); provide care (or refer to knowledgeable 

colleagues) that affirms patients’ gender identities and reduces the distress of gender dysphoria, 

when present; become knowledgeable about the health care needs of transsexual, transgender, and 

gender nonconforming people, including the benefits and risks of treatment options for gender 

dysphoria; match the treatment approach to the specific needs of patients, particularly their goals 

for gender expression and need for relief from gender dysphoria; facilitate access to appropriate 

care; seek patients’ informed consent before providing treatment; offer continuity of care; and be 

prepared to support and advocate for patients within their families and communities (schools, 

workplaces, and other settings). 
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Terminology is culturally and time-dependent and is rapidly evolving. It is important to use 

respectful language in different places and times, and among different people. As the SOC are 

translated into other languages, great care must be taken to ensure that the meanings of terms 

are accurately translated. Terminology in English may not be easily translated into other languages, 

and vice versa. Some languages do not have equivalent words to describe the various terms within 

this document; hence, translators should be cognizant of the underlying goals of treatment and 

articulate culturally applicable guidance for reaching those goals. 

III 
The Difference Between Gender 
Nonconformity and Gender Dysphoria

Being Transsexual, Transgender, or Gender Nonconforming 
Is a Matter of Diversity, Not Pathology 

WPATH released a statement in May 2010 urging the de-psychopathologization of gender 

nonconformity worldwide (WPATH Board of Directors, 2010). This statement noted that “the 

expression of gender characteristics, including identities, that are not stereotypically associated 

with one’s assigned sex at birth is a common and culturally-diverse human phenomenon [that] 

should not be judged as inherently pathological or negative.”

Unfortunately, there is stigma attached to gender nonconformity in many societies around the 

world. Such stigma can lead to prejudice and discrimination, resulting in “minority stress” (I. H. 

Meyer, 2003). Minority stress is unique (additive to general stressors experienced by all people), 

socially based, and chronic, and may make transsexual, transgender, and gender nonconforming 

individuals more vulnerable to developing mental health concerns such as anxiety and depression 

(Institute of Medicine, 2011). In addition to prejudice and discrimination in society at large, stigma 

can contribute to abuse and neglect in one’s relationships with peers and family members, which 

in turn can lead to psychological distress. However, these symptoms are socially induced and are 

not inherent to being transsexual, transgender, or gender nonconforming. 
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Gender Nonconformity Is Not the Same as Gender Dysphoria 

Gender nonconformity refers to the extent to which a person’s gender identity, role, or expression 

differs from the cultural norms prescribed for people of a particular sex (Institute of Medicine, 

2011). Gender dysphoria refers to discomfort or distress that is caused by a discrepancy between 

a person’s gender identity and that person’s sex assigned at birth (and the associated gender role 

and/or primary and secondary sex characteristics) (Fisk, 1974; Knudson, De Cuypere, & Bockting, 

2010b). Only some gender nonconforming people experience gender dysphoria at some point in 

their lives.

Treatment is available to assist people with such distress to explore their gender identity and find a 

gender role that is comfortable for them (Bockting & Goldberg, 2006). Treatment is individualized: 

What helps one person alleviate gender dysphoria might be very different from what helps 

another person. This process may or may not involve a change in gender expression or body 

modifications. Medical treatment options include, for example, feminization or masculinization 

of the body through hormone therapy and/or surgery, which are effective in alleviating gender 

dysphoria and are medically necessary for many people. Gender identities and expressions are 

diverse, and hormones and surgery are just two of many options available to assist people with 

achieving comfort with self and identity. 

Gender dysphoria can in large part be alleviated through treatment (Murad et al., 2010). Hence, 

while transsexual, transgender, and gender nonconforming people may experience gender 

dysphoria at some point in their lives, many individuals who receive treatment will find a gender 

role and expression that is comfortable for them, even if these differ from those associated with 

their sex assigned at birth, or from prevailing gender norms and expectations. 

Diagnoses Related to Gender Dysphoria

Some people experience gender dysphoria at such a level that the distress meets criteria for a 

formal diagnosis that might be classified as a mental disorder. Such a diagnosis is not a license for 

stigmatization or for the deprivation of civil and human rights. Existing classification systems such 

as the Diagnostic Statistical Manual of Mental Disorders (DSM) (American Psychiatric Association, 

2000) and the International Classification of Diseases (ICD) (World Health Organization, 2007) 

define hundreds of mental disorders that vary in onset, duration, pathogenesis, functional disability, 

and treatability. All of these systems attempt to classify clusters of symptoms and conditions, not 

the individuals themselves. A disorder is a description of something with which a person might 

struggle, not a description of the person or the person’s identity. 
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Thus, transsexual, transgender, and gender nonconforming individuals are not inherently 

disordered. Rather, the distress of gender dysphoria, when present, is the concern that might be 

diagnosable and for which various treatment options are available. The existence of a diagnosis for 

such dysphoria often facilitates access to health care and can guide further research into effective 

treatments.

Research is leading to new diagnostic nomenclatures, and terms are changing in both the DSM 

(Cohen-Kettenis & Pfäfflin, 2010; Knudson, De Cuypere, & Bockting, 2010b; Meyer-Bahlburg, 2010; 

Zucker, 2010) and the ICD. For this reason, familiar terms are employed in the SOC and definitions 

are provided for terms that may be emerging. Health professionals should refer to the most current 

diagnostic criteria and appropriate codes to apply in their practice areas.

IV  
Epidemiologic Considerations

Formal epidemiologic studies on the incidence3 and prevalence4 of transsexualism specifically or 

transgender and gender nonconforming identities in general have not been conducted, and efforts 

to achieve realistic estimates are fraught with enormous difficulties (Institute of Medicine, 2011; 

Zucker & Lawrence, 2009). Even if epidemiologic studies established that a similar proportion of 

transsexual, transgender, or gender nonconforming people existed all over the world, it is likely that 

cultural differences from one country to another would alter both the behavioral expressions of 

different gender identities and the extent to which gender dysphoria – distinct from one’s gender 

identity – is actually occurring in a population. While in most countries, crossing normative gender 

boundaries generates moral censure rather than compassion, there are examples in certain cultures 

of gender nonconforming behaviors (e.g., in spiritual leaders) that are less stigmatized and even 

revered (Besnier, 1994; Bolin, 1988; Chiñas, 1995; Coleman, Colgan, & Gooren, 1992; Costa & 

Matzner, 2007; Jackson & Sullivan, 1999; Nanda, 1998; Taywaditep, Coleman, & Dumronggittigule, 

1997). 

For various reasons, researchers who have studied incidence and prevalence have tended to focus 

on the most easily counted subgroup of gender nonconforming individuals: transsexual individuals 

who experience gender dysphoria and who present for gender-transition-related care at specialist 

gender clinics (Zucker & Lawrence, 2009). Most studies have been conducted in European 

3 incidence—the number of new cases arising in a given period (e.g., a year)

4 prevalence—the number of individuals having a condition, divided by the number of people in the general population
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countries such as Sweden (Wålinder, 1968, 1971), the United Kingdom (Hoenig & Kenna, 1974), 

the Netherlands (Bakker, Van Kesteren, Gooren, & Bezemer, 1993; Eklund, Gooren, & Bezemer, 

1988; van Kesteren, Gooren, & Megens, 1996), Germany (Weitze & Osburg, 1996), and Belgium 

(De Cuypere et al., 2007). One was conducted in Singapore (Tsoi, 1988). 

De Cuypere and colleagues (2007) reviewed such studies, as well as conducted their own. Together, 

those studies span 39 years. Leaving aside two outlier findings from Pauly in 1968 and Tsoi in 1988, 

ten studies involving eight countries remain. The prevalence figures reported in these ten studies 

range from 1:11,900 to 1:45,000 for male-to-female individuals (MtF) and 1:30,400 to 1:200,000 

for female-to-male (FtM) individuals. Some scholars have suggested that the prevalence is much 

higher, depending on the methodology used in the research (for example, Olyslager & Conway, 

2007). 

Direct comparisons across studies are impossible, as each differed in their data collection methods 

and in their criteria for documenting a person as transsexual (e.g., whether or not a person had 

undergone genital reconstruction, versus had initiated hormone therapy, versus had come to the 

clinic seeking medically-supervised transition services). The trend appears to be towards higher 

prevalence rates in the more recent studies, possibly indicating increasing numbers of people 

seeking clinical care. Support for this interpretation comes from research by Reed and colleagues 

(2009), who reported a doubling of the numbers of people accessing care at gender clinics in the 

United Kingdom every five or six years. Similarly, Zucker and colleagues (2008) reported a four- to 

five-fold increase in child and adolescent referrals to their Toronto, Canada clinic over a 30-year 

period.

The numbers yielded by studies such as these can be considered minimum estimates at best. The 

published figures are mostly derived from clinics where patients met criteria for severe gender 

dysphoria and had access to health care at those clinics. These estimates do not take into account 

that treatments offered in a particular clinic setting might not be perceived as affordable, useful, or 

acceptable by all self-identified gender dysphoric individuals in a given area. By counting only those 

people who present at clinics for a specific type of treatment, an unspecified number of gender 

dysphoric individuals are overlooked. 

Other clinical observations (not yet firmly supported by systematic study) support the likelihood of a 

higher prevalence of gender dysphoria: (i) Previously unrecognized gender dysphoria is occasionally 

diagnosed when patients are seen with anxiety, depression, conduct disorder, substance abuse, 

dissociative identity disorders, borderline personality disorder, sexual disorders, and disorders of 

sex development (Cole, O’Boyle, Emory, & Meyer III, 1997). (ii) Some crossdressers, drag queens/

kings or female/male impersonators, and gay and lesbian individuals may be experiencing gender 

dysphoria (Bullough & Bullough, 1993). (iii)  The intensity of some people’s gender dysphoria 

fluctuates below and above a clinical threshold (Docter, 1988). (iv) Gender nonconformity among 

FtM individuals tends to be relatively invisible in many cultures, particularly to Western health 
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professionals and researchers who have conducted most of the studies on which the current 

estimates of prevalence and incidence are based (Winter, 2009).

Overall, the existing data should be considered a starting point, and health care would benefit from 

more rigorous epidemiologic study in different locations worldwide.

V 
Overview of Therapeutic Approaches for 
Gender Dysphoria

Advancements in the Knowledge and 
Treatment of Gender Dysphoria 

In the second half of the 20th century, awareness of the phenomenon of gender dysphoria increased 

when health professionals began to provide assistance to alleviate gender dysphoria by supporting 

changes in primary and secondary sex characteristics through hormone therapy and surgery, along 

with a change in gender role. Although Harry Benjamin already acknowledged a spectrum of 

gender nonconformity (Benjamin, 1966), the initial clinical approach largely focused on identifying 

who was an appropriate candidate for sex reassignment to facilitate a physical change from male 

to female or female to male as completely as possible (e.g., Green & Fleming, 1990; Hastings, 

1974). This approach was extensively evaluated and proved to be highly effective. Satisfaction 

rates across studies ranged from 87% of MtF patients to 97% of FtM patients (Green & Fleming, 

1990), and regrets were extremely rare (1-1.5% of MtF patients and <1% of FtM patients; Pfäfflin, 

1993). Indeed, hormone therapy and surgery have been found to be medically necessary to alleviate 

gender dysphoria in many people (American Medical Association, 2008; Anton, 2009; The World 

Professional Association for Transgender Health, 2008).

As the field matured, health professionals recognized that while many individuals need both 

hormone therapy and surgery to alleviate their gender dysphoria, others need only one of these 

treatment options and some need neither (Bockting & Goldberg, 2006; Bockting, 2008; Lev, 2004). 

Often with the help of psychotherapy, some individuals integrate their trans- or cross-gender 

feelings into the gender role they were assigned at birth and do not feel the need to feminize or 

masculinize their body. For others, changes in gender role and expression are sufficient to alleviate 
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gender dysphoria. Some patients may need hormones, a possible change in gender role, but not 

surgery; others may need a change in gender role along with surgery, but not hormones. In other 

words, treatment for gender dysphoria has become more individualized. 

As a generation of transsexual, transgender, and gender nonconforming individuals has come of 

age – many of whom have benefitted from different therapeutic approaches – they have become 

more visible as a community and demonstrated considerable diversity in their gender identities, 

roles, and expressions. Some individuals describe themselves not as gender nonconforming 

but as unambiguously cross-sexed (i.e., as a member of the other sex; Bockting, 2008). Other 

individuals affirm their unique gender identity and no longer consider themselves either male or 

female (Bornstein, 1994; Kimberly, 1997; Stone, 1991; Warren, 1993). Instead, they may describe 

their gender identity in specific terms such as transgender, bigender, or genderqueer, affirming their 

unique experience that may transcend a male/female binary understanding of gender (Bockting, 

2008; Ekins & King, 2006; Nestle, Wilchins, & Howell, 2002). They may not experience their process 

of identity affirmation as a “transition,” because they never fully embraced the gender role they were 

assigned at birth or because they actualize their gender identity, role, and expression in a way that 

does not involve a change from one gender role to another. For example, some youth identifying as 

genderqueer have always experienced their gender identity and role as such (genderqueer). Greater 

public visibility and awareness of gender diversity (Feinberg, 1996) has further expanded options 

for people with gender dysphoria to actualize an identity and find a gender role and expression that 

is comfortable for them.

Health professionals can assist gender dysphoric individuals with affirming their gender identity, 

exploring different options for expression of that identity, and making decisions about medical 

treatment options for alleviating gender dysphoria.

Options for Psychological and Medical 
Treatment of Gender Dysphoria 

For individuals seeking care for gender dysphoria, a variety of therapeutic options can be considered. 

The number and type of interventions applied and the order in which these take place may differ 

from person to person (e.g., Bockting, Knudson, & Goldberg, 2006; Bolin, 1994; Rachlin, 1999; 

Rachlin, Green, & Lombardi, 2008; Rachlin, Hansbury, & Pardo, 2010). Treatments options include 

the following:

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);

Hormone therapy to feminize or masculinize the body;
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Surgery to change primary and/or secondary sex characteristics (e.g., breasts/chest, external 

and/or internal genitalia, facial features, body contouring);

Psychotherapy (individual, couple, family, or group) for purposes such as exploring gender 

identity, role, and expression; addressing the negative impact of gender dysphoria and stigma 

on mental health; alleviating internalized transphobia; enhancing social and peer support; 

improving body image; or promoting resilience. 

Options for Social Support and Changes in Gender Expression

In addition (or as an alternative) to the psychological and medical treatment options described 

above, other options can be considered to help 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;

Voice and communication therapy to help individuals develop verbal and non-verbal commu-

nication skills that facilitate comfort with their gender identity; 

Hair removal through electrolysis, laser treatment, or waxing;

Breast binding or padding, genital tucking or penile prostheses, padding of hips or buttocks;

Changes in name and gender marker on identity documents.

VI  
Assessment and Treatment of Children and 
Adolescents with Gender Dysphoria 

There are a number of differences in the phenomenology, developmental course, and treatment 

approaches for gender dysphoria in children, adolescents, and adults. In children and adolescents, 

a rapid and dramatic developmental process (physical, psychological, and sexual) is involved and 
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there is greater fluidity and variability in outcomes, particular in prepubertal children. Accordingly, 

this section of the SOC offers specific clinical guidelines for the assessment and treatment of 

gender dysphoric children and adolescents.

Differences between Children and 
Adolescents with Gender Dysphoria

An important difference between gender dysphoric children and adolescents is in the proportion for 

whom dysphoria persists into adulthood. Gender dysphoria during childhood does not inevitably 

continue into adulthood.5 Rather, in follow-up studies of prepubertal children (mainly boys) who 

were referred to clinics for assessment of gender dysphoria, the dysphoria persisted into adulthood 

for only 6-23% of children (Cohen-Kettenis, 2001; Zucker & Bradley, 1995). Boys in these studies 

were more likely to identify as gay in adulthood than as transgender (Green, 1987; Money & Russo, 

1979; Zucker & Bradley, 1995; Zuger, 1984). Newer studies, also including girls, showed a 12-

27% persistence rate of gender dysphoria into adulthood (Drummond, Bradley, Peterson-Badali, & 

Zucker, 2008; Wallien & Cohen-Kettenis, 2008). 

In contrast, the persistence of gender dysphoria into adulthood appears to be much higher for 

adolescents. No formal prospective studies exist. However, in a follow-up study of 70 adolescents 

who were diagnosed with gender dysphoria and given puberty suppressing hormones, all continued 

with the actual sex reassignment, beginning with feminizing/masculinizing hormone therapy (de 

Vries, Steensma, Doreleijers, & Cohen-Kettenis, 2010). 

Another difference between gender dysphoric children and adolescents is in the sex ratios for each 

age group. In clinically referred, gender dysphoric children under age 12, the male/female ratio 

ranges from 6:1 to 3:1 (Zucker, 2004). In clinically referred, gender dysphoric adolescents older 

than age 12, the male/female ratio is close to 1:1 (Cohen-Kettenis & Pfäfflin, 2003). 

As discussed in section IV and by Zucker and Lawrence (2009), formal epidemiologic studies on 

gender dysphoria – in children, adolescents, and adults – are lacking. Additional research is needed 

to refine estimates of its prevalence and persistence in different populations worldwide. 

5 Gender nonconforming behaviors in children may continue into adulthood, but such behaviors are not 
necessarily indicative of gender dysphoria and a need for treatment. As described in section III, gender 
dysphoria is not synonymous with diversity in gender expression.
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Phenomenology in Children

Children as young as age two may show features that could indicate gender dysphoria. They may 

express a wish to be of the other sex and be unhappy about their physical sex characteristics and 

functions. In addition, they may prefer clothes, toys, and games that are commonly associated 

with the other sex and prefer playing with other-sex peers. There appears to be heterogeneity in 

these features: Some children demonstrate extremely gender nonconforming behavior and wishes, 

accompanied by persistent and severe discomfort with their primary sex characteristics. In other 

children, these characteristics are less intense or only partially present (Cohen-Kettenis et al., 2006; 

Knudson, De Cuypere, & Bockting, 2010a). 

It is relatively common for gender dysphoric children to have co-existing internalizing disorders such 

as anxiety and depression (Cohen-Kettenis, Owen, Kaijser, Bradley, & Zucker, 2003; Wallien, Swaab, 

& Cohen-Kettenis, 2007; Zucker, Owen, Bradley, & Ameeriar, 2002). The prevalence of autistic 

spectrum disorders seems to be higher in clinically referred, gender dysphoric children than in the 

general population (de Vries, Noens, Cohen-Kettenis, van Berckelaer-Onnes, & Doreleijers, 2010). 

Phenomenology in Adolescents

In most children, gender dysphoria will disappear before or early in puberty. However, in some 

children these feelings will intensify and body aversion will develop or increase as they become 

adolescents and their secondary sex characteristics develop (Cohen-Kettenis, 2001; Cohen-Kettenis 

& Pfäfflin, 2003; Drummond et al., 2008; Wallien & Cohen-Kettenis, 2008; Zucker & Bradley, 1995). 

Data from one study suggest that more extreme gender nonconformity in childhood is associated 

with persistence of gender dysphoria into late adolescence and early adulthood (Wallien & Cohen-

Kettenis, 2008). Yet many adolescents and adults presenting with gender dysphoria do not report 

a history of childhood gender nonconforming behaviors (Docter, 1988; Landén, Wålinder, & 

Lundström, 1998). Therefore, it may come as a surprise to others (parents, other family members, 

friends, and community members) when a youth’s gender dysphoria first becomes evident in 

adolescence. 

Adolescents who experience their primary and/or secondary sex characteristics and their sex 

assigned at birth as inconsistent with their gender identity may be intensely distressed about it. 

Many, but not all, gender dysphoric adolescents have a strong wish for hormones and surgery. 

Increasing numbers of adolescents have already started living in their desired gender role upon 

entering high school (Cohen-Kettenis & Pfäfflin, 2003). 
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Among adolescents who are referred to gender identity clinics, the number considered eligible for 

early medical treatment – starting with GnRH analogues to suppress puberty in the first Tanner 

stages – differs among countries and centers. Not all clinics offer puberty suppression. If such 

treatment is offered, the pubertal stage at which adolescents are allowed to start varies from Tanner 

stage 2 to stage 4 (Delemarre-van de Waal & Cohen-Kettenis, 2006; Zucker et al., in press). The 

percentages of treated adolescents are likely influenced by the organization of health care, insurance 

aspects, cultural differences, opinions of health professionals, and diagnostic procedures offered 

in different settings.

Inexperienced clinicians may mistake indications of gender dysphoria for delusions. 

Phenomenologically, there is a qualitative difference between the presentation of gender dysphoria 

and the presentation of delusions or other psychotic symptoms. The vast majority of children and 

adolescents with gender dysphoria are not suffering from underlying severe psychiatric illness such 

as psychotic disorders (Steensma, Biemond, de Boer, & Cohen-Kettenis, published online ahead 

of print January 7, 2011). 

It is more common for adolescents with gender dysphoria to have co-existing internalizing 

disorders such as anxiety and depression, and/or externalizing disorders such as oppositional 

defiant disorder (de Vries et al., 2010). As in children, there seems to be a higher prevalence of 

autistic spectrum disorders in clinically referred, gender dysphoric adolescents than in the general 

adolescent population (de Vries et al., 2010).

Competency of Mental Health Professionals Working 
with Children or Adolescents with Gender Dysphoria 

The following are recommended minimum credentials for mental health professionals who assess, 

refer, and offer therapy to children and adolescents presenting with gender dysphoria: 

1. Meet the competency requirements for mental health professionals working with adults, as 

outlined in section VII;

2. Trained in childhood and adolescent developmental psychopathology;

3. Competent in diagnosing and treating the ordinary problems of children and adolescents. 
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Roles of Mental Health Professionals Working with 
Children and Adolescents with Gender Dysphoria 

The roles of mental health professionals working with gender dysphoric children and adolescents 

may include the following:

1. Directly assess gender dysphoria in children and adolescents (see general guidelines for as-

sessment, below).

2. Provide family counseling and supportive psychotherapy to assist children and adolescents 

with exploring their gender identity, alleviating distress related to their gender dysphoria, and 

ameliorating any other psychosocial difficulties.

3. Assess and treat any co-existing mental health concerns of children or adolescents (or refer to 

another mental health professional for treatment). Such concerns should be addressed as part 

of the overall treatment plan.

4. Refer adolescents for additional physical interventions (such as puberty suppressing hor-

mones) to alleviate gender dysphoria. The referral should include documentation of an as-

sessment of gender dysphoria and mental health, the adolescent’s eligibility for physical inter-

ventions (outlined below), the mental health professional’s relevant expertise, and any other 

information pertinent to the youth’s health and referral for specific treatments. 

5. Educate and advocate on behalf of gender dysphoric children, adolescents, and their families 

in their community (e.g., day care centers, schools, camps, other organizations). This is par-

ticularly important in light of evidence that children and adolescents who do not conform to 

socially prescribed gender norms may experience harassment in school (Grossman, D’Augelli, 

& Salter, 2006; Grossman, D’Augelli, Howell, & Hubbard, 2006; Sausa, 2005), putting them at 

risk for social isolation, depression, and other negative sequelae (Nuttbrock et al., 2010).

6. Provide children, youth, and their families with information and referral for peer support, such 

as support groups for parents of gender nonconforming and transgender children (Gold & 

MacNish, 2011; Pleak, 1999; Rosenberg, 2002).

Assessment and psychosocial interventions for children and adolescents are often provided 

within a multi-disciplinary gender identity specialty service. If such a multidisciplinary service is 

not available, a mental health professional should provide consultation and liaison arrangements 

with a pediatric endocrinologist for the purpose of assessment, education, and involvement in any 

decisions about physical interventions.
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Psychological Assessment of Children and Adolescents

When assessing children and adolescents who present with gender dysphoria, mental health 

professionals should broadly conform to the following guidelines:

1. Mental health professionals should not dismiss or express a negative attitude towards noncon-

forming gender identities or indications of gender dysphoria. Rather, they should acknowledge 

the presenting concerns of children, adolescents, and their families; offer a thorough assess-

ment for gender dysphoria and any co-existing mental health concerns; and educate clients 

and their families about therapeutic options, if needed. Acceptance and removal of secrecy can 

bring considerable relief to gender dysphoric children/adolescents and their families.

2. Assessment of gender dysphoria and mental health should explore the nature and characteris-

tics of a child’s or adolescent’s gender identity. A psychodiagnostic and psychiatric assessment 

– covering the areas of emotional functioning, peer and other social relationships, and intel-

lectual functioning/school achievement – should be performed. Assessment should include 

an evaluation of the strengths and weaknesses of family functioning. Emotional and behavioral 

problems are relatively common, and unresolved issues in a child’s or youth’s environment 

may be present (de Vries, Doreleijers, Steensma, & Cohen-Kettenis, 2011; Di Ceglie & Thüm-

mel, 2006; Wallien et al., 2007).

3. For adolescents, the assessment phase should also be used to inform youth and their families 

about the possibilities and limitations of different treatments. This is necessary for informed 

consent, but also important for assessment. The way that adolescents respond to information 

about the reality of sex reassignment can be diagnostically informative. Correct information 

may alter a youth’s desire for certain treatment, if the desire was based on unrealistic expecta-

tions of its possibilities. 

Psychological and Social Interventions 
for Children and Adolescents

When supporting and treating children and adolescents with gender dysphoria, health professionals 

should broadly conform to the following guidelines:

1. Mental health professionals should help families to have an accepting and nurturing response 

to the concerns of their gender dysphoric child or adolescent. Families play an important role in 

the psychological health and well-being of youth (Brill & Pepper, 2008; Lev, 2004). This also ap-

plies to peers and mentors from the community, who can be another source of social support. 
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2. Psychotherapy should focus on reducing a child’s or adolescent’s distress related to the gender 

dysphoria and on ameliorating any other psychosocial difficulties. For youth pursuing sex reas-

signment, psychotherapy may focus on supporting them before, during, and after reassign-

ment. Formal evaluations of different psychotherapeutic approaches for this situation have not 

been published, but several counseling methods have been described (Cohen-Kettenis, 2006; 

de Vries, Cohen-Kettenis, & Delemarre-van de Waal, 2006; Di Ceglie & Thümmel, 2006; Hill, 

Menvielle, Sica, & Johnson, 2010; Malpas, in press; Menvielle & Tuerk, 2002; Rosenberg, 2002; 

Vanderburgh, 2009; Zucker, 2006).

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 (Gelder & 

Marks, 1969; Greenson, 1964), particularly in the long term (Cohen-Kettenis & Kuiper, 1984; Pauly, 

1965). Such treatment is no longer considered ethical. 

1. Families should be supported in managing uncertainty and anxiety about their child’s or ado-

lescent’s psychosexual outcomes and in helping youth to develop a positive self-concept.

2. Mental health professionals should not impose a binary view of gender. They should give 

ample room for clients to explore different options for gender expression. Hormonal or surgi-

cal interventions are appropriate for some adolescents, but not for others.

3. Clients and their families should be supported in making difficult decisions regarding the ex-

tent to which clients 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. For 

example, a client might attend school while undergoing social transition only partly (e.g., by 

wearing clothing and having a hairstyle that reflects gender identity) or completely (e.g., by also 

using a name and pronouns congruent with gender identity). Difficult issues include whether 

and when to inform other people of the client’s situation, and how others in their lives should 

respond.

4. Health professionals should support clients and their families as educators and advocates in 

their interactions with community members and authorities such as teachers, school boards, 

and courts. 

5. Mental health professionals should strive to maintain a therapeutic relationship with gender 

nonconforming children/adolescents and their families throughout any subsequent social 

changes or physical interventions. This ensures that decisions about gender expression and 

the treatment of gender dysphoria are thoughtfully and recurrently considered. The same rea-

soning applies if a child or adolescent has already socially changed gender role prior to being 

seen by a mental health professional. 
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Social Transition in Early Childhood

Some children state that they want to make a social transition to a different gender role long before 

puberty. For some children, this may reflect an expression of their gender identity. For others, this 

could be motivated by other forces. Families vary in the extent to which they allow their young 

children to make a social transition to another gender role. Social transitions in early childhood 

do occur within some families with early success. This is a controversial issue, and divergent 

views are held by health professionals. The current evidence base is insufficient to predict the 

long-term outcomes of completing a gender role transition during early childhood. Outcomes 

research with children who completed early social transitions would greatly inform future clinical 

recommendations. 

Mental health professionals can help families to make decisions regarding the timing and process 

of any gender role changes for their young children. They should provide information and help 

parents to weigh the potential benefits and challenges of particular choices. Relevant in this 

respect are the previously described relatively low persistence rates of childhood gender dysphoria 

(Drummond et al., 2008; Wallien & Cohen-Kettenis, 2008). A change back to the original gender 

role can be highly distressing and even result in postponement of this second social transition 

on the child’s part (Steensma & Cohen-Kettenis, 2011). For reasons such as these, parents may 

want to present this role change as an exploration of living in another gender role, rather than an 

irreversible situation. Mental health professionals can assist parents in identifying potential in-

between solutions or compromises (e.g., only when on vacation). It is also important that parents 

explicitly let the child know that there is a way back. 

Regardless of a family’s decisions regarding transition (timing, extent), professionals should 

counsel and support them as they work through the options and implications. If parents do not 

allow their young child to make a gender role transition, they may need counseling to assist them 

with meeting their child’s needs in a sensitive and nurturing way, ensuring that the child has 

ample possibilities to explore gender feelings and behavior in a safe environment. If parents do 

allow their young child to make a gender role transition, they may need counseling to facilitate a 

positive experience for their child. For example, they may need support in using correct pronouns, 

maintaining a safe and supportive environment for their transitioning child (e.g., in school, peer 

group settings), and communicating with other people in their child’s life. In either case, as a child 

nears puberty, further assessment may be needed as options for physical interventions become 

relevant.
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Physical Interventions for Adolescents 

Before any physical interventions are considered for adolescents, extensive exploration of 

psychological, family, and social issues should be undertaken, as outlined above. The duration of 

this exploration may vary considerably depending on the complexity of the situation. 

Physical interventions should be addressed in the context of adolescent development. Some identity 

beliefs in adolescents may become firmly held and strongly expressed, giving a false impression 

of irreversibility. An adolescent’s shift towards gender conformity can occur primarily to please the 

parents and may not persist or reflect a permanent change in gender dysphoria (Hembree et al., 

2009; Steensma et al., published online ahead of print January 7, 2011). 

Physical interventions for adolescents fall into three categories or stages (Hembree et al., 2009):

1. Fully reversible interventions. These involve the use of GnRH analogues to suppress estrogen 

or testosterone production and consequently delay the physical changes of puberty. Alterna-

tive treatment options include progestins (most commonly medroxyprogesterone) or other 

medications (such as spironolactone) that decrease the effects of androgens secreted by the 

testicles of adolescents who are not receiving GnRH analogues. Continuous oral contracep-

tives (or depot medroxyprogesterone) may be used to suppress menses.

2. Partially reversible interventions. These include hormone therapy to masculinize or feminize the 

body. Some hormone-induced changes may need reconstructive surgery to reverse the effect 

(e.g., gynaecomastia caused by estrogens), while other changes are not reversible (e.g., deep-

ening of the voice caused by testosterone).

3. Irreversible interventions. These are surgical procedures.

A staged process is recommended to keep options open through the first two stages. Moving from 

one stage to another should not occur until there has been adequate time for adolescents and their 

parents to assimilate fully the effects of earlier interventions. 

Fully Reversible Interventions

Adolescents may be eligible for puberty suppressing hormones as soon as pubertal changes have 

begun. In order for adolescents and their parents to make an informed decision about pubertal 

delay, it is recommended that adolescents experience the onset of puberty to at least Tanner 

Stage 2. Some children may arrive at this stage at very young ages (e.g., 9 years of age). Studies 
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evaluating this approach only included children who were at least 12 years of age (Cohen-Kettenis, 

Schagen, Steensma, de Vries, & Delemarre-van de Waal, 2011; de Vries, Steensma et al., 2010; 

Delemarre-van de Waal, van Weissenbruch, & Cohen Kettenis, 2004; Delemarre-van de Waal & 

Cohen-Kettenis, 2006). 

Two goals justify intervention with puberty suppressing hormones: (i) their use gives adolescents 

more time to explore their gender nonconformity and other developmental issues; and (ii) their 

use may facilitate transition by preventing the development of sex characteristics that are difficult 

or impossible to reverse if adolescents continue on to pursue sex reassignment. 

Puberty suppression may continue for a few years, at which time a decision is made to either 

discontinue all hormone therapy or transition to a feminizing/masculinizing hormone regimen. 

Pubertal suppression does not inevitably lead to social transition or to sex reassignment. 

Criteria for puberty suppressing hormones

In order for adolescents to receive puberty suppressing hormones, the following minimum criteria 

must be met:

1. The adolescent has demonstrated a long-lasting and intense pattern of gender nonconformity 

or gender dysphoria (whether suppressed or expressed);

2. Gender dysphoria emerged or worsened with the onset of puberty; 

3. Any co-existing psychological, medical, or social problems that could interfere with treatment 

(e.g., that may compromise treatment adherence) have been addressed, such that the adoles-

cent’s situation and functioning are stable enough to start treatment;

4. The adolescent has given informed consent and, particularly when the adolescent has not 

reached the age of medical consent, the parents or other caretakers or guardians have con-

sented to the treatment and are involved in supporting the adolescent throughout the treat-

ment process. 

Regimens, monitoring, and risks for puberty suppression

For puberty suppression, adolescents with male genitalia should be treated with GnRH analogues, 

which stop luteinizing hormone secretion and therefore testosterone secretion. Alternatively, 

they may be treated with progestins (such as medroxyprogesterone) or with other medications 

that block testosterone secretion and/or neutralize testosterone action. Adolescents with female 

genitalia should be treated with GnRH analogues, which stop the production of estrogens and 
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progesterone. Alternatively, they may be treated with progestins (such as medroxyprogesterone). 

Continuous oral contraceptives (or depot medroxyprogesterone) may be used to suppress menses. 

In both groups of adolescents, use of GnRH analogues is the preferred treatment (Hembree et al., 

2009), but their high cost is prohibitive for some patients 

During pubertal suppression, an adolescent’s physical development should be carefully monitored 

– preferably by a pediatric endocrinologist – so that any necessary interventions can occur (e.g., to 

establish an adequate gender appropriate height, to improve iatrogenic low bone marrow density) 

(Hembree et al., 2009). 

Early use of puberty suppressing hormones may avert negative social and emotional consequences 

of gender dysphoria more effectively than their later use would. Intervention in early adolescence 

should be managed with pediatric endocrinological advice, when available. Adolescents with male 

genitalia who start GnRH analogues early in puberty should be informed that this could result in 

insufficient penile tissue for penile inversion vaginoplasty techniques (alternative techniques, such 

as the use of a skin graft or colon tissue, are available).

Neither puberty suppression nor allowing puberty to occur is a neutral act. On the one hand, 

functioning in later life can be compromised by the development of irreversible secondary sex 

characteristics during puberty and by years spent experiencing intense gender dysphoria. On the 

other hand, there are concerns about negative physical side effects of GnRH analog use (e.g., on 

bone development and height). Although the very first results of this approach (as assessed for 

adolescents followed over 10 years) are promising (Cohen-Kettenis et al., 2011; Delemarre-van 

de Waal & Cohen-Kettenis, 2006), the long-term effects can only be determined when the earliest 

treated patients reach the appropriate age. 

Partially Reversible Interventions

Adolescents may be eligible to begin feminizing/masculinizing hormone therapy, preferably with 

parental consent. In many countries, 16-year-olds are legal adults for medical decision-making 

and do not require parental consent. Ideally, treatment decisions should be made among the 

adolescent, the family, and the treatment team. 

Regimens for hormone therapy in gender dysphoric adolescents differ substantially from those 

used in adults (Hembree et al., 2009). The hormone regimens for youth are adapted to account for 

the somatic, emotional, and mental development that occurs throughout adolescence (Hembree 

et al., 2009).  
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Irreversible Interventions

Genital surgery should not be carried out until (i) patients reach the legal age of majority in a given 

country, and (ii) patients have lived continuously for at least 12 months in the gender role that is 

congruent with their gender identity. The age threshold should be seen as a minimum criterion and 

not an indication in and of itself for active intervention. 

Chest surgery in FtM patients could be carried out earlier, preferably after ample time of living in 

the desired gender role and after one year of testosterone treatment. The intent of this suggested 

sequence is to give adolescents sufficient opportunity to experience and socially adjust in a more 

masculine gender role, before undergoing irreversible surgery. However, different approaches may 

be more suitable, depending on an adolescent’s specific clinical situation and goals for gender 

identity expression.

Risks of Withholding Medical Treatment for Adolescents 

Refusing timely medical interventions for adolescents might prolong gender dysphoria and contribute 

to an appearance that could provoke abuse and stigmatization. As the level of gender-related abuse 

is strongly associated with the degree of psychiatric distress during adolescence (Nuttbrock et al., 

2010), withholding puberty suppression and subsequent feminizing or masculinizing hormone 

therapy is not a neutral option for adolescents. 

VII  
Mental Health 

Transsexual, transgender, and gender nonconforming people might seek the assistance of a mental 

health professional for any number of reasons. Regardless of a person’s reason for seeking care, 

mental health professionals should have familiarity with gender nonconformity, act with appropriate 

cultural competence, and exhibit sensitivity in providing care. 

This section of the SOC focuses on the role of mental health professionals in the care of adults 

seeking help for gender dysphoria and related concerns. Professionals working with gender 

dysphoric children, adolescents, and their families should consult section VI.
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Competency of Mental Health Professionals Working 
with Adults Who Present with Gender Dysphoria

The training of mental health professionals competent to work with gender dysphoric adults 

rests upon basic general clinical competence in the assessment, diagnosis, and treatment of 

mental health concerns. Clinical training may occur within any discipline that prepares mental 

health professionals for clinical practice, such as psychology, psychiatry, social work, mental 

health counseling, marriage and family therapy, nursing, or family medicine with specific training 

in behavioral health and counseling. The following are recommended minimum credentials for 

mental health professionals who work with adults presenting with gender dysphoria:

1. A master’s degree or its equivalent in a clinical behavioral science field. This degree or a more 

advanced one should be granted by an institution accredited by the appropriate national or re-

gional accrediting board. The mental health professional should have documented credentials 

from a relevant licensing board or equivalent for that country. 

2. Competence in using the Diagnostic Statistical Manual of Mental Disorders and/or the Interna-

tional Classification of Diseases for diagnostic purposes. 

3. Ability to recognize and diagnose co-existing mental health concerns and to distinguish these 

from gender dysphoria.

4. Documented supervised training and competence in psychotherapy or counseling.

5. Knowledgeable about gender nonconforming identities and expressions, and the assessment 

and treatment of gender dysphoria.

6. Continuing education in the assessment and treatment of gender dysphoria. This may include 

attending relevant professional meetings, workshops, or seminars; obtaining supervision from 

a mental health professional with relevant experience; or participating in research related to 

gender nonconformity and gender dysphoria.

In addition to the minimum credentials above, it is recommended that mental health professionals 

develop and maintain cultural competence to facilitate their work with transsexual, transgender, 

and gender nonconforming clients. This may involve, for example, becoming knowledgeable about 

current community, advocacy, and public policy issues relevant to these clients and their families. 

Additionally, knowledge about sexuality, sexual health concerns, and the assessment and treatment 

of sexual disorders is preferred. 
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Mental health professionals who are new to the field (irrespective of their level of training and other 

experience) should work under the supervision of a mental health professional with established 

competence in the assessment and treatment of gender dysphoria.

Tasks of Mental Health Professionals Working with 
Adults Who Present with Gender Dysphoria

Mental health professionals may serve transsexual, transgender, and gender nonconforming 

individuals and their families in many ways, depending on a client’s needs. For example, mental 

health professionals may serve as a psychotherapist, counselor, or family therapist, or as a 

diagnostician/assessor, advocate, or educator. 

Mental health professionals should determine a client’s reasons for seeking professional assistance. 

For example, a client may be presenting for any combination of the following health care services: 

psychotherapeutic assistance to explore gender identity and expression or to facilitate a coming out 

process; assessment and referral for feminizing/masculinizing medical interventions; psychological 

support for family members (partners, children, extended family); or psychotherapy unrelated to 

gender concerns or other professional services.

Below are general guidelines for common tasks that mental health professionals may fulfill in 

working with adults who present with gender dysphoria.

Tasks Related to Assessment and Referral  

1.  Assess gender dysphoria

Mental health professionals assess clients’ gender dysphoria in the context of an evaluation of 

their psychosocial adjustment (Bockting et al., 2006; Lev, 2004, 2009). The evaluation includes, 

at a minimum, assessment of gender identity and gender dysphoria, history and development of 

gender dysphoric feelings, the impact of stigma attached to gender nonconformity on mental health, 

and the availability of support from family, friends, and peers (for example, in person or online 

contact with other transsexual, transgender, or gender nonconforming individuals or groups). The 

evaluation may result in no diagnosis, in a formal diagnosis related to gender dysphoria, and/or in 

other diagnoses that describe aspects of the client’s health and psychosocial adjustment. The role 
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of mental health professionals includes making reasonably sure that the gender dysphoria is not 

secondary to or better accounted for by other diagnoses. 

Mental health professionals with the competencies described above (hereafter called “a qualified 

mental health professional”) are best prepared to conduct this assessment of gender dysphoria. 

However, this task may instead be conducted by another type of health professional who has 

appropriate training in behavioral health and is competent in the assessment of gender dysphoria, 

particularly when functioning as part of a multidisciplinary specialty team that provides access to 

feminizing/masculinizing hormone therapy. This professional may be the prescribing hormone 

therapy provider or a member of that provider’s health care team.

2.  Provide information regarding options for gender identity and expression and possible 
medical interventions

An important task of mental health professionals is to educate clients regarding the diversity of 

gender identities and expressions and the various options available to alleviate gender dysphoria. 

Mental health professionals then may facilitate a process (or refer elsewhere) in which clients 

explore these various options, with the goals of finding a comfortable gender role and expression 

and becoming prepared to make a fully informed decision about available medical interventions, 

if needed. This process may include referral for individual, family, and group therapy and/or to 

community resources and avenues for peer support. The professional and the client discuss 

the implications, both short- and long-term, of any changes in gender role and use of medical 

interventions. These implications can be psychological, social, physical, sexual, occupational, 

financial, and legal (Bockting et al., 2006; Lev, 2004). 

This task is also best conducted by a qualified mental health professional, but may be conducted 

by another health professional with appropriate training in behavioral health and with sufficient 

knowledge about gender nonconforming identities and expressions and about possible medical 

interventions for gender dysphoria, particularly when functioning as part of a multidisciplinary 

specialty team that provides access to feminizing/masculinizing hormone therapy. 

3.  Assess, diagnose, and discuss treatment options for co-existing mental health concerns 

Clients presenting with gender dysphoria may struggle with a range of mental health concerns 

(Gómez-Gil, Trilla, Salamero, Godás, & Valdés, 2009; Murad et al., 2010) whether related or 

unrelated to what is often a long history of gender dysphoria and/or chronic minority stress. Possible 

concerns include anxiety, depression, self-harm, a history of abuse and neglect, compulsivity, 

substance abuse, sexual concerns, personality disorders, eating disorders, psychotic disorders, and 

autistic spectrum disorders (Bockting et al., 2006; Nuttbrock et al., 2010; Robinow, 2009). Mental 

health professionals should screen for these and other mental health concerns and incorporate 
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the identified concerns into the overall treatment plan. These concerns can be significant sources 

of distress and, if left untreated, can complicate the process of gender identity exploration and 

resolution of gender dysphoria (Bockting et al., 2006; Fraser, 2009a; Lev, 2009). Addressing these 

concerns can greatly facilitate the resolution of gender dysphoria, possible changes in gender role, 

the making of informed decisions about medical interventions, and improvements in quality of life.

Some clients may benefit from psychotropic medications to alleviate symptoms or treat co-

existing mental health concerns. Mental health professionals are expected to recognize this and 

either provide pharmacotherapy or refer to a colleague who is qualified to do so. The presence 

of co-existing mental health concerns does not necessarily preclude possible changes in gender 

role or access to feminizing/masculinizing hormones or surgery; rather, these concerns need to 

be optimally managed prior to or concurrent with treatment of gender dysphoria. In addition, 

clients should be assessed for their ability to provide educated and informed consent for medical 

treatments.

Qualified mental health professionals are specifically trained to assess, diagnose, and treat (or 

refer to treatment for) these co-existing mental health concerns. Other health professionals with 

appropriate training in behavioral health, particularly when functioning as part of a multidisciplinary 

specialty team providing access to feminizing/masculinizing hormone therapy, may also screen 

for mental health concerns and, if indicated, provide referral for comprehensive assessment and 

treatment by a qualified mental health professional.

4.  If applicable, assess eligibility, prepare, and refer for hormone therapy

The SOC provide criteria to guide decisions regarding feminizing/masculinizing hormone therapy 

(outlined in section VIII and Appendix C). Mental health professionals can help clients who are 

considering hormone therapy to be both psychologically prepared (for example, has made a fully 

informed decision with clear and realistic expectations; is ready to receive the service in line with the 

overall treatment plan; has included family and community as appropriate) and practically prepared 

(for example, has been evaluated by a physician to rule out or address medical contraindications 

to hormone use; has considered the psychosocial implications). If clients are of childbearing age, 

reproductive options (section IX) should be explored before initiating hormone therapy.

It is important for mental health professionals to recognize that decisions about hormones are first 

and foremost the client’s decisions – as are all decisions regarding healthcare. However, mental 

health professionals have a responsibility to encourage, guide, and assist clients with making fully 

informed decisions and becoming adequately prepared. To best support their clients’ decisions, 

mental health professionals need to have functioning working relationships with their clients and 

sufficient information about them. Clients should receive prompt and attentive evaluation, with the 

goal of alleviating their gender dysphoria and providing them with appropriate medical services.  
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Referral for feminizing/masculinizing hormone therapy

People may approach a specialized provider in any discipline to pursue feminizing/masculinizing 

hormone therapy. However, transgender health care is an interdisciplinary field, and coordination 

of care and referral among a client’s overall care team is recommended. 

Hormone therapy can be initiated with a referral from a qualified mental health professional. 

Alternatively, a health professional who is appropriately trained in behavioral health and competent 

in the assessment of gender dysphoria may assess eligibility, prepare, and refer the patient for 

hormone therapy, particularly in the absence of significant co-existing mental health concerns and 

when working in the context of a multidisciplinary specialty team. The referring health professional 

provides documentation – in the chart and/or referral letter – of the patient’s personal and treatment 

history, progress, and eligibility. Health professionals who recommend hormone therapy share the 

ethical and legal responsibility for that decision with the physician who provides the service. 

The recommended content of the referral letter for feminizing/masculinizing hormone therapy is 

as follows: 

1. The client’s general identifying characteristics;

2. Results of the client’s psychosocial assessment, including any diagnoses;

3. The duration of the referring health professional’s relationship with the client, including the 

type of evaluation and therapy or counseling to date; 

4. An explanation that the criteria for hormone therapy have been met, and a brief description of 

the clinical rationale for supporting the client’s request for hormone therapy;

5. A statement about the fact that informed consent has been obtained from the patient;

6. A statement that the referring health professional is available for coordination of care and wel-

comes a phone call to establish this.

For providers working within a multidisciplinary specialty team, a letter may not be necessary, 

rather, the assessment and recommendation can be documented in the patient’s chart.

5.  If applicable, assess eligibility, prepare, and refer for surgery

The SOC also provide criteria to guide decisions regarding breast/chest surgery and genital surgery 

(outlined in section XI and Appendix C). Mental health professionals can help clients who are 

considering surgery to be both psychologically prepared (for example, has made a fully informed 
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decision with clear and realistic expectations; is ready to receive the service in line with the overall 

treatment plan; has included family and community as appropriate) and practically prepared (for 

example, has made an informed choice about a surgeon to perform the procedure; has arranged 

aftercare). If clients are of childbearing age, reproductive options (section IX) should be explored 

before undergoing genital surgery. 

The SOC do not state criteria for other surgical procedures, such as feminizing or masculinizing 

facial surgery; however, mental health professionals can play an important role in helping their 

clients to make fully informed decisions about the timing and implications of such procedures in 

the context of the overall coming out or transition process.

It is important for mental health professionals to recognize that decisions about surgery are first 

and foremost a client’s decisions – as are all decisions regarding healthcare. However, mental 

health professionals have a responsibility to encourage, guide, and assist clients with making fully 

informed decisions and becoming adequately prepared. To best support their clients’ decisions, 

mental health professionals need to have functioning working relationships with their clients and 

sufficient information about them. Clients should receive prompt and attentive evaluation, with the 

goal of alleviating their gender dysphoria and providing them with appropriate medical services.  

Referral for surgery

Surgical treatments for gender dysphoria can be initiated with a referral (one or two, depending on 

the type of surgery) from a qualified mental health professional. The mental health professional 

provides documentation – in the chart and/or referral letter – of the patient’s personal and 

treatment history, progress, and eligibility. Mental health professionals who recommend surgery 

share the ethical and legal responsibility for that decision with the surgeon.

One referral from a qualified mental health professional is needed for breast/chest surgery 

(e.g., mastectomy, chest reconstruction, or augmentation mammoplasty).

Two referrals – from qualified mental health professionals who have independently assessed 

the patient – are needed for genital surgery (i.e., hysterectomy/salpingo-oophorectomy, orchi-

ectomy, genital reconstructive surgeries). If the first referral is from the patient’s psychothera-

pist, the second referral should be from a person who has only had an evaluative role with the 

patient. Two separate letters, or one letter signed by both (e.g., if practicing within the same 

clinic) may be sent. Each referral letter, however, is expected to cover the same topics in the 

areas outlined below.

The recommended content of the referral letters for surgery is as follows: 

1. The client’s general identifying characteristics;

Case 3:17-cv-00739-TJC-JBT   Document 115-25   Filed 11/29/17   Page 34 of 121 PageID 3323



28

The Standards of Care 
7TH VERSION

World Professional Association for Transgender Health

2. Results of the client’s psychosocial assessment, including any diagnoses;

3. The duration of the mental health professional’s relationship with the client, including the type 

of evaluation and therapy or counseling to date; 

4. An explanation that the criteria for surgery have been met, and a brief description of the clinical 

rationale for supporting the patient’s request for surgery;

5. A statement about the fact that informed consent has been obtained from the patient;

6. A statement that the mental health professional is available for coordination of care and wel-

comes a phone call to establish this.

For providers working within a multidisciplinary specialty team, a letter may not be necessary, 

rather, the assessment and recommendation can be documented in the patient’s chart.

Relationship of Mental Health Professionals with Hormone-Prescribing Physicians, Surgeons, 
and other Health Professionals

It is ideal for mental health professionals to perform their work and periodically discuss progress 

and obtain peer consultation from other professionals (both in mental health care and other 

health disciplines) who are competent in the assessment and treatment of gender dysphoria. The 

relationship among professionals involved in a client’s health care should remain collaborative, with 

coordination and clinical dialogue taking place as needed. Open and consistent communication 

may be necessary for consultation, referral, and management of postoperative concerns.

Tasks Related to Psychotherapy 

1.  Psychotherapy is not an absolute requirement for hormone therapy and surgery

A mental health screening and/or assessment as outlined above is needed for referral to hormonal 

and surgical treatments for gender dysphoria. In contrast, psychotherapy – although highly 

recommended – is not a requirement. 

The SOC do not recommend a minimum number of psychotherapy sessions prior to hormone 

therapy or surgery. The reasons for this are multifaceted (Lev, 2009). First, a minimum number of 

sessions tends to be construed as a hurdle, which discourages the genuine opportunity for personal 

growth. Second, mental health professionals can offer important support to clients throughout all 
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phases of exploration of gender identity, gender expression, and possible transition – not just prior 

to any possible medical interventions. Third, clients differ in their abilities to attain similar goals in 

a specified time period.

2.  Goals of psychotherapy for adults with gender concerns 

The general goal of psychotherapy is to find ways to maximize a person’s overall psychological well-

being, quality of life, and self-fulfillment. Psychotherapy is not intended to alter a person’s gender 

identity; rather, psychotherapy can help an individual to explore gender concerns and find ways 

to alleviate gender dysphoria, if present (Bockting et al., 2006; Bockting & Coleman, 2007; Fraser, 

2009a; Lev, 2004). Typically, the overarching treatment goal is to help transsexual, transgender, and 

gender nonconforming individuals achieve long-term comfort in their gender identity expression, 

with realistic chances for success in their relationships, education, and work. For additional details, 

see Fraser (Fraser, 2009c). 

Therapy may consist of individual, couple, family, or group psychotherapy, the latter being 

particularly important to foster peer support. 

3.  Psychotherapy for transsexual, transgender, and gender nonconforming clients, including 
counseling and support for changes in gender role

Finding a comfortable gender role is, first and foremost, a psychosocial process. Psychotherapy 

can be invaluable in assisting transsexual, transgender, and gender nonconforming individuals 

with all of the following: (i) clarifying and exploring gender identity and role, (ii) addressing the 

impact of stigma and minority stress on one’s mental health and human development, and 

(iii) facilitating a coming out process (Bockting & Coleman, 2007; Devor, 2004; Lev, 2004), which 

for some individuals may include changes in gender role expression and the use of feminizing/

masculinizing medical interventions. 

Mental health professionals can provide support and promote interpersonal skills and resilience 

in individuals and their families as they navigate a world that often is ill prepared to accommodate 

and respect transgender, transsexual, and gender nonconforming people. Psychotherapy can also 

aid in alleviating any co-existing mental health concerns (e.g., anxiety, depression) identified during 

screening and assessment. 

For transsexual, transgender, and gender nonconforming individuals who plan to change gender 

roles permanently and make a social gender role transition, mental health professionals can 

facilitate the development of an individualized plan with specific goals and timelines. While the 

experience of changing one’s gender role differs from person to person, the social aspects of the 

experience are usually challenging – often more so than the physical aspects. Because changing 
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gender role can have profound personal and social consequences, the decision to do so should 

include an awareness of what the familial, interpersonal, educational, vocational, economic, and 

legal challenges are likely to be, so that people can function successfully in their gender role. 

Many transsexual, transgender, and gender nonconforming people will present for care without 

ever having been related to or accepted in the gender role that is most congruent with their gender 

identity. Mental health professionals can help these clients to explore and anticipate the implications 

of changes in gender role, and to pace the process of implementing these changes. Psychotherapy 

can provide a space for clients to begin to express themselves in ways that are congruent with 

their gender identity and, for some clients, overcome fear about changes in gender expression. 

Calculated risks can be taken outside of therapy to gain experience and build confidence in the 

new role. Assistance with coming out to family and community (friends, school, workplace) can 

be provided. 

Other transsexual, transgender, and gender nonconforming individuals will present for care already 

having acquired experience (minimal, moderate, or extensive) living in a gender role that differs 

from that associated with their birth-assigned sex. Mental health professionals can help these 

clients to identify and work through potential challenges and foster optimal adjustment as they 

continue to express changes in their gender role.

4.  Family therapy or support for family members

Decisions about changes in gender role and medical interventions for gender dysphoria have 

implications for not only clients, but also their families (Emerson & Rosenfeld, 1996; Fraser, 

2009a; Lev, 2004). Mental health professionals can assist clients with making thoughtful decisions 

about communicating with family members and others about their gender identity and treatment 

decisions. Family therapy may include work with spouses or partners, as well as with children and 

other members of a client’s extended family.

Clients may also request assistance with their relationships and sexual health. For example, they 

may want to explore their sexuality and intimacy related concerns. 

Family therapy might be offered as part of the client’s individual therapy and, if clinically appropriate, 

by the same provider. Alternatively, referrals can be made to other therapists with relevant expertise 

to work with family members, or to sources of peer support (e.g., online or offline support networks 

of partners or families).
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5.  Follow-up care throughout life

Mental health professionals may work with clients and their families at many stages of their lives. 

Psychotherapy may be helpful at different times and for various issues throughout the life cycle.

6.  Etherapy, online counseling, or distance counseling 

Online or etherapy has been shown to be particularly useful for people who have difficulty accessing 

competent psychotherapeutic treatment and who may experience isolation and stigma (Derrig-

Palumbo & Zeine, 2005; Fenichel et al., 2004; Fraser, 2009b). By extrapolation, etherapy may be a 

useful modality for psychotherapy with transsexual, transgender, and gender nonconforming people. 

Etherapy offers opportunities for potentially enhanced, expanded, creative, and tailored delivery 

of services; however, as a developing modality it may also carry unexpected risk. Telemedicine 

guidelines are clear in some disciplines in some parts of the United States (Fraser, 2009b; Maheu, 

Pulier, Wilhelm, McMenamin, & Brown-Connolly, 2005) but not all; the international situation is 

even less defined (Maheu et al., 2005). Until sufficient evidence-based data on this use of etherapy 

is available, caution in its use is advised.

Mental health professionals engaging in etherapy are advised to stay current with their particular 

licensing board, professional association, and country’s regulations, as well as the most recent 

literature pertaining to this rapidly evolving medium. A more thorough description of the potential 

uses, processes, and ethical concerns related to etherapy has been published (Fraser, 2009b).

Other Tasks of the Mental Health Professional

1.  Educate and advocate on behalf of clients within their community (schools, workplaces, 
other organizations) and assist clients with making changes in identity documents 

Transsexual, transgender, and gender nonconforming people may face challenges in their 

professional, educational, and other types of settings as they actualize their gender identity and 

expression (Lev, 2004, 2009). Mental health professionals can play an important role by educating 

people in these settings regarding gender nonconformity and by advocating on behalf of their 

clients (Currah, Juang, & Minter, 2006)(Currah & Minter, 2000). This role may involve consultation 

with school counselors, teachers, and administrators, human resources staff, personnel managers 

and employers, and representatives from other organizations and institutions. In addition, health 

providers may be called upon to support changes in a client’s name and/or gender marker on 

identity documents such as passports, driver’s licenses, birth certificates, and diplomas.  
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2.  Provide information and referral for peer support 

For some transsexual, transgender, and gender nonconforming people, an experience in peer 

support groups may be more instructive regarding options for gender expression than anything 

individual psychotherapy could offer (Rachlin, 2002). Both experiences are potentially valuable, and 

all people exploring gender issues should be encouraged to participate in community activities, if 

possible. Resources for peer support and information should be made available.

Culture and its Ramifications for Assessment and Psychotherapy

Health professionals work in enormously different environments across the world. Forms of 

distress that cause people to seek professional assistance in any culture are understood and 

classified by people in terms that are products of their own cultures (Frank & Frank, 1993). Cultural 

settings also largely determine how such conditions are understood by mental health professionals. 

Cultural differences related to gender identity and expression can affect patients, mental health 

professionals, and accepted psychotherapy practice. WPATH recognizes that the SOC have grown 

out of a Western tradition and may need to be adapted depending on the cultural context.

Ethical Guidelines Related to Mental Health Care

Mental health professionals need to be certified or licensed to practice in a given country according 

to that country’s professional regulations (Fraser, 2009b; Pope & Vasquez, 2011). Professionals 

must adhere to the ethical codes of their professional licensing or certifying organizations in all of 

their work with transsexual, transgender, and gender nonconforming clients.

Treatment aimed at trying to change a person’s gender identity and lived gender expression to 

become more congruent with sex assigned at birth has been attempted in the past (Gelder & 

Marks, 1969; Greenson, 1964), yet without success, particularly in the long term (Cohen-Kettenis 

& Kuiper, 1984; Pauly, 1965). Such treatment is no longer considered ethical. 

If mental health professionals are uncomfortable with or inexperienced in working with transsexual, 

transgender, and gender nonconforming individuals and their families, they should refer clients 

to a competent provider or, at minimum, consult with an expert peer. If no local practitioners 

are available, consultation may be done via telehealth methods, assuming local requirements for 

distance consultation are met. 
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Issues of Access to Care

Qualified mental health professionals are not universally available; thus, access to quality care 

might be limited. WPATH aims to improve access and provides regular continuing education 

opportunities to train professionals from various disciplines to provide quality, transgender-specific 

health care. Providing mental health care from a distance through the use of technology may be 

one way to improve access (Fraser, 2009b).

In many places around the world, access to health care for transsexual, transgender, and gender 

nonconforming people is also limited by a lack of health insurance or other means to pay for 

needed care. WPATH urges health insurance companies and other third-party payers to cover the 

medically necessary treatment to alleviate gender dysphoria (American Medical Association, 2008; 

Anton, 2009; The World Professional Association for Transgender Health, 2008). 

When faced with a client who is unable to access services, referral to available peer support 

resources (offline and online) is recommended. Finally, harm reduction approaches might be 

indicated to assist clients with making healthy decisions to improve their lives. 

VIII  
Hormone Therapy 

Medical Necessity of Hormone Therapy

Feminizing/masculinizing hormone therapy – the administration of exogenous endocrine agents 

to induce feminizing or masculinizing changes – is a medically necessary intervention for many 

transsexual, transgender, and gender nonconforming individuals with gender dysphoria (Newfield, 

Hart, Dibble, & Kohler, 2006; Pfäfflin & Junge, 1998). Some people seek maximum feminization/ 

masculinization, while others experience relief with an androgynous presentation resulting from 

hormonal minimization of existing secondary sex characteristics (Factor & Rothblum, 2008). 

Evidence for the psychosocial outcomes of hormone therapy is summarized in Appendix D.

Hormone therapy must be individualized based on a patient’s goals, the risk/benefit ratio of 

medications, the presence of other medical conditions, and consideration of social and economic 

issues. Hormone therapy can provide significant comfort to patients who do not wish to make 

a social gender role transition or undergo surgery, or who are unable to do so (Meyer III, 2009). 
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Hormone therapy is a recommended criterion for some, but not all, surgical treatments for gender 

dysphoria (see section XI and Appendix C). 

Criteria for Hormone Therapy 

Initiation of hormone therapy may be undertaken after a psychosocial assessment has been 

conducted and informed consent has been obtained by a qualified health professional, as outlined 

in section VII of the SOC. A referral is required from the mental health professional who performed 

the assessment, unless the assessment was done by a hormone provider who is also qualified in 

this area.

The criteria for hormone therapy are as follows: 

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 Standards of Care outlined in section 

VI);

4. If significant medical or mental health concerns are present, they must be reasonably well-

controlled.

As noted in section VII of the SOC, the presence of co-existing mental health concerns does not 

necessarily preclude access to feminizing/masculinizing hormones; rather, these concerns need to 

be managed prior to or concurrent with treatment of gender dysphoria.

In selected circumstances, it can be acceptable practice to provide hormones to patients who have 

not fulfilled these criteria. Examples include facilitating the provision of monitored therapy using 

hormones of known quality as an alternative to illicit or unsupervised hormone use or to patients 

who have already established themselves in their affirmed gender and who have a history of prior 

hormone use. It is unethical to deny availability or eligibility for hormone therapy solely on the basis 

of blood seropositivity for blood-borne infections such as HIV or hepatitis B or C.

In rare cases, hormone therapy may be contraindicated due to serious individual health conditions. 

Health professionals should assist these patients with accessing non-hormonal interventions for 

gender dysphoria. A qualified mental health professional familiar with the patient is an excellent 

resource in these circumstances.
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Informed Consent

Feminizing/masculinizing hormone therapy may lead to irreversible physical changes. Thus, 

hormone therapy should be provided only to those who are legally able to provide informed 

consent. This includes people who have been declared by a court to be emancipated minors, 

incarcerated people, and cognitively impaired people who are considered competent to participate 

in their medical decisions (see also Bockting et al., 2006). Providers should document in the 

medical record that comprehensive information has been provided and understood about all 

relevant aspects of the hormone therapy, including both possible benefits and risks and the impact 

on reproductive capacity.

Relationship between the Standards of Care and Informed Consent Model Protocols

A number of community health centers in the United States have developed protocols for providing 

hormone therapy based on an approach that has become known as the Informed Consent Model 

(Callen Lorde Community Health Center, 2000, 2011; Fenway Community Health Transgender 

Health Program, 2007; Tom Waddell Health Center, 2006). These protocols are consistent with 

the guidelines presented in the WPATH Standards of Care, Version 7. The SOC are flexible clinical 

guidelines; they allow for tailoring of interventions to the needs of the individual receiving services 

and for tailoring of protocols to the approach and setting in which these services are provided 

(Ehrbar & Gorton, 2010). 

Obtaining informed consent for hormone therapy is an important task of providers to ensure 

that patients understand the psychological and physical benefits and risks of hormone therapy, as 

well as its psychosocial implications. Providers prescribing the hormones or health professionals 

recommending the hormones should have the knowledge and experience to assess gender 

dysphoria. They should inform individuals of the particular benefits, limitations, and risks of 

hormones, given the patient’s age, previous experience with hormones, and concurrent physical or 

mental health concerns. 

Screening for and addressing acute or current mental health concerns is an important part of the 

informed consent process. This may be done by a mental health professional or by an appropriately 

trained prescribing provider (see section VII of the SOC). The same provider or another appropriately 

trained member of the health care team (e.g., a nurse) can address the psychosocial implications 

of taking hormones when necessary (e.g., the impact of masculinization/feminization on how 

one is perceived and its potential impact on relationships with family, friends, and coworkers). 

If indicated, these providers will make referrals for psychotherapy and for the assessment and 

treatment of co-existing mental health concerns such as anxiety or depression. 
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The difference between the Informed Consent Model and SOC, Version 7 is that the SOC puts 

greater emphasis on the important role that mental health professionals can play in alleviating 

gender dysphoria and facilitating changes in gender role and psychosocial adjustment. This may 

include a comprehensive mental health assessment and psychotherapy, when indicated. In the 

Informed Consent Model, the focus is on obtaining informed consent as the threshold for the 

initiation of hormone therapy in a multidisciplinary, harm-reduction environment. Less emphasis is 

placed on the provision of mental health care until the patient requests it, unless significant mental 

health concerns are identified that would need to be addressed before hormone prescription.

Physical Effects of Hormone Therapy

Feminizing/masculinizing hormone therapy will induce physical changes that are more congruent 

with a patient’s gender identity.

In FtM patients, the following physical changes are expected to occur: deepened voice, 

clitoral enlargement (variable), growth in facial and body hair, cessation of menses, atrophy 

of breast tissue, increased libido, and decreased percentage of body fat compared to muscle 

mass.

In MtF patients, the following physical changes are expected to occur: breast growth (vari-

able), decreased libido and erections, decreased testicular size, and increased percentage of 

body fact compared to muscle mass.

Most physical changes, whether feminizing or masculinizing, occur over the course of two years. 

The amount of physical change and the exact timeline of effects can be highly variable. Tables 1a 

and 1b outline the approximate time course of these physical changes.
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TABLE 1A:  EFFECTS AND EXPECTED TIME COURSE OF MASCULINIZING HORMONES A

Effect Expected OnsetB Expected Maximum EffectB

Skin oiliness/acne 1-6 months 1-2 years

Facial/body hair growth 3-6 months 3-5 years

Scalp hair loss >12 monthsC variable

Increased muscle mass/strength 6-12 months 2-5 yearsD

Body fat redistribution 3-6 months 2-5 years

Cessation of menses 2-6 months n/a

Clitoral enlargement 3-6 months 1-2 years

Vaginal atrophy 3-6 months 1-2 years

Deepened voice 3-12 months 1-2 years

 A Adapted with permission from Hembree et al.(2009). Copyright 2009, The Endocrine Society.

 B Estimates represent published and unpublished clinical observations.

 C Highly dependent on age and inheritance; may be minimal.

 D Significantly dependent on amount of exercise.
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TABLE 1B:  EFFECTS AND EXPECTED TIME COURSE OF FEMINIZING HORMONES A

Effect Expected OnsetB Expected Maximum EffectB

Body fat redistribution 3-6 months 2-5 years

Decreased muscle mass/

strength
3-6 months 1-2 yearsC

Softening of skin/decreased 

oiliness
3-6 months unknown

Decreased libido 1-3 months 1-2 years

Decreased spontaneous 

erections
1-3 months 3-6 months

Male sexual dysfunction variable variable

Breast growth 3-6 months 2-3 years

Decreased testicular volume 3-6 months 2-3 years

Decreased sperm production variable variable

Thinning and slowed growth of 

body and facial hair
6-12 months > 3 yearsD

Male pattern baldness
No regrowth, loss 

stops 1-3 months
1-2 years

 A Adapted with permission from Hembree et al. (2009). Copyright 2009, The Endocrine Society.

 B Estimates represent published and unpublished clinical observations.

 C Significantly dependent on amount of exercise. 

 D Complete removal of male facial and body hair requires electrolysis, laser treatment, or both. 

The degree and rate of physical effects depends in part on the dose, route of administration, 

and medications used, which are selected in accordance with a patient’s specific medical goals 

(e.g.,  changes in gender role expression, plans for sex reassignment) and medical risk profile. 

There is no current evidence that response to hormone therapy – with the possible exception of 

voice deepening in FtM persons – can be reliably predicted based on age, body habitus, ethnicity, or 

family appearance. All other factors being equal, there is no evidence to suggest that any medically 

approved type or method of administering hormones is more effective than any other in producing 

the desired physical changes. 
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Risks of Hormone Therapy

All medical interventions carry risks. The likelihood of a serious adverse event is dependent on 

numerous factors: the medication itself, dose, route of administration, and a patient’s clinical 

characteristics (age, co-morbidities, family history, health habits). It is thus impossible to predict 

whether a given adverse effect will happen in an individual patient. 

The risks associated with feminizing/masculinizing hormone therapy for the transsexual, 

transgender, and gender nonconforming population as a whole are summarized in Table 2. Based 

on the level of evidence, risks are categorized as follows: (i)  likely increased risk with hormone 

therapy, (ii) possibly increased risk with hormone therapy, or (iii) inconclusive or no increased risk. 

Items in the last category include those that may present risk, but for which the evidence is so 

minimal that no clear conclusion can be reached. 

Additional detail about these risks can be found in Appendix B, which is based on two comprehensive, 

evidence-based literature reviews of masculinizing/feminizing hormone therapy (Feldman & Safer, 

2009; Hembree et al., 2009), along with a large cohort study (Asscheman et al., 2011). These 

reviews can serve as detailed references for providers, along with other widely recognized, published 

clinical materials (Dahl, Feldman, Goldberg, & Jaberi, 2006; Ettner, Monstrey, & Eyler, 2007). 
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TABLE 2:  RISKS ASSOCIATED WITH HORMONE THERAPY. BOLDED ITEMS ARE CLINICALLY SIGNIFICANT

Risk Level Feminizing hormones Masculinizing hormones

Likely increased risk

Venous 
thromboembolic 
diseaseA

Gallstones

Elevated liver enzymes

Weight gain

Hypertriglyceridemia

Polycythemia

Weight gain

Acne

Androgenic alopecia (balding)

Sleep apnea

Likely increased risk with  
presence of additional risk 
factorsB

Cardiovascular disease

Possible increased risk 

Hypertension

Hyperprolactinemia or 
prolactinomA

Elevated liver enzymes

Hyperlipidemia

Possible increased risk  with 
presence of additional risk 
factorsB

Type 2 diabetesA

Destabilization of certain 
psychiatric disordersC

Cardiovascular disease 

Hypertension

Type 2 diabetes

No increased risk or 
inconclusive

Breast cancer

Loss of bone density

Breast cancer

Cervical cancer

Ovarian cancer

Uterine cancer

 A Risk is greater with oral estrogen administration than with transdermal estrogen administration.

 B Additional risk factors include age.

 C Includes bipolar, schizoaffective, and other disorders that may include manic or psychotic symptoms. This adverse event 

appears to be associated with higher doses or supraphysiologic blood levels of testosterone.
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Competency of Hormone-Prescribing Physicians, 
Relationship with Other Health Professionals

Feminizing/masculinizing hormone therapy is best undertaken in the context of a complete 

approach to health care that includes comprehensive primary care and a coordinated approach to 

psychosocial issues (Feldman & Safer, 2009). While psychotherapy or ongoing counseling is not 

required for the initiation of hormone therapy, if a therapist is involved, then regular communication 

among health professionals is advised (with the patient’s consent) to ensure that the transition 

process is going well, both physically and psychosocially.

With appropriate training, feminizing/masculinizing hormone therapy can be managed by a 

variety of providers, including nurse practitioners and primary care physicians (Dahl et al., 2006). 

Medical visits relating to hormone maintenance provide an opportunity to deliver broader care 

to a population that is often medically underserved (Clements, Wilkinson, Kitano, & Marx, 1999; 

Feldman, 2007; Xavier, 2000). Many of the screening tasks and management of co-morbidities 

associated with long-term hormone use, such as cardiovascular risk factors and cancer screening, 

fall more uniformly within the scope of primary care rather than specialist care (American Academy 

of Family Physicians, 2005; Eyler, 2007; World Health Organization, 2008), particularly in locations 

where dedicated gender teams or specialized physicians are not available.

Given the multidisciplinary needs of transsexual, transgender, and gender nonconforming people 

seeking hormone therapy, as well as the difficulties associated with fragmentation of care in general 

(World Health Organization, 2008), WPATH strongly encourages the increased training and 

involvement of primary care providers in the area of feminizing/masculinizing hormone therapy. If 

hormones are prescribed by a specialist, there should be close communication with the patient’s 

primary care provider. Conversely, an experienced hormone provider or endocrinologist should be 

involved if the primary care physician has no experience with this type of hormone therapy, or if 

the patient has a pre-existing metabolic or endocrine disorder that could be affected by endocrine 

therapy.

While formal training programs in transgender medicine do not yet exist, hormone providers 

have a responsibility to obtain appropriate knowledge and experience in this field. Clinicians can 

increase their experience and comfort in providing feminizing/masculinizing hormone therapy by 

co-managing care or consulting with a more experienced provider, or by providing more limited 

types of hormone therapy before progressing to initiation of hormone therapy. Because this field 

of medicine is evolving, clinicians should become familiar and keep current with the medical 

literature, and discuss emerging issues with colleagues. Such discussions might occur through 

networks established by WPATH and other national/local organizations. 
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Responsibilities of Hormone-Prescribing Physicians

In general, clinicians who prescribe hormone therapy should engage in the following tasks:

1. Perform an initial evaluation that includes discussion of a patient’s physical transition goals, 

health history, physical examination, risk assessment, and relevant laboratory tests. 

2. Discuss with patients the expected effects of feminizing/masculinizing medications and the 

possible adverse health effects. These effects can include a reduction in fertility (Feldman & 

Safer, 2009; Hembree et al., 2009). Therefore, reproductive options should be discussed with 

patients before starting hormone therapy (see section IX).

3. Confirm that patients have the capacity to understand the risks and benefits of treatment and 

are capable of making an informed decision about medical care. 

4. Provide ongoing medical monitoring, including regular physical and laboratory examination to 

monitor hormone effectiveness and side effects.

5. Communicate as needed with a patient’s primary care provider, mental health professional, 

and surgeon.

6. If needed, provide patients with a brief written statement indicating that they are under medi-

cal supervision and care that includes feminizing/masculinizing hormone therapy. Particularly 

during the early phases of hormone treatment, a patient may wish to carry this statement at all 

times to help prevent difficulties with the police and other authorities. 

Depending on the clinical situation for providing hormones (see below), some of these 

responsibilities are less relevant. Thus, the degree of counseling, physical examinations, and 

laboratory evaluations should be individualized to a patient’s needs. 

Clinical Situations for Hormone Therapy

There are circumstances in which clinicians may be called upon to provide hormones without 

necessarily initiating or maintaining long-term feminizing/masculinizing hormone therapy. 

By acknowledging these different clinical situations (see below, from least to highest level of 

complexity), it may be possible to involve clinicians in feminizing/masculinizing hormone therapy 

who might not otherwise feel able to offer this treatment. 
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1. Bridging

Whether prescribed by another clinician or obtained through other means (e.g., purchased over 

the internet), patients may present for care already on hormone therapy. Clinicians can provide 

a limited (1-6 month) prescription for hormones while helping patients find a provider who can 

prescribe long-term hormone therapy. Providers should assess a patient’s current regimen for 

safety and drug interactions and substitute safer medications or doses when indicated (Dahl et al., 

2006; Feldman & Safer, 2009). If hormones were previously prescribed, medical records should 

be requested (with the patient’s permission) to obtain the results of baseline examinations and 

laboratory tests and any adverse events. Hormone providers should also communicate with any 

mental health professional who is currently involved in a patient’s care. If a patient has never had 

a psychosocial assessment as recommended by the SOC (see section VII), clinicians should refer 

the patient to a qualified mental health professional if appropriate and feasible (Feldman & Safer, 

2009). Providers who prescribe bridging hormones need to work with patients to establish limits 

as to the duration of bridging therapy. 

2. Hormone therapy following gonad removal

Hormone replacement with estrogen or testosterone is usually continued lifelong after an 

oophorectomy or orchiectomy, unless medical contraindications arise. Because hormone doses 

are often decreased after these surgeries (Basson, 2001; Levy, Crown, & Reid, 2003; Moore, 

Wisniewski, & Dobs, 2003) and only adjusted for age and co-morbid health concerns, hormone 

management in this situation is quite similar to hormone replacement in any hypogonadal patient. 

3. Hormone maintenance prior to gonad removal 

Once patients have achieved maximal feminizing/masculinizing benefits from hormones (typically 

two or more years), they remain on a maintenance dose. The maintenance dose is then adjusted 

for changes in health conditions, aging, or other considerations such as lifestyle changes (Dahl et 

al., 2006). When a patient on maintenance hormones presents for care, the provider should assess 

the patient’s current regimen for safety and drug interactions and substitute safer medications or 

doses when indicated. The patient should continue to be monitored by physical examinations and 

laboratory testing on a regular basis, as outlined in the literature (Feldman & Safer, 2009; Hembree 

et al., 2009). The dose and form of hormones should be revisited regularly with any changes in the 

patient’s health status and available evidence on the potential long-term risks of hormones (See 

Hormone Regimens, below). 
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4. Initiating hormonal feminization/masculinization 

This clinical situation requires the greatest commitment in terms of provider time and expertise. 

Hormone therapy must be individualized based on a patient’s goals, the risk/benefit ratio of 

medications, the presence of other medical conditions, and consideration of social and economic 

issues. Although a wide variety of hormone regimens have been published (Dahl et al., 2006; 

Hembree et al., 2009; Moore et al., 2003), there are no published reports of randomized clinical 

trials comparing safety and efficacy. Despite this variation, a reasonable framework for initial risk 

assessment and ongoing monitoring of hormone therapy can be constructed, based on the efficacy 

and safety evidence presented above. 

Risk Assessment and Modification for 
Initiating Hormone Therapy

The initial evaluation for hormone therapy assesses a patient’s clinical goals and risk factors for 

hormone-related adverse events. During the risk assessment, the patient and clinician should 

develop a plan for reducing risks wherever possible, either prior to initiating therapy or as part of 

ongoing harm reduction. 

All assessments should include a thorough physical exam, including weight, height, and blood 

pressure. The need for breast, genital, and rectal exams, which are sensitive issues for most 

transsexual, transgender, and gender nonconforming patients, should be based on individual risks 

and preventive health care needs (Feldman & Goldberg, 2006; Feldman, 2007). 

Preventive care

Hormone providers should address preventive health care with patients, particularly if a patient 

does not have a primary care provider. Depending on a patient’s age and risk profile, there may 

be appropriate screening tests or exams for conditions affected by hormone therapy. Ideally, these 

screening tests should be carried out prior to the start of hormone therapy.

Risk assessment and modification for feminizing hormone therapy (MtF)

There are no absolute contraindications to feminizing therapy per se, but absolute contraindications 

exist for the different feminizing agents, particularly estrogen. These include previous venous 

thrombotic events related to an underlying hypercoagulable condition, history of estrogen-sensitive 

neoplasm, and end-stage chronic liver disease (Gharib et al., 2005). 
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Other medical conditions, as noted in Table 2 and Appendix B, can be exacerbated by estrogen 

or androgen blockade, and therefore should be evaluated and reasonably well controlled prior 

to starting hormone therapy (Feldman & Safer, 2009; Hembree et al., 2009). Clinicians should 

particularly attend to tobacco use, as it is associated with increased risk of venous thrombosis, 

which is further increased with estrogen use. Consultation with a cardiologist may be advisable for 

patients with known cardio- or cerebrovascular disease. 

Baseline laboratory values are important to both assess initial risk and evaluate possible future 

adverse events. Initial labs should be based on the risks of feminizing hormone therapy outlined 

in Table 2, as well as individual patient risk factors, including family history. Suggested initial lab 

panels have been published (Feldman & Safer, 2009; Hembree et al., 2009). These can be modified 

for patients or health care systems with limited resources, and in otherwise healthy patients.

Risk assessment and modification for masculinizing hormone therapy (FtM)

Absolute contraindications to testosterone therapy include pregnancy, unstable coronary artery 

disease, and untreated polycythemia with a hematocrit of 55% or higher (Carnegie, 2004). Because 

the aromatization of testosterone to estrogen may increase risk in patients with a history of breast 

or other estrogen dependent cancers (Moore et al., 2003), consultation with an oncologist may be 

indicated prior to hormone use. Co-morbid conditions likely to be exacerbated by testosterone use 

should be evaluated and treated, ideally prior to starting hormone therapy (Feldman & Safer, 2009; 

Hembree et al., 2009). Consultation with a cardiologist may be advisable for patients with known 

cardio- or cerebrovascular disease.

An increased prevalence of polycystic ovarian syndrome (PCOS) has been noted among FtM 

patients even in the absence of testosterone use (Baba et al., 2007; Balen, Schachter, Montgomery, 

Reid, & Jacobs, 1993; Bosinski et al., 1997). While there is no evidence that PCOS is related to the 

development of a transsexual, transgender, or gender nonconforming identity, PCOS is associated 

with increased risk of diabetes, cardiac disease, high blood pressure, and ovarian and endometrial 

cancers (Cattrall & Healy, 2004). Signs and symptoms of PCOS should be evaluated prior to 

initiating testosterone therapy, as testosterone may affect many of these conditions. Testosterone 

can affect the developing fetus (Physicians’ Desk Reference, 2011), and patients at risk of becoming 

pregnant require highly effective birth control.

Baseline laboratory values are important to both assess initial risk and evaluate possible future 

adverse events. Initial labs should be based on the risks of masculinizing hormone therapy outlined 

in Table 2, as well as individual patient risk factors, including family history. Suggested initial lab 

panels have been published (Feldman & Safer, 2009; Hembree et al., 2009). These can be modified 

for patients or health care systems with limited resources, and in otherwise healthy patients.
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Clinical Monitoring during Hormone Therapy 
for Efficacy and Adverse Events

The purpose of clinical monitoring during hormone use is to assess the degree of feminization/

masculinization and the possible presence of adverse effects of medication. However, as with 

the monitoring of any long-term medication, monitoring should take place in the context of 

comprehensive health care. Suggested clinical monitoring protocols have been published (Feldman 

& Safer, 2009; Hembree et al., 2009). Patients with co-morbid medical conditions may need to be 

monitored more frequently. Healthy patients in geographically remote or resource-poor areas may 

be able to use alternative strategies, such as telehealth, or cooperation with local providers such 

as nurses and physician assistants. In the absence of other indications, health professionals may 

prioritize monitoring for those risks that are either likely to be increased by hormone therapy or 

possibly increased by hormone therapy but clinically serious in nature. 

Efficacy and risk monitoring during feminizing hormone therapy (MtF)

The best assessment of hormone efficacy is clinical response: Is a patient developing a feminized 

body while minimizing masculine characteristics, consistent with that patient’s gender goals? In 

order to more rapidly predict the hormone dosages that will achieve clinical response, one can 

measure testosterone levels for suppression below the upper limit of the normal female range, 

and estradiol levels within a premenopausal female range but well below supraphysiologic levels 

(Feldman & Safer, 2009; Hembree et al., 2009). 

Monitoring for adverse events should include both clinical and laboratory evaluation. Follow-

up should include careful assessment for signs of cardiovascular impairment and venous 

thromboembolism (VTE) through measurement of blood pressure, weight, and pulse; heart and 

lung exams; and examination of the extremities for peripheral edema, localized swelling, or pain 

(Feldman & Safer, 2009). Laboratory monitoring should be based on the risks of hormone therapy 

described above, a patient’s individual co-morbidities and risk factors, and the specific hormone 

regimen itself. Specific lab monitoring protocols have been published (Feldman & Safer, 2009; 

Hembree et al., 2009). 

Efficacy and risk monitoring during masculinizing hormone therapy (FtM)

The best assessment of hormone efficacy is clinical response: Is a patient developing a masculinized 

body while minimizing feminine characteristics, consistent with that patient’s gender goals? 

Clinicians can achieve a good clinical response with the least likelihood of adverse events by 

maintaining testosterone levels within the normal male range while avoiding supraphysiological 
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levels (Dahl et al., 2006; Hembree et al., 2009). For patients using intramuscular (IM) testosterone 

cypionate or enanthate, some clinicians check trough levels while others prefer midcycle levels 

(Dahl et al., 2006; Hembree et al., 2009; Tangpricha, Turner, Malabanan, & Holick, 2001; Tangpricha, 

Ducharme, Barber, & Chipkin, 2003). 

Monitoring for adverse events should include both clinical and laboratory evaluation. Follow-up 

should include careful assessment for signs and symptoms of excessive weight gain, acne, uterine 

break-through bleeding, and cardiovascular impairment, as well as psychiatric symptoms in at-risk 

patients. Physical examinations should include measurement of pressure, weight, pulse, and skin; 

and heart and lung exams (Feldman & Safer, 2009). Laboratory monitoring should be based on the 

risks of hormone therapy described above, a patient’s individual co-morbidities and risk factors, 

and the specific hormone regimen itself. Specific lab monitoring protocols have been published 

(Feldman & Safer, 2009; Hembree et al., 2009). 

Hormone Regimens

To date, no controlled clinical trials of any feminizing/masculinizing hormone regimen have 

been conducted to evaluate safety or efficacy in producing physical transition. As a result, wide 

variation in doses and types of hormones have been published in the medical literature (Moore 

et al., 2003; Tangpricha et al., 2003; van Kesteren, Asscheman, Megens, & Gooren, 1997). In 

addition, access to particular medications may be limited by a patient’s geographical location and/

or social or econonomic situations. For these reasons, WPATH does not describe or endorse a 

particular feminizing/masculinizing hormone regimen. Rather, the medication classes and routes 

of administration used in most published regimens are broadly reviewed.

As outlined above, there are demonstrated safety differences in individual elements of various 

regimens. The Endocrine Society Guidelines (Hembree et al., 2009) and Feldman and Safer (2009) 

provide specific guidance regarding the types of hormones and suggested dosing to maintain 

levels within physiologic ranges for a patient’s desired gender expression (based on goals of full 

feminization/masculinization). It is strongly recommend that hormone providers regularly review 

the literature for new information and use those medications that safely meet individual patient 

needs with available local resources.

Case 3:17-cv-00739-TJC-JBT   Document 115-25   Filed 11/29/17   Page 54 of 121 PageID 3343



48

The Standards of Care 
7TH VERSION

World Professional Association for Transgender Health

Regimens for feminizing hormone therapy (MtF)

Estrogen

Use of oral estrogen, and specifically ethinyl estradiol, appears to increase the risk of VTE. Because 

of this safety concern, ethinyl estradiol is not recommended for feminizing hormone therapy. 

Transdermal estrogen is recommended for those patients with risks factors for VTE. The risk of 

adverse events increases with higher doses, particular those resulting in supraphysiologic levels 

(Hembree et al., 2009). Patients with co-morbid conditions that can be affected by estrogen should 

avoid oral estrogen if possible and be started at lower levels. Some patients may not be able to 

safely use the levels of estrogen needed to get the desired results. This possibility needs to be 

discussed with patients well in advance of starting hormone therapy. 

Androgen reducing medications (“anti-androgens”)

A combination of estrogen and “anti-androgens” is the most commonly studied regimen for 

feminization. Androgen reducing medications, from a variety of classes of drugs, have the effect 

of reducing either endogenous testosterone levels or testosterone activity, and thus diminishing 

masculine characteristics such as body hair. They minimize the dosage of estrogen needed to 

suppress testosterone, thereby reducing the risks associated with high-dose exogenous estrogen 

(Prior, Vigna, Watson, Diewold, & Robinow, 1986; Prior, Vigna, & Watson, 1989). 

Common anti-androgens include the following:

Spironolactone, an antihypertensive agent, directly inhibits testosterone secretion and andro-

gen binding to the androgen receptor. Blood pressure and electrolytes need to be monitored 

because of the potential for hyperkalemia.

Cyproterone acetate is a progestational compound with anti-androgenic properties. This 

medication is not approved in the United States because of concerns over potential hepato-

toxicity, but it is widely used elsewhere (De Cuypere et al., 2005).

GnRH agonists (e.g., goserelin, buserelin, triptorelin) are neurohormones that block the 

gonadtropin releasing hormone receptor, thus blocking the release of follicle stimulating 

hormone and luteinizing hormone. This leads to highly effective gonadal blockade. However, 

these medications are expensive and only available as injectables or implants. 

5-alpha reductase inhibitors (finasteride and dutasteride) block the conversion of testoster-

one to the more active agent, 5-alpha-dihydrotestosterone. These medications have beneficial 

effects on scalp hair loss, body hair growth, sebaceous glands, and skin consistency. 
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Cyproterone and spironolactone are the most commonly used anti-androgens and are likely the 

most cost-effective. 

Progestins

With the exception of cyproterone, the inclusion of progestins in feminizing hormone therapy is 

controversial (Oriel, 2000). Because progestins play a role in mammary development on a cellular 

level, some clinicians believe that these agents are necessary for full breast development (Basson & 

Prior, 1998; Oriel, 2000). However, a clinical comparison of feminization regimens with and without 

progestins found that the addition of progestins neither enhanced breast growth nor lowered 

serum levels of free testosterone (Meyer III et al., 1986). There are concerns regarding potential 

adverse effects of progestins, including depression, weight gain, and lipid changes (Meyer III et al., 

1986; Tangpricha et al., 2003). Progestins (especially medroxyprogesterone) are also suspected to 

increase breast cancer risk and cardiovascular risk in women (Rossouw et al., 2002). Micronized 

progesterone may be better tolerated and have a more favorable impact on the lipid profile than 

medroxyprogesterone does (de Lignières, 1999; Fitzpatrick, Pace, & Wiita, 2000). 

Regimens for masculinizing hormone therapy (FtM)

Testosterone

Testosterone generally can be given orally, transdermally, or parenterally (IM), although buccal 

and implantable preparations are also available. Oral testosterone undecenoate, available outside 

the United States, results in lower serum testosterone levels than non-oral preparations and 

has limited efficacy in suppressing menses (Feldman, 2005, April; Moore et al., 2003). Because 

intramuscular testosterone cypionate or enanthate are often administered every 2-4 weeks, some 

patients may notice cyclic variation in effects (e.g., fatigue and irritability at the end of the injection 

cycle, aggression or expansive mood at the beginning of the injection cycle), as well as more time 

outside the normal physiologic levels (Jockenhövel, 2004). This may be mitigated by using a lower 

but more frequent dosage schedule or by using a daily transdermal preparation (Dobs et al., 1999; 

Jockenhövel, 2004; Nieschlag et al., 2004). Intramuscular testosterone undecenoate (not currently 

available in the United States) maintains stable, physiologic testosterone levels over approximately 

12 weeks and has been effective in both the setting of hypogonadism and in FtM individuals 

(Mueller, Kiesewetter, Binder, Beckmann, & Dittrich, 2007; Zitzmann, Saad, & Nieschlag, 2006). 

There is evidence that transdermal and intramuscular testosterone achieve similar masculinizing 

results, although the timeframe may be somewhat slower with transdermal preparations (Feldman, 

2005, April). Especially as patients age, the goal is to use the lowest dose needed to maintain the 

desired clinical result, with appropriate precautions being made to maintain bone density. 
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Other agents

Progestins, most commonly medroxyprogesterone, can be used for a short period of time to assist 

with menstrual cessation early in hormone therapy. GnRH agonists can be used similarly, as well as 

for refractory uterine bleeding in patients without an underlying gynecological abnormality.

Bioidentical and compounded hormones

As discussion surrounding the use of bioidentical hormones in postmenopausal hormone 

replacement has heightened, interest has also increased in the use of similar compounds in 

feminizing/masculinizing hormone therapy. There is no evidence that custom compounded 

bioidentical hormones are safer or more effective than government agency-approved bioidentical 

hormones (Sood, Shuster, Smith, Vincent, & Jatoi, 2011). Therefore, it has been advised by the 

North American Menopause Society (2010) and others to assume that, whether the hormone is 

from a compounding pharmacy or not, if the active ingredients are similar, it should have a similar 

side-effect profile. WPATH concurs with this assessment.

IX 
Reproductive Health 

Many transgender, transsexual, and gender nonconforming people will want to have children. 

Because feminizing/masculinizing hormone therapy limits fertility (Darney, 2008; Zhang, Gu, 

Wang, Cui, & Bremner, 1999), it is desirable for patients to make decisions concerning fertility 

before starting hormone therapy or undergoing surgery to remove/alter their reproductive organs. 

Cases are known of people who received hormone therapy and genital surgery and later regretted 

their inability to parent genetically related children (De Sutter, Kira, Verschoor, & Hotimsky, 2002). 

Health care professionals – including mental health professionals recommending hormone therapy 

or surgery, hormone-prescribing physicians, and surgeons – should discuss reproductive options 

with patients prior to initiation of these medical treatments for gender dysphoria. These discussions 

should occur even if patients are not interested in these issues at the time of treatment, which may 

be more common for younger patients (De Sutter, 2009). Early discussions are desirable, but not 

always possible. If an individual has not had complete sex reassignment surgery, it may be possible 

to stop hormones long enough for natal hormones to recover, allowing the production of mature 
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gametes (Payer, Meyer III, & Walker, 1979; Van den Broecke, Van der Elst, Liu, Hovatta, & Dhont, 

2001). 

Besides debate and opinion papers, very few research papers have been published on the 

reproductive health issues of individuals receiving different medical treatments for gender 

dysphoria. Another group who faces the need to preserve reproductive function in light of loss or 

damage to their gonads are people with malignances that require removal of reproductive organs 

or use of damaging radiation or chemotherapy. Lessons learned from that group can be applied to 

people treated for gender dysphoria.  

MtF patients, especially those who have not already reproduced, should be informed about sperm 

preservation options and encouraged to consider banking their sperm prior to hormone therapy. 

In a study examining testes that were exposed to high-dose estrogen (Payer et al., 1979), findings 

suggest that stopping estrogen may allow the testes to recover. In an article reporting on the 

opinions of MtF individuals towards sperm freezing (De Sutter et al., 2002), the vast majority of 

121 survey respondents felt that the availability of freezing sperm should be discussed and offered 

by the medical world. Sperm should be collected before hormone therapy or after stopping the 

therapy until the sperm count rises again. Cryopreservation should be discussed even if there is poor 

semen quality. In adults with azoospermia, a testicular biopsy with subsequent cryopreservation of 

biopsied material for sperm is possible, but may not be successful. 

Reproductive options for FtM patients might include oocyte (egg) or embryo freezing. The frozen 

gametes and embryo could later be used with a surrogate woman to carry to pregnancy. Studies of 

women with polycystic ovarian disease suggest that the ovary can recover in part from the effects of 

high testosterone levels (Hunter & Sterrett, 2000). Stopping the testosterone briefly might allow for 

ovaries to recover enough to make eggs; success likely depends on the patient’s age and duration 

of testosterone treatment. While not systematically studied, some FtM individuals are doing exactly 

that, and some have been able to become pregnant and deliver children (More, 1998). 

Patients should be advised that these techniques are not available everywhere and can be very costly. 

Transsexual, transgender, and gender nonconforming people should not be refused reproductive 

options for any reason.

A special group of individuals are prepubertal or pubertal adolescents who will never develop 

reproductive function in their natal sex due to blockers or cross gender hormones. At this time 

there is no technique for preserving function from the gonads of these individuals. 
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X 
Voice and Communication Therapy 

Communication, both verbal and nonverbal, is an important aspect of human behavior and gender 

expression. Transsexual, transgender, and gender nonconforming people might seek the assistance 

of a voice and communication specialist to develop vocal characteristics (e.g., pitch, intonation, 

resonance, speech rate, phrasing patterns) and non-verbal communication patterns (e.g., gestures, 

posture/movement, facial expressions) that facilitate comfort with their gender identity. Voice and 

communication therapy may help to alleviate gender dysphoria and be a positive and motivating 

step towards achieving one’s goals for gender role expression. 

Competency of Voice and Communication 
Specialists Working with Transsexual, Transgender, 
and Gender Nonconforming Clients 

Specialists may include speech-language pathologists, speech therapists, and speech-voice 

clinicians. In most countries the professional association for speech-language pathologists 

requires specific qualifications and credentials for membership. In some countries the government 

regulates practice through licensing, certification, or registration processes (American Speech-

Language-Hearing Association, 2011; Canadian Association of Speech-Language Pathologists and 

Audiologists; Royal College of Speech Therapists, United Kingdom; Speech Pathology Australia; 

Vancouver Coastal Health, Vancouver, British Columbia, Canada). 

The following are recommended minimum credentials for voice and communication specialists 

working with transsexual, transgender, and gender nonconforming clients:

1. Specialized training and competence in the assessment and development of communication 

skills in transsexual, transgender, and gender nonconforming clients.

2. A basic understanding of transgender health, including hormonal and surgical treatments for 

feminization/masculinization and trans-specific psychosocial issues as outlined in the SOC; 

and familiarity with basic sensitivity protocols such as the use of preferred gender pronoun and 

name (Canadian Association of Speech-Language Pathologists and Audiologists; Royal College 

of Speech Therapists, United Kingdom; Speech Pathology Australia).
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3. Continuing education in the assessment and development of communication skills in trans-

sexual, transgender, and gender nonconforming clients. This may include attendance at profes-

sional meetings, workshops, or seminars; participation in research related to gender identity 

issues; independent study; or mentoring from an experienced, certified clinician. 

Other professionals such as vocal coaches, theatre professionals, singing teachers, and movement 

experts may play a valuable adjunct role. Such professionals will ideally have experience working 

with, or be actively collaborating with, speech-language pathologists. 

Assessment and Treatment Considerations

The overall purpose of voice and communication therapy is to help clients adapt their voice and 

communication in a way that is both safe and authentic, resulting in communication patterns 

that clients feel are congruent with their gender identity and that reflect their sense of self (Adler, 

Hirsch, & Mordaunt, 2006). It is essential that voice and communication specialists be sensitive 

to individual communication preferences. Communication – style, voice, choice of language, etc. 

– is personal. Individuals should not be counseled to adopt behaviors with which they are not 

comfortable or which do not feel authentic. Specialists can best serve their clients by taking the time 

to understand a person’s gender concerns and goals for gender role expression (American Speech-

Language-Hearing Association, 2011; Canadian Association of Speech-Language Pathologists and 

Audiologists; Royal College of Speech Therapists, United Kingdom; Speech Pathology Australia).  

Individuals may choose the communication behaviors that they wish to acquire in accordance with 

their gender identity. These decisions are also informed and supported by the knowledge of the 

voice and communication specialist and by the assessment data for a specific client (Hancock, 

Krissinger, & Owen, 2010). Assessment includes a client’s self-evaluation and a specialist’s 

evaluation of voice, resonance, articulation, spoken language, and non-verbal communication 

(Adler et al., 2006; Hancock et al., 2010). 

Voice and communication treatment plans are developed by considering the available research 

evidence, the clinical knowledge and experience of the specialist, and the client’s own goals and 

values (American Speech-Language-Hearing Association, 2011; Canadian Association of Speech-

Language Pathologists and Audiologists; Royal College of Speech Therapists, United Kingdom; 

Speech Pathology Australia; Vancouver Coastal Health, Vancouver, British Columbia, Canada). 

Targets of treatment typically include pitch, intonation, loudness and stress patterns, voice quality, 

resonance, articulation, speech rate and phrasing, language, and non-verbal communication (Adler 

et al., 2006; Davies & Goldberg, 2006; de Bruin, Coerts, & Greven, 2000; Gelfer, 1999; McNeill, 2006; 

Oates & Dacakis, 1983). Treatment may involve individual and/or group sessions. The frequency 

and duration of treatment will vary according to a client’s needs. Existing protocols for voice and 
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communication treatment can be considered in developing an individualized therapy plan (Carew, 

Dacakis, & Oates, 2007; Dacakis, 2000; Davies & Goldberg, 2006; Gelfer, 1999; McNeill, Wilson, 

Clark, & Deakin, 2008; Mount & Salmon, 1988). 

Feminizing or masculinizing the voice involves non-habitual use of the voice production mechanism. 

Prevention measures are necessary to avoid the possibility of vocal misuse and long-term vocal 

damage. All voice and communication therapy services should therefore include a vocal health 

component (Adler et al., 2006).

Vocal Health Considerations after Voice Feminization Surgery

As noted in section XI, some transsexual, transgender, and gender nonconforming people will 

undergo voice feminization surgery. (Voice deepening can be achieved through masculinizing 

hormone therapy, but feminizing hormones do not have an impact on the adult MtF voice.) There 

are varying degrees of satisfaction, safety, and long-term improvement in patients who have had 

such surgery. It is recommended that individuals undergoing voice feminization surgery also 

consult a voice and communication specialist to maximize the surgical outcome, help protect 

vocal health, and learn non-pitch related aspects of communication. Voice surgery procedures 

should include follow-up sessions with a voice and communication specialist who is licensed and/

or credentialed by the board responsible for speech therapists/speech-language pathologists in 

that country (Kanagalingam et al., 2005; Neumann & Welzel, 2004).

XI 
Surgery 

Sex Reassignment Surgery Is Effective and Medically Necessary

Surgery – particularly genital surgery – is often the last and the most considered step in the treatment 

process for gender dysphoria. While many transsexual, transgender, and gender nonconforming 

individuals find comfort with their gender identity, role, and expression without surgery, for many 

others surgery is essential and medically necessary to alleviate their gender dysphoria (Hage 
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& Karim, 2000). For the latter group, relief from gender dysphoria cannot be achieved without 

modification of their primary and/or secondary sex characteristics to establish greater congruence 

with their gender identity. Moreover, surgery can help patients feel more at ease in the presence of 

sex partners or in venues such as physicians’ offices, swimming pools, or health clubs. In some 

settings, surgery might reduce risk of harm in the event of arrest or search by police or other 

authorities.

Follow-up studies have shown an undeniable beneficial effect of sex reassignment surgery on 

postoperative outcomes such as subjective well being, cosmesis, and sexual function (De Cuypere 

et al., 2005; Gijs & Brewaeys, 2007; Klein & Gorzalka, 2009; Pfäfflin & Junge, 1998). Additional 

information on the outcomes of surgical treatments are summarized in Appendix D.

Ethical Questions Regarding Sex Reassignment Surgery

In ordinary surgical practice, pathological tissues are removed to restore disturbed functions, or 

alterations are made to body features to improve a patient’s self image. Some people, including 

some health professionals, object on ethical grounds to surgery as a treatment for gender dysphoria, 

because these conditions are thought not to apply. 

It is important that health professionals caring for patients with gender dysphoria feel comfortable 

about altering anatomically normal structures. In order to understand how surgery can alleviate the 

psychological discomfort and distress of individuals with gender dysphoria, professionals need to 

listen to these patients discuss their symptoms, dilemmas, and life histories. The resistance against 

performing surgery on the ethical basis of “above all do no harm” should be respected, discussed, 

and met with the opportunity to learn from patients themselves about the psychological distress 

of having gender dysphoria and the potential for harm caused by denying access to appropriate 

treatments. 

Genital and breast/chest surgical treatments for gender dysphoria are not merely another set of 

elective procedures. Typical elective procedures involve only a private mutually consenting contract 

between a patient and a surgeon. Genital and breast/chest surgeries as medically necessary 

treatments for gender dysphoria are to be undertaken only after assessment of the patient by 

qualified mental health professionals, as outlined in section VII of the SOC. These surgeries may 

be performed once there is written documentation that this assessment has occurred and that the 

person has met the criteria for a specific surgical treatment. By following this procedure, mental 

health professionals, surgeons, and of course patients, share responsibility for the decision to 

make irreversible changes to the body. 
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It is unethical to deny availability or eligibility for sex reassignment surgeries solely on the basis of 

blood seropositivity for blood-borne infections such as HIV or hepatitis C or B.

Relationship of Surgeons with Mental Health 
Professionals, Hormone-Prescribing Physicians (if 
Applicable), and Patients (Informed Consent)

The role of a surgeon in the treatment of gender dysphoria is not that of a mere technician. Rather, 

conscientious surgeons will have insight into each patient’s history and the rationale that led to 

the referral for surgery. To that end, surgeons must talk at length with their patients and have 

close working relationships with other health professionals who have been actively involved in their 

clinical care. 

Consultation is readily accomplished when a surgeon practices as part of an interdisciplinary health 

care team. In the absence of this, a surgeon must be confident that the referring mental health 

professional(s), and if applicable the physician who prescribes hormones, are competent in the 

assessment and treatment of gender dysphoria, because the surgeon is relying heavily on their 

expertise. 

Once a surgeon is satisfied that the criteria for specific surgeries have been met (as outlined below), 

surgical treatment should be considered and a preoperative surgical consultation should take place. 

During this consultation, the procedure and postoperative course should be extensively discussed 

with the patient. Surgeons are responsible for discussing all of the following with patients seeking 

surgical treatments for gender dysphoria:

The different surgical techniques available (with referral to colleagues who provide alternative 

options);

The advantages and disadvantages of each technique;

The limitations of a procedure to achieve “ideal” results; surgeons should provide a full range 

of before-and-after photographs of their own patients, including both successful and unsuc-

cessful outcomes; 

The inherent risks and possible complications of the various techniques; surgeons should 

inform patients of their own complication rates with each procedure. 
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These discussions are the core of the informed consent process, which is both an ethical and 

legal requirement for any surgical procedure. Ensuring that patients have a realistic expectation of 

outcomes is important in achieving a result that will alleviate their gender dysphoria.

All of this information should be provided to patients in writing, in a language in which they are 

fluent, and in graphic illustrations. Patients should receive the information in advance (possibly 

via the internet) and given ample time to review it carefully. The elements of informed consent 

should always be discussed face-to-face prior to the surgical intervention. Questions can then be 

answered and written informed consent can be provided by the patient. Because these surgeries are 

irreversibile, care should be taken to ensure that patients have sufficient time to absorb information 

fully before they are asked to provide informed consent. A minimum of 24 hours is suggested.

Surgeons should provide immediate aftercare and consultation with other physicians serving the 

patient in the future. Patients should work with their surgeon to develop an adequate aftercare plan 

for the surgery.

Overview of Surgical Procedures for the Treatment 
of Patients with Gender Dysphoria

For the male-to-female (MtF) patient, surgical procedures may include the following:

1. Breast/chest surgery: augmentation mammoplasty (implants/lipofilling);

2. Genital surgery: penectomy, orchiectomy, vaginoplasty, clitoroplasty, vulvoplasty;

3. Non-genital, non-breast surgical interventions: facial feminization surgery, liposuction, lipofill-

ing, voice surgery, thyroid cartilage reduction, gluteal augmentation (implants/lipofilling), hair 

reconstruction, and various aesthetic procedures.

For the female-to-male (FtM) patient, surgical procedures may include the following:

1. Breast/chest surgery: subcutaneous mastectomy, creation of a male chest;

2. Genital surgery: hysterectomy/ovariectomy, reconstruction of the fixed part of the urethra, 

which can be combined with a metoidioplasty or with a phalloplasty (employing a pedicled or 

free vascularized flap), vaginectomy, scrotoplasty, and implantation of erection and/or testicu-

lar prostheses;
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3. Non-genital, non-breast surgical interventions: voice surgery (rare), liposuction, lipofilling, pec-

toral implants, and various aesthetic procedures.

Reconstructive Versus Aesthetic Surgery

The question of whether sex reassignment surgery should be considered “aesthetic” surgery or 

“reconstructive” surgery is pertinent not only from a philosophical point of view, but also from a 

financial point of view. Aesthetic or cosmetic surgery is mostly regarded as not medically necessary 

and therefore is typically paid for entirely by the patient. In contrast, reconstructive procedures 

are considered medically necessary – with unquestionable therapeutic results – and thus paid for 

partially or entirely by national health systems or insurance companies.

Unfortunately, in the field of plastic and reconstructive surgery (both in general and specifically 

for gender-related surgeries), there is no clear distinction between what is purely reconstructive 

and what is purely cosmetic. Most plastic surgery procedures actually are a mixture of both 

reconstructive and cosmetic components.

While most professionals agree that genital surgery and mastectomy cannot be considered purely 

cosmetic, opinions diverge as to what degree other surgical procedures (e.g., breast augmentation, 

facial feminization surgery) can be considered purely reconstructive. Although it may be much 

easier to see a phalloplasty or a vaginoplasty as an intervention to end lifelong suffering, for certain 

patients an intervention like a reduction rhinoplasty can have a radical and permanent effect on 

their quality of life, and therefore is much more medically necessary than for somebody without 

gender dysphoria.

Criteria for Surgeries

As for all of the SOC, the criteria for initiation of surgical treatments for gender dysphoria were 

developed to promote optimal patient care. While the SOC allow for an individualized approach 

to best meet a patient’s health care needs, a criterion for all breast/chest and genital surgeries 

is documentation of persistent gender dysphoria by a qualified mental health professional. For 

some surgeries, additional criteria include preparation and treatment consisting of feminizing/

masculinizing hormone therapy and one year of continuous living in a gender role that is congruent 

with one’s gender identity. 

These criteria are outlined below. Based on the available evidence and expert clinical consensus, 

different recommendations are made for different surgeries. 
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The SOC do not specify an order in which different surgeries should occur. The number and 

sequence of surgical procedures may vary from patient to patient, according to their clinical needs. 

Criteria for breast/chest surgery (one referral) 

Criteria for mastectomy and creation of a male chest in FtM 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 SOC for children and adolescents);

4. If significant medical or mental health concerns are present, they must be reasonably well 

controlled.

Hormone therapy is not a pre-requisite.

Criteria for breast augmentation (implants/lipofilling) in MtF 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 SOC for children and adolescents);

4. If significant medical or mental health concerns are present, they must be reasonably well 

controlled.

Although not an explicit criterion, it is recommended that MtF patients undergo feminizing 

hormone therapy (minimum 12 months) prior to breast augmentation surgery. The purpose is to 

maximize breast growth in order to obtain better surgical (aesthetic) results. 
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Criteria for genital surgery (two referrals) 

The criteria for genital surgery are specific to the type of surgery being requested.

Criteria for hysterectomy and ovariectomy in FtM patients and for orchiectomy in MtF 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; 

4. If significant medical or mental health concerns are present, they must be well controlled.

5. 12 continuous months of hormone therapy as appropriate to the patient’s gender goals (un-

less the patient has a medical contraindication or is otherwise unable or unwilling to take 

hormones).

The aim of hormone therapy prior to gonadectomy is primarily to introduce a period of reversible 

estrogen or testosterone suppression, before the patient undergoes irreversible surgical intervention. 

These criteria do not apply to patients who are having these procedures for medical indications 

other than gender dysphoria.

Criteria for metoidioplasty or phalloplasty in FtM patients and for vaginoplasty in MtF 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; 

4. If significant medical or mental health concerns are present, they must be well controlled;

5. 12 continuous months of hormone therapy as appropriate to the patient’s gender goals (un-

less 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; 
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Although not an explicit criterion, it is recommended that these patients also have regular visits 

with a mental health or other medical professional. 

Rationale for a preoperative, 12-month experience of living in an identity-congruent gender role:

The criterion noted above for some types of genital surgeries – i.e., that patients engage in 

12 continuous months of living in a gender role that is congruent with their gender identity – is 

based on expert clinical consensus that this experience provides ample opportunity for patients to 

experience and socially adjust in their desired gender role, before undergoing irreversible surgery. 

As noted in section VII, the social aspects of changing one’s gender role are usually challenging 

– often more so than the physical aspects. Changing gender role can have profound personal 

and social consequences, and the decision to do so should include an awareness of what the 

familial, interpersonal, educational, vocational, economic, and legal challenges are likely to be, so 

that people can function successfully in their gender role. Support from a qualified mental health 

professional and from peers can be invaluable in ensuring a successful gender role adaptation 

(Bockting, 2008).

The duration of 12 months allows for a range of different life experiences and events that may 

occur throughout the year (e.g., family events, holidays, vacations, season-specific work or school 

experiences). During this time, patients should present consistently, on a day-to-day basis and 

across all settings of life, in their desired gender role. This includes coming out to partners, family, 

friends, and community members (e.g., at school, work, other settings). 

Health professionals should clearly document a patient’s experience in the gender role in the 

medical chart, including the start date of living full time for those who are preparing for genital 

surgery. In some situations, if needed, health professionals may request verification that this 

criterion has been fulfilled: They may communicate with individuals who have related to the patient 

in an identity-congruent gender role, or request documentation of a legal name and/or gender 

marker change, if applicable. 

Surgery for Persons with Psychotic Conditions 
and Other Serious Mental Illnesses

When patients with gender dysphoria are also diagnosed with severe psychiatric disorders and 

impaired reality testing (e.g., psychotic episodes, bipolar disorder, dissociative identity disorder, 

borderline personality disorder), an effort must be made to improve these conditions with 

psychotropic medications and/or psychotherapy before surgery is contemplated. Reevaluation 

by a mental health professional qualified to assess and manage psychotic conditions should be 
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conducted prior to surgery, describing the patient’s mental status and readiness for surgery. It is 

preferable that this mental health professional be familiar with the patient. No surgery should be 

performed while a patient is actively psychotic (De Cuypere & Vercruysse, 2009). 

Competency of Surgeons Performing 
Breast/Chest or Genital Surgery

Physicians who perform surgical treatments for gender dsyphoria should be urologists, gynecologists, 

plastic surgeons, or general surgeons, and board-certified as such by the relevant national and/

or regional association. Surgeons should have specialized competence in genital reconstructive 

techniques as indicated by documented supervised training with a more experienced surgeon. 

Even experienced surgeons must be willing to have their surgical skills reviewed by their peers. An 

official audit of surgical outcomes and publication of these results would be greatly reassuring to 

both referring health professionals and patients. Surgeons should regularly attend professional 

meetings where new techniques are presented. The internet is often effectively used by patients to 

share information on their experience with surgeons and their teams.

Ideally, surgeons should be knowledgeable about more than one surgical technique for genital 

reconstruction so that they, in consultation with patients, can choose the ideal technique for each 

individual. Alternatively, if a surgeon is skilled in a single technique and this procedure is either not 

suitable for or desired by a patient, the surgeon should inform the patient about other procedures 

and offer referral to another appropriately skilled surgeon.

Breast/Chest Surgery Techniques and Complications

Although breast/chest appearance is an important secondary sex characteristic, breast presence or 

size is not involved in the legal definitions of sex and gender and is not necessary for reproduction. 

The performance of breast/chest operations for treatment of gender dysphoria should be considered 

with the same care as beginning hormone therapy, as both produce relatively irreversible changes 

to the body. 

For the MtF patient, a breast augmentation (sometimes called “chest reconstruction”) is not 

different from the procedure in a natal female patient. It is usually performed through implantation 

of breast prostheses and occasionally with the lipofilling technique. Infections and capsular fibrosis 

are rare complications of augmentation mammoplasty in MtF patients (Kanhai, Hage, Karim, & 

Mulder, 1999).
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For the FtM patient, a mastectomy or “male chest contouring” procedure is available. For many 

FtM patients, this is the only surgery undertaken. When the amount of breast tissue removed 

requires skin removal, a scar will result and the patient should be so informed. Complications 

of subcutaneous mastectomy can include nipple necrosis, contour irregularities, and unsightly 

scarring (Monstrey et al., 2008).

Genital Surgery Techniques and Complications

Genital surgical procedures for the MtF patient may include orchiectomy, penectomy, vaginoplasty, 

clitoroplasty, and labiaplasty. Techniques include penile skin inversion, pedicled colosigmoid 

transplant, and free skin grafts to line the neovagina. Sexual sensation is an important objective in 

vaginoplasty, along with creation of a functional vagina and acceptable cosmesis.

Surgical complications of MtF genital surgery may include complete or partial necrosis of the 

vagina and labia, fistulas from the bladder or bowel into the vagina, stenosis of the urethra, and 

vaginas that are either too short or too small for coitus. While the surgical techniques for creating 

a neovagina are functionally and aesthetically excellent, anorgasmia following the procedure has 

been reported, and a second stage labiaplasty may be needed for cosmesis (Klein & Gorzalka, 

2009; Lawrence, 2006). 

Genital surgical procedures for FtM patients may include hysterectomy, ovariectomy (salpingo-

oophorectomy), vaginectomy, metoidioplasty, scrotoplasty, urethroplasty, placement of testicular 

prostheses, and phalloplasty. For patients without former abdominal surgery, the laparoscopic 

technique for hysterectomy and salpingo-oophorectomy is recommended to avoid a lower-

abdominal scar. Vaginal access may be difficult as most patients are nulliparous and have often not 

experienced penetrative intercourse. Current operative techniques for phalloplasty are varied. The 

choice of techniques may be restricted by anatomical or surgical considerations and by a client’s 

financial considerations. If the objectives of phalloplasty are a neophallus of good appearance, 

standing micturition, sexual sensation, and/or coital ability, patients should be clearly informed 

that there are several separate stages of surgery and frequent technical difficulties, which may 

require additional operations. Even metoidioplasty, which in theory is a one-stage procedure for 

construction of a microphallus, often requires more than one operation. The objective of standing 

micturition with this technique can not always be ensured (Monstrey et al., 2009).

Complications of phalloplasty in FtMs may include frequent urinary tract stenoses and fistulas, 

and occasionally necrosis of the neophallus. Metoidioplasty results in a micropenis, without the 

capacity for standing urination. Phalloplasty, using a pedicled or a free vascularized flap, is a lengthy, 

multi-stage procedure with significant morbidity that includes frequent urinary complications and 
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unavoidable donor site scarring. For this reason, many FtM patients never undergo genital surgery 

other than hysterectomy and salpingo-oophorectomy (Hage & De Graaf, 1993).

Even patients who develop severe surgical complications seldom regret having undergone surgery. 

The importance of surgery can be appreciated by the repeated finding that quality of surgical results 

is one of the best predictors of the overall outcome of sex reassignment (Lawrence, 2006). 

Other Surgeries 

Other surgeries for assisting in body feminization include reduction thyroid chondroplasty 

(reduction of the Adam’s apple), voice modification surgery, suction-assisted lipoplasty (contour 

modeling) of the waist, rhinoplasty (nose correction), facial bone reduction, face-lift, and 

blepharoplasty (rejuvenation of the eyelid). Other surgeries for assisting in body masculinization 

include liposuction, lipofilling, and pectoral implants. Voice surgery to obtain a deeper voice is rare 

but may be recommended in some cases, such as when hormone therapy has been ineffective. 

Although these surgeries do not require referral by mental health professionals, such professionals 

can play an important role in assisting clients in making a fully informed decision about the timing 

and implications of such procedures in the context of the social transition.

Although most of these procedures are generally labeled “purely aesthetic,” these same operations 

in an individual with severe gender dysphoria can be considered medically necessary, depending on 

the unique clinical situation of a given patient’s condition and life situation. This ambiguity reflects 

reality in clinical situations, and allows for individual decisions as to the need and desirability of 

these procedures.

XII 
Postoperative Care and Follow-up

Long-term postoperative care and follow-up after surgical treatments for gender dysphoria are 

associated with good surgical and psychosocial outcomes (Monstrey et al., 2009). Follow-up is 

important to a patient’s subsequent physical and mental health and to a surgeon’s knowledge 

about the benefits and limitations of surgery. Surgeons who operate on patients coming from long 
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distances should include personal follow-up in their care plan and attempt to ensure affordable 

local long-term aftercare in their patients’ geographic region. 

Postoperative patients may sometimes exclude themselves from follow-up by specialty providers, 

including the hormone-prescribing physician (for patients receiving hormones), not recognizing 

that these providers are often best able to prevent, diagnose, and treat medical conditions that 

are unique to hormonally and surgically treated patients. The need for follow-up equally extends 

to mental health professionals, who may have spent a longer period of time with the patient than 

any other professional and therefore are in an excellent position to assist in any postoperative 

adjustment difficulties. Health professionals should stress the importance of postoperative follow-

up care with their patients and offer continuity of care.

Postoperative patients should undergo regular medical screening according to recommended 

guidelines for their age. This is discussed more in the next section.

XIII 
Lifelong Preventive and Primary Care

Transsexual, transgender, and gender nonconforming people need health care throughout their 

lives. For example, to avoid the negative secondary effects of having a gonadectomy at a relatively 

young age and/or receiving long-term, high-dose hormone therapy, patients need thorough medical 

care by providers experienced in primary care and transgender health. If one provider is not able to 

provide all services, ongoing communication among providers is essential.

Primary care and health maintenance issues should be addressed before, during, and after any 

possible changes in gender role and medical interventions to alleviate gender dysphoria. While 

hormone providers and surgeons play important roles in preventive care, every transsexual, 

transgender, and gender nonconforming person should partner with a primary care provider for 

overall health care needs (Feldman, 2007). 

General Preventive Health Care

Screening guidelines developed for the general population are appropriate for organ systems that 

are unlikely to be affected by feminizing/masculinizing hormone therapy. However, in areas such 
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as cardiovascular risk factors, osteoporosis, and some cancers (breast, cervical, ovarian, uterine, 

and prostate), such general guidelines may either over- or underestimate the cost-effectiveness of 

screening individuals who are receiving hormone therapy.

Several resources provide detailed protocols for the primary care of patients undergoing feminizing/

masculinizing hormone therapy, including therapy that is provided after sex reassignment surgeries 

(Center of Excellence for Transgender Health, UCSF, 2011; Feldman & Goldberg, 2006; Feldman, 

2007; Gorton, Buth, & Spade, 2005). Clinicians should consult their national evidence-based 

guidelines and discuss screening with their patients in light of the effects of hormone therapy on 

their baseline risk. 

Cancer Screening

Cancer screening of organ systems that are associated with sex can present particular medical 

and psychosocial challenges for transsexual, transgender, and gender nonconforming patients and 

their health care providers. In the absence of large-scale prospective studies, providers are unlikely 

to have enough evidence to determine the appropriate type and frequency of cancer screenings 

for this population. Over-screening results in higher health care costs, high false positive rates, 

and often unnecessary exposure to radiation and/or diagnostic interventions such as biopsies. 

Under-screening results in diagnostic delay for potentially treatable cancers. Patients may find 

cancer screening gender affirming (such as mammograms for MtF patients) or both physically 

and emotionally painful (such as Pap smears offer continuity of care for FtM patients).

Urogenital Care 

Gynecologic care may be necessary for transsexual, transgender, and gender nonconforming 

people of both sexes. For FtM patients, such care is needed predominantly for individuals who 

have not had genital surgery. For MtF patients, such care is needed after genital surgery. While 

many surgeons counsel patients regarding postoperative urogenital care, primary care clinicians 

and gynecologists should also be familiar with the special genital concerns of this population.

All MtF patients should receive counseling regarding genital hygiene, sexuality, and prevention of 

sexually transmitted infections; those who have had genital surgery should also be counseled on the 

need for regular vaginal dilation or penetrative intercourse in order to maintain vaginal depth and 

width (van Trotsenburg, 2009). Due to the anatomy of the male pelvis, the axis and the dimensions 
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of the neovagina differ substantially from those of a biologic vagina. This anatomic difference can 

affect intercourse if not understood by MtF patients and their partners (van Trotsenburg, 2009).

Lower urinary tract infections occur frequently in MtF patients who have had surgery because of 

the reconstructive requirements of the shortened urethra. In addition, these patients may suffer 

from functional disorders of the lower urinary tract; such disorders may be caused by damage of 

the autonomous nerve supply of the bladder floor during dissection between the rectum and the 

bladder, and by a change of the position of the bladder itself. A dysfunctional bladder (e.g., overactive 

bladder, stress or urge urinary incontinence) may occur after sex reassignment surgery (Hoebeke et 

al., 2005; Kuhn, Hiltebrand, & Birkhauser, 2007). 

Most FtM patients do not undergo vaginectomy (colpectomy). For patients who take masculinizing 

hormones, despite considerable conversion of testosterone to estrogens, atrophic changes of the 

vaginal lining can be observed regularly and may lead to pruritus or burning. Examination can be 

both physically and emotionally painful, but lack of treatment can seriously aggravate the situation. 

Gynecologists treating the genital complaints of FtM patients should be aware of the sensitivity 

that patients with a male gender identity and masculine gender expression might have around 

having genitals typically associated with the female sex. 

XIV 
Applicability of the Standards of Care to People 
Living in Institutional Environments

The SOC in their entirety apply to all transsexual, transgender, and gender nonconforming people, 

irrespective of their housing situation. People should not be discriminated against in their access 

to appropriate health care based on where they live, including institutional environments such as 

prisons or long-/intermediate-term health care facilities (Brown, 2009). Health care for transsexual, 

transgender, and gender nonconforming people living in an institutional environment should 

mirror that which would be available to them if they were living in a non-institutional setting within 

the same community. 

All elements of assessment and treatment as described in the SOC can be provided to people 

living in institutions (Brown, 2009). Access to these medically necessary treatments should not 

be denied on the basis of institutionalization or housing arrangements. If the in-house expertise 

of health professionals in the direct or indirect employ of the institution does not exist to assess 
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and/or treat people with gender dysphoria, it is appropriate to obtain outside consultation from 

professionals who are knowledgeable about this specialized area of health care.

People with gender dysphoria in institutions may also have co-existing mental health conditions 

(Cole et al., 1997). These conditions should be evaluated and treated appropriately.

People who enter an institution on an appropriate regimen of hormone therapy should be continued 

on the same, or similar, therapies and monitored according to the SOC.  A “freeze frame” approach 

is not considered appropriate care in most situations (Kosilek v. Massachusetts Department of 

Corrections/Maloney, C.A. No. 92-12820-MLW, 2002). People with gender dysphoria who are 

deemed appropriate for hormone therapy (following the SOC) should be started on such therapy. 

The consequences of abrupt withdrawal of hormones or lack of initiation of hormone therapy when 

medically necessary include a high likelihood of negative outcomes such as surgical self-treatment 

by autocastration, depressed mood, dysphoria, and/or suicidality (Brown, 2010).

Reasonable accommodations to the institutional environment can be made in the delivery of care 

consistent with the SOC, if such accommodations do not jeopardize the delivery of medically 

necessary care to people with gender dysphoria. An example of a reasonable accommodation is the 

use of injectable hormones, if not medically contraindicated, in an environment where diversion of 

oral preparations is highly likely (Brown, 2009). Denial of needed changes in gender role or access 

to treatments, including sex reassignment surgery, on the basis of residence in an institution are 

not reasonable accommodations under the SOC (Brown, 2010). 

Housing and shower/bathroom facilities for transsexual, transgender, and gender nonconforming 

people living in institutions should take into account their gender identity and role, physical status, 

dignity, and personal safety. Placement in a single-sex housing unit, ward, or pod on the sole basis 

of the appearance of the external genitalia may not be appropriate and may place the individual at 

risk for victimization (Brown, 2009). 

Institutions where transsexual, transgender, and gender nonconforming people reside and receive 

health care should monitor for a tolerant and positive climate to ensure that residents are not 

under attack by staff or other residents.  
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XV  
Applicability of the Standards of Care to People 
With Disorders of Sex Development

Terminology

The term disorder of sex development (DSD) refers to a somatic condition of atypical development 

of the reproductive tract (Hughes, Houk, Ahmed, Lee, & LWPES1/ESPE2 Consensus Group, 2006). 

DSDs include the condition that used to be called intersexuality. Although the terminology was 

changed to DSD during an international consensus conference in 2005 (Hughes et al., 2006), 

disagreement about language use remains. Some people object strongly to the “disorder” label, 

preferring instead to view these congenital conditions as a matter of diversity (Diamond, 2009) and 

to continue using the terms intersex or intersexuality. In the SOC, WPATH uses the term DSD in 

an objective and value-free manner, with the goal of ensuring that health professionals recognize 

this medical term and use it to access relevant literature as the field progresses. WPATH remains 

open to new terminology that will further illuminate the experience of members of this diverse 

population and lead to improvements in health care access and delivery. 

Rationale for Addition to the SOC

Previously, individuals with a DSD who also met the DSM-IV-TR’s behavioral criteria for Gender 

Identity Disorder (American Psychiatric Association, 2000) were excluded from that general 

diagnosis. Instead, they were categorized as having a “Gender Identity Disorder - Not Otherwise 

Specified.” They were also excluded from the WPATH Standards of Care. 

The current proposal for DSM-5 (www.dsm5.org) is to replace the term gender identity disorder with 

gender dysphoria. Moreover, the proposed changes to the DSM consider gender dysphoric people 

with a DSD to have a subtype of gender dysphoria. This proposed categorization – which explicitly 

differentiates between gender dysphoric individuals with and without a DSD – is justified: In people 

with a DSD, gender dysphoria differs in its phenomenological presentation, epidemiology, life 

trajectories, and etiology (Meyer-Bahlburg, 2009). 
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Adults with a DSD and gender dysphoria have increasingly come to the attention of health 

professionals. Accordingly, a brief discussion of their care is included in this version of the SOC.

Health History Considerations

Health professionals assisting patients with both a DSD and gender dysphoria need to be aware 

that the medical context in which such patients have grown up is typically very different from that 

of people without a DSD. 

Some people are recognized as having a DSD through the observation of gender-atypical genitals at 

birth. (Increasingly this observation is made during the prenatal period by way of imaging procedures 

such as ultrasound.) These infants then undergo extensive medical diagnostic procedures. After 

consultation among the family and health professionals – during which the specific diagnosis, 

physical and hormonal findings, and feedback from long-term outcome studies (Cohen-Kettenis, 

2005; Dessens, Slijper, & Drop, 2005; Jurgensen, Hiort, Holterhus, & Thyen, 2007; Mazur, 2005; 

Meyer-Bahlburg, 2005; Stikkelbroeck et al., 2003; Wisniewski, Migeon, Malouf, & Gearhart, 2004) 

are considered – the newborn is assigned a sex, either male or female. 

Other individuals with a DSD come to the attention of health professionals around the age of 

puberty through the observation of atypical development of secondary sex characteristics. This 

observation also leads to a specific medical evaluation. 

The type of DSD and severity of the condition has significant implications for decisions about a 

patient’s initial sex assignment, subsequent genital surgery, and other medical and psychosocial 

care (Meyer-Bahlburg, 2009). For instance, the degree of prenatal androgen exposure in individuals 

with a DSD has been correlated with the degree of masculinization of gender-related behavior 

(that is, gender role and expression); however, the correlation is only moderate, and considerable 

behavioral variability remains unaccounted for by prenatal androgen exposure (Jurgensen et al., 

2007; Meyer-Bahlburg, Dolezal, Baker, Ehrhardt, & New, 2006). Notably, a similar correlation of 

prenatal hormone exposure with gender identity has not been demonstrated (e.g., Meyer-Bahlburg 

et al., 2004). This is underlined by the fact that people with the same (core) gender identity can vary 

widely in the degree of masculinization of their gender-related behavior.  
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Assessment and Treatment of Gender Dysphoria 
in People with Disorders of Sex Development

Very rarely are individuals with a DSD identified as having gender dysphoria before a DSD diagnosis 

has been made. Even so, a DSD diagnosis is typically apparent with an appropriate history and basic 

physical exam – both of which are part of a medical evaluation for the appropriateness of hormone 

therapy or surgical interventions for gender dysphoria. Mental health professionals should ask 

their clients presenting with gender dysphoria to have a physical exam, particularly if they are not 

currently seeing a primary care (or other health care) provider. 

Most people with a DSD who are born with genital ambiguity do not develop gender dysphoria 

(e.g., Meyer-Bahlburg et al., 2004; Wisniewski et al., 2004). However, some people with a DSD 

will develop chronic gender dysphoria and even undergo a change in their birth-assigned sex and/

or their gender role (Meyer-Bahlburg, 2005; Wilson, 1999; Zucker, 1999). If there are persistent 

and strong indications that gender dysphoria is present, a comprehensive evaluation by clinicians 

skilled in the assessment and treatment of gender dysphoria is essential, irrespective of the patient’s 

age. Detailed recommendations have been published for conducting such an assessment and for 

making treatment decisions to address gender dysphoria in the context of a DSD (Meyer-Bahlburg, 

in press). Only after thorough assessment should steps be taken in the direction of changing a 

patient’s birth-assigned sex or gender role. 

Clinicians assisting these patients with treatment options to alleviate gender dysphoria may profit 

from the insights gained from providing care to patients without a DSD (Cohen-Kettenis, 2010). 

However, certain criteria for treatment (e.g., age, duration of experience with living in the desired 

gender role) are usually not routinely applied to people with a DSD; rather, the criteria are interpreted 

in light of a patient’s specific situation (Meyer-Bahlburg, in press). In the context of a DSD, changes 

in birth-assigned sex and gender role have been made at any age between early elementary-school 

age and middle adulthood. Even genital surgery may be performed much earlier in these patients 

than in gender dysphoric individuals without a DSD if the surgery is well justified by the diagnosis, 

by the evidence-based gender-identity prognosis for the given syndrome and syndrome severity, 

and by the patient’s wishes. 

One reason for these treatment differences is that genital surgery in individuals with a DSD is quite 

common in infancy and adolescence. Infertility may already be present due to either early gonadal 

failure or to gonadectomy because of a malignancy risk. Even so, it is advisable for patients with a 

DSD to undergo a full social transition to another gender role only if there is a long-standing history 

of gender-atypical behavior, and if gender dysphoria and/or the desire to change one’s gender role 

has been strong and persistent for a considerable period of time. Six months is the time period of 

full symptom expression required for the application of the gender dysphoria diagnosis proposed 

for DSM-5 (Meyer-Bahlburg, in press).
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Additional Resources 

The gender-relevant medical histories of people with a DSD are often complex. Their histories may 

include a great variety of inborn genetic, endocrine, and somatic atypicalities, as well as various 

hormonal, surgical, and other medical treatments. For this reason, many additional issues need 

to be considered in the psychosocial and medical care of such patients, regardless of the presence 

of gender dysphoria. Consideration of these issues is beyond what can be covered in the SOC. 

The interested reader is referred to existing publications (e.g., Cohen-Kettenis & Pfäfflin, 2003; 

Meyer-Bahlburg, 2002, 2008). Some families and patients also find it useful to consult or work with 

community support groups.

There is a very substantial medical literature on the medical management of patients with a DSD. 

Much of this literature has been produced by high-level specialists in pediatric endocrinology and 

urology, with input from specialized mental health professionals, especially in the area of gender. 

Recent international consensus conferences have addressed evidence-based care guidelines 

(including issues of gender and of genital surgery) for DSD in general (Hughes et al., 2006) and 

specifically for Congenital Adrenal Hyperplasia (Joint LWPES/ESPE CAH Working Group et al., 

2002; Speiser et al., 2010). Others have addressed the research needs for DSD in general (Meyer-

Bahlburg & Blizzard, 2004) and for selected syndromes such as 46,XXY (Simpson et al., 2003). 

 ... 
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APPENDIX A 
GLOSSARY 

Terminology in the area of health care for transsexual, transgender, and gender nonconforming people 

is rapidly evolving; new terms are being introduced, and the definitions of existing terms are changing. 

Thus, there is often misunderstanding, debate, or disagreement about language in this field. Terms that 

may be unfamiliar or that have specific meanings in the SOC are defined below for the purpose of this 

document only. Others may adopt these definitions, but WPATH acknowledges that these terms may 

be defined differently in different cultures, communities, and contexts. 

WPATH also acknowledges that many terms used in relation to this population are not ideal. For 

example, the terms transsexual and transvestite – and, some would argue, the more recent term 

transgender – have been applied to people in an objectifying fashion. Yet such terms have been more 

or less adopted by many people who are making their best effort to make themselves understood. 

By continuing to use these terms, WPATH intends only to ensure that concepts and processes are 

comprehensible, in order to facilitate the delivery of quality health care to transsexual, transgender, and 

gender nonconforming people. WPATH remains open to new terminology that will further illuminate 

the experience of members of this diverse population and lead to improvements in health care access 

and delivery.  

Bioidentical hormones:  Hormones that are structurally identical to those found in the human body 

(ACOG Committee of Gynecologic Practice, 2005). The hormones used in bioidentical hormone 

therapy (BHT) are generally derived from plant sources and are structurally similar to endogenous 

human hormones, but they need to be commercially processed to become bioidentical.

Bioidentical compounded hormone therapy (BCHT):  Use of hormones that are prepared, mixed, 

assembled, packaged, or labeled as a drug by a pharmacist and custom-made for a patient according to 

a physician’s specifications. Government drug agency approval is not possible for each compounded 

product made for an individual consumer.

Crossdressing (transvestism): Wearing clothing and adopting a gender role presentation that, in a 

given culture, is more typical of the other sex.

Disorders of sex development (DSD):  Congenital conditions in which the development of 

chromosomal, gonadal, or anatomic sex is atypical. Some people strongly object to the “disorder” 

label and instead view these conditions as a matter of diversity (Diamond, 2009), preferring the terms 

intersex and intersexuality. 
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Female-to-Male (FtM):  Adjective to describe individuals assigned female at birth who are changing 

or who have changed their body and/or gender role from birth-assigned female to a more masculine 

body or role.

Gender dysphoria:  Distress that is caused by a discrepancy between a person’s gender identity and 

that person’s sex assigned at birth (and the associated gender role and/or primary and secondary sex 

characteristics) (Fisk, 1974; Knudson, De Cuypere, & Bockting, 2010b). 

Gender identity: A person’s intrinsic sense of being male (a boy or a man), female (a girl or woman), or 

an alternative gender (e.g., boygirl, girlboy, transgender, genderqueer, eunuch) (Bockting, 1999; Stoller, 

1964).

Gender identity disorder:  Formal diagnosis set forth by the Diagnostic Statistical Manual of Mental 

Disorders, 4th Edition, Text Rev (DSM IV-TR) (American Psychiatric Association, 2000). Gender identity 

disorder is characterized by a strong and persistent cross-gender identification and a persistent 

discomfort with one’s sex or sense of inappropriateness in the gender role of that sex, causing clinically 

significant distress or impairment in social, occupational, or other important areas of functioning.

Gender nonconforming:  Adjective to describe individuals whose gender identity, role, or expression 

differs from what is normative for their assigned sex in a given culture and historical period.

Gender role or expression:  Characteristics in personality, appearance, and behavior that in a given 

culture and historical period are designated as masculine or feminine (that is, more typical of the male 

or female social role) (Ruble, Martin, & Berenbaum, 2006). While most individuals present socially 

in clearly male or female gender roles, some people present in an alternative gender role such as 

genderqueer or specifically transgender. All people tend to incorporate both masculine and feminine 

characteristics in their gender expression in varying ways and to varying degrees (Bockting, 2008).

Genderqueer:  Identity label that may be used by individuals whose gender identity and/or role does 

not conform to a binary understanding of gender as limited to the categories of man or woman, male 

or female (Bockting, 2008).

Male-to-Female (MtF):  Adjective to describe individuals assigned male at birth who are changing or 

who have changed their body and/or gender role from birth-assigned male to a more feminine body 

or role.

Natural hormones:  Hormones that are derived from natural sources such as plants or animals. Natural 

hormones may or may not be bioidentical. 

Sex:  Sex is assigned at birth as male or female, usually based on the appearance of the external 

genitalia. When the external genitalia are ambiguous, other components of sex (internal genitalia, 

chromosomal and hormonal sex) are considered in order to assign sex (Grumbach, Hughes, & Conte, 
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2003; MacLaughlin & Donahoe, 2004; Money & Ehrhardt, 1972; Vilain, 2000). For most people, gender 

identity and expression are consistent with their sex assigned at birth; for transsexual, transgender, and 

gender nonconforming individuals, gender identity or expression differ from their sex assigned at birth.

Sex reassignment surgery (gender affirmation surgery):  Surgery to change primary and/or secondary 

sex characteristics to affirm a person’s gender identity. Sex reassignment surgery can be an important 

part of medically necessary treatment to alleviate gender dysphoria. 

Transgender:  Adjective to describe a diverse group of individuals who cross or transcend culturally-

defined categories of gender. The gender identity of transgender people differs to varying degrees from 

the sex they were assigned at birth (Bockting, 1999).

Transition:  Period of time when individuals change from the gender role associated with their sex 

assigned at birth to a different gender role. For many people, this involves learning how to live socially 

in “the other” gender role; for others this means finding a gender role and expression that is most 

comfortable for them. Transition may or may not include feminization or masculinization of the body 

through hormones or other medical procedures. The nature and duration of transition is variable and 

individualized.

Transphobia, internalized:  Discomfort with one’s own transgender feelings or identity as a result of 

internalizing society’s normative gender expectations.

Transsexual:  Adjective (often applied by the medical profession) to describe individuals who seek to 

change or who have changed their primary and/or secondary sex characteristics through femininizing 

or masculinizing medical interventions (hormones and/or surgery), typically accompanied by a 

permanent change in gender role.

APPENDIX B 
OVERVIEW OF MEDICAL RISKS OF HORMONE THERAPY 

The risks outlined below are based on two comprehensive, evidence-based literature reviews of 

masculinizing/feminizing hormone therapy (Feldman & Safer, 2009; Hembree et al., 2009), along 

with a large cohort study (Asscheman et al., 2011). These reviews can serve as detailed references 

for providers, along with other widely recognized, published clinical materials (e.g., Dahl et al., 2006; 

Ettner et al., 2007). 
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Risks of Feminizing Hormone Therapy (MtF)

Likely increased risk:

Venous thromboembolic disease

Estrogen use increases the risk of venous thromboembolic events (VTE), particularly in patients 

who are over age 40, smokers, highly sedentary, obese, and who have underlying thrombophilic 

disorders. 

This risk is increased with the additional use of third generation progestins. 

This risk is decreased with use of the transdermal route of estradiol administration, which is rec-

ommended for patients at higher risk of VTE.

Cardiovascular, cerebrovascular disease

Estrogen use increases the risk of cardiovascular events in patients over age 50 with underlying 

cardiovascular risk factors. Additional progestin use may increase this risk.

Lipids

Oral estrogen use may markedly increase triglycerides in patients, increasing the risk of pancreati-

tis and cardiovascular events.

Different routes of administration will have different metabolic effects on levels of HDL choles-

terol, LDL cholesterol and lipoprotein(a).

In general, clinical evidence suggests that MtF patients with pre-existing lipid disorders may ben-

efit from the use of transdermal rather than oral estrogen.  

Liver/gallbladder

Estrogen and cyproterone acetate use may be associated with transient liver enzyme elevations 

and, rarely, clinical hepatotoxicity.

Estrogen use increases the risk of cholelithiasis (gall stones) and subsequent cholecystectomy.

Case 3:17-cv-00739-TJC-JBT   Document 115-25   Filed 11/29/17   Page 105 of 121 PageID
 3394



99

The Standards of Care 
7TH VERSION

World Professional Association for Transgender Health

Possible increased risk:

Type 2 diabetes mellitus

Feminizing hormone therapy, particularly estrogen, may increase the risk of type 2 diabetes, par-

ticularly among patients with a family history of diabetes or other risk factors for this disease.

Hypertension

Estrogen use may increase blood pressure, but the effect on incidence of overt hypertension is 

unknown.

Spironolactone reduces blood pressure and is recommended for at-risk or hypertensive patients 

desiring feminization.

Prolactinoma

Estrogen use increases the risk of hyperprolactinemia among MtF patients in the first year of 

treatment, but this risk unlikely thereafter. 

High-dose estrogen use may promote the clinical appearance of preexisting but clinically unap-

parent prolactinoma.

Inconclusive or no increased risk:  Items in this category include those that may present risk, but for 

which the evidence is so minimal that no clear conclusion can be reached. 

Breast cancer

MtF persons who have taken feminizing hormones do experience breast cancer, but it is un-

known how their degree of risk compares to that of persons born with female genitalia.

Longer duration of feminizing hormone exposure (i.e., number of years taking estrogen prepara-

tions), family history of breast cancer, obesity (BMI >35), and the use of progestins likely influ-

ence the level of risk.
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Other side effects of feminizing therapy:

The following effects may be considered minor or even desired, depending on the patient, but are 

clearly associated with feminizing hormone therapy.

Fertility and sexual function

Feminizing hormone therapy may impair fertility.

Feminizing hormone therapy may decrease libido.

Feminizing hormone therapy reduces nocturnal erections, with variable impact on sexually stimu-

lated erections.

Risks of anti-androgen medications:

Feminizing hormone regimens often include a variety of agents that affect testosterone production or 

action. These include GnRH agonists, progestins (including cyproterone acetate), spironolactone, and 

5-alpha reductase inhibitors. An extensive discussion of the specific risks of these agents is beyond the 

scope of the SOC. However, both spironolactone and cyproterone acetate are widely used and deserve 

some comment. 

Cyproterone acetate is a progestational compound with anti-androgenic properties (Gooren, 2005; Levy 

et al., 2003). Although widely used in Europe, it is not approved for use in the United States because of 

concerns about hepatotoxicity (Thole, Manso, Salgueiro, Revuelta, & Hidalgo, 2004). Spironolactone 

is commonly used as an anti-androgen in feminizing hormone therapy, particularly in regions where 

cyproterone is not approved for use (Dahl et al., 2006; Moore et al., 2003; Tangpricha et al., 2003). 

Spironolactone has a long history of use in treating hypertension and congestive heart failure. Its 

common side effects include hyperkalemia, dizziness, and gastrointestinal symptoms (Physicians’ Desk 

Reference, 2007).
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Risks of Masculinizing Hormone Therapy (FtM)

Likely increased risk:

Polycythemia

Masculinizing hormone therapy involving testosterone or other androgenic steroids increases the 

risk of polycythemia (hematocrit > 50%), particularly in patients with other risk factors.

Transdermal administration and adaptation of dosage may reduce this risk

Weight gain/visceral fat

Masculinizing hormone therapy can result in modest weight gain, with an increase in visceral fat.

Possible increased risk:

Lipids 

Testosterone therapy decreases HDL, but variably affects LDL and triglycerides.

Supraphysiologic (beyond normal male range) serum levels of testosterone, often found with 

extended intramuscular dosing, may worsen lipid profiles, whereas transdermal administration 

appears to be more lipid neutral.

Patients with underlying polycystic ovarian syndrome or dyslipidemia may be at increased risk of 

worsening dyslipidemia with testosterone therapy.

Liver 

Transient elevations in liver enzymes may occur with testosterone therapy.

Hepatic dysfunction and malignancies have been noted with oral methyltestosterone. However, 

methyltestosterone is no longer available in most countries and should no longer be used.
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Psychiatric

Masculinizing therapy involving testosterone or other androgenic steroids may increase the risk of 

hypomanic, manic, or psychotic symptoms in patients with underlying psychiatric disorders that include 

such symptoms. This adverse event appears to be associated with higher doses or supraphysiologic 

blood levels of testosterone 

Inconclusive or no increased risk:  Items in this category include those that may present risk, but for 

which the evidence is so minimal that no clear conclusion can be reached. 

Osteoporosis

Testosterone therapy maintains or increases bone mineral density among FtM patients prior to 

oophorectomy, at least in the first three years of treatment.

There is an increased risk of bone density loss after oophorectomy, particularly if testosterone 

therapy is interrupted or insufficient. This includes patients utilizing solely oral testosterone.

Cardiovascular 

Masculinizing hormone therapy at normal physiologic doses does not appear to increase the risk 

of cardiovascular events among healthy patients.

Masculinizing hormone therapy may increase the risk of cardiovascular disease in patients with 

underlying risks factors.

Hypertension 

Masculinizing hormone therapy at normal physiologic doses may increase blood pressure but 

does not appear to increase the risk of hypertension.

Patients with risk factors for hypertension, such as weight gain, family history, or polycystic ovar-

ian syndrome, may be at increased risk.

Type 2 diabetes mellitus

Testosterone therapy does not appear to increase the risk of type 2 diabetes among FtM patients 

overall.
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Testosterone therapy may further increase the risk of type 2 diabetes in patients with other risk 

factors, such as significant weight gain, family history, and polycystic ovarian syndrome. There are 

no data that suggest or show an increase in risk in those with risk factors for dyslipidemia.

Breast cancer

Testosterone therapy in FtM patients does not increase the risk of breast cancer. 

Cervical cancer

Testosterone therapy in FtM patients does not increase the risk of cervical cancer, although it may 

increase the risk of minimally abnormal Pap smears due to atrophic changes. 

Ovarian cancer

Analogous to persons born with female genitalia with elevated androgen levels, testosterone 

therapy in FtM patients may increase the risk of ovarian cancer, although evidence is limited.

Endometrial (uterine) cancer

Testosterone therapy in FtM patients may increase the risk of endometrial cancer, although evi-

dence is limited.

Other side effects of masculinizing therapy:

The following effects may be considered minor or even desired, depending on the patient, but are 

clearly associated with masculinization.

Fertility and sexual function

Testosterone therapy in FtM patients reduces fertility, although the degree and reversibility are 

unknown.

Testosterone therapy can induce permanent anatomic changes in the developing embryo or fetus.

Testosterone therapy induces clitoral enlargement and increases libido.

Case 3:17-cv-00739-TJC-JBT   Document 115-25   Filed 11/29/17   Page 110 of 121 PageID
 3399



104 World Professional Association for Transgender Health

The Standards of Care 
7TH VERSION

Acne, androgenic alopecia

Acne and varying degrees of male pattern hair loss (androgenic alopecia) are common side effects of 

masculinizing hormone therapy.

APPENDIX C 
SUMMARY OF CRITERIA FOR HORMONE 
THERAPY AND SURGERIES 

As for all previous versions of the SOC, the criteria put forth in the SOC for hormone therapy and surgical 

treatments for gender dysphoria are clinical guidelines; individual health professionals and programs 

may modify them. Clinical departures from the SOC may come about because of a patient’s unique 

anatomic, social, or psychological situation; an experienced health professional’s evolving method of 

handling a common situation; a research protocol; lack of resources in various parts of the world; or the 

need for specific harm reduction strategies. These departures should be recognized as such, explained 

to the patient, and documented through informed consent for quality patient care and legal protection. 

This documentation is also valuable to accumulate new data, which can be retrospectively examined to 

allow for health care – and the SOC – to evolve.  

Criteria for Feminizing/Masculinizing Hormone Therapy (one 
referral or chart documentation of psychosocial assessment)

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 SOC for children and adolescents);

4. If significant medical or mental concerns are present, they must be reasonably well-controlled.
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Criteria for Breast/Chest Surgery (one referral)

Mastectomy and creation of a male chest in FtM 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 SOC for children and adolescents);

4. If significant medical or mental health concerns are present, they must be reasonably well con-

trolled.

Hormone therapy is not a pre-requisite.

Breast augmentation (implants/lipofilling) in MtF 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 SOC for children and adolescents);

4. If significant medical or mental health concerns are present, they must be reasonably well 

controlled.

Although not an explicit criterion, it is recommended that MtF patients undergo feminizing hormone 

therapy (minimum 12 months) prior to breast augmentation surgery. The purpose is to maximize 

breast growth in order to obtain better surgical (aesthetic) results. 

Criteria for genital surgery (two referrals) 

Hysterectomy and ovariectomy in FtM patients and orchiectomy in MtF patients: 

1. Persistent, well documented gender dysphoria;
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2. Capacity to make a fully informed decision and to consent for treatment;

3. Age of majority in a given country; 

4. If significant medical or mental health concerns are present, they must be 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).

The aim of hormone therapy prior to gonadectomy is primarily to introduce a period of reversible 

estrogen or testosterone suppression, before a patient undergoes irreversible surgical intervention. 

These criteria do not apply to patients who are having these surgical procedures for medical indications 

other than gender dysphoria.

Metoidioplasty or phalloplasty in FtM patients and vaginoplasty in MtF 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; 

4. If significant medical or mental health concerns are present, they must be 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. 

Although not an explicit criterion, it is recommended that these patients also have regular visits with a 

mental health or other medical professional. 

The criterion noted above for some types of genital surgeries – i.e., that patients engage in 12 

continuous months of living in a gender role that is congruent with their gender identity – is based on 

expert clinical consensus that this experience provides ample opportunity for patients to experience 

and socially adjust in their desired gender role, before undergoing irreversible surgery.
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APPENDIX D 
EVIDENCE FOR CLINICAL OUTCOMES 
OF THERAPEUTIC APPROACHES 

One of the real supports for any new therapy is an outcome analysis. Because of the controversial 

nature of sex reassignment surgery, this type of analysis has been very important. Almost all of the 

outcome studies in this area have been retrospective. 

One of the first studies to examine the post-treatment psychosocial outcomes of transsexual patients 

was done in 1979 at Johns Hopkins University School of Medicine and Hospital (USA) (J. K. Meyer 

& Reter, 1979). This study focused on patients’ occupational, educational, marital, and domiciliary 

stability. The results revealed several significant changes with treatment. These changes were not seen 

as positive; rather, they showed that many individuals who had entered the treatment program were 

no better off or were worse off in many measures after participation in the program. These findings 

resulted in closure of the treatment program at that hospital/medical school (Abramowitz, 1986). 

Subsequently, a significant number of health professionals called for a standard for eligibility for sex 

reassignment surgery. This led to the formulation of the original Standards of Care of the Harry Benjamin 

International Gender Dysphoria Association (now WPATH) in 1979. 

In 1981, Pauly published results from a large retrospective study of people who underwent sex 

reassignment surgery. Participants in that study had much better outcomes: Among 83 FtM patients, 

80.7% had a satisfactory outcome (i.e., patient self report of “improved social and emotional 

adjustment”), 6.0% unsatisfactory. Among 283 MtF patients, 71.4% had a satisfactory outcome, 8.1% 

unsatisfactory. This study included patients who were treated before the publication and use of the 

Standards of Care.

Since the Standards of Care have been in place, there has been a steady increase in patient satisfaction 

and decrease in dissatisfaction with the outcome of sex reassignment surgery. Studies conducted after 

1996 focused on patients who were treated according to the Standards of Care. The findings of Rehman 

and colleagues (1999) and Krege and colleagues (2001) are typical of this body of work; none of the 

patients in these studies regretted having had surgery, and most reported being satisfied with the 

cosmetic and functional results of the surgery. Even patients who develop severe surgical complications 

seldom regret having undergone surgery. Quality of surgical results is one of the best predictors of the 

overall outcome of sex reassignment (Lawrence, 2003). The vast majority of follow-up studies have 

shown an undeniable beneficial effect of sex reassignment surgery on postoperative outcomes such 

as subjective well being, cosmesis, and sexual function (De Cuypere et al., 2005; Garaffa, Christopher, 

& Ralph, 2010; Klein & Gorzalka, 2009), although the specific magnitude of benefit is uncertain from 
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the currently available evidence. One study (Emory, Cole, Avery, Meyer, & Meyer III, 2003) even showed 

improvement in patient income. 

One troubling report (Newfield et al., 2006) documented lower scores on quality of life (measured 

with the SF-36) for FtM patients than for the general population. A weakness of that study is that it 

recruited its 384 participants by a general email rather than a systematic approach, and the degree 

and type of treatment was not recorded. Study participants who were taking testosterone had typically 

being doing so for less than 5 years. Reported quality of life was higher for patients who had undergone 

breast/chest surgery than for those who had not (p<.001). (A similar analysis was not done for genital 

surgery). In other work, Kuhn and colleagues (2009) used the King’s Health Questionnaire to assess 

the quality of life of 55 transsexual patients at 15 years after surgery. Scores were compared to those of 

20 healthy female control patients who had undergone abdominal/pelvic surgery in the past. Quality 

of life scores for transsexual patients were the same or better than those of control patients for some 

subscales (emotions, sleep, incontinence, symptom severity, and role limitation), but worse in other 

domains (general health, physical limitation, and personal limitation). 

It is difficult to determine the effectiveness of hormones alone in the relief of gender dysphoria. Most 

studies evaluating the effectiveness of masculinizing/feminizing hormone therapy on gender dysphoria 

have been conducted with patients who have also undergone sex reassignment surgery. Favorable 

effects of therapies that included both hormones and surgery were reported in a comprehensive review 

of over 2000 patients in 79 studies (mostly observational) conducted between 1961 and 1991 (Eldh, 

Berg, & Gustafsson, 1997; Gijs & Brewaeys, 2007; Murad et al., 2010; Pfäfflin & Junge, 1998). Patients 

operated on after 1986 did better than those before 1986; this reflects significant improvement in 

surgical complications (Eldh et al., 1997). Most patients have reported improved psychosocial 

outcomes, ranging between 87% for MtF patients and 97% for FtM patients (Green & Fleming, 1990). 

Similar improvements were found in a Swedish study in which “almost all patients were satisfied with 

sex reassignment at 5 years, and 86% were assessed by clinicians at follow-up as stable or improved in 

global functioning” (Johansson, Sundbom, Höjerback, & Bodlund, 2010). Weaknesses of these earlier 

studies are their retrospective design and use of different criteria to evaluate outcomes.

A prospective study conducted in the Netherlands evaluated 325 consecutive adult and adolescent 

subjects seeking sex reassignment (Smith, Van Goozen, Kuiper, & Cohen-Kettenis, 2005). Patients who 

underwent sex reassignment therapy (both hormonal and surgical intervention) showed improvements 

in their mean gender dysphoria scores, measured by the Utrecht Gender Dysphoria Scale. Scores for 

body dissatisfaction and psychological function also improved in most categories. Fewer than 2% 

of patients expressed regret after therapy. This is the largest prospective study to affirm the results 

from retrospective studies that a combination of hormone therapy and surgery improves gender 

dysphoria and other areas of psychosocial functioning. There is a need for further research on the 

effects of hormone therapy without surgery, and without the goal of maximum physical feminization 

or masculinization.
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Overall, studies have been reporting a steady improvement in outcomes as the field becomes more 

advanced. Outcome research has mainly focused on the outcome of sex reassignment surgery. In 

current practice there is a range of identity, role, and physical adaptations that could use additional 

follow-up or outcome research (Institute of Medicine, 2011).

APPENDIX E 
DEVELOPMENT PROCESS FOR THE 
STANDARDS OF CARE, VERSION 7

The process of developing Standards of Care, Version 7 began when an initial SOC “work group” 

was established in 2006. Members were invited to examine specific sections of SOC, Version 6. For 

each section, they were asked to review the relevant literature, identify where research was lacking 

and needed, and recommend potential revisions to the SOC as warranted by new evidence. Invited 

papers were submitted by the following authors: Aaron Devor, Walter Bockting, George Brown, Michael 

Brownstein, Peggy Cohen-Kettenis, Griet DeCuypere, Petra DeSutter, Jamie Feldman, Lin Fraser, Arlene 

Istar Lev, Stephen Levine, Walter Meyer, Heino Meyer-Bahlburg, Stan Monstrey, Loren Schechter, Mick 

van Trotsenburg, Sam Winter, and Ken Zucker. Some of these authors chose to add co-authors to assist 

them in their task.

Initial drafts of these papers were due June 1, 2007. Most were completed by September 2007, with 

the rest completed by the end of 2007. These manuscripts were then submitted to the International 

Journal of Transgenderism (IJT). Each underwent the regular IJT peer review process. The final papers 

were published in Volume 11 (1-4) in 2009, making them available for discussion and debate. 

After these articles were published, a Standards of Care Revision Committee was established by the 

WPATH Board of Directors in 2010. The Revision Committee was first charged with debating and 

discussing the IJT background papers through a Google website. A subgroup of the Revision Committee 

was appointed by the Board of Directors to serve as the Writing Group. This group was charged with 

preparing the first draft of SOC, Version 7 and continuing to work on revisions for consideration by the 

broader Revision Committee. The Board also appointed an International Advisory Group of transsexual, 

transgender, and gender nonconforming individuals to give input on the revision.

A technical writer was hired to (1) review all of the recommendations for revision – both the original 

recommendations as outlined in the IJT articles and additional recommendations that emanated from 

the online discussion – and (2) create a survey to solicit further input on these potential revisions. From 

the survey results, the Writing Group was able to discern where these experts stood in terms of areas 

of agreement and areas in need of more discussion and debate. The technical writer then (3) created a 

very rough first draft of SOC, Version 7 for the Writing Group to consider and build on.  
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The Writing Group met on March 4 and 5, 2011 in a face-to-face expert consultation meeting. They 

reviewed all recommended changes and debated and came to consensus on various controversial 

areas. Decisions were made based on the best available science and expert consensus. These decisions 

were incorporated into the draft, and additional sections were written by the Writing Group with the 

assistance of the technical writer. 

The draft that emerged from the consultation meeting was then circulated among the Writing Group 

and finalized with the help of the technical writer. Once this initial draft was finalized it was circulated 

among the broader SOC Revision Committee and the International Advisory Group. Discussion was 

opened up on the Google website and a conference call was held to resolve issues. Feedback from 

these groups was considered by the Writing Group, who then made further revision. Two additional 

drafts were created and posted on the Google website for consideration by the broader SOC Revision 

Committee and the International Advisory Group. Upon completion of these three iteratations of review 

and revision, the final document was presented to the WPATH Board of Directors for approval. The 

Board of Directors approved this version on September 14, 2011.  

The plans are to disseminate this version of the SOC and invite feedback for further revisions. The 

WPATH Board of Directors decides the timing of any revision of the SOC.  

Funding

The Standards of Care revision process was made possible through a generous grant from the Tawani 

Foundation and a gift from an anonymous donor. These funds supported the following: 

1. Costs of a professional technical writer;  

2. Process of soliciting international input on proposed changes from gender identity professionals 

and the transgender community; 

3. Working meeting of the Writing Group; 

4. Process of gathering additional feedback and arriving at final expert consensus from the pro-

fessional and transgender communities, the Standards of Care, Version 7 Revision Committee, and 

WPATH Board of Directors;

5. Costs of printing and distributing Standards of Care, Version 7 and posting a free downloadable 

copy on the WPATH website;
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6. Plenary session to launch the Standards of Care, Version 7 at the 2011 WPATH Biennial Symposium 

in Atlanta, Georgia, USA.

Members of the Standards of Care Revision Committee1

Eli Coleman, PhD (USA)* - Committee chair

Richard Adler, PhD (USA) 

Walter Bockting, PhD (USA)*

Marsha Botzer, MA (USA)*

George Brown, MD (USA)

Peggy Cohen-Kettenis, PhD (Netherlands)*

Griet DeCuypere, MD (Belgium)*

Aaron Devor, PhD (Canada)

Randall Ehrbar, PsyD (USA)

Randi Ettner, PhD (USA)

Evan Eyler, MD (USA)

Jamie Feldman, MD, PhD (USA)*

Lin Fraser, EdD (USA)*

Rob Garofalo, MD, MPH (USA)

Jamison Green, PhD, MFA (USA)*

Dan Karasic, MD (USA)

Gail Knudson, MD (Canada)* 

Arlene Istar Lev, LCSW (USA)

Gal Mayer, MD (USA) 

Walter Meyer, MD (USA)*

Heino Meyer-Bahlburg, Dr. rer.nat. (USA)

Stan Monstrey, MD, PhD (Belgium)*

Blaine Paxton Hall, MHS-CL, PA-C (USA) 

Friedmann Pfaefflin, MD, PhD (Germany) 

Katherine Rachlin, PhD (USA) 

Bean Robinson, PhD (USA)

Loren Schechter, MD (USA)

Vin Tangpricha, MD, PhD (USA)

Mick van Trotsenburg, MD (Netherlands)

Anne Vitale, PhD (USA)

Sam Winter, PhD (Hong Kong)

Stephen Whittle, OBE (UK)

Kevan Wylie, MB, MD (UK)

Ken Zucker, PhD (Canada)

International Advisory Group Selection Committee

Walter Bockting, PhD (USA)

Marsha Botzer, MA (USA)

Aaron Devor, PhD (Canada)

Randall Ehrbar, PsyD (USA)

Evan Eyler, MD (USA)

Jamison Green, PhD, MFA (USA)

Blaine Paxton Hall, MHS-CL, PA-C (USA) 

1 * Writing Group member
 All members of the Standards of Care, Version 7 Revision Committee donated their time to work on this 

revision.  
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International Advisory Group

Tamara Adrian, LGBT Rights Venezuela (Venezuela)

Craig Andrews, FTM Australia (Australia)

Christine Burns, MBE, Plain Sense Ltd (UK)

Naomi Fontanos, Society for Transsexual Women’s Rights in the Phillipines (Phillipines)

Tone Marie Hansen, Harry Benjamin Resource Center (Norway)

Rupert Raj, Shelburne Health Center (Canada)

Masae Torai, FTM Japan (Japan)

Kelley Winters, GID Reform Advocates (USA)

Technical Writer

Anne Marie Weber-Main, PhD (USA)  

Editorial Assistance

Heidi Fall (USA) 
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