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The Williams Institute on Sexual 
Orientation and Gender Identity Law 
and Public Policy estimates there 
are ∼150 000 adolescents between 
the ages of 13 and 17 who identify 
as transgender in the United States.1 
Although there is no reliable estimate 
of the worldwide population of 
transgender youth, the Joint United 
Nations Programme on HIV/AIDS 
approximates that between 0.1% and 
1.1% of the worldwide population 
of reproductive age is transgender.2 
Gender-affirming care for children 
and adolescents may include social 

transition; puberty suppression; 
gender-affirming hormone treatment; 
surgical interventions; mental 
health treatment; and consultation 
with families, schools, and medical 
environments. As the number 
of children and adolescents in 
the United States who publicly 
identify as transgender and gender-
nonconforming (TGNC) continues 
to increase, 1 it is critical to address 
ethical issues related to the provision 
of appropriate, patient-centered 
care and the challenges that TGNC 
individuals and their families face 
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Transgender and gender-nonconforming (TGNC) youth who suffer from 
gender dysphoria are at a substantially elevated risk of numerous adverse 
physical and psychosocial outcomes compared with their cisgender peers. 
Innovative treatment options used to support and affirm an individual’s 
preferred gender identity can help resolve gender dysphoria and avoid many 
negative sequelae of nontreatment. Yet, despite advances in these relatively 
novel treatment options, which appear to be highly effective in addressing 
gender dysphoria and mitigating associated adverse outcomes, ethical 
challenges abound in ensuring that young patients receive appropriate, 
safe, affordable treatment and that access to this treatment is fair and 
equitable. Ethical considerations in gender-affirming care for TGNC youth 
span concerns about meeting the obligations to maximize treatment benefit 
to patients (beneficence), minimizing harm (nonmaleficence), supporting 
autonomy for pediatric patients during a time of rapid development, and 
addressing justice, including equitable access to care for TGNC youth. 
Moreover, although available data describing the use of gender-affirming 
treatment options are encouraging, and the risks of not treating TGNC youth 
with gender dysphoria are evident, little is known about the long-term 
effects of both hormonal and surgical interventions in this population.  
To support ethical decision-making about treatment options, we encourage 
the development of a comprehensive registry in the United States to track 
long-term patient outcomes. In the meantime, providers who work with 
TGNC youth and their families should endeavor to offer ethically sound, 
patient-centered, gender-affirming care based on the best currently 
available evidence.
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in accessing care that meets their 
needs. In this review, we explain and 
evaluate an overview of the most 
pressing of these issues using the 
foundational bioethics principles 
of beneficence, nonmaleficence, 
autonomy, and justice. There are 
additional ethical issues, such as 
fertility preservation and clinical 
approaches to treating nonbinary 
presentations of gender dysphoria, 
that are reviewed in detail 
elsewhere.3

Medical and psychosocial care 
designed to affirm individuals’ 
gender identities has been 
demonstrated to mitigate many of the 
negative effects of gender dysphoria, 
or the distress that frequently 
accompanies a discrepancy between 
one’s assigned gender at birth and 
one’s gender identity. Such care 
appears to satisfy the principles 
of beneficence (the obligation to 
provide benefit to patients) and 
nonmaleficence (the avoidance 
of unnecessary harm). Indeed, 
emerging evidence suggests that 
a lack of access to appropriate 
gender-affirming care may lead to 
TGNC youth being at greater risk of 
harm, including violence, sexually 
transmitted infections (such as HIV), 
depression, anxiety, and suicide.4 – 7 
Moreover, TGNC individuals are 
subject to profound and pervasive 
social stigma, which likely 
contributes to poor psychosocial 
functioning and the adverse 
psychological outcomes experienced 
by those who are unable to access 
gender-affirming care.8 At the same 
time, because of its relative novelty 
and a lack of research into practices 
and outcomes, gender-affirming 
care raises risks that have yet to 
be fully understood and evaluated. 
This has implications for autonomy 
(a comprehensive understanding of 
all risks and benefits and the ability 
to decide freely) because patients 
and families sometimes must make 
decisions based on limited or low-
quality information.

With regard to justice (the equal 
distribution of benefits and burdens 
among social groups), access to care 
is currently inequitable. Barriers to 
appropriate medical care for TGNC 
adults and youth include geographic 
disparities in the availability of 
qualified medical and mental health 
providers who are willing and 
able to offer appropriate gender-
affirming care, fear of discrimination 
from members of the health care 
community, and disparities in health 
insurance coverage that render 
certain procedures and interventions 
unaffordable for many.5,  9 – 13 In areas 
of the world where being transgender 
is criminalized, providers have been 
known to report TGNC adults to the 
police for seeking care, essentially 
barring them from accessing health 
care providers.13

Our goal is to demonstrate that TGNC 
youth face substantial barriers to 
accessing affordable and appropriate 
care and to elucidate the special 
ethical concerns that providers 
of gender-affirming care to youth 
should consider when treating 
this population. Many of the issues 
identified can be addressed by 
better tracking and understanding 
outcomes among those receiving 
gender-affirming treatment. We 
conclude that a comprehensive 
outcomes registry in the United 
States in which patient-centered 
outcomes are used can help guide the 
future of ethical, patient-centered, 
gender-affirming care.

HARMS ASSOCIATED WITH 
NONTREATMENT

Exposure to Trauma: Poverty, 
Homelessness, Violence, and Sexual 
Exploitation

As a result of their marginalized 
status, TGNC youth are more likely 
than their non-TGNC peers to 
experience a number of trauma-
related risk factors associated with 
poor physical and mental health 
outcomes, including poverty, 

homelessness, and violence. Even 
with gender-affirming treatment, 
TGNC youth may be at an elevated 
risk of harm. According to a 2015 
survey of TGNC people in the United 
States, 29% of respondents were 
living in poverty, which is more 
than twice the rate of the rest of 
the American population.14 Along 
with other lesbian, gay, bisexual, 
transgender, and queer and/or 
questioning youth, TGNC youth 
experience homelessness at alarming 
rates, together making up 20% to 
40% of the >1.6 million homeless 
youth in the United States today.15 
Often as a result of discrimination, 
rejection, and/or violence at home, 
TGNC youth are unable to remain 
in their family homes.15,  16 Once 
homeless, they are more likely to 
interact with the juvenile criminal 
justice system17 and are at an 
increased risk of physical abuse 
or assault, mental health issues, 
engagement in transactional sex, and 
substance use than are those who do 
not identify as members of sexual or 
gender minority groups.18,  19

Poor Mental Health Outcomes  
and Suicide

As a result of profound stigma, TGNC 
youth may be less likely to seek and 
obtain professional medical care 
for gender-affirming procedures or 
other health issues, which in turn 
places them at greater risk of poor 
mental health outcomes. A number 
of studies across Europe and North 
America reveal that TGNC youth 
are more likely to have comorbid 
mental health issues along with 
gender dysphoria that contribute to 
psychological suffering, including 
anxiety, depression, and suicidal 
tendencies.20 – 23 These comorbidities 
often are associated with delays in 
accessing treatment.16,  24,  25

In a sample of >500 transgender 
youth, nearly one-third had 
attempted suicide.6 Another survey 
of 55 transgender youth revealed 
that 26% had attempted suicide, 
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and ∼45% reported having thought 
seriously about ending their 
lives.26 A third study revealed that 
approximately two-thirds (61.3%) 
of TGNC youth reported suicidal 
ideation, which is >3 times the rate 
of their cisgender counterparts 
(20%).27

Self-treatment

Given the desperation TGNC youth 
experiencing gender dysphoria 
often feel, many who do not have 
ready access to gender-affirming 
care resort to self-treatment. Both 
estrogens and androgens can be 
purchased illicitly, through the 
Internet, and/or over the counter 
in some settings and countries.28 
Risks related to self-administration 
involve potential interactions 
with existing health conditions, 
poor-quality or toxic hormones, 
inappropriate dosages, and a lack 
of medical monitoring throughout 
one’s treatment.16,  28,  29 Additional 
risks related to injection include 
the development of abscesses and 
the transmission of hepatitis C 
or HIV through needle sharing.17 
TGNC youth may also self-
administer silicone injections with 
the attendant risk of infection and 
other complications.30 There are no 
published data on the outcomes of 
those who self-treat, although this 
is a widely reported practice in the 
TGNC community.31

ETHICAL CONSIDERATIONS REGARDING 
GENDER-AFFIRMING TREATMENT OF 
TGNC YOUTH

Beneficence and Nonmaleficence: 
Risks and Benefits of Gender-
Affirming Treatment Options

Many of the above-mentioned 
risks of harm to TGNC children 
and adolescents may be mitigated 
to a great extent by the provision 
of health care that is designed to 
support and affirm an individual’s 
gender. Yet, gender-affirming 
treatment options carry their 

own risks, many of which are 
at best tenuously understood, 
with important implications for 
medical decision-making among 
providers, patients, and families. 
Moreover, some treatment 
options are reversible (social 
transition and puberty suppressing 
hormone treatment), whereas 
others are semipermanent or fully 
permanent (gender-affirming 
hormone treatment and surgical 
interventions), a morally relevant 
distinction that must be factored 
into decision-making. More data are 
needed in several arenas to assess 
long-term outcomes and support 
ethically sound decision-making. 
Presently, clinicians, patients, and 
families must weigh the risks and 
benefits of gender-affirming medical 
treatment options, including those 
that are irreversible, with only 
limited available evidence.

Social Transition

In prepubertal youth with gender 
dysphoria, social transition is 
often the first step taken to affirm 
gender identity and alleviate gender 
dysphoria. Social transition may 
occur several years before any 
medical intervention. However, 
the long-term consequences of 
social transition for prepubertal 
children raise potential concerns. 
Although there are major limitations 
to and criticisms of the body of 
data examining the natural history 
of gender identity in prepubertal 
children with gender dysphoria , 32  
current evidence reveals that the 
majority of children who have gender 
dysphoria before the onset of puberty 
will not seek medical transition 
once puberty has commenced.3,  33,  34 
Although it has been suggested that 
the intensity of gender dysphoric 
feelings above a certain threshold 
may indicate that a child will be 
more likely to seek permanent 
gender transition, further studies are 
needed to understand the etiology 
of childhood gender dysphoria. 
There is also a potential concern 

that prepubertal children who have 
socially transitioned may feel “boxed 
in” to their affirmed gender identities 
if parents reinforce a gender binary 
and imply that their children’s 
gender identities are irreversible.35 
Moreover, there is little research on 
adolescent-onset gender dysphoria, 
and the rate of persistence within 
this community of patients is not 
known.36

A recent landmark study compared 
the mental health of prepubertal 
children with gender dysphoria who 
received support from their families 
in regard to their social transition 
to those of cisgender age-matched 
controls; the authors found that rates 
of depression were similar between 
the 2 groups with minimal elevations 
in anxiety in the socially transitioned 
group.37 Although the findings of 
this study may be due in part to the 
particular or unique characteristics 
of the participants and their families, 
thus limiting the generalizability of 
the findings, the affirmative approach 
to care exemplified in this study is 
in contrast to those who encourage 
prepubertal children to accept their 
natal gender.38 Long-term outcomes 
data are needed to better predict 
which children would benefit from 
social transition and examine the 
repercussions for children who 
have transitioned socially and 
who ultimately do not identify as 
transgender.

Puberty Suppression

According to current clinical practice 
guidelines, appropriately screened 
TGNC youth are eligible for pubertal 
suppression with gonadotropin-
releasing hormone (GnRH) agonists 
on initiation of puberty.39,  40 The 
purpose of suspending puberty is 
twofold: First, blocking puberty 
buys more time for individuals to 
explore their gender identities with 
the support of their families and 
mental health providers without 
the development of unwanted 
secondary sex characteristics (such 
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as voice deepening and breast 
development). Second, blocking the 
development of such characteristics 
means that TGNC youth who persist 
in their transgender identities will 
require fewer medical and surgical 
interventions in the future. Evidence 
reveals that pubertal suppression 
is associated with a reduction in 
depression and anxiety.41 There 
are potential risks, however, with 
using GnRH agonists in this patient 
population. Although they have been 
used for >30 years in children with 
precocious puberty, and the efficacy 
and side effect profile has been 
studied in this patient population, 
there is a paucity of data with which 
the long-term outcomes of use in 
TGNC youth are examined. Specific 
areas of uncertainty include the effect 
of pubertal suppression during this 
critical window of time in which the 
adolescent brain is developing and 
bone density is accruing.39, 42 Delaying 
puberty also may place youth at 
risk for additional psychosocial 
challenges because they will remain 
physically prepubescent while their 
peers undergo puberty.39 Moreover, 
they may feel trapped on a certain 
trajectory once puberty suppression 
begins because even well-intentioned 
parents and providers may 
inadvertently reinforce a particular 
gender identity.3,  43

Gender-Affirming Hormone Treatment

For those who have entered 
puberty, hormone treatment can 
help TGNC youth develop secondary 
sex characteristics that are in 
line with their gender identities. 
Similar to puberty suppression, 
there is a lack of data with which 
long-term outcomes of gender-
affirming hormones in TGNC youth 
are examined. Specifically, there is 
uncertainty surrounding the long-
term cardiovascular and metabolic 
effects of estrogen and testosterone 
therapy in addition to mental health 
outcomes.40 In its most recent 
guidelines, the Endocrine Society 
now recommends flexibility in the 

minimum age for the initiation of 
gender-affirming hormones; thus, 
hormones may sometimes be used 
in youth <16 years of age.39 A recent 
study in which researchers managed 
55 transgender adolescents who 
underwent a rigorous psychological 
and/or gender assessment process 
before a clinical protocol of pubertal 
suppression, gender-affirming 
hormones, and gender-affirming 
surgery revealed a complete 
resolution of gender dysphoria. 
There were no cases of regret for 
making the decision to transition, and 
psychological outcomes were similar 
to or better than those of cisgender, 
age-matched young adults.41

Gender-Affirming Surgery

Surgery is often the final and 
generally irreversible step in 
gender affirmation. The Endocrine 
Society recommends delaying 
surgery in adolescents until the 
age of 18, although there is only 
limited, low-quality evidence to 
support this recommendation.39 
The World Professional Association 
for Transgender Health proposes 
limiting surgery to the age of 
majority with the exception of chest 
surgery in trans men, which may be 
performed at a younger age as long as 
there is satisfaction with testosterone 
treatment.40 In practice, despite 
attachments to such organizations, 
at least 11 surgical specialists in 
the United States report having 
performed vaginoplasties on minors 
between the ages of 15 and 17 years, 
with implications for informed 
consent.44 No additional published 
data regarding the prevalence of 
gender-affirming bottom surgery 
performed in TGNC youth were 
found.

Autonomy and Informed Consent 
and/or Assent

Informed Consent and/or Assent

For practitioners working with 
pediatric and/or adolescent 
populations, determining how and to 

what extent young patients are able 
to participate in decision-making 
regarding their care continues to 
present ethical dilemmas. In both 
clinical and research contexts, the 
informed consent process serves 
to protect individual autonomy by 
ensuring that patients have a clear 
understanding of the risks and 
benefits associated with a specific 
medical decision and are able to 
make decisions freely. Given their 
developmental status, children are 
commonly regarded as being capable 
of providing assent rather than fully 
informed consent, and criteria for 
obtaining informed consent from 
parents and/or surrogate decision 
makers vary.45

The age at which a pediatric or 
adolescent patient can provide 
consent or assent for medical 
treatment is still in question, 46,  47 
particularly for novel or innovative 
therapies in which risks and 
benefits are not well documented or 
understood. From a legal standpoint, 
competence to make medical 
decisions is typically recognized as 
a multifactorial and fluid construct; 
in the absence of a reliable approach 
to applying the construct in practice, 
many countries still default to age-
based thresholds.48 The World Health 
Organization defines adolescents 
as individuals between the ages of 
10 and 19 years49; although most 
countries recognize the age of 
18 years as the threshold for full 
decision-making rights, thresholds 
for involvement in decision-making 
for younger adolescents and children 
vary greatly.47 Groups such as the 
international Convention on the 
Rights of the Child have sought 
to focus instead on the capacity 
for understanding as a condition 
of consent, referring to evolving 
capacities for self-determination to 
describe one’s ability to participate 
in medical decision-making during 
adolescence.50 In the United States, 
minors are able to consent to medical 
care for sexual health and for most 
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reproductive health issues, and in 
many states, they also may consent 
to care for psychiatric health and 
substance use.45

Ambiguity regarding the appropriate 
involvement of children and 
adolescents in decision-making 
about their medical treatment has 
particular implications for those 
seeking gender-affirming care. 
Patients are increasingly presenting 
for gender-affirming care at younger 
ages. There is a range of possible 
treatment trajectories, including 
social transition for prepubertal 
children before the initiation of 
medical intervention51; according to 
the most recent Endocrine Society 
and World Professional Association 
for Transgender Health guidelines, 
medical intervention requires the 
onset of puberty.39,  40 In some cases, 
children or adolescents may not 
agree with their family members 
about the optimal course of care, 
raising questions about how best 
to resolve differences in opinions 
and perspectives, which may or may 
not be developmentally related. 
For instance, children at age 10 
or 11 years might have a different 
understanding or appreciation of 
the ramifications of choosing to 
forego fertility preservation than 
they would as older adolescents 
or adults, and ethical issues 
clearly arise in performing such an 
elective procedure on an unwilling 
participant. Given these difficulties, 
some scholars have issued a call to 
revisit the role and scope of consent 
and assent in the TGNC youth 
population.52

As practitioners endeavor to 
differentiate reliably between 
children whose gender dysphoria 
will resolve on its own with time 
and those whose gender dysphoria 
will persist into adolescence and 
adulthood, those involved in gender-
affirming care (gender-variant 
children and adolescents, their 
parents or guardians, and their 
medical providers) must make 

decisions about treatment in which 
(1) there is uncertainty about long-
term risks and benefits associated 
with a given treatment plan and (2) 
the optimal or appropriate role for 
young patients in decisions regarding 
their care is still in question. 
As patients and their families 
contemplate treatment options, 
they must engage in a risk/benefit 
analysis that often includes weighing 
the risk of unknown long-term 
outcomes with the more immediate 
benefit of avoiding detrimental 
mental health outcomes associated 
with nontreatment, including an 
increased risk of suicide.26,  27,  53

Dual Parental Consent

In the United States, anecdotal 
reports reveal that treating 
institutions sometimes require 
both parents to consent to gender-
affirming medical procedures.54 It 
is not known if this requirement is 
applied consistently across programs 
and geographic areas, but where 
it does exist, it is likely to serve as 
a potential barrier for TGNC youth 
seeking care to affirm their chosen 
gender identities.

Dual parent consent may be 
unnecessarily prohibitive for 
adolescents who come from 
households with only 1 parent who is 
actively involved in the child’s life or 
in situations in which there may be 
interparental conflict. A state court 
of appeals in Florida has upheld the 
sufficiency of 1 parent’s consent for 
nonemergent medical procedures 
even when the health care provider 
knows or should have known that 1 
parent objected to the procedure.55 
There is thus a need to understand 
parental consent requirements for 
gender-affirmation services given the 
legal inconsistency.

Justice and Equitable Access to Care

Youth seeking gender-affirming 
care face countless socioeconomic 
and geographic barriers, raising 
issues of equitable access and fair 

distribution of resources. Disparities 
in access to care exist between TGNC 
youth and their cisgender peers 
because stigma faced by TGNC youth 
prevents them from both seeking 
and receiving appropriate care; 
disparities also exist among TGNC 
youth as a result of differences in 
individual socioeconomic status, 
urban or rural status, and the country 
or state in which they happen to 
live. For example, although gender-
affirming care is considered a right in 
European Union member states, 56  
some countries in Africa and Asia 
have criminalized TGNC identities, 
thereby barring access to health care 
for this population.13

Stigma

TGNC youth face significant stigma, 
which can hinder or obstruct access 
to care at structural, interpersonal, 
and individual levels.57 Stigma as a 
stressor has been demonstrated to 
have an adverse impact on physical 
health that exceeds the impact 
of other nonprejudice-related 
stressors.58 Structural stigma can 
take a variety of forms, including but 
not limited to a lack of resources, 
a lack of insurance coverage, 
the medicalization of gender 
nonconformity, electronic health 
records that include only 2 options 
for gender identification, being 
denied access to one’s restroom 
of choice, and a lack of health data 
available for TGNC individuals.57,  59  
Interpersonal stigma also pose a 
barrier to those seeking care, and 
many TGNC youth experience such 
stigma within their families, schools, 
and health care settings.60,  61  
Although family responses to a 
child’s experience of gender variance 
differ widely, many do not respond 
favorably, substantially increasing a 
child’s risk of adverse outcomes.62,  63 
Social settings can also contribute to 
experiences of interpersonal stigma 
and significant harm in transgender 
youth. In a survey of transgender 
students in the United States, 75% 
reported feeling unsafe at school, 
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25% reported being physically 
harassed, and 12% reported being 
physically assaulted.64 Many youth 
are also hesitant to seek care for fear 
of experiencing stigma, reporting 
that they are wary of discrimination 
in health care settings or provoking 
negative reactions to their use of 
hormones obtained on the street.65 
Finally, individual stigma can also 
impact access to care; a reluctance to 
disclose one’s experience of gender 
variance and a fear of being seen as 
different have both been reported by 
TGNC individuals as central barriers 
to seeking care.59,  66

Inequitable Geographic Distribution of 
Providers

In many cases, the small number of 
qualified medical and mental health 
professionals who are trained to 
provide gender-affirming care means 
that appropriate treatment is not 
available for all those in need. This 
dearth of trained and experienced 
professionals disproportionately 
affects certain areas of the 
world, resulting in pronounced 
geographically driven inequities in 
access to care.

In the absence of providers who 
are qualified or willing to provide 
gender-affirming care, unqualified 
clinicians are joining the ranks in 
hopes of filling these gaps, sometimes 
causing harm by doing so.66 Lesbian, 
gay, bisexual, transgender, and 
queer and/or questioning–related 
education is not sufficiently taught 
to medical students in the United 
States and Canada.67 Three surveys 
of small physician samples from the 
United States and Canada revealed 
that knowledge deficits in medically 
treating gender dysphoria impeded 
physicians’ ability to clinically 
manage treatment plans for TGNC 
patients.68 –70 A lack of qualified 
providers may lead to care that is 
medically inappropriate or even 
harmful to patients.

Cost of Care

Cost of Procedures

The cost of gender-affirming care 
varies by country, and accurate 
estimates of the costs incurred by 
patients worldwide are difficult 
to obtain.71 Moreover, the cost of 
some gender-affirming procedures 
may be prohibitive for TGNC youth 
and their families, particularly if 
they are not covered by insurance. 
In the United States, annual costs 
of injectable or implantable GnRH 
agonists range from $12 000 to 
>$20 000, although there is a 
trend toward puberty-suppressing 
hormone treatments being covered 
by insurance.72 The cost of gender-
affirming hormone treatment is 
more difficult to estimate because 
the costs have not been as widely 
reported and vary greatly depending 
on the route of administration 
(oral versus injectable).73 Fertility 
preservation options have a wider 
range of costs and are usually not 
covered by insurance. Sperm banking 
has an average cost of $350 with 
a yearly $300 storage fee. Oocyte 
cryopreservation is substantially 
more expensive, costing ∼$10 000 
for the collection and freezing of 
gametes and $800 per year for 
storage.74 Fertility drugs are not 
included in this estimate. In New 
York, average costs for mastectomy 
total $49 149, and breast procedures 
other than mastectomy, such as 
breast augmentation, cost on average 
$50 886.75 Similarly in New York, 
genital surgeries range from $34 218 
to $41 996 depending on the payer.75

The costs referenced here represent 
some but not all procedures that 
a TGNC individual might undergo 
as part of gender-affirming care. 
Additional procedures with attendant 
costs, such as facial feminization 
surgery, body contouring, speech 
therapy, and hair removal, can be 
equally important in assisting TGNC 
individuals in affirming their desired 
genders; and yet, these procedures 
are often considered cosmetic and 

as such are not covered by many 
insurance carriers.

Health Insurance Coverage

Health insurance mechanisms and 
health care systems vary widely 
across the world.2,  9,  56

In the United States, several states 
have adopted formal policies 
protecting the right of TGNC people 
to access gender-affirming medical 
care through their health insurance 
providers.9 Currently, 16 states and 
the District of Columbia prohibit 
transgender exclusions in both 
private insurance and Medicaid, and 
4 states ban such exclusions in 1 but 
not both forms of insurance coverage. 
Although many state policies protect 
coverage for TGNC individuals, 
federal protections have recently 
been curtailed.76

In the current political climate, the 
role of state antidiscrimination laws 
may be crucial to ensure equitable 
access to gender-affirming care 
for TGNC youth, but considerable 
variation in and interpretation of 
state policies is still a barrier for 
many of those seeking accessible and 
affordable gender-affirming care.77

Access to Other Forms of Health Care

TGNC youth often have difficulty 
accessing other forms of needed 
health care beyond gender-affirming 
care. Cultural acceptance and the 
extension of legal rights for TGNC 
people differ worldwide, which 
creates variations in the accessibility 
of health care.11 In the United 
States, when asked about barriers 
to accessing health care, a sample 
of transgender youth in New York 
noted that it was difficult to find 
physical health care services in 
addition to care for their sexual 
and mental health needs.65 TGNC 
youth participating in the Minnesota 
Student Survey (Minnesota is a state 
with both Medicaid and private 
insurance antidiscrimination 
policies) reported significantly lower 
rates of preventive health checkups 
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compared with cisgender youth 
participating in the survey as well 
as poorer overall health outcomes.78 
Thus, it is important to evaluate 
barriers to the overall health and 
wellbeing of TGNC youth that cannot 
be addressed by state and federal 
laws governing health insurance 
coverage alone.

CONCLUSIONS: TRACKING OUTCOMES 
TO SUPPORT ETHICALLY SOUND 
PATIENT-CENTERED CARE

Access to care for TGNC youth 
presents significant ethical issues, 
raising concerns about beneficence, 
nonmaleficence, autonomy, and 
justice. Despite the well-documented 
risk of suicide without treatment in 
this population, gender variance is 
still met with intense social stigma, 
creating extensive structural and 
political roadblocks to improving 
access to appropriate health care. 
Although medical institutions may 
not be equipped to address these 
broader concerns, ethical questions 
that arise in the clinical context are 
complicated by a lack of outcomes 
data revealing which procedures and 
therapies are beneficial for TGNC 
youth. In the United States, such 
data are needed to assist children, 
parents, and providers in making 
informed health-related decisions 
about care and to assist policy 
makers in ensuring that health care 
is provided on an equitable and well-
substantiated basis.

Accordingly, the careful tracking of 
physical and mental health outcomes 
for youth undergoing gender-
affirming care can help to create a 
transparent and sound evidence base 
to support the equitable provision 
and coverage of treatment options. 
This in turn will enhance informed 
consent by helping TGNC youth and 
families assess the risks and benefits 
of different treatment options. 
Tracking patient-centered outcomes 
will enable those in the field to 
demonstrate that an unmet medical 

need exists for many TGNC youth, 
better assess which gender-affirming 
treatment options for youth are safe 
and effective, and provide grounding 
for a consensus on the indications for 
various gender-affirming procedures.

Until a comprehensive registry to 
track outcomes is established in the 
United States, educating providers 
about the need for treatment, 
available patient-centered treatment 
options for TGNC youth, and the 
extensive barriers that TGNC youth 
may face in accessing needed health 
care can help ensure that the health 
care needs of TGNC youth are 
acknowledged and addressed in an 
ethically sound and developmentally 
appropriate manner.

ACKNOWLEDGMENTS

We thank Dr Lisa Campo-Engelstein 
and Voreese Hoggans for their 
comments on earlier drafts of this 
article.

ABBREVIATIONS

GnRH:  gonadotropin-releasing 
hormone

TGNC:  transgender and 
gender-nonconforming

REFERENCES

 1.  Herman JL, Flores AR, Brown TN, Wilson 
BD, Conron KJ. Age of Individuals Who 
Identify as Transgender in the United 
States. Los Angeles, CA: The Williams 
Institute; 2017

 2.  Joint United Nations Programme on 
HIV/AIDS. The Gap Report. Geneva, 
Switzerland: UNAIDS; 2014

 3.  Chen D, Edwards-Leeper L, Stancin T, 
Tishelman A. Advancing the practice of 
pediatric psychology with transgender 
youth: state of the science, ongoing 
controversies, and future directions. 
Clin Pract Pediatr Psychol. 
2018;6(1):73–83

 4.  Wood SM, Salas-Humara C, Dowshen 
NL. Human immunodeficiency virus, 
other sexually transmitted infections, 

and sexual and reproductive health 
in lesbian, gay, bisexual, transgender 
youth. Pediatr Clin North Am. 
2016;63(6):1027–1055

 5.  McCann E, Keogh B, Doyle L, Coyne 
I. The experiences of youth who 
identify as trans* in relation to 
health and social care needs: 
a scoping review. Youth Soc. 
2017;10.1177/0044118x17719345

 6.  Clements-Nolle K, Marx R, Katz M. 
Attempted suicide among transgender 
persons: the influence of gender-based 
discrimination and victimization.  
J Homosex. 2006;51(3):53–69

 7.  Peterson CM, Matthews A, Copps-Smith 
E, Conard LA. Suicidality, self-harm, and 
body dissatisfaction in transgender 
adolescents and emerging adults with 
gender dysphoria. Suicide Life Threat 
Behav. 2017;47(4):475–482

 8.  Hatzenbuehler ML, Phelan JC, Link BG. 
Stigma as a fundamental cause of 
population health inequalities. Am J 
Public Health. 2013;103(5):813–821

 9.  Padula WV, Baker K. Coverage for gender-
affirming care: making health insurance 
work for transgender Americans. LGBT 
Health. 2017;4(4):244–247

 10.  Romanelli M, Hudson KD. Individual 
and systemic barriers to health 
care: perspectives of lesbian, gay, 
bisexual, and transgender adults. Am J 
Orthopsychiatry. 2017;87(6):714–728

 11.  Safer JD, Coleman E, Feldman J, et al. 
Barriers to healthcare for transgender 
individuals. Curr Opin Endocrinol 
Diabetes Obes. 2016;23(2):168–171

 12.  Pelzer BW, Montvidas J, Rensen L. Health-
care access of transgender people: 
a medical student approach. Lancet 
Diabetes Endocrinol. 2016;4(5):388–389

 13.  Human Rights Watch. Rights in 
Transition: Making Legal Recognition 
for Transgender People a Global 
Priority. New York, NY: Human Rights 
Watch; 2016

 14.  James SE, Herman JL, Rankin S, 
Keisling M, Mottet L, Anafi M. The 
Report of the 2015 U.S. Transgender 
Survey. Washington, DC: National 
Center for Transgender Equality; 2016

 15.  National Center for Transgender 
Equality. Issues: housing and 

PEDIATRICS Volume 142, number 6, December 2018 7

Downloaded from http://publications.aap.org/pediatrics/article-pdf/142/6/e20181537/1075510/peds_20181537.pdf
by Northwestern University user
on 03 November 2022



homelessness. Available at: https:// 
transequality. org/ issues/ housing- 
homelessness. Accessed December 20, 
2017

 16.  Mallon GP, DeCrescenzo T. Transgender 
children and youth: a child welfare 
practice perspective. Child Welfare. 
2006;85(2):215–241

 17.  Giordano S. Lives in a chiaroscuro. 
Should we suspend the puberty of 
children with gender identity disorder? 
J Med Ethics. 2008;34(8):580–584

 18.  Cochran BN, Stewart AJ, Ginzler 
JA, Cauce AM. Challenges faced 
by homeless sexual minorities: 
comparison of gay, lesbian, 
bisexual, and transgender homeless 
adolescents with their heterosexual 
counterparts. Am J Public Health. 
2002;92(5):773–777

 19.  Keuroghlian AS, Shtasel D, Bassuk 
EL. Out on the street: a public health 
and policy agenda for lesbian, gay, 
bisexual, and transgender youth who 
are homeless. Am J Orthopsychiatry. 
2014;84(1):66–72

 20.  de Graaf NM, Cohen-Kettenis PT, 
Carmichael P, et al. Psychological 
functioning in adolescents referred 
to specialist gender identity clinics 
across Europe: a clinical comparison 
study between four clinics. Eur Child 
Adolesc Psychiatry. 2018;27(7):909–919

 21.  Steensma TD, Zucker KJ, Kreukels BPC,  
et al. Behavioral and emotional problems 
on the Teacher’s Report Form: a cross-
national, cross-clinic comparative 
analysis of gender dysphoric children 
and adolescents. J Abnorm Child Psychol. 
2014;42(4):635–647

 22.  Zucker KJ, Bradley SJ, Owen-Anderson A, 
et al. Demographics, behavior problems, 
and psychosexual characteristics 
of adolescents with gender identity 
disorder or transvestic fetishism. J Sex 
Marital Ther. 2012;38(2):151–189

 23.  Becerra-Culqui TA, Liu Y, Nash R,  
et al. Mental health of transgender 
and gender nonconforming youth 
compared with their peers. Pediatrics. 
2018;141(5):e20173845

 24.  Drescher J, Byne W. Gender dysphoric/
gender variant (GD/GV) children and 
adolescents: summarizing what we 
know and what we have yet to learn.  
J Homosex. 2012;59(3):501–510

 25.  de Vries ALC, Doreleijers TA, Steensma 
TD, Cohen-Kettenis PT. Psychiatric 
comorbidity in gender dysphoric 
adolescents. J Child Psychol 
Psychiatry. 2011;52(11):1195–1202

 26.  Grossman AH, D’Augelli AR. 
Transgender youth and life-threatening 
behaviors. Suicide Life Threat Behav. 
2007;37(5):527–537

 27.  Eisenberg ME, Gower AL, McMorris 
BJ, Rider GN, Shea G, Coleman E. Risk 
and protective factors in the lives of 
transgender/gender nonconforming 
adolescents. J Adolesc Health. 
2017;61(4):521–526

 28.  Byne W, Bradley SJ, Coleman E, et al; 
American Psychiatric Association Task 
Force on Treatment of Gender Identity 
Disorder. Report of the American 
Psychiatric Association task force on 
treatment of gender identity disorder. 
Arch Sex Behav. 2012;41(4):759–796

 29.  Holman CW, Goldberg JM. Ethical, 
legal, and psychosocial issues in care 
of transgender adolescents. Int J 
Transgend. 2006;9(3–4):95–110

 30.  Leonardi NR, Compoginis JM, Luce EA. 
Illicit cosmetic silicone injection: a 
recent reiteration of history. Ann Plast 
Surg. 2016;77(4):485–490

 31.  Stewart L, O’Halloran P, Oates J. 
Investigating the social integration and 
wellbeing of transgender individuals: 
a meta-synthesis. Int J Transgend. 
2018;19(1):46–58

 32.  Newhook JT, Pyne J, Winters K, et al. 
A critical commentary on follow-up 
studies and “desistance” theories 
about transgender and gender-
nonconforming children. Int J 
Transgend. 2018;19(2):212–224

 33.  Steensma TD, Biemond R, de Boer 
F, Cohen-Kettenis PT. Desisting and 
persisting gender dysphoria after 
childhood: a qualitative follow-up 
study. Clin Child Psychol Psychiatry. 
2011;16(4):499–516

 34.  Steensma TD, McGuire JK, Kreukels 
BP, Beekman AJ, Cohen-Kettenis PT. 
Factors associated with desistence 
and persistence of childhood gender 
dysphoria: a quantitative follow-up 
study. J Am Acad Child Adolesc 
Psychiatry. 2013;52(6):582–590

 35.  Edwards-Leeper L, Leibowitz S, 
Sangganjanavanich VF. Affirmative 

practice with transgender and gender 
nonconforming youth: expanding the 
model. Psychol Sex Orientat Gend 
Divers. 2016;3(2):165–172

 36.  Kaltiala-Heino R, Bergman H, Työläjärvi 
M, Frisén L. Gender dysphoria in 
adolescence: current perspectives. 
Adolesc Health Med Ther. 2018;9:31–41

 37.  Olson KR, Durwood L, DeMeules 
M, McLaughlin KA. Mental health 
of transgender children who are 
supported in their identities. 
Pediatrics. 2016;137(3):e20153223

 38.  Zucker KJ. Children with gender 
identity disorder: is there a best 
practice? Neuropsychiatr Enfance 
Adolesc. 2008;56(6):358–364

 39.  Hembree WC, Cohen-Kettenis PT, 
Gooren L, et al. Endocrine treatment of 
gender-dysphoric/gender-incongruent 
persons: an endocrine society clinical 
practice guideline. J Clin Endocrinol 
Metab. 2017;102(11):3869–3903

 40.  Coleman E, Bockting W, Botzer M, et al.  
Standards of care for the health of 
transsexual, transgender, and gender-
nonconforming people, version 7. Int J 
Transgend. 2012;13(4):165–232

 41.  de Vries AL, McGuire JK, Steensma TD, 
Wagenaar EC, Doreleijers TA, Cohen-
Kettenis PT. Young adult psychological 
outcome after puberty suppression 
and gender reassignment. Pediatrics. 
2014;134(4):696–704

 42.  Vlot MC, Klink DT, den Heijer M, 
Blankenstein MA, Rotteveel J, Heijboer 
AC. Effect of pubertal suppression and 
cross-sex hormone therapy on bone 
turnover markers and bone mineral 
apparent density (BMAD) in transgender 
adolescents. Bone. 2017;95:11–19

 43.  Zhu J, Chan YM. Adult consequences 
of self-limited delayed puberty. 
Pediatrics. 2017;139(6):e20163177

 44.  Milrod C, Karasic DH. Age is just a 
number: WPATH-affiliated surgeons’ 
experiences and attitudes toward 
vaginoplasty in transgender females 
under 18 years of age in the United 
States. J Sex Med. 2017;14(4):624–634

 45.  Katz AL, Webb SA; Committee on 
Bioethics. Informed consent in 
decision-making in pediatric practice. 
Pediatrics. 2016;138(2):e20161485

 46.  Cherry MJ. Adolescents lack 
sufficient maturity to consent to 

KIMBERLY et al8

Downloaded from http://publications.aap.org/pediatrics/article-pdf/142/6/e20181537/1075510/peds_20181537.pdf
by Northwestern University user
on 03 November 2022

https://transequality.org/issues/housing-homelessness
https://transequality.org/issues/housing-homelessness
https://transequality.org/issues/housing-homelessness


medical research. J Law Med Ethics. 
2017;45(3):307–317

 47.  Hein IM, Troost PW, Broersma A, de 
Vries MC, Daams JG, Lindauer RJ. 
Why is it hard to make progress 
in assessing children’s decision-
making competence? BMC Med Ethics. 
2015;16:1

 48.  Hein IM, De Vries MC, Troost PW, 
Meynen G, Van Goudoever JB, Lindauer 
RJ. Informed consent instead of assent 
is appropriate in children from the age 
of twelve: policy implications of new 
findings on children’s competence to 
consent to clinical research. BMC Med 
Ethics. 2015;16(1):76

 49.  World Health Organization. Health 
topics: adolescent health. 2018. 
Available at: http:// www. who. int/ topics/ 
adolescent_ health/ en/ . Accessed 
January 5, 2018

 50.  Dickens BM, Cook RJ. Adolescents and 
consent to treatment. Int J Gynaecol 
Obstet. 2005;89(2):179–184

 51.  Drescher J, Pula J. Ethical issues 
raised by the treatment of gender-
variant prepubescent children. 
Hastings Cent Rep. 2014;44(suppl 
4):S17–S22

 52.  Shumer DE, Tishelman AC. The role of 
assent in the treatment of transgender 
adolescents. Int J Transgend. 
2015;16(2):97–102

 53.  Travers R, Bauer G, Pyne J; Trans Pulse. 
Impacts of strong parental support 
for trans youth: a report prepared for 
Children’s Aid Society of Toronto and 
Delisle Youth Services. 2012. Available 
at: http:// transpulseproject . ca/ wp- 
content/ uploads/ 2012/ 10/ Impacts- of- 
Strong- Parental- Support- for- Trans- 
Youth- vFINAL. pdf. Accessed July 30, 
2018

 54.  Icahn School of Medicine at Mount Sinai. 
Ethical issues in transgender medical 
care. In: Proceedings of the Twenty-
Seventh New York Regional Conference; 
November 17, 2017; New York, NY

 55.  Angeli v Kluka, 190 So3d 700 (Fla 1st 
DCA 2016)

 56.  Castagnoli C. Transgender Persons’ 
Rights in the EU Member States. 
Brussels, Belgium: Directorate General 
for Internal Polices, Policy Department 
C, Citizens’ Rights and Constitutional 
Affairs, European Union; 2010

 57.  White Hughto JM, Reisner SL, 
Pachankis JE. Transgender stigma 
and health: a critical review of 
stigma determinants, mechanisms, 
and interventions. Soc Sci Med. 
2015;147:222–231

 58.  Frost DM, Lehavot K, Meyer IH. Minority 
stress and physical health among 
sexual minority individuals. J Behav 
Med. 2015;38(1):1–8

 59.  Roberts TK, Fantz CR. Barriers 
to quality health care for the 
transgender population. Clin Biochem. 
2014;47(10–11):983–987

 60.  Winter S, Diamond M, Green J, et al.  
Transgender people: health at 
the margins of society. Lancet. 
2016;388(10042):390–400

 61.  Winter S. Lost in Transition: 
Transgender People, Rights and HIV 
Vulnerability in the Asia-Pacific Region. 
Bangkok, Thailand: United Nations 
Development Programme; 2012

 62.  Minter SP. Supporting transgender 
children: new legal, social, and 
medical approaches. J Homosex. 
2012;59(3):422–433

 63.  Ryan C. Supportive Families, Healthy 
Children: Helping Families With 
Lesbian, Gay, Bisexual & Transgender 
Children. San Francisco, CA: San 
Francisco State University; 2009

 64.  Kosciw JG, Greytak EA, Bartkiewicz 
MJ, Boesen MJ, Palmer NA. The 2011 
National School Climate Survey: The 
Experiences of Lesbian, Gay, Bisexual 
and Transgender Youth in Our 
Nation’s Schools. New York, NY: The 
Gay, Lesbian and Straight Education 
Network; 2012

 65.  Grossman AH, D’Augelli AR. Transgender 
youth: invisible and vulnerable.  
J Homosex. 2006;51(1):111–128

 66.  Wylie K, Knudson G, Khan SI, Bonierbale 
M, Watanyusakul S, Baral S. Serving 
transgender people: clinical care 
considerations and service delivery 
models in transgender health. Lancet. 
2016;388(10042):401–411

 67.  Korpaisarn S, Safer JD. Gaps in 
transgender medical education among 
healthcare providers: a major barrier 
to care for transgender persons 
[published online ahead of print June 
19, 2018]. Rev Endocr Metab Disord. 
doi: 10. 1007/ s11154- 018- 9452- 5

 68.  Snelgrove JW, Jasudavisius AM, Rowe 
BW, Head EM, Bauer GR. “Completely 
out-at-sea” with “two-gender 
medicine”: a qualitative analysis of 
physician-side barriers to providing 
healthcare for transgender patients. 
BMC Health Serv Res. 2012;12:110

 69.  McPhail D, Rountree-James M, Whetter 
I. Addressing gaps in physician 
knowledge regarding transgender 
health and healthcare through 
medical education. Can Med Educ J. 
2016;7(2):e70–e78

 70.  Unger CA. Care of the transgender 
patient: a survey of gynecologists’ 
current knowledge and practice. 
J Womens Health (Larchmt). 
2015;24(2):114–118

 71.  Defreyne J, Motmans J, T’sjoen G. 
Healthcare costs and quality of life 
outcomes following gender affirming 
surgery in trans men: a review. Expert 
Rev Pharmacoecon Outcomes Res. 
2017;17(6):543–556

 72.  Stevens J, Gomez-Lobo V, Pine-Twaddell 
E. Insurance coverage of puberty 
blocker therapies for transgender youth. 
Pediatrics. 2015;136(6):1029–1031

 73.  Ellis B. Transgender and struggling 
to pay medical costs. CNN. August 
22, 2013. Available at: http:// money. 
cnn. com/ 2013/ 08/ 22/ pf/ transgender- 
medical- costs/ index. html. Accessed 
March 16, 2018

 74.  Hudson JN, Stanley NB, Nahata L, 
Bowman-Curci M, Quinn GP. New 
promising strategies in oncofertility. 
Expert Rev Qual Life Cancer Care. 
2017;2(2):67–78

 75.  New York State Department of Health. 
Statewide planning and research 
cooperative system. 2018. Available at: 
https:// www. health. ny. gov/ statistics/ 
sparcs/ . Accessed July 30, 2018

 76.  Franciscan Alliance, Inc. v Burwell, 227 
FSupp3d 660 (ND Tex 2016)

 77.  Folkers KM. Demonstrating the need 
for updated gender affirmation 
medical care policies for insurers. 
NYSBA Health Law J. 2018;23(1):49–54

 78.  Rider GN, McMorris BJ, Gower AL, 
Coleman E, Eisenberg ME. Health 
and care utilization of transgender 
and gender nonconforming youth: a 
population-based study. Pediatrics. 
2018;141(3):e20171683

PEDIATRICS Volume 142, number 6, December 2018 9

Downloaded from http://publications.aap.org/pediatrics/article-pdf/142/6/e20181537/1075510/peds_20181537.pdf
by Northwestern University user
on 03 November 2022

http://transpulseproject.ca/wp-content/uploads/2012/10/Impacts-of-Strong-Parental-Support-for-Trans-Youth-vFINAL.pdf
http://transpulseproject.ca/wp-content/uploads/2012/10/Impacts-of-Strong-Parental-Support-for-Trans-Youth-vFINAL.pdf
http://transpulseproject.ca/wp-content/uploads/2012/10/Impacts-of-Strong-Parental-Support-for-Trans-Youth-vFINAL.pdf
http://transpulseproject.ca/wp-content/uploads/2012/10/Impacts-of-Strong-Parental-Support-for-Trans-Youth-vFINAL.pdf
http://money.cnn.com/2013/08/22/pf/transgender-medical-costs/index.html
http://money.cnn.com/2013/08/22/pf/transgender-medical-costs/index.html
http://money.cnn.com/2013/08/22/pf/transgender-medical-costs/index.html
https://www.health.ny.gov/statistics/sparcs/
https://www.health.ny.gov/statistics/sparcs/

