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Transgender individuals are the subject
of much debate in society, and specif-
ically within the medical community.
This population has a much higher inci-
dence of depression, suicidal thoughts
and attempts, and death by suicide. This
fact has prompted a movement to affirm
transgender persons in their perception
and experience, assuming that many
of the mental health issues experienced
by transgender people are sourced in
society’s reaction to the fact that one
is transgender. The expectation is that
once society completely accepts trans-
gender individuals and assists them in
transitioning socially and biologically
into their experienced gender, the mental
health issues will desist. This essay will
explore whether or not there is evidence
to support that premise, and if evidence
exists, whether that fact alone is enough
justification for treating minors with

medications and surgeries that can have
life-long implications. This discussion is
further complicated by the well-estab-
lished fact, which will be discussed below,
that most youth who show some form of
gender nonconformity will not persist in
this nonconformity through adulthood.

Terminology

In order to properly discuss this topic,
one must understand the terminology.
Currently there is disagreement within
the lesbian, gay, bisexual, and transgen-
der (LGBT) community as to what lan-
guage should be used to name the disor-
der as well as the language to delineate the
criteria for this disorder.! The American
Psychiatric Association (APA) currently
uses the term gender dysphoria,” while
the World Health Organization (WHO)
has reportedly chosen the term gender
incongruence;* however, this could not be
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confirmed on the WHO website.* Several
of the papers cited use the term gender
identity disorder (GID). For simplicity,
throughout this article, unless quoting
from cited works, the abbreviation GID
will be used. The APA’s Diagnostic and
Statistical Manual, fifth edition (DSM-V)
defines GID in children as: “A marked
incongruence between one’s experienced/
expressed gender and assigned gender . ..
associated with clinically significant dis-
tress or impairment.” Marked incongru-
ence in children is defined by desire for
behaviors associated with the non-natal
gender, rejection of stereotypical behav-
jors of natal gender, rejection of natal
primary and secondary sexual charac-
teristics, and desire for those of the oppo-
site (or other) gender. Adolescents and
adults have similar criteria, based mostly
on primary and secondary sex charac-
teristics or conviction that one’s feeling
and reactions are typical of the opposite
gender. Currently the APA and DSM-V
focus on the uncomfortable feeling (dys-
phoria) brought about by the experience



of being transgender and the reactions
of those around the transgender person.
Therefore, treatment of the condition is to
affirm the experienced gender to resolve
the dysphoric feeling and experiences.®

There are also conflicting claims about
the association between homosexuality
and GID. One source asserts that part
of the problem with terminology is that,
historically, theories of sexuality con-
flated transgenderism with homosexu-
ality.” Another source states quite clearly,
“Children with GID can be classified into
at least two subgroups: the pre-homo-
sexual children and the pre-transsexual
children.”® Other studies show an asso-
ciation between GID and bisexuality or
homosexuality.” One study showed that
all persistently GID participants were
attracted to natal sex partners, but did
not consider themselves homosexual.”
This source did not explore whether the
same (natal) sex attraction came before
and perhaps was the source of the trans-
gender ideation, or came subsequently.
Some of the youth whose GID did not
persist also later identified as homosexu-
al'' Another problem with terminology

is the idea that this is a disorder, which
prompted the WHO’s movement to
change the terminology in the 11% ver-
sion of the International Classification
of Diseases (ICD-11)."> Another author
claims that some of the diagnostic crite-
ria confuse discomfort with one’s biolog-
ical sex and discomfort with gender roles,
which the author argues are very differ-
ent phenomena.”

Gender Identity Formation

With this milieu of confusion about
terminology yet unresolved, one turns
to the question of how gender identity
forms, how long is it moldable, and what
factors contribute to the development of
a gender identity incongruent with one’s
natal gender. According to Hembree et
al,, the “normative psychological liter-
ature” does not address these issues."
Other authors assert that sexual prefer-
ences evolve throughout an individual’s
lifetime, but are solid enough by age 15 to
engage in treatment which may have life-
long implications.”” Hembree et al. argue
that if GID is severe, “an early complete
social transition may result in a more
favorable outcome,”¢ though cur-
rently no criteria exist to identify
the individuals to whom this expe-
dited treatment would apply.

Incidence

With terminological and devel-
opmental questions left unsettled,
one hopes to find a more solid
answer, using empirical research,
regarding the incidence of GID.
For example, Zucker and Lawrence
pointout that 5% of boysand 10% of
girls are rated by parents to behave
like the opposite sex, but only 1%
of boys and 3.5% of girls report a
desire to be the other sex."” By the
time of adulthood, the prevalence
rate is quite varied depending on
which study one reads. Zucker
and Lawrence compiled data from
several studies resulting in an
estimated rate of GID in adults to
be 1:10,000-1:20,000 in birth-as-
signed men and 1:30,000-1:50,000
in birth-assigned women.”® The

highest documented incidence was
1:2,900 for natal males, 1:8,300 for natal
females," much lower than the 0.6% tout-
ed in the media.”® Because the incidence
rate appears to change throughout child-
hood and adolescence, there has been
much discussion about the age at which
it would be appropriate to start any treat-
ment.

The Question of Persistence

To answer this question, some seek to
understand the development of gen-
der identity, and what factors might be
involved in the persistence or desistence
of GID. Unfortunately, little is known
about cognitive gender development.?
In an attempt to better understand this
concept, several studies have been done
to determine what percentage of chil-
dren who have “cross gender” thoughts
will continue to have those thoughts
and persist in the transsexuality. The
results vary from 2-27% persistence,
with an average of 15%. This means
that the majority (85%) of prepubertal
children who seek initial evaluation for
GID did not remain gender dysphoric
in adolescence.”” Responses to this data
about persistence vary. Hembree claims
that GID rarely desists after the onset of
pubertal development.” However, one of
the sources he cites states, “Many boys
with pervasive . . . gender dysphoria do
not show persistent gender dysphoria by
late adolescence or young adulthood.”*
The APA task force on gender issues also
states that 20% showed persistent GID in
mid-adolescence.” Similarly, Steensma et
al. found minimal differences in child-
hood gender variant expression between
“persisters” and “desisters.”** Members
of both groups reported feeling indiffer-
ent about their gender identity in early
childhood. By the age of 6-7 years, the
youth started to identify with the oth-
er sex: persisters stated they felt they
were the other sex, while desisters only
wished they were the other sex.”” With
regard to sexual attraction, all persist-
ers reported feeling exclusively attracted
to persons of the same natal sex, which
they saw as confirmation of their per-
ceived gender.”® Those individuals who
did not persist gradually experienced less



gender discomfort from the age of 10 and
13 years, attributed to changes in their
interests, friendships, physical chang-
es during puberty, experiencing sexual
attraction, and falling in love. Desisters
noted a complete resolution of gender
discomfort by the time puberty was com-
pleted.?” All girl desisters felt exclusively
attracted to boys, which was integral in
weakening their identification with or
as the opposite sex.® Because this was
a retrospective study, recall bias might
account for the difference noted that per-
sisters stated they were the opposite sex,
while desisters said they wished they were
the opposite sex.”!

Goals of Treatment

Unfortunately, the literature leaves many
questions unanswered. It is in this con-
fusing state that one now turns to exam-
ine the goals and timing of treatment.
Puberty suppression treatment is the first
step in medical treatment of GID youth,
accomplished using gonadotropin-releas-
ing hormone analogs (GnRHa) adminis-
tration. Most authors recommend against
hormone blocking medications until the
first signs of pubertal changes, defined
as Tanner stage 2, to avoid the worsen-
ing dysphoria associated with pubertal
changes.> After suppressing puberty,
cross sex hormone treatment (CSHT)
is typically started at age 16, based on a
statement by the Endocrine Society that
most adolescents have sufficient mental
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capacity to give informed consent by this
age.” The final stage of treatment consists
of sex reassignment surgery (SRS), which
is divided into top surgery (mastectomy
or breast augmentation) and bottom sur-
gery (vaginoplasty or metoidioplasty).**

As previously stated, one concern about
initiating treatment too soon is that
going through puberty may help the
individual to become congruent with
their biological sex.”® The emphasis to
start treatment rather than allow GID
youth to proceed through natural puber-
ty comes from guidelines that “place a
high value on avoiding an unsatisfacto-
ry physical outcome” (secondary sexu-
al characteristics) over “potential harm
from early pubertal suppression.”® This
philosophical approach to gender dys-
phoria places a higher value on the per-
ceived psychological harm which would
be caused by one’s own bodily changes
which occur as a result of natural puberty
than the physical and physiologic harm
caused by the hormones used to block the
natural progression of puberty. Hembree
asserts that the current guidelines select
adolescents whose GID persists (or will
persist?), implying that these are the indi-
viduals who would benefit from puber-
ty suppression;”” however, he does not
describe how the process selects persist-
ers, and his own study demonstrates that
going through puberty is part of what
made the desisters desist. Early treatment
also limits the growth of the penis and

scrotum, making SRS more difficult.*® To
turther complicate treatment decisions,
the Endocrine Society states, based on
“very low-quality evidence,” that there
may be “compelling reasons to initiate
sex hormone treatment prior to the age of
16 years in some adolescents . . . though
there are minimal published studies.”™

There are also medical concerns about
treatment unrelated to the gender issue.
One known issue is that puberty sup-
pression using GnRHa stops the normal
accumulation of bone density that occurs
with the onset of puberty, and treatment
with CSHT does not bring bone densi-
ty back to the level expected if puberty
suppression had not occurred.*! In fact,
the z score (comparison to age matched
controls) at age 22 years was lower than at
start of treatment.* GnRHa treatment “is
relatively new and controversial,”’ there-
fore additional research is needed. Bizic
et al. once again bring a heavy dose of
reality when they assert that the strongest
argument against CSHT is the absence of
any studies documenting its long-term
effects.* One area they especially want to
see more data on is for cross-sex hormon-
al therapy in individuals below 16 years of
age.” Indeed, CSHT has many long-term
effects, including potential impairment
of future reproductive functioning.*® If
an adolescent elects to proceed immedi-
ately from pubertal suppression to CSHT,
they will never undergo the physiolog-
ic puberty of their natal sex, and never




develop mature gametes to cryopreserve,
resulting in permanent sterility.””

Consent

With the exception of women’s health
issues, no one under the age of 18 is
legally able to consent for any medical
care. From consenting to a visit for a sore
throat requiring an exam and possible
swab of the throat, to consenting to an
emergency appendectomy where time
is of the essence, all medical treatment
requires the consent of a legally responsi-
ble guardian, usually the parent. There is
concern about the adolescent’s true abil-
ity to give informed consent for gender
identity issues. Individuals 16 years and
younger have better comprehension of
near-term consequences, such as wors-
ening gender dysphoria as they enter
puberty, compared to long-term conse-
quences, such as their potential future
fertility."® Pain may also cloud their judg-
ment, impairing their ability to make a
truly informed and rational decision. We
know that physical pain isolates people
from society and from one’s self, caus-
ing people to seek surgery “in the hope
that if it is just cut off or out they will not
be burdened.™ This statement is made
about a gangrenous extremity, but would
this same argument be true of mental
anguish causing obscured informed con-
sent for removal or reversal of undesired
secondary sexual characteristics?

Comorbidities

Because individuals with GID often have
psychological comorbidities, it is rec-
ommended that mental health care be
available through the entire transition-
ing process.”” One author asserts that
for this reason, the only health profes-
sionals who should make the diagnosis
are mental health professionals trained
in pediatric psychiatry and transgender
issues.” Several studies have documented
a disproportionately high rate of suicid-
al thoughts, attempts, and actual suicide
amongst young people in the LGBT com-
munity.” This issue is large enough that it
warrants a special task force of the APA.>
Some writers point to victimization as
a cause for the psychological issues;*

however their data shows a strong base-
line of attempted self-destructive behav-
ior which only increases (approximate-
ly 50% from baseline) when bullying
occurred.” It is only natural to want to
find a treatment that will lessen the suf-
fering of individuals with this high rate
of self-harm.
Unfortunately,
while there are
studies that show
people rate their
quality of life as
being better after
SRS, studies
demonstrate per-
sistent self-harm
behavior.  One
particular study
showed a 19-fold
risk of death
from suicide, as
well as increased
mortality from cancer (presumably from
ongoing CSHT) and overall mortality in
transgender individuals. Increased risk
for suicide attempts, inpatient psychiatric
care, and criminal convictions were also
demonstrated.” This was one of the few
longer-term studies, and these findings
did not become evident until at least 10
years after completing SRS.*®

about the
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Ethical Considerations

With a more robust understanding of the
manifold issues involved, we may turn to
consider the ethical questions of treating
minors with GID. The field of bioethics
has transformed over the years as tech-
nology has progressed, but one approach
has become a standard for evaluating
ethical issues: a four-legged approach
known as the Georgetown Mantra of
principlism. Using this approach, one
evaluates the ethical considerations of an
issue through the lenses of beneficence,
non-maleficence, autonomy, and justice.

Evaluating treatment through the princi-
ple of beneficence, one article claims that
beneficence obliges clinicians to help the
person by prescribing hormonal treat-
ment because “there are no better options
at this moment.” However, a counter
argument is made that SRS is equivalent

There is concern

adolescent’s true
ability to give
informed consent
for gender identity

to the surgical alteration of healthy
organs; therefore, they argue SRS would
not align with doing “only what is in the
patient’s best interest.”® Because one is
considering treatment of an adolescent
who likely has several decades more to
live, one must look not only at the short-
term benefits and harms
but also long-term consid-
erations. If treatment truly
minimized self-destructive
behavior® and improved
self-rated quality of life over
subsequent decades, not just
months or years, then this
treatment might meet the
requirements of beneficence.
However, long-term studies
show an increase in suicide
attempts and death from
suicide, as well as increased
overall mortality, which did
not become evident until
at least 10 years after completing SRS.%
The small size of the studies and limit-
ed participation in follow up also make
it difficult to assess the beneficent results
of treatment.* Even the Centers for
Medicare and Medicaid (CMS) wrote a
proposal stating that “there is not enough
evidence to determine” beneficial out-
comes, and also states: “The quality and
strength of evidence were low.”®

Turning to the principle of non-malef-
icence, treatment must not harm the
individual “in an emotional, social, or
physical sense.™ GnRHa treatment
might meet this requirement because
the potential harm is low—lower peak
bone mass. One has more difficulty with
CSHT, which runs the risk of permanent
sterility. Some take the view that doing
nothing causes harm because of the
bullying and increased risk of suicide.
Therefore, they would conclude that the
least harmful treatment plan involves
the least invasive surgery.”” Another way
to view harms is to consider whether
something as complicated as SRS is truly
without harm, considering the fact that
individuals may change their mind and
want to transition back. One woman who
has detransitioned states, “telling my old
providers about how transitioning hurt
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me is intimidating, overwhelming. . . .
Why would it be easy to tell those who
prescribed me testosterone that doing
so helped me hurt myself?”® There are
many who feel they have been hurt by
transitioning to the opposite sex and
seek detransitioning as part of their res-
toration.”

When one examines this topic through
the lens of autonomy, it seems at first
glance to sway the clinician in favor of
any treatment the patient desires; howev-
er, GID does not persist through adoles-
cence in the vast majority of children, so
a primary concern regarding performing
SRS from this lens would be the possibil-
ity of regret.’” How does a clinician help
someone walk through the decision of
whether it is better to suffer the conse-
quences of GID or SRS? Are children or
teenagers mature enough to make these
kinds of decisions?”’ One might even
argue that parents might be shortsighted
in their decision making, seeking relief
from pain now over potential for regret
in what seems like the distant future.
Puberty suppression only delays the
inevitable decision that one day needs to
be made and is not a neutral stance as it
prevents what appears to be curative for
the vast majority of afflicted individuals:
puberty. One reason we may never know
the answer to that question is that it has
become unsafe to even ask. One leading
expert, Dr. Kenneth Zucker, was fired in
2015 for holding the stance that it may
not be in the long-term interest of the
child’s well-being to automatically be
encouraged to transition.”?

Completely missing from this discus-
sion of the ethics is the concept of justice.

Perhaps this is because the transgender
agenda runs counter to the claim that
justice “sets limits on the absolutization
of autonomy.”” The goals of medicine
must be determined by what medicine
is in its internal essence. Current termi-
nology makes the physician into a “pro-
vider,” no different from an insurance
provider, internet service provider, or
cell phone provider, and if the patient is
not receiving the “service” the patient
desires, the patient merely changes pro-
viders. Medicine as a profession implies
that the physician has knowledge that
the patient does not have, and must use
that knowledge to the patient’s benefit,
over and above the physician’s benefit.
If physicians are merely providers, then
physicians are guided—or driven—by
goals that are socially constructed, goals
which “could stretch the limits of med-
icine to include provision of whatever
treatment a society might want.””* Paul
McHugh of John’s Hopkins University
states that psychologists typically chal-
lenge patients’ thinking, and so he sug-
gests that the best way to treat GID may
be the same way psychologists treat other
dysphorias: by recognizing that feelings
are not the same thing as reality.”

Conclusion

As this essay displays, there are many
issues to consider when discussing the
treatment of transgender individuals,
especially youth and adolescents. Some
individuals experience increased dyspho-
ria with the onset of puberty. Proponents
of treatment use this fact as a reason to
urge treatment at younger ages. Several
studies show that most gender incon-
gruent youth become gender congruent

by adulthood. Studies examining treat-
ment are small and follow subjects only
1-2 years. These studies show improved
quality of life defined by less dysphoric
feelings. Only one study followed a rea-
sonable population over decades, and
documented a much higher mortality
and morbidity from psychiatric illness.
This calls into question whether treat-
ment actually is helping those who suffer
from GID. After examining the research,
the implications of GID, and the ethical
issues involved, one can reasonably con-
clude that there is no adequate justifica-
tion for CSHT or SRS, especially in the
child and adolescent age group. Some of
the studies mentioned show lack of ben-
efit more than 10 years out, so it would
be reasonable to omit the “especially in
the child and adolescent age group” from
the previous sentence. This article has
argued from a Hippocratic “first do no
harm” perspective, which supports the
Christian perspective that each and every
individual is created in the image of God,
not a random colocation of atoms. This
belief not only states that treatments dis-
cussed in this article are not beneficial,
but are wrong in the sight of our holy
God, and these individuals as they were
born, without any need for ‘improve-
ment’ are “fearfully and wonderfully

®
made.”c e®
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