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ABSTRACT 
 

Adolescents who have a gender identity not congruent with their biological sex have an increased incidence 
of mental health issues, including depression and suicidal ideation. Both before and after “gender affirming 
therapy” (GAT), adolescents who have gender-identity incongruence are at higher risk for 
psychopathology than their peers who identify with their biological sex.  Previous adverse childhood 
experiences may play a major role in that psychopathology and needs to be explored in helping these 
patients.  There are no long-term studies demonstrating benefits nor studies evaluating risks associated 
with the medical and surgical interventions provided to these adolescents.  There is no long-term evidence 
that mental health concerns are decreased or alleviated after “gender affirming therapy.” Many 
individuals who have been treated with “GAT” later regret those interventions and seek to align their 
gender identity with their sex. Because of the risks of social, medical, and surgical interventions, many 
European countries are now cautioning against these interventions while encouraging mental health 
therapy.  
 
Introduction 
 

Adolescents who have a gender identity not congruent with their biological sex have an increased incidence 
of mental health issues, including depression and suicidal ideation. This is particularly serious given the 
exponential increase in the number of adolescents identifying as “transgender” in the past decade. For 
example, the CDC reports every two years on data obtained from the Youth Risk Behavior Surveillance Survey, 
and in their 2015 report, just 11% of adolescents described themselves as bisexual, gay or otherwise questioning.  
However, by 2021, just six years later, the number had more than doubled to nearly 25%.1 
 
Terminology 
 

It is difficult to discuss this topic without acknowledging the conflict over terminology.  The American 
Psychological Association defines “gender identity” as “ 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 which may or may not correspond to a person’s 
sex assigned [sic] at birth or to a person’s primary or secondary sex characteristics.”  “Transgender” is defined as 
an “umbrella term that incorporates differences in gender identity wherein one’s assigned [sic] biological sex 
doesn’t match their felt identity.”2 The often severe psychological discomfort that comes with gender identity not 
matching one’s sex is called gender dysphoria. 
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To further complicate matters, there are a number of other terms being used to describe an individual’s emotions 
in regards to sexuality including “gender nonconformity,” “gender contentedness,” and “gender expression.” 3  
Therefore, in this paper, these terms may be used when needed to assure accuracy in reporting. 
Both gender identity and transgender refer to thoughts and feelings dependent upon one’s emotions as opposed to 
the biological determination of sex which is based upon the genetic chromosomal composition of the individual. 
Biological sex is almost always easily identifiable at birth (if not before) based upon phenotypic expression of 
chromosomal complement. Very rarely, in disorders of sexual development, additional testing may be required to 
accurately determine sex.  To describe sex as “assigned at birth” is inaccurate and misleading. 
 
The American College of Pediatricians (ACPeds) affirms the medical fact that the sex of an individual is based 
upon biology and not upon thoughts or feelings.  The individual’s sex is encrypted in every diploid cell of the 
body.  Since an individual’s biological sex is immutable from the moment of fertilization, it cannot be changed, 
regardless of hormonal or surgical interventions.  Nothing in this paper should be construed to mean the College 
agrees with or accepts that individuals can change their given biological sex.   The so-called “transition” is not a 
change of sex or even a change of sexual/gender identity, but rather only a change in sexual appearance or 
presentation. Thus, “transgender” and “transition” are misleading and inaccurate terms, but are used in this 
document because of their unfortunate standard use in the medical literature. 
 
In addition, ACPeds is very concerned that parents, along with health care and educational professionals, who 
support the transgender “transition” of children and adolescents are, in fact, contributing to increased depression 
by appearing to validate to the children that “something is wrong with their body and biological sex.”  
 
Incidence of Mental Health Problems 
 

As the proportion of adolescents who identify as heterosexual decreases, the incidence of mental health issues 
increases. Using data from an earlier Youth Risk Behavioral Surveillance Survey, researchers found the 
“proportion of adolescents reporting minority sexual orientation identity nearly doubled, from 7.3% in 2009 to 
14.3% in 2017.”  Those students who identified as sexual minorities were three times more likely to attempt 
suicide compared with heterosexual adolescents.   In that 8-year time period, as the percentage of sexual minority 
adolescents almost doubled, the proportion of suicide attempts in that population increased from 24.6 % to 35.6%, 
indicating that these youth are at greater risk for mental health concerns.4 
 
Of the “sexual minorities”, those with gender dysphoria or transgender identities have higher rates of mental 
health concerns than other LGBTQ+ identifying adolescents, no matter which measurement tool is utilized. Even 
young children who identify as transgender are at increased risk.  The Adolescent Brain Cognitive Development 
Study recruited more than 11,000 children across the United States between 9 and 10 years of age with the 
intention of following them longitudinally to evaluate brain development.  In 2022, researchers compared parental 
reports on the Child Behavior Checklist between children who self-identified as transgender (58) and those who 
identified as cisgender (7111), with 4692 children excluded who did not understand the question.  Children who 
identified as transgender at this young age were more likely to experience depression (2.53 OR), anxiety (2.70 
OR), conduct problems (3.13 OR), and suicidality (5.79 OR).  Without considering the possibility that mental 
health concerns may precede gender dysphoria, the authors state, “Whether this is due to stigma, minority stress, 
discrimination, or gender dysphoria is unclear.”  More interesting is the fact that only 0.48% (58 of 11878) 
children between 9 and 10 years of age identified as transgender.5 
In a follow up study, one year later, twice as many children (1.0%) identified as transgender, while 33.2% of 10- 
and 11- year- olds responded to at least one of four questions in a manner interpreted by the authors as not totally 
aligning with their biological sex.  Several categories of gender diversity were evaluated, and the researchers 
found, “Significant relationships were observed between mental health symptoms and gender diversity for all 
dimensions assessed.”6 
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A contrary conclusion was put forth from an often-cited University of Washington in Seattle study of 73 
“transgender children” aged 3 - 12 years whose parents were supportive of their “transition”. When compared 
with two control groups, the authors stated, “Socially transitioned transgender children who are supported in their 
gender identity have developmentally normative levels of depression and only minimal elevations in anxiety.”  
This study has been repeatedly cited as a reason for parents to affirm “transgender children’s” ideation.7However, 
other researchers re-examined the initial data and found “slightly higher levels of depression but significantly and 
substantively meaningful differences in anxiety and self-worth, and with results favoring cisgender children, even 
when the transgender children had high levels of parental support for their gender transitioning.”8 
 
Utilizing data from the 2015-2017 Healthy Minds Study, researchers analyzed the mobile surveys of 65,213 
students, including 1237 gender minority students, at 71 college campuses in the United States. Mental health 
concerns of depression, anxiety, eating disorders, self-injury and suicidality were screened via clinically validated 
instruments.  Seventy-eight percent (78%) of “gender minorities” (GM) compared with 45% of students not 
identifying as “gender minorities” were found to have those mental health concerns.  Twice as many GM students 
(58%) screened positive for depression compared with 28% of “cisgender” students.  The authors found that “GM 
status was associated with 4.3 times higher odds of having at least one mental health problem.”9 
 
An extensive psychological evaluation of 49 adolescents presenting for gender-affirming medical treatment in 
Vienna, Austria, was performed prior to the initiation of any treatment.  This included 4 - 5 clinic appointments 
with evaluations by a child and adolescent psychiatrist, a clinical psychologist and a psychotherapist as well as the 
completion of structured interviews, questionnaires and family assessments. Over half (57%) of the 49 
adolescents were diagnosed with at least one psychiatric diagnosis. Previous studies had found co-occuring 
mental disorders in transgender-identifying children and/or adolescents to range from 32.4% to 85%.  The authors 
acknowledged that “gender dysphoric adolescents are significantly more likely to show psychopathological 
abnormalities than their cisgender peers, whose gender identity aligns with the sex they were assigned at birth.” 10 
 
Several factors may contribute to this increased risk of mental health disorders in transgendered youth.  It may be 
that gender dysphoria is more commonly seen in those with other primary mental health diagnoses such as autism 
spectrum disorder or in those who have suffered a severe trauma, such as sexual abuse.  It may be gender 
dysphoria itself is distressing to the patient, even when the environment is affirming and supportive.  Finally, 
some clinicians theorize that the increase in mental health concerns is secondary to the family rejection or social 
ostracism the transgender individual experiences.  
 
Researchers have also noted the increased incidence of autism spectrum disorder (ASD) among individuals with 
sex/gender-identity incongruence.  Using five independent cross-sectional datasets consisting of 641,860 
individuals, researchers found “transgender and gender-diverse individuals have, on average, higher rates of 
autism, other neurodevelopmental and psychiatric diagnoses.”11 
 
Another study utilizing the PEDSnet learning health system network evaluated 919,868 youth between 9 and 18 
years and found 464 (0.05%) had co-occuring ASD and gender dysphoria.  Gender dysphoria was found in 8.6% 
of those with ASD compared with only 0.6% of those without ASD.  In addition, there were greater odds of 
mental health concerns among those with co-occuring ASD and GD with aOR reaching 20.66 for anxiety, 20.27 
for depression and 13.13 for suicidality.12 
 
Risk of Suicidal Behaviors 
 

Along with the increase in mental health concerns, the possibility that adolescents with gender dysphoria are at 
heightened risk for suicide has been raised.  More seriously, many parents are specifically told that if they do not 
accept their children’s gender identity via social transition, medical treatment, and surgical operations, they risk 
losing their children to suicide. 13  
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Early research contributed to the concern regarding increased suicidal behaviors in transgendered adolescents.   
Utilizing data from the 2013-2015 California Healthy Kids Survey as well as the Biennial Statewide California 
Student Survey, researchers evaluated the results of 621,189 participating adolescents and found “prevalence of 
past 12-month self-reported suicidal ideation was nearly twice as high for transgender compared to non-
transgender youth (33.73% versus 18.86%).”  When the models were adjusted, the transgender youth were almost 
three times as likely to report past-year suicidal ideation.  Between 1.10% and 1.33% of adolescents at that time 
identified themselves as transgender, and those who did so were more likely to report depressive symptoms and 
school-based victimization within the past year.14 
 
Data from the Profiles of Student Life: Attitudes and Behaviors Survey of 120,617 adolescents between 11 and 19 
years of age obtained between June 2012 and May 2015 showed nearly 14% of teens reported having made a 
suicide attempt.  The highest rate of suicide attempts (50.8%) was seen in female to male transgender-identifying 
adolescents, followed by 41.8% of those who identified as “nonbinary”.  Heterosexual females (17.6%) and 
heterosexual males (9.8%) had the lowest rates of suicidal attempts.  This study utilized a convenience sample - a 
methodology that does not allow for broad generalizations as the subjects are not chosen at random, but rather 
from a group that is conveniently easy to sample.15A smaller study utilizing an online survey of 2020 adolescents 
between 14 and 18 years of age also found that transgender-identifying adolescents (both male and female) had 
almost twice the rates of suicidal ideation and attempts compared with “cisgendered” adolescents.16  
 
From the 2016 and 2019 Kids’ Inpatient Database(KID), researchers identified pediatric patients who had 
International Classification of Diseases (ICD) - 10 codes related to gender dysphoria and suicidal behaviors.  
There were over 2 million patient hospitalizations evaluated with 6627  patients with gender dysphoria. 
“Prevalence of suicidality was greater in individuals with gender dysphoria-related codes than in individuals 
without gender dysphoria-related codes in KID 2016.”  (36% versus 5%)  In 2019 the numbers were even higher 
for those with gender dysphoria with 55% of gender dysphoric patients experiencing suicidal ideation or attempts 
versus 4% of those without gender dysphoria.17 
 
This increased risk of suicide has been promoted as a reason for parents to permit gender dysphoric adolescents to 
“transition” – socially, medically, and surgically.  Parents are told their adolescent will commit suicide unless they 
acquiesce to and accept the adolescent as the gender opposite his or her sex.  A British ITV drama Butterfly 
interviewed parents of transgender adolescents who stated a common refrain - “I’d rather have a live daughter 
than a dead son.”  The program was influenced and promoted by Mermaids, a British organization encouraging 
children to identify and be affirmed as transgender. 
 
To evaluate this concern, Michael Biggs, Associate Professor of Sociology at the University of Oxford, analyzed 
the suicide data from England and Wales. Biggs obtained data from the Gender Identity Development Service 
(GIDS) of the National Health Service (NHS) from 2016 to 2018.  They reported three patients had committed 
suicide and four had attempted suicide in the two-year interval.  Biggs utilized other statistics to demonstrate that 
the suicide rate for transgender adolescents is higher than that for teens overall, but not as high as for adolescents 
with anorexia nervosa or depression.18 
 
Four years later, Biggs evaluated data from the Tavistock and Portman NHS Foundation Trust in London for 2007 
to 2020, and found four patients from the clinic died of suspected suicide, two of whom were on the waiting list 
for treatment and two who had been seen in the clinic.  The patients seen in the clinic were calculated to be 5.5 
times more likely to commit suicide than the general population of adolescents between 14 and 17 years of age, 
with an annual suicide rate of 13 per 100,000.  However, as the author notes, this is not corrected for the increased 
risk of suicide found in patients with autism who made up 14 - 15% of the patients.  Although tragic, this does not 
translate to the higher suicide rate presented to parents of children seeking care for gender dysphoria.19 
 
Additional research utilizing better methodology has demonstrated that the very high rates of suicide attempts by 
those identifying as transgender cannot be substantiated. The William’s Institute was contracted by the state of 
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California to use appropriate survey methods and found 22 % of transgender identifying adults had attempted 
suicide.20Although this rate of suicide attempts is obviously concerning, it is not different from that experienced 
by individuals who have experienced bullying or who identify as LGB.21 
 
Mental Health Issues and Transgender Identity 
 

Which comes first?  Adverse childhood experiences, mental health disorders, or transgender identity? Adverse 
childhood experiences (ACEs) were first recognized by Felitti as factors that negatively affect the physical and 
mental health of adults. 22 Felitti developed a 10-item scoring system that identified three major areas of 
childhood stress and trauma that seriously impacted adult health.  ACEs included exposure to domestic violence, 
mental illness, alcohol or drug use in the home, physical or emotional abuse or neglect, sexual abuse, and parental 
divorce.   In Felitti’s initial study, 67% of adults reported at least one ACE, with physical abuse and alcohol and 
drug use in the child’s home being the most common.  Additional research has demonstrated that ACEs can have 
an additive negative effect, with four or more ACEs being associated with greater risk of poor physical and 
mental wellbeing.   
 
The physiologic basis by which ACEs negatively impact health appears to be related to the stress response, 
leading to elevated levels of cortisol, pro-inflammatory cytokines, and C-reactive protein.  Structural and 
functional changes in the brain occur due to the chronicity of the stress.23 
 
One of the first studies to consider the impact of ACEs in LGB adults evaluated data from three states that 
collected information from over 22,000 adults (2.1% identifying as LGB) using the Behavioral Risk Factor 
Surveillance System.   Twice as many LGB adults (29.7%) had experienced sexual abuse as a child compared 
with heterosexual individuals (14.8%), and they also had more than twice the odds of reporting physical abuse.  
Transgendered individuals were not identified in this survey.24 
 
Subsequently, researchers evaluated similar data on over 30,000 adults. There were 711 lesbian, gay, and bisexual 
adults included.  Researchers found the LGB adults had a higher prevalence of all ACEs compared to 
heterosexual adults, with the most significant difference being a threefold increased history of childhood sexual 
abuse in the LGB respondents.  In addition, only 26.8% of LGB individuals stated they had no ACEs, while 
40.4% of heterosexuals reported none.  Almost twice as many LGB individuals reported between 3 and 8 ACEs 
(42.4%) compared with 23.9% of heterosexuals.  As adults, the LGB community reported twice the rate of poor 
mental health in the past 30 days (26.8% compared with 10.9%).  Again, transgendered individuals were not 
identified.25 
 
Transgender-identifying adolescents were included in an online survey of 3508 LGBTQ+ adolescents between 14 
to 18 years of age.  Researchers found that “Participants reported multiple ACEs (M=3.14, SD =2.44) with 
emotional neglect (58%), emotional abuse (56%) and living with a family member with mental illness (51%) as 
the most prevalent.”  Nearly half (43%) of the adolescents had experienced at least 4 ACEs, which is much higher 
than national samples.26 
 
A study from the University of Texas in 2019 evaluated the differences in ACE experiences between 
“transgender” and “cisgender” sexual minorities.  “Transgender participants reported emotional abuse, physical 
neglect, and emotional neglect more frequently compared to cisgender LGB people.” 
In addition, the transgender-identifying participants were more than twice as likely to state they were in poor 
mental health (OR=2.47)27 
 
Suarez, et al, assessed the prevalence of ACEs specifically in 131 ‘transmasculine’ adults – those born female – 
and found 45% reported more than four ACEs.  Having experienced four or more ACEs was associated with more 
than a fivefold increased incidence of depression (AOR=5.3) and suicidality (AOR=5.2).28 
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Giovanardi, et al, evaluated the relationship between complex trauma and gender dysphoria.  The researchers 
defined complex trauma as “a set of experiences of cumulative, chronic and prolonged traumatic events, most 
often of an interpersonal nature, involving primary caregivers and frequently arising in early childhood or 
adolescence.”  These experiences could include physical and sexual abuse, physical and emotional neglect, and 
exposure to domestic violence, similar to the items on the ACEs screening tool.  Utilizing two tools, a Complex 
Trauma Questionnaire, along with the Adult Attachment Interview, researchers found significant differences 
between adults with and without gender dysphoria.  61% of adults without gender dysphoria described their 
attachment to their childhood caretakers as “secure”, while only 27% of gender dysphoric adults did so.  The 
difference in history of complex trauma was also significant as 90% of gender dysphoric adults had experienced 
any form of trauma and 56% had experienced four or more types.  In the control group, only 7% had experienced 
four or more types of trauma.29The authors noted that both “trans men” (biological  females) and “trans women” 
(biological  males) “suffered from severe neglect, rejection, and psychological abuse”, and stated, “we believe 
that attachment and trauma investigation could play a crucial role in bringing to light conflicts and defenses that 
may interfere with a free exploration of gender identity.” 
 
Electronic medical records were reviewed in a large study of 26,300 children and adolescents who identified with 
their biological sex who were age and sex matched to 1333  transgender individuals. (Ten females and ten males 
were matched with each individual identifying as transgender.)  Common diagnoses noted prior to the diagnosis 
of gender dysphoria were compiled.  There were high rates of psychiatric disorders and suicidal ideation before 
gender non-congruence in teens, with psychiatric hospitalizations seen 22 – 44 times higher than in the controls 
and self-harm 70 – 144 times higher.  In adolescent patients between 10 and 17 years of age, the researchers found 
depressive disorders in 49% of trans females and 62% of trans males.30 
 
In a prospective study of 79 Australian children with gender dysphoria (33 biological males; 46 biological 
females), researchers found high levels of distress, including 41.8% with history of suicidal ideation, 16.3% with 
self-harm, and 10.1% with suicidal attempts on their first presentation.  The majority of the children had comorbid 
mental health disorders, including 63.3% with anxiety, 62% with depression, 35.4% with behavioral disorders and 
13.9% with autism.  Significantly the majority also had suffered adverse childhood experiences with 39.2% 
having had maltreatment, 63.3% had parental mental illness and 59.5% had lost an important family member.  
10% of the children had been in out-of-home placement, and only two of the children reported no adverse 
childhood experiences.31 
 
In 2018, Littman reported an online survey of 256 parents of a child who had experienced rapid onset gender 
dysphoria in their adolescence (83% female sex) during or after puberty.  The adolescents were a mean age of 
15.2 years when they identified as transgender, and 62.5% of the adolescents had “been diagnosed with at least 
one mental health disorder or neurodevelopmental disability prior to the onset of their gender dysphoria.”32 
 
Although retracted due to political pressure, subsequent research confirms Littman’s data regarding preceding 
mental illness.  Surveys completed by 1665 parents visiting a website (Parents of ROGDkids.org) revealed 57% 
of the transgender-identifying adolescents had a preceding history of mental health concerns that began on 
average 3.8 years prior to gender dysphoria, and 42.5% had received a ‘formal psychological diagnosis.”33 Given 
this research, it seems likely that preceding trauma and childhood adverse experiences contribute to gender 
dysphoria and certainly to the mental health concerns and depression experienced by many transgender-
identifying individuals. 
 
“Affirmation Treatment” and Mental Health Effects 
 

This is a crucial question since health care professionals should provide appropriate treatment that will allow 
individuals to attain optimal mental well-being.  But what is appropriate treatment for “transgender” adolescents?  
Will social transition, medications, and surgical intervention prevent or treat depression and suicidal behaviors? 
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Most of the research attempting to answer these questions is severely flawed.  Small sample sizes, biased 
recruitment, patients lost to follow up, and extremely short durations of follow-up are some of the most common 
problems seen in the literature.  In addition, studies on long-term follow up are, of necessity, reporting on 
individuals who “transitioned” years ago when, in order to undergo medical and surgical “transition,” the patients 
had to be adults who had received intense psychological evaluation.  The recent surge in the adolescent 
population identifying as transgender is unprecedented, and no long-term follow up studies are obviously 
available. Even so, the long-term follow up research on transgender adults is concerning for its inability to show 
improvement in mental health.  
 
Gender Transition Efforts 
 

There are three interventions used by transgender therapists that must be examined:  social affirmation (also 
known as social “transition”), hormonal intervention with use of puberty blockers followed by cross-sex 
hormones, and surgical procedures. 
 
Social “Transition”  
 
Social “transition” involves a change in name, pronoun use, hair style, and clothing to more closely match the 
child’s perceived sexual identity which is incongruent with their biological sex. There is conflicting research 
regarding possible mental health benefits to social “transitioning” of children with gender dysphoria. One of the 
earliest studies matched 73 “transgender” children between 3 - 12 years with 73 gender-matched community 
controls, that included 49 siblings of the “transgender” children.  The researchers found parental reports of 
depression were similar in each group, but there were slight increases in anxiety in the “transgender” children.34  
However, this study did not provide evidence that social “transitioning” improved psychological well-being. 
 
Psychological functioning assessed via parental reports on 54 children between 5 and 11 years of age who were 
evaluated at the Hamburg Gender Identity Service in Germany found that peer problems and worse family 
functioning “were significantly associated with impaired psychological function, whilst the degree of social 
transition did not significantly predict the outcome.  Therefore, claims that gender affirmation through 
transitioning socially is beneficial for children with GD could not be supported from the present results.”35 The 
study by Wong, et al. of 226 “gender variant” children who had socially transitioned compared to those who had 
not transitioned concurred, with the authors stating, “There was little evidence that psychosocial well-being varied 
in relation to gender transition status.”36     
 
In addition, social transitioning leads to persistence of gender dysphoria.  A study of 127 adolescents who were 
diagnosed before age 12 years with gender dysphoria in Amsterdam, the Netherlands, found that those who 
experienced “affirmation” of their cross-gender identification  were more likely to persist in that incongruent 
identification.  All four children who socially “transitioned” persisted in their cross-sex identification, while only 
35% of the 123 children who did not completely socially “transition” persisted.37 
 
Thus, Zucker states, “A gender social transition in prepubertal children is a form of psychosocial treatment that 
aims to reduce gender dysphoria, but with the likely consequence of subsequent (lifelong) biomedical treatments 
as well.”38 Cass agreed in her review of gender services for the National Health Services (NHS), and stated social 
“transition” is “an active intervention because it may have significant effects on the child or young person in 
terms of their psychological functioning.”39   
 
Further, when one considers brain development of the young child, with its neuroplasticity, each thought, 
behavior and experience affect the brain’s microstructure and function.  Social transition can then confirm to a 
child a new identity.  Importantly, the child will have difficulty later questioning the new identity since parents 
and teachers have confirmed it. 
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Pubertal Suppression 
 
In an attempt to examine the benefit of pubertal suppression during adolescence with mental health outcomes as 
adults, Turban, et al, utilized a cross-sectional survey of 20,619 transgender adults between the ages of 18 to 36 
years.  In their sample, 16.9% of participants reported they had desired pubertal suppression as an adolescent, 
with 2.5% receiving such treatment.  The authors found “those who received treatment with pubertal 
suppression…had lower odds of lifetime suicidal ideation (adjusted odds ratio = 0.3).”40 
 
However, in a published comment linked to that article, Field and Trumbull pointed out the “exceedingly high 
rates in both groups of suicide ideation (75% and 90%) and suicide attempts (42% and 51%).”  The relatively 
brief follow-up period and the doubled (45.5% vs. 22.8%) rate of serious suicide attempts requiring inpatient care 
in the pubertal suppression treatment group during the year preceding data collection contribute to the serious 
concerns surrounding the use of pubertal suppressing drugs.41 
 
Another letter to the editor noted the Turban survey assumed puberty blockers were available in the United States 
earlier than they actually were.  “Most seriously, Turban et al (2020) barely acknowledged the fact that 
adolescents with severe psychological problems would have been less eligible for drug treatment, which 
confounds the association between treatment and suicidal ideation.”  This undermines the article’s 
recommendation to make treatment available for all transgender adolescents who request it.42 
 
The Florida Agency for Health Care Administration requested McMaster University Department of Health 
Research Methods to provide an analysis of gender affirming therapies. The two researchers initially found 61 
systematic reviews, but utilized 14 for their intense analysis.  They found no study comparing outcomes between 
those using and not using puberty blockers, so they stated “it is unknown whether people with gender 
dysphoria who use puberty blockers experience more improvement in gender dysphoria, depression, 
anxiety, and quality of life than those with gender dysphoria who do not use them.  There is very low 
certainty about the effects of puberty blockers on suicidal ideation.” The researchers made similar statements 
regarding cross-sex hormone therapy and surgical interventions.43 This conclusion was further emphasized by a 
systematic review of studies on the use of puberty blockers in children with gender dysphoria by the National 
Health Services (NHS) in the United Kingdom noted the low certainty of the outcomes of the studies and could 
find no evidence that the use of puberty blockers improved the mental health of patients suffering from gender 
dysphoria.44 
 
The Council for Choices in Healthcare in Finland / COHERE Finland reviewed research on gender dysphoria 
treatment and issued their report in 2020.  For hormonal suppression, the report stated, “In cases of children and 
adolescents, ethical issues are concerned with the natural process of adolescent identity development, and the 
possibility that medical interventions may interfere with this process. It has been suggested that hormone therapy 
(e.g., pubertal suppression) alters the course of gender identity development; i.e., it may consolidate a gender 
identity that would have otherwise changed in some of the treated adolescents. The reliability of the existing 
studies with no control groups is highly uncertain, and because of this uncertainty, no decisions should be made 
that can permanently alter a still-maturing minor’s mental and physical development….It is not known how the 
hormonal suppression of puberty affects young people’s judgement and decision-making.”45 
 
“Gender-affirming” Hormones - Cross sex hormones 
 
Likewise, a systematic review  by the NHS of the use of cross-sex hormones in gender dysphoria evaluating 
impact on mental health and quality of life also found the “quality of evidence for all these outcomes was assessed 
as very low certainty.” The report concluded, “Any potential benefits of gender-affirming hormones must be 
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weighed against the largely unknown long-term safety profile of these treatments in children and 
adolescents with gender dysphoria.”46 
 
The pro-transgender-affirmation organization, World Professional Association for Transgender Health (WPATH), 
commissioned a team at Johns Hopkins University to conduct systematic reviews of treatment protocols for 
transgendered individuals.  One of those studies, a systematic review of 20 research papers, evaluated “quality of 
life (QOL), depression, anxiety, and death by suicide in the context of gender-affirming hormone therapy among 
transgender people of any age.”  Although the authors stated they found “hormone therapy was associated with 
increased QOL, decreased depression, and decreased anxiety,” they stated that “certainty in this conclusion is 
limited by high risk of bias in study designs, small sample sizes, and confounding with other interventions.”  
Further, they could not make any determinations about the impact on death by suicide, and so recommended 
additional studies among larger and more diverse groups of patients.47 
 
A 2021 comprehensive data review of all 3,754 trans-identified adolescents in US military families over 8.5 years 
showed that cross-sex hormone treatment leads to increased use of metal health services and psychiatric 
medications, and increased suicidal ideation/attempted suicide.  When transgender-identifying adolescents who 
were using gender-affirming pharmaceuticals (963) were evaluated separately, their use of mental health care 
services did not change but their use of psychotropic medications did increase.48 
 
A longitudinal study from Denmark that included all individuals (3812) who had accessed the three national 
centers for gender care and compared them with 38,120 controls found “that the odds ratio for mental health 
disorders was more than five times higher in transgendered persons compared to controls at baseline.  The risk for 
mental and behavioral disorders in transgender persons increased rapidly during the first year after the index date 
followed by a decreasing trend, but the odds ratio remained elevated throughout follow-up, especially in 
transgender persons assigned male at birth.”49Upon presentation to the centers, at least 24% of transgender-
identifying individuals had been prescribed psychopharmacological treatment, compared with 4-6% of controls.  
Although the proportion of transgender-identifying individuals with a psychiatric diagnosis decreased slightly 
after the first year of treatment, the rates of psychopharmacological treatment increased and remained elevated 
throughout the treatment period, so that 30.5% - 39.5% of individuals were receiving treatment after 8 years, 
compared with 8 - 14% of controls. Gender-affirming (cross-sex) hormonal therapy was prescribed to 2089 
individuals and there was no significant decrease in mental health concerns after treatment.  The study had limited 
ability to evaluate the effects of gender-affirming surgical interventions. 
 
A recent Finish register follow-up study found that individuals who presented for gender identity services 
“received many times more specialist-level psychiatric treatment both before and after contacting gender identity 
services than had their matched controls.”50 The authors reported the relative risk of psychiatric needs in gender 
dysphoric patients versus controls was significantly higher in 2016-2019 compared to in 1996-2000. Furthermore, 
this study demonstrated that transgender individuals who underwent medical transition had increased needs for 
specialist-level psychiatric care compared to those transgender individuals who presented for care but did not 
receive medical interventions.  The authors state their findings, along with other research, “do not suggest that 
medical GR [gender reassignment] interventions resolve psychiatric morbidity among people experiencing gender 
distress.” 
 
“Sex-reassignment” (Opposite sex impersonating) Surgery 
 
A population-based cohort study between 1973 and 2003 from Sweden matched each of 324 patients who 
underwent “sex reassignment” surgery (191 male-to-female; 133 female-to-male) with 10 controls.  “The overall 
mortality for sex-reassigned person was higher during follow-up (aHR 2.8) than for controls of the same birth sex, 
particularly death from suicide (aHR 19.1).  Sex-reassigned persons also had an increased risk for suicide 
attempts (aHR 4.9) and psychiatric inpatient care (aHR 2.8).”   It is extremely important to note that on the 
Kaplan-Meier survival curve, the mortality of “transsexual persons” started to significantly diverge from the 
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controls after ten years of follow up, increasing substantially by 15 years after surgical reassignment.  At 30 years 
of follow up, the suicide rate was 19 times that of age-matched controls.51 The authors of this study stated, “Our 
findings suggest that sex reassignment, although alleviating gender dysphoria, may not suffice as treatment for 
transsexualism, and should inspire improved psychiatric and somatic care after sex reassignment for this patient 
group.”52   
 
Overall “Gender-affirming Treatment”  
 

“Gender-affirming treatment” (GAT) is a confusing term since the use of the word “treatment” implies there is a 
medical condition that requires correction. Dysphoria associated with gender/sex-identification incongruence is a 
psychological problem in need of a psychological treatment, not affirmation of a false sexual identity by altering 
physical appearance. Affirmation should more appropriately be used to confirm the individual’s biological sex 
which can never be changed regardless of any “transition” attempted.  Despite these concerns, this paper uses the 
term “gender-affirming treatment” (GAT) since it is now in common usage in the medical community. 
 
Most studies confirm there are no large or long-term studies demonstrating any benefit to GAT.  The Centers for 
Medicare and Medicaid Services provided analysis of 33 studies on gender reassignment surgeries on adults and 
determined they would not issue a National Coverage Determination for “gender reassignment surgery for 
Medicare beneficiaries with gender dysphoria because the clinical evidence is inconclusive for the Medicare 
population.” 53  States were allowed to determine coverage on a case-by-case basis. 
 
A 2023 study from Germany evaluated loneliness and social isolation in “transgender and gender diverse 
individuals.”   Approximately one-third (38 of 88) of the participants had undergone “gender reassignment 
surgery,” but the researchers found no significant difference in the extremely high incidence of loneliness between 
those who had (84.2%) and had not (83.3%) undergone surgical procedures.  Similarly, 79.2% of those who had 
not undergone surgery perceived social isolation, compared with 81.6% of those who had surgery.  The authors 
concluded, “Our data indicate that transgender and gender diverse people, who have undergone gender 
reassignment surgery feel lonelier.  To our knowledge, this is the first study analyzing the levels of loneliness and 
social isolation in operated transgender and gender diverse people.”54 
 
Researchers utilized the national database of 6,657,456 Danish-born individuals spanning over four decades and 
found those individuals identifying as transgender had significantly higher rates of suicide attempts, suicide 
mortality, suicide-unrelated mortality, and all-cause mortality.  Of the 3759 individuals identifying as transgender 
during that time, “Standardized suicide attempt rates per 100,000 person-years were 498 for transgender versus 71 
for non-transgender individuals (aIRR 7.7)”   The individuals identifying as transgender were 3.5 times more 
likely to die from suicide, and even the non-suicide death rate was 1.9 times as high.  These numbers were barely 
lower even in 2021 (aIRR of 6.6, 2.8 and 1.7, respectively). 55This despite Denmark being recognized by  the 
European chapter of the International Lesbian, Gay, Bisexual, Trans & Intersex Association (ILGA-Europe) as 
the third best country in Europe for its protection of sexual and gender minority rights.56 

The Swedish National Board of Health and Welfare also examined evidence-based research on the care of 
children and adolescents with gender dysphoria.  After a comprehensive review, the Board concluded, “the risk of 
hormonal interventions for gender dysphoric youth outweigh the potential benefits.”57In this report, the Swedish 
National Board of Health and Welfare noted the insufficiency of evidence for safety and efficacy of treatments 
(thus any definitive conclusions cannot be drawn), the poorly understood marked change in demographics and the 
lack of clarity regarding the cause of gender dysphoria as the number of patients continues to increase (especially 
in adolescent females), the increasing prevalence of young adults who chose to detransition, and the markedly 
different population involved in previous cases studied with evidence for pediatric transition. 

Another systematic review commissioned by the Swedish Agency for Health Technology Assessment and 
Assessment of Social Services initially reviewed 9934 studies to determine effects of hormone treatment in 
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children on psychosocial and mental health, cognition, body composition and metabolic markers.  Out of 9934 
studies, only 24 were felt to be relevant with low risk of bias.  Most of those studies were small and observations 
were not reported after age 18 years. The authors concluded, “long-term effects of hormone therapy on 
psychosocial and somatic health are unknown, except that GnRHa [gonadotropin-releasing hormone analogues] 
treatment seems to delay bone maturation and gain in bone mineral density.” One of the authors’ key points was, 
“GnRHa treatment in children with gender dysphoria should be considered experimental treatment of individual 
cases rather than standard procedure.”58 

Finland also changed its stance and issued new guidelines recommending psychotherapy as the first line of 
treatment for “gender dysphoric” children and surgical intervention is not allowed for adolescents less than 18 
years of age.59The Norwegian Healthcare Investigation Board likewise in May, 2023, stated “research-based 
knowledge for gender-affirming treatment (hormonal and surgical), is insufficient and the long-term effects are 
little known.”  They recommended revising the guidelines for care of “gender dysphoric” youth.60The French 
Academy of Medicine has also recommended caution in the use of puberty blockers and surgery in the care of 
transgendered adolescents.61 

A systematic review of all international clinical practice guidelines (CPGs) concerning “gender minority / trans 
health” was reported in the BMJ Open in 2021.62  None of the CPGs addressed primary care, mental health or 
long-term medical concerns.  The authors concluded, “A paucity of high-quality guidance for gender minority / 
trans people exists, largely limited to HIV and transition, but not wider aspects of healthcare, mortality or QoL 
(quality of life).” 
 
These evaluations of evidence-based medicine should cause health care professionals to pause the social, medical, 
and surgical transition of adolescents.  In fact, pending its reopening under a profoundly different model, Great 
Britain has closed  the Tavistock and Portman clinic, specializing in the care of transgender children and has 
stopped the prescription of all puberty blockers for children, except those enrolled in clinical trials due to the 
“lack of clinical consensus and polarized opinion on what the best model of care for children and young people 
experiencing gender incongruence and dysphoria should be.”63 
 
Regrets Concerning “Transitioning” Procedures 
 

Researchers from the University of Toronto provided follow-up data on 139 boys referred to their clinic for 
gender dysphoria.  The boys were initially assessed at a mean age of 7.49 years and followed for a mean of 20.58 
years.  “Of the 139 participants, 17 (12.2%) were classified as persisters and the remaining 122 (87.8%) were 
classified as desisters.”  This fact is crucial when interventions are proposed for adolescents, as it confirms the 
majority of children with gender dysphoria will feel comfortable with their biological sex if allowed to progress 
through normal puberty with the influx of natural sexual hormones.64 
 
Thus, in the past, with a medical treatment course of “watchful waiting”, 80- 90% of adolescents with gender 
dysphoria adopted their birth sex as they went through the natural course of puberty with the accompanying 
hormonal surges.  The adults who then “transitioned” were a small subset of patients, and studies at that time 
demonstrated a low rate of regret, although the duration of follow-up was short.65 
 
Now, however, with the social transition and “gender-affirming therapy” (GAT)  provided to young adolescents 
whose brains are not yet mature, there is less long-term data regarding how many later regret their transition 
decision. One author stated, “Recent data, capturing the upsurge in the predominant adolescent-onset variant of 
gender dysphoria, suggest that detransition and/or regret could be more frequent than previously reported”, and 
cites five articles.66 
 
When evaluating the literature on this topic, it is important to note that several flaws occur.  First, studies on 
regret and quality of life have high rates of patients lost to follow up.  Secondly, as noted above, adult patients 



12 
 

who transitioned in the past are quite different from adolescents transitioning today.  Even more importantly, the 
term “regret” is defined differently in studies and in some studies is narrowly defined as those who return to the 
same gender clinic to begin medical detransition. However, as Littman found, only 24% of individuals in her 
study informed their original medical providers of their decision to detransition.67 
 
The methodologically flawed United States Transgender Survey is a cross-sectional survey of 27, 715 transgender 
and gender diverse adults.  From that survey, 17,151 adults stated they had pursued gender affirmation, and of 
those, 2242 (13.1%) said they had stopped the transition process or detransitioned.   Over 80% of these 
individuals stated pressure from family and social stigma contributed to their decision to detransition, but 15.9% 
also stated that they had experienced uncertainty about their gender identity.  Individuals also stated that fertility 
and desire for a spouse or partner contributed to their desire to detransition.68 
 
Researchers conducted in-depth interviews with 28 Canadian adults who opted to detransition, and learned there 
were numerous reasons for their decisions, including physical and mental health concerns, surgical complications 
or postoperative pain, unsupportive family, employment discrimination or inability to access health care.  The 
patients experienced the detransition process as “physically and psychologically challenging”, especially when 
medical providers lacked appropriate information to help them.69 
 
Littman studied 100 patients who chose to detransition, 69 of whom were biological females.  Of those who chose 
to detransition, 60% did so because they felt more comfortable with their biological sex, and 38% stated their 
gender dysphoria was due to trauma, abuse or a mental health condition.70 
 
A study of 1089 patients referred to pediatric endocrine clinics in England reported 5.3% stopped treatment with 
puberty blockers or cross-sex hormones before their 18th birthday and identified with their biological sex.  
Significantly, in this study, the younger adolescents less than 16 years of age at the start of hormonal intervention 
were twice as likely to align their gender identity with their biological sex than those who were older.  (9.2% 
versus 4.4%)71 Utilizing the records of the United States Military Healthcare System, researchers evaluated 952 
transgender adolescents and adults and found 29% discontinued hormonal therapies within four years.72 
 
A retrospective chart review of 68 youth receiving gender care at Children’s National Hospital found 47% of the 
patients were autistic, and 29% reported a change in their request for treatment.  The authors stated in their 
conclusion, “Shifts in gender-affirming medical requests by gender-diverse youth may not be uncommon during 
the adolescent’s gender discernment process.”73 There are websites for those desiring to detransition, and one 
website on Reddit has over 47,000 members.74 
 
The short-term follow up of currently advocated “gender affirming” care, along with the  high incidence of 
loneliness and depression among transgender individuals, and the unknown numbers of those who desire to 
detransition should all cause health care professionals to reconsider treatment offered to those with gender 
dysphoria.   
 
ADDITIONAL CONCERNS 
 

Politics versus Science. 
 

Levine and Abbruzzese clearly articulate the current state of medical care of individuals with gender 
dysphoria/incongruence in the United States and the way politics has overtaken and overshadowed the evidence-
based science. They list ten key, but false, assumptions that underlie care in the United States, including trans-
identity will be lifelong, is biologically determined,  is inherently healthy,  
and that the only appropriate treatment is the affirmation model with medical and surgical interventions without 
use of psychological evaluation or treatment.75 
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Adolescent Brain Development 
 

The immaturity of the adolescent brain has been well described for the past 20 years, and newer research 
demonstrates how the immaturity affects decision-making. Studies confirm that adolescents, when faced with real 
life decisions, are much more likely to depend upon their emotions and peer pressure, with less use of their 
cognitive reasoning skills and with less concern for future consequences.76  The rise of rapid-onset gender 
dysphoria in adolescent girls who are high users of social media is evidence of this. 
 
In addition, the immaturity of the adolescent brain contributes to participation in high risk behaviors as the teens 
seek to experience higher levels of dopamine.  Dopamine is involved in the pleasure-reward system of the brain, 
and the immaturity of their brains causes adolescents to seek more exciting stimulation.  Since their prefrontal 
cortex (the brain’s inhibition center) is not yet fully mature, their ability to stop or avoid risky behaviors is 
limited.77   This desire for excitement via novel behavior may entice adolescents to experiment with alternative 
gender roles. 
 
Finally the adolescent brain is also significantly molded as the neurons experience the sex-appropriate hormonal 
surges experienced with puberty.  Brain cells include receptors for estrogen and testosterone, and the brain is 
structurally and functionally changed during puberty.78 What happens to the development of the adolescent brain 
when puberty is blocked or when opposite sex hormones predominate?  Unfortunately, we have no answers to 
these questions that are critical to the evaluation of care for individuals with sex/gender identity incongruency. 
 
For more information regarding hormonal impact on brain development during adolescence, see “The Teenage 
Brain: Under Construction” at https://acpeds.org/position-statements/the-teenage-brain-under-construction 
 
Medical and Surgical Complications of Treatments 
 
It is not the purpose of this paper to document the numerous complications of pubertal suppression, cross sex 
hormones and surgical interventions, but it should be noted they may include, among other complications, sterility 
and lifelong hormonal treatment. 
 
CONCLUSION 
 
The mental well-being of all adolescents is critical, both for them as individuals, and for the health of the family 
and community.  Therefore, the American College of Pediatricians (ACPeds) urges parents and all health care 
professionals to promote and encourage prevention and treatment modalities that will assure optimal outcomes for 
those affected by sex/gender-identity incongruence, along with all mental illnesses. 
 
However, from this review of the literature, there is strong evidence that children and adolescents who identify as 
transgender have experienced significant psychological trauma leading to their gender dysphoria.  Also, there is 
no long-term evidence that current “gender affirming” medication and surgical protocols benefit their mental 
well-being. High rates of suicide attempts and/or completions in those who have received “gender affirming” 
interventions indicate that at minimum, long term controlled trials should be conducted if these interventions are 
to be continued.  More attention and support should be afforded to individuals seeking help in detransitioning 
after having made a decision during their formative adolescent years with life-long consequences, including 
possible sterility and loss of sexual function.  Therefore, the ACPeds cannot condone the social affirmation, 
medical intervention, or surgical mutilation of children and adolescents identifying as transgender or gender 
nonconforming.  Rather, intensive psychotherapy for the individual and family to determine and hopefully treat 
the underlying etiology of their gender incongruence should be pursued. 
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