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Abstract Gender affirming hormone treatment
is an important part of the care of trans adolescents
which enables them to develop the secondary sexual
characteristics congruent with their identified gen-
ders. There is an increasing amount of empirical evi-
dence showing the benefits of gender affirming hor-
mone treatment for psychological health and social
well-being in this population. However, in several
countries, access to gender affirming hormone treat-
ment for trans adolescents has recently been severely
restricted. While much of the opposition to gender
affirming hormone treatment for trans adolescents has
in part been ideologically motivated, it also reflects a
debate about whether there are harms that outweigh
the benefits of the treatment. Accordingly, a sys-
tematic and comprehensive philosophical analysis
of the ethics of gender affirming hormone treatment
for trans adolescents is needed. Herein, I offer such
an analysis that draws on the four principles of bio-
medical ethics by Tom Beauchamp and James Chil-
dress. Based on the considerations of beneficence,
nonmaleficence, autonomy, and justice, I argue that
the provision of access to gender affirming hormone
treatment for consenting trans adolescents is ethically
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required and that the current restrictions to such treat-
ment are ethically wrong.
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Trans adolescents - Four principles of biomedical
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Introduction

This paper offers a philosophical defence of the provi-
sion of gender affirming hormone treatment (GAHT)
for trans adolescents. By trans adolescents, I mean
young people from the onset of puberty to adulthood
who identify as genders other than those to which
they were assigned at birth. These include trans girls
(young people who identify as girls but were assigned
male at birth), trans boys (young people who identify
as boys but were assigned female at birth), and nonbi-
nary adolescents (young people who identify neither
simply as boys nor as girls).

Gender affirming healthcare encompasses a diverse
range of interventions, which can include social affir-
mation, psychological support and counselling, voice
training, gender affirming surgery, and GAHT. In
this paper, I focus specifically on GAHT for trans
adolescents, which usually involves a combination
of puberty blockade (PB) and hormone replace-
ment therapy (HRT). PB involves the use of a gon-
adotropin releasing hormone analogue to inhibit the
endogenous production of oestrogen or testosterone

@ Springer


http://crossmark.crossref.org/dialog/?doi=10.1007/s11673-023-10313-z&domain=pdf

Bioethical Inquiry

temporarily, which delays the development of second-
ary sexual characteristics that are incongruent with
the young person’s identified gender. HRT involves
the exogenous administration of oestrogen or testos-
terone, which results in the development of second-
ary sexual characteristics that are congruent with the
young person’s identified gender. Because GAHT is
usually only prescribed after the onset of puberty, my
discussion applies only to pubertal adolescents and
not to prepubertal children.

The provision of GAHT for trans adolescents is
supported by guidelines from professional organiza-
tions such as the World Professional Association of
Transgender Health (WPATH) (2022a) and the Endo-
crine Society (Hembree, et al. 2017). Under these
guidelines, the rationale of GAHT is the treatment of
gender dysphoria. Accordingly, access to GAHT in
most healthcare systems usually requires a diagnosis
of gender dysphoria (American Psychiatric Asso-
ciation 2013) or a diagnosis of gender incongruence
(World Health Organization 2019). Gender dysphoria
refers to the psychological distress that is experienced
when one’s identified gender is incongruent with
one’s assigned gender at birth. This is a significant
problem that can be associated with severe conse-
quences for the health and well-being of trans people,
including depression, anxiety, suicidality, and social
withdrawal (de Freitas, et al. 2020; Dhejne, et al.
2016; Trevor Project 2020). Furthermore, trans ado-
lescents may be especially vulnerable to these conse-
quences because of how gender dysphoria interacts
with physiological puberty and social development
(Mason, et al. 2023).

While GAHT is an important part of the care of
trans people more generally, I focus specifically on
trans adolescents in this paper for two reasons. First,
as noted above, the harmful consequences of gender
dysphoria in trans adolescents may be further com-
pounded by the changes associated with physiologi-
cal puberty and social development. Second, gender
affirming healthcare has received a large amount of
media scrutiny and political hostility in recent years,
with much of the antipathy being directed specifi-
cally at GAHT for trans adolescents. Subsequently,
access to GAHT has recently been restricted in some
countries, including the United States, England, and
Sweden (Kraschel, et al. 2022; NHS England 2023;
Swedish National Board of Health and Welfare
2022). As of June 2023, the National Health Service

@ Springer

(NHS) in England has stated that PB for trans ado-
lescents will no longer be routinely available and will
only be prescribed as part of clinical research (NHS
England 2023).

Much of the opposition to GAHT for trans adoles-
cents has been ideologically motivated. For example,
in the United States, the numerous bills that ban cer-
tain forms of GAHT reflect a wider trend of political
and legal attempts to restrict the rights of LGBTQ+
people. Likewise, in England, the restrictions to
GAHT have been situated in a context that includes
frequent attacks on trans people by the mainstream
media, political opposition to reform of the Gender
Recognition Act 2004, and the rise of trans-exclu-
sionary lobby groups, such as Fair Play for Women,
LGB Alliance, Sex Matters, and Transgender Trend
(Hines 2020; McLean 2021). Accordingly, several
professional organizations, including the American
College of Physicians (2022), the American Acad-
emy of Pediatrics (2022), and WPATH (2022b), have
strongly criticized these restrictions to GAHT.

However, some of the opposition to GAHT for
trans adolescents has been couched as concerns about
the possible harm of such treatment and the qual-
ity of the evidence base. For example, the Swedish
National Board of Health and Welfare suggests that
“the evidence on treatment efficacy and safety is still
insufficient and inconclusive” and that “gender con-
firming treatment thus may lead to a deteriorating of
health and quality of life” (Swedish National Board
of Health and Welfare 2022, 3-4). Likewise, in its
Interim Service Specification for Specialist Gender
Dysphoria Services for Children and Young People
following the closure of the Gender Identity Devel-
opment Service, NHS England suggests that there
is “a lack of evidence to support families in making
informed decisions about interventions that may have
life-long consequences” (NHS England 2022, 5).

Such criticisms have also been raised in the aca-
demic literature. For example, Christopher Rich-
ards and colleagues argue that the evidence base for
GAHT for trans adolescents is inadequate and suggest
that its provision should be curtailed (Richards, et al.
2019). Similarly, Lucy Griffin and colleagues criticize
the evidence for GAHT and mention possible harms
to bone development, fertility, and future sexual abil-
ity (Griffin, et al. 2021). Other critics focus more spe-
cifically on the capacities of trans adolescents to make
informed decisions. For example, Teresa Baron and
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Geoffrey Dierckxsens (2022) suggest that meaningful
consent cannot be given for potential loss of fertility,
while Antony Latham (2022) argues that young peo-
ple cannot consent to PB because their brains are still
developing and their decisions are often coerced by
social pressure.

Herein, I argue that these criticisms are unsound.
Contrary to the above authors, I suggest that the rele-
vant empirical and moral considerations indicate that
the provision of access to GAHT for trans adolescents
is ethically required. That is to say, GAHT ought to
be available to consenting trans adolescents who seek
it as part of their care. Accordingly, I argue that the
recent restrictions that have been placed on access to
GAHT for trans adolescents are ethically wrong.

The analysis I provide draws on the four princi-
ples of biomedical ethics as developed by Tom Beau-
champ and James Childress in The Principles of Bio-
medical Ethics (2001). According to this framework,
ethical decision-making in healthcare is guided by
four principles:

1. Beneficence—the obligation to bring benefit to
the person

2. Nonmaleficence—the obligation to avoid harm to
the person

3. Autonomy—the obligation to respect the person’s
right to self-determination

4. Justice—the obligation to provide just treatment
for the person

Each of the four principles can be taken to com-
prise a prima facie obligation that must be met,
although conflicts between the principles can arise
in specific cases. When this happens, the respective
weights of the obligations must be evaluated (Varkey
2021). Of course, this framework is not without its
critics (Cowley 2005; Turner 2003). Nonetheless, it
has long been accepted as a prominent philosophical
framework for ethical decision-making in healthcare,
both with regards to specific cases and to general pol-
icies (Gillon 1994).

Previous ethical defences of gender affirming
healthcare for trans adolescents have appealed to at
least some of the four principles. For example, recent
analyses of the benefits and harms of PB (Giordano
and Holm 2020) and gender affirming chest surgery
(McDougall, et al. 2021) implicitly invoke the consid-
erations of beneficence and nonmaleficence. Perhaps

the most extensive ethical analysis of GAHT to date is
Florence Ashley’s (2022) defence of adolescent medi-
cal transition, which focuses specifically on autonomy
but also includes a discussion of why concerns about
beneficence and nonmaleficence are sometimes out-
weighed by this principle. I contribute to this litera-
ture by offering a more comprehensive and system-
atic application of the four principles framework to
the ethics of GAHT for trans adolescents. Such an
analysis is valuable for the following reasons. First,
while it is certainly not exhaustive, the four princi-
ples framework brings together diverse consequen-
tialist, deontological, and egalitarian considerations,
and so a thorough application of this framework can
yield an analysis that covers a sufficiently broad range
of issues that are relevant to the debate. Second, as
noted above, the four principles framework is widely
accepted as the prominent philosophical framework
for ethical decision-making in healthcare, and so
grounding the analysis in this framework can ensure
that it is directly applicable to healthcare practice and
policy.

Beneficence

The principle of beneficence concerns the obligation
to act in the benefit of the person:

Promoting the welfare of patients—not merely
avoiding harm—expresses medicine’s goal,
rationale, and justification ... Preventative med-
icine and active public health interventions have
also long embraced concerted social actions
of beneficence, such as vaccination programs
and health education as obligatory rather than
optional. (Beauchamp and Childress 2001, 173)

This is a consequentialist principle, insofar as it
suggests that the ethically right course of action is
determined by whether it has positive consequences.
Here, the relevant question is whether the provision
of GAHT has positive consequences for trans adoles-
cents. This can be answered by examining the empiri-
cal evidence from clinical research on GAHT.

A large number of studies indicate that GAHT has
substantial benefits for the psychological health and
social well-being of trans adolescents. The details of
these studies are summarized in table 1. Several of
these studies found that GAHT in trans adolescents was
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associated with decreased depression, decreased anxiety,
decreased suicidality, and increased body image satisfac-
tion (Allen, et al. 2019; Chen, et al. 2023; Grannis, et al.
2021; Green, et al. 2022; Kuper, et al. 2020; Rew, et al.
2021; Tordoff, et al. 2022; Turban, et al. 2020). Some
studies even found that the levels of psychological health
and social well-being in trans adolescents who received
GAHT improved to levels seen in cis adolescents of
similar ages (de Vries, et al. 2014; van der Miesen, et al.
2020). Contrary to the concern raised by Griffin et al.
(2021) about the potential effect of GAHT on future sex-
ual ability, a study found that trans people who received
GAHT as adolescence reported greater satisfaction with
romantic relationships and sexual activities as adults
(Bungener, et al. 2020). Indeed, it is possible that such
a concern may not be taking into account the variety of
sexual activities in which people engage for intimate
pleasure, which may not necessarily involve genital
contact or penetration (Staples, et al. 2018). Regarding
the wider benefits of the provision of GAHT, research
by Antoinette Moore (2018) also showed that access to
GAHT not only benefited trans adolescents but also had
benefits for their families. Therefore, the evidence from
these studies indicates that the provision of access to
GAHT satisfies the principle of beneficence because it
has positive consequences for the health and welfare of
trans adolescents.

A common objection is that the above evidence
is of low quality because the studies are methodo-
logically suboptimal (NHS England 2022; Swedish
National Board of Health and Welfare 2022). For
example, Richards et al. suggest that the provision of
PB “should be curtailed until we are able to apply the
same scientific rigour that is demanded of other medi-
cal interventions” (Richards, et al. 2019, 611). Simi-
larly, Griffin et al. (2021) note that research on GAHT
in trans adolescents does not make randomized con-
trolled comparisons. Rather, much of the evidence
on GAHT in trans adolescents comes from cross-
sectional studies and longitudinal cohort studies.
The randomized controlled trial (RCT) is often con-
sidered to comprise the gold standard for evidence-
based medicine because the randomization of partici-
pants into intervention and control groups facilitates
a fair comparison of the outcomes of intervening
and not intervening. In their reviews of the evidence
regarding GAHT, the National Institute for Health
and Care Excellence (NICE) applied the Grading of
Recommendations Assessment, Development, and

being than trans adolescents who were not receiving PB and similar

Trans adolescents who were receiving PB had better psychological well-
psychological well-being to cis adolescents of similar ages.

Findings

272 trans adolescents not receiving PB, and 651 cis adolescents

Design

van der Miesen, et al. 2020 Cross-sectional study comparing 178 trans adolescents receiving PB,

Table 1 (continued)

Authors
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Evaluation framework for evaluating evidence (Guy-
att, et al. 2008). Under this framework, RCT evidence
is prima facie considered to be of higher certainty
than evidence from observational studies. Accord-
ingly, NICE (2022a; 2022b) judged the evidence for
the benefits of GAHT to be of “low certainty.”

In response, I argue that the available evidence is
still sufficient to support the benefits of GAHT for trans
adolescents in spite of the lack of RCT data. First, it is
worth noting that the reviews by NICE (2022a; 2022b)
do not include several important studies which demon-
strate positive outcomes. As shown in table 1, there are
now more methodologically robust studies on GAHT
that use large sample sizes (Green, et al. 2022), use
appropriate comparison groups (Tordoff, et al. 2022;
van der Miesen, et al. 2020), and yield mechanistic evi-
dence (Chen, et al. 2023; Grannis, et al. 2021), which
were not considered in the reviews. Therefore, the
reviews by NICE do not represent the most up-to-date
evidence on the benefits of GAHT.

Second, as recently argued by Ashley et al. (2023),
evidence from RCTs is often not required of many
other medical interventions. Indeed, the wvaloriza-
tion of RCTs in evidence-based medicine has been
extensively criticized for neglecting other important
sources of evidence (Anjum and Mumford 2017; Dea-
ton and Cartwright 2018; Frieden 2017; Grossman
and Mackenzie 2005). For some interventions, RCTs
are ethically unfeasible because the consequences of
not intervening would be unacceptably harmful. A
famous example is the lack of RCT evidence for the
effectiveness of parachute use to prevent death (Yeh,
et al. 2018). Another example, discussed by Ash-
ley et al. (2023), is the lack of RCT evidence for the
psychological health benefits of providing access to
abortion. Here, an RCT would be ethically unfeasible
due to the harmfulness of making participants in the
control group proceed with unwanted pregnancies.
Nonetheless, it is widely accepted that the provision of
access to abortion is clinically and ethically justified.
An analogous point could be made regarding GAHT
for trans adolescents, where an RCT would harm par-
ticipants in the control group by making them develop
secondary sexual characteristics that are incongru-
ent with their identified genders. Such an RCT would
also be methodologically unfeasible because the
physiological effects of GAHT would be so apparent
that blinding could not be maintained. In such situa-
tions where RCT evidence is not available, clinical

@ Springer

decisions are commonly informed by other forms of
evidence, as exemplified by the case-control study
evidence that a supine sleeping position reduces the
risk of sudden infant death syndrome (Mitchell et al.
1991) and the epidemiological evidence that mask use
mitigates COVID-19 transmission (Pearce and Van-
derbroucke 2021). Therefore, contrary to what critics
claim, GAHT for trans adolescents is based on ‘“the
same scientific rigour that is demanded of other medi-
cal interventions” (Richards, et al. 2019, 611).

Third, even though the evidence on GAHT for
trans adolescents does not come from RCTs, it is
nonetheless sufficient to support the causal hypoth-
esis that GAHT has benefits for the psychological
health and social well-being of trans adolescents. As
Federica Russo and Jon Williamson (2007) note, the
assessment of causation in healthcare requires two
kinds of evidence: (1) probabilistic evidence, and (2)
mechanistic evidence. Probabilistic evidence is usu-
ally gathered by establishing a statistical correlation
between an intervention and a given outcome that
holds across different studies, such that this outcome
is consistently more likely to obtain in the presence
of the intervention than in its absence. This can be
understood through James Woodward’s (2003) inter-
ventionist theory of causation, which states that C is a
cause of FE if there is a possible intervention on C that
makes a difference to E. Mechanistic evidence con-
sists of an empirically informed theoretical explana-
tion of how intervening on C makes a difference to E.

The results from the aforementioned studies on
GAHT for trans adolescents are sufficient to establish
these two kinds of evidence. With respect to probabilis-
tic evidence, some of the studies summarized in table 1
had control groups that enabled comparisons of the
outcomes for trans adolescents who received GAHT
and those who did not (Green, et al. 2022; Tordoff,
et al. 2022; Turban, et al. 2020). Of these studies, one
was a prospective cohort study that allowed an assess-
ment of the temporal relation between the intervention
and the outcome (Tordoff, et al. 2022) while another
was a cross-sectional study that minimized the margin
of error by studying a large sample of 11,914 partici-
pants (Green, et al. 2022). With respect to mechanistic
evidence, some of the studies summarized in table 1
highlighted some social, psychological, and biological
mechanisms through which GAHT decreases depres-
sion and anxiety (Chen, et al. 2023; Grannis, et al.
2021). And so, based on the above, there is sufficient
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probabilistic and mechanistic evidence to support the
claim that GAHT has positive consequences for trans
adolescents. This evidence indicates that the provision
of access to GAHT for trans adolescence satisfies the
principle of beneficence.

Nonmaleficence

The principle of nonmaleficence concerns the obliga-
tion to minimize harm to the person:

In medical ethics it has been closely associated
with the maxim Primum non nocere: “Above all
[or first] do no harm” ... the Hippocratic oath
clearly expresses an obligation of nonmalefi-
cence and an obligation of beneficence: “T will
use treatment to help the sick according to my
ability and judgment, but I will never use it to
injure or wrong them.” (Beauchamp and Chil-
dress 2001, 113)

Again, this is a consequentialist principle, insofar
as it suggests that the ethically right course of action
is determined by whether it avoids negative conse-
quences. However, when assessing nonmaleficence,
a reasonable threshold must be assumed. Almost all
medical interventions are associated with risks of
adverse outcomes, many of which we consider to be
acceptable to tolerate (Ashley 2022). Hence, the rel-
evant question here is whether GAHT for trans ado-
lescents has negative consequences whose likelihood
and severity are so great that they make the interven-
tion ethically impermissible.

In general, the evidence to date indicates that
GAHT for trans adolescents is reasonably safe. As
noted above, research shows that GAHT does not
cause overall psychological harm but rather is asso-
ciated with improved psychological health and social
well-being in trans adolescents (Allen, et al. 2019;
Bungener, et al. 2020; Chen, et al. 2023; de Vries,
et al. 2014; Grannis, et al. 2021; Green, et al. 2022;
Kuper, et al. 2020; Moore 2018; Rew, et al. 2021; Tor-
doff, et al. 2022; van der Miesen, et al. 2020). Regard-
ing physiological health, research has indicated that
the safety profile of GAHT is favourable when com-
pared with other medical interventions that we usu-
ally deem to be acceptable (Chew, et al. 2018; Mah-
fouda, et al. 2017). There are some increased risks of
venous thromboembolism with oestrogen therapy and

of erythrocytosis with testosterone therapy. However,
by performing regular monitoring, modifying the
route of administration, and addressing other comor-
bidities, these risks can be mitigated so that they are
comparable to the risks for cis women who are taking
combined oral contraceptives and for cis men with
hypogonadism who are taking testosterone (Kotama-
rti, et al. 2021; Madsen, et al. 2021). Supporting this,
a recent epidemiological study in England found that
the increased mortality among trans people compared
with cis people is due to reasons that are unrelated to
GAHT (Jackson, et al. 2023).

Nonetheless, despite the evidence of its general
safety, critics have raised concerns about some spe-
cific risks of GAHT for trans adolescents. The first
concern, briefly raised by Griffin et al. (2021), is the
risk of osteoporosis with PB. Studies have suggested
that trans adolescents who receive PB have decreased
bone density compared to cis adolescents of similar
ages (Carmichael, et al. 2021; Schagen, et al. 2020).
This is due to the lack of oestrogen and testoster-
one, which usually have roles in bone development.
Howeyver, it is uncertain whether the decreased bone
density is associated with any clinically significant
problems for subsequent bone health. Furthermore,
bone density has been shown to increase when HRT
is commenced (Klink, et al. 2015; Vlot, et al. 2017).
Therefore, the risk of osteoporosis can be mitigated
by avoiding the delay in commencing HRT for trans
adolescents who wish to proceed with medical tran-
sition, as well as by addressing other potential con-
tributory factors such as diet, sunlight exposure, and
activity level.

The second concern, raised by Baron and Dierck-
xsens (2022) and briefly by Griffin et al. (2021), is
the risk of infertility. Fertility is often maintained in
trans people who commence GAHT in adulthood, but
the impact of treatment on the fertility of trans people
who commence GAHT in adolescence is less clear.
With PB, the effect is reversible, and so fertility can
be expected to be restored if the treatment is stopped.
With HRT, the impact on future fertility may depend
on the stage of puberty at which treatment is com-
menced, as trans adolescents who commence GAHT
in early in puberty may not yet have mature gametes
(Cheng, et al. 2019).

However, while the possible impact of GAHT
on fertility is certainly an important risk that war-
rants serious consideration, I argue that the presence

@ Springer
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of this risk does not justify banning GAHT for trans
adolescents. There are other medical interventions in
childhood that negatively impact future fertility but
are deemed to be acceptable, such as chemotherapy
and radiotherapy to treat paediatric cancers. In these
cases, the interventions are lifesaving and so the
harms of providing treatment are outweighed by the
harms of not providing treatment. Likewise, I argue
that untreated gender dysphoria can have a similar
sort of urgency. Gender dysphoria in trans adoles-
cents has been shown to be associated with severe
consequences, including attempted suicide, self-
harm, and deteriorating psychological health (Tan,
et al. 2023; Trevor Project 2020). Moreover, as dis-
cussed earlier, there is evidence that access to GAHT
in trans adolescents can mitigate these consequences
(Allen, et al. 2019; Bungener, et al. 2020; Chen, et al.
2023; de Vries, et al. 2014; Grannis, et al. 2021;
Green, et al. 2022; Kuper, et al. 2020; Moore 2018;
Rew, et al. 2021; Tordoff, et al. 2022; van der Miesen,
et al. 2020). And so, given the severe consequences
of untreated gender dysphoria, GAHT in trans ado-
lescents can be considered a lifesaving intervention
whose risk to fertility is outweighed by the harms of
not providing the treatment.

Furthermore, it should be noted that WPATH’s
(2022b) international standards of care have specific
guidelines for addressing the risk to fertility when
offering GAHT for trans adolescents:

We recommend health care professionals work-
ing with transgender and gender diverse ado-
lescents requesting gender-affirming medical
or surgical treatments inform them, prior to
the initiation of treatment, of the reproductive
effects, including the potential loss of fertil-
ity and available options to preserve fertility
within the context of the youth’s stage of puber-
tal development ... Parents are advised to be
involved in this process and should also under-
stand the pros and cons of the different options
... HCPs should specifically pay attention to
the developmental and psychological aspects of
fertility preservation and decision-making com-
petency for the individual adolescent. (WPATH
2022a, S57)

Hence, the potential risk to fertility is taken seri-
ously. The guidelines explicitly recommend that trans
adolescents who are considering GAHT must be
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informed about the possible impact on fertility so that
they can evaluate whether this is outweighed by the
benefits of proceeding with GAHT and the harms of
not proceeding with GAHT. Moreover, it is recom-
mended that trans adolescents and their families are
counselled about the options for fertility preservation
and about the different possible paths to parenthood
before commencing GAHT, which could partially
mitigate some of the concerns about future fertil-
ity. Indeed, research suggests that trans people who
intend to become parents wish to do so through a
variety of paths, including birth, surrogacy, adoption,
and fostering (Brown 2021).

The third concern, raised by Baron and Dierckxs-
ens (2022) and Latham (2022), is the risk of regret.
Here, the worry is that the gender identities of ado-
lescents may not yet be fully formed, and so some
adolescents who choose to commence GAHT may
later regret their choices. This is a concern that has
recently received significant attention in the main-
stream media (Singal 2018). A notable case in Eng-
land was that of Keira Bell (2021), who received
GAHT at the Tavistock and Portman NHS Founda-
tion Trust as an adolescent and subsequently regret-
ted the decision. A legal complaint was lodged and in
2020 the High Court ruled against the Tavistock and
Portman NHS Foundation Trust. However, in 2021
the Court of Appeal overturned this ruling and sug-
gested that adolescents aged under sixteen can con-
sent to PB.

This case highlights that some adolescents do
indeed regret receiving GAHT. However, the risk
of harm from regret is not unique to GAHT but is a
risk that is associated with all medical interventions.
Research suggests that a substantial proportion of
people who receive common interventions, such as
knee replacement surgery and radical prostatectomy,
subsequently express regret, yet providing access to
these interventions is considered acceptable (Kahlen-
berg, et al. 2018; Ratcliff, et al. 2013). Accordingly, I
argue that the risk of harm from regret does not jus-
tify restricting access to GAHT, as this would result
in harms to many more trans adolescents who are
suffering from untreated gender dysphoria. Rather,
the presence of the risk of regret warrants procedures
being implemented to ensure that people seeking
GAHT appreciate this risk, as well as to ensure that
people who do regret GAHT are provided with care
and support (MacKinnon, et al. 2022).
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It is also important to put the magnitude of risk
into context, as the regret rate for GAHT in trans
adolescents is lower than commonly assumed. Early
research by Kenneth Zucker and Susan Bradley
(1995) suggested that the majority of children who
present with gender nonconformity later revert to
their genders assigned at birth when they reach ado-
lescence. Similar results were also reported by sub-
sequent studies (Drummond, et al. 2008; Wallien and
Cohen-Kettenis 2008). However, methodological
problems with these studies have been raised which
suggest that they cannot reliably support inferences
about the regret rate for GAHT. Notably, the studies
examined the persistence of gender noncomformity
in prepubertal children, which is a poor proxy for the
stability of gender identity or the desire for medical
transition in pubertal adolescents (Ashley 2021). It
has also been noted that the diagnostic criteria used
by these studies were overinclusive and did not distin-
guish trans identity from other kinds of gender non-
conformity (Temple Newhook, et al. 2018). Accord-
ingly, there are substantial disparities between the
results of these studies and the results of research
which focus more specifically on gender identity.
For example, a recent study of 317 trans adolescents
found that five years after socially transitioning, 94
per cent had maintained their male or female trans
identities, 3.5 per cent had proceeded to identify as
nonbinary, and only 2.5 per cent had reverted to their
previous cis identities (Olson, et al. 2022). This sug-
gests that gender identity in pubertal adolescents is
reasonably stable.

Clinical research also indicates that the regret
rate for GAHT in trans adolescents is very low. An
early study of twenty-two trans people who received
GAHT in adolescence found that none of the partici-
pants in adulthood regretted the decisions they had
taken (Cohen-Kettenis and van Goozen 1997). More
recently, two studies respectively found that 96.5 per
cent and 100 per cent of trans adolescents who ini-
tiated PB were subsequently happy to proceed with
HRT at a later stage (Brik, et al. 2020; de Vries, et al.
2011). Another recent study of 720 trans people who
commenced HRT in adolescence also found that 98
per cent of participants chose to continue HRT into
adulthood (van der Loos, et al. 2022). Importantly,
research on trans adults who chose to detransition has
shown that the predominant reasons why the people
decide to detransition are external problems such as

family rejection and social stigma, rather than regret
(Turban, et al. 2021).

Of course, none of the above denies that adoles-
cents who regret receiving GAHT are harmed by it.
However, it does indicate that the overall regret rate for
GAHT for trans adolescents is much lower than com-
monly assumed. Indeed, as noted above, the risk of
regret for GAHT appears to be substantially lower than
for other healthcare interventions which are usually
considered to be acceptable (Kahlenberg, et al. 2018;
Ratcliff, et al. 2013). And so, when weighed against
the benefits of treatment and the harms of withholding
treatment, the low risk of regret is insufficient to jus-
tify restricting access to GAHT for trans adolescents.
Nonetheless, it is recommended that trans adolescents
are informed about the possible risk of future regret
and are supported if they do exhibit regret.

The above also raises a more general point about
nonmaleficence. When assessing the potential harm
of providing an intervention, this must be evaluated
relative to the potential harm of withholding the
intervention. The decision to withhold GAHT is not
a neutral decision but is a decision that has major
and enduring consequences for trans adolescents.
As noted by WPATH, “allowing irreversible puberty
to progress in adolescents who experience gender
incongruence is not a neutral act given that it may
have immediate and lifelong harmful effects for the
transgender young person” (WPATH 2022a, S48).
Research has shown that lack of access to GAHT for
trans adolescents is associated with higher rates of
mental illness and attempted suicide (Tan, et al. 2023;
Tordoff, et al. 2022). Furthermore, in a recent study,
trans adolescents who had GAHT delayed until they
were older were shown to suffer from significantly
higher rates of depression and suicidality than trans
adolescents who received GAHT promptly (Sorbara,
et al. 2020).

And so, the potential negative consequences asso-
ciated with GAHT are greatly outweighed by the
negative consequences of withholding GAHT. This
indicates that the decision to provide GAHT for trans
adolescents satisfies the principle of nonmaleficence
when evaluated relative to the harms of restricting
access to treatment. Furthermore, given how con-
siderable these harms are, I argue that the current
restrictions to access to GAHT for trans adolescents
are ethically wrong because they fail to satisfy the
principle of nonmaleficence.
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Autonomy

The principle of autonomy concerns the obligation to
respect the person’s right to self-determination:

To respect an autonomous agent is, at a mini-
mum, to acknowledge that person’s right to
hold views, to make choices, and to take actions
based on personal values and beliefs ... Respect,
on this account, involves acknowledging deci-
sion-making rights and enabling persons to act
autonomously, whereas disrespect for autonomy
involves attitudes and actions that ignore, insult,
or demean others’ rights of autonomy. (Beau-
champ and Childress 2001: 63)

This is a deontological principle, insofar as it
acknowledges that one has unconditional worth as
an agent who has the right to govern oneself, make
choices, and act according to one’s values. As the
above passage shows, the issue that Beauchamp and
Childress take to be relevant here is “respect for
autonomy,” which involves acknowledging and ena-
bling the right to exercise self-determination. Hence,
the relevant question here is whether the provision of
GAHT for trans adolescents respects their rights to
govern themselves as autonomous agents.

Autonomy has been characterized in various ways
in the philosophical literature, but Beauchamp and
Childress defend a nonideal account:

We analyze autonomous action in terms of
normal choosers who act (1) intentionally, (2)
with understanding, and (3) without controlling
influences that determine their action ... acts
can satisfy both the conditions of understand-
ing and absence of controlling influences to a
greater or lesser extent. (Beauchamp and Chil-
dress 2001, 59)

Such an account recognizes that acts may be
autonomous by degrees. This is especially relevant
to the discussion of GAHT for trans adolescents,
as young people may vary with regards to their
understandings and external controlling influences.
Hence, it acknowledges that different people may be
differently situated to make autonomous decisions.

As noted above, self-determination is usually
considered to be a key aspect of autonomy. In the
clinical context, this is often connected with the
notions of decisional capacity and informed consent.
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Hence, Beauchamp and Childress focus their discus-
sion of autonomy on “individuals’ decision-making
in health care and research, especially informed con-
sent and refusal” (Beauchamp and Childress 2001,
57). Decisional capacity is commonly understood as
“the degree to which an individual has the ability to
understand a proposed therapy or procedure, includ-
ing its risks, benefits, and alternatives; to communi-
cate relevant questions; and to arrive at a decision
consistent with his or her values” (Cummings and
Mercurio 2010, 252). Moreover, the level of capac-
ity required to consent to an intervention is usually
considered to be proportional to the potential seri-
ousness of the intervention.

A detailed defence of GAHT on the basis of auton-
omy is provided by Ashley (2022), who draws an anal-
ogy with reproductive healthcare. As Ashley notes,
“birth control, abortion, and adolescent medical transi-
tion are analogous insofar as they intervene on healthy
physiological states such as puberty, sexual traits, fer-
tility, and pregnancy, by reason of the person’s funda-
mental self-conception and desired life” (Ashley 2022,
128). Given that gender is very often an important
aspect of one’s personal identity and how one relates
to the world, philosophers such as Talia Mae Bettcher
(2009) and Lori Watson (2016) have argued that there
is an obligation to respect one’s first-person author-
ity over one’s gender identity. Likewise, the lawyer
Jillian Weiss (2001) has proposed that one’s gender
identity falls within the sphere of one’s autonomy and
right to privacy. Accordingly, the provision of GAHT
for trans adolescents respects their rights as autono-
mous agents, insofar as it enables them to affirm their
identities and fulfil their embodiment goals. Further-
more, restricting access to GAHT amounts to a viola-
tion of one’s autonomy because it would cause one to
undergo a puberty that is incongruous with one’s gen-
der identity.

However, opponents of GAHT have objected that
trans adolescents may not have the relevant under-
standings to make autonomous decisions. For exam-
ple, Baron and Dierckxsens (2022) suggest that
young people cannot meaningfully consent to GAHT
because they may not fully understand the implica-
tions of the potential loss of fertility. They note that
“however objectively such risks and probabilities
are presented, this process is value-laden from the
perspective of all involved” (Baron and Dierckxs-
ens 2022, 605). Similarly, Latham (2022) suggests
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that young people do not have the cognitive capaci-
ties to consent to GAHT because their brains are still
developing. This objection was also key part of the
aforementioned legal action against the Tavistock and
Portman NHS Foundation Trust.

In response, I argue that the above objection
is unsound. First, as I shall discuss later, there is
empirical evidence which suggests that many trans
adolescents do exhibit the appropriate understand-
ings and capacities to make decisions about GAHT
(Clark and Virani 2021). Second, the objection that
the process of obtaining consent from young people
is “value-laden” assumes an inappropriately stringent
conception of consent that is unfeasible for assess-
ing autonomy in the clinical context. As noted above,
Beauchamp and Childress reject an ideal conception
of autonomy and instead endorse a nonideal account:

For an action to be autonomous in this account,
it needs only a substantial degree of understand-
ing and freedom from constraint, not a full
understanding or a complete absence of influ-
ence. To restrict adequate decision-making by
patients and research subjects to the ideal of
fully or completely autonomous decision-mak-
ing strips their acts of any meaningful place in
the practical world, where people’s actions are
rarely, if ever, fully autonomous. (Beauchamp
and Childress 2001, 59)

This nonideal account recognizes that the deci-
sions made by competent agents are ordinarily influ-
enced by various epistemic constraints and values,
and so the appropriate standard for what comprises a
required level of understanding for an autonomous act
must accommodate these epistemic constraints and
values. Indeed, people often make major decisions
which are considered autonomous even though their
values may later change in unforeseen ways and their
understandings of the implications of their decisions
are limited. For example, L. A. Paul (2014) notes
that one’s decision to have a child cannot be based
on full understanding because becoming a parent is
such a transformative experience that one is not epis-
temically situated to understand how it will impact
one’s future values and desires. This also applies to
many routine medical interventions that alter people’s
physiological and psychological capacities, including
orthopaedic surgery, weight loss treatment, and psy-
chiatric medication.

Given that adults are not ordinarily expected to
have full understandings of how such decisions will
impact their future values and desires, it would be
unreasonable to expect trans adolescents to have full
understandings of how the potential loss of fertility
will impact their future values and desires. Under the
nonideal account of autonomy endorsed by Beau-
champ and Childress (2001), a trans adolescent who
has reasonable knowledge and intellectual apprecia-
tion of the risk may still have the required level of
understanding for the decision GAHT to be autono-
mous. Indeed, given trans adolescents’ personal expe-
riences of gender dysphoria and of critically examin-
ing their own identities, there are respects in which
they are better situated to understand the implica-
tions of GAHT than cis people who have not strug-
gled with these challenges. As Timothy Murphy
notes, “one may be hard pressed to make the case
that reflective and informed 16-year-olds or 17-year-
olds who have experienced gender dysphoria most of
their lives necessarily lack the cognitive wherewithal
to commit themselves to body modifications having
durable effects” (Murphy 2019, 638).

Of course, as noted above, young people may
vary with regards to their understandings and exter-
nal controlling influences. However, this does not
warrant blanket restrictions on GAHT for trans ado-
lescents. Rather, it warrants procedures and safe-
guards to ensure that decisional capacity is dem-
onstrated and that informed consent is obtained.
Accordingly, the clinical guidelines by WPATH
(2022a) and the Endocrine Society (Hembree et al.
2017) explicitly recommend that a young person
who is seeking GAHT must demonstrate the emo-
tional and cognitive maturity required to provide
informed consent for the treatment. Furthermore,
according to Beauchamp and Childress, a key
aspect of respect for autonomy is “enabling persons
to act autonomously” (Beauchamp and Childress
2001, 63). This indicates that young people ought
to be supported to gain the understandings required
to make autonomous decisions about their health-
care, such as through counselling, education, and
family support. Hence, as Murphy proposes, trans
adolescents’ ‘“‘characterizations of their gender
should be taken as the starting point for any health-
care offered to them and their choices respected in
a way scaled to their decision-making capacities”
(Murphy 2019, 639).
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A related objection, raised by Latham (2022), is
that trans adolescents’ decisions may not be autono-
mous because they are influenced by social pressure
from their peers. This objection draws on research
by Lisa Littman (2018), which recruited parents of
young people with gender dysphoria through three
websites and asked them to complete questionnaires.
The reports from the parents suggested that sub-
stantial proportions of the young people had friend-
ship groups where most people were trans, showed
increases in social media usage after expressing gen-
der dysphoria, exhibited worsening relationships with
their families after expressing gender dysphoria, and
suffered from various mental health conditions. The
hypothesis was that these young people had a form
of “rapid-onset gender dysphoria” that was caused by
social pressure.

However, the methodology of Littman’s (2018)
study has been widely criticized and, shortly after
the study was published, PLoS One conducted a post-
publication review which later led to the publication
of a correction to the paper (Littman 2019). Nota-
bly, the study only sought the testimonies of parents
but did not seek the testimonies of the young people
themselves, who may have been epistemically better
situated to describe their gender identities and may
have provided very different accounts of their circum-
stances (Restar 2020). Moreover, the study recruited
parents through trans-exclusionary websites, such as
Transgender Trend and Youth Trans Critical Profes-
sionals, which raises serious concerns about sam-
pling bias and testimonial credibility (Ashley 2020).
The study has also been criticized by Ashley (2020)
for drawing the wrong conclusions from the findings
about mental health conditions, relationships with
families, and friendship groups. For example, wors-
ening mental health does not necessarily indicate that
one is unhappy with one’s trans identity but rather is
often the outcome of family rejection for being trans
(Klein and Golub 2016). Also, the finding that the
young people had friendship groups where most peo-
ple are trans does not necessarily indicate social pres-
sure but could just indicate that young people seek
friendship groups and social media platforms which
allow them to explore and express their gender identi-
ties safely.

The social pressure hypothesis has also been
undermined by subsequent research. For example,
recent research by Beth Clark and Alice Virani (2021)
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has shown that trans adolescents aged between four-
teen and eighteen readily demonstrated the relevant
understandings and abilities that mark the capacity
to consent to GAHT. As well as being able to under-
stand the interventions and alternatives, evaluate the
risks and benefits, and make decisions consistent
with their values, the research showed that trans ado-
lescents were able to reflect critically on their gen-
der identities and their own responsibilities regard-
ing their healthcare decisions. Therefore, contrary to
Latham’s (2022) claim about the influence of social
pressure, the evidence indicates that the decisions of
many trans adolescents to commence GAHT are not
impulsive or coerced by social pressure from their
peers, but generally result from thoughtful and exten-
sive deliberation about their identities, values, and
desires.

Of course, this is not to deny that such decisions
are influenced by social factors. We reside in a soci-
ety where gender is a central organizing classifica-
tion system, and so it is inevitable that social factors
influence how we construct our gender identities.
However, the presence of social influence does not
preclude authenticity. As beings who are socially
embedded, many of our desires are profoundly influ-
enced by our social interactions but are nonetheless
endorsed by us authentically. For example, a person’s
desire to have a child may be partly influenced by
the pronatalist society wherein the person resides but
may still be endorsed authentically and autonomously
by the person (Maung 2019). Hence, what is relevant
here with respect to autonomy is not the source of the
desire but whether the decision is endorsed by the
person and not coerced.

Another objection that has been raised against
GAHT is that allowing young people to consent to
GAHT would be analogous to abolishing the legal age
of sexual consent. For example, a recent opinion piece
in The Telegraph suggested that the law does not allow
children to consent to sexual activity, and so it should
not allow them to consent to GAHT (Williams 2020).
However, in response, I argue that this objection mis-
construes the purpose of the legal age of sexual consent.
The purpose of the legal age of sexual consent is not
to suggest that adolescents cannot make autonomous
decisions but is to protect children from sexual abuse
and exploitation, mostly by adults (Fleming 2006).
Some legislation, such as the Sexual Offences Act 2003
in England and Wales, sets a minimum legal age of
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consent but also recognizes that mutually consensual
sexual activity between adolescents does take place
and that “the law is not intended to prosecute mutually
agreed teenage sexual activity between two young peo-
ple of a similar age, unless it involves abuse or exploita-
tion” (Home Office 2004, 3). This is also reflected in
the close-in-age exemption laws in some other juris-
dictions, which aim to prevent adolescents who are in
mutually consensual sexual relationships from being
prosecuted but which still recognize that younger chil-
dren are unable to give sexual consent and that there is
a need to protect children from abuse by adults (Fix-
Carias, et al. 2022; Kanbur 2019). And so, while it is
recognized that sexual contact between an adult and
a child is always wrong because of the serious harm
associated with exploitation and violation, there is also
some recognition that mutual and nonexploitative sex-
ual activity between close-in-age adolescents who are
near or around the legal age of sexual consent can be
consensual and morally permissible. The fact that the
legal age of sexual consent prohibits the sexual abuse
and exploitation of children does not imply that adoles-
cents are incapable of making autonomous decisions.
Indeed, adolescents are often trusted to make auton-
omous decisions about other aspects of their healthcare
beyond GAHT. As Murphy notes, “maturing adoles-
cents may make healthcare decisions for themselves in
regard to prenatal care, terminating a pregnancy, enter-
ing clinical research trials, organ donation, and even
life-saving treatment” (Murphy 2019, 637-638). Fur-
thermore, there are legal frameworks which protect the
rights of adolescents to consent to such interventions
without parental permission and the duties of clinicians
to maintain confidentiality unless exploitation is sus-
pected, such as Gillick competence and Fraser guide-
lines in England and Wales (Fleming 2006; Free 2005;
Larcher and Hutchinson 2010). There is no reason why
trans adolescents’ rights to consent to GAHT should
not also be protected under frameworks such as these.

Justice

The principle of justice concerns the obligation to
provide just care for the person:

Many barriers exist to achieving access to health
care. For millions who encounter these barriers, a
just health care system remains a distant goal. Even

though every society must ration access to health
care through some mechanism(s), many can close
gaps in access more conscientiously than they have
to date ... we have proposed that society recognize
an enforceable right to a decent minimum of health
care within a framework for allocation that incor-
porates both utilitarian and egalitarian standards.
(Beauchamp and Childress 2001: 272).

As noted above, this is partly an egalitarian prin-
ciple, insofar as it emphasizes that members of soci-
ety should be treated equitably. The relevant question
here is whether the provision of GAHT for trans ado-
lescents is a just use of healthcare.

Of course, justice is a broad and multifaceted
notion which has been interpreted in various ways in
the philosophical literature. Accordingly, Beauchamp
and Childress suggest that “no single theory of jus-
tice or system of distributing health care is necessary
or sufficient for constructive reflection on policy”
(Beauchamp and Childress 2001, 272). Nonetheless,
a particular aspect of justice which is discussed by
Beauchamp and Childress is the obligation to address
the health disparities that impact marginalized
groups. For example, they note that healthcare in the
United States has been distributed unfairly based on
gender and race, “resulting in a differential impact on
women and minorities” (Beauchamp and Childress
2001, 238). This aspect of justice is also especially
relevant to the discussion of GAHT for trans adoles-
cents, who are also differentially impacted by health-
care injustices.

Research indicates that trans people suffer signifi-
cant health disparities compared to cis people, includ-
ing poorer psychological health, poorer social well-
being, poorer care utilization, increased suicidality,
and increased mortality (Jackson, et al. 2023; Rider,
et al. 2018; Safer, et al. 2016). These health problems
are not intrinsic to being trans, but are occasioned
by various injustices, including family rejection,
transphobic violence, social stigma, vilification by
the media, and exclusionary social policies (Katz-
Wise, et al. 2018; Klein and Golub 2016; Hughto,
et al. 2015; Zwickl, et al. 2021). In addition to these,
lack of access to gender affirming healthcare has been
shown to be a significant factor that contributes to
the aforementioned health disparities. For example,
recent research has indicated that trans adolescents
without access to GAHT have significantly higher
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rates of depression and suicidality than trans adoles-
cents with access to GAHT and their cis peers (Tan,
et al. 2023; Tordoff, et al. 2022).

Given the above, the restriction of access to
GAHT comprises an injustice, insofar as it exacer-
bates health disparities between trans people and
cis people. Indeed, there are several indicators that
access to GAHT for trans adolescents is an unmet
healthcare need. In the United Kingdom, the average
waiting time for a trans adolescent to receive treat-
ment at an NHS gender clinic is three years, which is
well in excess of the agreed target of eighteen weeks
(Good Law Project 2023). Moreover, it has been
reported that doctors are often reluctant to prescribe
GAHT for trans patients (Barratt 2016). In a recent
study in Aotearoa, GAHT was reported as an unmet
need by 42 per cent of trans adolescents (Tan, et al.
2023). Due to the inaccessibility of gender affirming
healthcare, many trans people have turned to “do-it-
yourself” HRT by obtaining hormones from unregu-
lated sources (Baker, et al. 2023). Also, as noted by
Hil Malatino (2020), trans people have had to develop
their own informal care networks due to the chal-
lenges of accessing treatment in formal care settings.

These barriers reflect a double standard for access
to GAHT and access to other sorts of healthcare. As
noted by Miranda Fricker and Katharine Jenkins
(2017), trans people often suffer testimonial injustices
in the healthcare setting. That is to say, they are often
granted less authority over their experiences of gender
incongruence than people usually are over other sorts
of experiences. As Ashley (2019) notes, when some-
one says “my arm hurts,” clinicians typically trust that
claim and would be acting unjustly if they do not, yet
trans people are often made to feel that they have to
“prove” to clinicians that they are “really” trans. To
access GAHT, trans people usually have to undergo
lengthy and burdensome psychological assessments
that can last several months (Schulz 2018). Such
lengthy psychological assessments are generally not
required for access to other hormonal interventions,
such as hormonal contraception, hormonal control of
menstruation, testosterone for hypogonadism in cis
men, and oestrogen and progesterone for the meno-
pause in cis women. This is despite the fact that these
interventions involve the same hormones as GAHT.

And so, the provision of access to GAHT for trans
adolescents is a just use of healthcare resources for
two reasons. First, given that lack of access to GAHT
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is a contributor to health disparities between trans
adolescents and their cis peers, providing access to
GAHT for trans adolescents can help to address these
disparities so that healthcare resources are distributed
fairly according to clinical need. Second, improv-
ing the provision of access to GAHT would help to
correct the unfair double standard that is currently
enforced for access to GAHT and access to other sorts
of healthcare. This would satisfy the considerations
noted by Beauchamp and Childress of closing “gaps
in access more conscientiously” and helping to ensure
“a decent minimum of health care” (Beauchamp and
Childress 2001, 272).

Conclusion

Herein, I have applied the philosophical framework of
the four principles of biomedical ethics (Beauchamp
and Childress 2001) to argue that the provision of
access to GAHT for trans adolescents is ethically
required. Regarding beneficence, the available evi-
dence to date indicates that the provision of access to
GAHT is associated with substantial benefits for the
psychological health and social well-being of trans
adolescents. Regarding nonmaleficence, research
indicates that the potential risks of providing access
to GAHT are greatly outweighed by the consider-
able harms of restricting access to GAHT. Regarding
autonomy, the provision of access to GAHT respects
the rights of trans adolescents to govern themselves
as autonomous agents. Regarding justice, the provi-
sion of access to GAHT is a just use of healthcare that
can help to alleviate the considerable health dispari-
ties suffered by trans adolescents.

The analysis I have provided suggests that the oppo-
sition to GAHT for trans adolescents is unsound. Con-
trary to the concerns raised by academic critics (Baron
and Dierckzsens 2022; Griffin, et al. 2021; Latham
2022; Richards, et al. 2019), journalists (Singal 2018;
Williams 2020), and governmental agencies (NHS
England 2022; Swedish National Board of Health and
Welfare 2022), there is sufficient evidence that access
to GAHT has significant benefits which outweigh
the potential harms and that trans adolescents are
often situated to make informed decisions about their
healthcare. I have argued that the current restrictions
to GAHT for trans adolescents are ethically wrong
because they result in considerable psychological and
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social harms, contribute to health injustices, and under-
mine the rights of young people to determine their own
identities. Therefore, I conclude that GAHT ought to
be available to consenting trans adolescents who wish
to receive it as part of their care.

Acknowledgements 1 would like to thank Florence Ashley
and Rebecca Sanaeikia for the very helpful discussions that
influenced this paper. I am also grateful to the two anonymous
reviewers for taking the time and care to provide construc-
tive feedback on the manuscript. I would also like to thank
Helen Webberley, Becky Wayte, Rhy Brignell, Oli Tull, Claire
Carmichael, Caelan Frary, Roxana Mateescu, Yasmeen El
Rakhawy, Hossam Albeyoumi, Opemipo Omolasoye, Sharon
Anzueto, and other colleagues at GenderGP for providing me
with the time, encouragement, and inspiration to undertake this
research.

Authors’ Contributions HHM is the sole author.
Funding Not applicable.

Availability of Data and Materials Not applicable

Declarations
Ethical Approval Not applicable

Competing Interests The author is a member of the work-
force at the GenderGP transgender wellbeing service, from
where he receives a salary.

Open Access This article is licensed under a Creative Com-
mons Attribution 4.0 International License, which permits
use, sharing, adaptation, distribution and reproduction in any
medium or format, as long as you give appropriate credit to the
original author(s) and the source, provide a link to the Crea-
tive Commons licence, and indicate if changes were made. The
images or other third party material in this article are included
in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not
included in the article’s Creative Commons licence and your
intended use is not permitted by statutory regulation or exceeds
the permitted use, you will need to obtain permission directly
from the copyright holder. To view a copy of this licence, visit
http://creativecommons.org/licenses/by/4.0/.

References

Allen, L.R., L.B. Watson, A.M. Egan, and C.N. Moser. 2019.
Well-being and suicidality among transgender youth
after gender-affirming hormones. Clinical Practice in
Pediatric Psychology 7(3): 302-311.

American Academy of Pediatrics. 2022. Statement from the
American Academy of Pediatrics and the Oklahoma
Chapter of the American Academy of Pediatrics on
gender-affirming care. https://www.aap.org/en/news-
room/news-releases/aap/2022/statement-from-the-ameri
can-academy-of-pediatrics-and-the-oklahoma-chapter-
of-the-american-academy-of-pediatrics-on-gender-affir
ming-care/#:~:text=The%20American%20Academy %
200f%20Pediatrics %2C %20along %20with%20its %200kl
ahoma%?20Chapter,transgender%20and%20gender%
20diverse%20youth. Accessed May 9, 2023.

American College of Physicians. 2022. Attacks on gender-
affirming and transgender health care. https://www.acpon
line.org/advocacy/state-health-policy/attacks-on-gender-
affirming-and-transgender-health-care. Accessed May 9,
2023.

American Psychiatric Association. 2013. Diagnostic and sta-
tistical manual of mental disorders, 5th ed. Washington
DC: American Psychiatric Association.

Anjum, R.L., and S.D. Mumford. 2017. A philosophical argu-
ment against evidence-based policy. Journal of Evalua-
tion in Clinical Practice 23(5): 1045-1050.

Ashley, F. 2019. Gatekeeping hormone replacement therapy for
transgender patients is dehumanizing. Journal of Medi-
cal Ethics 45(7): 480—482.

Ashley, F. 2020. A critical commentary on “rapid-onset gender
dysphoria.” Sociological Review 68(4): 779-799.

Ashley, F. 2021. The clinical irrelevance of “desistance”
research for transgender and gender creative youth. Psy-
chology of Sexual Orientation and Gender Diversity
9(4): 387-397.

. 2022. Adolescent medical transition is ethical: An
analogy with reproductive health. Kennedy Institute of
Ethics Journal 32(2): 127-171.

Ashley, F., D.M. Tordoff, J. Olson-Kennedy, and A.J. Restar.
2023. Randomized-controlled trials are methodologically
inappropriate in adolescent transgender healthcare. Interna-
tional Journal of Transgender Health, ePub ahead of print,
June 24. https://doi.org/10.1080/26895269.2023.2218357.

Baker, J.T., B.R. Cusanno, and M. Dean. 2023. Dilemmas in
patient-clinician communication about do-it-yourself
hormone therapy: A qualitative study. SSM — Qualitative
Research in Health 3: 100213.

Baron, T., and G. Dierckxsens. 2022. Two dilemmas for medi-
cal ethics in the treatment of gender dysphoria in youth.
Journal of Medical Ethics 48(9): 603-607.

Barratt, J. 2016. Doctors are failing to help people with gender
dysphoria. BMJ 352:1694.

Beauchamp, T.L., and J.F. Childress. 2001. The principles of bio-
medical ethics, 5th ed. New York: Oxford University Press.

Bell, K. 2021. Keira Bell: My story. Persuasion, April 7.
https://www.persuasion.community/p/keira-bell-my-
story. Accessed May 9, 2023.

Bettcher, T.M. 2009. Trans identities and first-person authority. In
You've changed: Sex reassignment and personal identity,
edited by L. Shrage, 98-120. Oxford: Oxford University
Press.

Brik, T., L.J.J.J. Vrouenraets, M.C. de Vries, and S.E. Hannema.
2020. Trajectories of adolescents treated with gonadotro-
pin-releasing hormone analogues for gender dysphoria.
Archives of Sexual Behavior 49(7): 2611-2618.

@ Springer


http://creativecommons.org/licenses/by/4.0/
https://www.aap.org/en/news-room/news-releases/aap/2022/statement-from-the-american-academy-of-pediatrics-and-the-oklahoma-chapter-of-the-american-academy-of-pediatrics-on-gender-affirming-care/#:~:text=The%20American%20Academy%20of%20Pediatrics%2C%20along%20with%20its%20Oklahoma%20Chapter,transgender%20and%20gender%20diverse%20youth
https://www.aap.org/en/news-room/news-releases/aap/2022/statement-from-the-american-academy-of-pediatrics-and-the-oklahoma-chapter-of-the-american-academy-of-pediatrics-on-gender-affirming-care/#:~:text=The%20American%20Academy%20of%20Pediatrics%2C%20along%20with%20its%20Oklahoma%20Chapter,transgender%20and%20gender%20diverse%20youth
https://www.aap.org/en/news-room/news-releases/aap/2022/statement-from-the-american-academy-of-pediatrics-and-the-oklahoma-chapter-of-the-american-academy-of-pediatrics-on-gender-affirming-care/#:~:text=The%20American%20Academy%20of%20Pediatrics%2C%20along%20with%20its%20Oklahoma%20Chapter,transgender%20and%20gender%20diverse%20youth
https://www.aap.org/en/news-room/news-releases/aap/2022/statement-from-the-american-academy-of-pediatrics-and-the-oklahoma-chapter-of-the-american-academy-of-pediatrics-on-gender-affirming-care/#:~:text=The%20American%20Academy%20of%20Pediatrics%2C%20along%20with%20its%20Oklahoma%20Chapter,transgender%20and%20gender%20diverse%20youth
https://www.aap.org/en/news-room/news-releases/aap/2022/statement-from-the-american-academy-of-pediatrics-and-the-oklahoma-chapter-of-the-american-academy-of-pediatrics-on-gender-affirming-care/#:~:text=The%20American%20Academy%20of%20Pediatrics%2C%20along%20with%20its%20Oklahoma%20Chapter,transgender%20and%20gender%20diverse%20youth
https://www.aap.org/en/news-room/news-releases/aap/2022/statement-from-the-american-academy-of-pediatrics-and-the-oklahoma-chapter-of-the-american-academy-of-pediatrics-on-gender-affirming-care/#:~:text=The%20American%20Academy%20of%20Pediatrics%2C%20along%20with%20its%20Oklahoma%20Chapter,transgender%20and%20gender%20diverse%20youth
https://www.aap.org/en/news-room/news-releases/aap/2022/statement-from-the-american-academy-of-pediatrics-and-the-oklahoma-chapter-of-the-american-academy-of-pediatrics-on-gender-affirming-care/#:~:text=The%20American%20Academy%20of%20Pediatrics%2C%20along%20with%20its%20Oklahoma%20Chapter,transgender%20and%20gender%20diverse%20youth
https://www.aap.org/en/news-room/news-releases/aap/2022/statement-from-the-american-academy-of-pediatrics-and-the-oklahoma-chapter-of-the-american-academy-of-pediatrics-on-gender-affirming-care/#:~:text=The%20American%20Academy%20of%20Pediatrics%2C%20along%20with%20its%20Oklahoma%20Chapter,transgender%20and%20gender%20diverse%20youth
https://www.acponline.org/advocacy/state-health-policy/attacks-on-gender-affirming-and-transgender-health-care
https://www.acponline.org/advocacy/state-health-policy/attacks-on-gender-affirming-and-transgender-health-care
https://www.acponline.org/advocacy/state-health-policy/attacks-on-gender-affirming-and-transgender-health-care
https://doi.org/10.1080/26895269.2023.2218357
https://www.persuasion.community/p/keira-bell-my-story
https://www.persuasion.community/p/keira-bell-my-story

Bioethical Inquiry

Brown, C. 2021. Exploring trans people’s experiences of adop-
tion and fostering in the United Kingdom: A qualita-
tive study. International Journal of Transgender Health
22(1-2): 89-100.

Bungener, S.L., A.L. C. de Vries, A. Popma, and T.D.
Steensma. 2020. Sexual experiences of young transgen-
der persons during and after gender-affirmative treat-
ment. Pediatrics 146(6): e20191411.

Carmichael, P., G. Butler, U. Masic, et al. 2021. Short-term
outcomes of pubertal suppression in a selected cohort
of 12 to 15 year old young people with persistent gender
dysphoria in the UK. PLoS ONE 16(2): e0243894.

Chen, D., J. Berona, Y.M. Chan, et al. 2023. Psychosocial func-
tioning in transgender youth after 2 years of hormones.
New England Journal of Medicine 388(3): 240-250.

Cheng, PJ., A.W. Pastuszak, J.B. Myers, [.A. Goodwin, and J.M.
Hotaling. 2019. Fertility concerns of the transgender patient.
Translational Andrology and Urology 8(3): 209-218.

Chew, D., J. Anderson, K. Williams, T. May, and K. Pang. 2018.
Hormonal treatment in young people with gender dyspho-
ria: A systematic review. Pediatrics 141(4): €20173742.

Clark, B.A., and A. Virani. 2021. “This wasn’t a split-second
decision”: An empirical ethical analysis of transgen-
der youth capacity, rights, and authority to consent to
hormone therapy. Journal of Bioethical Inquiry 18(1):
151-164.

Cohen-Kettenis, P.T., and S.H. van Goozen. 1997. Sex reas-
signment of adolescent transsexuals: A follow-up study.
Journal of the American Academy of Child and Adoles-
cent Psychiatry 36(2): 263-271.

Cowley, C. 2005. The dangers of medical ethics. Journal of
Medical Ethics 31(12): 739-742.

Cummings, C.L., and M.R. Mercurio. 2010. Ethics for the
pediatrician: Autonomy, beneficence, and rights. Pediat-
rics in Review 31(6): 252-255.

de Freitas, L.D., G. Léda-Régo, S. Bezerra-Filho, and A.
Miranda-Scippa. 2020. Psychiatric disorders in individu-
als diagnosed with gender dysphoria: A systematic review.
Psychiatry and Clinical Neurosciences 74(2): 99—-104.

de Vries, A.L.C., J.K. McGuire, T.D. Steensma, E.C.F. Wage-
naar, T.A.H. Doreleijers, and P. T. Cohen-Kettenis. 2014.
Young adult psychological outcome after puberty suppres-
sion and gender reassignment. Pediatrics 134(4): 696-704.

de Vries, A.L.C., T.D. Steensma, T.A.H. Doreleijers, and P.T.
Cohen-Kettenis. 2011. Puberty suppression in adoles-
cents with gender identity disorder: A prospective follow-
up study. Journal of Sexual Medicine 8(8): 2276-2283.

Deaton, A., and N. Cartwright. 2018. Understanding and mis-
understanding randomized controlled trials. Social Sci-
ence and Medicine 210: 2-21.

Dhejne, C., R. Van Vlerken, G. Heylens, and J. Arcelus.
2016. Mental health and gender dysphoria: A review
of the literature. International Review of Psychiatry
28(1): 44-57.

Drummond, K.D., S.J. Bradley, M. Peterson-Badali, and K.J.
Zucker. 2008. A follow-up study of girls with gender iden-
tity disorder. Developmental Psychology 44(1): 34-45.

Fix-Caiias, L.F., L. Mathew, V. Reddy, M. Kavenagh, J. Pearce,
and C. Soares. 2022. What impacts do legally established
minimum ages for providing consent to sexual activ-
ity have on young people? Our Voices. https://www.

@ Springer

our-voices.org.uk/news/2022/what-impacts-do-legal
ly-established-minimum-ages-for-providing-consent-to-
sexual-activity-have-on-young-people. Accessed 13 Dec
2023.

Fleming, C. 2006. Young people and the Fraser guidelines:
Confidentiality and consent. The Obstetrician and
Gynaecologist 8(4): 235-239.

Free, C. 2005. Advice about sexual health for young people.
BMJ 330(7483): 107-108.

Fricker, M., and K. Jenkins. 2017. Epistemic injustice, igno-
rance, and trans experiences. In The Routledge Com-
panion to Feminist Philosophy, edited by A. Garry, S.J.
Khader, and A. Stone, 268-278. London: Routledge.

Frieden, T. R. 2017. Evidence for health decision making—
Beyond randomized, controlled trials. New England
Journal of Medicine 377(5): 465—-475.

Gillon, R. 1994. Medical ethics: Four principles plus atten-
tion to scope. BMJ 309(6948): 184—188.

Giordano, S., and S. Holm. 2020. Is puberty delaying treat-
ment “experimental treatment”? International Journal
of Transgender Health 21(2): 113-121.

Good Law Project. 2023. We are just people too. Good Law
Project, February 21. https://goodlawproject.org/case/
we-are-just-people-too/. Accessed May 9, 2023.

Grannis, C., S.F. Leibowitz, S. Gahn, et al. 2021. Testoster-
one treatment, internalizing symptoms, and body image
dissatisfaction in transgender boys. Psychoneuroendo-
crinology 132: €105358.

Green, A.E., J.P. DeChants, M.N. Price, and C.K. Davis.
2022. Association of gender-affirming hormone ther-
apy with depression, thoughts of suicide, and attempted
suicide among transgender and nonbinary youth. Jour-
nal of Adolescent Health 70(4): 643—649.

Griffin, L., K. Clyde, R. Byng, and S. Bewley. 2021. Sex,
gender and gender identity: a re-evaluation of the evi-
dence. BJPsych Bulletin 45(5): 291-299.

Grossman, J., and F.J. Mackenzie. 2005. The randomized
controlled trial: Gold standard, or merely standard?
Perspectives in Biology and Medicine 48(4): 516-534.

Guyatt, G.H., A.D. Oxman, G.E. Vist, et al. 2008. GRADE: An
emerging consensus on rating quality of evidence and
strength of recommendations. BMJ 336(7650): 924-926.

Hembree, W.C., P.T. Cohen-Kettenis, L. Gooren, et al. 2017.
Endocrine treatment of gender-dysphoric/gender-incon-
gruent persons: An endocrine society clinical practice
guideline. Journal of Clinical Endocrinology and Metab-
olism 102(11): 3869-3903.

Hines, S. 2020. Sex wars and (trans) gender panics: Identity
and body politics in contemporary UK feminism. Socio-
logical Review 68(4): 699-717.

Home Office. 2004. Children and families: Safer from sexual
crime — The Sexual Offences Act 2003. London: Home
Office Communications Directorate.

Hughto, J.M.W., S.L. Reisner, and J.E. Pachankis. 2015.
Transgender stigma and health: A critical review of
stigma determinants, mechanisms, and interventions.
Social Science and Medicine 147: 222-231.

Jackson, S.S., J. Brown, R.M. Pfeiffer, et al. 2023. Analysis of
mortality among transgender and gender diverse adults in
England. JAMA Network Open 6(1): €2253687.


https://www.our-voices.org.uk/news/2022/what-impacts-do-legally-established-minimum-ages-for-providing-consent-to-sexual-activity-have-on-young-people
https://www.our-voices.org.uk/news/2022/what-impacts-do-legally-established-minimum-ages-for-providing-consent-to-sexual-activity-have-on-young-people
https://www.our-voices.org.uk/news/2022/what-impacts-do-legally-established-minimum-ages-for-providing-consent-to-sexual-activity-have-on-young-people
https://www.our-voices.org.uk/news/2022/what-impacts-do-legally-established-minimum-ages-for-providing-consent-to-sexual-activity-have-on-young-people
https://goodlawproject.org/case/we-are-just-people-too/
https://goodlawproject.org/case/we-are-just-people-too/

Bioethical Inquiry

Kahlenberg, C.A., B.U. Nwachukwu, A.S. McLawhorn, M.B.
Cross, C.N. Cornell, and D.E. Padgett. 2018. Patient
satisfaction after total knee replacement: A systematic
review. HSS Journal 14(2): 192-201.

Kanbur, N. 2019. Close-in-age exemption laws: Focusing on
the best interests of children and adolescents. Interna-
tional Journal of Adolescent Medicine and Health 33(2).
https://doi.org/10.1515/ijamh-2018-0143.

Katz-Wise, S.L., D. Ehrensaft, R. Vetters, M. Forcier, and S.B.
Austin. 2018. Family functioning and mental health of
transgender and gender-nonconforming youth in the
trans teen and family narratives project. Journal of Sex
Research 55(4-5): 582-590.

Klein, A., and S.A. Golub. 2016. Family rejection as a pre-
dictor of suicide attempts and substance misuse among
transgender and gender nonconforming adults. LGBT
Health 3(3): 193-199.

Klink, D., M. Caris, A. Heijboer, M. van Trotsenburg, and J.
Rotteveel. 2015. Bone mass in young adulthood follow-
ing gonadotropin-releasing hormone analog treatment
and cross-sex hormone treatment in adolescents with
gender dysphoria. Journal of Clinical Endocrinology and
Metabolism 100(2): €270-275.

Kotamarti, V.S., N. Greige, A.J. Heiman, A. Patel, and J.A.
Ricci. 2021. Risk for venous thromboembolism in
transgender patients undergoing cross-sex hormone treat-
ment: A systematic review. Journal of Sexual Medicine
18(7): 1280-1291.

Kraschel, K.L., A. Chen, J.L. Turban, and 1.G. Cohen. 2022.
Legislation restricting gender-affirming care for transgen-
der youth: Politics eclipse healthcare. Cell Reports Medi-
cine 3(8): €100719.

Kuper, L.E., S. Stewart, S. Preston, M. Lau, and X. Lopez.
2020. Body dissatisfaction and mental health outcomes
of youth on gender affirming hormone therapy. Pediat-
rics 145(4): €20193006.

Larcher, V., and A. Hutchinson. 2010. How should paediatri-
cians assess Gillick competence? Archives of Disease in
Childhood 95(4): 307-311.

Latham, A. 2022. Puberty blockers for children: Can they con-
sent? The New Bioethics 28(3): 268-291.

Littman, L., 2018. Parent reports of adolescents and young
adults perceived to show signs of a rapid onset of gender
dysphoria. PLoS One 13(8): €0202330.

. 2019. Correction: Parent reports of adolescents and
young adults perceived to show signs of a rapid onset of
gender dysphoria. PLoS One 14(3): e0214157.

MacKinnon, K.R., H. Kia, T. Salway, et al. 2022. Health care expe-
riences of patients discontinuing or reversing prior gender-
affirming treatments. JAMA Network Open 5(7): €2224717.

Madsen, M.C., D. van Dijk, C.M. Wiepjes, E.B. Conemans, A.
Thijs, and M. den Heijer. 2021. Erythrocytosis in a large
cohort of trans men using testosterone: A long-term fol-
low-up study on prevalence, determinants, and exposure
years. Journal of Clinical Endocrinology and Metabo-
lism 106(6): 1710-1717.

Mahfouda, S., J.K. Moore, A. Siafarikas, F.D. Zepf, and A.
Lin. 2017. Puberty suppression in transgender children
and adolescents. Lancet Diabetes and Endocrinology
5(10): 816-826.

Malatino, H. 2020. Trans Care. Minneapolis: University of
Minnesota Press.

Mason, A., E. Crowe, B. Haragan, S. Smith, and A. Kyriakou.
2023. Gender dysphoria in young people: A model of chronic
stress. Hormone Research in Paediatrics 96(1): 54-65.

Maung, H.H. 2019. Is infertility a disease and does it matter?
Bioethics 33(1): 43-53.

McDougall, R., L. Notini, C. Delany, M. Telfer, and K.C. Pang.
2021. Should clinicians make chest surgery available to
transgender male adolescents? Bioethics 35(7): 696-703.

McLean, C. 2021. The growth of the anti-transgender move-
ment in the United Kingdom. The silent radicalization of
the British electorate. International Journal of Sociology
51(6): 473-482.

Mitchell E.A., R. Scragg, A.W. Stewart, et al. 1991. Results
from the first year of the New Zealand cot death study.
New Zealand Medical Journal 104(906): 71-76.

Moore, A.M. 2018. Health related quality of life of transgender
adolescents undergoing hormonal transition or elective
pubertal delay. Doctor of Medicine thesis, University of
Texas Southwestern Medical Center.

Murphy, T.F. 2019. Adolescents and body modification for
gender identity expression. Medical Law Review 27(4):
623-639.

National Institute for Health and Care Excellence. 2022a.
Evidence review: Gender-affirming hormones for chil-
dren and adolescents with gender dysphoria. London:
National Institute for Health and Care Excellence. https://
perma.cc/9KLH-PJFG. Accessed May 9, 2023.

. 2022b. Evidence review: Gonadotrophin releasing
hormone analogues for children and adolescents with
gender dysphoria. London: National Institute for Health
and Care Excellence. https://perma.cc/TBG4-AF9Z.
Accessed May 9, 2023.

NHS England. 2022. Interim service specification for specialist
gender dysphoria services for children and young people.
London: NHS England. https://www.engage.england.nhs.
uk/specialised-commissioning/gender-dysphoria-servi
ces/user_uploads/b1937-ii-interim-service-specification-
for-specialist-gender-dysphoria-services-for-children-
and-young-people-22.pdf. Accessed May 9, 2023.

. 2023. Interim specialist service for children and young
people with gender incongruence. London: NHS Eng-
land.  https://www.england.nhs.uk/wp-content/uploads/
2023/06/Interim-service-specification-for-Specialist-
Gender-Incongruence-Services-for-Children-and-Young-
People.pdf. Accessed August 10, 2023.

Olson, K.R., L. Durwood, R. Horton, N. M. Gallagher, and A.
Devor. 2022. Gender identity 5 years after social transi-
tion. Pediatrics 150(2): €2021056082.

Paul, L.A. 2014. Transformative experience. Oxford: Oxford
University Press.

Pearce, N., and J.P. Vandenbroucke. 2021. Arguments about
face masks and Covid-19 reflect broader methodologic
debates within medical science. European Journal of
Epidemiology 36(2): 143—147.

Ratcliff, C.G., L. Cohen, C.A. Pettaway, and P.A. Parker. 2013.
Treatment regret and quality of life following radical pros-
tatectomy. Supportive Care in Cancer 21(12): 3337-3343.

@ Springer


https://doi.org/10.1515/ijamh-2018-0143
https://perma.cc/9KLH-PJFG
https://perma.cc/9KLH-PJFG
https://perma.cc/TBG4-AF9Z
https://www.engage.england.nhs.uk/specialised-commissioning/gender-dysphoria-services/user_uploads/b1937-ii-interim-service-specification-for-specialist-gender-dysphoria-services-for-children-and-young-people-22.pdf
https://www.engage.england.nhs.uk/specialised-commissioning/gender-dysphoria-services/user_uploads/b1937-ii-interim-service-specification-for-specialist-gender-dysphoria-services-for-children-and-young-people-22.pdf
https://www.engage.england.nhs.uk/specialised-commissioning/gender-dysphoria-services/user_uploads/b1937-ii-interim-service-specification-for-specialist-gender-dysphoria-services-for-children-and-young-people-22.pdf
https://www.engage.england.nhs.uk/specialised-commissioning/gender-dysphoria-services/user_uploads/b1937-ii-interim-service-specification-for-specialist-gender-dysphoria-services-for-children-and-young-people-22.pdf
https://www.engage.england.nhs.uk/specialised-commissioning/gender-dysphoria-services/user_uploads/b1937-ii-interim-service-specification-for-specialist-gender-dysphoria-services-for-children-and-young-people-22.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/06/Interim-service-specification-for-Specialist-Gender-Incongruence-Services-for-Children-and-Young-People.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/06/Interim-service-specification-for-Specialist-Gender-Incongruence-Services-for-Children-and-Young-People.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/06/Interim-service-specification-for-Specialist-Gender-Incongruence-Services-for-Children-and-Young-People.pdf
https://www.england.nhs.uk/wp-content/uploads/2023/06/Interim-service-specification-for-Specialist-Gender-Incongruence-Services-for-Children-and-Young-People.pdf

Bioethical Inquiry

Restar, A.J. 2020. Methodological critique of Littman’s (2018)
Parental-respondents accounts of “rapid-onset gender
dysphoria.” Archives of Sexual Behavior 49(1): 61-66.

Rew, L., C.C. Young, M. Monge, and R. Bogucka. 2021.
Review: Puberty blockers for transgender and gender
diverse youth—A critical review of the literature. Child
and Adolescent Mental Health 26(1): 3—14.

Richards, C., J. Maxwell, and N. McCune. 2019. Use of
puberty blockers for gender dysphoria: A momen-
tous step in the dark. Archives of Disease in Childhood
104(6): 611-612.

Rider, G.N., B.J. McMorris, A.L. Gower, E. Coleman, and
M.E. Eisenberg. 2018. Health and care utilization of
transgender and gender nonconforming youth: A popula-
tion-based study. Pediatrics 141(3): e20171683.

Russo, F., and J. Williamson. 2007. Interpreting causality in
the health sciences, International Studies in the Philoso-
phy of Science 21(2): 157-170.

Safer, J.D., E. Coleman, J.F.R. Garofalo, W.C. Hembree, A.
Radix, and J. Sevelius. 2016. Barriers to health care for
transgender individuals. Current Opinion in Endocrinol-
ogy, Diabetes, and Obesity 23(2): 168—171.

Schagen, S.E.E., EM. Wouters, P.T. Cohen-Kettenis, L.J. Gooren,
and S.E. Hannema. 2020. Bone development in transgen-
der adolescents treated with GnRH analogues and sub-
sequent gender-affirming hormones. Journal of Clinical
Endocrinology and Metabolism 105(12): e4252-e4263.

Schulz, S.L. 2018. The informed consent model of transgender
care: An alternative to the diagnosis of gender dysphoria.
Journal of Humanistic Psychology 58(1): 72-92.

Singal, J. 2018. When children say they’re trans. The Atlan-
tic, July/August. https://www.theatlantic.com/magazine/
archive/2018/07/when-a-child-says-shes-trans/561749/.
Accessed May 9, 2023.

Sorbara, J.C., L.N. Chiniara, S. Thompson, and M.R. Palmert.
2020. Mental health and timing of gender-affirming care.
Pediatrics 146(4): €20193600.

Staples, J.M., E.R. Bird, T.N. Masters, and W.H. George. 2018.
Considerations for culturally sensitive research with
transgender adults: A qualitative analysis. Journal of Sex
Research 55(8): 1065-1076.

Swedish National Board of Health and Welfare. 2022. Care of
children and adolescents with gender dysphoria. Stock-
holm: Swedish National Board of Health and Welfare.
https://www.socialstyrelsen.se/globalassets/sharepoint-
dokument/artikelkatalog/kunskapsstod/2022-3-7799.pdf.
Accessed May 9, 2023.

Tan, K.K.H., J.L. Byrne, G.J. Treharne, and J.F. Veale. 2023.
Unmet need for gender-affirming care as a social determinant
of mental health inequities for transgender youth in Aotearoa/
New Zealand. Journal of Public Health 45(2): €225—233.

Temple Newhook, J., J. Pyne, K. Winters, et al. 2018. A critical
commentary on follow-up studies and “desistance” theo-
ries about transgender and gender-nonconforming children.
International Journal of Transgenderism 19(2): 212-224.

Tordoff, D.M., J.W. Wanta, A. Collin, C. Stepney, D.J. Inwards-
Breland, and K. Ahrens. 2022. Mental health outcomes
in transgender and nonbinary youths receiving gender-
affirming care. JAMA Network Open 5(2): €220978.

@ Springer

Trevor Project. 2020. National survey on LGBTQ youth mental
health 2020. https://www.thetrevorproject.org/survey-
2020/. Accessed August 17, 2023.

Turban, J.L., D. King, J.M. Carswell, and A.S. Keuroghlian.
2020. Pubertal suppression for transgender youth and
risk of suicidal ideation. Pediatrics 145(2): €20191725.

Turban, D.L., S.S. Loo, A. N. Almazan, and A.S. Keuroghlian.
2021. Factors leading to “detransition” among transgen-
der and gender diverse people in the United States: A
mixed-methods analysis. LGBT Health 8(4): 273-280.

Turner, L. 2003. Bioethics in a multicultural world: Medicine
and morality in pluralistic settings. Health Care Analysis
11(2): 99-117.

van der Loos, M.A.T.C., S.E. Hannema, D.T. Klink, M. den
Heijer, and C.M. Wjepjes. 2022. Continuation of gender-
affirming hormones in transgender people starting puberty
suppression in adolescence: A cohort study in the Nether-
lands. Lancet Child and Adolescent 6(12): 869-875.

van der Miesen, A., T.D. Steensma, A. de Vries, H. Bos, and A.
Popma. 2020. Psychological functioning in transgender
adolescents before and after gender-affirmative care com-
pared with cisgender general population peers. Journal
of Adolescent Health 66(6): 699-704.

Varkey, B. 2021. Principles of clinical ethics and their application
to practice. Medical Principles and Practice 30(1): 17-28.

Vlot, M.C., D.T. Klink, M. den Heijer, M.A. Blankenstein, J.
Rotteveel, and A.C. Heijboer. 2017. Effect of puber-
tal suppression and cross-sex hormone therapy on bone
turnover markers and bone mineral apparent density
(BMAD) in transgender adolescents. Bone 95: 11-19.

Wallien, M.S.C., and P.T. Cohen-Kettenis. 2008. Psychosexual
outcome of gender-dysphoric children. Journal of the
American Academy of Child and Adolescent Psychiatry
47(12): 1413-1423.

Watson, L. 2016. The woman question. Transgender Studies
Quarterly 3(1-2): 246-253.

Weiss, J.T. 2001. The gender caste system: Identity, privacy
and heteronormativity. Law and Sexuality 10: 123-186.

Williams, J. 2020. Our approach to children and gender is a
moral outrage. The Telegraph, January 6. https://www.
telegraph.co.uk/news/2020/01/06/approach-gender-self-
id-moral-outrage/. Accessed May 9, 2023.

Woodward, J. 2003. Making things happen: A theory of causal
explanation. Oxford: Oxford University Press.

World Health Organization. 2019. International classifica-
tion of diseases, 11th revision. Geneva: World Health
Organization.

World Professional Association for Transgender Health. 2022a.
Standards of care for the health of transgender and gen-
der diverse people, version 8. International Journal of
Transgender Health 23: S1-S259.

. 2022b. Statement regarding the Interim Service Speci-

fication for the Specialist Service for Children and Young

People with Gender Dysphoria (Phase 1 Providers) by

NHS England, 25 November. https://www.wpath.org/

media/cms/Documents/Public%20Policies/2022/25.11.

22%20AUSPATH%20Statement%20reworked %20for%
20WPATH%20Final%20ASIAPATH.EPATH.PATHA.

USPATH.pdf?_t=1669428978. Accessed May 9, 2023.



https://www.theatlantic.com/magazine/archive/2018/07/when-a-child-says-shes-trans/561749/
https://www.theatlantic.com/magazine/archive/2018/07/when-a-child-says-shes-trans/561749/
https://www.socialstyrelsen.se/globalassets/sharepoint-dokument/artikelkatalog/kunskapsstod/2022-3-7799.pdf
https://www.socialstyrelsen.se/globalassets/sharepoint-dokument/artikelkatalog/kunskapsstod/2022-3-7799.pdf
https://www.thetrevorproject.org/survey-2020/
https://www.thetrevorproject.org/survey-2020/
https://www.telegraph.co.uk/news/2020/01/06/approach-gender-self-id-moral-outrage/
https://www.telegraph.co.uk/news/2020/01/06/approach-gender-self-id-moral-outrage/
https://www.telegraph.co.uk/news/2020/01/06/approach-gender-self-id-moral-outrage/
https://www.wpath.org/media/cms/Documents/Public%20Policies/2022/25.11.22%20AUSPATH%20Statement%20reworked%20for%20WPATH%20Final%20ASIAPATH.EPATH.PATHA.USPATH.pdf?_t=1669428978
https://www.wpath.org/media/cms/Documents/Public%20Policies/2022/25.11.22%20AUSPATH%20Statement%20reworked%20for%20WPATH%20Final%20ASIAPATH.EPATH.PATHA.USPATH.pdf?_t=1669428978
https://www.wpath.org/media/cms/Documents/Public%20Policies/2022/25.11.22%20AUSPATH%20Statement%20reworked%20for%20WPATH%20Final%20ASIAPATH.EPATH.PATHA.USPATH.pdf?_t=1669428978
https://www.wpath.org/media/cms/Documents/Public%20Policies/2022/25.11.22%20AUSPATH%20Statement%20reworked%20for%20WPATH%20Final%20ASIAPATH.EPATH.PATHA.USPATH.pdf?_t=1669428978
https://www.wpath.org/media/cms/Documents/Public%20Policies/2022/25.11.22%20AUSPATH%20Statement%20reworked%20for%20WPATH%20Final%20ASIAPATH.EPATH.PATHA.USPATH.pdf?_t=1669428978

Bioethical Inquiry

Yeh, R.W.,, L.R. Valsdottir, M.W. Yeh, et al. 2018. Parachute use
to prevent death and major trauma when jumping from air-
craft: Randomized controlled trial. BMJ 13: k5094.

Zwickl, S., A.F.Q. Wong, E. Dowers, et al. 2021. Factors asso-
ciated with suicide attempts among Australian transgen-
der adults. BMC Psychiatry 21(1): 81.

Zucker, K.J., and S.J. Bradley. 1995. Gender identity disorder
and psychosexual problems in children and adolescents.
New York: Guilford Press.

Publisher’s Note Springer Nature remains neutral with regard
to jurisdictional claims in published maps and institutional

affiliations.

@ Springer



	Gender Affirming Hormone Treatment for Trans Adolescents: A Four Principles Analysis
	Abstract 
	Introduction
	Beneficence
	Nonmaleficence
	Autonomy
	Justice
	Conclusion
	Acknowledgements 
	References


