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a) Title: Gender Variant Children: Awareness and clinical significance in the primary care
setting

b) Key words: gender variant, gender spectrum, transgender, lesbian, gay, bisexual, mental
health, gender transition, gender development,

c) Learning objectives:
a. Develop a vision and plan that is clear to stakeholders and invites interest and
further communication

b. Develop strategies to navigate and network within a special interest community
and become an active, contributing member

c. Effectively communicate with community leaders to establish rapport and
credibility to collaborate in a shared vision

d. Explore a variety of options to advocate on behalf of gender variant children
(review papers, policy, education and awareness, etc)

e. Explore challenges among controversial pediatric topics, particularly
therapies for transgender children
d) Project objectives
a. To understand gender as it pertains to development, identity, and
expression and its significance on wellness in the LGBT community
b. Identify health and mental health concerns in gender-variant children\
c. Explore and understand existing recommendations and guidelines for
gender variant youth
d. Identify challenges for clinicians and families when dealing with gender
variant children
e. Collaborate with community leaders to develop an intervention of
awareness and education for clinicians
f. Provide, or at least stimulate conversation around, guidelines for
counseling and clinical decision making pertaining to families and their
gender variant or transgender children
e) Activities (Partly using objectives listed..) what did you do to reach your objectives?
a. Extensive literature search on gender variant youth and transgender youth
b. Visit to Dimensions Clinic
c. Attended various presentations (education focused) by Gender Spectrum
d. Met with Family Acceptance Project social workers to inquire about
interventions for families available
e. Met with mental health leaders in the gender variant youth arena

PLUS Legacy Report:
f. Provided a proposal for UCSF leaders interested in starting a clinic
addressing gender variant youth, particularly addressing the primary care
physician’s role and the importance of awareness, education, and a
multidisciplinary approach to care
g. Continued to revise and edit project goals and objectives to better align
with stakeholders and the residency timeline
h. Works in progress sessions at the CARE conference to elicit constructive
criticism on project
f) Outcome:
- should include as addendums any presentations, lit review searches, handouts/tools....

a. UCSF Pediatric Gender Variant Youth Services Working Group Member
b. Collaborating with Gender Spectrum’s school based education sessions in
East Bay
c. “Improving Primary Care Medical Homes for Gender Variant Children.”
Workshop. Gay and Lesbian Medical Association’s 28th Annual
Conference, 8/2010
d. “Gender Variant Children: Challenging Gender in Pediatrics” San
Francisco General Hospital Pediatric Grand Rounds, UCSF Department of
Pediatrics Noon Conference, 6/2010
e. “Coordinated and Comprehensive Care for Gender Variant Youth.”
Works in Progress. Academic Pediatric Association Region IX & X
CARE Conference, 2/2010
f.

“Gender and Sexuality in Pediatrics.” Department of Pediatrics. Morning Report,
6/2008
g. “Transgendered Youth: Making the Transition.” Department of Pediatrics.
Morning Report, 11/2007

g) Lessons in Implementation (what did you learn in the process of your work?)
a. Be patient. Keep the passion and commitment to your project alive.
When the window of opportunity opens up, you’ll be ready!
b. Agendas. Everyone and every organization have one. It’s a delicate
process getting your agenda to align (or convince them that it’s important)
with their agenda.
c. Trust and credibility. Absolutely necessary to get your foot in the door,
but you must maintain it to foster a meaningful and collaborative
relationship with your partners.
d. Change is necessary. Your project trajectory with change constantly as
you better define and refine it based on your timeline and the connections
you are able to make with your community organizations. Do not be
disappointed or let the frustration overwhelm you.
e. Establish your mentors. They will be very helpful as you navigate through
this process during residency and can be invaluable tools in the structure,
development, networking, and refinement of your project.
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f. You may be one of very few who know anything about your topic. While
overwhelming, embrace it and share what you know. That alone is a
powerful project that can promote change.
g. Advocating for change in the medical arena can be very difficult,
particularly if the subject is politically and socially charged. Research and
data is essential and one must advocate for that data as well when it is
lacking.
h) Potential future projects:
a. School acceptance of gender variant and LGBT youth and it’s health
outcomes
b. Difference in attitudes and clinical behavior/counseling of residents pre
and post integrated LGBT (or gender variance) curriculum
i) Resources (include local individuals/contacts; key organizations - local and national;
potential funding sources/grants)

a. Community Organizations
i. Dimensions Clinic (San Francisco)
ii. Joel Baum, Director of Education & Training, Gender Spectrum
(Oakland)
iii. Jae Sevelius, PhD and James Green, UCSF Center of Excellence in
Transgender Health
iv. Family Acceptance Project (San Francisco)
v. GEMS clinic (Boston)
b. UCSF
i. Steve Rosenthal, MD, Pediatrics Endocrinology
ii. Shane Snowdon, Director, LGBT Resource Center
iii. Peter Ferren, MD, Psychiatry faculty
iv. Ilana Sherer, MD, Pediatrics PLUS resident
v. Stanley Vance, MD, Pediatrics resident
vi. Ari Zadel, MD, Pediatrics resident
c. Community Individuals
i. Herb Schreier, MD, Dept. of Psychiatry, Oakland Children's
Hospital Research Center
ii. Michael Baxter, MSW, SFDPH Primary Care Administrator for
Youth Programs
iii. Diane Ehrensaft, PhD, Clinical Psychologist and Researcher
(Oakland)

SFGH
Department of Pediatrics
PLUS Grand Rounds
J Raul Gutierrez, MD, MPH









Original Subject of Interest: violence and
mental health for lesbian, gay and bisexual
youth in school
Gender expression vs. gender identity
Explosion of media attention on transgender
children
Almost complete dearth of information
pertaining to gender-variant youth







To understand gender as it pertains to
development, identity, and expression
Identify health and mental health concerns in
gender-variant children
Explore challenges among controversial
pediatric topics, particularly therapies for
transgender children



Gender-variant (or gender nonconforming):
◦ gender presentation OR identity is not consistent
with assigned gender



Assigned Gender:

◦ gender assigned to a child at birth based on
physical anatomy



Affirmed Gender:

◦ individual’s asserted gender identity, regardless of
anatomy



2 years

◦ use gender stereotypes in their play

 girls play with “female toys,” boys play with “male
toys.”
 Parents may treat their children differently



2-3 years

◦ developing “gender identity”
◦ label themselves and others as male or female



3-4 years

◦ use “gender typing”
◦ categorize by gender
◦ e.g. trucks are male toys, because boys usually play
with trucks



4-6 years

◦ understand and use “gender scripts.”
◦ put events or activities in groups related to gender
◦ e.g. a person putting on make-up is female



6-7 years




believe that a person’s gender is constant - it will not
change throughout life
children know that a man is still a man, even if he
dresses like a woman



All of these stages are affected by social and cultural
cues that usually works under a binary construct of
gender – male vs female



imitate same-sex behaviors: rewarded
imitate the other sex: potential punishment.



Tomboys and sissy boys
more true for boys than for girls: society appears to be more
tolerant gender-variant girls than boys

Gender Spectrum:
• non‐binary understanding of gender
• range of possibilities that takes into
account the interplay of physical
anatomy, gender expression, and gender
identity



Gender Fluid:

◦ complex expression of gender encompassing both
gender identity and/or their gender presentation
◦ dress as a girl one day and as a boy the next or
◦ feel they are a boy one day and a girl the next
regardless of what they are wearing



Gender Queer:

◦ older youth (usually high school age)
◦ reject standard notions of gender
◦ may choose to dress in ways that are a blend of
genders



Many children are gender-nonconforming in
behavior or expression but still have a gender
identity that is congruous with their anatomy.
◦ gender-nonconforming, but still feel that they are
in the right-gendered body
◦ Do not require medical attention



Transgender

◦ describe those who take on a gender role to match
their gender identity, when it is at odds with their
anatomic sex
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A. A strong persistent cross-gender identification (not merely a

desire for any perceived cultural advantages of being the other
sex). In children, the disturbance is manifested by four (or more)
of the following:

◦ Repeatedly stated desire to be, or insistence that he or she is, the other
sex.
◦ In boys, preference for cross-dressing or simulating female attire; In
girls, insistence on wearing only stereotypical masculine clothing.
◦ Strong and persistent preferences for cross-sex roles in make believe
play or persistent fantasies of being the other sex.
◦ Intense desire to participate in the stereotypical games and pastimes of
the other sex.
◦ Strong preference for playmates of the other sex.



In adolescents and adults, the disturbance is manifested by
symptoms such as a stated desire to be the other sex, frequent
passing as the other sex, desire to live or be treated as the other
sex, or the conviction that he or she has the typical feelings and
reactions of the other sex.

B.

Persistent discomfort with his or her sex or sense of
inappropriateness in the gender role of that sex. In children, the
disturbance is manifested by any of the following:
◦ In boys, assertion that his penis or testes are disgusting or will disappear or
assertion that it would be better not to have a penis, or aversion toward
rough-and-tumble play and rejection of male stereotypical toys, games, and
activities.
◦ In girls, rejection of urinating in a sitting position, assertion that she has or
will grow a penis, or assertion that she does not want to grow breasts or
menstruate, or marked aversion toward normative feminine clothing.






In adolescents and adults, the disturbance is manifested by symptoms
such as preoccupation with getting rid of primary and secondary sex
characteristics (e.g., request for hormones, surgery, or other
procedures to physically alter sexual characteristics to simulate the
other sex) or belief that he or she was born the wrong sex.
C. The disturbance is not concurrent with physical intersex condition.
D. The disturbance causes clinically significant distress or impairment
in social, occupational, or other important areas of functioning.
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School Blues

89.5% feel unsafe in schools.
55% report being physically harassed
81% report being sexually harassed
82% report faculty/staff never or only sometimes
intervened
◦ adults actually make the remarks in many cases
◦ 33.2% have attempted suicide
◦
◦
◦
◦

“Harsh Realities: The Experience of Transgender Youth In Our Nation’s Schools. Gay Lesbian and
Straight Education Network. 2009

Suspended in Dallas High School for
Appearance

Gay Hate crime Murder in
school, openly gay student,
15 year-old dies

Suspended from
Mississippi School for
appearance. The same
school cancelled prom
because a same-sex
couple wanted to attend
in a tuxedo



Targeting LGBT people most socially acceptable
form of hate crime, especially among
adolescents
◦ LGBT youth were almost
 3x more likely to be injured in a fight requiring
medical attention
 4.5x as likely to have missed school because of fearing
for their safety.
◦ Four out of five victims of antigay violence are actually
heterosexual
◦ Straight victims of antigay violence report levels of
risk behavior similar to LGBT victims of violence



Family Acceptance

◦ Recent study by the Family Acceptance Project at
San Francisco State University



Higher rates of family rejection significantly
associated with poorer health outcomes
◦
◦
◦
◦

8.4x
5.9x
3.4x
3.4x

more
more
more
more

likely
likely
likely
likely

to
to
to
to

have attempted suicide
suffer depression
use illegal drugs
engage in unprotected sex



Highlighting Social Issues
◦ This American Life

 Story of two 8yo transgender girls (Lilly and
Thomasina) meeting at a conference in Seattle







Many believe transgender issues are a
adolescent or adult issue
There is a lack of training, research, and
consensus in counseling and treatment
among health professionals
The subject invokes ethics, religion, and
politics in our homes, practice and schools



Insurance

◦ who will cover mental health costs?
◦ What about hormone therapy?



Ethical considerations

◦ When can a child decide their gender if at all?
◦ When can they consent to hormone treatment?
◦ Do we do more harm by acting or not acting?



Research

◦ Who will fund this research?
◦ What treatments are safe?
◦ What professional body will develop guidelines and
protocols?



“Suppose you were a clinician and a 4-yearold black kid came into your office and said
he wanted to be white. Would you go with
that? ... I don't think we would.” Dr. Ken

Zucker



“If we allow people to unfold and give them
the freedom to be who they really are, we
engender health. And if we try and constrict
it, or bend the twig, we engender poor
mental health.” Dr. Diane Ehrensaft
NPR clip







GEMS Clinic in Boston
UCLA clinic
Toronto clinic
Children’s National Hospital program
Other International Clinics in London and the
Netherlands
◦ There is no consensus even among these groups



An opportunity for advocates to push
attention to their special problems.

◦ A problem is recognized
◦ A solution is developed and available in the policy
community
◦ A political change makes it the right time for policy
change
◦ Potential constraints are not severe.



AAP

◦ No official policy at this time
◦ Few articles on transgender youth and much less on
Gender-variance and how it pertains to mental
health and social fabric/dynamic of family, school,
etc



Endocrine society

◦ New recommendations on treatment for the use of
Lupron and cross-sex hormones.
◦ Guidelines: are these right? Does anyone refute
them? What is the evidence and who is producing
it?



American College of Pediatrics

◦ Recently released a statement to schools promoting
“change therapy” for LGBT youth
◦ Are schools the new battleground for LGBT issues?
◦ Where is the evidence for these recommendations?



Mental Health Societies

◦ Working hard towards revisions of the DSM-V

 Major change: Gender Incongruence
 No statement on which therapy approach is best.
Note: Dr. Zucker play a big part in the DSM revisions



Advocacy Groups
◦
◦
◦
◦



Family Acceptance Project
Gay Straight Alliance
Gay Lesbian and Straight Education Network
Gender Spectrum

Government

◦ Will government sponsored insurance pay for such
therapy and treatments under “universal health
care?”

Transgendered youth
Barbara Walters on
transgender children

The Oprah Winfrey Show
The 11-Year-Old Who
Wants a Sex Change

NPR: Two Families Grapple with Sons'
Gender Preferences

Movies/Documentaries
Boys Don’t Cry
Transamerica
Southern Comfort
Ma vie en rose
Transgeneration



An opportunity for advocates to push
attention to their special problems.

◦ A problem is recognized
◦ A solution is developed and available in the policy
community
◦ A political change makes it the right time for policy
change
◦ Potential constraints are not severe.



Specialty Clinic at UCSF



Advocate for position statement from the AAP



Review Paper







Ilana Sherer: Partner in Crime
Anda Kuo and the PLUS family
Tonya Chaffee and Naomi Bardach: Pod
Leaders Extraordinaire
UCSF supporters

◦ Shane Snowdon: Director UCSF LGBTI Resources
◦ Steve Rosenthal, Pediatric Endocrinology



Community Leaders

◦ Family Acceptance Project
◦ Dimensions Clinic
◦ Diane Ehrensaft
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Clinical management of gender identity disorder in adolescents:
a protocol on psychological and paediatric endocrinology
aspects
Henriette A Delemarre-van de Waal and Peggy T Cohen-Kettenis
Amsterdam Gender Clinic, Departments of Pediatrics and Medical Psychology, Institute for Clinical and Experimental Neuroscience, VU University Medical
Center, PO Box 7057, 1007 MB Amsterdam, The Netherlands
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Abstract
Treatment outcome in transsexuals is expected to be more favourable when puberty is suppressed than
when treatment is started after Tanner stage 4 or 5. In the Dutch protocol for the treatment of
transsexual adolescents, candidates are considered eligible for the suppression of endogenous puberty
when they fulfil the Diagnostic and Statistic Manual of Mental Disorders-IV-RT criteria for gender
disorder, have suffered from lifelong extreme gender dysphoria, are psychologically stable and live in a
supportive environment. Suppression of puberty should be considered as supporting the diagnostic
procedure, but not as the ultimate treatment. If the patient, after extensive exploring of his/her sex
reassignment (SR) wish, no longer pursues SR, pubertal suppression can be discontinued. Otherwise,
cross-sex hormone treatment can be given at 16 years, if there are no contraindications. Treatment
consists of a GnRH analogue (GnRHa) to suppress endogenous gonadal stimulation from B2-3 and G34, and prevents development of irreversible sex characteristics of the unwanted sex. From the age of 16
years, cross-sex steroid hormones are added to the GnRHa medication.
Preliminary findings suggest that a decrease in height velocity and bone maturation occurs. Body
proportions, as measured by sitting height and sitting-height/height ratio, remains in the normal
range. Total bone density remains in the same range during the years of puberty suppression, whereas
it significantly increases on cross-sex steroid hormone treatment. GnRHa treatment appears to be an
important contribution to the clinical management of gender identity disorder in transsexual
adolescents.
European Journal of Endocrinology 155 S131–S137

Introduction
Transsexuals are applying for sex reassignment (SR)
surgery at increasingly younger ages. Yet clinicians are
usually reluctant to start the SR procedure before
adulthood. They assume that adolescents are not able to
make a sensible decision about something as drastic as
SR. They fear that the risk of postoperative regrets will
be high and the treatment will have unfavourable
physical, psychological or social consequences. Postoperative regret or any other unfavourable result of SR
naturally is of serious concern to clinicians. However,
the decision of what age to start SR should be a balanced
one. There are two main reasons to consider early
treatment as appropriate.

This paper was presented at the 4th Ferring Pharmaceuticals
International Paediatric Endocrinology Symposium, Paris (2006).
Ferring Pharmaceuticals has supported the publication of these
proceedings.

q 2006 Society of the European Journal of Endocrinology

One reason for early treatment is that an eventual
delay or arrest in emotional, social or intellectual
development can be warded off more successfully
when the ultimate cause of this arrest has been taken
care of. Suffering from gender dysphoria without being
able to present socially in the desired social role, and/or
to stop the development of secondary sex characteristics
usually leads to problems in these areas. Adolescents
find it hard to live with a secret. Often have difficulties in
connecting socially and romantically with peers while
still in the undesired gender role, or the physical
developments create an anxiety that limits their
capacities to concentrate on other issues.
A second reason to start SR early is that the physical
treatment outcome following interventions in adulthood is far less satisfactory than when treatment is
started at an age at which secondary sex characteristics
have not yet been (fully) developed. Looking like a man
(woman) when living as a woman (man) creates
barriers that are not easy to overcome. This is obviously
an enormous and lifelong disadvantage. Indeed, Ross
DOI: 10.1530/eje.1.02231
Online version via www.eje-online.org
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and Need (1) found that postoperative psychopathology
was primarily associated with factors that made it
difficult for postoperative transsexuals to pass successfully to their new gender or that continued to remind
them of their transsexualism. Furthermore, follow-up
studies show that unfavourable postoperative outcome
seems to be related to a late rather than an early start of
the SR procedure (for a review, see (2)). Age at the time
of assessment also emerged as a factor differentiating
two groups of male-to-female transsexuals (MFs), one
with and one without post-operative regrets (3).
The psychological problems of untreated adolescents
and the impact of an unfavourable physical appearance
significantly contributed to the decision of the Amsterdam
Gender Clinic for Adolescents and Children to prescribe
hormones before the age of 18 (legal adulthood). First,
patients were considered eligible for a staged hormone
treatment if they were (i) between 16 and 18 years, (ii)
suffering from life-long gender dysphoria that had
increased around puberty, (iii) functioning psychologically stable, and (iv) supported by their environment. For
females, the staged approach consisted of treatment with
progestagens to suppress menses for at least 3 months,
followed by androgen treatment. For males, antiandrogens were given first, followed by oestrogens. The first
retrospective and prospective studies among these
transsexual adolescents, who were found eligible for
treatment between 16 and 18 years, showed a significant
postsurgery decrease in gender dysphoria, and an
increase in body satisfaction. They were also functioning
psychologically in the normal range, and did socially quite
well (4, 5). They functioned psychologically better than
transsexuals, who were treated in adulthood, and
evaluated with partly the same instruments (6, 7). The
policy implied that younger adolescents (between 12 and
16 years), who were referred for SR, had no other option
than to wait for several years before they could be treated
medically.
Since the experience of a full biological puberty may
seriously interfere with healthy psychological functioning
and well being, we have changed our protocol after the
first follow-up studies on the 16–18-year olds (4, 5).
Adolescents are now allowed to start puberty suppressing
treatment with gonadotrophin-releasing hormone analogues (GnRHa) if they were older than 12 years of age
and fulfil the same criteria as were used for the 16–18year olds. They should also have reached Tanner stage 2
or 3 in combination with pubertal levels of sex hormones.
The suppression of puberty using GnRHa is a reversible
phase of treatment. This treatment is a very helpful
diagnostic aid, as it allows the psychologist and the patient
to discuss problems that possibly underlie the crossgender identity or clarify potential gender confusion
under less time pressure. It can be considered as ‘buying
time’ to allow for an open exploration of the SR wish (8).
It is conceivable that lowering the age limit increases
the incidence of ‘false positives’. However, it most certainly
results in high percentages of individuals who more easily
www.eje-online.org
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pass into the opposite gender role than when treatment
commenced well after the development of secondary
characteristics. This implies an improvement in the
quality of life in these individuals, but may also result in
a lower incidence of transsexuals with postoperative
regrets or poor postoperative functioning. Clinically, it is
known that some patients who were treated in adulthood
regret SR because they have never been able to function
inconspicuously in the opposite gender role. This holds
especially for MFs, because beard growth and voice
breaking give so many of them a never disappearing
masculine appearance. But, since the number of ‘false
positives’ should be kept as small as possible, the
diagnostic procedure should be carried out with great
care. Until now, no patients who started treatment before
18 years have regretted their choice for SR.
The Amsterdam Gender Clinic has developed the
following protocol for the management of young
applicants for SR and is currently evaluating this
protocol in several studies.

Diagnostic procedure
The recommended procedure in the Standards of Care of
the Harry Benjamin International Gender Dysphoria
Association (HBIGDA; now called World Professional
Association of Transgender Health or WPATH) – a
professional organization in the field – is to come to the
SR decision in various steps (9). In the first phase, it is
investigated whether an applicant fulfils Diagnostic and
Statistic Manual of Mental Disorders-IV-RT criteria for
gender identity disorder (GID). The next phase has three
elements: a real-life experience (RLE) in the desired role,
hormonal interventions (in order to suppress puberty
and cross-sex hormone treatment) and finally, surgery
to correct the genitals.
In the first diagnostic phase, information must be
obtained from both the adolescent and the parents on
various aspects of general and psychosexual development
of the adolescent, the adolescent’s current functioning
and functioning of the family. Standardized psychological
assessment is a part of the procedure. The patient is always
seen by two members of the gender team. If a child and
adolescent psychologist makes the diagnosis, the child is
also seen by a child and adolescent psychiatrist and vice
versa. In order to prevent unrealistically high expectations
with regard to their future lives, the adolescent has to be
clearly informed about the possibilities and limitations of
SR and other kinds of treatment. The way a patient
responds to the reality of SR can be diagnostically
informative. The decision to start medical intervention is
always taken by the whole team (for a more detailed
description of the diagnostic procedure, see (10)).
During the RLE phase, applicants have to live
permanently in the role of the desired sex, if they were
not already doing so. Before this is done, significant
persons in the adolescents’ life have to be informed about

Management of GID in adolescents
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the impending changes. The underlying idea of these
requirements is that applicants should have had ample
opportunity to appreciate in vivo the familial, interpersonal, educational, and legal consequences of the
gender role change. In adolescents, who are referred at
very young ages (around 12 years), the RLE usually
starts when they are on GnRHa treatment only. However,
at this stage the RLE is not a requirement. When, after
the age of 16 years, the cross-sex hormone treatment is
started, the RLE is required for obvious reasons.

Medical interventions
For adolescents, the guidelines of the Royal College
of Psychiatrists (11), as well as the HBIGDA (or
WPATH) Standards of Care, make a distinction
between two stages of endocrine intervention: fully
reversible interventions and partially reversible
interventions. A fully reversible treatment can be
achieved using GnRHa, while a partially reversible
treatment consists of cross-sex hormone treatment (in
addition to the GnRHa treatment, for adolescents (Fig. 1)).

Fully reversible interventions
When the development of secondary sex characteristics
has begun, adolescents with extreme forms of GID and
fulfilling the earlier mentioned additional criteria are
eligible for GnRHa treatment in order to suppress the
production of sex steroids. Psychological or psychiatric
involvement, for a minimum period of six months before
GnRHa treatment and continuing until surgery, is
another requirement for endocrine intervention of
adolescents. The objective of this involvement is that the
treatment is thoughtfully and recurrently considered over
time.
The GnRHa will discontinue progression of puberty by
blocking the activity of the GnRH receptor at the pituitary
level, which results in a decrease of gonadotrophin release.
In turn, a decrease in the stimulation of gonads will lead to
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low, prepubertal, levels of oestrogens in girls and
androgens in boys. GnRHa treatment will lead to
regression of the first stages of the already developed sex
characteristics. In girls, the present breast tissue will
become weak and may disappear completely. In boys,
testicular volume will regress to a lower volume.
This protocol can also be applied to adolescents in
later phases of pubertal development. In contrast to
patients in early puberty, the various physical changes
of pubertal development, such as a late stage of breast
development in girls and lowering of the voice and facial
hair in boys, will not regress completely, although any
further progression will be stopped.

Partially reversible interventions
Adolescents eligible for cross-sex hormone therapy are
16 years of age or older. As in many European
countries, in The Netherlands, 16-year olds are
considered legal adults for medical decision-making.
Although parental consent is not required, it is
preferred, as adolescents need the support of their
parents in this complex phase of their lives.
In addition to the GnRHa treatment, which makes
the patient hypogonadotrophic, an ‘opposite sex puberty’ is induced by adding cross-sex hormones to the
treatment. To induce female sex characteristics in MFs,
oestrogens are prescribed in an increasing dose
according to the schedule as presented in Table 1.
Breast development and a female-appearing body shape
will be initiated. When the patient is on an adult dose,
this will be prescribed for the rest of their lives.
In female-to-male transsexuals (FMs), androgens are
used in order to achieve virilization, including male body
features, such as a low voice, facial and body hair
growth, and a more masculine body shape. Androgen
treatment will also result in clitoral enlargement,
although the final size will never reach the size of a
normal male penis. If still present, mild breast development will become more atrophic and may even
disappear.

Psychological
assessment,
counselling
or psychological
treatment

Psychological counselling and medical intervention

Prepuberty
1st phase

Puberty
2nd phase

---------------- ---------------------------------------------------------------------------B2–3/G3–4
GnRH analogue

16 yrs
GnRH analogue +
cross sex steroids

18 yrs
surgery +
cross sex steroids continued

Figure 1 During the first phase, prepubertal children, who are referred for SR, will undergo a psychodiagnostic procedure to assess
the gender identity disorder. If the gender identity problem persists into puberty, a second diagnostic protocol is followed. For eligible
adolescents, the diagnostic phase can be extended (second phase) by suppressing puberty for several years. From the age of 16 years,
cross-sex hormones can be added, and at an adult age of 18 years, the final step can be taken by correction of the genitals.

www.eje-online.org
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Table 1 Treatment schedules to initiate pubertal development.

Surgery (irreversible interventions)

Induction of female puberty with 17-beta oestradiol, increasing the
dose every 6 months:
5 mg/kg per day
10 mg/kg per day
15 mg/kg per day
20 mg/kg per day
Adult doseZ2 mg per day
Induction of male puberty with testosterone esters increasing the
dose every 6 months:
25 mg/m2 per 2 weeks i.m.
50 mg/m2 per 2 weeks i.m.
75 mg/m2 per 2 weeks i.m.
100 mg/m2 per 2 weeks i.m.
Adult dose 250 mg per 3–4 weeks

Surgery is not carried out prior to adulthood (18 years
of age). The Standards of Care emphasize that the
‘threshold of 18 should be seen as an eligibility criterion
and not an indication in itself for active intervention’. If
the RLE supported by the cross-sex hormones has not
resulted in a satisfactory social role change, if the
patient is not satisfied with, or is ambivalent about, the
hormonal effects or surgery, the applicant is not referred
for surgery.
In MFs, female-looking external genitals are created
by means of vaginoplasty, clitoroplasty and labiaplasty.
In cases of insufficient responsiveness of breast tissue to
oestrogen therapy administered for long enough, breast
enlargement may also be performed. After surgery,
intercourse is possible. Arousal and orgasm are also
reported postsurgically, though the percentages differ
between studies (13, 14).
In FMs, a mastectomy is often performed as the first
surgery to successfully pass into the desired role. When
skin needs to be removed, this will result in fairly visible
scar tissue. Considering the still continuing improvements in the field of phalloplasty, some FMs do not want
to undergo genital surgery until they have a clear
reason for it. They may then choose to have a
neoscrotum with a testis prosthesis with or without a
metaidoioplasty (this technique transforms the hypertrophic clitoris into a microphallus) or a phalloplasty.
Other genital procedures include the removal of the
uterus and ovaries. Whether FMs can have sexual
intercourse using their neopenis depends on the
technique and quality of the phalloplasty. Although
some patients, who had a metaidoioplasty, report that
they are able to have intercourse, the hypertrophic
clitoris usually is too small for coitus. In most cases, the
capacity of sexual arousal and orgasm remains intact.
When the gonads of the patient are surgically
removed, the patient can discontinue the GnRHa
treatment, but will continue the cross-sex hormone
treatment.

Side effects of medical intervention with GnRH
analogues and cross-sex hormones
In both girls and boys, after a short activation of the
gonadal axes, GnRHa will bring the patients into a
hypogonadotrophic state. In girls, withdrawal of oestrogens may induce a withdrawal bleeding. Cycling is
disrupted. In early pubertal boys, the hypogonadotrophic
state will block the development of fertility. In olderstaged boys, fertility will regress. Therefore, in older boys,
cryopreservation of semen should be discussed prior to
the start of the treatment. As a result of the hypogonadal
state, MFs can have complaints of fatigue and a decrease
of body strength.
With respect to growth, the growth spurt will be
hampered and fusion of the growth plates delayed.
This phenomenon may give the opportunity to
manipulate growth. Since females are about 12 cm
shorter than males, we may intervene with growthstimulating treatment in order to adjust the female
height to an acceptable male height. In contrast, the
blocking of the pubertal growth spurt in males is not
a problem. During the treatment with oestrogens,
the epiphyses will close progressively resulting in
what would be a compromised final height for a nontranssexual male, but a quite acceptable height
for MF.
During puberty, bone density shows a progressive
accretion of bone, which is related to the exposure to sex
hormones (12). Peak bone mass will be achieved at the
age of 25–30 years. The question arises whether
patients participating in this protocol may achieve a
normal development of bone density, or will end with a
decreased bone density, which is associated with a high
risk of osteoporosis.
During physiologic puberty, carbohydrate and fat
metabolisms change. Temporary insulin resistance
occurs and an increase in fat mass is seen in pubertal
girls. We do not know what the effects of GnRHa
treatment alone, or in combination with cross-sex
hormones, are on these metabolic aspects.
www.eje-online.org

Legal consequences
In many countries that derive their law from Napoleon’s
Civil Code of 1804, the birth certificate is the source for
all other personal documents. Therefore, it is essential to
change the sex in this document to endow a person with
the full rights of his/her new gender. Since the ruling of
the European Court of Human Rights (ECHR), in 2002,
in the case of Goodwin vs The United Kingdom, all
46-member states of the ECHR do now fully accept a
legal sex change. In the Netherlands, a change of birth
certificate is only possible after the patient has been
gonadectomized.

Follow-up protocol
In order to investigate the efficacy and safety of GnRHa
treatment in adolescents with gender dysphoria, a
follow-up protocol has been designed.
During the protocol the following aspects are
investigated:
The patients are seen every 3 months by their
psychologist or psychiatrist.
Laboratory measurements include levels of gonadotrophins and sex hormones, metabolic parameters such
as fasting glucose, insulin, cholesterol, high-density
lipoprotein and low-density lipoprotein levels. In
addition, safety parameters, such as renal and liver
functions, are estimated.
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With respect to growth Height SDS in patients with
still-growth potential (bone age in girls ! 13 years and
in boys ! 15 years) showed a significant decrease,
while sitting-height:height ratio did not change.
Figure 2 shows the growth curve in an MF patient. In
general, during TRP, slowing down of height velocity is
observed. Oestrogens did not elicit a clear growth spurt,
while substitution with androgen did (Fig. 3).
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Growth Anthropometric measurements are performed
including height, weight, sitting height, hip and waist
circumferences and Tanner pubertal stages. Yearly, a
skeletal age is estimated using an X-ray of the left hand.
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Bone density Just prior to start of the treatment with
either GnRHa or the addition of cross-sex hormones a
bone density measurement using dual-energy X-ray
absorptiometry is performed. The locations of measurement are the non-dominant hip and the lumbar spine as
well as the whole body.
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At present, 54 patients are being treated according to
this protocol, 30 of whom are FMs. The GnRHa
triptorelin (TRP) is administered in a dose of 3.75 mg
every 4 weeks intramuscularly or subcutaneously. At
the introduction of the treatment, an extra dose is given
at 2 weeks.
Preliminary results of the first 21 patients (11 FMs,
10 MFs), treated for 2 years or longer, are as follows:
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With respect to the gonadal axis TRP treatment
resulted in an adequate suppression of the pituitary
gonadal axis, with low gonadotrophin levels and
suppressed prepubertal values for oestradiol in FMs
and testosterone in MFs. There was no progression of
the pubertal stage. In boys, testicular volume decreased.
In girls, when treatment was started in the late pubertal
stages B4 and B5, frequent hot flushes occurred, which
decreased in frequency with time. When cross-sex
hormones were added, FMs started to virilize with
lowering of the voice, clitoral enlargement and growth
of facial and body hair. In MFs, oestrogen treatment
induced breast development.
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Figure 2 Growth curve (depicted on a male and female curve
respectively) of MF during treatment with GnRH analogue (GnRHa)
and combination treatment of GnRHa with cross-sex hormones
from the age of 16 years. Patient was in stage G2 at the start of the
treatment. Since testicular volume decreased to below 4 ml,
pubertal stage regressed to G1.
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thereafter. Lean body mass showed a contrary effect, i.e.
a significant decrease during the first year of treatment
followed by stabilization at the same level.
Carbohydrate and lipid metabolism did not show any
change during treatment either with TRP alone or in
combination with cross-sex hormones.
In general, patients repeatedly reported that they are
satisfied with the suppression of their pubertal development. This is confirmed in the reports of their parents.

0.7
LS

FN

TB

Figure 3 Bone mineral density of the lumbar spine (LS), femoral
neck (FS) and total body (TB) in nine transsexual adolescents
during a period of 24 months of treatment with a GnRH analogue
(GnRHa), measured just prior to the start of the GnRHa treatment (0)
and after 12 and 24 months. There were no significant differences.

With respect to bone density During GnRHa treatment, bone density remained in the same range. There
were no significant changes in bone densities at three
locations: lumbar spine, non-dominant hip and total
body, during TRP treatment. However, when calculated
as a Z-score, there appears to be a significant decrease
during this period. During cross-sex hormone treatment, bone density increased significantly in both MFs
and FMs, which is associated with an increase in the
bone density Z-score. Figure 4 shows the data of bone
density in an MF patient during 2 years of TRP
treatment, followed by 2 years of combination therapy
with cross-sex hormones.
With respect to body composition During the first
year of TRP treatment, the percentage of fat mass
increased significantly, but remained at the same level

Figure 4 Bone mineral density in a FM individual at the lumbar spine
(LS), femoral neck (FN) and total body (TB). The left most bar
indicates bone density at the start of treatment with the GnRH
analogue (GnRHa). The following two bars to the right indicate bone
density at 12 and 24 months on the GnRHa. Oestrogen therapy to
induce female puberty starts at 24 months. The two bars on the right
side show bone densities in combination treatment of the GnRHa
and oestrogens.

www.eje-online.org

Discussion
The present protocol, developed to ameliorate treatment
outcome in adolescent patients with an early onset of
GID, appears to be a suitable way to treat such patients.
It seems possible to select patients who will profit from
early interventions, starting at 12 years with GnRHa
and followed at 16 years by cross-sex hormone
treatment, provided that the diagnostic procedure is
carried out with great care and by an experienced team.
Careful diagnosis should focus on the assessment of
the GID as well as potential risk factors (e.g. severe
co-morbidity). If any risk factors are present, these
should be addressed first, before any medical intervention takes place. Since the diagnostic procedure is
lengthy, there is ample time for patient, the family and
the psychologist or psychiatrist to make the final
decision. Making a balanced decision on SR is far
more difficult for adolescents, who are denied medical
treatment (GnRHa included), because much of their
energy will be absorbed by obtaining treatment rather
than exploring in an open way whether SR actually is
the treatment of choice for their gender problem. By
starting with GnRHa their motivation for such
exploration enhances and no irreversible changes
have taken place if, as a result of the psychotherapeutic
interventions, they would decide that SR is not what
they need. However, until now, none of the patients who
were selected for pubertal suppression has decided to
stop taking GnRHa. On the contrary, they are usually
very satisfied with the fact that the secondary sex
characteristics of their biological sex did not develop
further.
Side effects of pubertal suppression result from the
physiological developments occurring during this
period. The normal pubertal growth spurt will not
continue, resulting in a delay of growth. In girls, we
should therefore try to overcome the 12 cm difference
that exists between non-patient boys and girls. In the
period of suppression, growth-stimulating medication
can be offered in order to increase the height velocity.
Androgens, which will be introduced in increasing
doses from the age of 16 years, may elicit a ‘puberty
growth spurt’ when skeletal maturation is retarded.
Boys, who are taller than girls, will also experience
growth retardation during GnRHa treatment. Since
oestrogen treatment has a growth-inhibiting effect
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shortly after the start of treatment (15), oestrogen
medication to initiate female puberty may not be
associated with a pubertal growth spurt and therefore
may result in a more appropriate ‘female’ final height.
Since puberty is an important phase for the increase
of bone density, which lasts until peak bone mass,
suppression of puberty may interfere with a normal
bone mass increase. The first clinical data suggest that
bone mineral density remains at the same level during
treatment, which indicates a decrease in Z-score when
compared with reference values. However, when, at the
age of 16 years, suppression of puberty is combined
with cross-sex hormone treatment, a catch-up for bone
accretion is observed, resulting in a decrease and
normalization of the bone mineral density Z-score.
This medical intervention, therefore, does not seem to
harm bone development in the short term, but longterm data on peak bone mass should be assessed before
a final conclusion can be drawn.
With respect to metabolic parameters, the only
significant changes are an increase in fat mass
accompanied by a decrease of lean body mass. These
changes occurred only during the first year of suppression of puberty. Thereafter, body composition remained
at the same level. During treatment with cross-sex
hormones, the percentages return to the pretreatment
values. The ultimate effect of this manipulation on
pubertal development should be investigated in a longterm follow-up.
During puberty, developmental processes also take
place in the brain. In the adult brain, a number of sex
differences have been reported. For example, the
amount of grey matter is higher in adult females than
males in the gyrus cingulatus, the median frontal area
and the lobus paracentralis in particular (16). It is not
clear yet how pubertal suppression will influence brain
development. From our experience with adolescents,
who have been taking GnRHa and are now adults,
no gross effects on their functioning are detectable.
However, a study on brain development of adolescent
transsexuals, who have used GnRHa, will be carried out
to detect eventual subtle functional and structural
effects.
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Objective: The aim was to formulate practice guidelines for endocrine treatment oftranssexual
persons.
Evidence: This evidence-based guideline was developed using the Grading of Recommendations,
Assessment, Development, and Evaluation (GRADE) system to describe the strength of recommendations and the quality of evidence, which was low or very low.
Consensus Process: Committees and members of The Endocrine Society, European Society of
Endocrinology, European Society for Paediatric Endocrinology, Lawson Wilkins Pediatric Endocrine
Society, and World Professional Association for Transgender Health commented on preliminary
drafts of these guidelines.
Conclusions: Transsexual persons seeking to develop the physical characteristics of the desired
gender require a safe, effective hormone regimen that will 1) suppress endogenous hormone
secretion determined by the person’s genetic/biologic sex and 2) maintain sex hormone levels
within the normal range for the person’s desired gender. A mental health professional (MHP) must
recommend endocrine treatment and participate in ongoing care throughout the endocrine transition and decision for surgical sex reassignment. The endocrinologist must confirm the diagnostic
criteria the MHP used to make these recommendations. Because a diagnosis of transsexualism in
a prepubertal child cannot be made with certainty, we do not recommend endocrine treatment of
prepubertal children. We recommend treating transsexual adolescents (Tanner stage 2) by suppressing puberty with GnRH analogues until age 16 years old, after which cross-sex hormones may
be given. We suggest suppressing endogenous sex hormones, maintaining physiologic levels of
gender-appropriate sex hormones and monitoring for known risks in adult transsexual persons.
(J Clin Endocrinol Metab 94: 3132–3154, 2009)

Summary of Recommendations
1.0 Diagnostic procedure
1.1 We recommend that the diagnosis of gender identity disorder (GID) be made by a mental health profesISSN Print 0021-972X ISSN Online 1945-7197
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sional (MHP). For children and adolescents, the MHP
should also have training in child and adolescent developmental psychopathology. (1 QQEE)
1.2 Given the high rate of remission of GID after the
onset of puberty, we recommend against a complete social
Abbreviations: BMD, Bone mineral density; FTM, female-to-male; GID, gender identity
disorder; MHP, mental health professional; MTF, male-to-female; RLE, real-life experience.
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role change and hormone treatment in prepubertal children with GID. (1 QQEE)
1.3 We recommend that physicians evaluate and ensure
that applicants understand the reversible and irreversible
effects of hormone suppression (e.g. GnRH analog treatment) and cross-sex hormone treatment before they start
hormone treatment.
1.4 We recommend that all transsexual individuals be
informed and counseled regarding options for fertility
prior to initiation of puberty suppression in adolescents
and prior to treatment with sex hormones of the desired
sex in both adolescents and adults.
2.0 Treatment of adolescents
2.1. We recommend that adolescents who fulfill eligibility and readiness criteria for gender reassignment initially undergo treatment to suppress pubertal development. (1 QEEE)
2.2. We recommend that suppression of pubertal hormones start when girls and boys first exhibit physical
changes of puberty (confirmed by pubertal levels of estradiol and testosterone, respectively), but no earlier than
Tanner stages 2–3. (1 QQEE)
2.3. We recommend that GnRH analogs be used to
achieve suppression of pubertal hormones. (1 QQEE)
2.4. We suggest that pubertal development of the desired opposite sex be initiated at about the age of 16 yr,
using a gradually increasing dose schedule of cross-sex
steroids. (2 QEEE)
2.5. We recommend referring hormone-treated adolescents for surgery when 1) the real-life experience
(RLE) has resulted in a satisfactory social role change;
2) the individual is satisfied about the hormonal effects;
and 3) the individual desires definitive surgical changes.
(1 QEEE)
2.6 We suggest deferring surgery until the individual is
at least 18 yr old. (2 QEEE)
3.0 Hormonal therapy for transsexual adults
3.1 We recommend that treating endocrinologists confirm the diagnostic criteria of GID or transsexualism and
the eligibility and readiness criteria for the endocrine
phase of gender transition. (1 QQQE)
3.2 We recommend that medical conditions that can be
exacerbated by hormone depletion and cross-sex hormone treatment be evaluated and addressed prior to
initiation of treatment (see Table 11: Medical conditions that can be exacerbated by cross-sex hormone
therapy). (1 QQQE)
3.3 We suggest that cross-sex hormone levels be maintained in the normal physiological range for the desired
gender. (2 QQEE)
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3.4 We suggest that endocrinologists review the onset
and time course of physical changes induced by cross-sex
hormone treatment. (2 QQEE)
4.0 Adverse outcome prevention and long-term
care
4.1 We suggest regular clinical and laboratory monitoring every 3 months during the first year and then once
or twice yearly. (2 QQEE)
4.2 We suggest monitoring prolactin levels in male-tofemale (MTF) transsexual persons treated with estrogens.
(2 QQEE)
4.3 We suggest that transsexual persons treated with
hormones be evaluated for cardiovascular risk factors.
(2 QQEE)
4.4 We suggest that bone mineral density (BMD) measurements be obtained if risk factors for osteoporosis exist, specifically in those who stop hormone therapy after
gonadectomy. (2 QQQE)
4.5 We suggest that MTF transsexual persons who have
no known increased risk of breast cancer follow breast
screening guidelines recommended for biological women.
(2 QQEE)
4.6 We suggest that MTF transsexual persons treated
with estrogens follow screening guidelines for prostatic
disease and prostate cancer recommended for biological
men. (2 QEEE)
4.7 We suggest that female-to-male (FTM) transsexual
persons evaluate the risks and benefits of including total
hysterectomy and oophorectomy as part of sex reassignment surgery. (2 QEEE)
5.0 Surgery for sex reassignment
5.1 We recommend that transsexual persons consider
genital sex reassignment surgery only after both the physician responsible for endocrine transition therapy and the
MHP find surgery advisable. (1 QEEE)
5.2 We recommend that genital sex reassignment surgery be recommended only after completion of at least
1 yr of consistent and compliant hormone treatment.
(1 QEEE)
5.3 We recommend that the physician responsible for
endocrine treatment medically clear transsexual individuals for sex reassignment surgery and collaborate with the
surgeon regarding hormone use during and after surgery.
(1 QEEE)

Introduction
en and women have experienced the confusion and
anguish resulting from rigid, forced conformity to
sexual dimorphism throughout recorded history. Aspects
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of gender variance have been part of biological, psychological, and sociological debates among humans in modern history. The 20th century marked the beginning of a
social awakening for men and women “trapped” in the
wrong body (1). Harry Benjamin and Magnus Hirschfeld,
who met in 1907, pioneered the medical responses to those
who sought relief from and resolution of their profound
discomfort, enabling the “transsexual,” a term coined by
Hirschfeld in 1923, to live a gender-appropriate life, occasionally facilitated by surgery (2).
Endocrine treatment of transsexual persons [note: In
the current psychiatric classification system, the Diagnostic and Statistical Manual of Mental Disorders-IV-TR
(DSM-IV-TR), the term “gender identity disorder” is used
instead of “transsexualism” (3)], previously limited to ineffective elixirs, creams, and implants, became reasonable
with the availability of diethylstilbesterol in 1938 and after the isolation of testosterone in 1935. Personal stories of
role models, treated with hormones and sex reassignment
surgery, appeared in the press during the second half of the
20th century. The Harry Benjamin International Gender
Dysphoria Association (HBIGDA) was founded in September 1979; it is now known as the World Professional
Association of Transgender Health (WPATH). The Association’s “Standards of Care” (SOC) was first published
by HBIGDA in 1979, and its sixth edition is currently
being revised. These carefully prepared documents have
provided mental health and medical professionals with
general guidelines for the evaluation and treatment of
transsexual persons.
Before 1975, few peer-reviewed articles were published
concerning endocrine treatment of transsexual persons.
Since that time, more than 800 articles about various aspects of transsexual care have appeared. It is the purpose
of this guideline to make detailed recommendations and
suggestions, based on existing medical literature and clinical experience, that will enable endocrinologists to provide safe and effective endocrine treatment for individuals
diagnosed with GID or transsexualism by MHPs. In the
future, rigorous evaluation of the effectiveness and safety
of endocrine protocols is needed. What will be required is
the careful assessment of: 1) the effects of prolonged delay
of puberty on bone growth and development among adolescents; 2) in adults, the effects on outcome of both endogenous and cross-sex hormone levels during treatment;
3) the requirement for and the effects of antiandrogens and
progestins during treatment; and 4) long-term medical and
psychological risks of sex reassignment. These needs can
be met only by a commitment of mental health and endocrine investigators to collaborate in long-term, large-scale
studies across countries that employ the same diagnostic

and inclusion criteria, medications, assay methods, and
response assessment tools.
Terminology and its use vary and continue to evolve.
Table 1 contains definitions of terms as they are used
throughout the Guideline.

TABLE 1. Definitions of terms used in this guideline
Sex refers to attributes that characterize biological maleness or
femaleness; the best known attributes include the sexdetermining genes, the sex chromosomes, the H-Y antigen,
the gonads, sex hormones, internal and external genitalia,
and secondary sex characteristics
Gender identity is used to describe a person’s fundamental
sense of being a man, a woman, or of indeterminate sex.
Gender identity disorder (GID) is a DSM-IV-TR diagnosis. This
psychiatric diagnosis is given when a strong and persistent
cross-gender identification, combined with a persistent
discomfort with one’s sex or sense of inappropriateness in
the gender role of that sex, causes clinically significant
distress.
Gender role is used to refer to behaviors, attitudes, and
personality traits that a society, in a given culture and
historical period, designates as masculine or feminine, that is,
more ⬙appropriate⬙ to, or typical of, the social role as men or
as women.
Gender dysphoria is the distress and unease experienced if
gender identity and sex are not completely congruent.
Sexual orientation can be defined by a person’s relative
responsiveness to sexual stimuli. The most salient dimension
of sexual orientation is the sex of the person to whom one is
attracted sexually; sexual orientation is not entirely similar to
sexual identity; a person may, for example, be predominantly
aroused by homoerotic stimuli, yet not regard himself or
herself to be gay or lesbian.
Sex reassignment refers to the complete treatment procedure
for those who want to adapt their bodies to the desired sex.
Sex reassignment surgery refers only to the surgical part of this
treatment.
Transsexual people identify as, or desire to live and be
accepted as, a member of the gender opposite to that
assigned at birth; the term male-to-female (MTF) transsexual
person refers to a biological male who identifies as, or
desires to be, a member of the female gender; female-tomale (FTM) transsexual person refers to a biological female
who identifies as, or desires to be, a member of the male
gender.
Transition refers to the period of time during which transsexual
persons change their physical, social, and legal characteristics
to the gender opposite that of their biological sex. Transition
may also be regarded as an ongoing process of physical
change and psychological adaptation.
Note: In this Guideline, we have chosen to use the term ⬙transsexual⬙
throughout as defined by the ICD-10 Diagnostic Code (see Table 3).
We recognize that ⬙transsexual⬙ and ⬙transgender⬙ are terms often
used interchangeably. However, because ⬙transgender⬙ may also be
used to identify individuals whose gender identity does not conform to
the conventional gender roles of either male or female and who may
not seek endocrine treatment as described herein, we prefer to use
⬙transsexual⬙ as an adjective (e.g. when referring to persons,
individuals, men, or women and, when appropriate, referring to
subjects in research studies).
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Etiology of Gender Identity Disorders
One’s self-awareness as male or female evolves gradually
during infant life and childhood. This process of cognitive
and affective learning happens in interaction with parents,
peers, and environment, and a fairly accurate timetable
exists for the steps in this process (4). Normative psychological literature, however, does not address when gender
identity becomes crystallized and what factors contribute
to the development of an atypical gender identity. Factors
that have been reported in clinical studies may well enhance or perpetuate rather than originate a GID (for an
overview, see Ref. 5). Behavioral genetic studies suggest
that, in children, atypical gender identity and role development has a heritable component (6, 7). Because, in most
cases, GID does not persist into adolescence or adulthood,
findings in children with GID cannot be extrapolated to
adults.
In adults, psychological studies investigating etiology
hardly exist. Studies that have investigated potential
causal factors are retrospective and rely on self-report,
making the results intrinsically unreliable.
Most attempts to identify biological underpinnings of
gender identity in humans have investigated effects of sex
steroids on the brain (functions) (for a review, see Ref. 8).
Prenatal androgenization may predispose to development
of a male gender identity. However, most 46,XY femaleraised children with disorders of sex development and a
history of prenatal androgen exposure do not develop a
male gender identity (9, 10), whereas 46,XX subjects exposed to prenatal androgens show marked behavioral
masculinization, but this does not necessarily lead to gender dysphoria (11–13). MTF transsexual individuals, with
a male androgen exposure prenatally, develop a female
gender identity through unknown mechanisms, apparently overriding the effects of prenatal androgens. There is
no comprehensive understanding of hormonal imprinting
on gender identity formation. It is of note that, in addition
to hormonal factors, genetic mechanisms may bear on psychosexual differentiation (14).
Maternal immunization against the H-Y antigen has
been proposed (15, 16). This hypothesis states that the
repeatedly reported fraternal birth order effect reflects the
progressive immunization of some mothers to Y-linked
minor histocompatibility antigens (H-Y antigens) by each
succeeding male fetus and the increasing effects of such
immunization on the future sexual orientation of each succeeding male fetus. Sibling sex ratio studies have not been
experimentally supported (17).
Studies have also failed to find differences in circulating
levels of sex steroids between transsexual and nontranssexual individuals (18).

jcem.endojournals.org

3135

In summary, neither biological nor psychological studies provide a satisfactory explanation for the intriguing
phenomenon of GIDs. In both disciplines, studies have
been able to correlate certain findings to GIDs, but the
findings are not robust and cannot be generalized to the
whole population.

Method of Development of Evidencebased Clinical Practice Guidelines
The Clinical Guidelines Subcommittee of The Endocrine
Society deemed the diagnosis and treatment of transsexual
individuals a priority area in need of practice guidelines
and appointed a Task Force to formulate evidence-based
recommendations. The Task Force followed the approach
recommended by the Grading of Recommendations, Assessment, Development, and Evaluation (GRADE) group,
an international group with expertise in development and
implementation of evidence-based guidelines (19). A detailed description of the grading scheme has been published elsewhere (20). The Task Force used the best available research evidence that Task Force members identified
and two commissioned systematic reviews (21, 22) to develop some of the recommendations. The Task Force also
used consistent language and graphical descriptions of
both the strength of a recommendation and the quality of
evidence. In terms of the strength of the recommendation,
strong recommendations use the phrase “we recommend”
and the number 1, and weak recommendations use the
phrase “we suggest” and the number 2. Cross-filled circles
indicate the quality of the evidence, such that QEEE denotes very low quality evidence, QQEE denotes low quality, QQQE denotes moderate quality, and QQQQ denotes
high quality. The Task Force has confidence that persons
who receive care according to the strong recommendations will derive, on average, more good than harm. Weak
recommendations require more careful consideration of
the person’s circumstances, values, and preferences to determine the best course of action. Linked to each “recommendation” is a description of the “evidence” and the
“values” that panelists considered in making the recommendation; in some instances, there are “remarks,” a section in which panelists offer technical suggestions for testing conditions, dosing, and monitoring. These technical
comments reflect the best available evidence applied to a
typical person being treated. Often this evidence comes
from the unsystematic observations of the panelists and
their values and preferences; therefore, these remarks
should be considered suggestions. Some statements in this
guideline (1.3 and 1.4) are not graded. These are statements the task force felt it was necessary to make, and it
considers them matters about which no sensible health-
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care professional could possibly consider advocating the
contrary (e.g. clinicians should conduct an adequate history taking and physical examination, clinicians should
educate patients about their condition). These statements
have not been subject to structured review of the evidence
and are thus not graded.
1.0 Diagnostic procedure
Sex reassignment is a multidisciplinary treatment. It requires five processes: diagnostic assessment, psychotherapy
or counseling, RLE, hormone therapy, and surgical therapy.
The focus of this Guideline is hormone therapy, although
collaboration with appropriate professionals responsible for
each process maximizes a successful outcome. It would be
ideal if care could be given by a multidisciplinary team at one
treatment center, but this is not always possible. It is essential
that all caregivers be aware of and understand the contributions of each discipline and that they communicate throughout the process.
Diagnostic assessment and psychotherapy
Because GID may be accompanied with psychological or
psychiatric problems (see Refs. 23–27), it is necessary that the
clinician making the GID diagnosis be able 1) to make a
distinction between GID and conditions that have similar
features; 2) to diagnose accurately psychiatric conditions;
and 3) to undertake appropriate treatment thereof. Therefore, the SOC guidelines of the WPATH recommend that the
diagnosis be made by a MHP (28). For children and adolescents, the MHP should also have training in child and adolescent developmental psychopathology.
MHPs usually follow the WPATH’s SOC. The main
aspects of the diagnostic and psychosocial counseling are
described below, and evidence supporting the SOC guidelines is given, whenever available.
During the diagnostic procedure, the MHP obtains information from the applicants for sex reassignment and, in
the case of adolescents, the parents or guardians regarding
various aspects of their general and psychosexual development and current functioning. On the basis of this information the MHP:
• decides whether the applicant fulfills DSM-IV-TR or
ICD-10 criteria (see Tables 2 and 3) for GID;
• informs the applicant about the possibilities and limitations of sex reassignment and other kinds of treatment to prevent unrealistically high expectations;
and
• assesses potential psychological and social risk factors
for unfavorable outcomes of medical interventions.
In cases in which severe psychopathology or circumstances,
or both, seriously interfere with the diagnostic work or make

TABLE 2. DSM-IV-TR diagnostic criteria for GID (3)
A. A strong and persistent cross-gender identification (not
merely a desire for any perceived cultural advantages of
being the other sex).
In children, the disturbance is manifested by four (or more)
of the following:
1. Repeatedly stated desire to be, or insistence that he or
she is, the other sex.
2. In boys, preference for cross-dressing or simulating
female attire; in girls, insistence on wearing only
stereotypical masculine clothing.
3. Strong and persistent preferences for cross-sex roles
in make-believe play or persistent fantasies of being
the other sex.
4. Intense desire to participate in the stereotypical games
and pastimes of the other sex.
5. Strong preference for playmates of the other sex.
In adolescents and adults, the disturbance is manifested by
symptoms such as a stated desire to be the other sex,
frequent passing as the other sex, desire to live or be
treated as the other sex, or the conviction that he or she
has the typical feelings and reactions of the other sex.
B. Persistent discomfort with his or her sex or sense of
inappropriateness in the gender role of that sex.
In children, the disturbance is manifested by any of the
following:
1. In boys, assertion that his penis or testes is disgusting
or will disappear, or assertion that it would be better
not to have a penis, or aversion toward rough-andtumble play and rejection of male stereotypical toys,
games, and activities.
2. In girls, rejection of urinating in a sitting position,
assertion that she has or will grow a penis, assertion
that she does not want to grow breasts or
menstruate, or marked aversion toward normative
feminine clothing.
In adolescents and adults, the disturbance is manifested by
symptoms such as preoccupation with getting rid of
primary and secondary sex characteristics (e.g. request for
hormones, surgery, or other procedures to physically alter
sexual characteristics to simulate the other sex) or belief
that he or she was born the wrong sex.
C. The disturbance is not concurrent with a physical intersex
condition.
D. The disturbance causes clinically significant distress or
impairment in social, occupational, or other important areas
of functioning.
Codes based on current age:
302.6 GID in children
302.85 GID in adolescents or adults
Specify whether (for sexually mature individuals):
Sexually attracted to males
Sexually attracted to females
Sexually attracted to both
Sexually attracted to neither

satisfactory treatment unlikely, management of the other issues should be addressed first. Literature on postoperative
regret suggests that severe psychiatric comorbidity and lack
of support may interfere with good outcome (30 –33).
For adolescents, the diagnostic procedure usually includes a complete psychodiagnostic assessment (34) and,
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TABLE 3. ICD-10 criteria for transsexualism and GID of childhood (29)
Transsexualism (F64.0) criteria:
1. The desire to live and be accepted as a member of the opposite sex, usually accompanied by the wish to make his or her
body as congruent as possible with the preferred sex through surgery and hormone treatments.
2. The transsexual identity has been present persistently for at least 2 yr.
3. The disorder is not a symptom of another mental disorder or a genetic, intersex, or chromosomal abnormality.
GID of childhood (F64.2) has separate criteria for girls and for boys.
Criteria for girls:
1. The individual shows persistent and intense distress about being a girl and has a stated desire to be a boy (not merely a
desire for any perceived cultural advantages of being a boy) or insists that she is a boy.
2. Either of the following must be present:
a. Persistent marked aversion to normative feminine clothing and insistence on wearing stereotypical masculine clothing.
b. Persistent repudiation of female anatomical structures, as evidenced by at least one of the following:
i. An assertion that she has, or will grow, a penis.
ii. Rejection of urination in a sitting position.
iii. Assertion that she does not want to grow breasts or menstruate.
3. The girl has not yet reached puberty.
4. The disorder must have been present for at least 6 months.
Criteria for boys:
1. The individual shows persistent and intense distress about being a boy and has a desire to be a girl or, more rarely, insists
that he is a girl.
2. Either of the following must be present:
a. Preoccupation with stereotypic female activities, as shown by a preference for either cross-dressing or simulating
female attire or by an intense desire to participate in the games and pastimes of girls and rejection of stereotypical
male toys, games, and activities.
b. Persistent repudiation of male anatomical structures, as evidenced by at least one of the following repeated assertions:
i. That he will grow up to become a woman (not merely in the role).
ii. That his penis or testes are disgusting or will disappear.
iii. That it would be better not to have a penis or testes.
3. The boy has not reached puberty.
4. The disorder must have been present for at least 6 months.

preferably, a child psychiatric evaluation (by a clinician
other than the diagnostician). Di Ceglie et al. (35) showed
that 75% of the adolescents referred to their Gender Identity clinic in the United Kingdom reported relationship
problems with parents. Therefore, a family evaluation to
assess the family’s ability to endure stress, give support,
and deal with the complexities of the adolescent’s situation should be part of the diagnostic procedure.
The real-life experience
WPATH’s SOC states that “the act of fully adopting a
new or evolving gender role or gender presentation in everyday life is known as the real-life experience. The reallife experience is essential to the transition to the gender
role that is congruent with the patient’s gender identity.
The real-life experience tests the person’s resolve, the capacity to function in the preferred gender, and the adequacy of social, economic, and psychological supports. It
assists both the patient and the MHP in their judgments
about how to proceed” (28). During the RLE, the person
should fully experience life in the desired gender role before
irreversible physical treatment is undertaken. Living 12
months full-time in the desired gender role is recommended
(28). Testing an applicant’s ability to function in the desired
gender assists the applicant, the MHP and the endocrinologist in their judgements about how to proceed. During the
RLE, the person’s feeling about the social transformation,
including coping with the responses of others, is a major

focus of the counseling. Applicants increasingly start the RLE
long before they are referred for hormone treatment.
Eligibility and readiness criteria
The WPATH SOC document requires that both adolescents and adults applying for hormone treatment and surgery
satisfy two sets of criteria— eligibility and readiness— before
proceeding (28). There are eligibility and readiness criteria
for hormone therapy for adults (Table 4) and eligibility criTABLE 4. Hormone therapy for adults
Adults are eligible for cross-sex hormone treatment if they (28):
1. Fulfill DSM IV-TR or ICD-10 criteria for GID or
transsexualism (see Tables 2 and 3).
2. Do not suffer from psychiatric comorbidity that interferes
with the diagnostic work-up or treatment.
3. Demonstrate knowledge and understanding of the
expected outcomes of hormone treatment, as well as the
medical and social risks and benefits; AND
4. Have experienced a documented RLE of at least 3-month
duration OR had a period of psychotherapy (duration
specified by the MHP after the initial evaluation, usually a
minimum of 3 months).
Adults should fulfill the following readiness criteria before
the cross-sex hormone treatment. The applicant:
1. Has had further consolidation of gender identity during a
RLE or psychotherapy.
2. Has made some progress in mastering other identified
problems leading to improvement or continuing stable
mental health.
3. Is likely to take hormones in a responsible manner.
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TABLE 5. Hormone therapy for adolescents
Adolescents are eligible and ready for GnRH treatment if
they:
1. Fulfill DSM IV-TR or ICD-10 criteria for GID or
transsexualism.
2. Have experienced puberty to at least Tanner stage 2.
3. Have (early) pubertal changes that have resulted in an
increase of their gender dysphoria.
4. Do not suffer from psychiatric comorbidity that interferes
with the diagnostic work-up or treatment.
5. Have adequate psychological and social support during
treatment, AND
6. Demonstrate knowledge and understanding of the
expected outcomes of GnRH analog treatment, cross-sex
hormone treatment, and sex reassignment surgery, as
well as the medical and the social risks and benefits of
sex reassignment.
Adolescents are eligible for cross-sex hormone treatment if
they:
1. Fulfill the criteria for GnRH treatment, AND
2. Are 16 yr or older.
Readiness criteria for adolescents eligible for cross-sex hormone
treatment are the same as those for adults.

teria for adolescents (Table 5). Eligibility and readiness criteria for sex reassignment surgery in adults and adolescents
are the same (see Section 5.0). Although the eligibility criteria
have not been evaluated in formal studies, a few follow-up
studies on adolescents who fulfilled these criteria and had
started cross-sex hormone treatment from the age of 16 indicate good postoperative results (36 –38).
One study on MTF transsexual subjects reports that outcome was not associated with minimum eligibility requirements of the WPATH’s SOC. However, this study was performed among a group of individuals with a relatively high
socioeconomic background (39). One study investigating the
need for psychotherapy for sex-reassignment applicants,
based on questionnaire scores, suggests that “classical”
forms of psychotherapy before medical interventions are not
needed in about two thirds of the applicants (40).
Recommendations for those involved in the
hormone treatment of applicants for
sex reassignment
1.1 Recommendation
We recommend that the diagnosis of GID be made by
a MHP. For children and adolescents, the MHP must also
have training in child and adolescent developmental psychopathology. (1 QQEE)
1.1 Evidence
GID may be accompanied with psychological or psychiatric problems (see Refs. 23–27). It is therefore necessary that the clinician making the GID diagnosis be able to
make a distinction between GID and conditions that have
similar features, to accurately diagnose psychiatric con-

ditions, and to ensure that any such conditions are treated
appropriately. One condition with similar features is body
dysmorphic disorder or Skoptic syndrome, a condition in
which a person is preoccupied with or engages in genital
self-mutilation, such as castration, penectomy, or clitoridectomy (41).
1.1 Values and Preferences
The Task Force placed a very high value on avoiding
harm from hormone treatment to individuals who have
conditions other than GID and who may not be ready for
the physical changes associated with this treatment, and it
placed a low value on any potential benefit these persons
believe they may derive from hormone treatment. This
justifies the strong recommendation in the face of lowquality evidence.
1.2 Recommendation
Given the high rate of remission of GID after the onset
of puberty, we recommend against a complete social role
change and hormone treatment in prepubertal children
with GID. (1 QQEE)
1.2 Evidence
In most children with GID, the GID does not persist
into adolescence. The percentages differ between studies,
probably dependent upon which version of the DSM was
used in childhood, ages of children, and perhaps culture
factors. However, the large majority (75– 80%) of prepubertal children with a diagnosis of GID in childhood do
not turn out to be transsexual in adolescence (42– 44); for
a review of seven older studies see Ref. 45. Clinical experience suggests that GID can be reliably assessed only after
the first signs of puberty.
This recommendation, however, does not imply that
children should be entirely denied to show cross-gender
behaviors or should be punished for exhibiting such
behaviors.
1.2 Values and Preferences
This recommendation places a high value on avoiding
harm with hormone therapy in prepubertal children who
may have GID that will remit after the onset of puberty and
places a relatively lower value on foregoing the potential
benefits of early physical sex change induced by hormone
therapy in prepubertal children with GID. This justifies
the strong recommendation in the face of very low quality
evidence.
1.3 Recommendation
We recommend that physicians evaluate and ensure
that applicants understand the reversible and irreversible
effects of hormone suppression (e.g. GnRH analog treat-
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ment) and of cross-sex hormone treatment before they
start hormone treatment.
1.3 Remarks
In all treatment protocols, compliance and outcome are
enhanced by clear expectations concerning the effects of
the treatment. The lengthy diagnostic procedure (GnRH
analog treatment included, because this reversible treatment is considered to be a diagnostic aid) and long duration of the period between the start of the hormone treatment and sex reassignment surgery give the applicant
ample opportunity to make balanced decisions about the
various medical interventions. Clinical evidence shows
that applicants react in a variety of ways to this treatment
phase. The consequences of the social role change are
sometimes difficult to handle, increasing understanding of
treatment aspects may be frightening, and a change in
gender dysphoric feelings may lead to confusion. Significant adverse effects on mental health can be prevented by
a clear understanding of the changes that will occur and
the time course of these changes.
1.4 Recommendation
We recommend that all transsexual individuals be informed and counseled regarding options for fertility before initiation of puberty suppression in adolescents and
before treatment with sex hormones of the desired sex in
both adolescents and adults.
1.4 Remarks
Persons considering hormone use for sex reassignment
need adequate information about sex reassignment in general and about fertility effects of hormone treatment in
particular to make an informed and balanced decision
about this treatment. Because early adolescents may not
feel qualified to make decisions about fertility and may not
fully understand the potential effects of hormones, consent and protocol education should include parents, the
referring MHP(s), and other members of the adolescent’s
support group. To our knowledge, there are no formally
evaluated decision aids available to assist in the discussion
and decision regarding future fertility of adolescents or
adults beginning sex reassignment treatment.
Prolonged pubertal suppression using GnRH analogs is
reversible and should not prevent resumption of pubertal
development upon cessation of treatment. Although
sperm production and development of the reproductive
tract in early adolescent biological males with GID are
insufficient for cryopreservation of sperm, they should be
counseled that sperm production can be initiated after
prolonged gonadotropin suppression, before estrogen
treatment. This sperm production can be accomplished by
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spontaneous gonadotropin (both LH and FSH) recovery
after cessation of GnRH analogs or by gonadotropin treatment and will probably be associated with physical manifestations of testosterone production. It should be noted
that there are no data in this population concerning the
time required for sufficient spermatogenesis to collect
enough sperm for later fertility. In adult men with gonadotropin deficiency, sperm are noted in seminal fluid by
6 –12 months of gonadotropin treatment, although sperm
numbers at the time of pregnancy in these patients are far
below the normal range (46, 47).
Girls can expect no adverse effects when treated with
pubertal suppression. They should be informed that no
data are available regarding timing of spontaneous ovulation or response to ovulation induction after prolonged
gonadotropin suppression.
All referred subjects who satisfy eligibility and readiness criteria for endocrine treatment, at age 16 or as adults,
should be counseled regarding the effects of hormone
treatment on fertility and available options that may enhance the chances of future fertility, if desired (48, 49). The
occurrence and timing of potentially irreversible effects
should be emphasized. Cryopreservation of sperm is readily
available, and techniques for cryopreservation of oocytes,
embryos, and ovarian tissue are being improved (50).
In biological males, when medical treatment is started
in a later phase of puberty or in adulthood, spermatogenesis is sufficient for cryopreservation and storage of sperm.
Prolonged exposure of the testes to estrogen has been associated with testicular damage (51–53). Restoration of
spermatogenesis after prolonged estrogen treatment has
not been studied.
In biological females, the effect of prolonged treatment
with exogenous testosterone upon ovarian function is uncertain. Reports of an increased incidence of polycystic
ovaries in FTM transsexual persons, both before and as a
result of androgen treatment, should be acknowledged
(54, 55). Pregnancy has been reported in FTM transsexual
persons who have had prolonged androgen treatment, but
no genital surgery (56). Counsel from a gynecologist before hormone treatment regarding potential fertility preservation after oophorectomy will clarify available and future options (57).
2.0 Treatment of adolescents
Over the past decade, clinicians have progressively acknowledged the suffering of young transsexual adolescents that is caused by their pubertal development. Indeed,
an adolescent with GID often considers the pubertal physical changes to be unbearable. Because early medical intervention may prevent this psychological harm, various
clinics have decided to start treating young adolescents
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with GID with puberty-suppressing medication (a GnRH
analog). As compared with starting sex reassignment long
after the first phases of puberty, a benefit of pubertal suppression is relief of gender dysphoria and a better psychological and physical outcome.
The physical changes of pubertal development are the
result of maturation of the hypothalamo-pituitary-gonadal axis and development of the secondary sex characteristics. Gonadotropin secretion increases with a daynight rhythm with higher levels of LH during the night.
The nighttime LH increase in boys is associated with a
parallel testosterone increase. Girls do not show a daynight rhythm, although in early puberty, the highest estrogen levels are observed during the morning as a result
of a delayed response by the ovaries (58).
In girls the first physical sign of the beginning of puberty
is the start of budding of the breasts, followed by an increase in breast and fat tissue. Breast development is also
associated with the pubertal growth spurt, with menarche
occurring approximately 2 yr later. In boys the first physical change is testicular growth. A testicular volume equal
to or above 4 ml is seen as the first pubertal increase. From
a testicular volume of 10 ml, daytime testosterone levels
increase, leading to virilization (59).

less satisfactory than intervention at age 16 (36, 38).
Looking like a man (woman) when living as a woman
(man) creates difficult barriers with enormous lifelong
disadvantages.
Pubertal suppression maintains end-organ sensitivity to
sex steroids observed during early puberty, enabling satisfactory cross-sex body changes with low doses and avoiding
irreversible characteristics that occur by midpuberty.
The protocol of suppression of pubertal development
can also be applied to adolescents in later pubertal stages.
In contrast to effects in early pubertal adolescents, physical sex characteristics, such as breast development in girls
and lowering of the voice and outgrowth of the jaw and
brow in boys, will not regress completely.
Unlike the developmental problems observed with delayed puberty, this protocol requires a MHP skilled in
child and adolescent psychology to evaluate the response
of the adolescent with GID after pubertal suppression.
Adolescents with GID should experience the first changes
of their biological, spontaneous puberty because their
emotional reaction to these first physical changes has diagnostic value. Treatment in early puberty risks limited
growth of the penis and scrotum that may make the surgical creation of a vagina from scrotal tissue more difficult.

2.1–2.2 Recommendations
2.1 We recommend that adolescents who fulfill eligibility and readiness criteria for gender reassignment initially undergo treatment to suppress pubertal development. (1 QEEE)
2.2 We recommend that suppression of pubertal hormones start when girls and boys first exhibit physical
changes of puberty (confirmed by pubertal levels of estradiol and testosterone, respectively), but no earlier than
Tanner stages 2–3. (1 QQEE)

2.1–2.2 Values and Preferences
These recommendations place a high value on avoiding
the increasing likelihood of an unsatisfactory physical
change when secondary sexual characteristics have become manifest and irreversible, as well as a high value on
offering the adolescent the experience of the desired gender. These recommendations place a lower value on avoiding potential harm from early hormone therapy.

2.1–2.2 Evidence
Pubertal suppression aids in the diagnostic and therapeutic phase, in a manner similar to the RLE (60, 61). Management of gender dysphoria usually improves. In addition, the
hormonal changes are fully reversible, enabling full pubertal
development in the biological gender if appropriate. Therefore, we advise starting suppression of puberty before irreversible development of sex characteristics.
The experience of full biological puberty, an undesirable condition, may seriously interfere with healthy psychological functioning and well-being. Suffering from
gender dysphoria without being able to present socially in
the desired social role or to stop the development of secondary sex characteristics may result in an arrest in emotional, social, or intellectual development.
Another reason to start sex reassignment early is that
the physical outcome after intervention in adulthood is far

2.1–2.2 Remarks
Tanner stages of breast and male genital development
are given in Table 6. Blood levels of sex steroids during
Tanner stages of pubertal development are given in Table 7.
Careful documentation of hallmarks of pubertal development will ensure precise timing of initiation of pubertal
suppression.
Irreversible and, for transsexual adolescents, undesirable sex characteristics in female puberty are large breasts
and short stature and in male puberty are Adam’s apple;
low voice; male bone configuration such as large jaws, big
feet, and hands; tall stature; and male hair pattern on the
face and extremities.
2.3 Recommendation
We recommend that GnRH analogs be used to achieve
suppression of pubertal hormones. (1 QQEE)
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TABLE 6. Description of tanner stages of breast
development and male external genitalia
For breast development:
1. Preadolescent.
2. Breast and papilla elevated as small mound; areolar
diameter increased.
3. Breast and areola enlarged, no contour separation.
4. Areola and papilla form secondary mound.
5. Mature; nipple projects, areola part of general breast
contour.
For penis and testes:
1. Preadolescent.
2. Slight enlargement of penis; enlarged scrotum, pink
texture altered.
3. Penis longer, testes larger.
4. Penis larger, glans and breadth increase in size; testes
larger, scrotum dark.
5. Penis and testes adult size.
Adapted from Ref. 62.

2.3 Evidence
Suppression of pubertal development and gonadal function is accomplished most effectively by gonadotropin suppression with GnRH analogs and antagonists. Analogs suppress gonadotropins after a short period of stimulation,
whereas antagonists immediately suppress pituitary secretion (64, 65). Because no long-acting antagonists are available for use as pharmacotherapy, long-acting analogs are the
currently preferred treatment option.
During treatment with the GnRH analogs, slight development of sex characteristics will regress and, in a later
phase of pubertal development, will be halted. In girls,
breast development will become atrophic, and menses will
stop; in boys, virilization will stop, and testicular volume
will decrease (61).
An advantage of using GnRH analogs is the reversibility of the intervention. If, after extensive exploring of his/
TABLE 7. Estradiol levels in female puberty and
testosterone levels in male puberty during night and day
Tanner stage
Estradiol (pmol/liter)a
B1
B2
B3
B4
B5
Testosterone (nmol/liter)b
G1
G2
G3
G4
G5
Adult

Nocturnal

Diurnal

⬍37
38.5
81.7
162.9
201.6

⬍37
56.3
107.3
132.3
196.7

⬍0.25
1.16
3.76
9.83
13.2
18.8

⬍0.25
0.54
0.62
1.99
7.80
17.0

Data represent median of hourly measurements from 2400 – 0600 h
(nocturnal) and 1200 –1800 h (diurnal).
a

Adapted from Ref. 63.

b

Adapted from Ref. 59.
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her reassignment wish, the applicant no longer desires sex
reassignment, pubertal suppression can be discontinued.
Spontaneous pubertal development will resume immediately (66).
Men with delayed puberty have decreased BMD. Treatment of adults with GnRH analogs results in loss of BMD
(67). In children with central precocious puberty, bone
density is relatively high for age. Suppressing puberty in
these children using GnRH analogs will result in a further
increase in BMD and stabilization of BMD SD scores (68).
Initial data in transsexual subjects demonstrate no change
of bone density during GnRH analog therapy (61). With
cross-hormone treatment, bone density increases. The
long-term effects on bone density and peak bone mass are
being evaluated.
GnRH analogs are expensive and not always reimbursed by insurance companies. Although there is no clinical experience in this population, financial considerations
may require treatment with progestins as a less effective
alternative. They suppress gonadotropin secretion and exert a mild peripheral antiandrogen effect in boys. Depomedroxyprogesterone will suppress ovulation and progesterone production for long periods of time, although
residual estrogen levels vary. In high doses, progestins are
relatively effective in suppression of menstrual cycling in
girls and women and androgen levels in boys and men.
However, at these doses, side effects such as suppression
of adrenal function and suppression of bone growth may
occur (69). Antiestrogens in girls and antiandrogens in
boys can be used to delay the progression of puberty (70,
71). Their efficacy, however, is far less than that of the
GnRH analogs.
2.3 Values and Preferences
For persons who can afford the therapy, our recommendation of GnRH analogs places a higher value on the
superior efficacy, safety, and reversibility of the pubertal
hormone suppression achieved, as compared with the alternatives, and a relatively lower value on limiting the cost
of therapy. Of the available alternatives, a depot progestin
preparation may be partially effective, but it is not as safe
(69, 72); its lower cost may make it an acceptable treatment for persons who cannot afford GnRH.
2.3 Remarks
Measurements of gonadotropin and sex steroid levels
give precise information about suppression of the gonadal
axis. If the gonadal axis is not completely suppressed, the
interval of GnRH analog injections should be shortened.
During treatment, adolescents should be monitored for
negative effects of delaying puberty, including a halted
growth spurt and impaired bone accretion. The clinical
protocol to be used is shown in Table 8.
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TABLE 8. Follow-up protocol during suppression of
puberty
Every 3 months
Anthropometry: height, weight, sitting height, Tanner stages
Laboratory: LH, FSH, estradiol/testosterone
Every year
Laboratory: renal and liver function, lipids, glucose, insulin,
glycosylated hemoglobin
Bone density using dual-energy x-ray absorptiometry
Bone age on x-ray of the left hand

Glucose and lipid metabolism, complete blood counts,
and liver and renal function should be monitored during
suppression and cross-sex hormone substitution. For the
evaluation of growth, anthropometric measurements are
informative. To assess bone density, dual energy x-ray
absorptiometry scans can be performed.
2.4 Recommendation
We suggest that pubertal development of the desired, opposite sex be initiated at the age of 16 yr, using a gradually increasing dose schedule of cross-sex steroids. (2 QEEE)
2.4 Evidence
In many countries, 16-yr-olds are legal adults with regard to medical decision making. This is probably because, at this age, most adolescents are able to make complex cognitive decisions. Although parental consent may
not be required, obtaining it is preferred because the support of parents should improve the outcome during this
complex phase of the adolescent’s life (61).
For the induction of puberty, we use a similar dose
scheme of induction of puberty in these hypogonadal
transsexual adolescents as in other hypogonadal individuals (Table 9). We do not advise the use of sex steroid
creams or patches because there is little experience for
induction of puberty. The transsexual adolescent is hypogonadal and may be sensitive to high doses of cross-sex
steroids, causing adverse effects of striae and abnormal
breast shape in girls and cystic acne in boys.
In FTM transsexual adolescents, suppression of puberty may halt the growth spurt. To achieve maximum
height, slow introduction of androgens will mimic a “pubertal” growth spurt. If the patient is relatively short, one
may treat with oxandrolone, a growth-stimulating anabolic steroid also successfully applied in women with
Turner syndrome (73–75).
In MTF transsexual adolescents, extreme tall stature is
often a genetic probability. The estrogen dose may be increased by more rapid increments in the schedule. Estrogens may be started before the age of 16 (in exceptional
cases), or estrogens can be prescribed in growth-inhibiting
doses (61).

TABLE 9. Protocol induction of puberty
Induction of female puberty with oral 17-␤ estradiol, increasing
the dose every 6 months:
5 g/kg/d
10 g/kg/d
15 g/kg/d
20 g/kg/d
Adult dose ⫽ 2 mg/d
Induction of male puberty with intramuscular testosterone
esters, increasing the dose every 6 months:
25 mg/m2 per 2 wk im
50 mg/m2 per 2 wk im
75 mg/m2 per 2 wk im
100 mg/m2 per 2 wk im

We suggest that treatment with GnRH analogs be continued during treatment with cross-sex steroids to maintain full suppression of pituitary gonadotropin levels and,
thereby, gonadal steroids. When puberty is initiated with
a gradually increasing schedule of sex steroid doses, the
initial levels will not be high enough to suppress endogenous sex steroid secretion (Table 7). The estrogen doses
used may result in reactivation of gonadotropin secretion
and endogenous production of testosterone that can interfere with the effectiveness of the treatment. GnRH analog treatment is advised until gonadectomy.
2.4 Values and Preferences
Identifying an age at which pubertal development is
initiated will be by necessity arbitrary, but the goal is to
start this process at a time when the individual will be able
to make informed mature decisions and engage in the therapy, while at the same time developing along with his or
her peers. Growth targets reflect personal preferences, often shaped by societal expectations. Individual preferences should be the key determinant, rather than the professional’s deciding a priori that MTF transsexuals should
be shorter than FTM transsexuals.
2.4 Remarks
Protocols for induction of puberty can be found in Table 9.
We recommend monitoring clinical pubertal development as well as laboratory parameters (Table 10). Sex
TABLE 10. Follow-up protocol during induction of
puberty
Every 3 months
Anthropometry: height, weight, sitting height, Tanner stages
Laboratory: endocrinology, LH, FSH, estradiol/testosterone
Every year
Laboratory: renal and liver function, lipids, glucose, insulin,
glycosylated hemoglobin
Bone density using dual-energy x-ray absorptiometry
Bone age on x-ray of the left hand
These parameters should also be measured at long term. For bone
development, they should be measured until the age of 25–30 yr or
until peak bone mass has been reached.
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steroids of the desired sex will initiate pubertal development, which can be (partially) monitored using Tanner
stages. In addition, the sex steroids will affect growth and
bone development, as well as insulin sensitivity and lipid
metabolism, as in normal puberty (76, 77).
2.5–2.6 Recommendations
2.5 We recommend referring hormone-treated adolescents for surgery when 1) the RLE has resulted in a satisfactory social role change, 2) the individual is satisfied
about the hormonal effects, and 3) the individual desires
definitive surgical changes. (1 QEEE)
2.6 We suggest deferring for surgery until the individual
is at least 18 yr old. (2 QEEE)
2.5–2.6 Evidence
Surgery is an irreversible intervention. The WPATH
SOC (28) emphasizes that the “threshold of 18 should be
seen as an eligibility criterion and not an indication in itself
for active intervention.” If the RLE supported by sex hormones of the desired sex has not resulted in a satisfactory
social role change, if the person is not satisfied with or is
ambivalent about the hormonal effects, or if the person is
ambivalent about surgery, then the applicant should not
be referred for surgery (78, 79).
3.0 Hormonal therapy for transsexual adults
The two major goals of hormonal therapy are: 1) to
reduce endogenous hormone levels and, thereby, the secondary sex characteristics of the individual’s biological
(genetic) sex and assigned gender; and 2) to replace endogenous sex hormone levels with those of the reassigned
sex by using the principles of hormone replacement treatment of hypogonadal patients. The timing of these two
goals and the age at which to begin treatment with crosssex hormones is codetermined in collaboration with both
the person pursuing sex change and the MHP who made
the diagnosis, performed psychological evaluation, and
recommended sex reassignment. The physical changes induced by this sex hormone transition are usually accompanied by an improvement in mental well-being.
3.1–3.3 Recommendations
3.1 We recommend that treating endocrinologists confirm the diagnostic criteria of GID or transsexualism and
the eligibility and readiness criteria for the endocrine
phase of gender transition. (1 QQQE)
3.2 We recommend that medical conditions that can be
exacerbated by hormone depletion and cross-sex hormone treatment be evaluated and addressed before initiation of treatment (Table 11). (1 QQQE)
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TABLE 11. Medical conditions that can be exacerbated
by cross-sex hormone therapy
Transsexual female (MTF): estrogen
Very high risk of serious adverse outcomes
Thromboembolic disease
Moderate to high risk of adverse outcomes
Macroprolactinoma
Severe liver dysfunction (transaminases ⬎3 ⫻ upper limit
of normal)
Breast cancer
Coronary artery disease
Cerebrovascular disease
Severe migraine headaches
Transsexual male (FTM): testosterone
Very high risk of serious adverse outcomes
Breast or uterine cancer
Erythrocytosis (hematocrit ⬎50%)
Moderate to high risk of adverse outcomes
Severe liver dysfunction (transaminases ⬎3 ⫻ upper limit
of normal)

3.3 We suggest that cross-sex hormone levels be maintained in the normal physiological range for the desired
gender. (2 QQEE)
3.1–3.3 Evidence
Although the diagnosis of GID or transsexualism is
made by an MHP, the referral for endocrine treatment
implies fulfillment of the eligibility and readiness criteria
(see Section 1) (28). It is the responsibility of the physician
to whom the transsexual person has been referred to confirm that the person fulfills these criteria for treatment.
This task can be accomplished by the physician’s becoming familiar with the terms and criteria presented in Tables
1–5, taking a thorough history from the person recommended for treatment, and discussing these criteria with
the MHP. Continued evaluation of the transsexual person
by the MHP, in collaboration with the treating endocrinologist, will ensure that the desire for sex change is appropriate, that the consequences, risks, and benefits of
treatment are well understood, and that the desire for sex
change persists.
FTM transsexual persons
Clinical studies have demonstrated the efficacy of several different androgen preparations to induce masculinization in FTM transsexual persons (80 – 84). Regimens to
change secondary sex characteristics follow the general
principle of hormone replacement treatment of male hypogonadism (85). Either parenteral or transdermal preparations can be used to achieve testosterone values in the
normal male range (320 –1000 ng/dl) (Table 12). Sustained supraphysiological levels of testosterone increase
the risk of adverse reactions (see Section 4.0).
Similar to androgen therapy in hypogonadal men, testosterone treatment in the FTM individual results in increased
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TABLE 12. Hormone regimens in the transsexual
persons
Dosage
MTF transsexual personsa
Estrogen
Oral: estradiol
Transdermal: estradiol
patch
Parenteral: estradiol
valerate or cypionate
Antiandrogens
Spironolactone
Cyproterone acetateb
GnRH agonist
FTM transsexual persons
Testosterone
Oral: testosterone
undecanoateb
Parenteral
Testosterone enanthate
or cypionate
Testosterone
undecanoateb,c
Transdermal
Testosterone gel 1%
Testosterone patch

2.0 – 6.0 mg/d
0.1– 0.4 mg twice weekly
5–20 mg im every 2 wk
2–10 mg im every week
100 –200 mg/d
50 –100 mg/d
3.75 mg sc monthly
160 –240 mg/d
100 –200 mg im every
2 wk or 50% weekly
1000 mg every 12 wk
2.5–10 g/d
2.5–7.5 mg/d

a

Estrogens used with or without antiandrogens or GnRH agonist.

b

Not available in the United States.

c

1000 mg initially, followed by an injection at 6 wk, then at 12-wk
intervals.

muscle mass and decreased fat mass, increased facial hair and
acne, male pattern baldness, and increased libido (86). Specific to the FTM transsexual person, testosterone will result
in clitoromegaly, temporary or permanent decreased fertility, deepening of the voice, and, usually, cessation of menses.
Cessation of menses may occur within a few months with
testosterone treatment alone, although high doses of testosterone may be required. If uterine bleeding continues, addition of a progestational agent or endometrial ablation may be
considered (87, 88). GnRH analogs or depot medroxyprogesterone may also be used to stop menses before testosterone treatment and to reduce estrogens to levels found in biological males.
MTF transsexual persons
The hormone regimen for MTF transsexual individuals
is more complex than the FTM regimen. Most published
clinical studies report the use of an antiandrogen in conjunction with an estrogen (80, 82– 84, 89).
The antiandrogens shown to be effective reduce endogenous testosterone levels, ideally to levels found in adult
biological women, to enable estrogen therapy to have its
fullest effect. Two categories of these medications are progestins with antiandrogen activity and GnRH agonists
(90). Spironolactone has antiandrogen properties by di-

rectly inhibiting testosterone secretion and by inhibiting
androgen binding to the androgen receptor (83, 84). It
may also have estrogenic activity (91). Cyproterone acetate, a progestational compound with antiandrogenic
properties (80, 82), is widely used in Europe. Flutamide
blocks binding of androgens to the androgen receptor, but
it does not lower serum testosterone levels; it has liver
toxicity, and its efficacy has not been demonstrated.
Dittrich (90), reporting on a series of 60 MTF transsexual persons who used monthly the GnRH agonist goserelin acetate in combination with estrogen, found this
regimen to be effective in reducing testosterone levels with
low incidence of adverse reactions.
Estrogen can be given orally as conjugated estrogens, or
17␤-estradiol, as transdermal estrogen, or parenteral estrogen esters (Table 12).
Measurement of serum estradiol levels can be used to
monitor oral, transdermal, and im estradiol or its esters.
Use of conjugated estrogens or synthetic estrogens cannot
be monitored by blood tests. Serum estradiol should be
maintained at the mean daily level for premenopausal
women (⬍200 pg/ml), and the serum testosterone level
should be in the female range (⬍55 ng/dl). The transdermal preparations may confer an advantage in the older
transsexual women who may be at higher risk for thromboembolic disease (92).
Venous thromboembolism may be a serious complication. A 20-fold increase in venous thromboembolic disease
was reported in a large cohort of Dutch transsexual subjects (93). This increase may have been associated with the
use of ethinyl estradiol (92). The incidence decreased upon
cessation of the administration of ethinyl estradiol (93).
Thus, the use of synthetic estrogens, especially ethinyl estradiol, is undesirable because of the inability to regulate
dose by measurement of serum levels and the risk of
thromboembolic disease. Deep vein thrombosis occurred
in 1 of 60 MTF transsexual persons treated with a GnRH
analog and oral estradiol (90). The patient was found to
have a homozygous C677 T mutation. Administration of
cross-sex hormones to 162 MTF and 89 FTM transsexual
persons was not associated with venous thromboembolism despite an 8.0 and 5.6% incidence of thrombophilia,
respectively (94). Thombophilia screening of transsexual
persons initiating hormone treatment should be restricted
to those with a personal or family history of venous thromboembolism (94). Monitoring D-dimer levels during treatment is not recommended (95).
3.1–3.3 Values and Preferences
Our recommendation to maintain levels of cross-sex
hormones in the normal adult range places a high value on
the avoidance of the long-term complications of pharma-
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cological doses. Those receiving endocrine treatment who
have relative contraindications to hormones (e.g. persons
who smoke, have diabetes, have liver disease, etc.) should
have an in-depth discussion with their physician to balance the risks and benefits of therapy.
3.1–3.3 Remarks
All endocrine-treated individuals should be informed
of all risks and benefits of cross-sex hormones before initiation of therapy. Cessation of tobacco use should be
strongly encouraged in MTF transsexual persons to avoid
increased risk of thromboembolism and cardiovascular
complications.
3.4 Recommendation
We suggest that endocrinologists review with persons
treated the onset and time course of physical changes induced by cross-sex hormone treatment. (2 QQEE)
3.4 Evidence
FTM transsexual persons
Physical changes that are expected to occur during the
first 3 months of initiation of testosterone therapy include
cessation of menses, increased libido, increased facial and
body hair, increased oiliness of skin, increased muscle, and
redistribution of fat mass. Changes that occur within the
first year of testosterone therapy include deepening of the
voice, clitoromegaly, and, in some individuals, male pattern hair loss (83, 96, 97) (Table 13).
MTF transsexual persons
Physical changes that may occur in the first 3– 6 months
of estrogen and antiandrogen therapy include decreased
libido, decreased facial and body hair, decreased oiliness
of skin, breast tissue growth, and redistribution of fat mass
(82, 83, 84, 96, 97) (Table 14). Breast development is

TABLE 13. Masculinizing effects in FTM transsexual
persons
Effect
Skin oiliness/acne
Facial/body hair growth
Scalp hair loss
Increased muscle mass/strength
Fat redistribution
Cessation of menses
Clitoral enlargement
Vaginal atrophy
Deepening of voice

Onset
(months)a
1– 6
6 –12
6 –12
6 –12
1– 6
2– 6
3– 6
3– 6
6 –12

Maximum
(yr)a
1–2
4 –5
b

2–5
2–5
c

1–2
1–2
1–2

a

Estimates represent clinical observations. See Refs. 81, 92, and 93.

b

Prevention and treatment as recommended for biological men.

c

Menorrhagia requires diagnosis and treatment by a gynecologist.
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TABLE 14. Feminizing effects in MTF transsexual
persons
Effect
Redistribution of body fat
Decrease in muscle mass and
strength
Softening of skin/decreased
oiliness
Decreased libido
Decreased spontaneous
erections
Male sexual dysfunction
Breast growth
Decreased testicular volume
Decreased sperm production
Decreased terminal hair growth
Scalp hair
Voice changes
a

Onseta
3– 6 months
3– 6 months

Maximuma
2–3 yr
1–2 yr

3– 6 months

Unknown

1–3 months
1–3 months

3– 6 months
3– 6 months

Variable
3– 6 months
3– 6 months
Unknown
6 –12 months
No regrowth
None

Variable
2–3 yr
2–3 yr
⬎3 yr
⬎3 yrb

c

d

Estimates represent clinical observations. See Refs. 81, 92, and 93.

b

Complete removal of male sexual hair requires electrolysis, or laser
treatment, or both.
c

Familial scalp hair loss may occur if estrogens are stopped.

d

Treatment by speech pathologists for voice training is most effective.

generally maximal at 2 yr after initiation of hormones (82,
83, 84). Over a long period of time, the prostate gland and
testicles will undergo atrophy.
Although the time course of breast development in MTF
transsexual persons has been studied (97), precise information about other changes induced by sex hormones is lacking.
There is a great deal of variability between individuals, as
evidenced during pubertal development.
3.4 Values and Preferences
Transsexual persons have very high expectations regarding the physical changes of hormone treatment and
are aware that body changes can be enhanced by surgical
procedures (e.g. breast, face, and body habitus). Clear expectations for the extent and timing of sex hormone-induced changes may prevent the potential harm and expense of unnecessary procedures.
4.0 Adverse outcome prevention and long-term
care
Cross-sex hormone therapy confers the same risks associated with sex hormone replacement therapy in biological males and females. The risk of cross-sex hormone
therapy arises from and is worsened by inadvertent or
intentional use of supraphysiological doses of sex hormones or inadequate doses of sex hormones to maintain
normal physiology (81, 89).
4.1 Recommendation
We suggest regular clinical and laboratory monitoring
every 3 months during the first year and then once or twice
yearly. (2 QQEE)
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4.1 Evidence
Pretreatment screening and appropriate regular medical monitoring is recommended for both FTM and MTF
transsexual persons during the endocrine transition and
periodically thereafter (13, 97). Monitoring of weight and
blood pressure, directed physical exams, routine health
questions focused on risk factors and medications, complete blood counts, renal and liver function, lipid and glucose metabolism should be carried out.
FTM transsexual persons
A standard monitoring plan for individuals on testosterone therapy is found in Table 15. Key issues include
maintaining testosterone levels in the physiological normal male range and avoidance of adverse events resulting
from chronic testosterone therapy, particularly erythrocytosis, liver dysfunction, hypertension, excessive weight
gain, salt retention, lipid changes, excessive or cystic acne,
and adverse psychological changes (85).
Because oral 17-alkylated testosterone is not recommended, serious hepatic toxicity is not anticipated with
the use parenteral or transdermal testosterone (98, 99).
Still, periodic monitoring is recommended given that up to
15% of FTM persons treated with testosterone have transient elevations in liver enzymes (93).
MTF transsexual persons
A standard monitoring plan for individuals on estrogens, gonadotropin suppression, or antiandrogens is
found in Table 16. Key issues include avoiding supraphysiological doses or blood levels of estrogen, which may lead
to increased risk for thromboembolic disease, liver dysfunction, and development of hypertension.
4.2 Recommendation
We suggest monitoring prolactin levels in MTF transsexual persons treated with estrogens. (2 QQEE)
4.2 Evidence
Estrogen therapy can increase the growth of pituitary lactrotroph cells. There have been several reports of prolactino-

mas occurring after long-term estrogen therapy (100–102). Up
to 20% of transsexual women treated with estrogens may
have elevations in prolactin levels associated with enlargement of the pituitary gland (103). In most cases, the serum
prolactin levels will return to the normal range with a reduction or discontinuation of the estrogen therapy (104).
The onset and time course of hyperprolactinemia during estrogen treatment are not known. Prolactin levels
should be obtained at baseline and then at least annually
during the transition period and biannually thereafter.
Given that prolactinomas have been reported only in a few
case reports and were not reported in large cohorts of
estrogen-treated transsexual persons, the risk of prolactinoma is likely to be very low. Because the major presenting
findings of microprolactinomas (hypogonadism and sometimes gynecomastia) are not apparent in MTF transsexual
persons, radiological examination of the pituitary may be
carried out in those whose prolactin levels persistently increase despite stable or reduced estrogen levels.
Because transsexual persons are diagnosed and followed throughout sex reassignment by an MHP, it is likely
that some will receive psychotropic medications that can
increase prolactin levels.
4.3 Recommendation
We suggest that transsexual persons treated with
hormones be evaluated for cardiovascular risk factors.
(2 QQEE)
4.3 Evidence
FTM transsexual persons
Testosterone administration to FTM transsexual persons will result in a more atherogenic lipid profile with
lowered high-density lipoprotein cholesterol and higher
triglyceride values (21, 105–107). Studies of the effect of
testosterone on insulin sensitivity have mixed results (106,
108). A recent randomized, open-label uncontrolled
safety study of FTM transsexual persons treated with testosterone undecanoate demonstrated no insulin resistance
after 1 yr (109). Numerous studies have demonstrated

TABLE 15. Monitoring of MTF transsexual persons on cross-hormone therapy
1. Evaluate patient every 2–3 months in the first year and then 1–2 times per year afterward to monitor for appropriate signs of
feminization and for development of adverse reactions.
2. Measure serum testosterone and estradiol every 3 months.
a. Serum testosterone levels should be ⬍55 ng/dl.
b. Serum estradiol should not exceed the peak physiological range for young healthy females, with ideal levels ⬍200 pg/ml.
c. Doses of estrogen should be adjusted according to the serum levels of estradiol.
3. For individuals on spironolactone, serum electrolytes (particularly potassium) should be monitored every 2–3 months initially in
the first year.
4. Routine cancer screening is recommended in nontranssexual individuals (breasts, colon, prostate).
5. Consider BMD testing at baseline if risk factors for osteoporotic fracture are present (e.g. previous fracture, family history,
glucocorticoid use, prolonged hypogonadism). In individuals at low risk, screening for osteoporosis should be conducted at age
60 and in those who are not compliant with hormone therapy.
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TABLE 16. Monitoring of FTM transsexual persons on cross-hormone therapy
1. Evaluate patient every 2–3 months in the first year and then 1–2 times per year to monitor for appropriate signs of virilization
and for development of adverse reactions.
2. Measure serum testosterone every 2–3 months until levels are in the normal physiological male range:a
a. For testosterone enanthate/cypionate injections, the testosterone level should be measured midway between injections. If
the level is ⬎700 ng/dl or ⬍350 ng/dl, adjust dose accordingly.
b. For parenteral testosterone undecanoate, testosterone should be measured just before the next injection.
c. For transdermal testosterone, the testosterone level can be measured at any time after 1 wk.
d. For oral testosterone undecanoate, the testosterone level should be measured 3–5 h after ingestion.
e. Note: During the first 3–9 months of testosterone treatment, total testosterone levels may be high, although free
testosterone levels are normal, due to high SHBG levels in some biological women.
3. Measure estradiol levels during the first 6 months of testosterone treatment or until there has been no uterine bleeding for 6
months. Estradiol levels should be ⬍50 pg/ml.
4. Measure complete blood count and liver function tests at baseline and every 3 months for the first year and then 1–2 times a
year. Monitor weight, blood pressure, lipids, fasting blood sugar (if family history of diabetes), and hemoglobin A1c (if diabetic)
at regular visits.
5. Consider BMD testing at baseline if risk factors for osteoporotic fracture are present (e.g. previous fracture, family history,
glucocorticoid use, prolonged hypogonadism). In individuals at low risk, screening for osteoporosis should be conducted at age
60 and in those who are not compliant with hormone therapy.
6. If cervical tissue is present, an annual pap smear is recommended by the American College of Obstetricians and Gynecologists.
7. If mastectomy is not performed, then consider mammograms as recommended by the American Cancer Society.
a

Adapted from Refs. 83 and 85.

effects of cross-sex hormone treatment on the cardiovascular system (107, 110 –112). Long-term studies from The
Netherlands found no increased risk for cardiovascular
mortality (93). Likewise, a meta-analysis of 19 randomized trials examining testosterone replacement in men
showed no increased incidence of cardiovascular events
(113). A systematic review of the literature found that data
were insufficient, due to very low quality evidence, to
allow meaningful assessment of important patient outcomes such as death, stroke, myocardial infarction, or
venous thromboembolism in FTM transsexual persons
(21). Future research is needed to ascertain harms of
hormonal therapies (21). Cardiovascular risk factors
should be managed as they emerge according to established guidelines (114).
MTF transsexual persons
A prospective study of MTF subjects found favorable
changes in lipid parameters with increased high-density
lipoprotein and decreased low-density lipoprotein concentrations (106). However, these favorable lipid changes
were attenuated by increased weight, blood pressure, and
markers of insulin resistance. The largest cohort of MTF
subjects (with a mean age of 41 yr) followed for a mean of
10 yr showed no increase in cardiovascular mortality despite a 32% rate of tobacco use (93). Thus, there is limited
evidence to determine whether estrogen is protective or
detrimental in MTF transsexual persons (21). With aging there is usually an increase of body weight, and
therefore, as with nontranssexual individuals, glucose
and lipid metabolism and blood pressure should be
monitored regularly and managed according to established guidelines (114).

4.4 Recommendation
We suggest that BMD measurements be obtained if risk
factors for osteoporosis exist, specifically in those who
stop sex hormone therapy after gonadectomy. (2 QQQE)
4.4 Evidence
FTM transsexual persons
Adequate dosing of testosterone is important to maintain bone mass in FTM transsexual persons (115, 116). In
one study (116), serum LH levels were inversely related to
BMD, suggesting that low levels of sex hormones were
associated with bone loss. Thus, LH levels may serve as an
indicator of the adequacy of sex steroid administration to
preserve bone mass. The protective effect of testosterone
may be mediated by peripheral conversion to estradiol
both systemically and locally in the bone.
MTF transsexual persons
Studies in aging genetic males suggest that serum estradiol more positively correlates with BMD than does
testosterone (117–119) and is more important for peak
bone mass (120). Estrogen preserves BMD in MTF transsexuals who continue on estrogen and antiandrogen therapies (116, 121, 122).
Fracture data in transsexual men and women are not
available. Transsexual persons who have undergone gonadectomy may not continue consistent cross-sex steroid
treatment after hormonal and surgical sex reassignment,
thereby becoming at risk for bone loss.
4.5– 4.6 Recommendations
4.5 We suggest that MTF transsexual persons who have
no known increased risk of breast cancer follow breast
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screening guidelines recommended for biological women.
(2 QQEE)
4.6 We suggest that MTF transsexual persons treated
with estrogens follow screening guidelines for prostatic
disease and prostate cancer recommended for biological
men. (2 QEEE)
4.5– 4.6 Evidence
Breast cancer is a concern in transsexual women. A few
cases of breast cancer in MTF transsexual persons have
been reported in the literature (123–125). In the Dutch
cohort of 1800 transsexual women followed for a mean of
15 yr (range, 1 to 30 yr), only one case of breast cancer was
found. The Women’s Health Initiative study reported that
women taking conjugated equine estrogen without progesterone for 7 yr did not have an increased risk of breast
cancer as compared with women taking placebo (126).
Women with primary hypogonadism (XO) treated with
estrogen replacement exhibited a significantly decreased
incidence of breast cancer as compared with national standardized incidence ratios (127, 128). These studies suggest
that estrogen therapy does not increase the risk of breast
cancer in the short-term (⬍20 –30 yr). Long-term studies
are required to determine the actual risk and the role of
screening mammograms. Regular exams and gynecological advice should determine monitoring for breast cancer.
Prostate cancer is very rare, especially with androgen
deprivation therapy, before the age of 40 (129). Childhood or pubertal castration results in regression of the
prostate, and adult castration reverses benign prostate hypertrophy (130). Although van Kesteren (131) reported
that estrogen therapy does not induce hypertrophy or premalignant changes in the prostate of MTF transsexual
persons, cases of benign prostate hypertrophy have been
reported in MTF transsexual persons treated with estrogens for 20 –25 yr (132, 133). Three cases of prostate carcinoma have been reported in MTF transsexual persons
(134 –136). However, these individuals initiated crosshormone therapy after age 50, and whether these cancers
were present before the initiation of therapy is unknown.
MTF transsexual persons may feel uncomfortable
scheduling regular prostate examinations. Gynecologists
are not trained to screen for prostate cancer or to monitor
prostate growth. Thus, it may be reasonable for MTF
transsexual persons who transitioned after age 20 to have
annual screening digital rectal exams after age 50 and PSA
tests consistent with the U.S. Preventive Services Task
Force Guidelines (137).
4.7 Recommendation
We suggest that FTM transsexual persons evaluate
the risks and benefits of including a total hysterectomy

and oophorectomy as part of sex reassignment surgery.
(2 QEEE)
4.7 Evidence
Although aromatization of testosterone to estradiol in
FTM transsexual persons has been suggested as a risk factor for endometrial cancer (138), no cases have been reported. When FTM transsexual persons undergo hysterectomy, the uterus is small and there is endometrial
atrophy (139, 140). The androgen receptor has been reported to increase in the ovaries after long-term administration of testosterone, which may be an indication of
increased risk of ovarian cancer (141). Cases of ovarian
cancer have been reported (142, 143). The relative safety
of laparoscopic total hysterectomy argues for preventing
the risks of reproductive tract cancers and other diseases
through surgery (144).
4.7 Values and Preferences
Given the discomfort that FTM transsexual persons
experience accessing gynecological care, our recommendation for total hysterectomy and oophorectomy places a
high value on eliminating the risks of female reproductive
tract disease and cancer and a lower value on avoiding the
risks of these surgical procedures (related to the surgery
and to the potential undesirable health consequences of
oophorectomy) and their associated costs.
4.7 Remarks
The sexual orientation and type of sexual practices will
determine the need and types of gynecological care required after transition. In addition, approval of birth certificate change of sex for FTM transsexual persons may be
dependent upon having a complete hysterectomy; each
patient should be assisted in researching and counseled
concerning such nonmedical administrative criteria.
5.0 Surgery for sex reassignment
For many transsexual adults, genital sex reassignment
surgery may be the necessary step toward achieving their
ultimate goal of living successfully in their desired gender
role. Although surgery on several different body structures
is considered during sex reassignment, the most important
issue is the genital surgery and removal of the gonads. The
surgical techniques have improved markedly during the
past 10 yr. Cosmetic genital surgery with preservation of
neurological sensation is now the standard. The satisfaction rate with surgical reassignment of sex is now very high
(22). In addition, the mental health of the individual seems
to be improved by participating in a treatment program
that defines a pathway of gender identity treatment that
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TABLE 17. Sex reassignment surgery eligibility and
readiness criteria
Individuals treated with cross-sex hormones are considered
eligible for sex reassignment surgery if they:
1. Are of the legal age of majority in their nation.
2. Have used cross-sex hormones continuously and
responsibly during 12 months (if they have no medical
contraindication).
3. Had a successful continuous full-time RLE during 12
months.
4. Have (if required by the MHP) regularly participated in
psychotherapy throughout the RLE at a frequency
determined jointly by the patient and the MHP.
5. Have shown demonstrable knowledge of all practical
aspects of surgery (e.g. cost, required lengths of
hospitalizations, likely complications, postsurgical
rehabilitation, etc.).
Individuals treated with cross-sex hormones should fulfill the
following readiness criteria prior to sex reassignment
surgery:
1. Demonstrable progress in consolidating one’s gender
identity.
2. Demonstrable progress in dealing with work, family, and
interpersonal issues, resulting in a significantly better
state of mental health.

includes hormones and surgery (24). The person must be
both eligible and ready for such a procedure (Table 17).
Sex reassignment surgeries available to the MTF transsexual persons consist of gonadectomy, penectomy, and
creation of a vagina (145, 146). The skin of the penis is
often inverted to form the wall of the vagina. The scrotum
becomes the labia majora. Cosmetic surgery is used to
fashion the clitoris and its hood, preserving the neurovascular bundle at the tip of the penis as the neurosensory
supply to the clitoris. Most recently, plastic surgeons have
developed techniques to fashion labia minora. Endocrinologists should encourage the transsexual person to use
their tampon dilators to maintain the depth and width of
the vagina throughout the postoperative period until
the neovagina is being used frequently in intercourse.
Genital sexual responsivity and other aspects of sexual
function should be preserved after genital sex reassignment surgery (147).
Ancillary surgeries for more feminine or masculine appearance are not within the scope of this guideline. When
possible, less surgery is desirable. For instance, voice therapy by a speech language pathologist is preferred to current surgical methods designed to change the pitch of the
voice (148).
Breast size in genetic females exhibits a very broad spectrum. For the transsexual person to make the best-informed decision, breast augmentation surgery should be
delayed until at least 2 yr of estrogen therapy has been
completed, given that the breasts continue to grow during
that time with estrogen stimulation (90, 97).
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Another major effort is the removal of facial and
masculine-appearing body hair using either electrolysis
or laser treatments. Other feminizing surgery, such as
that to feminize the face, is now becoming more popular
(149 –151).
Sex reassignment surgeries available to the FTM transsexual persons have been less satisfactory. The cosmetic
appearance of a neopenis is now very good, but the surgery
is multistage and very expensive (152, 153). Neopenile
erection can be achieved only if some mechanical device is
imbedded in the penis, e.g. a rod or some inflatable apparatus (154). Many choose a metaidoioplasty that exteriorizes or brings forward the clitoris and allows for voiding while standing. The scrotum is created from the labia
majora with a good cosmetic effect, and testicular prostheses can be implanted. These procedures, as well as oophorectomy, vaginectomy, and complete hysterectomy,
are undertaken after a few years of androgen therapy and
can be safely performed vaginally with laparoscopy.
The ancillary surgery for the FTM transition that is
extremely important is the mastectomy. Breast size only
partially regresses with androgen therapy. In adults,
discussion about mastectomy usually takes place after
androgen therapy is begun. Because some FTM transsexual adolescents present after significant breast development has occurred, mastectomy may be considered before age 18.
5.1–5.3 Recommendations
5.1 We recommend that transsexual persons consider
genital sex reassignment surgery only after both the physician responsible for endocrine transition therapy and the
MHP find surgery advisable. (1 QEEE)
5.2 We recommend that genital sex reassignment surgery be recommended only after completion of at least 1
yr of consistent and compliant hormone treatment.
(1 QEEE)
5.3 We recommend that the physician responsible for
endocrine treatment medically clear transsexual individuals for sex reassignment surgery and collaborate with the
surgeon regarding hormone use during and after surgery.
(1 QEEE)
5.1–5.3 Evidence
When a transsexual individual decides to have sex reassignment surgery, both the endocrinologist and the
MHP must certify that he or she satisfies the eligibility and
readiness criteria of the SOC (28) (Table 17).
There is some concern that estrogen therapy may cause
an increased risk for venous thrombosis during or after
surgery (21). For this reason, the surgeon and the endocrinologist should collaborate in making a decision about
the use of hormones during the month before surgery.
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Although one study suggests that preoperative factors
such as compliance are less important for patient satisfaction than are the physical postoperative results (39), other
studies and clinical experience dictate that individuals
who do not follow medical instructions and work with
their physicians toward a common goal do not achieve
treatment goals (155) and experience higher rates of postoperative infections and other complications (156, 157). It
is also important that the person requesting surgery feel
comfortable with the anatomical changes that have occurred during hormone therapy. Dissatisfaction with social and physical outcomes during the hormone transition
may be a contraindication to surgery (78).
Transsexual individuals should be monitored by an endocrinologist after surgery. Those who undergo gonadectomy will require hormone replacement therapy or surveillance or both to prevent adverse effects of chronic
hormone deficiency.

Acknowledgments
Address all correspondences and requests for reprints to: The
Endocrine Society, 8401 Connecticut Avenue, Suite 900, Chevy
Chase, Maryland. E-mail: govt-prof@endo.society.org. Telephone: 301-941-0200.
Address all reprint requests for orders of 101 and more to:
Reprint Sales Specialist, Cadmus Professional Communications,
Telephone: 410-691-6214, Fax: 410-684-2789 or by E-mail:
reprints2@cadmus.com.
Address all reprint requests for orders of 100 or less to Society
Services, Telephone: 301-941-0210 or by E-mail: societyservices@
endo-society.org.
Co-sponsoring Associations: European Society of Endocrinology (ESE), European Society of Pediatric Endocrinology
(ESPE), Lawson Wilkins Pediatric Endocrine Society (LWPES),
and World Professional Association for Transgender Health
(WPATH).
Financial Disclosures of Task Force members: Wylie C.
Hembree, M.D. (chair)—Financial or Business/Organizational
Interests: Columbia University, New York Presbyterian Hospital; Significant Financial Interest or Leadership Position: Sperm
Bank of New York. Peggy Cohen-Kettenis, Ph.D.—Financial or
Business/Organizational Interests: none declared; Significant Financial Interest or Leadership Position: WPATH. Henriette A.
Delemarre-van de Waal, M.D., Ph.D.—Financial or Business/
Organizational Interests: none declared; Significant Financial Interest or Leadership Position: none declared. Louis J. Gooren,
M.D., Ph.D.—Financial or Business/Organizational Interests:
none declared; Significant Financial Interest or Leadership Position: none declared. Walter J. Meyer III, M.D.—Financial or
Business/Organizational Interests: WPATH; Significant Financial Interest or Leadership Position: University of Texas Medical
Branch, WPATH. Norman P. Spack, M.D.—Financial or Business/Organizational Interests: LWPES, American Diabetes Association; Significant Financial Interest or Leadership Position:
none declared. Vin Tangpricha, M.D., Ph.D.—Financial or Business/Organizational Interests: Auxillium, Novartis, National In-

stitutes of Health; Significant Financial Interest or Leadership
Position: none declared.ⴱ Victor M. Montori, M.D.—Financial
or Business/Organizational Interests: KER Unit (Mayo Clinic);
Significant Financial Interest or Leadership Position: none
declared.
ⴱ
Evidence-based reviews for this guideline were prepared under contract with The Endocrine Society.

References
1. Bullough VL 1975 Transsexualism in history. Arch Sex Behav
4:561–571
2. Meyerowitz J 2002 How sex changed: a history of transsexuality
in the United States. Cambridge, MA: Harvard University Press
3. American Psychiatric Association 2000 Diagnostic and Statistical
Manual of Mental Disorders, 4th ed. Text Revision (DSM-IV-TR).
Washington, DC: American Psychiatric Publishing, Inc.
4. Ruble DN, Martin CL, Berenbaum SA 2006 Gender development.
In: Damon W, Lerner RM, Eisenberg N, eds. Handbook of child
psychology, 6th ed. Vol. 3. New York: John Wiley & Sons; 858 –
932
5. Zucker KJ 2004 Gender identity development and issues. Child
Adolesc Psychiatr Clin N Am 13:551–568, vii
6. Coolidge FL, Thede LL, Young SE 2002 The heritability of gender
identity disorder in a child and adolescent twin sample. Behav
Genet 32:251–257
7. Knafo A, Iervolino AC, Plomin R 2005 Masculine girls and feminine boys: genetic and environmental contributions to atypical gender development in early childhood. J Pers Soc Psychol 88:400 –
412
8. Gooren L 2006 The biology of human psychosexual differentiation. Horm Behav 50:589 – 601
9. Meyer-Bahlburg HF 2005 Gender identity outcome in femaleraised 46,XY persons with penile agenesis, cloacal exstrophy of the
bladder, or penile ablation. Arch Sex Behav 34:423– 438
10. Reiner WG 2005 Gender identity and sex-of-rearing in children
with disorders of sexual differentiation. J Pediatr Endocrinol
Metab 18:549 –553
11. Dessens AB, Slijper FM, Drop SL 2005 Gender dysphoria and
gender change in chromosomal females with congenital adrenal
hyperplasia. Arch Sex Behav 34:389 –397
12. Meyer-Bahlburg HF, Dolezal C, Baker SW, Carlson AD, Obeid JS,
New MI 2004 Prenatal androgenization affects gender-related behavior but not gender identity in 5–12-year-old girls with congenital adrenal hyperplasia. Arch Sex Behav 33:97–104
13. Meyer-Bahlburg HF, Dolezal C, Baker SW, Ehrhardt AA, New MI
2006 Gender development in women with congenital adrenal hyperplasia as a function of disorder severity. Arch Sex Behav 35:
667– 684
14. Bocklandt S, Vilain E 2007 Sex differences in brain and behavior:
hormones versus genes. Adv Genet 59:245–266
15. Blanchard R 1997 Birth order and sibling sex ratio in homosexual
versus heterosexual males and females. Annu Rev Sex Res 8:27– 67
16. Blanchard R 2001 Fraternal birth order and the maternal immune
hypothesis of male homosexuality. Horm Behav 40:105–114
17. Whitehead NE 2007 An antiboy antibody? Re-examination of the
maternal immune hypothesis. J Biosoc Sci 39:905–921
18. Gooren L 1990 The endocrinology of transsexualism: a review and
commentary. Psychoneuroendocrinology 15:3–14
19. Atkins D, Best D, Briss PA, Eccles M, Falck-Ytter Y, Flottorp S,
Guyatt GH, Harbour RT, Haugh MC, Henry D, Hill S, Jaeschke
R, Leng G, Liberati A, Magrini N, Mason J, Middleton P, Mrukowicz
J, O’Connell D, Oxman AD, Phillips B, Schünemann HJ, Edejer TT,
Varonen H, Vist GE, Williams Jr JW, Zaza S 2004 Grading quality of
evidence and strength of recommendations. BMJ 328:1490

J Clin Endocrinol Metab, September 2009, 94(9):3132–3154

20. Swiglo BA, Murad MH, Schünemann HJ, Kunz R, Vigersky RA,
Guyatt GH, Montori VM 2008 A case for clarity, consistency, and
helpfulness: state-of-the-art clinical practice guidelines in endocrinology using the grading of recommendations, assessment, development, and evaluation system. J Clin Endocrinol Metab 93:666 –
673
21. Elamin MB, Garcia MZ, Murad MH, Erwin PJ, Montori VM 16
May 2009 Effect of sex steroid use on cardiovascular risk in transsexual individuals: a systematic review and meta-analysis. Clin Endocrinol (Oxf) 10.1111/j.1365–2265.2009.03632.x
22. Murad MH, Elamin MB, Garcia MZ, Mullan RJ, Murad A, Erwin
PJ, Montori VM 16 May 2009 Hormonal therapy and sex reassignment: a systematic review and meta-analysis of quality of life
and psychosocial outcomes. Clin Endocrinol (Oxf) 10.1111/
j.1365–2265.2009.03625.x
23. Cohen-Kettenis PT, Owen A, Kaijser VG, Bradley SJ, Zucker KJ
2003 Demographic characteristics, social competence, and behavior problems in children with gender identity disorder: a crossnational, cross-clinic comparative analysis. J Abnorm Child Psychol 31:41–53
24. Cole CM, O’Boyle M, Emory LE, Meyer 3rd WJ 1997 Comorbidity of gender dysphoria and other major psychiatric diagnoses.
Arch Sex Behav 26:13–26
25. Hepp U, Kraemer B, Schnyder U, Miller N, Delsignore A 2005
Psychiatric comorbidity in gender identity disorder. J Psychosom
Res 58:259 –261
26. Kersting A, Reutemann M, Gast U, Ohrmann P, Suslow T, Michael
N, Arolt V 2003 Dissociative disorders and traumatic childhood
experiences in transsexuals. J Nerv Ment Dis 191:182–189
27. Wallien MS, Swaab H, Cohen-Kettenis PT 2007 Psychiatric comorbidity among children with gender identity disorder. J Am
Acad Child Adolesc Psychiatry 46:1307–1314
28. Meyer 3rd WJ, Bockting W, Cohen-Kettenis P, Coleman E, DiCeglie
D, Devor H, Gooren L, Hage JJ, Kirk S, Kuiper B, Laub D,
Lawrence A, Menard Y, Monstrey S, Patton J, Schaefer L, Webb A,
Wheeler CC 2001 Harry Benjamin International Gender Dysphoria Association’s The Standards of Care for Gender Identity Disorders, 6th version. Int J Transgenderism, vol. 5, no. 1. Available
at: http://www.symposion.com/ijt/soc_2001/index.htm
29. 1992 The ICD-10 classification of mental and behavioural disorders: clinical descriptions and diagnostic guidelines. Geneva:
World Health Organization
30. Kuiper AJ, Cohen-Kettenis PT 1998 Gender role reversal among
postoperative transsexuals. Int J Transgenderism, vol. 2, no. 3.
Available at: http://www.symposion.com/ijt/ijtc0502.htm
31. Landén M, Wålinder J, Hambert G, Lundström B 1998 Factors
predictive of regret in sex reassignment. Acta Psychiatr Scand 97:
284 –289
32. Olsson SE, Möller A 2006 Regret after sex reassignment surgery in
a male-to-female transsexual: a long-term follow-up. Arch Sex Behav 35:501–506
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Preface
Societal norms of gender expression—masculinity or femininity—
pervade American culture, on television, in advertising, at sporting
events and in school hallways nationwide. Children hear words like
“sissy” or “tomboy” or expressions like “you throw like a girl” from their
first days on the playground. Name-calling and bullying based on
gender expression are among the first forms of harassment that young
people learn and experience. And as transgender and gender nonconforming students enter middle and high school, they can face far
harsher realities than name-calling, including harassment and physical
violence. Harsh Realities: The Experiences of Transgender Youth in
Our Nation’s Schools provides an in-depth account of the experiences
of transgender students.
Over the past decade, GLSEN has documented the experiences
of lesbian, gay, bisexual and transgender (LGBT) students with the
biennial National School Climate Survey (NSCS). These reports
repeatedly underscore the fact that LGBT students face highlevels of victimization based on both sexual orientation and gender
expression, providing an overview of school climate for the LGBT
student population in general. GLSEN’s Research Department has
also undertaken in-depth examinations of the school experiences of
specific segments of the LGBT student community. Harsh Realities is
the newest addition to this important body of research, and is our first
report focused on the school experiences of transgender students.
This study illuminates the unique challenges faced by transgender
students, who often challenge societal norms of gender and can face
additional unique obstacles in school.
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Transgender students face much higher levels of harassment and
violence than LGB students. And these high levels of victimization
result in these students missing more school, receiving lower grades
and feeling isolated and not part of the school community. The report
also reveals that many of these students lack the school supports and
resources that have been shown to improve school climate for LGBT
students. Most of these students, for example, do not have access to a
Gay-Straight Alliance in school and most reported not having a school
or district anti-bullying or anti-harassment policy that specifically
includes protections based on sexual orientation and gender identity/
expression.
Amidst this dispiriting information, however, there are some
encouraging findings. In the face of such hostile climates, transgender
students can be resilient, as they more often talk to teachers about
LGBT issues and raise these issues in their classes than their nontransgender LGB peers. Educators need to listen to and support these
students when they speak up.
Harsh Realities truly demonstrates the urgent need for educators,
policymakers and all who care about safe schools to address the
disproportionate victimization of transgender students in school
and to improve the knowledge and understanding of all members of
the school community about issues related to gender and gender
expression. This report also highlights the continued need for focused
research so that all of us committed to creating safer schools for all
students can more clearly understand the realities for specific student
populations. Such understanding is critical as we work toward the
development and implementation of effective policies, programs
and resources.

Eliza Byard, PhD
Executive Director
GLSEN
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Executive Summary
GLSEN (the Gay, Lesbian and Straight Education Network) envisions
a world where schools are safe places for all students, regardless
of their sexual orientation, gender identity, or gender expression.
Yet lesbian, gay, bisexual, and transgender (LGBT) youth may face
particularly hostile school climates, as they often report experiencing
harassment, discrimination, and other negative experiences in
school. LGBT youth, regardless of their gender identity, often face
victimization and stigmatization based on both sexual orientation
and gender expression. However, our findings from the biennial
National School Climate Surveys indicate that transgender youth are
harassed and assaulted at higher levels than their non-transgender
peers. In addition, transgender students may also face other unique
challenges at school, such as difficulty accessing gender-segregated
areas, including bathrooms and locker rooms. Thus, in order to ensure
schools are safe environments for all students, it is important to
understand the specific experiences of transgender youth in school.
Our 2007 National School Climate Survey report provided information
about transgender students’ experiences of in-school victimization.
The purpose of this report is to expand upon these findings
by providing a broader picture of transgender students’ school
experiences nationwide, both in comparison to and independent
of their non-transgender lesbian, gay, and bisexual (LGB) peers.
In this report we examine transgender students’ experiences with
regard to indicators of negative school climate, such as biased
language, experiences of harassment and assault, and the impact of
victimization on educational outcomes. Lastly, we explore transgender

ix

students’ engagement in their school community and access to
institutional resources.

Methods
Data used in this report come from GLSEN’s fifth National School
Climate Survey, which was conducted during the 2006–2007 school
year. Two methods were used in order to locate participants in an
effort to obtain a representative sample of LGBT youth: outreach
through community-based groups serving LGBT youth and outreach
via the Internet, including targeted advertising on the social
networking site MySpace.
When examining differences between transgender students and
non-transgender students, we used the full sample of 6,209 LGBT
students. However, by and large, this report examines the specific
experiences of the 295 students in the survey who identified as
transgender. These transgender students were between 13 and 20
years of age, and the majority of the sample was White (64%), and
identified as gay or lesbian (54%).

Key Findings
Biased Language
Most transgender youth attended schools with hostile school climates.
Similar to their non-transgender LGB peers, transgender students
reported frequently hearing homophobic language and negative remarks
about gender expression from other students. Although it was not
frequent, some students reported hearing these types of remarks from
school personnel.
•

90% of transgender students heard derogatory remarks, such as
“dyke” or “faggot,” sometimes, often, or frequently in school.

•

90% of transgender students heard negative remarks about
someone’s gender expression sometimes, often, or frequently in
school. Remarks about students not acting “masculine” enough
were more common than remarks about students not acting
“feminine” enough (82% vs. 77% hearing remarks sometimes,
often, or frequently).

•

A third of transgender students heard school staff make
homophobic (32%) remarks, sexist (39%) remarks, and negative
comments about someone’s gender expression (39%) sometimes,
often, or frequently in the past year.

Transgender students also reported little intervention on the part of
school personnel when such language was used. Less than a fifth of
transgender students said that school staff intervened most of the time or
always when hearing homophobic remarks (16%) or negative remarks
about someone’s gender expression (11%).
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School Safety and Experiences of Harassment and Assault
Many transgender students were made to feel unsafe in school
because of some personal characteristic, most notably their gender
expression and sexual orientation. Two-thirds of transgender
students felt unsafe in school because of their sexual orientation
(69%) and how they expressed their gender (65%). Transgender
students were more likely to feel unsafe in school because of a
personal characteristic than were non-transgender students (82% of
transgender students compared to 67% of female students, 68% of
male students, and 73% of students with other gender identities).
Transgender students experienced high levels of in-school
victimization. The majority of students had been verbally harassed in
school in the past year because of their sexual orientation and gender
expression, and many had also experienced physical violence.
•

Almost all transgender students had been verbally harassed (e.g.,
called names or threatened) in the past year at school because of
their sexual orientation (89%) and their gender expression (87%).

•

Over half of all transgender students had been physically harassed
(e.g., pushed or shoved) in school in the past year because of their
sexual orientation (55%) and their gender expression (53%).

•

Many transgender students had been physically assaulted (e.g.,
punched, kicked, or injured with a weapon) in school in the past
year because of their sexual orientation (28%) and their gender
expression (26%).

•

Although LGBT students overall reported high levels of
harassment and assault in school, transgender students
experienced even higher levels than non-transgender students.

Similar to their non-transgender peers, most (54%) transgender
students who were victimized in school did not report the events
to school authorities. Unfortunately, among those who did report
incidents to school personnel, few students (33%) believed that staff
addressed the situation effectively.
Impact of Victimization on Educational Outcomes
A hostile school climate can have very negative repercussions
on transgender students’ ability to succeed in school – a high
incidence of harassment was related to increased absenteeism,
decreased educational aspirations, and lower academic performance.
Transgender students fared worse on these educational outcomes
than non-transgender lesbian, gay, and bisexual students, perhaps
because of their increased levels of in-school victimization.
•

Almost half of all transgender students reported skipping a class
at least once in the past month (47%) and missing at least one
day of school in the past month (46%) because they felt unsafe or
uncomfortable.
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•

Transgender students experiencing high levels of harassment
were more likely than other transgender students to miss school
for safety reasons (verbal harassment based on sexual orientation:
64% vs. 25%; gender expression: 56% vs. 32%; gender: 68% vs.
38%).

•

Transgender students were more likely to miss school due
to safety concerns than non-transgender students (46% of
transgender students compared to 34% of female students,
27% of male students, and 40% of students with other gender
identities).

•

Transgender students who experienced high levels of harassment
had significantly lower grade point averages than those who
experienced lower levels of harassment (verbal harassment based
on sexual orientation: 2.2. vs. 3.0; gender expression: 2.3 vs. 2.8;
gender: 2.2 vs. 2.7).

•

Transgender students experiencing high levels of harassment
were more likely to report that they were not planning on going to
college than those experiencing lower levels of harassment (verbal
harassment based on sexual orientation: 42% vs. 30%; gender
expression: 40% vs. 30%; gender: 49% vs. 32%).

•

Transgender students had lower educational aspirations than
male students and reported lower GPAs than male students and
marginally lower GPAs than female students.

Engagement with the School Community
Given transgender students experienced high levels of harassment
and assault, it is not surprising that they were less likely to feel a
part of their school community than their non-transgender peers –
transgender students reported lower feelings of school belonging
than lesbian, gay, and bisexual non-transgender students. However,
the more transgender students were able to fully participate in their
school community – by being open about their sexual orientation and/
or gender identity and by being able to discuss LGBT issues at school
– the greater their sense of belonging to their school community was.
•

Transgender students who were out to most or all other students
and school staff reported a greater sense of belonging to their
school community than those who were not out or only out to a
few other students or staff. The majority (66%) of transgender
students were out to most or all of their peers, yet less than half
(45%) were out to most or all of the school staff.

•

The more transgender students discussed LGBT issues in
school, the more likely they were to feel like a part of their school
community. Most transgender students had talked with a teacher
(66%) or a school-based mental health professional (51%) at least
once in the past year about LGBT-related issues. Transgender
students were also more likely than non-transgender students to
talk with school staff about these issues.
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In-School Resources and Supports
In addition to experiencing high levels of in-school victimization, many
transgender students lacked the institutional supports that may lessen
the negative effects of victimization. Although most transgender
students (83%) could identify at least one supportive educator, only a
third (36%) could identify many supportive staff. Furthermore, like their
non-transgender peers, the majority lacked access to other supportive
resources, such as Gay Straight-Alliances, inclusive curricula, and
comprehensive anti-harassment policies.
•

Less than half (44%) of transgender students reported that they
had a student club that address LGBT student issues, i.e., a Gay
Straight-Alliance (GSA), in their school. Although transgender
students were not more likely to report having a GSA in their
school, they did report attending GSA meetings more frequently
than non-transgender LGB students.

•

Less than half (46%) of transgender students reported that they
could find information about LGBT people, history, or events in
their school library and only a third (31%) were able to access this
information using the school Internet.

•

Less than a fifth of transgender students (16%) reported that
LGBT-related topics were included in their textbooks or other
assigned readings, and only a tenth (11%) were exposed to an
inclusive curriculum that included positive representations of LGBT
people, history, or events in their classes.

•

Only half (54%) of transgender students reported that their school
had an anti-harassment policy, and only 24% said that the school
policy included specific protections based on sexual orientation,
gender identity, or gender expression.

Conclusions and Recommendations
Findings from this report demonstrate that transgender students often
face extremely hostile school environments. Similar to non-transgender
lesbian, gay, and bisexual students, most transgender students hear
biased language, feel unsafe in school, are regularly harassed, and lack
LGBT-related resources and supports. Furthermore, compared to their
non-transgender peers, transgender students consistently reported
higher levels of harassment and assault, were less likely to feel like a
part of their school community, and had poorer educational outcomes.
Transgender students were also more likely to be involved with LGBTrelated issues in their schools, perhaps because they are faced with
unique challenges in school, such as accessing gender-segregated
facilities and being addressed by their preferred names and pronouns.
Educators, policymakers, and safe school advocates must continue
to seek to understand the specific experiences of transgender
students, and implement measures to ensure that schools are safe
and inclusive environments for all LGBT youth. Given the potential
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positive impact of supportive educators, student clubs, curricular
resources, and comprehensive anti-harassment policies on the school
experiences of LGBT students, it is imperative that schools work to
provide these resources to students. Along with providing access
to LGBT-related resources, it is important for educators, advocates,
and policymakers to recognize how the needs of transgender youth
may both be similar to and different from the needs of their nontransgender peers. Schools should explicitly address issues and
experiences specific to transgender students.
Practices and policies that are sensitive to the experiences of
transgender students would not only serve to improve the school
experiences of those students, but can also send an important
message to all members of a school community that individuals will
not be limited nor defined merely by their gender. Taken together,
these recommended measures can move us towards a future in which
every child learns to respect and accept all people, regardless of
sexual orientation, gender identity, or gender expression.
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Introduction
GLSEN (the Gay, Lesbian, and Straight Education Network) envisions
a world where schools are safe places for all students, regardless
of their sexual orientation, gender identity, or gender expression.
Yet lesbian, gay, bisexual, and transgender1 (LGBT) youth may face
particularly hostile school climates, as they often report experiencing
harassment, discrimination, and other negative experiences in school,
often specifically related to their sexual orientation, gender identity,
and how they express their gender. Such experiences include high
levels of verbal and physical harassment and assault, social exclusion
and isolation, and other interpersonal problems with peers.2
The population of LGBT youth includes both those whose sexual
orientation (i.e., lesbian, gay, and bisexual youth) or gender identity
(transgender youth) are considered non-normative by societal
standards. Although sexual orientation and gender identity are distinct
concepts, both are affected by societal expectations regarding gender.
For example, a child who is assigned the gender of male at birth
is traditionally expected to identify as male throughout his life, be
romantically and sexually involved with females, and express himself
in ways compatible with standard gender norms (e.g., expressing an
interest in sports or not wearing make-up). LGBT youth, regardless
of their gender identity, often face victimization and stigmatization
based on both sexual orientation and gender expression. However,
transgender youth may face additional, unique challenges at school,
such as difficulty accessing gender-segregated areas including
bathrooms and locker rooms, and the refusal of both educators
and other students to address them by their preferred names and

1

pronouns. Thus, in order to ensure schools are safe environments for
all students, including those whose gender identity might challenge
traditional ideas about gender, it is important to understand the
specific experiences of transgender youth in school.
Although research regarding the educational experiences of
LGBT youth has increased over the last two decades, the specific
experiences and needs of transgender students remain largely
unexplored by the literature. The small body of existing research
on the school experiences of transgender youth demonstrates that
schools are not safe places for these students. Several qualitative
studies have found that transgender students often face pervasive
harassment and assault because of their gender identity, gender
expression, and their actual or perceived sexual orientation, and are
often subjected to intense scrutiny and judgment by their teachers
and peers.3 Furthermore, school policies and practices that enforce
gender segregation, such as school bathrooms, locker rooms,
security procedures, dress codes, and classroom procedures (i.e.,
sorting students into groups by gender) can also pose challenges
for transgender students,4 either because they do not identify as
either male or female or because other members of the school
community do not accept them as the gender with which they identify.
Not surprisingly, research indicates that this hostile school climate
may also have negative effects on transgender youth’s educational
outcomes, including skipping school and eventually dropping out of
school altogether.5
These in-depth qualitative research studies provide important insights
into the experiences of transgender youth in specific contexts.
However, to date, GLSEN’s biennial National School Climate Survey
is the only large-scale research study examining the specific school
experiencies of transgender youth nationwide. Since 1999, the
National School Climate Survey has examined the experiences
of LGBT secondary school students in U.S. schools and provided
specific information about in-school victimization faced by the
transgender youth who participated in the survey. We have included
the findings from the 2007 National School Climate Survey6 about
transgender students’ experiences of victimization in this report.
However, it is important to examine the wide array of transgender
youth’s experiences in greater detail, including, but not limited to,
their experiences of victimization. In this report, we provide a broader
picture of transgender students’ school experiences nationwide, both
in comparison to and independent of their non-transgender lesbian,
gay, and bisexual (LGB) peers. We examine transgender students’
experiences with regard to indicators of negative school climate,
including: exposure to biased language in school, sense of safety and
absenteeism related to safety concerns, experiences of harassment
and assault, and the impact of victimization on academic performance
and future educational aspirations. In addition, we explore transgender
students’ access to institutional resources, such as supportive
educators, Gay-Straight Alliances, LGBT-inclusive curriculum, and
2

comprehensive anti-harassment policies. Further, we examine the
degree to which transgender students are engaged in their schools,
through their interactions with educators and their sense of belonging
to their school community.
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Methods
GLSEN’s National School Climate Survey is a biennial survey of U.S.
secondary school students who identify as lesbian, gay, bisexual,
and/or transgender. Data used in this report come from the fifth
installment of the survey, which was conducted during the 2006–2007
school year. Two methods were used in order to locate participants
and obtain a more representative sample of LGBT youth. First,
participants were obtained through community-based groups or
service organizations serving LGBT youth. Fifty groups/organizations
were randomly selected to participate from a list of over 300 groups
nationwide. Of these 50 groups, 38 were able to have youth complete
the survey and a total of 288 surveys were obtained through this
method. Our second method was to make the National School Climate
Survey available online through GLSEN’s website. Notices about the
survey were posted on LGBT-youth oriented listservs and websites.
Notices were also emailed to GLSEN chapters and to youth advocacy
organizations, such as Advocates for Youth and Youth Guardian
Services. To ensure representation of transgender youth and youth
of color, special efforts were made to notify groups and organizations
that work predominantly with these populations. We also conducted
targeted advertising on the social networking site MySpace. Notices
about the survey were shown to MySpace users who were between
13 and 18 years old and who indicated on their user profile that they
were gay, lesbian, or bisexual (MySpace does not provide a way to
send targeted advertisements to users who identify as transgender).
A total of 5,921 surveys were completed online. Data collection
occurred from April to August 2007.
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The full sample consisted of a total of 6,209 lesbian, gay, bisexual,
and transgender students, from all 50 states and the District of
Columbia. In order to assess gender identity, students were provided
the following list of terms and asked to select all the terms that
applied to them: male, female, transgender, transgender male-tofemale, and transgender female-to-male. Students were also given
the opportunity to write in how they described their gender. For the
purposes of this study, students were considered to be transgender
if they chose any of the transgender terms, or wrote in that they
identified as transgender. A total of 295 transgender students
participated in the survey.
Transgender students in the survey were from 47 states and the
District of Columbia, and were between 13 and 20 years of age. Table
1 presents the sample’s demographics. The category “transgender”
encompasses a wide range of identities, and transgender students
in our survey identified in a variety of ways, including but not limited
to, male-to-female, female-to-male, and solely as transgender. Some
students, who when asked about their gender identity, selected both
male and transgender or selected both female and transgender
(although not male-to-female or female-to-male). Other students in
our sample identified as both male and female or both male-to-female
and female-to male and were categorized as “multigender” for the
purposes of this study.
About two-thirds of the sample (64%) was White and over half
identified as gay or lesbian (53%). Students were in grades 6 to 12,
with the largest numbers being in 10th or 11th grade. Table 2 shows
the characteristics of the schools attended by transgender students
in our survey. The majority of students (93%) attended public schools,
and students were most likely to attend schools in urban areas (40%)
and in districts with low levels of poverty (73%).
Although this report focuses on transgender students’ specific
experiences in school, we also examined how their experiences may
have differed from the experiences of the non-transgender students in
the National School Climate Survey, i.e., LGB male and female students
and LGB students who selected “other” as their gender identity.7
Throughout this report, we discuss our findings regarding potential
differences between transgender students and other students from
the survey. In addition to examining differences between transgender
students and non-transgender LGB students, we thought it was
important to look at how transgender students’ experiences may differ
by the specific ways in which they identify. We found no differences in
transgender students’ experiences based on the way they specifically
identified their gender (male-to-female transgender, female-to-male
transgender, transgender only) and thus discuss the experiences of
transgender youth as a whole group throughout this report.8
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Table 1. Demographics of Transgender Survey Respondents (n=295)
Gender Identity
a

Transgender

Sexual Orientation
6%

n=19

Gay or Lesbian

53%

n=157

Transgender Female-to-Male

56%

n=164

Bisexual

32%

n=93

Transgender Male-to-Female

14%

n=41

Straight/Heterosexual

3%

n=10

Transgender and Female

10%

n=28

Other sexual orientation

12%

n=34

Transgender and Male

2%

n=7

(e.g., queer, questioning, pansexual)

Multigenderb

9%

n=55
Grade

Race and Ethnicity
White

6th

0%

n=1

64%

n=185

7th

7%

n=19

4%

n=12

8th

11%

n=31

13%

n=38

9th

20%

n=57

Asian or Pacific Islander

7%

n=19

10th

22%

n=65

Native American, American
Indian or Alaska Native

7%

n=21

11th

21%

n=60

Multiracial

5%

n=13

12th

20%

n=58

African American or Black
Hispanic or Latino/a

Average Age =15.9 years
a

Refers to students who identified as “transgender” but not did not identify as male, female, male-to-female, or female-to-male.

b“

Multigender” refers to transgender students who identified as male and female or male-to-female and female-to-male.
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Table 2. School Characteristics of Transgender Survey Respondents (n=295)
Grade Levels

School Type

K through 12 School

3%

n=9

Public School

Lower School

2%

n=7

Charter

3%

n=7

Middle School

12%

n=36

Magnet

7%

n=20

Upper School

8%

n=24

Religious-affiliated

4%

n=11

74%

n=219

Other independent or private school

3%

n=9

4%

n=12

High School
Community Types

93%

n=275

District-Level Povertya

Urban

40%

n=115

Very High (>75%)

Suburban

37%

n=106

Somewhat High (51–75%)

22%

n=61

Small town/Rural

23%

n=66

Somewhat Low (26–50%)

46%

n=127

Very Low (≤25%)

27%

n=74

Region
Northeast

23%

n=68

South

26%

n=78

Midwest

21%

n=62

West

30%

n=87

a

Based on data from the National Center for Education Statistics regarding the percentage
of students eligible for free or reduced lunch.

Notes
7

There were significant differences between transgender students and non-transgender students in how
they identified their sexual orientation. Compared to non-transgender students, transgender students
were less likely to identify as bisexual and more likely to identify as something other than gay, lesbian, or
bisexual (e.g., straight/heterosexual, pansexual). In the 2007 National School Climate Survey, we found
differences in students’ experiences based on sexual orientation; thus, we control for sexual orientation
when testing differences across gender identity throughout this report.

8

For students who selected “male” or “female” in addition to “transgender,” we could not discern whether
also selecting “male” or “female” indicated the gender they were assigned at birth or the gender with which
they currently identify. Thus, these students were not included in the analyses of differences within the
group of transgender students. Students categorized as “multigender” were also not included in these
analyses, as “multigender” was an umbrella term for a variety of ways of indentifying that may or may not
share any inherent meaning.
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Results
Biased Language in School
Keeping classrooms and hallways free of homophobic, sexist, and
other types of biased language is one aspect of creating a safe school
climate for students. The 2007 National School Climate Survey, similar
to our previous surveys, asked students about the frequency of hearing
homophobic remarks (such as “faggot” and “dyke”), racist remarks
(such as “nigger” or “spic”) and sexist remarks (such as someone
being called a “bitch” in a derogatory way or comments about girls
being inferior to boys) while at school. Students were also asked about
the frequency of hearing negative remarks about the way in which
someone expressed their gender at school (such as a student being
told that she does not act “feminine enough”). Students were also asked
about the frequency of hearing biased remarks from school staff. In
addition to being asked about the frequency of hearing remarks from
other students and from school staff, students were asked whether
anyone intervened when hearing this type of language used in school.
Although we would not necessarily expect transgender students to
hear biased remarks in school any more or less often than other
students in the 2007 National School Climate Survey, we believe
it is important to demonstrate how often transgender students
were exposed to biased language. Similar to results from the
national survey of the general LGBT student population, we found
that transgender students often heard biased language in school,
especially homophobic remarks, sexist remarks, and negative
9

remarks about students’ gender expression, and that there was little
intervention with such language on the part of school staff.
Students’ Reports of Hearing Biased Remarks in School
Homophobic remarks were commonly heard in school by transgender
students. As shown in Figure 1, 90% of students reported hearing
derogatory remarks, such as “dyke” or “faggot,” sometimes, often, or
frequently in school. Hearing expressions using “gay” in a negative
way, such as “that’s so gay,” was also quite prevalent, with 97% of
students hearing them sometimes, often, or frequently at school.
These expressions are often used to mean that something or
someone is worthless or boring and, thus, may be dismissed as
innocuous in comparison to overtly derogatory remarks such as
“faggot.” However, most transgender students did not view these
expressions as innocuous — 85% reported that hearing “gay” used
in a negative manner at school caused them to feel bothered or
distressed to some degree.
Negative remarks about the way in which someone expressed their
gender (i.e., not acting “masculine” or “feminine” enough) were
pervasive, with nine out of ten (90%) transgender students hearing
negative remarks about someone’s gender expression sometimes,
often, or frequently in school (see Figure 1). Remarks about students
not acting “masculine” enough were more common than remarks
about students not acting “feminine” enough (82% vs. 77% hearing
remarks sometimes, often, or frequently).9
Sexist remarks were also very commonly heard by transgender
students, with almost all (95%) students reporting that they heard
sexist language in school sometimes, often, or frequently (see Figure
1). Although less commonly reported than other types of biased
remarks, just over two-thirds (67%) of transgender students reported
hearing racist remarks sometimes, often, or frequently in school (see
also Figure 1).
Students not only heard biased language from other students, but
from school personnel as well. About a third of transgender students
reported that they heard school staff make homophobic (32%) and
sexist remarks (39%), and negative comments about someone’s
gender expression (39%) sometimes, often, or frequently in the past
year (see Figure 1). Although less frequently reported than other types
of remarks, one in ten (10%) students reported that they had heard
school staff make racist remarks at least some of the time at school
(see also Figure 1).
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Intervention with Biased Language by School Staff
and Students
In addition to how often students hear biased remarks in school, the
degree to which school staff address the use of such language when
used in their presence is another indicator of overall school climate.
By intervening when hearing biased remarks, school staff may send
the message that such language is unacceptable and will not be
tolerated in school. Conversely, staff’s failure to intervene with biased
remarks may send a message that such language is not only tolerated
in school, but acceptable to use. Therefore, we asked students in our
survey how often teachers or other school staff intervened in some
way when biased remarks were made in their presence.
Biased language use by students remained largely unchallenged by
school personnel. As shown in Figure 2, less than a fifth of students
said that school personnel intervened most of the time or always
when hearing homophobic remarks (16%) or negative remarks about
someone’s gender expression (11%). In contrast, students were
more likely to report that staff intervened when hearing sexist or racist
remarks,10 with a third (33%) reporting that staff intervened most of the
time or always when hearing sexist remarks and just over half (54%)
reporting this level of intervention with racist remarks (see also Figure 2).
One would expect teachers and school staff to bear the responsibility
for addressing problems of biased language in school as they are the
authorities charged with ensuring that schools are safe for all students.
However, students may at times intervene when hearing biased
language as well, and such interventions may be another indicator
of school climate. As shown in Figure 2, few transgender students
reported that their classmates intervened when hearing biased
remarks in school. About one-tenth reported that other students
intervened most of the time or always when hearing homophobic
remarks (9%) or negative comments about someone’s gender
expression (10%). Although the percentage of student intervention
with sexist and racist remarks was greater,11 only a quarter of students
said that their peers intervened most of the time or always when sexist
(24%) or racist (24%) language was used.
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Figure 1. Hearing Biased Remarks in School
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Figure 3. Feeling Unsafe at School by Gender Identity

Notes
9

Mean differences in the frequencies between types of biased remarks based on gender expression
were examined using paired t-tests and percentages are shown for illustrative purposes. The effect was
significant, t(294)=2.70, p<.001.

10 Mean differences in the frequencies of school staff intervention across types of remarks were examined
using repeated measures multiple analysis of variance (MANOVA) and percentages are shown for
illustrative purposes. The multivariate effect was significant, Pillai’s Trace=.48, F(3, 165)=49.76, p<.001.
Univariate effects were considered at p<.01.
11 Mean differences in the frequencies of student intervention across types of remarks were examined using
repeated measures multiple analysis of variance (MANOVA) and percentages are shown for illustrative
purposes. The multivariate effect was significant, Pillai’s Trace=.17, F(3, 260)=17.60, p<.001. Univariate
effects were considered at p<.01.
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Overall Safety in School
In order to assess overall feelings of safety in school, students in our
survey were asked if they felt unsafe in school because of certain
personal characteristics: sexual orientation, gender, gender expression,
and actual or perceived race/ethnicity, disability, or religion. In the 2007
National School Climate Survey, LGBT students reported feeling unsafe
because of a variety of characteristics, most commonly their sexual
orientation and gender expression. Similarly, we found that a majority of
transgender students reported feeling unsafe because of at least one
of these characteristics, and in fact, transgender students were more
likely to feel unsafe than LGB students who were not transgender.12
For example, as illustrated in Figure 3, 82% of transgender students
felt unsafe at school because of one of the personal characteristics,
compared to two-thirds (67%) of female students.
As shown in Figure 4, about two-thirds (65%) of transgender students
felt unsafe because of how they expressed their gender (i.e., a
student who does not express themselves in a way considered to be
appropriately “masculine” or “feminine” according to traditional societal
norms). More than two-thirds of transgender students felt unsafe
because of their sexual orientation (69%), and more than a third (36%)
felt unsafe because of their gender (see also Figure 4). Furthermore, a
quarter (25%) felt unsafe because of their actual or perceived religion,
and less than a fifth felt unsafe because of their actual or perceived race
or ethnicity (15%), or because of an actual or perceived disability (9%).
Transgender students often felt unsafe because of multiple
characteristics, illustrating the ways in which multiple dimensions of
identity may intersect to shape students’ experiences. As shown in
Table 3, a closer look at the three most common reasons transgender
students often felt unsafe at school – sexual orientation, gender
expression, and gender – revealed that students most commonly felt
unsafe because of all three characteristics (27%) or because of both
their sexual orientation and gender expression (29%). Fewer students
(16%) felt unsafe because of only one of these characteristics (see
also Table 3).
Feeling unsafe or uncomfortable in school can negatively affect
students’ academic success, particularly if it results in avoiding
classes or missing days of school. Thus, we asked students how many
times they had missed classes or an entire day of school in the past
month because they felt uncomfortable or unsafe in school. As shown
in Figure 5, almost half of all transgender students reported skipping
a class at least once in the past month (47%) and missing at least
one day of school in the past month (46%) because they felt unsafe
or uncomfortable. Given that transgender students were more likely
to feel unsafe at school, it is not surprising that they were also more
likely to miss school due to safety concerns than non-transgender
students.13 For example, 46% of transgender students had missed
at least one entire day of school for this reason, compared to 27% of
male students (see Figure 6).
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Figure 3. Feeling Unsafe at School by Gender Identity
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Notes
12 To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
feeling unsafe at school for any reason as the dependent variable, gender identity as the independent
variable, and sexual orientation as a covariate. When examining potential differences across gender
identity, we used the
more restrictive
p>.01 in determinations
of statistical
significance
our analyses
Figure
7. Frequency
of Verbal
Harassment
inforthe
Past School
because of the large sample size (n=6184), The main effect of gender identity was significant: F(3,
6165)=10.84, p<.001.

Year

100%

13 To test differences across gender identity, a multiple analysis of covariance (MANCOVA) was conducted
with missing school because feel unsafe or uncomfortable and skipping class because feel unsafe or
uncomfortable as the dependent variables, gender identity as the independent variable, and sexual
orientation as a covariate. Percentages are shown for illustrative purposes. The multivariate effect was
80%
significant: Pillai’s Trace=.01, F(6, 12284)=11.18, p<.001. Univariate effects were considered significant at
p<.01 and marginally
37% significant at p<.05.
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Experiences of Harassment and Assault in School
Given that the majority of transgender students felt unsafe in school,
it was important to document their experiences related to in-school
harassment and assault. We asked students how often (“never,” “rarely,”
“sometimes,” “often,” or “frequently”) they had been verbally harassed,
physically harassed, or physically assaulted during the past school
year because of their sexual orientation, gender, gender expression, or
actual or perceived race or ethnicity, disability, or religion.
Verbal Harassment
As we had found in the full sample of LGBT students, students’ sexual
orientation and gender expression were the most commonly targeted
characteristics with regard to verbal harassment (e.g., being called
names or threatened) in school.14 About nine in ten transgender
students reported being verbally harassed at school because of their
gender expression (87%) and their sexual orientation (89%), and
over half experienced this form of harassment often or frequently
(see Figure 7). The next most frequent type of verbal harassment for
transgender students was related to gender, with 72% reporting any
occurrence in the past year and a quarter (25%) reporting it occurred
often or frequently. In addition, as shown in Figure 7, nearly half of
transgender students reported having ever been verbally harassed in
the past year because of their actual or perceived race/ethnicity (44%)
or religion (48%) and fewer reported being harassed because of an
actual or perceived disability (28%).
Physical Harassment
Similar to the reported experiences of verbal harassment, physical
harassment (e.g., being pushed or shoved) was most commonly
related to transgender students’ sexual orientation or how they
expressed their gender.15 As illustrated in Figure 8, over half had been
physically harassed in school in the past year because of their sexual
orientation (55%) or their gender expression (53%). Furthermore, over
a quarter had experienced this type of victimization often or frequently
(sexual orientation: 29%, gender expression: 27%). Nearly half (42%)
of transgender students had been physically harassed in the past
school year because of their gender, with 17% experiencing this type
of harassment often or frequently. Fewer students had experienced
physical harassment in the past year because of their actual or
perceived religion (24%), race/ethnicity (21%), or disability (15%).
Physical Assault
Students were also asked whether they had been physically assaulted
(e.g., being punched, kicked, or injured with a weapon) while in school.
Given the more severe nature of physical assault, it is not surprising
that students were less likely to report this type of victimization than to
report verbal or physical harassment. Nonetheless, almost half (44%)
of all transgender students reported that they had been physically
18
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with more than a tenth (16%) of transgender
students reporting that they had ever been physically assaulted for this
reason. Fewer students reported physical assault based on their actual
or perceived religion (11%), race/ethnicity (7%), or disability (4%).
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based on all types of personal characteristics.
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Nine in ten transgender students experienced some sort of
relational aggression – 89% reported being the target of mean
rumors or lies, and 92% had felt deliberately excluded or “left out”
by other students.
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transgender LGB students to experience these other types of
victimization.18 Specifically, transgender students were more likely
than all other non-transgender students to have their property
damaged or stolen or to feel excluded by other students. They were
also more likely than male and female students to have experienced
electronic harassment or to have been the target of mean rumors
or lies, and more likely than male students to have been sexually
harassed. As mentioned above regarding victimization based on
personal characteristics, transgender students may be targeted for
these other types of harassment given they are commonly targeted
because of their gender, gender expression, or sexual orientation, and
further research is needed in this area.
Reporting of Harassment and Assault
We learned from the 2007 National School Climate Survey that the
majority of LGBT students who are victimized in school did not tell
school authorities about the incident, and when they did most did
not feel that staff effectively addressed the situation. Our findings for
transgender students are similar – most (54%) who were harassed or
assaulted in school did not report the incident to staff (see Figure 12).
As illustrated in Figure 12, few students indicated that they reported
incidents of harassment or assault most of the time or always to staff
(14%). Although transgender students experienced higher levels of
harassment and assault than non-transgender students, there were no
differences in rates of reporting these incidents to school authorities.19
Reporting incidents of harassment and assault to school staff may
be an intimidating task for students. Furthermore, there is also
no guarantee that reporting incidents to school staff would result
in effective intervention. For students who had reported any such
incident to school staff, we asked how effective it was to do so. As
shown in Figure 13, only a third (33%) of transgender students who
reported incidents of victimization to school staff said that effective
actions were taken to address the situation. Transgender students
were not any more or less likely than non-transgender students to say
that the responses of staff were effective.20
Family members may represent an additional resource for students
who are harassed or assaulted in school and may be able to advocate
for the student with school personnel. Only half (51%) of transgender
students told a family member when they were harassed or assaulted
at school (see Figure 12). For those students who had reported
incidents to a family member, we asked how often a family member
had talked to school staff about the incident – almost two-thirds (61%)
said that the family member addressed the issue with school staff at
least some of the time. As with reporting to school staff, transgender
students were not different from non-transgender students in their
frequency of reporting incidents to a family member. They also did
not differ from other students in how frequently they reported a family
member addressed the incidents with school staff.21
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Notes
14 Mean differences in the frequencies of verbal harassment across types were examined using repeated
measures multiple analysis of variance (MANOVA) and percentages are shown for illustrative purposes.
The multivariate effect was significant, Pillai’s Trace=.67, F(5, 275)=108.98, p<.001. Univariate effects
were considered at p<.01.
15 Mean differences in the frequencies of physical harassment across types were examined using repeated
measures multiple analysis of variance (MANOVA) and percentages are shown for illustrative purposes.
The multivariate effect was significant, Pillai’s Trace=.38, F(5, 278)=33.32, p<.001.Univariate effects were
considered at p<.01.
16 Mean differences in the frequencies of physical assault across types were examined using repeated
measures multiple analysis of variance (MANOVA) and percentages are shown for illustrative purposes.
The multivariate effect was significant, Pillai’s Trace=.25, F(5, 274)=18.50, p<.001. Univariate effects were
considered at p<.01.
17 For the purpose of analysis, weighted variables measuring “victimization” were created based on each
personal characteristic. For each type of victimization (sexual orientation, gender, gender expression,
race/ethnicity, disability, religion), a weighted variable measuring the frequency of victimization across
the three severity levels (verbal harassment, physical harassment, physical assault) was created, giving
more weight to physical harassment and, in turn, physical assault because of the increased severity of
the event. Six “victimization” variables were created. Scores on the “victimization” variables ranged from a
minimum of 0 to a maximum of 22. To test differences across groups, a multivariate analysis of covariance
(MANCOVA) was conducted with all the victimization variables as dependent variables, gender identity
as the independent variable, and sexual orientation as a covariate. Multivariate results were significant:
Pillai’s Trace=.104, F(18, 16,995)=33.83, p<.001. Univariate effects were considered at p<.01. Transgender
students experienced higher levels of victimization than LGB male and female students and LGB students
with other gender identities for victimization based on gender expression, gender, sexual orientation,
and religion. Transgender students experienced higher levels of victimization than LGB male and female
students (but not than LGB students with other gender identity) for victimization based on race/ethnicity
and victimization based on disability.
18 To test differences across gender identity, a multiple analysis of covariance (MANCOVA) was conducted
with frequencies of each type of victimization (sexual harassment, having rumors or lies spread, being
excluded or left out, having property damaged or stolen, and electronic harassment) as the dependent
variables, gender identity as the independent variable, and sexual orientation as a covariate. The
multivariate effect was significant, Pillai’s Trace=.03, F(15, 18219)=11.32, p<.001. Univariate effects were
considered at p<.01.
19 To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
frequencies of reporting incidents to school staff as the dependent variable, gender identity as the
independent variable, and sexual orientation as a covariate. The main effect of gender identity was not
significant at p<.01.
20 To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
effectiveness of reporting harassment or assault to school staff as the dependent variable, gender identity
as the independent variable, and sexual orientation as a covariate. While the main effect of gender identity
was significant: F(3, 1826)=4.19, p<.01, post-hoc comparisons revealed that there were no significant
differences between transgender students and non-transgender students.
21 To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
reporting incidents to family member as the dependent variable, gender identity as the independent
variable, and sexual orientation as a covariate. The main effect of gender identity was not significant at
p<.01.
To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
family member addressing incident with school staff as the dependent variable, gender identity as the
independent variable, and sexual orientation as a covariate. While the main effect of gender identity
was significant: F(3, 2269)=4.28, p<.01, post-hoc comparisons revealed that there were no significant
differences between transgender students non-transgender students.
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Impact of Victimization on Educational Outcomes
For all students, experiencing victimization in school may negatively
affect their ability to receive an education. The potential stress
caused by being frequently harassed in school may negatively
affect a student’s ability to focus on their school work and academic
performance. In addition, students who are frequently harassed
in school may attempt to avoid these hurtful experiences by not
attending school and may be more likely to miss school than
students who do not experience such victimization. In this way,
school-based victimization may impinge on a student’s right to an
education. In the 2007 National School Climate Survey, we found
that higher frequencies of harassment were related to lower grade
point averages, decreased educational aspirations, and increased
absenteeism due to safety concerns for LGBT students. In this
report, we examined the relationship between harassment and
academic achievement, educational aspirations, and absenteeism
for transgender students specifically, looking at how experiences
of harassment related to sexual orientation, gender, and gender
expression affect these educational outcomes.
We found that experiences with harassment were, in fact, related
to missing days of school for transgender students. As shown in
Figure 14, transgender students who experienced high frequencies
of verbal harassment related to gender expression, gender, or sexual
orientation were more likely than transgender students who did
not experience such frequent harassment to report missing school
because they felt unsafe.22 For example, 68% of transgender students
experiencing high levels of harassment because of their gender
missed at least one day of school in the last month because they felt
unsafe or uncomfortable in school, compared to 38% of transgender
students experiencing low levels of harassment (see Figure 14).
Harassment was also related to lower academic achievement
among transgender students. Figure 15 shows the reported grade
point averages (GPAs) of transgender students by levels of verbal
harassment based on gender, gender expression, and sexual
orientation. Across all three types, transgender students who were
more frequently harassed had significantly lower grades than those
who were less often harassed.23 For example, transgender students
who were verbally harassed because of their sexual orientation
often or frequently reported a GPA of 2.2, compared to transgender
students who were harassed less often who reported a GPA of 3.0.
Not only may frequent harassment result in lower academic
achievement, but it may also affect a student’s educational aspirations.
Figure 16 shows the percentage of transgender students not planning
to pursue a college education by levels of verbal harassment based
on gender, gender expression, and sexual orientation. Across all three
types of harassment, transgender students who were more frequently
harassed were more likely to say they did not plan to pursue further
education than those who were less often harassed.24 For example,
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22 The relationships between missing school and harassment were examined through Pearson correlations
—verbal harassment based on gender expression: r=.27; verbal harassment based on gender: r=.34;
verbal harassment based on sexual orientation: r=.40. All correlations were significant at p<.01.
Percentages are shown for illustrative purposes.
23 The relationships between GPA and harassment were examined through Pearson correlations: verbal
harassment based on gender expression: r=-.21; verbal harassment based on gender: r=-.20; verbal
harassment based on sexual orientation: r=-.30. All correlations were significant at p<.01. Mean GPAs by
level of harassment are shown for illustrative purposes.
24 The relationships between educational aspirations and harassment were examined through Pearson
correlations: verbal harassment based on gender expression: r=-.13, p<.05; verbal harassment based
on gender: r=-.14, p<.05; verbal harassment based on sexual orientation: r=-.16, p<.01. Percentages are
shown for illustrative purposes.
25 To test differences across gender identity, a multiple analysis of covariance (MANCOVA) was conducted
with GPA and educational aspirations as the dependent variables, gender identity as the independent
variable, and sexual orientation as a covariate. The multivariate effect was significant: Pillai’s Trace=.01,
F(6, 12196)=9.89, p<.001. Univariate effects were considered significant at p<.01 and marginally
significant at p<.05.
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Figure 18. Degree of Being Out to

Outness
Even when transgender students feel safe from physical harm in
school, they may not be comfortable disclosing their gender identity
and/or sexual orientation which may prevent them from participating
in school activities as fully as their peers. Students were asked how
“out” or open they were in school about their sexual orientation and/
or gender identity to other students and to school staff. As shown in
Figure 18, the majority (66%) of transgender students were out to
most or all of their peers. In contrast, less than half of transgender
students (45%) were out to most or all of the school staff (see
also Figure 18). Transgender students were not different than
non-transgender LGB students in their degree of outness to other
students;29 however, transgender students were more likely to be out
to staff members than other students. As shown in Figure 19, threequarters of transgender students were out to most or all of the school
staff compared to about two-thirds of the other groups.30 Students
were also asked whether or not they were out to a parent or guardian.
As illustrated in Figure 19, transgender students were more likely
than female students and students with other gender identities to be
out to be to a parent or guardian, but were not more likely than male
students.31
Some transgender students may feel that they cannot publicly
acknowledge their sexual orientation or gender identity because it
may single them out for harassment in school. As shown in Figure
20, the more out transgender students were to their peers at school,
the higher their reported experiences of victimization related to their
gender expression and sexual orientation.32 However, those who
were more out in school were also more likely to report experiences
of victimization to school staff.33 In the 2007 National School Climate
Survey, some students indicated that they did not report incidents to
school staff because of concerns about confidentiality, specifically
that they feared being “outed” by the staff person to other members
of the school community. A transgender student who is already out
to students or staff might be less concerned about being “outed” and
thus, as we found, more likely to report incidents. For example, as
illustrated in Figure 21, 18% of transgender students who were out to
most or all of their school staff indicated that they reported incidents of
harassment or assault to staff most of the time or always, compared to
10% of those who were either not out to staff or only out to a few staff.
Being out about one’s sexual orientation and/or gender identity
may also have positive effects on transgender students’ educational
experiences. For transgender students, being out, and thus able to
participate more fully in one’s school community, was related to a
greater sense of belonging in school.34 For example, as shown in
Figure 22, transgender students who were out to most or all other
students reported a greater sense of belonging to their school
community than those who were not out or only out to a few other
students.
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Talking About LGBT-Related Issues in School
Discussing LGBT issues in class may be another indicator of school
engagement, as being able to talk about these issues in school
may enhance a student’s educational experience and make the
student feel like a greater part of the school community. For example,
students may want to raise issues related to LGBT people or events,
such as discussions of the LGBT civil rights movement in a social
studies class. Almost half (43%) of transgender students reported
being uncomfortable raising LGBT issues in class (see Figure 23);
nevertheless, three-fourths (76%) had actually raised these issues at
least once in the past year (see Figure 24).
In addition to asking students about raising LGBT issues during class,
we asked about their interactions with various school personnel about
LGBT-related issues. Transgender students reported that they would
be most comfortable talking one-on-one with teachers or school
mental health professionals, such as counselors, social workers, or
psychologists. As shown in Figure 25, about half of students reported
that they would be somewhat or very comfortable talking with their
teachers or a school counselor, social worker, or school psychologist,
and over a third said that they would be comfortable talking with
a school nurse or other medical professional. Fewer transgender
students said they would feel comfortable talking one-on-one with a
principal, vice/assistant principal, school librarian or other resource
staff, or a coach about these issues.
Students were also asked how often they had actually spoken with
various school personnel about LGBT-related issues in the past
school year. By and large, the staff with whom they most often had
discussed these issues were the same staff with whom they were
most comfortable – teachers and school mental health professionals
(counselors, social workers, psychologists). However, as shown in
Figure 26, transgender students were more likely to have actually
spoken with a teacher (66%) than a school mental health professional
(51%) even though their comfort level with counselors/social workers/
psychologists was somewhat higher. This finding is to be expected
given that students typically spend more time interacting with teachers
than school-based mental health professionals and thus students
may have more opportunity to engage in conversations with teachers.
Transgender students were much less likely to report having talked
about LGBT issues with principals, vice/assistant principals, or other
school personnel (see again Figure 26).
Being able to talk about LGBT issues in school may help transgender
students feel more connected to their school community. We found
that students who talked about these issues more often in school,
both by raising them in class and talking to school staff, were more
likely to feel like a part of their school.35 For example, as shown in
Figure 27, transgender students who rarely talked to their teachers
about LGBT issues had lower scores on the school belonging scale
(2.3) than those who regularly talked to their teachers (2.7).
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staff about these issues (see Figures 28 and 29). For example, as
illustrated in Figure 29, over half (52%) of transgender students had
2.0
talked to a school
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worker,
psychologist about LGBT
Out to None
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issues in the past year, compared to a third (34%) of male students.
Although we had thought that these differences may be related to
the higher levels of victimization reported by transgender students –
having higher levels of victimization perhaps increasing the likelihood of
talking to school staff – these gender differences remained even after
accounting for levels of victimization experienced.39 Thus, it appears
that transgender students may be talking more often to school staff
about LGBT-related issues other than their experiences of victimization.
Further research should examine the content of these LGBT-related
communications, and research should explore why, even when they feel
no more comfortable doing so, transgender students are more likely to
discuss LGBT issues in school than LGB students who do not identify
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26 Goodenow, C. & Grady, K.E. (1993). The relationship of school belonging and friends’ values to academic
motivation among urban adolescent students. Journal of Experimental Education, 62(1), 60–71.
Roeser, R.W., Midgley, C. & Urdan, T.C. (1996). Perceptions of the school psychological environment and
early adolescents’ psychological and behavioral functioning in school: The mediating role of goals and
belonging. Journal of Educational Psychology, 88, 408–422.
27 A measure for the psychological sense of school membership was developed for use with adolescents
by Carol Goodenow: Goodenow, C. (1993). The psychological sense of school membership among
Figure 30. LGBT-Related Resources in School
adolescents: Scale development and educational correlates. Psychology in the Schools, 30(1), 79–90.
28 To test differences
identity, an analysis of covariance (ANCOVA) was conducted with
44% across gender 46%
50%
feeling of school belonging as the dependent variable, gender identity as the independent variable, and
sexual orientation as a covariate. The main effect of gender identity was significant: F(3, 6136)=27.64,
p<.001.

40%
29
To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
outness to students as the dependent variable, gender31%
identity as the independent variable, and sexual
orientation as a covariate. The main effect of gender identity was not significant.
30
To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
30%
outness to staff as the dependent variable, gender identity as the independent variable, and sexual
orientation as a covariate. The main effect of gender identity was significant: F(3, 6149)=9.73, p<.001.
Transgender students were significantly higher on outness to staff than non-transgender
LGB female
16%
students, and marginally higher than non-transgender GB male students and LGB students with other
20%
gender identities. Percentages are shown for illustrative purposes.
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31 To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
outness to parents as the dependent variable, gender identity as the independent variable, and sexual
10%
orientation as a covariate. The main effect of gender identity was significant: F(3, 6147)=4.31, p<.01.
Percentages are shown for illustrative purposes.
32 The relationships between being out to students and experiences of victimization were examined through
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Pearson correlations– victimization based on sexual orientation: r=.23, p<.01; victimization based on
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33 The relationships between reporting and being out were examined through Pearson correlations – out to
other students: r=.18, p<.01; out to staff: r=.17, p<.05. Percentages are shown for illustrative purposes.
34 The relationships between school belonging and being out were examined through Pearson correlations – out
to other students: r=.19, p<.01; out to staff: r=.20, p<.01. Category means are shown for illustrative purposes.
35 The relationships between raising LGBT issues in class and school belonging was examined through a
Pearson correlation—r=.13, p<.01.
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36 To test differences in comfort level raising LGBT issues in class across gender identity, an analysis of
covariance (ANCOVA) was conducted with comfort level raising LGBT issues in class as the dependent
variable, gender identity as the independent variable, and sexual orientation as a covariate. The main
effect of gender identity was significant: F(3, 6142)=4.92, p<.01, although post-hoc comparisons indicated
that there were no differences between transgender students and other students.
To test differences in comfort level talking school staff about LGBT-related issues across gender identity, a
multivariate analysis of covariance (MANCOVA) was conducted with comfort level talking to each school
staff member as dependent variables, gender identity as the independent variable, and sexual orientation
as a covariate. Multivariate results were significant: Pillai’s Trace=.047, F(21, 17,781)=13.58, p<.001,
although post-hoc comparisons indicated that there were no differences between transgender students
and other students.
37 To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
number of times raising LGBT issues as the dependent variable, gender identity as the independent
variable, and sexual orientation as a covariate. The main effect of gender identity was significant: F(3,
6134)=10.91, p=.001. Post-hoc comparisons revealed that transgender students were more likely (p<.01)
than non-transgender GB male students and LGB students with other gender identities to have raised
LGBT issues in class, and marginally more likely (p<.05) than LGB female students. Percentages are
shown for illustrative purposes.
38 To test differences across gender identity, a multivariate analysis of covariance (MANCOVA) was
conducted with talking to each school staff member (never talking staff member and talking to staff
member at least once) as the dependent variables, gender identity as the independent variable,
and sexual orientation as a covariate. Multivariate results were significant: Pillai’s Trace=.026, F(21,
17460)=7.28, p<.001. Univariate effects were considered at p<.01. Transgender students were more
likely to have talked with principals and vice/assistant principals than all other types of students.
Transgender students were more likely than LGB female students and LGB students with other gender
identities to have talked with teachers. Transgender students were more likely than male and female
LGB students and marginally more likely (p<.05) than LGB students with other gender identities to have
talked with counselors/school social workers/school psychologists and with school nurses/other medical
professionals. Transgender students were more likely than male and female LGB students to have talked
with librarians/other resource staff. Transgender students were only marginally more likely (p<.05) than
male LGB students to have talked with coaches. Percentages are shown for illustrative purposes.
39 To test differences across gender identity, controlling for levels of victimization, a multivariate analysis
of covariance (MANCOVA) was conducted with talking to each school staff member as the dependent
variables, gender identity as the independent variable, and sexual orientation, victimization based on
sexual orientation, victimization based on gender, and victimization based on gender expression as
covariates. Multivariate results were significant: Pillai’s Trace=.015, F(21, 16692)=3.39, p<.001. Univariate
effects were considered at p<.01.
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In-School Resources and Supports
Another dimension of school climate for transgender students is
the availability of positive resources about LGBT-related issues and
of supportive teachers and other school personnel. Students were
asked about the availability of in-school resources and supports:
student clubs that address LGBT student issues (such as GayStraight Alliances); the inclusion of LGBT people, history, or events
in class curricula; teachers and other school staff who are supportive
of LGBT students; and school policies for addressing incidences of
harassment or assault. In the 2007 National School Climate Survey,
we found that each of these resources can have a positive impact on
overall school climate and the experiences of LGBT students. Given
their potential to improve school climate, it is important to examine
students’ access to these in-school resources and supports. We
did not expect that the availability of these school-based resources
would be different for transgender students than for non-transgender
LGB students; and, in fact, there were no significant differences
in availability of resources. However, we believed it important to
describe transgender students’ access to resources and do so in the
following section.
Supportive Student Clubs
For many LGBT students and their allies, student clubs that address
LGBT student issues (commonly called Gay-Straight Alliances or
GSAs) may offer critical support. Slightly less than half (44%) of
transgender students reported that they had a GSA in their school
(see Figure 30). Among transgender students who had a GSA, over
two-thirds (68%) said that they attended meetings often or frequently.
Although transgender students were not more likely to report having
a GSA in their school, they did attend GSA meetings more often
than lesbian, gay, and bisexual students in our survey who were not
transgender.40 For example, over two-thirds (69%) of transgender
students reported attending GSA meetings frequently or often
compared to less than half (47%) of male students (see Figure 31).
Transgender students, however, were not more generally involved
in extracurricular activities, as there was no difference in level of
participation with other school activities, such as student government
or drama club, between transgender students and non-transgender
students.41
Curricula Resources
Most transgender students did not have access to LGBT-related
curricular resources in school. As shown in Figure 30, less than half
(46%) reported that they could find information about LGBT people,
history, or events in their school library and only a third (31%) were
able to access this information using the school Internet. Additionally,
less than a fifth of transgender students (16%) reported that LGBTrelated topics were included in their textbooks or other assigned
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readings, and only a tenth (11%) were exposed to an inclusive
curriculum that included positive representations of LGBT people,
history, or events in their classes (see also Figure 30).
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Supportive School Personnel
Supportive teachers, principals, and other school staff serve as
another important resource for transgender students. Having the
support of caring adults in school may have a positive impact on
the school experiences for students, particularly for those who feel
marginalized or experience harassment. Eight out of ten transgender
students (83%) could identify at least one school staff member whom
they believed was supportive of LGBT students at their school,
yet only slightly more than a third (36%) could identify six or more
supportive school staff (see Figure 32).
School Policies for Addressing Harassment and Assault
School policies that address in-school harassment and assault are
imperative for creating school environments where students feel
safe. Comprehensive policies enumerate categories that explicitly
state protection based on personal characteristics, such as sexual
orientation, gender identity, and gender expression. When a school
has and enforces a comprehensive policy, one that also includes
procedures for reporting incidents to school authorities, it can send
a message that harassment and assault are unacceptable and will
not be tolerated. It can also send a message that student safety,
including the safety of LGBT students, is taken seriously by school
administrators.
In the 2007 National School Climate Survey, we found that having a
comprehensive school policy was related to a more positive school
climate for LGBT students in general. Policies that include gender
identity and gender expression among enumerated categories may be
particularly important for transgender students because they provide
students with greater protection by making clear the various forms
of harassment and assault that will not be tolerated and providing
guidelines for reporting such events. Students were asked whether
their school had a policy or procedure for reporting incidents of inschool harassment or assault, and if that policy explicitly included
sexual orientation and gender identity or expression. As shown in
Table 4, nearly half (46%) of transgender students reported that
their school did not have a policy or did not know if their school
had a policy. Among those who said their school had a policy, more
reported that their school had a “generic” policy, one that does
not include enumerated categories or specify the various types of
harassment that are unacceptable. Few said that their school had a
comprehensive policy that included sexual orientation and/or gender
identity or expression (see also Table 4). Only about a tenth (12%)
of transgender students reported that their school had a policy that
specifically mentioned gender identity or gender expression.
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Figure 32. Number of School Staff
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Table 4. Students’ Reports Regarding School Policies for
Reporting Harassment and Assault
No Policya

46%

Any Policy

54%
b

Generic Policy

31%

Comprehensive Policy

24%

Sexual Orientation Only

11%

Gender Identity/Expression Only

3%

Both Sexual Orientation &
Gender Identity/Expression

9%

a

Includes students who indicated that they did not know if there was a policy or not.

b

Includes students who indicated that they did not know if the policy included specific enumeration.

Notes
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To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with
frequency of GSA attendance as the dependent variable, gender identity as the independent variable,
and sexual orientation as a covariate. The main effect of gender identity was significant: F(3, 2236)=9.83,
p<.001. Percentages are shown for illustrative purposes.
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To test differences across gender identity, an analysis of covariance (ANCOVA) was conducted with level
of school activity participation as the dependent variable, gender identity as the independent variable,
and sexual orientation as a covariate. The main effect of gender identity was not significant.
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Conclusions and Recommendations
Limitations
The findings presented in this report provide valuable information
about the school experiences of transgender students and may
add to our understanding of the educational experiences of these
youth. However, as with all research, there are some limitations to
our study. It is important to note that the sample for this report is
representative only of students who identified as transgender and
had some connection to LGBT communities (either through their local
youth organization or through the Internet) or had a MySpace page.
However, because MySpace did not offer its users the opportunity
to identify their gender as anything other than male or female, our
outreach to transgender students though MySpace was limited to
transgender students who identified as lesbian, gay, or bisexual.

Discussion
Findings presented in this report highlight the experiences of
transgender youth in U.S. schools. Similar to their non-transgender
lesbian, gay, and bisexual peers, most transgender youth attended
schools with hostile school climates. Many transgender students
reported frequently hearing homophobic and sexist language, and
negative remarks about gender expression from other students.
They reported little intervention on the part of school personnel when
such language was used, as well as hearing school personnel make
such remarks themselves. Many transgender students were made to
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feel unsafe in school because of their personal characteristics, most
notably their gender expression and sexual orientation. The majority
of students were verbally harassed in school in the past year because
of their gender expression, sexual orientation, and gender. Many also
experienced physical violence in school for these reasons. This hostile
school climate had very negative repercussions on transgender
students’ ability to succeed in school – a high incidence of harassment
was related to increased absenteeism, decreased educational
aspirations, and lower academic performance. In addition to
experiencing high levels of in-school victimization, many transgender
students lacked the institutional supports that may ameliorate the
negative effects of victimization. Transgender students who were
victimized in school were unlikely to regularly report the events to
school authorities, the very people who are tasked with ensuring that
all students have a safe learning environment. Unfortunately, among
those who did report incidents to school personnel, few students
believed that staff addressed the situation effectively. Furthermore,
although most transgender students could identify at least one
supportive educator, the majority lacked access to other supportive
resources, such as, GSAs, inclusive curricula, and comprehensive
anti-harassment policies.
Findings from this report indicate that the school experiences of
transgender students are similar to, yet also distinct in some ways,
from their non-transgender lesbian, gay, and bisexual peers. Although
LGBT students in general experience high levels of victimization,
transgender students consistently reported the highest levels of
victimization and were less likely than non-transgender students
to feel like a part of their school community. Prior National School
Climate Surveys42 have found similar differences, with transgender
students experiencing a more hostile school environment than nontransgender students. Whereas lesbian, gay, and bisexual people
are often viewed as not conforming to traditional gender norms,
transgender people may pose a challenge not only to gender
roles, but also to the traditional understanding of gender itself; by
challenging the convention that one’s gender identity naturally follows
their gender assigned at birth. Thus, transgender people may be more
vulnerable to stigmatization, harassment, and discrimination that
results from the strict enforcement of the traditional system of gender.
In fact, prior research indicates that the more individuals deviate from
traditional societal norms related to gender, the more likely they are to
experience victimization and isolation.43
In addition to experiencing a more hostile school climate, this report
demonstrates that transgender students were also more likely to be
engaged with LGBT-related issues in their schools, as evidenced by
more frequent attendance at GSA meetings, more frequent interaction
with school personnel about LGBT issues, and greater frequency of
raising LGBT issues in class. It is possible that transgender students
are more engaged in LGBT-related issues and talk more with school
staff because they face higher levels of in-school victimization; yet,
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even when accounting for levels of victimization, there were still
differences between transgender and non-transgender students. Thus,
it may be that beyond explicit victimization, transgender students
face other unique challenges in school that result in an increased
interaction with educators and other students about LGBT issues.
Perhaps transgender students are put in the position of having to
educate school personnel and advocate for their rights in ways that
non-transgender LGB students are not – for example, having to
explain to others what being transgender means. School personnel
and secondary students are most likely familiar with the idea of being
gay, lesbian, or bisexual, and given that there are more gay, lesbian,
and bisexual people than transgender people, they may have limited
exposure to the concept of being transgender or to transgender
individuals. In fact, past research found that both students and
educators were more than twice as likely to know a gay, lesbian, or
bisexual student than a transgender student.44 In addition to educating
members of the school community about being transgender, these
students may also have to advocate for themselves with school
authorities, particularly around issues related to accessing gendersegregated facilities (e.g., bathrooms and locker rooms) or being
addressed by their preferred names and pronouns. An increased
need to explain their situation and advocate for themselves may
also account for why we found that transgender students were more
likely to be out to school staff than non-transgender LGB students.
Yet, although transgender students were more likely than their nontransgender peers to talk about LGBT issues in school, they were not
any more comfortable doing so. Thus, perhaps transgender students
engage in an inadvertent activism of sorts, in that given the nature of
the challenges they face in school, they may have to advocate for their
rights in ways that non-transgender students do not.
In addition to facing hostile school climates, both transgender and
non-transgender lesbian, gay, and bisexual students shared other
similar school experiences. All were unlikely to report incidents
of harassment and assault to school staff, and those that did
were unlikely to find the response of school staff to be effective.
Transgender students’ access to resources and supports also did not
differ from their non-transgender peers, as LGBT students, regardless
of their transgender status, lacked access to many school-based
resources and supports.

Future Directions for Research
This report adds to available information about LGBT youth by
examining the specific experiences of a national sample of transgender
students. With 295 participants, this study had one of the largest
samples of transgender youth. Yet, research with larger samples of
transgender youth is necessary to further our understanding of their
experiences and enable examination of specific subgroups within the
larger population of transgender youth. Future research should examine
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the school experiences within various subgroups of transgender
youth (e.g., Latino/a transgender youth, lesbian transgender youth,
transgender youth in rural communities) and explore differences in
experiences based on various demographic characteristics (e.g., race/
ethnicity, age, sexual orientation). Furthermore, although we found no
differences in transgender students’ experiences based on the way they
specifically identified their gender (e.g., male-to-female transgender,
female-to-male transgender, transgender), the relatively small sample
of youth in each category may have limited our ability to detect any
differences in their experiences. Given that transgender people
identify in a variety of ways, future research should examine potential
differences in their experiences based on how they identify. Quantitative
research with a large enough sample size to detect potential differences
is needed, as well as qualitative research that explores transgender
youth’s experiences more in depth.
The current report has also raised a number of additional questions
for future research. The findings from this report indicate that,
compared to lesbian, gay, and bisexual students who do not identify
as transgender, transgender students are more likely to be involved in
LGBT-related issues, through their involvement in GSAs, interactions
with school staff, and participation in classroom discussions. Research
that explores both the content of and possible explanations for
transgender students’ greater involvement in LGBT issues at school
would be an important contribution to our understanding of LGBT
students’ school experiences.
Further research is also needed on school structures, policies, and
practices related to issues of gender expression and gender identity.
For example, as existing research indicates that gender identity and
expression are less likely than sexual orientation to be addressed
in anti-harassment policies45 and trainings for educators,46 it is likely
that other LGBT-inclusive resources (e.g., curricula, library resources)
are more apt to include information about lesbian, gay, and bisexual
people, history, and events than information about transgender people
or issues. Findings from this report indicate that many transgender
students do not have access to LGBT-related in-school resources at
all, but further research should examine the extent to which these
resources specifically address transgender people, history, and
events. In addition to specifically LGBT-related resources, research
should examine other school policies and practices, as school facilities
are often segregated by gender with no alternatives provided for
students for whom this creates difficulties. Research on the existence
of traditionally gender segregated spaces (e.g., bathrooms and locker
rooms) and school policies (e.g., dress codes and athletic teams)
would provide a more complete picture of the ways in which school
environments may accommodate or disenfranchise students who do
not conform to traditional gender norms.
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Recommendations for Policy and Practice
The findings detailed in this report make it clear that there is an
urgent need for action to create a safer school climate for transgender
students. Educators, policymakers, and safe school advocates
must continue to seek to understand the specific experiences of
transgender students, and implement measures to ensure that
schools are safe and inclusive environments for transgender youth.
Findings from the 2007 National School Climate Survey highlight the
important role that institutional supports can play in making schools
safer for LGBT students. The availability of supportive school staff,
Gay-Straight Alliances, LGBT inclusive curricular resources, and
the presence of comprehensive anti-harassment school policies
were related to improved school climate on a number of indicators,
including: increased feelings of safety, lower frequencies of
harassment and assault, lower absenteeism due to safety concerns,
lower academic achievement, higher frequencies of reporting
incidents of harassment and assault to school authorities, and more
effective responses to incidents by school staff. Unfortunately, we
found that the majority of transgender students did not have access
to most of these resources. On a positive note, the vast majority
of transgender students could identify at least one supportive
staff person in school, although only about a third reported having
access to many supportive staff. Given the potential positive impact
of supportive educators, student clubs, curricular resources, and
comprehensive anti-harassment policies on the school experiences
of LGBT students, it is imperative that schools work to provide these
resources to students.
Along with providing access to LGBT-related resources, it is important
for educators, advocates, and policymakers to recognize how the
needs of transgender youth may both be similar to and different from
the needs of their non-transgender peers. It appears that educators
are aware that transgender students may face particularly hostile
climates – in two national studies, teachers and school principals
recognized that transgender students would feel less safe at school
than LGB students.47 Yet, in order for LGBT-related resources to truly
be inclusive and effective for transgender students, they must explicitly
address issues and experiences specific to transgender students.
However, prior research indicates that the needs of transgender
students are often ignored and that issues involving gender identity or
gender expression are rarely included in school policies or practices.
School personnel need professional development to improve rates
of intervention and increase the number of supportive school staff
available to transgender students. However, a national survey of
public school principals indicates that educators were rarely exposed
to information about transgender students or victimization based on
gender identity or expression.48 Although educators were unlikely to
receive this information, few principals believed that transgender issues
were among the areas where their staff needed the most support and
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training. Thus, it may be necessary for advocates to engage in efforts
to make school administrators aware of the importance of training
for educators on these issues. School staff can also help to create
a safe and welcoming environment for all students by proactively
educating their students. In an effort to prevent the all too pervasive
negative remarks about gender expression, homophobic remarks, and
harassment of transgender students, students should be taught that
this type of behavior is not acceptable. Yet, based on research from a
national survey of principals, most anti-bullying/harassment programs
for students did not include information on bullying or harassment
based on students’ gender identity or gender expression.49
In addition to educating staff and students, schools and districts
should also adopt and implement comprehensive policies that
enumerate categories, including sexual orientation and gender identity
and expression, and have clear and effective systems for reporting
and addressing incidents that students experience. Yet, similar to
findings from past research,50 this report indicates that most schools
do not have such policies. In addition, LGBT students overall reported
that their schools’ policies were more likely to specifically enumerate
sexual orientation than gender identity or gender expression.
Furthermore, many students were not aware whether their school had
a policy or not. Thus, in addition to the inclusion of specific protections
based on sexual orientation, gender identity, and gender expression,
schools must take measures to ensure that all members of the school
community are aware of the policies that are currently in place.
Although implementing strategies to decrease bullying and
harassment for all students is crucial, schools must also go beyond
addressing these critical issues and consider how policies and
practices related to traditional notions of gender may contribute to a
hostile school climate. For example, the gender segregation of school
facilities, such as bathrooms, locker rooms, and physical education
classes, gender-specific dress codes, and classroom procedures
that sort students into groups by gender may all pose challenges for
transgender students. Practices and policies that are sensitive to the
experiences of transgender students would not only serve to improve
their school experiences, but can send an important message to all
members of a school community that individuals will not be limited nor
defined merely by their gender.
Taken together, these recommended measures can move us towards
a future in which every child learns to respect and accept all people,
regardless of sexual orientation, gender identity, or gender expression.
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MODEL SCHOOL DI STRICT POLI CY REGARDING
TRANSGENDER AND GENDER NONCO NFORMING STUDENTS

PURPOSE
California law and District policy require that all programs, activities, and employment
practices be free from discrimination based on sex, sexual orientation, or gender identity.
This policy is designed in keeping with these mandates to create a safe learning environment
for all students and to ensure that every student has equal access to all school programs and
activities.
This policy sets out guidelines for schools and district staff to address the needs of
transgender and gender nonconforming students and clarifies how state law should be
implemented in situations where questions may arise about how to protect the legal rights or
safety of such students. This policy does not anticipate every situation that might occur with
respect to transgender or gender nonconforming students, and the needs of each
transgender or gender nonconforming student must be assessed on a case-by-case basis. In
all cases, the goal is to ensure the safety, comfort, and healthy development of the
transgender or gender nonconforming student while maximizing the student’s social
integration and minimizing stigmatization of the student.
DEFINITIONS
The definitions provided here are not intended to label students but rather to assist in
understanding this policy and the legal obligations of District staff. Students might or might
not use these terms to describe themselves.
•

“Gender identity” is a person’s deeply held sense or psychological knowledge of their
own gender, regardless of the gender they were assigned at birth. Everyone has a gender
identity.

•

“Transgender” describes people whose gender identity is different from their gender
assigned at birth.

•

“Gender expression” refers to the way a person expresses gender, such as clothing,
hairstyles, activities, or mannerisms.

•

“Gender nonconforming” describes people whose gender expression differs from
stereotypical expectations, such as “feminine” boys, “masculine” girls, and those who are
perceived as androgynous.

www.casafeschools.org • info@casafeschools.org

GUIDAN CE
Privacy
All persons, including students, have a right to privacy. This includes the right to keep
private one’s transgender status or gender nonconforming presentation at school.
Information about a student’s transgender status, legal name, or gender assigned at
birth also may constitute confidential medical information. School personnel should
not disclose information that may reveal a student’s transgender status or gender
nonconforming presentation to others, including parents and other school personnel,
unless legally required to do so or unless the student has authorized such disclosure.
Transgender and gender nonconforming students have the right to discuss and
express their gender identity and expression openly and to decide when, with whom,
and how much to share private information.
When contacting the parent or guardian of a transgender or gender nonconforming
student, school personnel should use the student’s legal name and the pronoun
corresponding to the student’s gender assigned at birth unless the student, parent, or
guardian has specified otherwise.
Official Records
The District is required to maintain a mandatory permanent pupil record (“official
record”) that includes a student’s legal name and legal gender. However, the District
is not required to use a student’s legal name and gender on other school records or
documents. The District will change a student’s official record to reflect a change in
legal name or legal gender upon receipt of documentation that such change has been
made pursuant to a court order. In situations where school staff or administrators are
required by law to use or to report a transgender student’s legal name or gender, such
as for purposes of standardized testing, school staff and administrators shall adopt
practices to avoid the inadvertent disclosure of such confidential information.
Names/Pronouns
A student has the right to be addressed by a name and pronoun that corresponds to
the student’s gender identity. A court-ordered name or gender change is not
required, and the student need not change his or her official records.
The intentional or persistent refusal to respect a student’s gender identity (for
example, intentionally referring to the student by a name or pronoun that does not
correspond to the student’s gender identity) is a violation of this policy.
Gender-Segregated Activities
To the extent possible, schools should reduce or eliminate the practice of segregating
students by gender. In situations where students are segregated by gender, such as
for health education classes, students should be included in the group that
corresponds to their gender identity.
www.casafeschools.org • info@casafeschools.org

Student Information Systems
The District has modified its student information system to prevent disclosure of
confidential information and ensure that school personnel use a student’s preferred
name and pronouns consistent with the student’s gender identity. Instructions for
using that system are attached to this policy.
Restroom Accessibility
Students shall have access to the restroom that corresponds to their gender identity
consistently asserted at school. Any student who has a need or desire for increased
privacy, regardless of the underlying reason, should be provided access to a single
stall restroom, but no student shall be required to use such a restroom.
Locker Room Accessibility
The use of locker rooms by transgender students shall be assessed on a case-by-case
basis with the goals of maximizing the student’s social integration and equal
opportunity to participate in physical education classes and sports, ensuring the
student’s safety and comfort, and minimizing stigmatization of the student. In most
cases, transgender students should have access to the locker room that corresponds
to their gender identity consistently asserted at school. Any student who has a need
or desire for increased privacy, regardless of the underlying reason, should be
provided with a reasonable alternative changing area such as the use of a private area
(e.g., a nearby restroom stall with a door, an area separated by a curtain, a P.E.
instructor’s office in the locker room, or a nearby health office restroom), or with a
separate changing schedule (e.g., using the locker room that corresponds to their
gender identity before or after other students). Any alternative arrangement should
be provided in a way that protects the student’s ability to keep his or her transgender
status confidential. In no case shall a transgender student be required to use a locker
room that conflicts with the student’s gender identity.
Physical Edu cation Classes & Intramural Sports
Transgender and gender nonconforming students shall be permitted to participate in
physical education classes and intramural sports in a manner consistent with their
gender identity.
Interscholastic Competitive Sports Team s
Transgender and gender nonconforming students shall be permitted to participate in
interscholastic athletics in a manner consistent with their gender identity.
Dress Codes
Transgender and gender nonconforming students have the right to dress in a manner
consistent with their gender identity or gender expression. In general, schools may
not adopt dress codes that restrict students’ clothing or appearance on the basis of
gender.
www.casafeschools.org • info@casafeschools.org

Discrimination/Harassment
It is the responsibility of each school and the District to ensure that transgender and
gender nonconforming students have a safe school environment. This includes
ensuring that any incident of discrimination, harassment, or violence is given
immediate attention, including investigating the incident, taking appropriate
corrective action, and providing students and staff with appropriate resources.
Complaints alleging discrimination or harassment based on a person’s actual or
perceived transgender status or gender nonconformity are to be handled in the same
manner as other discrimination or harassment complaints. (See the “Related
Resources” and the “Assistance” sections of this policy for further information
regarding the filing of discrimination or harassment complaints.)
Transferring a Student to Another Schoo l (Opportunity Transfers)
In general, schools should aim to keep transgender and gender nonconforming
students at the original school site. Opportunity transfers should not be a school’s
first response to harassment and should be considered only when necessary for the
protection or personal welfare of the transferred student, or when requested by the
student or the student’s parent. The student or the student’s parent or guardian must
consent to any such transfer.
RELATED RESOURCE S
[Include here related policies from the District concerning the topics covered in the
policy, such as discrimination, harassment, bullying, reporting incidents of
discrimination, dress codes, and opportunity transfers.]
Complaints about violations of this policy should be handled through the Uniform Complaint
Procedures. Cal. Code Regs. tit. 5, §§ 4600-4687.
ASSIST ANCE
[Include here contact information for relevant District offices that can provide
assistance regarding educational equity compliance, SIS, athletics, or other issues.]
ATTACHMENT S
[Include here instructions for entering data in and getting data from the District’s student
information system to prevent disclosure of confidential information and ensure that school
personnel use a student’s preferred name and pronouns consistent with the student’s gender
identity.]
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What’s Known on This Subject

What This Study Adds

To our knowledge, no other study has examined the relationship between family rejection of LGB adolescents with health and mental health problems in emerging
adulthood.

This study expands our understanding of predictors of negative health outcomes for
LGB adolescents and provides new directions for assessing risk and preventing health
and mental health problems in LGB adolescents.

ABSTRACT
OBJECTIVE. We examined specific family rejecting reactions to sexual orientation and

gender expression during adolescence as predictors of current health problems in a
sample of lesbian, gay, and bisexual young adults.
METHODS. On the basis of previously collected in-depth interviews, we developed quantitative

scales to assess retrospectively in young adults the frequency of parental and caregiver
reactions to a lesbian, gay, or bisexual sexual orientation during adolescence. Our survey
instrument also included measures of 9 negative health indicators, including mental health,
substance abuse, and sexual risk. The survey was administered to a sample of 224 white and
Latino self-identified lesbian, gay, and bisexual young adults, aged 21 to 25, recruited
through diverse venues and organizations. Participants completed self-report questionnaires
by using either computer-assisted or pencil-and-paper surveys.
RESULTS. Higher rates of family rejection were significantly associated with poorer health

outcomes. On the basis of odds ratios, lesbian, gay, and bisexual young adults who
reported higher levels of family rejection during adolescence were 8.4 times more likely
to report having attempted suicide, 5.9 times more likely to report high levels of
depression, 3.4 times more likely to use illegal drugs, and 3.4 times more likely to report
having engaged in unprotected sexual intercourse compared with peers from families
that reported no or low levels of family rejection. Latino men reported the highest
number of negative family reactions to their sexual orientation in adolescence.
CONCLUSIONS. This study establishes a clear link between specific parental and caregiver
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rejecting behaviors and negative health problems in young lesbian, gay, and bisexual
adults. Providers who serve this population should assess and help educate families about the impact of rejecting
behaviors. Counseling families, providing anticipatory guidance, and referring families for counseling and support
can help make a critical difference in helping decrease risk and increasing well-being for lesbian, gay, and bisexual
youth. Pediatrics 2009;123:346–352

S

INCE STUDIES WERE first published on homosexual youth in the 1970s and 1980s,1,2 serious health disparities3–8
have been documented among lesbian, gay, and bisexual (LGB) adolescents compared with their heterosexual
peers. Population-based and community studies have documented higher levels of suicide attempts,9–11 substance
use,3,4,6 symptoms of depression and mental health problems,12,13and sexual health risks, including risk for sexually
transmitted infections, HIV,3,14,15 and adolescent pregnancy.16–18 Similarly, population-based studies have reported
high levels of negative health outcomes for LGB adults compared with heterosexuals.19–22
Both practitioners and researchers have noted that risks to physical, emotional, and social health for sexual
minority adolescents are primarily related to social stigma and negative societal responses,23–26 particularly in
schools3,25–29 In addition, several studies have linked minority stress (experiencing and internalizing negative life
events and victimization in the social environment) with negative health outcomes in LGB adults, including
depressive symptoms, substance use, and suicidal ideation.30,31
Pediatric providers are trained to work closely with families and to recognize that families have “a central and
enduring influence” on a child’s life.32 Because parents and key caregivers are perceived to play a vital role in an
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adolescent’s health and well-being,33 it is surprising that
so little attention has focused on parents and caregivers’
influence on their LGB children and adolescents’ health
and well-being.
This article presents findings related to family rejection from the Family Acceptance Project (FAP), a research and intervention initiative to study the influence
of family reactions on the health and mental health of
lesbian, gay, and bisexual adolescents and young adults.
To our knowledge, no other study has previously examined this relationship. The current study was designed to
link specific family reactions to their children’s sexual
orientation and gender expression with health and mental health problems in emerging adulthood.

their own with fewer immediate parental buffers or
behavioral restrictions.
The family rejection measures in the survey were
developed based on a previous in-depth qualitative
study conducted in English and Spanish among 53 socioeconomically and geographically diverse Latino and
non-Latino white LGB adolescents and 49 completed
families throughout California from 2002 to 2004. These
in-depth individual interviews of 2 to 4 hours each
generated 106 specific behaviors that families and caregivers used to express acceptance or rejection of their
LGB children; 51 of these family reactions were rejecting
(such as excluding their LGB child from family activities
or events).
Measures

METHODS
Sampling and Recruitment
The FAP uses a participatory research approach advised
at all stages by the population of interest (LGB adolescents, young adults, and family members), as well as
health care providers, teachers, and advocates. Participatory research increases both the representativeness
and the cultural competence of sampling and research
strategies.34 Providers, youth, and family members met
regularly with the research team to provide guidance
on all aspects of the research, including methods,
recruitment, instrumentation, analysis, coding, materials development, and dissemination and application
of findings.
We recruited a sample of 245 LGB young non-Latino
white and Latino adults, ages 21 to 25 years, who were
open about their sexual orientation to at least 1 parent
or primary caregiver (including guardians) during
adolescence. Twenty-one participants self-identified as
transgender. Because of the small number of transgender participants, we only report here on outcomes from
224 LGB respondents. Participants were recruited conveniently from 249 LGB venues within 100 miles from
our office. Half of the sites were community and social
organizations that serve LGB young adults, and half
were from clubs and bars serving this group. Bilingual
recruiters conducted venue-based recruitment from bars
and clubs and contacted each agency to access all young
adults who use their services.
Study Procedures
Young adults who expressed interest in the study were
screened for eligibility, and those meeting inclusion criteria were enrolled. Criteria included: age 21 to 25 years;
ethnicity (non-Latino white, Latino, or Latino mixed);
self-identification as LGB, homosexual, or queer/nonheterosexual during adolescence; knowledge of their
LGB sexual orientation by at least 1 parent or guardian
during adolescence; and having lived with at least 1
parent or guardian during adolescence at least part-time.
LGB young adults, ages 21 to 25 years, were studied to
assess the impact of family reactions to their LGB identity at an age when most young people have achieved
greater independence and are more likely to be living on

Family Rejection
On the basis of transcripts of in-depth interviews, we
created 51 close-ended items that assessed the presence
and frequency of each rejecting parental or caregiver
reaction to participants’ sexual identity and gender expression when they were teenagers, creating at least 3
close-ended items for each type of outwardly observable
rejecting reaction documented in transcripts. For example, “Between ages 13–19, how often did your parents/
caregivers blame you for any anti-gay mistreatment that
you experienced?”
For each survey item, participants indicated whether
their parents or caregivers reacted in the way specified
by the item “many times,” “a few times,” “once or
twice,” or “never.” For the current analysis, however,
we dichotomized responses to each item into never (0)
or ever (1). We dichotomized item responses because,
at this point in the research program, it is unclear
whether the frequencies of different rejecting reactions
are equivalent with respect to potential health impact.
For example, are multiple acts of exclusion from family
activities equivalent to multiple disparaging comments
made by the family about LGB persons? We plan to
address these questions in subsequent analyses. In addition, the dichotomous scoring of items facilitated comparison of the mean number of different types of family
rejecting reactions for different gender and ethnic subgroups. Dichotomized scores were then added to create a
family rejection score, with values ranging from 0 to 51
(mean: 20.91; SD: 15.84). Reliability analyses indicate
that the FAP Family Rejection Scale has high internal
consistency (Cronbach’s ␣ ⫽ .98).
To facilitate use of the findings by pediatric providers,
we also divided the sample equally into 3 subgroups
based on the tertile in which their family rejection score
fell: low rejection scores (n ⫽ 76; scores ranging from
0 –11.00 [mean: 4.86]), moderate rejection scores (n ⫽
74; scores ranging from 11.09 to 25.50 [mean: 17.48]),
and high rejection scores (n ⫽ 74; scores ranging from
26.56 to 51.00 [mean: 40.83]).
Mental Health
We assessed 3 mental health outcomes: current depression, suicidal ideation in the last 6 months, and lifetime
PEDIATRICS Volume 123, Number 1, January 2009
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TABLE 1 Demographics
Variable

Total (N ⫽ 224)
White (n ⫽ 52)

Latino (n ⫽ 62)

White (n ⫽ 55)

Latina (n ⫽ 55)

Mean age, y
Education, %
Less than high school
High school graduate
Some college
College degree or higher
Employment and income, %
Currently employed
In school
Weekly income ⬍$100
Weekly income
$101[en]$300
Weekly income
$301[en]$500
Weekly income $500⫹
Sexual identity, mean ages, y
Aware of same-sex attraction
Came out to self
Came out to others
Came out to family

22.82

22.88

22.74

23.09

22.58

None

9.8
18.3
50.9
21.0

13.5
19.2
46.2
21.2

11.3
19.4
62.9
6.5

5.5
18.2
43.6
32.7

9.1
16.4
49.1
25.5

None

76.3
56.6
23.3
32.7

61.5
40.0
30.8
19.2

85.5
66.7
14.5
33.9

80.0
45.5
25.5
40.0

76.4
84.6
24.1
37.0

Gb, GxEb
Eb
None

28.3

34.6

29

21.8

27.8

15.7

15.3

22.6

12.7

11.1

10.76
14.16
15.32
15.82

9.54
13.88
15.21
15.27

9.74
13.64
15.34
15.81

11.47
14.2
15.21
16.24

12.36
14.95
15.73
16.13

Male

Female

Statistically Signiﬁcant
Effectsa

Gc
Gb
None
None

G indicates gender effect; E, ethnicity effect; GxE, gender-by-ethnicity interaction.
a Results of logistic regressions testing gender, ethnicity, and their interaction as predictors of demographic variables.
b P ⬍ .05.
c P ⬍ .001.

suicide attempts. Level of current depression was assessed through the Center for Epidemiologic Studies Depression Scale (CES-D). We used the recommended cutoff point for adolescents and young adults35 (⬎16
indicates probable depression). Suicidal ideation and suicide attempts were measured by single items that were
scored dichotomously yes (1) or no (0).
Substance Use and Abuse
We assessed substance use and abuse in 3 ways: heavy
alcohol drinking in the past 6 months, use of illicit drugs
in the past 6 months, and substance use–related problems in the last 5 years. Heavy drinking was defined by
drinking 1 to 2 times per week or more with 3 or more
drinks on a typical day. Illicit drug use was assessed by a
single item answered dichotomously about use in the
past 6 months. Four items assessed the potential negative consequences of alcohol and/or drug use: problems
with the law, loss of employment, loss of consciousness,
and conflicts with family, lovers, or friends. Measure of
substance use–related problems was scored dichotomously (ⱖ1 substance use–related problems [1] versus
none [0]).
Sexual Risk Behavior
We assessed sexual behavior in the last 6 months by
asking about number, gender, and type of sexual partners, type of sexual activity, and whether condoms were
used when activity involved anal or vaginal penetration.
Based on these responses, we created 2 measures of
sexual risk: Any unprotected anal and/or vaginal sex
with a casual, nonmonogamous, or HIV-serodiscordant
partner (1) at last intercourse, and (2) any time in the
348
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past 6 months. Because young lesbian and bisexual
women experience their greatest risks for HIV infection
through sexual behaviors with men, sex between 2
women was not categorized as “risky” for HIV infection.
Significant percentages of young women reported unprotected vaginal sex with casual male partners. Finally,
we asked whether participants had ever in their lives
been diagnosed by a health care professional as having
an STD. The 3 measures were scored dichotomously as
yes (1) or no (0).
RESULTS
Demographic Proﬁle of the Sample
Table 1 includes the demographic profile of the sample.
The mean age was 22.82 years, with no significant age
differences by gender or ethnicity. Forty-eight percent
were non-Latino whites and 52% were Latino; 51%
identified as male, 49% as female. Contrary to what
would be expected for non-LGB populations, nonLatino white men were the least likely to be employed
(61.5%) and were less likely to be in school (40%). The
findings on sexual identity development indicate that,
on average, men were aware of same-sex attraction 2
years earlier than women and self-identified as LGB ⬃1
year earlier than the women. No gender differences
were found for disclosure of sexual orientation to family
and others.
Negative Health Outcomes According to Gender and Ethnicity
Table 2 reports the prevalence of negative health problems for the sample according to gender and ethnicity.
Rates are high for depression, suicidal ideation and at-
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TABLE 2 Health-Related Problems According to Gender and Ethnicity
Variable

%
Whole
Sample

Mental health problems
Current depression (CES-D⬎16)
Suicidal ideation
Suicide attempts (any, ever)
Substance use and abuse
Heavy drinking (past 6 mo)
Illicit substance use (last 6 mo)
Substance use[en]related problems (any, ever)
Sexual risk
Unprotected sex with casual partner (last 6 mo)
Unprotected sex with casual partner (at last intercourse)
STD diagnosis (any, ever)

Male

Statistically Signiﬁcant
Effectsa

Female

White

Latino

White

Latino

43.3
25.4
40.6

44.2
25.0
44.2

58.1
35.5
54.8

41.8
27.3
34.5

27.3
12.7
27.3

GxEb
GxEb
None

41.5
54.5
54.7

48.1
47.3
55.8

58.1
43.6
67.7

32.7
63.5
50.9

25.5
62.9
42.6

None
None
None

27.2
20.7
27.6

40.4
13.7
38.0

45.2
32.3
38.0

7.3
20.0
23.5

14.5
14.8
11.5

Gc
GxEb
None

GxE indicates gender-by-ethnicity interaction.
a Results of logistic regressions testing gender, ethnicity, and their interaction as predictors of demographic variables.
b P ⬍ .05.
c P ⬍ .001.

tempts, substance use, and sexual health risks. More
than half (54.7%) reported at least 1 substance use–
related problem, and 40.6% reported at least 1 lifetime
suicide attempt. Taken together, the data indicate that
about half of this sample of young LGB adults show
considerable mental health and substance use problems.
Sexual risk behavior appears somewhat less frequently
but still at a relatively high incidence.
To determine whether health outcomes differed
according to gender and ethnicity, a series of logistic
regression analyses were conducted, regressing each
outcome onto gender (G: male, female), ethnicity (E:
non-Latino white, Latino), and their interaction. Results
of these analyses are presented in Table 2. For 2 of the 3
mental health outcomes, significant gender-by-ethnicity
interactions were observed, with Latino men showing
higher rates of depression and suicidal ideation. Latino
men also showed higher levels of HIV risk behavior.
Family Rejection According to Gender and Ethnicity
Table 3 reports means and SDs for the FAP Family Rejection Scale according to gender and ethnicity. Because
scale items were scored dichotomously (ever [1] versus
never [0]), scale means reflect the mean number of
different negative parental/caregiver reactions experienced during adolescence within each subgroup. NonLatino white women reported the least (mean: 17.65),
whereas Latino men reported the highest number
(mean: 24.52) of negative family reactions to their sexual orientation in adolescence. To determine whether
levels of family rejection differed by gender and ethnicity, a 2 (gender) ⫻ 2 (ethnicity) analysis of variance was
conducted on the number of reported rejecting experiences (see Table 3). Statistically significant main effects
were observed only for gender, indicating that men reported more rejecting reactions than women.
Family Rejection as Predictor of Negative Health Outcomes
The relationships between experiences of family rejection and the 9 negative health outcomes were analyzed

in 2 different ways. First, we analyzed the relationship
between continuous scale scores and health outcomes in
logistic regressions where continuous scores were the
independent variable controlling for gender and ethnicity. For this analysis, continuous scores were rescaled so
that 1 unit equaled 1 SD. Resulting odds ratios (ORs) can
be interpreted as the increased risk for an outcome,
given a 1-SD increase in family rejection. A second series
of logistic regression analyses were conducted in which
each health outcome was regressed onto the trichotomized rejection score, also controlling for gender and
ethnicity. These results are reported in Table 4, including
the proportion of participants within each family rejection subgroup (low, moderate, and high) who experienced the given negative health outcome.
Greater experiences of family rejection were associated with poorer health outcomes. This was true for all
but 2 of the 9 outcomes (heavy drinking in the past 6
months and lifetime history of STD diagnosis). In general, large statistically significant differences in health
outcomes were observed when participants scoring in
the upper tertile of family rejection were compared with
those in the lower tertile. Fewer differences were observed when moderate levels of rejection were compared with low rejection. As Table 4 shows, LGB
young adults who reported higher levels of family
rejection during adolescence were 8.4 times more
likely to report having attempted suicide, 5.9 times
more likely to report high levels of depression, 3.4
times more likely to report illegal drug use, and 3.4
times more likely to report having engaged in unpro-

TABLE 3 Family Rejection
Gender

White

Latino

Male
Female

21.30 (17.03)
17.65 (13.83)

24.52 (17.12)
19.74 (14.60)

Range of scale: 0 [en]51. Ethnicity: F1220 ⫽ 1.58, not signiﬁcant; gender: F1220 ⫽ 4.06, P ⬍ .05;
gender by ethnicity: F2239 ⬍ 1, not signiﬁcant.
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TABLE 4 Family Rejection as Predictors of Negative Health Outcomes
Outcome Variable

Rejection Scale Score, OR
(95% Conﬁdence Interval)a

Percentage of Participants
Experiencing Outcome

Moderate Rejection, OR
High Rejection, OR
(95% Conﬁdence Interval)b (95% Conﬁdence Interval)b

Low Moderate High
Rejection Rejection Rejection
Scores
Scores
Scores
Mental health
Suicidal ideation
Suicide attempts
Depression (CES-D ⬎16)
Substance use/abuse
Heavy drinking (past 6 mo)
Illicit substance use (past 6 mo)
Substance-related problems (any, ever)
Sexual risk behavior
Unprotected sex with a casual partner
(past 6 mo)
Unprotected sex with a casual partner
(last intercourse)
STD diagnosis (any, ever)

2.13 (1.53–2.95)c
3.09 (2.18–4.37)c
2.21 (1.62–3.01)c

11.8
19.7
22.4

21.6
35.1
44.6

43.2
67.6
63.5

2.12 (0.86–5.18)
2.29 (1.08–4.83)d
2.92 (1.42–6.00)e

5.64 (2.42–13.14)c
8.35 (3.90–17.85)c
5.94 (2.86–12.34)c

0.84 (0.63–1.12)
1.83 (1.35–2.49)c
1.60 (1.19–2.14)e

40.8
42.1
48.0

47.3
50.0
47.3

36.5
71.6
68.9

1.34 (0.69–2.63)
1.42 (0.74–2.72)
0.98 (0.51–1.88)

0.71 (0.36–1.42)
3.38 (1.69–6.77)e
2.28 (1.16–4.50)d

1.73 (1.25–2.40)e

23.7

12.2

45.9

0.41 (0.16–1.04)

2.50 (1.17–5.34)d

1.72 (1.23–2.42)e

13.2

13.9

35.1

1.04 (0.41–2.69)

3.36 (1.47–7.67)e

1.32 (0.95–1.85)

24.0

27.1

32.8

1.25 (0.58–2.69)

1.49 (0.68–3.27)

All effects were adjusted for gender (female, male) and ethnicity (Latino, white).
a Continuous scale score, rescaled such that 1 unit ⫽ 1 SD; ORs can be interpreted as the change in odds of the outcome for a 1-SD change in rejection.
b Low rejection is the reference group.
c P ⬍ .001.
d P ⬍ .01.
e P ⬍ .05.

tected sexual intercourse, compared with peers from
families with no or low levels of family rejection.
DISCUSSION
The results of this study show that negative family reactions to an adolescent’s sexual orientation are associated
with negative health problems in LGB young adults. As
such, this study provides empirical evidence to begin
addressing long-standing questions about the precursors
of high levels of risk consistently documented in studies
of LGB youth and young adults. Because families play
such a critical role in child and adolescent development,
it is not surprising that adverse, punitive, and traumatic
reactions from parents and caregivers in response to
their children’s LGB identity would have such a negative
influence on their risk behaviors and health status as
young adults. This study begins to help us understand
the important role that parents and caregivers of lesbian,
gay, and bisexual youth play in contributing to health
problems in their LGB children. Given that higher levels
of family rejection and higher rates of negative mental
health and HIV risk outcomes were found among Latino
gay and bisexual men, our study suggests that this subgroup is particularly affected.
Our findings also underscore a key recommendation
of the American Academy of Pediatrics Task Force on the
Family: to expand practice to encompass assessment of
family relationships and behaviors.36 Although the current study does not determine causality, it establishes a
link between specific parental and caregiver rejecting
behaviors and negative health problems in LGB young
adults. LGB young people from families with no or low
levels of rejection are at significantly lower risk than
those from highly rejecting families related to depres350
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sion, suicidality, illicit substance use, and risky sexual
behavior. So helping families identify and reduce specific
rejecting behaviors is integral to helping prevent health
and mental health problems for LGB young people.
Parents consider pediatricians36 and other health providers to be important sources of guidance in childrearing. By asking LGB adolescents about their relationships
with their families and experiences with family rejection, providers can obtain important information in determining the adolescent’s risk profile. Anticipatory
guidance offers a direct opportunity to advise parents of
LGB youth on how to support their child’s health and
development.23
The current study also has important implications for
identifying youth at risk for family violence and for
being ejected from their homes or placed in custodial
care because of their LGB identity. LGB youth are overrepresented in foster care, juvenile detention, and
among homeless youth. Moreover, conflict related to the
adolescent’s sexual and gender identity is a primary
cause of ejection or removal from the home. Early intervention to help educate families about the impact of
rejecting behaviors is important to help maintain these
youth in their homes.
There are several limitations to the study. This is a
retrospective study that measures young adults’ reported
experiences that occurred several years earlier, which
may introduce some potential for, recall bias. To minimize this concern, we created measures that asked
whether a specific family event related to their LGB
identity actually occurred (eg, verbal abuse), rather than
asking generally about “how rejecting” parents were.
Although we went to great lengths to recruit a diverse
sample drawing from multiple venues, our sample is
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technically one of convenience, and thus shares the
limitations inherent in all convenience samples.37 Thus,
these data might not represent all subpopulations of LGB
young adults, as well as individuals who are neither
white nor Latino. The study focused on LGB non-Latino
white and Latino young adults to permit more in-depth
assessment of cultural issues and experiences related to
sexual orientation and gender expression, so it did not
include all other groups and drew from 1 urban geographic area. Subsequent research should include
greater ethnic diversity to assess potential differences in
family reactions. Lastly, given the cross-sectional nature
of this study, we caution against making cause– effect
interpretations from these findings.
RECOMMENDATIONS FOR PRACTICE
Pediatric providers can help decrease family rejection
and increase support for LGB young people in several
ways:
1. Ask LGB adolescents about family reactions to their
sexual orientation and gender expression and refer to
LGB community support programs and for supportive
counseling as needed.
2. Identify LGB support programs in the community
and online resources to educate parents about how to
help their LGB children. Parents need access to positive parental role models to help decrease rejection
and increase family support for their LGB children.
3. Advise parents that negative reactions to their adolescent’s LGB identity may negatively influence their
child’s health and mental health.
4. Recommend that parents and caregivers modify
highly rejecting behaviors that have the most negative influence on health concerns, such as suicidality.
5. Expand anticipatory guidance to include information
on the need for support and the link between family
rejection and negative health problems in LGB young
people.
Unlike children and adolescents, in general, who receive services and care in the context of their families,
LGB adolescents are typically served as adults as if they
have no families, across a wide range of settings. These
findings indicate that providers serving LGB young people must begin to assess family dynamics and consider
the role of families when assessing an LGB adolescent’s
risk and making decisions about their care. Counseling
families, providing anticipatory guidance, and referring
families for counseling and support can help make a
critical difference in decreasing risk and increasing wellbeing for many LGB youth who have limited support.
Our preliminary work with families who are ambivalent
and conflicted about their children’s LGB identity indicates that they are receptive and interested to learn
about how their words, actions and behaviors affect
their children’s health. Additional work is needed to
demonstrate how to help families increase support for
their LGB children by building on family strengths and
the love they have for their LGB children.

APPENDIX: RESOURCES FOR FAMILIES WITH LGB CHILDREN
PFLAG
Education, information, and support for parents and
families with LGB family members; referrals to LGB
community resources and services: www.pflag.org
PFLAG for Families of Color & Allies (New York City)
Education, information, and support for families of color
with LGB family members, including information, resources, and support in Spanish: www.pflagfamiliesofcolor.
org
API Family Pride
Education, information, and support for Asian and Pacific Islander (API) families with LGB family members:
www.apifamilypride.org
Family Acceptance Project
Research-based education and services for ethnically diverse families with LGB children in English, Spanish,
and Chinese; currently developing provider assessment
tools and interventions to help increase family support
for ethnically diverse LGB children and youth: http://
familyproject.sfsu.edu
Gender Spectrum Education & Training
Family information, support, and annual conference for
families with gender-variant children; training on gender identity and expression for schools and providers for
helping gender nonconforming and transgender children and youth: www.genderspectrum.org
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