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As a traditionally underserved population that faces numerous health
disparities, youth who identify as transgender and gender diverse (TGD)
and their families are increasingly presenting to pediatric providers

for education, care, and referrals. The need for more formal training,
standardized treatment, and research on safety and medical outcomes often
leaves providers feeling ill equipped to support and care for patients that
identify as TGD and families. In this policy statement, we review

relevant concepts and challenges and provide suggestions for pediatric
providers that are focused on promoting the health and positive
development of youth that identify as TGD while eliminating discrimination
and stigma.

INTRODUCTION

In its dedication to the health of all children, the American Academy of
Pediatrics (AAP) strives to improve health care access and eliminate
disparities for children and teenagers who identify as lesbian, gay,
bisexual, transgender, or questioning (LGBTQ) of their sexual or gender
identity.12 Despite some advances in public awareness and legal
protections, youth who identify as LGBTQ continue to face disparities
that stem from multiple sources, including inequitable laws and policies,
societal discrimination, and a lack of access to quality health care,
including mental health care. Such challenges are often more intense for
youth who do not conform to social expectations and norms regarding
gender. Pediatric providers are increasingly encountering such youth and
their families, who seek medical advice and interventions, yet they may
lack the formal training to care for youth that identify as transgender and
gender diverse (TGD) and their families.3

This policy statement is focused specifically on children and youth that
identify as TGD rather than the larger LGBTQ population, providing
brief, relevant background on the basis of current available research
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TABLE 1 Relevant Terms and Definitions Related to Gender Care

Term

Definition

Sex
Gender identity
Gender expression

Gender perception
Gender diverse

Transgender

Cisgender

Agender
Affirmed gender

MTF; affirmed female;

trans female
FTM; affirmed male;

trans male
Gender dysphoria

Gender identity
disorder

Sexual orientation

An assignment that is made at birth, usually male or female, typically on the basis of external genital anatomy but sometimes on the
basis of internal gonads, chromosomes, or hormone levels

A person’s deep internal sense of being female, male, a combination of both, somewhere in between, or neither, resulting from a
multifaceted interaction of biological traits, environmental factors, self-understanding, and cultural expectations

The external way a person expresses their gender, such as with clothing, hair, mannerisms, activities, or social roles

The way others interpret a person’s gender expression

Aterm that is used to describe people with gender behaviors, appearances, or identities that are incongruent with those culturally
assigned to their birth sex; gender-diverse individuals may refer to themselves with many different terms, such as transgender,
nonbinary, genderqueer,’ gender fluid, gender creative, gender independent, or noncisgender. “Gender diverse” is used to
acknowledge and include the vast diversity of gender identities that exists. It replaces the former term, “gender nonconforming,”
which has a negative and exclusionary connotation.

A subset of gender-diverse youth whose gender identity does not match their assigned sex and generally remains persistent,
consistent, and insistent over time; the term “transgender” also encompasses many other labels individuals may use to refer to
themselves.

Aterm that is used to describe a person who identifies and expresses a gender that is consistent with the culturally defined norms of
the sex they were assigned at birth

Aterm that is used to describe a person who does not identify as having a particular gender

When a person’s true gender identity, or concern about their gender identity, is communicated to and validated from others as
authentic

Terms that are used to describe individuals who were assigned male sex at birth but who have a gender identity and/or expression
that is asserted to be more feminine

Terms that are used to describe individuals who were assigned female sex at birth but who have a gender identity and/or expression
that is asserted to be more masculine

A clinical symptom that is characterized by a sense of alienation to some or all of the physical characteristics or social roles of one’s
assigned gender; also, gender dysphoria is the psychiatric diagnosis in the DSM-5, which has focus on the distress that stems from
the incongruence between one’s expressed or experienced (affirmed) gender and the gender assigned at birth.

A psychiatric diagnosis defined previously in the DSM-/V (changed to “gender dysphoria” in the DSM-5); the primary criteria include a
strong, persistent cross-sex identification and significant distress and social impairment. This diagnosis is no longer appropriate
for use and may lead to stigma, but the term may be found in older research.

A person’s sexual identity in relation to the gender(s) to which they are attracted; sexual orientation and gender identity develop

separately.

This list is not intended to be all inclusive. The pronouns “they” and “their” are used intentionally to be inclusive rather than the binary pronouns “he” and “she” and “his” and “her”
Adapted from Bonifacio HJ, Rosenthal SM. Gender variance and dysphoria in children and adolescents. Pediatr Clin North Am. 2015;62(4):1001-1016. Adapted from Vance SR Jr, Ehrensaft
D, Rosenthal SM. Psychological and medical care of gender nonconforming youth. Pediatrics. 2014;134(6):1184—1192. DSM-5, Diagnostic and Statistical Manual of Mental Disorders, Fifth

Edition; DSM-IV, Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition; FTM, female to male; MTF, male to female.

and expert opinion from clinical and
research leaders, which will serve
as the basis for recommendations.

It is not a comprehensive review of
clinical approaches and nuances to
pediatric care for children and youth
that identify as TGD. Professional
understanding of youth that
identify as TGD is a rapidly evolving
clinical field in which research on
appropriate clinical management is
limited by insufficient funding.3#

DEFINITIONS

To clarify recommendations and
discussions in this policy statement,
some definitions are provided.
However, brief descriptions of
human behavior or identities may not
capture nuance in this evolving field.

“Sex,” or “natal gender,” is a label,
generally “male” or “female,” that

is typically assigned at birth on

the basis of genetic and anatomic
characteristics, such as genital
anatomy, chromosomes, and sex
hormone levels. Meanwhile, “gender
identity” is one’s internal sense of
who one is, which results from a
multifaceted interaction of biological
traits, developmental influences,
and environmental conditions. It
may be male, female, somewhere

in between, a combination of both,
or neither (ie, not conforming to a
binary conceptualization of gender).
Self-recognition of gender identity
develops over time, much the same
way as a child’s physical body does.
For some people, gender identity
can be fluid, shifting in different
contexts. “Gender expression”

refers to the wide array of ways
people display their gender through
clothing, hair styles, mannerisms, or
social roles. Exploring different ways
of expressing gender is common

for children and may challenge
social expectations. The way others
interpret this expression is referred
to as “gender perception”

(Table 1).5¢

These labels may or may not be
congruent. The term “cisgender”

is used if someone identifies and
expresses a gender that is consistent
with the culturally defined norms of
the sex that was assigned at birth.
“Gender diverse” is an umbrella term
to describe an ever-evolving array of
labels that people may apply when
their gender identity, expression, or
even perception does not conform
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to the norms and stereotypes

others expect of their assigned sex.
“Transgender” is usually reserved
for a subset of such youth whose
gender identity does not match their
assigned sex and generally remains
persistent, consistent, and insistent
over time. These terms are not
diagnoses; rather, they are personal
and often dynamic ways of describing
one’s own gender experience.

Gender identity is not synonymous
with “sexual orientation,” which
refers to a person’s identity in
relation to the gender(s) to which
they are sexually and romantically
attracted. Gender identity and
sexual orientation are distinct but
interrelated constructs.® Therefore,
being transgender does not imply a
sexual orientation, and people who
identify as transgender still identify
as straight, gay, bisexual, etc, on the
basis of their attractions. (For more
information, The Gender Book, found
at www.thegenderbook.com, is a
resource with illustrations that are
used to highlight these core terms
and concepts.)

EPIDEMIOLOGY

In population-based surveys,
questions related to gender identity
are rarely asked, which makes

it difficult to assess the size and
characteristics of the population

that is TGD. In the 2014 Behavioral
Risk Factor Surveillance System of
the Centers for Disease Control and
Prevention, only 19 states elected to
include optional questions on gender
identity. Extrapolation from these
data suggests that the US prevalence
of adults who identify as transgender
or “gender nonconforming” is

0.6% (1.4 million), ranging from
0.3% in North Dakota to 0.8%

in Hawaii.? On the basis of these
data, it has been estimated that

0.7% of youth ages 13 to 17 years
(~150000) identify as transgender.10
This number is much higher than
previous estimates, which were

extrapolated from individual states
or specialty clinics, and is likely an
underestimate given the stigma
regarding those who openly identify
as transgender and the difficulty in
defining “transgender” in a way that
is inclusive of all gender-diverse
identities.!!

There have been no large-scale
prevalence studies among children
and adolescents, and there is no
evidence that adult statistics reflect
young children or adolescents. In

the 2014 Behavioral Risk Factor
Surveillance System, those 18 to

24 years of age were more likely
than older age groups to identify

as transgender (0.7%).° Children
report being aware of gender
incongruence at young ages. Children
who later identify as TGD report first
having recognized their gender as
“different” at an average age of

8.5 years; however, they did not
disclose such feelings until an
average of 10 years later.1?

MENTAL HEALTH IMPLICATIONS

Adolescents and adults who identify
as transgender have high rates of
depression, anxiety, eating disorders,
self-harm, and suicide.'3-20 Evidence
suggests that an identity of TGD

has an increased prevalence among
individuals with autism spectrum
disorder, but this association is

not yet well understood.?122 In 1
retrospective cohort study, 56% of
youth who identified as transgender
reported previous suicidal ideation,
and 31% reported a previous
suicide attempt, compared with
20% and 11% among matched
youth who identified as cisgender,
respectively.!® Some youth who
identify as TGD also experience
gender dysphoria, which is a
specific diagnosis given to those
who experience impairment in peer
and/or family relationships, school
performance, or other aspects of
their life as a consequence of the

incongruence between their assigned
sex and their gender identity.23

There is no evidence that risk

for mental illness is inherently
attributable to one’s identity of

TGD. Rather, it is believed to be
multifactorial, stemming from an
internal conflict between one’s
appearance and identity, limited
availability of mental health services,
low access to health care providers
with expertise in caring for youth
who identify as TGD, discrimination,
stigma, and social rejection.? This
was affirmed by the American
Psychological Association in 20082°
(with practice guidelines released in
20158) and the American Psychiatric
Association, which made the
following statement in 2012:

Being transgender or gender variant
implies no impairment in judgment,
stability, reliability, or general social or
vocational capabilities; however, these
individuals often experience discrimination
due to a lack of civil rights protections
for their gender identity or expression....
[Such] discrimination and lack of equal
civil rights is damaging to the mental
health of transgender and gender variant
individuals.?®

Youth who identify as TGD often
confront stigma and discrimination,
which contribute to feelings of
rejection and isolation that can
adversely affect physical and
emotional well-being. For example,
many youth believe that they

must hide their gender identity

and expression to avoid bullying,
harassment, or victimization. Youth
who identify as TGD experience
disproportionately high rates of
homelessness, physical violence

(at home and in the community),
substance abuse, and high-risk
sexual behaviors.>®1227-31 Among
the 3 million HIV testing events that
were reported in 2015, the highest
percentages of new infections were
among women who identified as
transgender3? and were also at
particular risk for not knowing their
HIV status.3°
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GENDER-AFFIRMATIVE CARE

In a gender-affirmative care model
(GACM), pediatric providers offer
developmentally appropriate

care that is oriented toward
understanding and appreciating the
youth’s gender experience. A strong,
nonjudgmental partnership with
youth and their families can facilitate
exploration of complicated emotions
and gender-diverse expressions
while allowing questions and
concerns to be raised in a supportive
environment.5 In a GACM, the
following messages are conveyed:

e transgender identities and
diverse gender expressions do not
constitute a mental disorder;

e variations in gender identity
and expression are normal
aspects of human diversity, and
binary definitions of gender do not
always reflect emerging gender
identities;

e gender identity evolves as an
interplay of biology, development,
socialization, and culture; and

e if a mental health issue exists,
it most often stems from stigma
and negative experiences
rather than being intrinsic to
the child.?733

The GACM is best facilitated
through the integration of medical,
mental health, and social services,
including specific resources

and supports for parents and
families.?* Providers work together
to destigmatize gender variance,
promote the child’s self-worth,
facilitate access to care, educate
families, and advocate for safer
community spaces where children
are free to develop and explore
their gender.® A specialized
gender-affirmative therapist,

when available, may be an asset in
helping children and their families
build skills for dealing with gender-
based stigma, address symptoms of
anxiety or depression, and reinforce
the child’s overall resiliency.343>
There is a limited but growing body

of evidence that suggests that using
an integrated affirmative model
results in young people having
fewer mental health concerns
whether they ultimately identify

as transgender.2436:37

In contrast, “conversion” or
“reparative” treatment models
are used to prevent children and
adolescents from identifying as
transgender or to dissuade them
from exhibiting gender-diverse
expressions. The Substance
Abuse and Mental Health Services
Administration has concluded
that any therapeutic intervention
with the goal of changing a youth’s
gender expression or identity

is inappropriate.33 Reparative
approaches have been proven to
be not only unsuccessful3® but also
deleterious and are considered
outside the mainstream of
traditional medical practice.?39-42
The AAP described reparative
approaches as “unfair and
deceptive.”*3 At the time of this
writing,” conversion therapy was
banned by executive regulation
in New York and by legislative
statutes in 9 other states as well
as the District of Columbia.**

Pediatric providers have an
essential role in assessing gender
concerns and providing evidence-
based information to assist youth
and families in medical decision-
making. Not doing so can prolong
or exacerbate gender dysphoria
and contribute to abuse and
stigmatization.3® If a pediatric
provider does not feel prepared to
address gender concerns when they
occur, then referral to a pediatric or
mental health provider with more
expertise is appropriate. There is
little research on communication
and efficacy with transfers in care
for youth who identify as TGD,

* For more information regarding state-specific
laws, please contact the AAP Division of State
Government Affairs at stgov@ aap.org.

particularly from pediatric to adult
providers.

DEVELOPMENTAL CONSIDERATIONS

Acknowledging that the capacity

for emerging abstract thinking

in childhood is important to
conceptualize and reflect on identity,
gender-affirmation guidelines are
being focused on individually tailored
interventions on the basis of the
physical and cognitive development
of youth who identify as TGD.*>
Accordingly, research substantiates
that children who are prepubertal
and assert an identity of TGD know
their gender as clearly and as
consistently as their developmentally
equivalent peers who identify as
cisgender and benefit from the

same level of social acceptance.*®
This developmental approach to
gender affirmation is in contrast to
the outdated approach in which a
child’s gender-diverse assertions

are held as “possibly true” until an
arbitrary age (often after pubertal
onset) when they can be considered
valid, an approach that authors of
the literature have termed “watchful
waiting.” This outdated approach
does not serve the child because
critical support is withheld. Watchful
waiting is based on binary notions of
gender in which gender diversity and
fluidity is pathologized; in watchful
waiting, it is also assumed that
notions of gender identity become
fixed at a certain age. The approach
is also influenced by a group of

early studies with validity concerns,
methodologic flaws, and limited
follow-up on children who identified
as TGD and, by adolescence,

did not seek further treatment
(“desisters™).#>47 More robust and
current research suggests that,
rather than focusing on who a child
will become, valuing them for who
they are, even at a young age, fosters
secure attachment and resilience,
not only for the child but also for the
whole family.>454849
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MEDICAL MANAGEMENT

Pediatric primary care providers

are in a unique position to routinely
inquire about gender development
in children and adolescents as part of
recommended well-child visits®? and
to be a reliable source of validation,
support, and reassurance. They

are often the first provider to be
aware that a child may not identify
as cisgender or that there may be
distress related to a gender-diverse
identity. The best way to approach
gender with patients is to inquire
directly and nonjudgmentally about
their experience and feelings before
applying any labels.?7,51

Many medical interventions can be
offered to youth who identify as TGD
and their families. The decision of
whether and when to initiate gender-
affirmative treatment is personal
and involves careful consideration
of risks, benefits, and other factors
unique to each patient and family.
Many protocols suggest that clinical
assessment of youth who identify

as TGD is ideally conducted on an
ongoing basis in the setting of a
collaborative, multidisciplinary
approach, which, in addition to the
patient and family, may include the
pediatric provider, a mental health
provider (preferably with expertise
in caring for youth who identify as
TGD ), social and legal supports,

and a pediatric endocrinologist

or adolescent-medicine gender
specialist, if available.®28 There is

no prescribed path, sequence, or
end point. Providers can make every
effort to be aware of the influence of
their own biases. The medical options
also vary depending on pubertal and
developmental progression.

Clinical Setting

In the pastyear, 1 in 4 adults who
identified as transgender avoided a
necessary doctor’s visit because of
fear of being mistreated.3! All clinical
office staff have a role in affirming

a patient’s gender identity. Making
flyers available or displaying posters

related to LGBTQ health issues,
including information for children
who identify as TGD and families,
reveals inclusivity and awareness.
Generally, patients who identify as
TGD feel most comfortable when
they have access to a gender-neutral
restroom. Diversity training that
encompasses sensitivity when
caring for youth who identify as
TGD and their families can be
helpful in educating clinical and
administrative staff. A patient-
asserted name and pronouns are
used by staff and are ideally reflected
in the electronic medical record
without creating duplicate charts.5253
The US Centers for Medicare and
Medicaid Services and the National
Coordinator for Health Information
Technology require all electronic
health record systems certified
under the Meaningful Use incentive
program to have the capacity to
confidentially collect information
on gender identity.>*>> Explaining
and maintaining confidentiality
procedures promotes openness and
trust, particularly with youth who
identify as LGBTQ.! Maintaining a
safe clinical space can provide at
least 1 consistent, protective refuge
for patients and families, allowing
authentic gender expression and
exploration that builds resiliency.

Pubertal Suppression

Gonadotrophin-releasing hormones
have been used to delay puberty
since the 1980s for central
precocious puberty.>® These
reversible treatments can also be
used in adolescents who experience
gender dysphoria to prevent
development of secondary sex
characteristics and provide time up
until 16 years of age for

the individual and the family to
explore gender identity, access
psychosocial supports, develop
coping skills, and further define
appropriate treatment goals. If
pubertal suppression treatment is

suspended, then endogenous puberty
will resume.20-57,58

Often, pubertal suppression creates
an opportunity to reduce distress
that may occur with the development
of secondary sexual characteristics
and allow for gender-affirming care,
including mental health support

for the adolescent and the family.

It reduces the need for later surgery
because physical changes that are
otherwise irreversible (protrusion
of the Adam’s apple, male pattern
baldness, voice change, breast
growth, etc) are prevented. The
available data reveal that pubertal
suppression in children who identify
as TGD generally leads to improved
psychological functioning in
adolescence and young
adulthood.2057-59

Pubertal suppression is not
without risks. Delaying puberty
beyond one’s peers can also be
stressful and can lead to lower
self-esteem and increased risk
taking.6® Some experts believe that
genital underdevelopment may
limit some potential reconstructive
options.! Research on long-term
risks, particularly in terms of bone
metabolism®? and fertility,®3

is currently limited and provides
varied results.57.6465 Families often
look to pediatric providers for help
in considering whether pubertal
suppression is indicated in the
context of their child’s overall well-
being as gender diverse.

Gender Affirmation

As youth who identify as TGD

reflect on and evaluate their gender
identity, various interventions

may be considered to better align
their gender expression with their
underlying identity. This process of
reflection, acceptance, and, for some,
intervention is known as “gender
affirmation.” It was formerly referred
to as “transitioning,” but many

view the process as an affirmation
and acceptance of who they have
always been rather than a transition
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TABLE 2 The Process of Gender Affirmation May Include >1 of the Following Components

Component

Definition

General Age Range?

Reversibility?

Social affirmation

Adopting gender-affirming hairstyles, clothing,  Any

name, gender pronouns, and restrooms and

other facilities
Gonadotropin-releasing hormone analogues,

Puberty blockers

such as leuprolide and histrelin

Cross-sex hormone therapy  Testosterone (for those who were assigned

female at birth and are masculinizing);
estrogen plus androgen inhibitor (for those
who were assigned male at birth and are

feminizing)

Gender-affirming surgeries ~ “Top” surgery (to create a male-typical
chest shape or enhance breasts);

by-case basis®)

“bottom” surgery (surgery on genitals or
reproductive organs); facial feminization
and other procedures

Legal affirmation

Changing gender and name recorded on Any

birth certificate, school records, and other

documents

During puberty (Tanner stage 2-5)°

Early adolescence onward

Reversible

Reversible®

Partially reversible (skin texture,
muscle mass, and fat deposition);
irreversible once developed
(testosterone: Adam’s apple
protrusion, voice changes, and male
pattern baldness; estrogen: breast
development); unknown reversibility
(effect on fertility)

Typically adults (adolescents on case-  Not reversible

Reversible

2 Note that the provided age range and reversibility is based on the little data that are currently available.
b There is limited benefit to starting gonadotropin-releasing hormone after Tanner stage 5 for pubertal suppression. However, when cross-sex hormones are initiated with a gradually
increasing schedule, the initial levels are often not high enough to suppress endogenous sex hormone secretion. Therefore, gonadotropin-releasing hormone may be continued in

accordance with the Endocrine Society Guidelines .5

¢ The effect of sustained puberty suppression on fertility is unknown. Pubertal suppression can be, and often is indicated to be, followed by cross-sex hormone treatment. However, when
cross-sex hormones are initiated without endogenous hormones, then fertility may be decreased.®®
d Eligibility criteria for gender-affirmative surgical interventions among adolescents are not clearly defined between established protocols and practice. When applicable, eligibility is
usually determined on a case-by-case basis with the adolescent and the family along with input from medical, mental health, and surgical providers 57

from 1 gender identity to another.
Accordingly, some people who have
gone through the process prefer to
call themselves “affirmed females,
males, etc” (or just “females, males,
etc”), rather than using the prefix
“trans-.” Gender affirmation is also
used to acknowledge that some
individuals who identify as TGD
may feel affirmed in their gender
without pursuing medical or surgical
interventions.”.6%

Supportive involvement of parents
and family is associated with
better mental and physical health
outcomes.®” Gender affirmation
among adolescents with gender
dysphoria often reduces the
emphasis on gender in their lives,
allowing them to attend to other
developmental tasks, such as
academic success, relationship
building, and future-oriented
planning.* Most protocols for
gender-affirming interventions
incorporate World Professional
Association of Transgender

Health3> and Endocrine Society®®
recommendations and include >1 of
the following elements (Table 2):

1. Social Affirmation: This is a
reversible intervention in which
children and adolescents express
partially or completely in their
asserted gender identity by
adapting hairstyle, clothing,
pronouns, name, etc. Children
who identify as transgender and
socially affirm and are supported
in their asserted gender show no
increase in depression and only
minimal (clinically insignificant)
increases in anxiety compared
with age-matched averages.*8
Social affirmation can be
complicated given the wide range
of social interactions children
have (eg, extended families, peers,
school, community, etc). There
is little guidance on the best
approach (eg, all at once, gradual,
creating new social networks,
or affirming within existing
networks, etc). Pediatric providers

can best support families by
anticipating and discussing such
complexity proactively, either

in their own practice or through
enlisting a qualified mental health
provider.

. Legal Affirmation: Elements of

a social affirmation, such as a
name and gender marker, become
official on legal documents, such
as birth certificates, passports,
identification cards, school
documents, etc. The processes

for making these changes depend
on state laws and may require
specific documentation from
pediatric providers.

. Medical Affirmation: This is

the process of using cross-sex
hormones to allow adolescents
who have initiated puberty

to develop secondary sex
characteristics of the opposite
biological sex. Some changes are
partially reversible if hormones
are stopped, but others become
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irreversible once they are fully
developed (Table 2).

4. Surgical Affirmation: Surgical
approaches may be used to
feminize or masculinize features,
such as hair distribution, chest, or
genitalia, and may include removal
of internal organs, such as ovaries
or the uterus (affecting fertility).
These changes are irreversible.
Although current protocols
typically reserve surgical
interventions for adults,3>68 they
are occasionally pursued during
adolescence on a case-by-case
basis, considering the necessity
and benefit to the adolescent’s
overall health and often including
multidisciplinary input from
medical, mental health, and
surgical providers as well as from
the adolescent and family.69-71

For some youth who identify as
TGD whose natal gender is female,
menstruation, breakthrough
bleeding, and dysmenorrhea can
lead to significant distress before
or during gender affirmation. The
American College of Obstetrics

and Gynecology suggests that,
although limited data are

available to outline management,
menstruation can be managed
without exogenous estrogens by
using a progesterone-only pill,

a medroxyprogesterone acetate
shot, or a progesterone-containing
intrauterine or implantable device.”?
If estrogen can be tolerated, oral
contraceptives that contain both
progesterone and estrogen are more
effective at suppressing menses.”3
The Endocrine Society guidelines
also suggest that gonadotrophin-
releasing hormones can be used for
menstrual suppression before the
anticipated initiation of testosterone
or in combination with testosterone
for breakthrough bleeding (enables
phenotypic masculinization at a
lower dose than if testosterone

is used alone).® Masculinizing
hormones in natal female patients
may lead to a cessation of menses,

but unplanned pregnancies have
been reported, which emphasizes
the need for ongoing contraceptive
counseling with youth who identify
as TGD.”?

HEALTH DISPARITIES

In addition to societal challenges,
youth who identify as TGD face
several barriers within the health
care system, especially regarding
access to care. In 2015, a focus
group of youth who identified as
transgender in Seattle, Washington,
revealed 4 problematic areas related
to health care:

1. safety issues, including the lack
of safe clinical environments
and fear of discrimination by
providers;

2. poor access to physical health
services, including testing for
sexually transmitted infections;

3. inadequate resources to address
mental health concerns; and

4. lack of continuity with
providers.7#

This study reveals the obstacles many
youth who identify as TGD face in
accessing essential services, including
the limited supply of appropriately
trained medical and psychological
providers, fertility options, and
insurance coverage denials for
gender-related treatments.”#

Insurance denials for services related
to the care of patients who identify
as TGD are a significant barrier.
Although the Office for Civil Rights
of the US Department of Health and
Human Services explicitly stated in
2012 that the nondiscrimination
provision in the Patient Protection
and Affordable Care Act includes
people who identify as gender
diverse,”>7¢ insurance claims for
gender affirmation, particularly
among youth who identify as

TGD, are frequently denied.>*77

In 1 study, it was found that
approximately 25% of individuals

who identified as transgender

were denied insurance coverage
because of being transgender.3!

The burden of covering medical
expenses that are not covered

by insurance can be financially
devastating, and even when expenses
are covered, families describe high
levels of stress in navigating and
submitting claims appropriately.”8
In 2012, a large gender center in
Boston, Massachusetts, reported
that most young patients who
identified as transgender and were
deemed appropriate candidates for
recommended gender care were
unable to obtain it because of such
denials, which were based on the
premise that gender dysphoria was
a mental disorder, not a physical
one, and that treatment was not
medically or surgically necessary.?*
This practice not only contributes to
stigma, prolonged gender dysphoria,
and poor mental health outcomes,””
but it may also lead patients to seek
nonmedically supervised treatments
that are potentially dangerous.*
Furthermore, insurance denials can
reinforce a socioeconomic divide
between those who can finance the
high costs of uncovered care and
those who cannot.?477

The transgender youth group in
Seattle likely reflected the larger TGD
population when they described how
obstacles adversely affect self-esteem
and contribute to the perception

that they are undervalued by society
and the health care system.”+77
Professional medical associations,
including the AAP, are increasingly
calling for equity in health care
provisions regardless of gender
identity or expression.1.8:23.72

There is a critical need for
investments in research on the
prevalence, disparities, biological
underpinnings, and standards of
care relating to gender-diverse
populations. Pediatric providers

who work with state government
and insurance officials can play

an essential role in advocating for
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