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Abstract

Since the establishment of the first transgender clinic in the United States in 2007, over sixty clinics associated
with children’s hospitals have opened across the nation and are seeing very young children and adolescents with
a diagnosis of gender dysphoria (GD). Once known as gender identity disorder, GD has been redefined by the
latest version of the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5) not as a mental
iliness but as the distress experienced by individuals related to their biological sex. The widely accepted practice
of gender-affirming therapy (GAT) to treat a vulnerable population despite the associated health risks, the lack
of supportive scientific evidence for the pharmacological and surgical interventions, along with the unqualified
claim that these interventions will decrease the rate of suicide in these individuals presents a significant
bioethical dilemma. The growing trend of GD not only impacts the individuals diagnosed but also society,
culture, and the integrity of the profession of medicine. This article utilizes the five-box method, an ethical
decision-making framework, to address the implications of the proposed treatment. Once applied, it becomes
clear that the hormonal and surgical approaches used are not scientifically or ethically justified. The patient’s
autonomy and preferences should be respected, yet constrained, if there exists a considerable risk to the well-
being of the individual without proven benefits. The quality of life of those receiving this treatment has not been
shown to be significantly improved long term, and the mental, physical, and spiritual health of individuals with
GD is not thoroughly addressed in these clinics. The important social and contextual factors, on both
microcosmic and macrocosmic scales, are minimized in favor of promoting an ideology. Ultimately, Catholic
moral teaching reveals that this widely recommended treatment violates the body—soul union, disregards the
principle of totality and integrity, and debases the dignity of humanity.

Summary: This article examines GAT, the paradigm used in treating individuals identifying as transgender,
through the lens of an EDMF. Each stage of this widely proposed treatment - social affirmation, pubertal
blockade, administration of cross-sex hormones, and sex reassignment surgery - poses harms and risks that are
not fully disclosed to minors and families, creating a bioethical dilemma. Dialogue utilizing science and reasoning
must be encouraged to assist individuals who experience a gender identity that rejects their biological sex. This
approach would also contribute to the well-being of society.
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e Must experience distress or function impairment for a minimum of 6 months
e Must be related to 6 of the following 8 criteria

I) Desire to be other gender

2) Preference for wearing clothes typical of other gender

3) Preference for cross-gender roles in play

4) Preference for toys typical of other gender

5) Preference for playmates of other gender

7) Dislike of one’s sexual anatomy

6) Rejection of toys, games, activities associated with one’s biological sex

8) Desire for physical sex characteristics of the other gender (Parekh 2016)

Figure |. Defining Criteria for Children.

across the nation since the opening of the first
gender-expansive clinic affiliated with Boston Chil-
dren’s Hospital in 2007. GD replaced the previous
diagnosis of gender identity disorder in the most
recent version of the Diagnostic and Statistical
Manual of Mental Disorders, fifth edition (DSM-
5), published in 2013. According to the American
Psychiatric Association, this dysphoria is described
as a conflict individuals experience between their
biological sex and the experienced gender in which
they identify, often resulting in distress and diffi-
culty functioning (Parekh 2016). Once categorized
with sexual dysfunctions and paraphilias, the diag-
nosis of GD emphasizes “gender incongruence”
with the intention of reducing the associated stigma
experienced by those suffering from GD. Per the
DSM-5, the transgender identification is to be
viewed as a normal variation or simply a case of
diversity. According to the World Professional
Association for Transgender Health (WPATH), the
psychological distress is not inherent to transgen-
derism but rather socially induced (Coleman et al.
2012). In an article written by D. A. Levine and the
Committee on Adolescence (2013) in Pediatrics,
the emphasis was on defining lesbian, gay, bisex-
ual, and transgender youth not as abnormal but as
a “sexual minority.” The proposed treatment to alle-
viate the associated distress is to affirm social
environments and provide unencumbered access
to hormonal and surgical interventions. The move-
ment to depathologize the mental health component
is occurring, as the International Classification of
Diseases, eleventh revision, no longer classifies
gender incongruence in the chapter on mental dis-
orders but in the chapter on conditions pertaining
to sexual health (Rodriguez, Menéndez Granda, and
Gonzalez 2018).

Sex and Gender

The replacement of the term sex with gender has led
to a disruption of the basic understanding of anthro-
pology. Sex, as science reveals, is definitively bin-
ary, despite WPATH claiming that it should not be
considered as such (Coleman et al. 2012). Sex, being
innate and immutable, is the classification of organ-
isms based on reproductive organs, male or female,
with respective gametes. The word gamete, accord-
ing to the Oxford dictionary, is derived from the
Greek words gameté (wife) and gametes (husband),
originating from gamos (marriage). Sex is deter-
mined at conception, and every cell within an indi-
vidual has the genetic makeup of either male or
female. No individual can assign or unassign one’s
sex with any amount of willful thinking, adminis-
tered hormones, or plastic surgery. Gender refers to
one’s behavioral characteristics and is socially con-
structed. Gender identity is the psychological com-
ponent, one’s inner feelings of being a man or a
woman (Griffin et al. 2020).

Diagnosing GD

The diagnosis of GD entails separate specific criteria
for children and for adolescents and adults (Figures 1
and 2). The defining criteria for GD rely on rigid
male and female stereotypes and entail no objec-
tive tests. In an article published in Quillette,
Dr. William Malone, an endocrinologist, and others
comment on how these stereotypes are “wrongly
being conflated with biological sex. This conflation
stems from a cultural failure to understand the
broad distribution of personalities and preferences
within sexes and between sexes.” The result of this
conflation is a large rise in the number of
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following 6 criteria)

4) Desire to be the other gender
5) Desire to be treated as the other gender

e Must experience distress or function impairment for a minimum of 6 months
e Difference between the experienced/expressed gender and the biological sex (revealed by 2 of the

I) Marked incongruence between experienced gender and primary and/or secondary sex characteristics
2) Desire to rid oneself of primary and/or secondary sex characteristics
3) Desire for the sex characteristics of the other gender

6) Conviction that one’s feelings and reactions are typical of the other gender
7) Desire for physical sex characteristics of the other gender (Parekh 2016)

Figure 2. Defining Criteria for Adolescents and Adults.

adolescents identifying as transgender (Malone,
Wright, and Robertson 2019). Not all who struggle
with gender identity warrant a diagnosis of GD, a
concept not acknowledged by those working in
gender identity clinics. Minors who are confused
with their gender identity are likely experiencing
a host of internal and external factors contributing
to their feelings and would benefit from looking at
these contributing systems instead of relying solely
on the declaration of occupying the “wrong” body
(D’ Angelo 2020).

Gender Affirmation Therapy Is
the Recommended Paradigm for
Transition

Social Transition

Social transition, or affirmation, is the first step
whereby children in gender diverse clinics are
encouraged to live in the gender chosen prior to any
medical interventions. This is a change from the
Dutch protocol for management of GD which actu-
ally did not endorse the early affirmation as the cur-
rent treatment paradigm does. This protocol
recommended that young children not make a thor-
ough social transition before the onset of puberty
to avoid the difficulty of transitioning back for the
majority who would not persist. Parents were even
advised to embrace watchful waiting (de Vries and
Cohen-Kettenis 2012). However, for over a decade
now, the gender affirmative model has become the
adopted treatment in order to celebrate gender
expression and remove the pathological association.
In this model, pediatric psychologists and mental
health professionals must be “trained appropriately”
(Chen et al. 2018). Even though gender ideology
views gender as fluid, the logic of social affirmation

promoted in these clinics runs counter to this theory
by locking one into the pronounced identity early.
“While many individuals experience their gender
identity as stable throughout their lifetimes, others
find that a gender that ‘fits’ at age four may be dif-
ferent from what fits at age seven, age 18, or age
65” (Newhook et al. 2018, 217).

Suppression of Puberty

The next phase, prescribing puberty suppressing hor-
mones, entails two stated goals. The first is to allow
children and adolescents more time to explore their
gender nonconformity and the second is to aid in
transitioning by preventing the development of sec-
ondary sex characteristics which may be difficult
to reverse if surgical reassignment is subsequently
pursued (Coleman et al. 2012). Interventions to
suppress puberty typically include gonadotropin-
releasing hormone analogues (GnRHa), such as leu-
prolide, androgen receptor inhibitors, and progestins
to reduce the production of biologic hormones.
These treatments are typically started at sexual matu-
rity rating (SMR) 2, a stage when females are devel-
oping breast budding and males are showing signs of
testicular enlargement and thinning of scrotal skin
(Shumer, Nokoff, and Spack 2016). Given that there
are no standardized protocols, some providers are
advocating for “skipping” the blockers and moving
straight to cross-sex hormones in children (testoster-
one and estradiol) to promote the development of
secondary sex characteristics of the opposite sex,
as so performed in a recent National Institutes of
Health (NIH)-funded study looking at the impact
of early medical treatment in youth with GD. In this
study, seven children “under the age of 13 years at
the time of enrollment were enrolled into the cross-
sex hormone cohort” (Olson-Kennedy et al. 2019).
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Prescribing Cross-Sex Hormones

After puberty suppression, cross-sex hormones are
prescribed in the next phase of transitioning. These
are used to promote the development of secondary
sex characteristics of the desired gender and are cate-
gorized as partially reversible therapy. Estradiol is
prescribed to males desiring to appear female, and
testosterone is prescribed to females desiring to
appear male. The suggested age of beginning these
hormones is sixteen, yet many practices are begin-
ning at the age of fourteen and younger (Shumer,
Nokoff, and Spack 2016). These individuals receiv-
ing this treatment require ongoing laboratory moni-
toring, given the potential health concerns. If
surgery is pursued, the hormones must be continued
to maintain the secondary sex characteristics of the
opposite sex.

Surgical Interventions

Subsequent to cross-sex hormone therapy are the
irreversible interventions of “top” and “bottom” sur-
geries. In females desiring to appear male, there are
various operative procedures typically performed at
different times and in a staged approach depending
on the extent of surgical intervention desired. One
can have a mastectomy with or without a hysterect-
omy—oophorectomy. Further procedures consist of
transformation of the genitalia—metoidioplasty,
urethral reconstruction, creation of a neophallus, and
creation of a neoscrotum with the placement of pros-
thetic testicles (Monstrey, Ceulemans, and Hoebeke
2011; Bourne 2019). Typically, surgery is not per-
formed until an individual is an adult. However,
bilateral mastectomy is occurring as early as age
thirteen (Olson-Kennedy et al. 2018). In males
desiring to appear female, several procedures are
available to transform the genitalia including orch-
iectomy, removal of erectile corporal tissue, creation
of a neovagina by inverting the penis, shortening of
the urethra, and attempts at preservation of the erotic
sensation of nerves (Tugnet et al. 2007; Bourne
2019).

Disorders of Sexual Development
(DSD)

Before addressing the bioethical dilemma of gender-
affirming therapy (GAT), it is important to recognize
those born with DSD. Proponents of gender ideology
rely on DSD to rationalize that sex exists on a spec-
trum: male body, intersex body, and female body.
This concept is inherently mistaken. An individual

with a DSD has a condition that results in atypical
or ambiguous genitalia derived from adverse events
in development. Such an aberrancy does not translate
to sex existing on a spectrum. As case in point, the
human heart consists of two ventricles. There are
rare cases in which individuals are born with a single
functioning ventricle. This is considered a result of
abnormal development, is pathological, and must
be palliated for the individual to survive. The human
heart is not to be considered on a spectrum of one to
two functioning ventricles. In medicine, a pathologi-
cal process is not a spectrum of orderly anatomy or
function. Rather, it is a diseased condition. Aligning
DSD with GD trivializes the conditions of DSD
which often require medical and surgical interven-
tions. For example, individuals with androgen insen-
sitivity syndrome (AIS), which can be complete or
partial, have a mutation resulting in impairment of
the androgen receptor which can vary in severity and
alter the individual’s phenotype resulting in features
of both sexes. Yet, these individuals have the karyo-
type, 46 XY. The Y chromosome carries the SRY
gene, the sex-determining region Y protein, involved
in male sexual development, including the formation
of male gonads. Without it, female gonads develop.
The gonads in individuals with AIS are testes and
may vary in location (abdominal, inguinal, or scro-
tal) depending on the severity. The management of
this DSD must be based on the impairment of the dis-
order and location of the gonads and must be indivi-
dualized through a multidisciplinary approach with
pastoral guidance. If an individual has the SRY gene,
then that individual is destined to be male, even
though the individual may not develop in the
intended manner and display the requisite phenotype
of the male sex.

The Five-Box Method, an Ethical
Decision-Making Framework
(EDMF)

The rapid rise in the number of individuals diag-
nosed with GD has resulted in a widely accepted
practice of the GAT paradigm. The questions beg-
ging to be asked are as follows: Is the use of these
hormonal and surgical therapies justifiable or
should the practice be considered experimental?
Are we helping or endangering a vulnerable popu-
lation? How does this current recommended treat-
ment for GD impact individuals, families, society,
and the profession of medicine? The remainder of
this article will address the implications of this con-
troversial treatment by utilizing the five-box
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Five-Box Method (Traditional four-box
method with a Catholic physician’s
perspective)

I) Medical indications
2) Patient preferences
3) Quality of life

4) Contextual features
5) Catholic context

Figure 3. Ethical Decision-Making Framework.

method, an EDMF (Figure 3), useful in analyzing a
bioethical dilemma that emerges in a clinical set-
ting. The initial four categories of the five-box
method act as an organizational tool for clinical
decision-making when evaluating and treating a
patient—medical indications, patient preferences,
quality of life, and contextual features. The fifth
category looks at the preceding four boxes with a
Catholic perspective for completeness, so that a
patient’s beliefs are respected “to the extent that
they do not destroy our own” (Marugg, Atkinson,
and Fernandes 2014).

Box I: Medical Indications

The Endocrine Society published, in 2017, clinical
practice guidelines for managing and treating those
diagnosed with GD. The aim was to provide sugges-
tions and recommendations to optimize the benefit/
risk ratio in caring for these individuals. There are,
however, no current standardized treatment proto-
cols for GD (Hembree et al. 2017, 6). In the sum-
mary of the guidelines, most recommendations
were categorized by their strength (strong vs. weak)
and by the quality of evidence (very low, low, mod-
erate, and high). Of the graded recommendations,
over half were graded as weak. In terms of quality
of evidence, over 80 percent of the graded recom-
mendations were listed as very low to low quality
with no recommendations deemed as high quality.
The few recommendations supported by moderate
quality included confirmation of the individual
meeting the criteria for the diagnosis of GD, the
endocrine evaluation to ensure no medical condi-
tions exist that could be potentially worsened by the
commencement of therapy, and counseling for ferti-
lity preservation in adolescents prior to the initiation
of puberty suppression and hormonal treatment
(Hembree et al. 2017). The evidence to support
initiation of therapy is of very low to low quality.
Prospective follow-up studies have shown that
approximately 80-85 percent of children who meet

criteria for gender identity disorder do not persist
in remaining gender dysphoric in adolescence
(Newhook et al. 2018; Steensma and Cohen-
Kettenis 2018; Steensma et al. 2013; Zucker 2018).
The purported benefits of prescribing puberty
blockers and cross-sex hormones are the reduction
in dysphoric feelings and the risk of suicide (Shu-
mer, Nokoff, and Spack 2016). However, hormonal
and surgical interventions do not treat confusion and
misperception. The current push within gender iden-
tity clinics is to move the diagnosis out of the mental
health realm, denying any psychopathology, even
though many children and adolescents have comor-
bid mental health concerns, such as anxiety, depres-
sion, oppositional defiant disorder, and autism
spectrum disorders (ASDs). Within these clinics, any
treatment focused on helping children or adolescents
identify with their biological sex is considered
unethical, and imposing a binary view of sex is dis-
couraged (Coleman et al. 2012). The clinical para-
digm utilized in these clinics downplays the mental
health aspect of GD and, thus, regards any psycholo-
gical investigation into the “why” as harmful.
There are other conditions that exist in which
individuals perceive their bodies in a manner that
is counter to reality. Two frequently stated examples
that display this mental and physical disconnect are
anorexia nervosa and body integrity identity disorder
(BIID). Most commonly seen in women, individuals
with anorexia nervosa have an intense fear of becom-
ing obese and experience their body weight or shape
in a disturbed way. This form of psychopathology is
accompanied by avoidance of fatty foods, excessive
exercise, and the use of appetite suppressants and/or
diuretics. These individuals often suffer great anxi-
ety and depression. Some of the associated health
complications of anorexia nervosa are gastroparesis,
elevated transaminases, dysphagia, constipation,
hypoglycemia, amenorrhea, brain and cardiac atro-
phy, and osteoporosis (Mehler and Brown 2015). It
would be absurd to allow individuals with anorexia
nervosa to be “affirmed” in their disordered thinking
and not provide psychological and nutritional
interventions. In BIID, individuals have an internal
conflict secondary to the experienced difference
between their mental body scheme and the physical
shape of their body leading to a desire to acquire a
physical disability, becoming an amputee or a paral-
yzed human being. BIID was once believed to be
merely a psychological condition. However, other
hypotheses as to its etiology have arisen, including
congenital cerebral disorder, a neurologic condition
(Blom et al. 2016). The nosological status of this dis-
order remains undetermined. An extreme of surgical
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amputation of a healthy limb was performed twice
by Robert Smith, a Scottish surgeon, who was soon
barred thereafter from performing a third procedure
by the National Health Service trust (Barrow and
Oyebode 2019). Treatments for these disorders must
be aimed at restoring mental health and addressing
any contributing pathology.

In essence, based on scientific evidence, GAT
remains an unjustified treatment. The administered
hormones and performed surgeries interfere with
normal physiology, interrupt sequential develop-
ment, and invoke a diseased state which alters non-
pathologic anatomy. In addition, if GD is “merely
a natural variation, it becomes difficult to identify
the purpose of or justification for medical inter-
vention” (Griffin et al. 2020, 2). Given the above
rationale, there are no actual medical indications for
this prescribed treatment.

Box 2: Patient Preferences

The patient’s dignity, autonomy, and preferences for
treatment should always be acknowledged and
respected. A patient’s ability to assess and compre-
hend the benefits and burdens of a therapy is crucial.
If considerable risks of treatment exist, the treatment
choices must be guided by the provider to honor, first
and foremost, the individual’s dignity. When evalu-
ating autonomy in minors diagnosed with GD, one
must consider the lack of maturity to make medical
decisions that have implications beyond the capacity
of their understanding. Parents, advocating for their
children, must be presented all options in their
entirety to make a well-informed decision for the
child. Any element of coercion must be removed.
Yet isn’t hidden coercion the unacknowledged foun-
dation for GAT? Parents are encouraged to help chil-
dren “socially transition” if the child is displaying
significant distress and expressing behaviors of the
opposite sex. Parents are led to believe that if they
do not affirm their child in the expressed gender and
accept the process of transitioning, then they are con-
tributing to the touted increased risk of suicide.
Informed consent, a professional responsibility, must
fully address the social, biological, and psychologi-
cal risks as well as alternative approaches for all
categories of treatment. Does one address with the
parent of a ten-year-old child, let alone the child, that
the capacity for sexual arousal and orgasm will be
impaired or that life expectancy is shortened? Thus,
it is unlikely that informed consent is accomplished
and is, at best, a negligent process (S. Levine 2019).

The Clinical Practice Guidelines of the Endocrine
Society states that GnRHa are completely reversible

(Hembree et al. 2017). Yet, the mechanism of action
of these drugs discloses the fallacy of such a claim.
Growth hormone and sex hormones work together.
Suppressing puberty has a negative impact on height
as it arrests bone growth as well as decreases bone
density (Hruz, Mayer, and McHugh 2017). Since
puberty blockers are prescribed prior to the com-
mencement of the fertile stages—Tanner 3—4—
sperm and ovum are prevented from normally devel-
oping. They hinder the typical organization and
maturation of the adolescent brain by inducing a
pathologic state known as hypogonadotropic hypo-
gonadism (Laidlaw 2020). If puberty blockers are
reversible, then why does the same society advocate
that all individuals who seek GAT should be coun-
seled about fertility preservation options prior to the
initiation of puberty suppression? In a study looking
at psychological functioning before and after puberty
suppression in adolescents with GD, all seventy par-
ticipants were encouraged to socially transition and
none withdrew from puberty suppression with subse-
quent commencement of cross-sex hormone therapy
(de Vries et al. 2011). This counters the evidence that
most children diagnosed with GD will identify with
their biological sex. Hence, puberty blockers are not
truly allowing the child “time to decide.” The deci-
sion is sealed with the prescribing of the blockers.
What happens to patient autonomy then?

Box 3: Quality of Life

The quality of life of individuals with GD must be
examined on multiple levels and include a comprehen-
sive evaluation of their mental, physical, and spiritual
health. Youth identifying as transgender are often the
targets of verbal and physical harassment, and they
face significant ongoing mental health issues including
anxiety, depression, suicidal ideations, and body
image distortion and are often prone to substance abuse
and other risk-taking behaviors. Adolescent males
desiring to appear female experience high rates of
sexually transmitted infections and HIV, given the
common association with homelessness, incarcera-
tion, sharing of needles for hormone injections, non-
consensual sex, and sex in exchange for assets (D. A.
Levine and Committee on Adolescence 2013). In a
study evaluating psychological outcomes in fifty-five
young adults identifying as transgender who were
treated with puberty suppression, cross-sex hormones,
and reassignment surgery, psychological functioning
and overall well-being were reported to be improved
one year post surgery, but long-term effects remained
unaddressed (de Vries et al. 2014). If, according to
Dhejne et al. (2011), the overall increase in psychiatric
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illness, suicide attempts, and suicide deaths in compar-
ison to a control group remains elevated in sex-
reassigned individuals, then the current paradigm of
GAT is not effectively improving long-term outcomes
or overall care for this population. In a Swiss study, the
quality of life for 143 individuals who had declared
their transition to be complete revealed that the indi-
viduals identifying as trans are at greater risk of
increased mental health issues and a decreased quality
of life in comparison to the general population. This
was most evident in individuals claiming a nonbinary
status (Jellestad et al. 2018).

Could part of the decreased quality of life be related
to many of the potential morbidities associated with
cross-sex hormones? Estrogen given to males places
them at risk for venous thromboembolic events, cere-
brovascular disease, increased insulin resistance, devel-
opment of metabolic syndrome, and an abnormal lipid
profile. There have been case reports of meningiomas,
benign pituitary tumors, and prolactinomas. Females
taking testosterone are also at risk for increased insulin
resistance, development of metabolic syndrome, ovar-
ian carcinomas, and a decrease in bone mineral density
in those who have had oophorectomies (Feldman et al.
2016; Mueller and Gooren 2008). Ofrecent, a case of an
androgen receptor—positive hepatocellular carcinoma
was diagnosed in a teenage female desiring to appear
male, who had been receiving weekly intramuscular
injections of testosterone for fourteen months prior to
presentation (Lin et al. 2020).

Surgical procedures are unjustified dramatic
interventions, given that the suicide rate is still high
after surgery. Complications include urinary meatal
stenosis, neovaginal stenosis, rectovaginal perfora-
tions, and secondary revision surgeries. In a ten-
year retrospective study evaluating postoperative
complications of male-to-female sex reassignment
surgery in 189 individuals, the most striking findings
were 15 percent required blood transfusions, 27 per-
cent had early infectious complications, and the sec-
ondary vaginoplasty rate was 6.3 percent (Cristofari
et al. 2019). Sex reassignment surgery, now com-
monly referred to as gender affirmation surgery,
does not change one’s sex or affirm anyone. It is
bodily mutilation that renders one infertile.

Box 4: Contextual Features—
Implications for Individuals,
Families, Society, and the
Profession of Medicine

The social and contextual factors that interplay with
the diagnosis and treatment must be evaluated on

microcosmic and macrocosmic levels assessing the
impact on the individual, the family, society, and the
profession of medicine.

Impact on Individuals

What if individuals struggling with gender identity
are anxious and distressed because of previous
trauma, family dynamics, social media, pornogra-
phy, or other internal and external influences preced-
ing their confusion and these issues are left veiled by
the sole focus on gender (D’Angelo 2020)? Due to
these mental health stresses, a normal physiological
process (i.e., puberty) that results in a rapid change
could become even more distressing. In a large (n
= 2,164) retrospective and prospective cohort study
performed from 2006 to 2014 by Kaiser Perma-
nente, evaluating the prevalence of mental health
conditions in transgender and/or nonconforming
(TGNC) children and adolescents, children (ages
3-9) had a higher prevalence of anxiety and atten-
tion deficit disorders in comparison to matched ref-
erence groups. Adolescents (designated ages ten to
seventeen) had a 40-60 percent prevalence of
depression. The most striking finding in both
groups was that the prevalence ratio of all mental
health conditions diagnosed within the six-month
period before the first recorded status of TGNC was
much higher than the controls (Becerra-Culqui et al.
2018). GAT “arguably erases the crucial, formative
relational and social context the individual is
embedded in, and their potential significance as
generators of gender distress” (D’Angelo 2020,
2). Affirming one’s expressed gender is naive and
promotes a dualistic nature wherein the body has
no value. And if the body has no value, then genital
atrophy, reduction in sexual pleasure and orgasm,
sterility, and infertility are all permissible side
effects of manipulation and mutilation. The com-
plexity of the human being is reduced to what is
tangible.

Unfortunately, due to the limitations placed on
psychiatrists and psychologists by this ideology,
many detransitioners regret not having received the
appropriate mental health services prior to com-
mencing cross-sex hormones. These individuals are
typically shunned by the very community that
embraced their initial transgender or nonconform-
ing expression. They must resort to online commu-
nities for some form of solidarity. It should come as
no surprise that the number of these individuals will
only increase since GAT counters the natural course
of GD.
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In an analysis of adults applying for legal and sur-
gical sex reassignment in Sweden (from 1960 to
2010), a median of eight years was found to elapse
from the granting of a change in legal gender to sub-
mitting a regret application for those who desired to
return to their biological sex (Dhejne et al. 2014).
Most studies do not span this length of time and
report a significant number of individuals lost to
follow-up. Thus, the actual number of detransi-
tioners is not known.

Impact on Families

If parents do not support their child’s decision to
transition, then there are suggested avenues to usurp
the rights of parents, disrupting the child’s basic foun-
dation of support. One is to utilize legal carve-outs
already in place in several states surrounding sexual
and reproductive health. Another is to rely on the
“mature minor doctrine,” assuming that the child
understands fully the treatment and its risks, none of
which are to be serious in nature. And, finally, physi-
cians can assert that parental disagreement with GAT
for their child violates the Harm Principle and enjoin
the state to intervene (Dubin et al. 2019). This all
implies that the harm of not allowing transition
greatly outweighs the harm of affirming the child. But
what if this proclamation is based on fallible studies
and erroneous evidence? Where does the liability of
harming the child with GD then lie?

This experimental paradigm has caused undue
harm and fractured relationships within families. In
addition, parents who choose GAT for their children
are depriving their children of the choice of procrea-
tion. The legal consequences of these actions will
likely be seen in the not-so-distant future when these
children have the capacity to fully understand the
reality of the situation.

Societal Implications

Approximately 0.7 percent of youth (ages thirteen to
seventeen) and 0.6 percent of adults are reported to
identify as transgender (Herman et al. 2017). Despite
this relatively small percentage, the promotion of
gender ideology in educational curriculums and leg-
islation has been on a rapid rise. Social transitioning
is occurring outside of the medical profession, in
schools, prior to any formal diagnosis. The Endo-
crine Society acknowledges that “if children have
completely socially transitioned, they may have
great difficulty in returning to the original gender
role upon entering puberty” (Hembree et al. 2017,
3879). Medicine is cooperating with a society driven

by political and cultural pressures. As stated by
Zucker (2020),

if one conceptualizes gender social transition as a
type of psychosocial treatment, it should come as
no surprise that the rate of gender dysphoria per-
sistence will be much higher as these children are
followed into their adolescence and young adult-
hood. If this is, in fact, the case, one might ask
why would one recommend a first-line treatment
that is, in effect, iatrogenic. (p. 37)

In several public and charter schools, gender-
inclusive teaching has become a part of the curricu-
lum, instituting an ideology about gender and
sexuality which fosters compelled thoughts and
speech. Parents often find out affer-the-fact that their
children have been exposed to such teaching, and
many are not given the option of opting out (Hasson
and Farnan 2018). Thus, it is apparent that in the pro-
motion of such teaching, mental health and co-
occurring disorders are left ineffectively recognized
and treated. Take for instance, the diagnosis of ASD,
which may be present, but not formally diagnosed,
prior to obsession with gender identity. It is plausible
that attributes of ASD may actually predispose a
child to developing GD. This putative co-occurrence
was demonstrated in a study that evaluated two sepa-
rate groups of children presenting to a clinic—one
group referred for GD and the other group (control)
referred for other reasons. The findings revealed that
21.3 percent of the children referred for GD had a
clinical diagnosis of ASD whereas the control group
had none (Leef et al. 2019). Another significant con-
cern is the escalating number of teenage females sud-
denly claiming to be transgender, referred to as rapid
onset GD, a phenomenon described as a social conta-
gion. They are presenting with peers at similar times,
typically corresponding with an increase in social
media use and no prior history of distress related to
their sex (Littman 2018). In 2018, the Equalities Min-
ister in the United Kingdom launched an investigation
into the mounting numbers—greater than 4,000 per-
cent rise in less than a decade—of females seeking
treatment for “transitioning” (Owen 2018). This is the
new pandemic.

In Bostock v. Clayton County, Georgia, 590 U.S.
__(2020), sex was interpreted to include sexual
orientation and gender identity in Title VII, even
though the parties conceded that the term sex
referred specifically to male and female. Treating a
male identifying as female differently than a biologi-
cal female is considered to be discrimination; both
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individuals claim female sex which should be con-
sidered irrelevant in employment decisions. In med-
icine, this misinterpretation has overreaching
consequences. An individual identifying as trans
must be treated based on his or her genome, the orga-
nizing biological configuration in control of the col-
laboration of cells, tissues, and organs, not based on
how he or she identifies. Case in point, a woman
identifying as a male presented to an emergency
department complaining of abdominal pain. The
nurse in triage assessed “him” as nonurgent—a
hypertensive, obese man with abdominal pain. This
woman delivered a stillborn infant hours later. The
article points out that if the nurse would have worked
outside of the “implicit classification algorithm,”
then the outcome may have been very different
(Stroumsa et al. 2019). Isn’t that what society is cul-
tivating, though? For the individual to be treated as
self-identified? It’s difficult to have it both ways.

Profession of Medicine—The Conduit
of False Advertisement

In the context of GAT, the medical professional is no
longer the expert but merely the technician satisfying
the patient’s desires even at the expense of violating
the patient’s intrinsic dignity. In medical school, one
learns to formulate a differential diagnosis for pre-
senting problems. Without which one could easily
be misled to assigning the wrong diagnosis and treat-
ment paradigm and ultimately risk harming the
patient. With gender affirmation, no differential
diagnosis is entertained. The distress of GD is
assumed to be the result of identifying with a gender
that does not align with one’s biology. The solution
is to change the body to align with the mind.

A decrease in suicidality is the major goal for
GAT—but the evidence does not support the claim.
In a population-based matched cohort study con-
ducted in Sweden, spanning thirty years, 324 sex-
reassigned individuals were evaluated with the
objective of estimating mortality, morbidity, and
criminal rate after surgery. There was a substantially
higher rate of overall morbidity and mortality includ-
ing higher rates of psychiatric hospitalizations,
attempted and successful suicides, and death from
cardiovascular disease in transsexuals compared to
a control population (Dhejne et al. 2011). In August
2015, the National Center for Transgender Equality
launched the US Transgender Survey, which was a
follow-up to the National Transgender Discrimina-
tion Survey (NTDS) of 2008-2009. This survey gen-
erated the largest known sample of adults identifying
as transgender—27,715 individuals, ages eighteen

and over. The percentage of respondents who had
attempted suicide in their lifetime was 40.4 percent,
similar to the 41 percent reported in the NTDS (Her-
man, Brown, and Haas 2019).

After evaluating a cohort of gender-referred indi-
viduals seen at the Center of Expertise on Gender
Dysphoria of the Amsterdam University Medical
Centers, a retrospective designed study was con-
ducted utilizing an expanded length of time (1972—
2017). It looked at the overall suicide death rate in
a total of 8,263 trans-identifying men and women,
including adolescents and children. Seventy percent
of those who had committed suicide were in active
treatment with near equal distribution of deaths
across the different phases of treatment (Wiepjes
et al. 2020). Another study published in October,
2019, evaluated the mental health treatments of
2,679 individuals in the Swedish National Patient
Register diagnosed with gender incongruence. It
concluded that there was no significant decrease in
mental health visits in those receiving hormone ther-
apy. It initially claimed that gender-affirming sur-
geries were linked to a reduction in mental health
visits and that the decision to seek surgical interven-
tion should be supported. After multiple letters to the
editor revealed the statistical methodology to be
faulty, the claim was retracted. There is no evidence
that hormones or surgery benefit individuals with
gender incongruence (Brdnstrom and Pachankis
2020). At what point will GAT be declared false
advertising? The suicide rate of trans-identifying
individuals in GAT will most likely not begin to drop
to the level of an age-controlled population until the
contributing factors are thoroughly evaluated.

With the promotion of the GAT paradigm, the
profession of medicine lacks credibility in what has
become the modern-day experiment on a suffering
population. The limitations of published studies

include a general lack of randomized controlled
design, small sample sizes, high potential for
recruitment bias, questions regarding the preci-
sion of measured parameters, nongeneralizable
population groups, relatively short follow-up,
high numbers of patients lost to follow-up, and
frequent reliance upon “expert opinion” alone.
(Hruz 2020, 35)

In 2015, the NTH granted US$5.7 million to fund
a five-year longitudinal observational design looking
at the impact of early medical treatment in transgen-
der youth. Four academic sites were chosen. Gender-
dysphoric youth were divided into two groups—(1)
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early stage of puberty development to assess the
impact of pubertal suppression and (2) late stage of
puberty development to assess the impact of cross-
sex hormones. There were no control groups. In
2017, in the midst of the project, the cross-sex hor-
mone group minimum age requirement was lowered
from thirteen to eight (Olson-Kennedy et al. 2019).
Despite poor quality research and glaring ethical
concerns, the American Academy of Pediatrics
(AAP) came out with a statement in October,
2018, stating that the provider’s role in caring for
gender-dysphoric patients, regardless of age, is to
affirm the child’s experienced gender. To not do so
is considered “unfair and deceptive,” and watchful
waiting is “outdated” (Rafferty et al. 2018). A fact-
checking article of the AAP’s endorsement of gender
affirmation pointed out that the AAP utilized many
references that contradicted its proclamation. Of ele-
ven follow-up studies that reveal the actual outcomes
of gender-dysphoric children, it only cited one, mis-
leading its 67,000 members. It claims “conversion
therapy” models used to avert children and adoles-
cents from identifying as trans are deleterious. How-
ever, the referenced conversion therapy applies to
adults with same-sex attraction and has nothing to
do with gender identity (Cantor 2020). Perhaps this
statement in support of gender transition which
counters real evidence should join the ranks of other
“retired” statements published by the AAP. One
example is the Policy Statement: Ritual Genital Cut-
ting of Female Minors (2010). Soon after its release,
the AAP received backlash because it suggested that
it “might be more effective if federal and state laws
enabled pediatricians to reach out to families by
offering a ritual nick as a possible compromise to
avoid greater harm” from more disfiguring proce-
dures in other countries (Committee on Bioethics
2010, 1092). In recommending transition, the AAP’s
current stance is in support of removal of healthy
breasts, a secondary sex characteristic, in female
adolescents with GD. With the exorbitant rise in
teenage females presenting as gender dysphoric, the
incidence of mastectomies will naturally follow.

Box 5: The Catholic Physician’s
Perspective

All human beings, created in the image of God,
deserve the means to flourish and contribute their
gifts and talents to society. GAT fractionates further
the suffering individual. Given the ever-changing
landscape of medicine in modern society due to tech-
nological advances and social influences, the Catho-
lic physician must rely on firm moral fundamentals

to faithfully care for every patient. The Ethical and
Religious Directives (ERDs) are the guidelines cre-
ated to offer this foundation for Catholic physicians
and institutions providing Catholic healthcare ser-
vices. In the professional—patient relationship, ERD
no. 23 states the duty of the physician to respect and
protect the dignity of every human being. Number 27
of the ERDs addresses free and informed consent
urging that the patient (and guardians) receive “all
reasonable information” about the essentials of the
treatment and “any reasonable and morally legiti-
mate alternatives.” This must include the option of
allowing the child to pass through puberty without
GAT, a crucial aspect that is not discussed in gender
identity clinics. Manipulating, mutilating, and steri-
lizing individuals with GD infringes upon their dig-
nity and violates the principle of totality and
integrity, ERD no. 29. It is our responsibility, as
healthcare providers, to preserve one’s functional
integrity, only removing that which is pathologic and
harmful to the whole (US Conference of Catholic
Bishops 2018).

Caring for those who identify as transgender
necessitates an in-depth understanding of the indi-
vidual with decision-making rooted in integrity and
not conflated with a pretense of compassion.
Ongoing conscience rights protection for those who
practice medicine in alignment with doing no harm
is even more crucial as attacks are currently being
launched against Catholic hospitals refusing to per-
form gender transition surgeries (Smith 2020). In the
case of GD, affirmation grounded in reality and sci-
ence, reconciling the mind with the body, is the ethi-
cally sound route. Attempts to align the body with
misperceptions will never accomplish the intent
because the genetic constituency of every cell
remains, and functional anatomy of the opposite sex
cannot truly be surgically constructed. Gender ideol-
ogy counters science and annihilates the human per-
son. We must not be silent about the imperative need
for adequate mental health evaluations. We must
support our colleagues in psychology and psychiatry.
“There is a need to reaffirm the metaphysical roots of
sexual difference, as an anthropological refutation of
attempts to negate the male-female duality of human
nature, from which the family is generated” (Congre-
gation for Catholic Education 2019, 19).

Conclusion

In conclusion, the EDMF used to analyze the para-
digm of GAT reveals that there are no medical indi-
cations for this treatment for patients suffering with
GD. Patient preferences are shaped by coercion and
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a lack of truly informed consent. As outlined exten-
sively, the quality of life of individuals treated with
GAT is not improved, given the ensuing morbidity
of many of the interventions and the consistently
high rate of suicide risk. GAT has become a detri-
ment not only to the individuals being treated but
also to society as a whole by dismantling the family
and teaching a false narrative in public schools. In
looking ahead, medicine must be accompanied by
truth and scientific evidence to withstand the attacks
on humanity from social and political ideology and
to render just treatment, honoring the dignity of
every human being. This is a great task, we, as Cath-
olic physicians, must lovingly and courageously
embrace.

Declaration of Conflicting Interests

The author(s) declared no potential conflicts of inter-
est with respect to the research, authorship, and/or
publication of this article.

Funding

The author(s) received no financial support for the
research, authorship, and/or publication of this
article.

ORCID iD

Monique Robles, MD, MS Bioethics
org/0000-0001-7196-9634

https://orcid.

References

Barrow, Emily, and Femi Oyebode. 2019. “Body Integrity
Identity Disorder: Clinical Features and Ethical
Dimensions.” BJPsych Advances 25:187-95. doi:
10.1192/bja.2018.55.

Becerra-Culqui, Tracy A., Yuan Liu, Rebecca Nash, Lee
Cromwell, W. Dana Flanders, Darios Getahun, Shawn
V. Giammattei, et al. 2018. “Mental Health of Trans-
gender and Gender Nonconforming Youth Compared
with Their Peers.” Pediatrics 141, no. 5: €20173845.
doi: 10.1542/peds.2017-3845.

Blom, R. M., G. A. van Wingen, S. J. van der Wal, J.
Luigjes, M. T. van Dijk, and H. S. Scholte. 2016. “The
Desire for Amputation or Paralyzation: Evidence for
Structural Brain Anomalies in Body Integrity Identity
Disorder (BIID).” PLoS One 11, no. 11: e0165789. doi:
10.1371/journal.pone.0165789.

Bourne, Lisa. 2019. “Plastic Surgeon: Sex-change Opera-
tion ‘Utterly Unacceptable’ and a Form of ‘Child
Abuse’.” Life Site News, September 19. https://www.
lifesitenews.com/news/plastic-surgeon-sex-change-
operation-utterly-unacceptable-and-a-form-of-child-
abuse.

Brinstrom, Richard, and John Pachankis. 2020. “Reduction
in Mental Health Treatment Utilization among
Transgender Individuals After Gender-affirming Sur-
geries: A Total Population Study.” The American
Journal of Psychiatry 177, no. 8: 727-34. doi: 10.1176/
appi.ajp.2019.19010080.

Cantor, James M. 2020. “Transgender and Gender Diverse
Children and Adolescents: Fact-checking of AAP Pol-
icy.” Journal of Sex & Marital Therapy 46, no. 4:
307-13. doi: 10.1080/0092623X.2019.1698481.

Chen, Diane, Laura Edwards-Leeper, Terry Stancin, and
Amy Tishelman. 2018. “Advancing the Practice of
Pediatric Psychology with Transgender Youth: State
of the Science, Ongoing Controversies, and Future
Directions.” Clinical Practice in Pediatric Psychology
6, no. 1: 73-83. doi: 10.1037/cpp0000229.

Coleman, E., W. Bockting, M. Botzer, P. Cohen-Kettenis,
G. DeCuypere, J. Feldm, an, and L. Fraser. 2012.
“Standards of Care for the Health of Transsexual,
Transgender, and Gender-nonconforming People, Ver-
sion 7.” International Journal of Transgenderism 13,
no. 4: 165-232. doi: 10.1080/15532739.2011.700873.

Committee on Bioethics. 2010. “Ritual Genital Cutting
of Female Minors.” Pediatrics 125, no. 5: 1088-93.
doi: 10.1542/peds.2010-0187.

Congregation for Catholic Education. 2019. Male and
Female He Created Them: Towards a Path of Dialogue
on the Question of Gender Theory in Education. Vati-
can City: Vatican Press.

Cristofari, S., B. Bertrand, S. Leuzzi, K. Rem, J. Rausky, M.
Revol, M. Atlan, and A. Stivala. 2019. “Postoperative
Complications of Male to Female Sex Reassignment
Surgery: A 10-year French Retrospective Study.”
Annales de Chirurgie Plastique Estheétique 64, no. 1:
24-32. doi: 10.1016/j.anplas.2018.08.002.

D’Angelo, Roberto. 2020. “The Complexity of Child-
hood Gender Dysphoria.” Australasian Psychiatry
28, no. 5: 530-32. doi: 10.1177/1039856220917076.

de Vries, Annelou L. C., and Peggy T. Cohen-Kettenis.
2012. “Clinical Management of Gender Dysphoria in
Children and Adolescents: The Dutch Approach.” Jour-
nal of Homosexuality 59, no. 2: 301-20. doi: 10.1080/
00918369.2012.653300.

de Vries, Annelou L. C., Jenifer K. McGuire, Thomas D.
Steensma, Eva C. F. Wagenaar, Theo A. H. Dorelei-
jers, and Peggy T. Cohen-Kettenis 2014. “Young
Adult Psychological Outcome after Puberty Suppres-
sion and Gender Reassignment.” Pediatrics 134, no.
4: 696-704. doi: 10.1542/peds.2013-2958.

de Vries, Annelou L. C., Thomas D. Steensma, Theo A. H.
Doreleijers, and Peggy T. Cohen-Kettenis. 2011.
“Puberty Suppression in Adolescents with Gender Iden-
tity Disorder: A Prospective Follow-up Study.” The
Journal of Sexual Medicine 8, no. 8: 2276-83. doi:
10.1111/5.1743-6109.2010.01943 x.

Dhejne, C., P. Lichtenstein, M. Boman, A. L. V. Johansson,
N. Langstrom, and M. Landen. 2011. “Long-term
Follow-up of Transsexual Persons Undergoing Sex
Reassignment Surgery: Cohort Study in Sweden.”



270

The Linacre Quarterly 88(3)

PLoS One 6, no. 2: ¢16885. doi: 10137/journal.pone.
0016885.

Dhejne, Cecilia, Katarina Oberg, Stefan Arver, and Mikael
Landén. 2014. “An Analysis of All Applications for Sex
Reassignment Surgery in Sweden, 1960-2010: Preva-
lence, Incidence, and Regrets.” Archives of Sexual
Behavior 43, no. 8: 1535-45. doi: 10.1007/s10508-
014-0300-8.

Dubin, Samuel, Megan Lane, Shane Morrison, Asa Radix,
Uri Belkind, Christian Vercler, and David Inwards-Bre-
land. 2019. “Medically Assisted Gender Affirmation:
When Children and Parents Disagree.” Journal of Med-
ical Ethics 46, no. 5: 295-99. doi: 10.1136/medethics-
2019-105567.

Feldman, Jamie, George R. Brown, Madeline B. Deutsch,
Wylie Hembree, Walter Meyer, Heino F. L. Meyer-
Bahlburg, Vin Tangpricha, Guy T’Sjoen, and Joshua
D. Safer. 2016. “Priorities for Transgender Medical
and Health Care Research.” Current Opinion in
Endocrinology, Diabetes, and Obesity 23, no. 2:
180-87. doi: 10.1097/MED. 0000000000000231.

Griffin, Lucy, Katie Clyde, Richard Byng, and Susan Bew-
ley. 2020. “Sex, Gender, and Gender Identity: A Re-
evaluation of the Evidence.” BJPsych Bulletin 1-9. doi:
10.1192/bjb.2020.73.

Hasson, Mary Rice, and Theresa Farnan. 2018. Get Out
Now: Why You Should Pull Your Child from Public
School before It’s Too Late. Washington, DC: Gateway
Editions.

Hembree, W. C., P. T. Cohen-Kettenis, L. Gooren, S. E.
Hannema, W. J. Meyer, M. H. Murad, S. M. Rosenthal,
J. D. Safer, V. Tangpricha, and G. G. T-Sjoen 2017.
“Endocrine Treatment of Gender-dysphoric/Gender-
incongruent Persons: An Endocrine Society Clinical
Practice Guideline.” Journal of Clinical Endocrinology
& Metabolism 102, no. 11: 3869-903. doi: 10.1210/
jc.2017-01658.

Herman, Jody L., Taylor N. T. Brown, and Ann P. Haas.
2019. “Suicide Thoughts and Attempts among
Transgender Adults, Findings from the 2015 U.S.
Transgender Survey.” https://williamsinstitute.law.
ucla.edu/wp-content/uploads/Suicidality-Transgen
der-Sep-2019.pdf.

Herman, Jody L., Andrew R. Flores, Taylor N. T. Brown,
Bianca D. M. Wilson, and Keith J. Conron. 2017. “Age
of Individuals Who Identify as Transgender in the
United States.” https://williamsinstitute.law.ucla.edu/
publications/age-trans-individuals-us/.

Hruz, Paul W. 2020. “Deficiencies in Scientific Evidence
for Medical Management of Gender Dysphoria.”
The Linacre Quarterly 87, no. 1: 34-42. doi: 10.1177/
0024363919873762.

Hruz, Paul. W., L. S. Mayer, and P. R. McHugh. 2017.
“Growing Pains: Problems with Puberty Suppression
in Treating Gender Dysphoria.” The New Atlantis 52:
3-36.

Jellestad, Lena, Tiziana Jaggi, Salvatore Corbisiero, Dirk
Schaefer, Josef Jenewein, Andres Schneeberger, Ann-
ette Kuhn, and David Garcia Nuifiez. 2018. “Quality

of Life in Transitioned Trans Persons: A Retrospective
Cross-sectional Cohort Study.” Biomed Research Inter-
national 2018, 1-10. doi: 10.1155/2018/8684625.

Laidlaw, Michael. 2020. “The Pediatric Endocrine
Society’s Statement on Puberty Blockers Isn’t Just
Deceptive: It’s Dangerous.” Public Discourse, January
13. https://www.thepublicdiscourse.com/2020/01/
59422/.

Leef, J. H., J. Brian, D. P. VanderLaan, H. Wood, K. Scott,
M.-C. Lai, S. J. Bradley, and K. J. Zucker. 2019. “Traits
of Autism Spectrum Disorder in School-aged Children
with Gender Dysphoria: A Comparison to Clinical Con-
trols.” Clinical Practice in Pediatric Psychology 7, no.
4: 383-95. doi: 10.1037/cpp0000303.

Levine, David A., and the Committee on Adolescence.
2013. “Office-based Care for Lesbian, Gay, Bisexual,
Transgender, and Questioning Youth.” Pediatrics 132,
no. 1: €297-313. doi: 10.1542/peds.2013-1283.

Levine, Stephen. 2019. “Informed Consent for Transgen-
dered Patients.” Journal of Sex & Marital Therapy 45,
no. 3: 218-29. doi: 10.1080/0092623X.2018.1518885.

Lin, Alexander Justin, Thomas Baranski, Deyali Chaterjee,
Prof Will Chapman, Gretchen Foltz, and Hyun Kim.
2020. “Androgen-receptor-positive Hepatocellular
Carcinoma in a Transgender Teenager Taking Exogen-
ous Testosterone.” The Lancet 396, no. 10245: 198.
doi: 10.1016/S0140-6736(20)31538-5.

Littman, Lisa. 2018. “Parent Reports of Adolescents and
Young Adults Perceived to Show Signs of a Rapid
Onset of Gender Dysphoria.” PLoS One 13, no. 8:
€0202330. doi: 10.1371/journal.pone.0202330.

Malone, William, Colin M. Wright, and Julia D. Robertson.
2019. “No One Is Born in ‘The Wrong Body’.” Quill-
ette, September 24. https://quillette.com/2019/09/24/
no-one-is-born-in-the-wrong-body/.

Marugg, L., M. Atkinson, and A. Fernandes. 2014. “The
Five-box Method: The ‘Four-box Method’ for the
Catholic Physician.” The Linacre Quarterly 81, no. 4:
363-71. doi: 10.1179/2050854914Y.0000000032.

Mehler, P. S., and C. Brown. 2015. “Anorexia Nervosa—
Medical Complications.” Journal of Eating Disorders
3, no. 11: 1-8. doi: 10.1186/s40337-015-0040-8.

Monstrey, S. J., P. Ceulemans, and P. Hoebeke. 2011. “Sex
Reassignment Surgery in the Female-to-male Trans-
sexual.” Seminars in Plastic Surgery 25, no. 3:
229-44. doi: 10.1055/s-0031-1281493.

Mueller, Andreas, and Louis Gooren. 2008. “Hormone-
related Tumors in Transsexuals Receiving Treatment
with Cross-sex Hormones.” European Journal of Endo-
crinology 159, no. 3: 197-202. doi: 10.1530/EJE-08-
0289.

Newhook, Julia T., Jake Pyne, Kelley Winters, Stephen
Feder, Cindy Holmes, Jemma Tosh, Mari-Lynne
Sinnott, Ally Jamieson, and Sarah Pickett. 2018.
“A Critical Commentary on Follow-up Studies and
‘Desistance’ Theories about Transgender and Gender
Non-conforming Children.” International Journal of
Transgenderism 19, no. 2: 212-24. doi: 10.1080/
15532739.2018.1456390.



Robles

271

Olson-Kennedy, Johanna, Yee-Ming Chan, Robert Garo-
falo, Norman Spack, Diane Chen, Leslie Clark, Diane
Ehrensaft, M. Hidalgo, A. Tishelman, and S. Rosenthal.
2019. “Impact of Early Medical Treatment for Trans-
gender Youth: Protocol for the Longitudinal, Observa-
tional Trans Youth Care Study.” JMIR Research
Protocols 8, no. 7: €14434. doi: 10.2196/14434.

Olson-Kennedy, Johanna, Jonathan Warus, Vivian Okonta,
Marvin Belzer, and Leslie Clark. 2018. “Chest Recon-
struction and Chest Dysphoria in Transmasculine Min-
ors and Young Adults: Comparisons of Nonsurgical
and Postsurgical Cohorts.” JAMA Pediatrics 172,
no. 5: 431-36. doi: 10.1001/jamapediatrics.2017.5440.

Owen, Glen. 2018. “Government Probe into Why So Many
Girls Want To Be Boys: Investigation Ordered after
Number of ‘Transitioning Referrals’ Increases By Four
Thousand Percent.” DailyMail, September 15. https://
www.dailymail.co.uk/news/article-6172097/Investiga
tion-ordered-number-transitioning-referrals-increase-
four-thousand-cent.html.

Parekh, R. 2016. “What Is Gender Dysphoria?” https://
www.psychiatry.org/patients-families/gender-dys
phoria/what-is-gender-dysphoria.

Rafferty, Jason, Committee on Psychosocial Aspects of
Child and Family Health, Committee on Adolescence,
and Section on Lesbian, Gay, Bisexual, and Transgen-
der Health and Wellness. 2018. “Ensuring Comprehen-
sive Care and Support for Transgender and Gender
Diverse Children and Adolescents.” Pediatrics 142,
no. 4: 1-14. doi: 10.1542/peds.2018-2162.

Rodriguez, M. F., M. Menéndez Granda, and V. Gonzalez
2018. “Gender Incongruence Is No Longer a Mental
Disorder.” Journal of Mental Health and Clinical Psy-
chology 2, no. 5: 6-8. doi: 10.29245/2578-2959/2018/
5.1157.

Shumer, D. E., N. J. Nokoff, and N. P. Spack. 2016.
“Advances in the Care of Transgender Children
and Adolescents.” Advances in Pediatrics 63, no. 1:
79-102. doi: 10.1016/j.yapd.2016.04.018.

Smith, Wesley J. 2020. “Another Catholic Hospital Sued
for Refusing Transgender Hysterectomy.” National
Review, July 20. https://www.nationalreview.com/cor
ner/another-catholic-hospital-sued-for-refusing-trans
gender-hysterectomy/

Steensma, Thomas D., and Peggy T. Cohen-Kettenis. 2018.
“A Critical Commentary on Follow-up Studies and
‘Desistance’ Theories about Transgender and Gender
Non-conforming Children.” International Journal
of Transgenderism 19, no. 2: 225-30. doi: 10.1080/
15532739.2018.1468292.

Steensma, Thomas D., B. P. C. Kreukels, A. L. C. de
Vries, and P. T. Cohen-Kettenis. 2013. “Gender

Identity Development in Adolescence.” Hormones
and Behavior 64, no. 2: 288-97. doi: 10.1016/
j-yhbeh.2013.02.020.

Stroumsa, Daphna, Elizabeth F. S. Roberts, Hadrian
Kinnear, and Lisa H. Harris. 2019. “The Power and
Limits of Classification—A 32-year-old Man with
Abdominal Pain.” The New England Journal of Medi-
cine 380, no. 20: 1885-88. doi: 10.1056/
NEJMp1811491.

Tugnet, N., J. C. Goddard, R. M. Vickery, D. Khoosal, and
T. R. Terry. 2007. “Current Management of Male-to-
female Gender Identity Disorder in the UK.” Post-
graduate Medical Journal 83, no. 984: 638—42.
doi: 10.1136/pgm;j.2007.060533.

USCCB (US Conference of Catholic Bishops). 2018. Ethi-
cal and Religious Directives for Catholic Health Care
Services, 6th ed. Washington, DC: US Conference of
Catholic Bishops.

Wiepjes, C. M., M. den Heijer, M. A. Bremmer, N. M.
Nota, C. J. M. de Blok, B. J. G. Coumou, and T. D.
Steensma. 2020. “Trends in Suicide Death Risk in
Transgender People: Results from the Amsterdam
Cohort of Gender Dysphoria Study (1972-2017).”
Acta Psychiatrica Scandinavica 141, no. 6: 486-91.
doi: 10.1111/acps.13164.

Zucker, Kenneth J. 2018. “The Myth of Persistence:
Response to ‘A Critical Commentary on Follow-up
Studies and “Desistance” Theories about Transgender
and Gender Non-conforming Children’ by Temple
Newhook et al. (2018).” International Journal of
Transgenderism 19, no. 2: 231-45. doi: 10.1080/
15532739.2018.1468293.

Zucker, Kenneth J. 2020. “Debate: Different Strokes for
Different Folks.” Child and Adolescent Mental Health
25, no. 1: 36-37. doi: 10.1111/camh.12330.

Biographical Note

Monique Robles, MD, MS Bioethics, is a board-certified
pediatric critical care physician and instructor in the
Department of Pediatrics, Section of Critical Care Medi-
cine, at the University of Colorado School of Medicine. She
received a Certificate in Health Care Ethics from the
National Catholic Bioethics Center and then went on to
complete a master of science degree in bioethics in 2018
at the University of Mary, Bismarck, North Dakota. She
is a member of the Catholic Medical Association and the
American College of Pediatricians and is an associate scho-
lar at the Charlotte Lozier Institute.



