Leibowitz_WPATH_Introduction

[Dr. Scott Leibowitz] Welcome to the second of two modules on gender care for youth.

My name is Doctor Scott Leibowitz and I am a child and adolescent psychiatrist.

I'm a board member for the World Professional Association for Transgender Health, also known as WPath, and was the Co lead author for the adolescent chapter of its 2022 Standard of Care 8th Revision Guidelines.

I've served in three multidisciplinary gender clinics at 3 academic pediatric centers in the United States, including in Boston, Chicago, and Columbus between 2008 and 2024.

Boston Children's was the first pediatric multidisciplinary clinic serving trans youth in the country and I'm proud to have started my career in that program.

Now I'm an educator, trainer and consultant on these issues.

This is why I'm very excited to bring to you these modules.

The first module that you should have already completed is 1 on Ethical dilemmas in the care of Trans and gender diverse youth.

If you have not completed this module, please consider completing this that one first.

This presentation is more clinical in nature, entitled The WPATH Standard of care Best Practices for Trans and Gender Diverse Youth.

An important disclaimer, The contents of this presentation contain information and recommendations about gender care for minors.

It is important to be aware of the local, state and country laws where you practice to understand the legalities of the recommendations and guidance in this presentation.

For this course, I am teaching 2 modules, each of which will have reflective thought exercises interspersed throughout the presentation.

I am including suggested readings and a few key studies for you to review either before or after the presentation.

This module has four sections.

First, I will provide an overview of the history of gender care for minors entitled The Evolution of Gender Care for Minors.

I will then introduce the concepts of gender literacy and gender care literacy developed by the University of Minnesota's Institute for Gender and Sexuality.

The following and longest sections of the model module.

We'll review the WPATH Standard of Care, 8th edition Child and adolescent chapter recommendations, and I will conclude with an overview of the political intrusion into gender care, discussing some of the effects of those efforts experienced by patients, families, and providers.

Like as I mentioned for the first module on ethical dilemmas, After this module, my hope is that you will be able to think about these issues through different lens and perspectives.

While supporting young people living authentically is a very important endeavor and associated with positive mental health outcomes, it's also important to understand adolescent identity development and decision making when approaching care decisions that may be irreversible.

It's also important to think of gender as one aspect of a person and not the entire aspect of that person.

Therefore, I encourage you to approach the reflective thought exercises with the goal of appreciating different perspectives on the issue at hand and conveying your understanding of the complexity of each of those issues.

Thank you again for registering to take these modules.

I hope that you will find them enlightening and thought provoking.

It is a pleasure to bring my experience to you and to translate it into something you can apply to your practice, no matter what discipline you are a part of.
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[Dr. Scott Leibowitz] I'll start the presentation called the World Professional Association for Transgender Health.

Standard of care best practices for trans and gender diverse youth.

Our outline today has four sections in this module.

The evolution of gender care for minors.

Gender literacy and gender care literacy.

The WPATH standard of care 8 edition.

Adolescent chapter recommendations and the political climate and intrusion into gender care.

I have 5 learning objectives for you.

First, you will be able to contextualize the historical evolution of gender care for trans minors.

Then you will be able to define and understand the concepts of gender literacy, gender care literacy, and their relevance to care.

You will be able to summarize the recommendations of the standard of care. 8th editions.

International guidelines for trans and gender diverse adolescence appreciate the approach to Co occurring mental health entities in trans and gender diversity youth and then understand the impact of political climate and intrusion into gender care for minors.

First section on the history.

Gender care was not always recommended to start for minors.

And what's really important is that WPATH, the World Professional Association for Transgender Health, which is currently thought of as one of the leading authorities on trans health issues, formed in 1979.

It was in that year that the very first guidelines for trans health were published by the small committee that formed this organization.

There was no chapter or no mention of children or adolescents in that guideline, and for the 1st 4 editions there was nothing mentioned about adolescence.

It wasn't until 1998, during the 5th edition of the Standard of Care when adolescents were included in the guidelines and they had lowered the age minimum for hormones to age 16 from 18.

Due to the fact that many people were coming forward seeking treatment in that late adolescent, late teenage years, but had to wait arbitrarily until they turned 18.

And many felt there were very there were young people who had experienced this identity for quite some time.

They were able to make this decision.

They were approaching it from a mature standpoint.

Therefore, with specific strict criteria, those who were 16 could start treatment.

The 6th and 7th editions expanded on those criteria and were published in 2005 and 2011, respectively.

Child and adolescent issues were combined into one chapter in those subsequent editions.

The treatments and recommendations were organized based on reversibility of treatment and or thought reversibility at the time.

So criteria for puberty blockers, criteria for hormones, criteria for surgery.

Specifically in the 7th edition, which again was published in 2011, about 10 years passed before the next guidelines were published and that was the 8th edition which was published in 2022.

I had the personal honor of being able to be the Co lead of the adolescent chapter.

And this guideline was the first time that there was a consensus based document going through a very strict process of voting.

In order for any of the recommendations to be included in the standard of care, they had to achieve a certain degree of clinical consensus.

And I'll explain that more.

So 7th edition 2011, 2012, 10 year gap.

And in those ten years, a lot has happened and there's been evolution of the research and and scientific advancements that we all needed to include in this 8th edition document.

The 8th edition, the workgroups were announced in 2017 and they consisted of 122 multidisciplinary members from around the world.

There were 18 chapters and each chapter had evidence review teams to look at what the evidence was for each of those specific topics at hand.

As I mentioned, any recommendation needed to have 75% agreement for each of the statements included.

And the reason for having this consensus process is because that in and of itself is evidence.

If you think about the collective thousands and thousands of hours of clinical experience that informed these recommendations, given that other evidence can be can take a long time to collect, especially longitudinal work.

There needed to be this other way of increasing the the validity and the the scientific rigor of these guidelines and their recommendations and by having this Delphi process in place is what is what did that.
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[Dr. Scott Leibowitz] So moving into new topic gender literacy and gender care literacy, I'll first have you ask yourself what might the term gender literacy mean?

And you're not supposed to know the answer, so just come up with whatever you think the term gender literacy means.

What about gender care literacy?

How would that be different?

Now I'll define it.

So gender literacy is a term and a concept that is used by the University of Minnesota's Institute for Sexual and Gender Health.

What it means is developing awareness and skill sets to critically think about socially constructed, embedded gender narratives, and then being able to discern one's own belief and values once those once those awareness and skill sets are developed.

And that is really, really important because it can apply to anybody.

1 does not need to be a gender diverse person to have achieved a sense of gender literacy.

Breaking this down, it's being aware that gender stereotypes exist, being able to understand that those stereotypes are external to the person as their identity develops.

Having a developmental appropriate awareness when those stereotypes are being reinforced by society.

Having that internal sense to push back against conforming to the societal rules when they don't feel natural for a given person and being aware of what will happen or won't happen when pushing back.

So across development, that means something different for young children, school age children and adolescents and young children who have gender literacy.

It might be an awareness that girl things and boy things are just rules that don't really need to apply to everybody.

So a young child that sees a particular commercial on television and sees that a stereotype might be reinforced and able to say, hey, how come there's only girls in that commercial?

That young child has a development sense of gender literacy, whereas another child who might see that commercial would not internalize that message and would not even say anything about it.

They would just live and experience the commercial.


School age children.

It's knowing that a boy might that who's wearing a dress might draw looks or unwanted negative attention, but not allowing that to affect that school age child self esteem because wearing that dress feels right for that kid.

And in adolescence, it's own awareness that sexism can create expectations on women and men that drives their behaviour and ability to express their emotions or feelings in a certain healthy way.

So as you can see, gender literacy looks something different across development.

What are some areas that we explore promoting gender literacy?

So can that young person understand discomfort as opposed to distress from these, from their gender diverse experiences?

What about understanding the effects of the treatments that they're seeking?

What how well do they understand gender role stereotypes?

How aware are they of the concept of irreversibility and the impact on how that might affect others?

And can they understand different trajectories and outcomes that they might not even think applies to them?

So for example, can they think about the idea that someone might regret and experience even though they don't think that that would happen to them?

So just a little note on gender dysphoria.

Not all trans or gender non binary people experience gender dysphoria.

Some people experience it more than they realize, others say they experience it when the discomfort they have might be for other underlying reasons.

And it's meant for the medical and mental health professionals to determine.

Because it's a medical classification in the DSM 5, itself a controversial subject.

Although many youth do self identify as having dysphoria, a major unresolved question within the field is whether or not its presence is necessary in order to receive hormone or surgical treatment, particularly for adults.

Now, what about gender care literacy?

And this is a concept that I personally have come up with.

I've adapted gender literacy into the the concept of gender care literacy.

So you won't find this published.

This refers to making informed gender care decisions as a gender literate patient or client.

Optimizing one's mindset so based on individual factors when making care decisions.

Not everybody's optimized mental health is the same, and understanding the impact of gender care decisions on both the personal and physical level and the ways that different aspects of 1's environment might react as well.

So if one is about to start a treatment that will have phenotypic changes or external changes to their body, can they appreciate that that might impact how others perceive them, whether they be new people in their life or whether these be family members who know them for a really long time?

So gender care literacy in minors is about understanding the reversibility of the treatments, the ability of the young person to appreciate the concept that their priorities might change as they get older, and the ability to appreciate the relationship between mental health and gender.

Can the young person and family members appreciate that mental health outcomes don't always improve with gender care treatments?

There's a lot of pressure for mental health to improve as a result of getting gender care treatment, and that can set up family systems for for challenges in time if those expectations are not appropriate.

So ask yourself now, do you think it's important to achieve gender literacy and gender care literacy before making irreversible gender related care decisions?

Why or why not?

So I bring back to you the way I ended the last module, which is to say we can never predict the future.

No one can predict what 1's life will be like in 10/15/20 years, and we can't do that in the rest of medicine either.

But what we can do is protect the integrity of the decision making process by discussing all of these issues and ensuring developmental understanding of these key concepts.

How do we do that?

That is why we have guidelines that factor in the evidence but also factor in the clinical experience of the experts.

And like I said, this is a consensus based document.
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[Dr. Scott Leibowitz] I'm not going to focus in on the childhood chapter of the standard of care.

I'm going to post these and review them really as quickly as I can because I think it's important for us to know.

But children and gender diverse and trans children are are different than adolescents and we are not thinking about medical treatments in pre pubertal children.

So these guidelines, in that chapter, there are 15 of them.

The first four are related to qualifications.

So the provider must have an appreciation of gender and the differences that gender manifests across the lifespan.

They must have training in child and family mental health.

They should have training in autism and neurodiversity and they should have continuing education on gender diverse children over time as research is published.

When assessing young children, it is very important to access information from multiple sources and consider the developmental, neurocognitive and language factors in that young child and family's outward outward expression.

It's also important to consider the constraints on accurate reporting with children and families.

Children can't always say what they feel on the inside, so we have to often use use tactics like in displacement or through art therapy to try to approximate what we think that child is going through.

You want to consider consultation and or psychotherapy for children and families when they need it.

Gender diversity alone doesn't shouldn't dictate the involvement of a mental health professional for a gender diverse child, but when there are outward challenges or families trying to figure out how to navigate those issues, consultation could be helpful.

The consultation and therapy should promote resilience and emotional well-being in different settings.

It should help parents provide age appropriate psychoeducation about gender development to the young people.

Oftentimes people talk to children in a developmentally inappropriate way, assuming they understand things, and you have to be able to break it down and talk to a child the way they understand it.

Discuss gender affirming care options as puberty nears A5 or a six year old would not really be able to understand or appreciate medical treatments.

You want to respond supportively to child LED discussions about gender, but never trying to impose your own values or judgments onto a child.

Let them figure it out on their own and support the exploration of their gender whether or not they socially transition.

There's no right or wrong.

Social transition for a child is is a very individual choice for the family and a lot of that matters on multiple factors and where they live how long this child's been expressing something the.

The risks and benefits of of moving forward with the social transition.

Risks and benefits of not moving forward with a social transition and then supporting those individualized family decisions and working with the systems where the child is located, such as in school or in extracurricular clubs to promote acceptance around gender diversity in childhood.

So that is the summary of the childhood chapter.

Let's move on to the adolescent recommendations.

There are 12 recommendations in the standard of care and the 12th 1 is broken down into several criteria.

So I will read them all to you.

The 1st is the qualifications of the provider they should have.

They should have qualifications in understanding and training about identity development when working with adolescents.

The second recommendation is that they approach gender openly, so no one gender is a right or correct way of being for a given person.

The third, which is the hallmark recommendation of our chapter, is the importance of doing a comprehensive bias psychosocial assessment of the totality of issues that that young person is going through.

I will explain that in more detail.

The 4th says promote acceptance of gender diversity in the systems where adolescents are located, families, schools, other environments.

The 5th says explicitly that attempts to change a young person's identity or expression are harmful.

The 6th and 7th are more reversible.

Treatment interventions or suggestions, guidance for young people such as binding and talking or using menstrual suppression, all to support that young person's process of understanding themselves, which can be very useful and helpful as you're rioritizing their mental health to better appreciate their decision making for more irreversible treatments #8 says.

Maintain a clinical relationship throughout the duration of multiple decision making points.

So adolescents making decisions when they're 12 look very different when they turn 15 and they look very different when they turn 17.

So as much as you can maintain that longitudinal relationship over time with them, the better you can assist the family in in appreciating the differences in how mature they are at those different time points #9 says involve multidisciplinary perspectives as much as possible.

And for reasons I mentioned in the first module, the the evidence on the benefits of gender care and minors comes from clinics where multidisciplinary perspectives were involved in the protocol.

And so I would say that multidisciplinary care is absolutely crucial, especially given where we're at in the scientific advancement for for these treatments #10 says inform patients and families about the reproductive effects of the treatments and what their fertility options might be like #11 emphasizes the importance of involving caregivers and families and parents.

Unless the parents involvement would be deemed harmful.

For example, a parent who's been abusive to a child or a teenager or a parent who might be incarcerated.

But a a rejecting parent shouldn't be excluded from the treatment.

One really needs to involve all consenters and decision makers in the process.

And then 12 the specific criteria for appropriateness for gender affirming medical treatment.

Well, one, the child or the adolescent should meet criteria for gender dysphoria if there are diagnostic criteria in the particular country where you're they are located.

So the the DSM, for example, in the United States includes gender dysphoria.

The second one says a sustained identity experience over time.

This is meant to in to protect the decision making integrity process.

Having a sustained identity experience helps young people be better informed about their own experiences and what these treatments are going to do for them.

If this is something that they are in simple exploration mode for, it might be important to give it time to help them see and understand how they feel about themselves.

C says that the adolescent should have the maturity sufficient enough to provide the informed ascent.

That means that they should be able to appreciate evolving priorities in life.

They should be able to have a discussion about regret and detransition, and they should be able to have a discussion about mental health and its relationship with gender.

D says.

Mental health concerns are addressed and prioritized.

That means that young people, if there are mental health conditions that are impacting their ability to consent or to have these complex discussions around fertility regret, then the mental health issues are not sufficiently stabilized.

It does not mean that all mental health issues should be completely gone in order for a young person to move forward with treatment, simply because the lack of treatment may be contributing to their mental health challenges.

And so walking that tightrope or figuring out all these different things is really important.

E repeats the fertility and reproductive health criteria from earlier, and F specifically says that for adolescents who are seeking pubertal suppression, they must be in that first stage of puberty, 10 or two, before starting treatment.

You cannot prevent puberty from happening.

In fact, it's really important for providers and families and and kids alike to understand that their body goes into puberty naturally.

That's a sign of health.

And there are some other entities that puberty could be delayed.

And if you were to prevent puberty from happening, you would be masking those other issues that should not be masked.

So for puberty suppression, it's they must be in Tanner stage 2 before starting.

So this is a reminder slide that the young people seeking treatment are heterogeneous group more than ever, certainly compared to two decades ago.

And they each have different profiles of resilience and maturity, gender and psychological and psychiatric needs.

And we ask the question, how emotionally mature is the young person for their age in terms of their ability to make important decisions?

To what degree do the sought after treatments address their core gender identity?

And what is the relationship between gender and mental health?

So ask yourself, what do you consider to be an indicator of a mature adolescent decision maker?

What about an immature decision maker?

How would you define that?

Should this matter as they are approaching irreversible decisions?

So we're going to hone in on some of these specific recommendations and I'll talk a little bit more about them.

So, statement two, we recommend healthcare professionals working with gender diverse adolescents facilitate the exploration and expression of gender openly and respectfully so that no one particular identity is favored.

It's important to state that there are differing developmental trajectories for different adolescents.

Some have a lifelong gender diverse identity or expression from childhood, others suppress these feelings.

Yet adolescence or experiences of going through puberty reinforce or intensify them, and others experience gender dysphoria as something new in adolescence.

There's also evolving sociological characterizations of gender, so the concept of gender fluidity and gender dimensionality, and also very individual ways in which different cultures define gender roles.

These are all important to explore when working with adolescents.

We cannot apply our idea of what the adolescent should be or shouldn't be in terms of the way they express themselves.

The comprehensive assessment criteria.

So recommendation 3 is that we recommend healthcare professionals undertake A comprehensive by a psychosocial assessment of adolescents who present with gender identity related concerns and are seeking medical and surgical transition care and that this is accomplished in a collaborative and supportive manner.

So what this is, it's the gold standard for gathering information.

We are asking people to obtain a psychiatric and a psychological profile to appreciate the impact of these aspects of self on decision making capacity, recognizing that there's resource variation from different systems and cultures.

So it's not easy to find a gender informed provider who can sit down and work through these issues with families.

But it's important that people in those resource deserts, or at least the providers in those resource deserts, seek consultation with other providers on how to meet the needs of this growing population.

And it's important to create trust during the process.

If we assume that the adolescents trust us, then we may miss when they are telling us things that they think we want to hear instead of what is really at the root of what they're going through or the truth.

So obtaining A psychological and psychiatric profile will help provide a differential diagnosis of mental health needs.

It gives us preliminary understanding of maturity and gender needs.

So is this a person with autism?

Is this a person with trauma?

Is this a person with significant depression?

How many times have they been hospitalized?

How reactive are they emotionally?

How do they manage disappointment and conversations that they may not like?

Do they have healthy coping strategies or do they have less healthy coping strategies?

These are all aspects of of the total psychological profile that we should be understanding when they're making these decisions.

And what that does is it guides the prioritization of the treatment plan so the provider can determine the sequence and, and of those treatments.

And it offers some insight into the degree of gender literacy present.

The provider understands how everyone in the family dynamic is appreciating and understands gender development.

So, for example, if a parent refuses to use a particular pronoun or a name, and then that adolescent stops doing their homework as a result of that, is that the introduction of a of a control battle in the family system, which cannot be helpful in understanding the adolescent's ongoing needs.

Rather, the goal would be to educate the parents on using a name and pronoun to help support the adolescent in their identity development and exploration process.

And that using a pronoun is not going to automatically put a young person on a pathway to a particular medical or surgical intervention, which is ultimately the fear of the parent.

How do we obtain information?

Well, through clinical interview, through getting collateral information.

With children, like I mentioned, it would be play therapy.

We can use psychometrics both for gender and for general psychological psychiatric functioning and observation, particularly with children.

So more important than specifying how much time you need to devote to a particular assessment, it's more about knowing what you can and cannot obtain in the time that you have.

So it's taking the time that you have for an assessment and saying, OK, this is what I think I can do, and then creating a system to then extend that assessment into subsequent visits to collect the information that you may not have been able to get.
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This takes time yet adolescents may be experiencing some physical difficulties that they want addressed more immediately, and this is where reversible treatments may come into play.

Some menstrual suppression for trans masculine young people or an androgen blocker like spironolactone in a trans feminine person.

By doing that, it can provide a degree of relief and it helps with our getting the ability buying, getting the buy in and the trust of the young person while we take time to address some of the other mental health challenges that they're going through that might be impacting their decision making ability.

This is a a reminder from the first module of the importance of multidisciplinary care, which is one of the recommendations here in the WFS standard of care.

More perspectives means more ability, improved ability to weigh ethical principles in the absence of robust strong evidence and the evidence for the benefits of gender affirming care.

As I've mentioned, it's an important topic, so I keep mentioning it come from programs that have multidisciplinary involvement and then of course, recognizing the variation in resources geographically.

These are flexible guidelines.

A note about caregiver involvement in Statement 11.

Well, caregivers and parents are often the consenters in an adolescent treatment frame.

So it's very important that we can facilitate and promote acceptance and support.

There are outliers, right?

I mentioned harmful or unnecessary involvement of parents, right?

If it's going to harm a, a young person to involve their parent, like a parent who's not been involved in their life for 5-10 years, bringing that parent into the equation might not, might not be clinically indicated or appropriate.

It's also important to approach caregivers and, and family members without judgment.

They may be coming at these issues with their own intergenerational trauma or cultural lens, and it's important that we meet them where they're at.

You can't necessarily go from a rejecting parent to an accepting parent overnight, but if you can go from having from a rejecting parent to a more neutral approach on the issue, then that's a shift in the right direction.

The key here is to help ally with the parents so that they understand that you only have one agenda and that agenda is the well-being of their child now and in the future.

Not that you are there to promote anyone particular treatment path right from the outset.

And so allying with parents often means you have to meet with them alone without the kids.

And also meeting alone with the kids without the parents is crucial.

And then meeting with them all together, that is also crucial so that you can see the change in the family system and help them all come to a place where they can understand what's the right decision and the timing for that decision for them as a family.

The sustained experience overtime criteria is very important because people need to have a sense of this is right for who they are.

And gender is the one aspect in life where really external validation of someone is in some ways required to better appreciate how 1 feels since they've never received that external validation before.

And having other people respectfully use a desired name or a desired pronoun can help that person then feel, oh, this does feel right for me or not right for me.

It's important to note that the experience of of having gender diverse identity as a market and sustained experience over time can also refer to 1's internal process, not just external state of of expression.

By doing that, we're not starting the clock the moment that the adolescent comes out of the closet.

We're starting really the clock at a time that the the adolescent comes out of the closet to themselves.

And oftentimes there's a large amount of time between the process or the period when they have their own self discovery and the point at which they tell someone.

And aligning those different perspectives on time is crucial in the clinical relationship.

Again, like I mentioned, having this sustained experience over time is meant to preserve the integrity of the decision making process.

It's not meant to restrict care, but just to ensure of that it reflects a balance of the ethical principles.

It's not just autonomy that contributes to decision making and understanding of what's right and wrong for a given adolescent.

Like like I said in the ethical talk, having our own understanding of that patient's experience is important to be able to minimize harm to them and and create a treatment plan that is based on the balance of all ethical principles.

And we do not specify a certain amount of time to experience gender diverse identity or expression because it's very arbitrary.

Who's to say that one year, 2 years, five years, how can one pinpoint what's right or wrong?

It's just a sustained experience over time.

That's market.

The next recommendation that I will speak about is #12C, which is about the emotional and cognitive maturity required to provide informed consent and assent for treatment.

So can the adolescent reason through pros and cons of treatment?

Do they have gender literacy and gender care literacy in accordance with their developmental capabilities?

Fertility.

There's a difference between an adolescent that comes in and says I will never, ever want children compared to an adolescent that says I don't think I want children now, I don't think I'll want children when I'm older, but I realize I might change my mind because I'm just a teen.

Those two narratives are indicators of two different approaches to maturity when making these big decisions.

And that second narrative is one that is capable of appreciating that their life priorities may evolve.

And that is exactly the type of adolescent that may be more appropriate to make an irreversible decision compared to the first adolescent who might not have that concept that their own identity or life or priorities can change.

As far as stability of mental health, like I said, chronic unchangeable diagnosis are not the same as treatable current mental health conditions.

There's no arbitrary specified time amounts, and this doesn't mean that one should not have any active mental health challenges at the time.

It can be pretty difficult in this day and age, particularly with a lot of the stigma that young people have to navigate and go through.

Adolescence is hard enough for them to just for us to expect that they have no depression when they're entering a decision making process.

Again, a reminder from from earlier, it's important to decipher the different factors that are contributing to their mental health and recognize that there are mental health experiences that come from a plethora of different areas.

So one that there are experiences that can arise from being gender dysphoric and, and feeling trapped in one's own body.

There can be those that come from the stigma of gender diversity.

There can be those that come from something completely different, such as, you know, a loss, a pet loss or doing poorly on an exam or a friend disruption or a breakup.

There might be others that need to be prioritized first in order to stabilize that young person and address their any issues that are impacting their decision making ability.

And then there are others that impact their overall identity development.

And in those circumstances, you'd want to give it time to really help understand how well does the adolescent know themselves.
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[Dr. Scott Leibowitz] So ask yourself, like, how would you describe what stable mental health means when it comes to determining if an adolescent can make an irreversible decision?

Why would you say that or why not?

There's data that demonstrates timing, linkage and family support impacts the time frame that adolescents present for care.

So this one study from 2021 in Pediatrics did 24 interviews of 12 adolescents who presented earlier who showed that they were gender diverse when they were younger and then 12 later presenting gender diverse youth.

Age 15 was the cutoff for anyone entering the study and family factors were associated with the age of presentation.

So the older patients experienced more family disagreement and more religious affiliations than the younger presenting children.

And then the Mental Health and Timing of Gender Care also was published on in 2020 by the same group and they looked at 300 youth separated again into earlier presenting youth and later presenting youth with 15 being the age of cutoff and found that depression, self harm, suicidal ideation, suicide attempts were significantly higher for the youth presenting later.

Now, what's really interesting is we can't totally infer causation, correlation here in the direction of the mental health experiences.

And that's where we get stuck when we're making big observations and big conclusions about just one study.

It would be important to know that perhaps some of these mental health challenges that these young people were going through again LED them to feel this a need or an identification with a minority experience.

And whereas for others, the lack of support and the lack of recognition of what their experience was or the minority stress that they go through is what contributed to their mental health challenges.

So you can't infer causation from this study alone.

Suicide is a very trigger warning subject for many of us to even talk about and I want to bring it up here because it's important.

Globally, suicide is the 4th leading cause of death in the world for 15 to 29 year old age range.

More than 700,000 people died due to suicide every year.

This was back, according to the World Health Organization in 2019.

And 77% of those suicides occur in low and middle income countries in the US.

Suicide is the second leading cause of death in the United States in 15 to 19 year olds.

And it's a difficult subject to study.

It's under reported, it's illegal in some countries.

So people, families don't want the shame of reporting that.

They don't want to be held accountable.

And surveillance and monitoring is not currently happening consistently across the world.

For every suicide, there are many more people who attempt suicide.

And a prior suicide attempt is an important risk factor for suicide in the general population.

But there's a lot of complexity with this minority.

Stress is certainly the more relevant lens to think about suicidality in trans and gender diverse young people.

Here again, difficult to study because it's people don't always report it.

Their privacy issues and suicide deaths could also sometimes be classified differently.

An accident, it might be classified as an accident.

But what's really important is that individual risk is different than population risk.

And there's no singular intervention to eliminate suicidality within a population.

So for example, medical care alone cannot just eliminate suicide.

It's very specific to the individual and family rejection is far higher a predictor of a trans or gender diverse gender diverse youths risk for suicide than access to specific medical treatments.

Because in a young person who has a very supportive and nurturing family, yet everyone wants to be careful about making the right decision, yet that person is supported in school and people appreciate who they are and use the correct name and pronoun, their risk for suicide would be lower.

And it's important that when we're working with these young people that we understand the degree of interpersonal and identity based microaggressions that they experience on a day-to-day.

That's a key point for intervention when working with at risk youth for suicide.

Another important Co occurring mental health condition that is important to talk about when speaking about trans and gender diversity is autism.

1st I'll mention that autism in the general public is thought to be at a prevalence of 2.78% and in the trans and gender diverse youth population it is estimated to be 11% of those individuals across the broad age range.

So there's a much higher percentage of autism in trans and gender diverse populations than in the general population, and it's unclear why.

However, it's an important subject because autism can be implicated in challenges with planning, and planning is very crucial when it comes to understanding one's needs both internally and externally for addressing 1's gender care and for being perceived authentically executive functioning.

Challenges in autism can predict later adult adaptive outcomes and trans people who have Co occurring neurodiverse entities or autism might have challenges in figuring out the next steps to move forward with their care needs or how to navigate the complexity of the systems due to lack of organization or planning.

How to communicate and effectively advocate for their own needs.

Managing their sensory and social aspects of the healthcare settings that could be overwhelming to them and keeping track of and remembering their gender related goals in healthcare appointments.

So one quality of autism and persons with autism is they can sometimes have challenges with theory of mind or being able to take the perspective of another person.

And so for them, the changes that they would experience with hormones, for example, and their impact that those changes would have on someone else could potentially put them into an unsafe position depending on where they are and where they live.

So helping work with the trans autistic person to navigate safety and appreciate how those changes might impact themselves and the responses to them around them is a key aspect of working with this population.

Another last thing I'll mention about autism and gender is that it's very common for the outer world to diminish the decision making capacity of persons with autism.

And so when young people who have autism come in and are faced with the world saying, oh, you're just autistic, you're not trans, that dismisses the idea that one can be both.

And it's not so black or white.

There's, as I, as I showed you earlier, there's thought to be a Co occurring link between the two.

And just the mere presence of autism should not automatically diminish the the fact that that person can know who they are.

They may very well know who they are.

And and that's why that population specifically has more needs that require someone who can carefully navigate both aspects of their autism and aspects of their gender in order to help them flourish and live healthy lives.

A little plug for my own books that I have been the editor of back from 2018 and 2023.

I was the editor and author of two collections of case books, one called The Affirmative Mental Health Care for Transgender and Gender Diversity Youth.

In this clinical guide, we go through different mental health conditions and talk about different scenarios.

Somewhere the mental health and the gender were highly correlated and tied together and others where they were less correlated and helping the clinician and provider think about the issues in a critical way.

And then the second edition is from the Child and Adolescent Psychiatric Clinics of North America journal.

It was a special edition on trans and gender diverse adolescents and children.

And it's a very, I think excellent overview has multiple reviews in there on the different issues faced by trans youth today.

Political Intrusion

[Dr. Scott Leibowitz] I'm going to finish with the last section, which is about the political climate, and I've labeled it political intrusion into care.

First, I'd like to ask you to ask yourself, are there situations when legislators should make policies about medical care?

Is that are appropriate when or when not?

With respect to the political climate in in today's society, I'll point out two studies that have looked at the impact of political efforts to ban gender care in minors and their impact on providers.

The first study published in 2021 so at the beginning of the political onslaught A surveyed 103 care providers to trans youth in 50 states.

It was qualitative in nature and the most salient theme was that banning gender affirming care would lead to worsening mental health and including the increased risk for suicide.

Amongst transgender and gender diversity, that was the providers most pressing concern nothing related to them per SE.

So that that that's an interesting data point.

The second study two years later looked at 223 respondents from the Pediatric Endocrine Society listserv and 125 of them were providing care currently at the time, 47 of whom were in a state affected by legislation.

So this is specific to providers who did hormone care because it's on a pediatric endocrine listserv and it was a mixed method survey.

Providers were concerned about the safety of their patients and themselves at 27.7 percent.

14.4% of the providers were concerned that providing care would affect their careers and there was also concern over the care deserts that would be created as the bans are impacting providers wanting to go to those states to provide general endocrine care.

So if certain endocrinologists don't even want to go to a state that has a gender ban in it, then will that state lose resources for other general, broader endocrine related needs?

Specifically in Ohio, we can speak to the different aspects of providing care to this patient population at different points in time over the course of a legislative effort.

So first, there's practicing under threat in Ohio, the legislative ban on hormones first was introduced in November of 2021 and it did not pass until January of 2024.

That's 26 months of helping families who were not sure whether or not their care would be removed or not.

So they were just making decisions during a period of immense unknown and managing their their emotions and the impact on on those families was a key goal for the providers, helping to manage the emotional impact on the team and the providers themselves.

Surges of acuity psychiatrically during any, any hearing or any media story that took place in those 26 months.

So you can imagine each time something happened in the news, the caseload people who are serving trans and gender diversity youth, they would see surges of poor psychiatric functioning in their patients.

And and that's putting it lightly.

Certainly at at worst, there's suicidal ideations and suicide attempts and just worsening of reactivity, self harm, etcetera, etcetera.

And then how to navigate how to manage education on the bill to try to prevent it from being implemented in past is a key part of the advocacy needs for any provider during a time where the bill may or may not pass.

And then in Ohio, when the bill ultimately does pass, there's a period of time between when a bill passes and when it gets put into into law.

And that can often be delayed based on a trial or it could be delayed based on a judge's ruling.

And so again, managing the emotional impact of families, emotional impact on a team and still protecting the integrity of the decision making process is key during this point.

So for families who knew they had to make decisions by a certain date, which is just artificial and not how medicine works, usually half it's up to the providers to also navigate like, are you making decisions based on what you, what's right for you or what you're reacting to externally about what you think might be removed from you?

And so really working through that extra layer of the political impact and of the legislative ban on the decision making itself is crucial.

And how to implement and operationalize such bans when they are quite frankly, not ethical.

And putting providers into a position to have to choose between which ethical principles matter most.

And that's, that's just not appropriate or the way medicine works.

And then of course, practicing with the law in effect, it's, it's helping manage again, the emotional impact on families who can't access certain treatments, managing the emotional impact on a team, continuing to serve patients who are already on treatment, but also supporting families who cannot access medically indicated treatments and the the frustrations that they have as a result of that.

And that has been happening in Ohio since August 8th, 2024 when the law went into effect.

I bring up the cast report again from the previous module to say that it is a report commonly used to justify banning care, despite the fact that the report does not call for a ban on care.

And there are significant limitations with the cast report, namely the fact that it did not include any perspectives or expertise of those who've been working with this patient population for a really long, long time.

And the importance of of the CAST report is that it does call for a decentralizing of care because in the United Kingdom that service was tasked with meeting the needs of the entire country despite exponential growth in their wait list without being able to deliver perhaps the the more individualized care that can take time to help approach approach it individualized.

So I would say that the take home message from the Cass report is that decentralizing the care and expanding access to mental health teams that can navigate all of the issues in the standard of care 8 that I brought up earlier that that is where I agree with the Cass report.

So how do we implement care under under a ban?

Well, 1st, we have to ensure that our documentation is in compliance with legal restrictions.

You have to help people manage their dysphoria without access to medical or surgical treatment, legal name changes, menstrual suppression, perhaps physical needs, support in therapy.

We can still ensure that young people develop a sense of gender literacy.

And this is true for all youth, not just gender diverse or trans youth.

Helping them understand the important concepts around irreversibility, The fact that their identity needs may may evolve or not, their priorities may evolve or not.

Understanding sexism, gender role stereotypes, and how to externalize those stereotypes from their own sense of what's right for them.

These are all aspects of therapy and treatment that can take place regardless of a medical care ban and maintaining a sense of protection, working with families to provide support and acceptance and love within their family system.

That is something that is crucial to meet the needs of these youths despite these political efforts to politicize their experience needlessly.

So with that, I will end and I've hoped that I hope that you've enjoyed these two modules and that you take time to review the reflective thought exercises and the associated readings with them.

Thank you.

