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At the Bedside

ABSTRACT

This introductory  article presents some subtle and, per-
haps, controversial aspects of providing care to adolescents
who identify as transgender. I will describe (1) how praise
from careproviders can benefit parents who have difficulty
accepting the gender identity of their child that was not as-
signed at birth; (2) how adolescents who identify as trans-
gender may follow the internet advice of peers on how to
“con” careproviders; (3) how it may be difficult for careprovid-
ers to decide whether to further patients’ felt needs and to
protect them, paternalistically, from making an irreversible de-
cision they may later regret; and (4) how careproviders can
benefit adolescents by taking the initiative to discuss sex and
how to say “no.” I emphasize how careproviders who see these
patients, even when they have no special expertise in this
area, may be able to enhance patients’ equality in every re-
spect, even when they otherwise might not choose to do so.

In this issue of The Journal of Clinical Eth-
ics, Laura Kimberly, Kelly McBride Folkers, Baer
Karrington, Jeremy Wernick, Samantha Busa,
and Caroline Salas-Humara, in “Navigating
Evolving Ethical Questions in Decision Making
for Gender Affirming Medical Care for Adoles-
cents,” discuss how careproviders can most help
youth who identify as transgender and gender
expansive.1 The authors model a commitment
to bettering adolescents’ life experiences that all
careproviders should emulate. Why? First, in-
dividuals want to change their gender to be or
become who they are. There are other compel-
ling reasons. For example, these adolescents are
stigmatized in our society and in many others.
As Kimberly and colleagues point out, one state
in the United States tried to pass a law that
would make it a criminal offense to help an ado-
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lescent change gender. The leader of another
country described changing gender as a “mon-
strous” act, on the verge of being no less than “a
crime against humanity.”2 Parents may reject
adolescent children who want to change gen-
der. For instance, one father said, “it turns my
stomach to look at him. He looks like a freak.”
But he also said that he felt “like a monster”
when he said it.3 I will report on the outcome of
their relationship at the end of this article.

Given this societal and sometimes parental
rejection, adolescents may emotionally fare
poorly. The percentage of these individuals who
seriously consider suicide is reported to be very
high, approaching 50 percent.4

In this article I will build on the insights of
Kimberly and colleagues and discuss particu-
larly how careproviders may apply them. Be-
cause others have masterfully begun this work,
I will focus on issues that are less commonly
considered: (1) parents and peers, (2) access to
interventions, and (3) ways that careproviders
may help. In the last section of this article I will
discuss what careproviders may directly do for
these adolescents. I include ethics consultants
in these recommendations because adolescents
who identify as transgender may not know many
others with whom they can talk safely and
openly. A challenging task for all careproviders
is to not further medicalize adolescents who
want to change their gender.

PARENTS AND PEERS

I will discuss ways careproviders may maxi-
mally help adolescents by helping their parents.
Even when parents love and support their child
unconditionally, they may still confront extreme
stresses, such as having to cut ties with close
relatives and friends who reject the adolescent
for wanting to change the gender assigned to the
child at birth. Helping parents cope well with
these stresses may, in some cases, do more for
the adolescent than using the same amount of
time to help the child directly, as when care-
providers provide assistance to caregivers of eld-
erly patients. Helping a patient’s caregiver may
maximize the degree to which the patient does
well. It is important that careproviders help par-
ents to care maximally for their child, because
adolescents—as anyone—may internalize any
negative views their parents have toward them.
This also may occur with their peers. These
negative influences may produce catastrophic

results. These difficult tasks for parents may be-
gin in early childhood, as I will outline below.

Parents

Parents, even when they are optimally sup-
portive, may face multiple traumas. In some
cases, traumas may include deciding what to
name their child and how to dress their child,
and, later, whether and when to approve pu-
berty-blocking drugs, gender-enhancing medi-
cations, and surgeries that may be irreversible.
Their greatest challenge may be, however, to be-
come able to love their child just as the child is.

How, then, if parents are initially not fully
accepting, might careproviders best try to help
them? The core approaches are well described
elsewhere.5 If parents use these approaches, their
child’s gains are likely to last.6 A critically im-
portant intervention that is sometimes not em-
phasized, however, is how to respond with par-
ents in a way that may leave them most open to
change. This intervention may be underempha-
sized partly because it seems to go against com-
mon sense. It is paradoxical. I suggest that care-
providers praise parents for their toxicity.

It may seem to be contrary to reasoning to
praise parents, but the praise may be genuine,
because it is likely that it will be deserved. That
is because parents’ toxicity likely stems from
their great love for their child. This great love
may be why they so object to their child’s de-
sire to transition. It may be that the intensity of
the parents’ feelings, more than the form their
feelings take, reflects the extent of their caring.
Pragmatically, careproviders who recognize this
possibility, and who praise parents for their deep
feelings of caring, may maximally move parents
to be open to what careproviders say, when oth-
erwise they might not. Careproviders who spe-
cialize in this area may be best equipped to edu-
cate struggling parents. Yet many parents may
first present with their child to a nonspecialist.
Nonspecialists may best help parents to be open
and motivated to fully accept their child’s wishes
by affirming the parents’ loving concern, rather
than in any way criticizing or judging them, even
implicitly.

 Careproviders could explicitly say that they
believe, from the intensity of the parents’ views,
that they must love their child dearly. Carepro-
viders can then consistently suggest that they
can understand, for this reason, why the par-
ents are extremely upset. A careprovider could
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respond this way to the father, described above,
who said his adolescent son was a freak.

Some parents may be toxic for other reasons,
but I believe this will rarely be the case. I recall,
for instance, a mother who acknowledged with
great shame that she hated her infant son. As
she said this, tears streamed down her face. “I
so much want to love him,” she said, “but I can’t.
He has woken me up, screaming, literally every
hour, every night, since he was born. I have got-
ten no sleep since that time.” These feelings
exemplify how parents may love their child
deeply, but still be toxic. It suggests the many
hidden reasons parents may have for this. Their
reasons, like the mother’s not getting sleep, may
become an Achilles’s heel—a weakness in an
otherwise strong person that may destroy her or
him. A first step may be to help parents accept
their feelings. This is because parents can’t
change their feelings by just wanting them to
change. Following this acceptance, careprovid-
ers may be able to help parents by exploring with
them the precise, idiosyncratic sources of their
toxic feelings and help them to ameliorate them.

If careproviders are able to bridge parents’
initial distrust, they can try to move parents to
an attitude of acceptance of their child, at their
own pace. Careproviders may use an approach
based on motivational interviewing. It sets the
seed of a new belief while it recognizes that most
people will need time to accept it. In this way,
careproviders may be able to work with parents
to explore their deepest concerns. The first step
is to establish a safe setting.

When parents disagree on an intervention,
careproviders may find they prefer the views of
one parent over the views of the other, and the
parent whose views are not preferred may feel
abandoned or attacked. Parents may then feel
defensive, and these feelings may prevail over
their capacity to think and use logic. Should this
happen, parents may find it difficult to change
their views, when change might otherwise be
quite possible.

Parents’ deepest concern may be for their
child to find happiness in life. Careproviders can
point out to parents that their child’s finding
happiness may not result from acquiescing to
others’ views regarding gender. Finding happi-
ness might come, at least in part, from experi-
encing their parents’ love and respect. Parents
may find such reasoning close to compelling.
Children’s greatest need may be to be seen and
embraced as they see themselves.

Careproviders’ greatest challenge may be to
try to help parents and children. Adolescents
may ally with a parent who supports them and
oppose a parent who does not.7 An optimal ap-
proach may be the same: to attempt to help all
parties—parents and children—to appreciate
that both parents may love their child equally,
despite acting differently and despite a toxic
parent’s behavior that seems to contradict this.
Shortly, I will consider how careproviders may
best respond.

When both parents reject their child’s want-
ing to change gender, the above approach still
may be better than any other. Careproviders
should seek, together with parents, to discern
how they may best benefit their child. Surpris-
ingly, there are reports that some parents sup-
port their child’s wish to transition, but only
when they see that their child is depressed.8

These parents may benefit from their carepro-
viders’ instructions. Careproviders should ad-
vise these parents that they need to support their
child when the child is not depressed. Carepro-
viders can explain to parents that their support
is preventive, and it may protect their child from
becoming depressed, as opposed to reversing de-
pression once it occurs. Careproviders can add
the familiar saying that an ounce of prevention
is worth a pound of cure. They might also in-
form parents that they should not expect to see
any proof their effort has succeeded, as the only
indication of success may be that their child’s
depression does not become worse.

There are gains from keeping families emo-
tionally and physically together.9 To achieve
these gains, careproviders may have to consider
practicing at the far edge of their professional
standards. That is, careproviders may know
these families, and the parents may already trust
their careproviders. For example, the father who
called his son a “freak” felt enough trust to bring
his concern to his child’s careprovider in the
first place.

Careproviders might see toxic parents as
emotionally abusive, and consider reporting
them to Child Protective Services. But it is prob-
ably preferable that they do not. This is because
careproviders’ best chance to help parents and,
thus, their children, may be to treat them, not
report them. When careproviders report parents,
it may destroy their relationship with the fam-
ily, when having a relationship is the best, and
perhaps even only, possible means by which
these parents can change. I will later present an-
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other example in which careproviders may have
to act at the edge of their professional standards,
or even outside of them.

What if none of these interventions moves
parents to support their children? Careprovid-
ers’ best hope may be, especially when the chil-
dren are older, to tell them that although their
parents greatly love them, yet still reject them,
the parents may be wholly wrong, and the chil-
dren should only feel proud about themselves.
The courage that these children must have to
present themselves to the world as they are is
huge. These adolescents (rightly or wrongly)
may see their careproviders as having expertise
that their parents lack. This may enable them to
believe what their careproviders suggest, rather
than what their parents say.10 It may enable these
adolescents to acquire and retain self-esteem.

Peers

In this next section I will discuss peers. The
influence of peers may be most beneficial when
the peers have experienced transitioning, or are
still going through it and are doing well. As this
is the case, careproviders should try to arrange
for contacts with these peers whenever possible,
as long as both parties want that. Peers may, on
the other hand, be toxic. When this is the case,
parents should end their child’s exposure to
toxic peers, in the same way that they may cut
ties with even close relatives who are destruc-
tive and hurtful.11 These decisions may be
among the most difficult conflicts parents and
children will face. The stress created by toxic
peers may become progressively more and more
harmful. If parents suspect this, they are right
to cut ties between children and their peers.
Parents may realize that sometimes the only way
for their child—as for anyone—to avoid greater
and greater harm is to get away from its source.

Yet children may understandably oppose
parents’ doing this. Children may, for example,
not want to lose some friends by cutting ties with
other friends, or may not want those who are
toxic to know that they have a strong, negative
effect. I think of a male high school student who
had a friend who was female. He learned that
her boyfriend was two-timing her, and told her.
The boyfriend then threatened him. His parents
had to decide whether to report the threat to the
school principal, over their son’s objections.
They reported the threat, and the entire experi-
ence was agonizing for them and their son.

Reflexive responses may be to always report,
and to always cut off toxic peers, but there are
always at least two sides to these kinds of inter-
actions. Therefore, careproviders should remain
neutral, rather than, for example, give their un-
divided support to parents. There may be other,
mutually more acceptable ways to proceed, and,
in any case, when adolescents feel they have
their careprovider’s support, it may help them
retain their self-esteem and, more importantly
perhaps, allow them to want to continue to meet
with their careprovider.

I will focus now on an issue that is less dis-
cussed: that peers may share, over the internet,
ways in which to best “con” careproviders, so
that their careproviders will give them the in-
terventions they want. Peers may even provide
the precise words to say.12 The results may be
most harmful. For example, adolescents may
move to make changes regarding their gender
earlier than they would otherwise, and they may
come to see their careproviders as enemies,
which drains their trust in the relationship. This
may be especially harmful when adolescents
have no one else to confide in. While there are
ways to preserve these important relationships,
it is possible that careproviders’ responses that
make sense in other contexts may undermine
their relationships with these adolescents, and
even an unconsciously raised eyebrow at the
wrong time may have a calamitous effect.

Here are two examples. First, careproviders
may take the initiative to ask adolescent patients
whether they have viewed advice on how to
“con” careproviders on the internet. Some au-
thors advise this approach.13 But some adoles-
cents may find this approach to be too “top-
down,” too infantilizing, and it may chill their
willingness to continue interaction with their
careproviders, because it has eroded their trust.
A second example is more controversial. Care-
providers usually ask patients why they came
in.14 It is almost a universal beginning, and it is
often most productive, as it may bring up con-
cerns that would otherwise remain hidden. Yet,
in this context, it may dampen adolescents’ trust.
Taking the initiative to ask this question may
do harm, as it may convey to adolescent patients
that their careproviders regard themselves as too
much in “the driver’s seat,” medicalizing pa-
tients in a self-assumed, paternalistic way that
the patients resent.

Careproviders may reduce this risk by in-
stead saying something like, “Sometimes it is
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helpful to ask the question why an individual
comes in at a particular time. Do you think it
would helpful for us to begin by together con-
sidering this question?” Two general principles
are expressed in this way. The careproviders first
give their reason for asking, prior to asking. To
do this includes the other person to a greater
extent, and suggests that they are working to-
gether as a team—which they are. Second, by
doing this, careproviders are asking patients
whether this is a question they should ask, as
opposed to just asking it. This has a similar ef-
fect. Both approaches may prove optimal in
other situations, as well.

ACCESS TO INTERVENTIONS

Often, two levels of access to an interven-
tion may apply. One is at the micro-allocation
level—which interventions careproviders, on
their own, are able and willing to supply. A sec-
ond is at the macro-allocation level—what in-
terventions society can and will make available.
Here I will focus first on a core micro-allocation
decision that careproviders, adolescents, their
parents, and others may have to make: whether
to give priority to an intervention that will help
adolescents be and become who they are, or to
withhold an intervention, to better protect ado-
lescents from making choices that they may later
want to reverse.15 An obvious example is the
choice to have a surgery that is not easily re-
versible. Grace Lidinsky-Smith described in
Newsweek and on 60 Minutes the harm that sur-
gery that is hard to reverse may cause:

I started my transformation with cross-sex
hormones injections. Four months later, I
had my breasts removed in the masculiniz-
ing surgical procedure known as “top sur-
gery.” The day I got my first testosterone
shot, I wept with joy. I thought I had discov-
ered my path to self-actualization as a trans-
gender man. One year later, I would be
curled in my bed, clutching my double-mas-
tectomy scars and sobbing with regret.16

Given this powerful and sad example, how
should careproviders and others prioritize be-
tween helping young persons become who they
are, and protect—or at least guide—them from
making a choice to have an irreversible inter-
vention that they may later regret? Careprovid-
ers should primarily limit themselves to point-
ing out what others may overlook. For example,

careproviders might point out that it is possible
that an adolescent may be responding to an ex-
ceptional fear of a regret they may feel if the
outcome they choose is the worst one, which is
known as “anticipated regret.”17 This might be,
for example, fear of the possible result of top
surgery as experienced by Lidinsky-Smith.

An alternative point that careproviders
might raise was put forth by an individual who
was considering changing gender. He said, “I
would rather live 10 years shorter but live a very
happy life being myself, than live 10 years longer
and be unhappy my whole life.” This self-de-
scribed “trans boy” was 17 years old.18 The re-
gret described by Lidinsky-Smith was after the
fact. Regret may stem from multiple factors.

Careproviders may choose not to share what
they fear might be personal biases when they
seek to help adolescents make choices that are
the most genuine for themselves. But this does
not mean that careproviders should share or not
share information that may prove helpful. Deci-
sions about what to share may be fraught with
uncertainty: for example, at present, data that
report the frequency with which adolescents
who transition later reverse their decision are
not consistent. Different countries use different
criteria to determine who has already changed
gender, as well as who, having changed gender,
changed their mind about their decision.19 On
the one hand, it may be helpful for careprovid-
ers to share this kind of information. But shar-
ing it may instead add to adolescents’ anxiety,
due to its irresolvable complexity. And patients
may hear this as “See how others have changed
their mind,” and see it as diminishing.

Access to interventions may involve care-
providers’ acting as gate keepers. To any degree
that careproviders accept this role, it may risk
violating their sole alliance with their patients.
Careproviders who act as gate keepers should
be particularly wary of any unconscious bias
they may have when they make decisions about
access. For example, they may paternalistically
want to protect patients from an outcome simi-
lar to that described by Lidinsky-Smith.

Careproviders should remain aware that
adolescents may be reluctant to share what they
really feel, because they may fear that their care-
provider will hold a gate-keeping role while the
careprovider is their careprovider—or in the fu-
ture. They may feel reluctant to discuss having
been pregnant or having made someone preg-
nant, “as these things are traditionally under-
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stood to be contradictory to a desire to gender
transition.”20 At present there are enormous dis-
crepancies in the interventions that are avail-
able to individuals in their efforts to change their
gender. Access to reproductive assistance is a
paradigmatic example.21

The Role of Careproviders

As I noted previously, it is important that
careproviders not further medicalize individu-
als who identify as transgender.22 This proscrip-
tion is consistent with eliminating gender dys-
phoria as a precondition for having an interven-
tion such as surgery. It might also involve going
further, by seeing all possible gender identities
as typical: as lying along very different points
on a spectrum. A few specific examples will help
to illustrate the basis and extent of this concern.
Some careproviders have, for instance, seen in-
dividuals who want to change their gender as
much like persons who see a part of their body
as not part of themselves, or even as alien. People
may, for example, after a stroke, feel that their
arm or leg is not their own, but an alien part of
their body. Others, although they have not had
a stroke, may still find a limb to be alien and
want it amputated. One careprovider’s view is
described by a colleague as follows: “Expand-
ing his curiosity beyond gender identity to
bodily integrity (when someone might want an
amputation of a normal limb to feel that their
body is correctly aligned), he wonders if these
can be called ‘misalignment syndromes.’ ”23

While we may retain some distinctions regard-
ing pathology, we must at the same time abhor
interventions that are intended to deprive
people’s convictions regarding who they are.

Historically, other issues around gender and
sexual preference have been medicalized: not
long ago, being gay was seen as a disorder by
the American Psychiatric Association. Infants
who were born with ambiguous genitalia were
perceived to need surgery as early as possible,
to “render” them male or female, and it was as-
sumed that their gender identity would follow
suit.24 This background suggests that carepro-
viders who work with adolescents should check
for residual bias that may have been acquired
in their earlier years that they may still have,
whether consciously or unconsciously.

Careproviders, as any persons, may not be
completely able to either identify the biases they
have or to remove them, no matter how hard

they try. These limitations have far-reaching im-
plications. One is that, to an extent, careprovid-
ers should accept that this may be so, and then
they can expend more effort on how, notwith-
standing their possible bias, they will respond.25

Beyond this, careproviders might ask themselves
what they should do, should their biases affect
them too much, as they might, for example, if
their biases are religiously based. I suggest that,
under these circumstances, careproviders
should inform patients about their bias, indicate
that they would still like to treat the patients (if
they would), but at the same time make abso-
lutely clear that if the patients would like to be
referred to another careprovider, they will help
the patients to find one. And, that, whatever the
patients decide, they can still, at any time,
change their mind.

 Should careproviders indicate that they
would like to continue to treat a patient, this
unequivocally places pressure on a patient to
say “yes” to that arrangement. Although this
might seem somewhat coercive, it may be a
small price to pay for careproviders who want
to convey that, despite their beliefs, they want
to continue to care for a patient. Moreover, on
hearing this, a patient may want to continue to
see this careprovider.

General Interventions

To the degree that they can, all careprovid-
ers should be open to conversing with adoles-
cents who wish to transition if and when the
adolescents want this. The reason for this is that
many adolescents may lack the opportunity to
discuss their concerns with others whom they
trust. In the past, all too often, careproviders who
did not specialize in treating these adolescents
believed that their needs and wants were so dis-
tinct that they should not meet with them, be-
cause, if they did, they would likely do harm. A
paradigmatic example in which this happened,
and still happens, is in regard to reproduction.
An important question that many adolescents
who want to transition ask is whether they
should freeze their eggs or sperm if they take
gender-enhancing hormones. Careproviders may
lack the most up-to-date information, and ac-
cordingly feel ill-equipped to discuss this.

Yet, adolescents might want to discuss this
question more generally because they want to
retain their capacity to have biologically related
children, not for themselves, but for a future
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partner. They may want to discuss it to have
more information for the future. It may help
them in discussions with a future partner. If pa-
tients want this information, careproviders can
refer them to a clinician who has more exper-
tise, if needed. Careproviders may think, possi-
bly reflexively, that adolescents should only
choose a partner who is willing to adopt. Some
adolescents may not be able to give up their hope
for biologically related offspring. We know this
from parents who found out that children they
thought were biologically related to them were
not. In spite of the best help, some had feelings
that changed about their children. This is an ex-
ample of why discussions with non-experts may
be helpful. Even if patients do not gain new
awareness from the discussion, being able to
discuss any fears and doubts they feel may re-
duce the feelings, and help them feel less alone.

I said that to best meet adolescents’ needs,
careproviders may need to be willing to go to
the edge of their usual professional standards,
and perhaps beyond. This may be necessary to
be able to have discussions like the ones just
described. Some adolescents may want to have
discussions with their careproviders, but only
if their careproviders are willing to not make
any notes in their chart. Some careproviders
have agreed to this, had conversations with their
patients, and were glad they did.

Confidentiality is very important to many
adolescents who are considering transitioning.
They will need to decide in every relationship
they have when, if ever, to disclose that they are
transgender. Thus, careproviders must consider
respecting requests for confidentiality to the de-
gree that they can. I think  of a father who had a
son, then changed gender when the child was
too young to know. The parent greatly feared
that, when the child was older, he would learn
that his parent had changed gender. We might
respond that the parent should tell the child
about the gender change at some time, and that
the child would accept the parent. This could
happen, but, at the same time, it might not.

Capacity

A final challenging question that affects all
individuals who make these decisions is when
they should be deemed to have the capacity to
do so. For those who want surgery, this is usu-
ally legally prescribed, although there may be
some exceptions. It is not uncommon for trans-

gender young men, for example, to pursue chest
masculinization surgery with parental support
and consent during adolescence. Some have ar-
gued for the benefits of vaginoplasty for trans-
gender women prior to the age of 18.26 The diffi-
culty of making such decisions is compounded
by the uncertainty in predicting individuals’
outcomes. Some careproviders argue that the
criteria for decisional capacity should be less
than for other surgeries; others argue that the
criteria should be greater.27 Researchers report
that adults are capable of making medical deci-
sions for themselves, even when their decisional
capacity is less than that of a 10 year old.28

It is well documented that some individu-
als want to transition, even at an early age, and
the desire may be most intense. One mother re-
lates: “ ‘Since he was two, all he can say is that
he wants to be a girl, or that he is a girl. He knows
he is not, but there is no way to change his mind.
He is 6 now, and he still asks me every day,
“Mom, can I be a girl when I grow up?” ’ ”29

Some careproviders suggest that the inten-
sity with which these individuals wish to tran-
sition is the best guideline to use in making de-
cisions, even though there is currently no more
solid data that can be used to predict the out-
comes of interventions.30 Other careproviders
argue that the best and only reliable guideline
is how these individuals continue to fare.31 At
least it is agreed that there should be more than
one gate keeper for interventions.32

Specific Interventions

The specific interventions I will address
here involve discussing reproduction, sex, and
“saying no” with adolescents who want to tran-
sition. I chose these three topics because they
are reputed to be the most difficult for these ad-
olescents to discuss with their careproviders, al-
though it appears that they want to discuss these
topics. Reproduction we have already consid-
ered. Adolescents may question whether they
should freeze their eggs or sperm, in part be-
cause a future partner may want this. Some care-
providers discourage freezing eggs or sperm, as
they see this as going too far to please another,
future person. As this is the case, careproviders
may want to take a special initiative to raise the
topic, to see if their patients want to accept or
refute this argument.

A second specific question careproviders
might want to raise is whether their adolescent
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patients have specific concerns regarding sex.
Disclosure  of their transition will be an ongo-
ing challenge, particularly when they are dat-
ing.33 Careproviders may feel, rightly, that they
have little to nothing to offer these patients. Yet,
as in the example involving reproduction, the
opportunity to share these concerns may be ben-
eficial. These individuals should, with or with-
out discussion with their careproviders, come
to feel that they have absolute agency over what
they disclose. This is especially important for
careproviders to keep in mind, since it has been
reported that these adolescents may have greater
difficulty asserting themselves with a sexual
partner than others have.34 Some have recom-
mended that one ground rule for adolescents
who transition to follow is that they discuss, in
advance, anything that might be a surprise to
their partner, so that their partner may be able
to anticipate what they will experience. Their
partner may thus be better able to respond in a
way that does not negate what they would oth-
erwise experience.35

Some individuals who have transitioned re-
port on the dilemmas they have encountered,
and, in doing so, suggest why patients may gain
from discussions with careproviders and oth-
ers. Samantha G. Haley and colleagues con-
ducted in-depth interviews with 11 non-minor
transgender and nonbinary youth. One youth
said, “ ‘[M]ost people don’t want to have [geni-
tal] surgery, because they think, “If I’m not go-
ing to feel anything, I don’t want it just for the
looks” ’ (Transgender man, aged 20).” Another
youth “emphasized the importance of anticipat-
ing changes in sexual function and planning
ahead to address them with a partner: ‘One thing
that I’ve heard is that . . . when you go on hor-
mones if you have vulva, then you lose the abil-
ity to self-lubricate. So [discussing with your
partner] what that would mean. Do you use a
lube?’—(Transgender man, age 18).”36 These
adolescents may find it more difficult than oth-
ers to say “no” to having sex. The 20-year-old
youth quoted above said that this may be be-
cause they are and look different. Careprovid-
ers may challenge the views of adolescents who
feel that they should acquiesce to sex they don’t
want. They can role play how to say “no.”

Careproviders may take the initiative to dis-
cuss with adolescents how they might ask a part-
ner to refer to their body parts. Haley and col-
leagues report: “They might want to say, for ex-
ample, ‘This is what I call my genitals; this is

stuff I don’t want you to call my genitals.’ ”37

Haley and colleagues also suggest that carepro-
viders and adolescents can practice how they
can respond to invasive questions from people
they don’t know well; for instance: “ ‘Hey, you
aren’t entitled to my story.’ ”38

CONCLUSION

The needs of transgender individuals are
unique, and the importance of their needs may
transcend those of most other patients. For these
reasons I have discussed some of the areas that
may be most important: their parents and peers,
their access to medical interventions, and how
careproviders may best help them. I have sug-
gested that careproviders might praise parents
when they are toxic, and might not ask adoles-
cents if they have seen advice on how to “con”
careproviders on the internet. I have suggested
that careproviders, when they act as gate keep-
ers, should consider giving priority to who it is
adolescents want to be, rather than prioritize
protecting them because they may later change
their mind about what they want.

I have suggested that careproviders pay at-
tention to their possible biases. That they can,
in some cases, consider adapting the usual stan-
dards of cognitive capacity in response to the
intensity of patients’ needs. And that they can
discuss with adolescents who want to transition
how to assert what they want with a partner.

I have suggested that careproviders involve
themselves in efforts to increase the equity of
these patients and decrease their stigma in the
greater society, in any and every way that they
can. Usually, I feel that it is quite enough for
careproviders to invest themselves wholly in
caring for their patients. Going further than this
to work with others on behalf of patients, I find,
in most cases, to be praiseworthy, but fundamen-
tally a morally alternative option. For these ad-
olescents, however, this may be less the case.
Taking the initiative on their behalf requires vir-
tue. As Jennifer Markusic Wimberly put it, “Vir-
tue ethics is the appropriate paradigm for which
bioethics can address the framework that poses
barriers to access to health care and maintenance
of health through a lack of competent, knowl-
edgeable and compassionate providers for the
transgender population.”39

At the beginning of this article, I said I would
give a follow up of what happened between the
father I quoted, and his son. The father had seen
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his son as a freak, and saw himself, because he
felt that way, as a monster. But, he reports, “I
have changed this. I have replaced this with
hugs.”40
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