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Court File No.: FM-76-2023 

IN THE COURT OF KING’S BENCH 
OF NEW BRUNSWICK 

TRIAL DIVISION 

JUDICIAL DISTRICT OF 
FREDERICTON 

IN THE MATTER of an application for 
judicial review and declaratory relief 
pursuant to Rule 69 and Rule 38 of the New 
Brunswick Rules of Court 

B E T W E E N : 

THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 

Applicant (Respondent on motion) 

-and-

THE PROVINCE OF NEW 
BRUNSWICK, as represented by the 
MINISTER OF EDUCATION AND 
EARLY CHILDHOOD 
DEVELOPMENT 

Respondent (Respondent on motion) 

-and-

GENDER DYSPHORIA ALLIANCE and 
OUR DUTY CANADA 

Proposed Intervenors (Moving Parties) 

NOTICE OF MOTION 

COUR DU BANC DU ROI DU 
NOUVEAU-BRUNSWICK 

DIVISION DE PREMIÈRE INSTANCE 

CIRCONSCRIPTION JUDICIAIRE DE 
FREDERICTON 

DANS L’AFFAIRE d’une requête en 
revision judiciare et de jugement 
déclaratoire en vertu de la règle 69 et la 
règle 38 des Règles de procedure du 
Nouveau-Brunswick 

B E T W E E N : 

THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 

Requérant (intimé â la requête) 

-et-

LA PROVINCE DU NOUVEAU 
BRUNSWICK, représentée par le 
MINISTRE DE L’ÉDUCATION ET DU 
DÉVELOPPEMENT DE LA PETITE 
ENFANCE 

Intimée (intimé â la requête) 

-et-

GENDER DYSPHORIA ALLIANCE and 
OUR DUTY CANADA 

Intervenants eventuelles (parties requérantes) 

AVIS DE MOTION 

1



TO: 
 
THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 
c/o Benjamin Perryman 
Barrister and Solicitor 
287 Lacewood Dr, Suite 103 
Halifax, NS, B3M 3Y7 
 
AND: 
 
THE MINISTER OF EDUCATION AND 
EARLY CHILDHOOD 
DEVELOPMENT 
c/o Steve Hutchison, K.C. 
Lara Greenough 
Stewart McKelvey 
Suite 1000, Brunswick House 
44 Chipman Hill 
Saint John, NB, E2L 2A9 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

DESTINAIRE: 
 
THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 
 
 
 
 
 
ET: 
 
le MINISTRE DE L’ÉDUCATION ET 
DU DÉVELOPPEMENT DE LA 
PETITE ENFANCE 
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Gender Dysphoria Alliance and Our Duty 
Canada (collectively, the “Proposed 
Intervenors”) will make a motion to the 
Court at 427 Queen Street, Fredericton, New 
Brunswick, on a date to be determined for: 
 

(a) an order that the Proposed Interveners be 
granted leave to intervene in this 
proceeding: as added joint parties or, in the 
alternative, as friends of the Court; 

 

(b) an order abridging the time for service 
and filing of the Notice of Motion and 
materials filed on this motion, if necessary; 
 

(c) an order that no costs be awarded on this 
motion for leave to intervene; and 

(d) such further relief and other relief as this 
Honourable Court may deem just. 

 

 

Gender Dysphoria Alliance and Our Duty 
Canada (ensemble, les “Intervenants 
proposés”) présenteront une motion à la 
Cour, au 427, rue Queen, Fredericton 
(Nouveau-Brunswick), à une date à 
determiner, en vue d'obtenir ce qui suit: 

(a) une ordonnance autorisant les 
intervenants proposés à intervenir dans la 
présente instance comme parties communes 
additionnel ou, subsidiarement, à titre 
d’amis de la cour; 

(b) une ordonnance abrégeant, au besoin, le 
délai de signification et de dépôt del’avis de 
motion et des documents deposes à l’appui 
de cette motion; 

(c) qu’il n’y a pas lieu d’accorder de dépens 
pour ou contre eux dans cette requête; et 

(d) toute autre mesure de redressement ou 
reparation que cette honorable Cour peut 
juger juste. 

 

The grounds for the motion are as follows: 

1. This is a motion to intervene in the application brought by the Canadian Civil Liberties 

Association (the “CCLA”) challenging recent amendments to the New Brunswick Department of 

Education and Early Childhood Development’s Policy 713, entitled “Sexual Orientation and 

Gender Identity.” The current version of Policy 713 is the product of amendments made August 

17 and 23, 2023.  The amendments require parental consent before school personnel are permitted 

to formally use students’ preferred names (and pronouns) other than their legal name if the students 

are under 16 years of age (the “Notification Requirement”). Among other remedies, the CCLA 

seeks a declaration under s. 52(1) that Policy 713 is contrary to the Canadian Charter of Rights 

and Freedoms (the “Charter”) and not reasonably and demonstrably justified. 
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2. The Gender Dysphoria Alliance (“GDA”) and Our Duty Canada (“ODC”) (collectively, 

the “Proposed Intervenors”) have a direct interest in the subject matter of the application as 

organizations that serve and promote the rights of people with gender dysphoria and the parents of 

children with gender dysphoria in New Brunswick and across Canada. 

3. The Proposed Intervenors seek to intervene as parties to: 

a. represent the interest of people (both adults and children) with gender dysphoria 

and the parents of children with gender dysphoria or transgender ideation; 

b. represent the organizational interests of the Proposed Intervenors which would be 

adversely impacted by a finding that Policy 713 is unconstitutional; 

c. adduce evidence of the importance of the Notification Requirement to protecting 

the rights and interests of children with gender dysphoria and their parents; 

d. make submissions on how Policy 713 protects the rights of children with gender 

dysphoria and their parents by ensuring that parents are involved in the care and 

development of their children. 

4. GDA is led by transsexual adults and is advised by a panel of researchers, academics, 

psychiatrists, psychologists, physicians and other experts. Its primary purpose is to promote 

evidence-based discussion about gender dysphoria so that fair and reasonable 

accommodations and treatment can be provided. 

5. ODC provides support for parents of children experiencing transgender ideation and 

undergoing psycho-social or medical transitions. ODC has members and provides support 

to parents across Canada, including in New Brunswick. 
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6. Many of the individuals GDA represents would be harmed if the Notification Requirement 

were overturned as they would be left without the benefit of parental oversight while being 

permitted to embark on serious interventions, such as social transitions. 

7. The New Brunswick parents, including members of ODC, that ODC represents and 

supports would be harmed if the Notification Requirement were overturned as they would 

be left without a right to be involved if their children are undergoing formal social transition 

at school. Without being informed, the parents would be unable to fulfill their 

responsibilities to care for and protect their children and would be unable to guide their 

children through the difficulties they face in relation to gender dysphoria and transgender 

ideation. 

8. The Proposed Intervenors ability to carry out their organizational mandates to inform and 

support persons with gender dysphoria and their parents would be directly adversely 

affected if the CCLA’s requested relief is granted. Parents who are not informed that their 

children are undergoing a formal social transition in school will be hindered in accessing 

the resources, programming, and community support that the Proposed Intervenors 

provide. 

9. The Proposed Intervenors: 

a. have a direct interest in the subject matter of these proceedings and in protecting 

the rights of children and their parents in New Brunswick experiencing gender 

dysphoria and transgender ideation; 

b. would be adversely affected by a judgement in this proceeding if the Notification 

Requirement in Policy 713 is declared to be of no force and effect; and 
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c. possess institutional knowledge and experience concerning the experiences of 

gender dysphoric youth and the parents of children with gender dysphoria and 

transgender ideation which will assist the Court in understanding the issue of 

parental involvement prior to a formal change of a child’s name and pronouns. 

10. The Proposed Intervenors are prepared to comply with the terms of any timetable 

established by this Court in this Application. 

11. In advancing their submissions and evidence, the Proposed Intervenors will consult with 

the parties and any other intervenors to avoid duplication. 

12. In summary, the Proposed Intervenors should be added as parties because: 

a. they have direct interests in the outcome of this Application; 

b. the Court’s truth-seeking function will be assisted by the perspective of the 

Proposed Intervenors; 

c. the Proposed Intervenors will not seek to increase the number of issues in dispute 

in the Application; 

d. the participation of the Proposed Intervenors will not unduly delay or prejudice the 

determination of the rights of the parties to the proceeding; 

e. the benefit of the Intervenor’s perspective will outweigh any limited impact to the 

efficiency of the hearing of the Application that may result from their addition as 

parties. 

13. In the alternative, the Intervenor’s request that they be permitted to intervene as friends of 

the Court for the purpose of rendering assistance by way of argument. 

14. Such further and other grounds as counsel may advise and this Honourable Court may 

permit. 
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The Proposed Intervenors intend to reply on the following statutes and rules:

The Rules o.f Court of New Brunswick, including Rules 15.01 ,15.02, and 15.03 and such further

and other rules and statutes as counsel mav advise.

Upon the hearing of the Motion, the following affidavits or other documentary evidence will be

presented:

(i)

(ii)

The affidavit of Aaron Kimberly sworn November 28,2023: and

The affidavit of Karin Litzcke sworn November 28.2023.

You are advised that:

(a) you are entitled to issue documents and
present evidence at the hearing in English or
French or both;

(b) the Comrnunity Interveners intends to
proceed in the English language;

(c) if you intend to proceed in the other official
language, an interpreter may be required and
you must so advise the Clerk at least 5 days
before the hearing.

DATED at Hamilton, Ontario this 29tn day of November,2023.

Sachez que:

(a) vous avezle droit demettre des documents et

de presenter votre preuve & I'audience en

francais, en anglais ou dans les deux langues;

(b) le a I'intention d'utiliser la langue anglaise; et

(c) si vous avez I'intention d'utiliser l'autre
langue officielle, les services d'un interprete
pourront etre requis et vous devrez en aviser Ie
greffier au moins 5 jours avant I'audience.

CHARTER ADVOCATES CANADA

Office 513, 180 John Street
Toronto, ON M5T 1X5
T. (289) 92s-4687
E. H Khe i r(@CharterAd vocates.ca

Counsel for the Proposed Intervenors
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THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 
 

Applicant (Respondent on motion) 
 

-and- 
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BRUNSWICK, as represented by the 
MINISTER OF EDUCATION AND 
EARLY CHILDHOOD 
DEVELOPMENT 
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GENDER DYSPHORIA ALLIANCE and 
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I, Aaron Kimberly, of the City of Oak Lake, in the Province of Manitoba, MAKE OATH 

AND AFFIRM: 

 
1. I am the Executive Director and one of the founding members of Gender Dysphoria 

Alliance (“GDA”), one of the proposed interveners in the Notice of Joint Application For 

Leave to Intervene, and as such, have personal knowledge of the matters and facts herein 

deposed to, except where stated to be on information and belief, and where so stated I verily 

believe the same to be true. 

2. As Executive Director of GDA, I am duly authorized to swear and submit this 

Affidavit in support of GDA’s application to intervene in this proceeding. 

Gender Dysphoria Alliance 

3. GDA was registered in February 2021 and has been influential in bringing 

awareness to the facts about gender dysphoria (“GD”) internationally since its inception. 

GDA’s leadership board consists of transsexual adults, and our advisory board is a panel 

of leading researchers academics, psychiatrists, psychologists, physicians and others with 

relevant expertise. Attached hereto to this my Affidavit as Exhibit “A” is a list of the 

individuals on our leadership board and our advisory board.  

4. GDA’s primary goal is to inform the conversation about GD from an evidence 

based-model, so that fair and reasonable accommodations can be made for those with GD, 

while balancing the rights of others. We are also advocating for reforms to our healthcare 

system. We believe that departures from sound evidence have led to missteps in policy and 

healthcare in ways that are harmful to persons with GD and society generally. Attached 

hereto to as Exhibit “B”, is GDA’s registration info.  
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5. Our activities include production of educational content such as a podcasts, short 

videos, printable materials and essays. We are regularly interviewed by journalists and 

have built relationships with other organizations such as LGBT Courage Coalition, 

Genspect, Foundation Against Intolerance and Racism and The Gender Exploratory 

Therapy Association. We have advised politicians at a national and provincial/state level. 

For example, I provided testimony in support of the Georgia Green Party’s commitment to 

balance trans rights and women’s rights. I also provided testimony in an Ontario human 

rights case against an Ontario school board after a teacher informed a class of 6-year-old 

students that “there are no such things as girls and boys.”1 GDA also lobbied for changes 

to Canada’s poorly crafted conversion therapy legislation, as it applies to GD. And we have 

briefed policy-makers on flaws in the provision of health care to persons with GD. We 

have also attended clinical conferences as guests and speakers, including a recent clinical 

conference in Finland regarding the competent, safe and ethical treatment of GD in youth. 

I was a panelist on the topic of aetiologies of GD.  

6. In October 2023, we were granted intervenor status in a similar case between the 

Government of Saskatchewan and UR Pride Centre for Sexuality and Gender Diversity.2 

The Government of Saskatchewan had implemented a policy similar to Policy 713 which 

is at issue in the case at bar (the “Saskatchewan Policy”). GDA intervened to assist the 

Court with submissions on the flaws with the prevailing model of care for gender dysphoria 

and the potential harm of excluding parents from important care decisions. 

 
1 N.B v. Ottawa-Carleton District School Board, 2022 HRTO 1044. 
2 UR Pride Centre for Sexuality and Gender Diversity v Saskatchewan (Minister of Education), 2023 
SKKB 197. 
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7. Also in October 2023, GDA was invited to provide submissions to the 

Saskatchewan Human Rights Commission on the Saskatchewan Policy. Attached hereto to 

as Exhibit “C”, is GDA’s submissions to the Saskatchewan Human Rights Commission. 

8. As a group of members of the gender dysphoric community (inclusively those of 

the non-transition, pre-transition, mid-transition, post-transition, and de-transitioned states 

of surgical and hormonal intervention) we are concerned about the direction that gender 

medicine and activism has taken. The GDA platform was created to give those with GD 

who share our concerns a place to learn, network, teach, and tell their own stories.  

9. GDA believes that GD is a multi-faceted, multi-causal and multi-correlative 

condition. GD is associated with homosexuality, autogynephilia, certain intersex 

conditions, sexual abuse and autism.  

10. As a transsexual person myself, and someone who is connected to many transsexual 

people as part of my livelihood, I am aware that treatment of GD can involve 

psychotherapy, hormonal treatment, and surgical intervention. GDA believes that 

counselling can be helpful to:  

a. improve coping skills and reduce distress; 

b. explore an individual’s cross-sex identity and how it developed; 

c. discuss non-medical options for managing GD;  

d. explore whether or not GD can be integrated into an individual’s identity 

without needing to change the body medically; 

e. identify things that may be contributing to an individual’s GD; 
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f. improve social skills and supports; 

g. address any other concerns an individual with GD has with their over-all mental 

health; 

h. help with family or social conflicts; and 

i. to prepare you for medical treatment, if needed. 

GDA’s Interest in this Litigation 

11. GDA is interested in, and applies to intervene in this proceeding, because of the 

significant implications this case has for the rights and responsibilities of parents and 

guardians across New Brunswick to care for and give guidance to their minor children.  

Further, this case will likely have persuasive implications that will affect parents and 

children across Canada. 

12. GDA is concerned that the arguments of the Applicants will lead to clinical 

interventions such as social transition without appropriate and competent clinical and 

parental oversight at crucial times in young children under the age of 16. Additionally, 

GDA is concerned that this case will have broader implications across the country to the 

endangerment of gender dysphoric children.  

13. As members of the gender dysphoric community who are concerned about the 

direction that gender medicine and activism has taken, GDA takes a significant interest in 

the outcome of this matter. In our experience and knowledge, the Affirmative Care model, 

which exclusively recommends social and then medical transition for individuals 

experiencing GD, creates a significant risk of considerable harm to children. The situation 
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becomes exceedingly dangerous when coupled with an approach that removes parents and 

guardians out of the picture. As a group of gender dysphoric individuals who each have 

their individual experiences and concerns, and some of whom, like myself, have children, 

we hope to find a sensible outcome to this matter. 

Submissions of GDA 

14. I have reviewed the materials filed by the Applicant, The Canadian Civil Liberties 

Association in support of its application for injunctive relief against the Government of 

New Brunswick’s newly implemented 2023 “Policy 713 – Sexual Orientation and Gender 

Identity” (the “Policy”).    

15. GDA endorses the following positions relevant to this case: 

a. Canadian law recognizes parents as the primary decision makers of their 

children for all significant decisions, including being charged with the 

responsibility for the education and moral upbringing of their children.  

b. A parent’s right to exercise decision making authority regarding their children 

involves being informed and involved in important decisions or any significant 

developments in their children’s social behaviour at school, absent 

demonstrable risk of harm from the parents on a case-by-case basis.   

c. School personnel lack the jurisdiction and expertise to change a child’s name 

and pronouns, which is a significant intervention in a child’s development that 

should not be done without the involvement of parents and, if necessary, 

clinicians. 
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d. The best interests of children, including their legal and constitutional rights, are 

protected by the informed involvement of their own parents.  

16. If granted the ability to intervene, GDA is able to provide meaningful submissions 

to this Honourable Court on the irreplaceable role of parents in understanding the unique 

underlying potential causes of GD in their children, which others, including educators and 

school personnel may not be privy to. GDA is also able to provide information about gender 

diversity with respect to evidence, best clinical practices and multicultural understandings 

of gender non-conformity. This information is crucial to understanding why parents and 

competent clinicians must be involved in decision-making regarding a given child’s 

treatment of GD, gender non-conformity, or gender-related distress of various origins, as 

it could have life-long implications for the child’s wellbeing. A meaningful decision-

making process must begin with an accurate understanding of the condition, at different 

developmental stages which necessitates the involvement of children’s primary 

caregiver(s): their parent(s)/guardian(s). 

17. When combined with a broader and more nuanced examination of the available 

relevant data, scientific and other discourses in relevant fields, GDA’s collective lived 

experiences and perspective will provide the Court with critical and understandable 

perspective on the multi-causal issue that is GD, which is a matter of significant importance 

to the resolution of this litigation. 

18. GDA’s submissions will be informed by its unique insight as an organization 

organized and operated by transsexuals, with experience working to protect the rights of 

those with GD in Canada and internationally by providing evidence-based information 
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about the condition and its known pathways.  This insight and experience will assist in 

providing the Court with a useful perspective on the implications of the legal issues at stake 

in the matter.  

My story as a person with gender dysphoria 

19. Besides my role as Executive Director of GDA, I am a Registered Nurse with a 

specialization in mental health and have worked within youth gender medicine. I live in 

Manitoba. Attached hereto to this my Affidavit as Exhibit “D” is verification of my status 

as a registered nurse. I am a surgically transitioned transgender man. I was born female 

with a rare ovotesticular disorder of sex differentiation (DSD).  

20. I am familiar with much of the scientific, political and philosophical literature that 

relates to transgenderism, GD, Queer Theory and other related topics. 

21. I am a begrudging but perhaps necessary exemplar of my community. I was born 

as a biological female in 1973 and grew up in a small farming community. From an early 

age, I perceived myself as a boy. My parents would buy me “girl” toys, which I would 

mostly ignore in preference to my brother’s toys. I look miserable in my kindergarten class 

photo because my mom made me wear a frilly shirt. When swimming, I wanted to wear 

swim trunks, not a swimsuit. My Halloween costumes included characters like Smurf, 

Superman, Michael Jackson, and Gene Simmons. I looked and acted so much like what 

others expect of boys that I was accidentally put onto a boys’ baseball team one summer – 

which I thought was great! When we played Star Wars in the playground, I was Luke 

Skywalker – never Leia – which no one seemed to mind. I was one of the boys. This social 

arrangement lasted until puberty, and then all the rules changed. I was attracted to girls, 
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none of whom took any notice of me. My guy buddies started to either flirt with or ignore 

me. I had no idea why I perceived myself as male. It was confusing and embarrassing, a 

sentiment that is echoed with many of our members in their formative years. 

22. At age 19, I had surgery to remove a grapefruit-sized cyst from one of my ovaries. 

The surgeon said that my ovary was unrecognizable as an organ, so it was sent for biopsy. 

It was discovered to be a mix of ovarian and testicular tissue, an intersex condition known 

as an ovotesticular disorder of sex development. The surgeon seemed embarrassed for me 

and reassured me that the offending organ was gone, so I should just forget about it. This 

both validated and further confused my perception of myself. I did not tell anyone about 

this at the time. I’ve since learned that most people with an OT-DSD live as men due to 

the masculinization caused by our natal testosterone levels.  

23. I tried to live with my GD as a young adult, and identified as a lesbian, though it 

never felt right to me, and I was not happy. I experimented with ways to express my 

masculinity. I changed my name to Aaron when I was 22. 

24. I did not even know how to explain what I felt to people and felt ashamed of it. I 

also did not know back then that medically transitioning was possible, and when I did learn 

about it years later, it seemed far-fetched and risky.  

25. In the early 2000s, I moved to Vancouver and met a few trans people. Then around 

2007, I saw a documentary on TV about trans kids which resonated with my experience of 

GD, so I decided to transition. I do not really regret that decision, because I do feel a lot 

more comfortable living as a man, but it has not been easy. As I have gotten older, I care 
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less about whether I am male or female. I do not believe in radical gender politics or Queer 

Theory.  

26. Even if people do decide to transition, people with GD need counselling to help 

them understand GD and deal with it in reality-based ways. “Affirmation” is not the same 

as giving us answers about why we feel the way we do as transsexuals.  When I went to 

see doctors for help, I assumed they understood exactly what this condition is, how it 

manifests and what treatment is most helpful. I have learned that the truth is far different: 

doctors often are guessing, and do not have concrete answers regarding GD. I was not 

informed by the physicians I saw about the vast amount of research by psychologists like 

Dr. Blanchard and Dr. Zucker; the doctors I encountered presented medical transition as 

the only real option, which was a disservice to me, and to many other people with GD.  The 

failure to apprise patients, especially children, of all viable treatment options on the medical 

side, is mirrored by the one-size-fits-all orthodoxy pushed on children regarding social 

transitioning. Children are often told by activists and those who believe Queer Theory that 

they are in the wrong body, and that the only way to address this “fact” is to socially 

transition to a different gender. The reality is that there are many reasons why a given child 

may be experiencing GD, and there are many different options for treatment that do not 

involve social transitioning and genital surgery.  

27. Because of the one-sided narrative that is often pushed on young people with GD, 

GDA’s position is that parents absolutely need to be involved and aware of behavioral 

changes in their children. 

28. Knowing what I know now, if I were back in my pre-transition state, I would have 

gone to more counselling first and learned more about what GD is and what all of my 
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options were. Unfortunately, it is even harder to get that kind of information today given 

the prevalence of the Affirmative Care model. I thought I knew everything I needed to 

know when I decided to undergo surgery, but I did not. I was just so desperate to feel better 

and fit in that I was not really thinking straight.  

29. I feel okay about my choices now, but I am not sure they were all necessary. Of the 

transitional procedures and hormonal regimens that have been performed on me, I do regret 

getting bottom surgery done because I had complications and the outcome is not what I 

expected. Bottom surgery is the surgical creation of a pseudo-phallus using tissue removed 

from other areas of the body. I feel I was misled about what to expect. The bottom surgery 

actually made my dysphoria worse not better; better and more realistic pre-surgery clinical 

care could have prevented this issue. I have learned my disappointment and experience is 

hardly unique.  

30. It is great that people value diversity but, by embracing the militant transgender 

narrative espoused by The Canadian Civil Liberties Association, people are embracing and 

promoting practices that objectively harm others, especially children such as:  

a. embracing and promoting the idea and reality of traumatized girls altering their 

bodies to feel safer as transmen; 

b. celebrating people fleeing homophobia via transition; 

c. praising people who use the medical system to manufacture imaginary personas 

of all kinds;  

d. applauding people who are using those of us with a medical condition to 

advance their own political and capitalist agendas; and 
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e. institutionalizing the recruitment of children into this movement, many of 

whom will alter their healthy bodies needlessly. 

31. I do not want my own kids to be captured by this. There are many stories that are 

like mine and yet are unique. Attached as Exhibit E to this affidavit are the stories of three 

gender dysphoric individuals from GDA’s website. I personally know all three individuals. 

I have been informed of and verily believe the contents of their accounts. 

32. There are many other stories and lived experiences on the website. And we are 

privy to many other non-public stories that, along with our knowledge of the academic 

literature, inform our views and expertise. We trust that these views and expertise will be 

meaningful to this Court. 

Different Submissions 

33. If admitted as an intervenor, GDA will provide submissions from its unique 

perspective as a third-party entity comprised of GD persons that is concerned with:  

a. the broader implications of the special vulnerability of young persons 

experiencing GD or who are susceptible to experiencing GD;  

b. the single-minded treatment options promoted under the Affirmative Care 

model; and  

c. the practice of exclusion of and isolation from parents that some schools, school 

districts, and individual teachers have chosen for young persons with GD.   

34. I swear this Affidavit in support of the Joint Application to Intervene, and for no 

improper purpose.  
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Submissions to the Saskatchewan Human Rights Commission 

Regarding: Ministry of Education “Use of Preferred First Name and Pronouns by 
Students” Policy/Bill 137 

Aaron Kimberly, Executive Director, Gender Dysphoria Alliance 

Oct 20, 2023 

 
Note: For clarity, the use of the term Gender Dysphoria, is in reference to the Diagnostic 
and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), published by the 
American Psychiatric Association in 2013. This diagnostic manual is in current use, and 
outlines several pathways to the cognitive development of a gender identity of the 
opposite sex: (1) early onset, which is highly correlated with developing homosexuality, 
(2) transvestic disorder with autogynephilia, and (3) intersex conditions.  

In most cases, when we are discussing children, we are referring to the early onset 
subtype of Gender Dysphoria, which many gay and lesbian people experience as 
children.  

The Gender Dysphoria Alliance (GDA) is in agreement with not allowing children under 
the age of 16 to be socially transitioned without the consent of their parents/guardians 
on the following grounds: 

1) The human rights framework, which lists “gender identity” as a protected class, 
can create conflict with the clinical framework and evidence about the 
multifactorial, multicausal, and often transient nature of childhood Gender 
Dysphoria, and best clinical practices. While gender identity and sexual 
orientation are protected classes, the international human rights frameworks (see 
for example the Yogyakatha Principles described in Appendix I: Gender Identity 
Framework) were written by human rights scholars who failed to take into 
consideration the decades of clinical research about Gender Dysphoria and how 
it relates to sexual orientation. Nor does it take into account what is considered 
best clinical practices, especially with regard to children. This is a political 
overstep with significant clinical consequences.  

2) “Queer” is a political identity based on the academic discipline of rhetoric, called 
“Queer Theory” (See Appendix II: Queer Theory). Political movements or 
academic disciplines are not protected classes under human rights law. The 
words “transgender”, “gender queer” and the hundreds of new genders like “cake 
gender” and “frog gender” are branches of Queer Theory and a youth subculture. 
It is for this reason that those associated with GDA use the clinical term, 
“transsexual” to indicate that we have medically and legally transitioned to live as 
the opposite sex as a form of treatment for Gender Dysphoria.  
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3) The general public, including children, parents, teachers, and even clinicians, are 
being taught a political framework and are being misinformed about Gender 
Dysphoria (see Appendix III: Impact on Children).  

4) Social transition (changing name, pronouns etc) is step one of a medical pathway 
(see Appendix IV: Transgender Experiences and Outcomes). It is a clinical 
intervention that requires clinical oversight.  

5) Mature minors do have the legal right to consent to medical treatment, even 
without parental consent provided that they have the capacity to understand the 
nature and consequences of the treatment. However, models of care for the 
treatment of Gender Dysphoria, as with any other condition, require adequate 
assessment, diagnosis and treatment recommendations by a qualified 
practitioner.  It is not a human right to self-diagnose and initiate our own medical 
treatment, which is why the Yogyakatha Principle relating to bodily autonomy 
does not say that clinical interventions are required on demand. Social transition 
is a clinical intervention.  

6) Gender Dysphoria is frequently associated with comorbid mental health 
conditions such as autism and ADHD. If parents aren’t notified of their child’s 
Gender Dysphoria, it may prevent parents from obtaining proper mental health 
support, and leave the child on a path they might later regret.  

New studies indicate that early social transitions do not improve mental health in 
most cases: Is	Social	Gender	Transition	Associated	with	Mental	Health	Status	in	
Children	and	Adolescents	with	Gender	Dysphoria?	|	Archives	of	Sexual	Behavior	
(springer.com) 

7) The fear of suicide is frequently being misused. For example, parents are often 
being told “would you rather have a dead son or an alive (trans) daughter. This is 
a false and detrimental proposition. There is no evidence that children will 
commit suicide if not immediately affirmed and medicalized. Though trans 
identified youth do report higher than average suicidal thoughts, there is no 
evidence of a direct relationship between Gender Dysphoria and suicidality. The 
suicidality rates reported by this population are consistent with the rates 
associated with other mental health conditions and the gay and lesbian 
population. Suicidal ideation is not the same thing as suicide completion. Looking 
at various models of care for children with Gender Dysphoria: The Dutch Model, 
Watchful Waiting Model, and the psychotherapeutic models currently being 
developed in Europe, all of which urge caution and do not immediately confirm 
that the child’s gender identity is a fixed and permanent entity, there is no 
indication that those children are more at risk of suicide. 

8) Studies do show that the best predictor of childhood mental health is parental 
support. However, “support” can take many forms, not just confirmation that a 
child’s identity is permanent. Clinical models for children typically involve the 
entire family.  
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Discussion 

It is GDA’s view that the policy in question about parental involvement is not really about 
“parental rights” in of themselves, but rather is more appropriately better understood as 
a necessary child safeguarding measure, in light of the Queer Theory conundrum in 
North America, where it originated.  

I’m familiar with the UN’s guidelines for the social inclusion of gender diversity, in 
particular the Yogyakatha Principles and the reports by the Special Rapporteur on 
LGBT rights. As a representative of GDA, an organization led by adult transsexuals, I 
value social inclusion, diversity and human rights. However, human rights scholars 
aren’t clinical experts, and they’ve made some errors in writing guidelines that don’t take 
into account the decades of research on Gender Dysphoria, especially in children. The 
implementation of the Yogyakatha Principles is having unintended consequences, 
which need to be re-examined and corrected.  

To date, there are 12 studies which followed cohorts of children with early onset Gender 
Dysphoria (or the older term Gender Identity Disorder “GID”). They all have come to the 
same conclusions – that the vast majority of children with GID resolve it through 
pubertal awakening of sexual orientation. It’s quite common for gay and lesbian children 
to experience some degree of gender confusion, gender non-conformity and distress. 
Many gay adults recall this from their own childhoods. Prematurely labelling these 
children simply as “trans” risks the medicalization of an entire generation of gay 
children, with sometimes-severe lifelong consequences. 

Studies worth noting: 

https://www.ohchr.org/sites/default/files/Documents/Issues/SexualOrientation/IES
OGI/Other/Rebekah_Murphy_20191214_JamesCantor-fact-checking_AAP-
Policy.pdf 

https://journals.sagepub.com/doi/10.1177/1359104510378303 

https://www.frontiersin.org/articles/10.3389/fpsyt.2021.632784/full 

 

Post-modern (Queer Theory) explanations of “gender” being taught to children and 
families are misleading many to prematurely label children “trans”. As researchers like 
Dr Kenneth Zucker have warned, hasty social transition of children (i.e. changing name 
and pronouns) concretizes their self-perception during a time when it should be flexible. 
This then makes it harder to walk back, even once the child begins to doubt their earlier 
perception. Social transition is the first step of the medical pathway, and every model of 
care expects assessment by a qualified clinician prior to any clinical intervention. It’s not 
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our position that “trans” is a bad thing, but overmedicalizing gay and lesbian children 
without properly informing them about the developmental process is concerning and 
harmful. The children aren’t being given an opportunity to understand themselves and 
become healthy gay adults. There is a medical burden. Hormone therapy and surgery 
aren’t neutral acts. There are risks. Genital surgeries in particular have high 
complication rates. The Province of British Columbia sent me and a number of other 
trans men to Dr. Crane in Austin, Texas a few years ago. About 80% of us had 
complications. Some severe.  

Teachers and schools are being informed of the human rights framework, but not the 
clinical frameworks. By agreeing to socially transition children, they mean to be 
supportive, but they are in fact initiating a clinical intervention without a license or 
qualifications to do so.  

It’s not necessary to socially transition children to love and support them. What I and my 
family would have benefited most from is accurate information about what I was 
experiencing. At that time, we didn’t know that I had an intersex condition. Nor did we 
know that it’s common for pre-gay/lesbian children to wrestle with gender and some 
degree of cross sex identification.  

Families who are simply told “you have a trans kid” versus those who are given 
accurate info, i.e. “these experiences are a developmental aspect of sexuality which will 
most likely resolve through puberty”, are likely to make very different choices about 
what to do.  

There’s another issue that’s even more concerning. There’s emerging evidence that 
many of the girls self-identifying as “trans” don’t have a history of early onset Gender 
Dysphoria. “Trans” has become a youth subculture with social currency. Many young 
people, especially those who struggle socially, like kids with autism or ADHD, find a 
welcoming community through a trans identity. That in itself isn’t a bad thing. Every 
generation has its youth subcultures like goth, punk and hippie, and it’s not unusual for 
parent/child conflicts to arise from a child’s strong subcultural convictions. However, 
unlike youth subcultures of the past, the “Queer” one involves somtimes severe and 
permanent bodily modification while protecting the path as a human right under “gender 
identity”. Parents are in a unique position of knowing the child’s history. Their accounts 
of whether or not the child showed signs of early onset Gender Dysphoria is crucial to 
making a proper diagnosis and protecting the children and adolescents, whose identity 
is socially influenced, from medical harm.  

Parent reports of adolescents and young adults perceived to show signs of a rapid 
onset of gender dysphoria | PLOS ONE 
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Concerns about the policy 

I think that as policies like this are implemented, it’s very important that they’re followed 
by educational campaigns to help staff and families understand that this path is not led 
by anti-LGBT hate. It’s a child safeguarding measure and a necessary correction of 
political overreach.  I and other members of GDA would be happy to work with the 
government and schools to help with the delivery of the messaging to staff and families. 
The very purpose of the Gender Dysphoria Alliance is to educate about the several 
types of Gender Dysphoria.  

We do believe in concepts like personal autonomy, but that can only be achieved when 
people are equipped with accurate information.  We are not confident that many people 
understand what Gender Dysphoria is, unfortunately including some medical 
professionals. 

There is reasonable concern that some parents are hostile or abusive towards their 
children. In those cases, steps can be taken by teachers to involve authorities such as 
Child Protection Services and family therapists. These are critical opportunities to 
therapeutically support families through conflict. 

Hiding information from parents has the potential to escalate conflict within the family, 
and breaks trust between families and teachers/schools. 

 

Parents and Teachers 

I am myself a parent and share the concerns of many parents.  

Many parents and teachers throughout North America have reached out to GDA with 
questions and concerns about what they’re seeing in their homes and classrooms. One 
Canadian middle school teacher contacted us last year to say that half of her class 
identified as something other than “cis”. It should be seen for what it is – experimenting 
with the political ideas, identity, sexuality, and social inclusion, which is normal for that 
age group. But it shouldn’t be assumed to be permanent expressions of self, and care is 
needed to not lead kids to a medical pathway that might not be in their best interest.  
Teachers and parents need guidance about how to best respond. We have partnered 
with other organizations to create a guidance booklet for schools that are based on best 
evidence. I’ve attached that document for your consideration:  

https://www.genderdysphoriaalliance.com/_files/ugd/712544_864256e0f9c64f98bb8a64
ae64dec67b.pdf 
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We have been talking to many parents and teachers about these issues generally, and 
this policy specifically. Most are in favour of safeguarding measures. Most teachers and 
parents are frightened and don’t feel well equipped to know how to best respond. They 
don’t want to upset anyone, and are afraid of disciplinary action if they don’t do the right 
thing. But many also sense that something new is happening to children and 
adolescents over the past few years. Indeed there is something new happening that has 
nothing to do with clinical Gender Dysphoria.  

Though I don’t have first-hand experience as a teacher, I can speak to similar concerns 
as a nurse.  

I used to work for the BC Provincial Adult Eating Disorders Program in Vancouver, 
about 9 years ago. While there, we didn’t have a single trans patient in the program that 
I’m aware of. Now, I’m told by nurses still working there that the program is flooded with 
(mostly) young women who change their pronouns frequently and have meltdowns if the 
nurses can’t remember which pronoun they’ve chosen that day. Eating disorders are 
often co-morbid with personality disorders. The program is designed to contain the 
boundary-pushing nature of those disorders but, the staff do not know how to 
therapeutically contain the boundary-pushing when it comes in the form of “identity” 
because it’s a protected class. Hundreds of new “gender” categories like “cake gender” 
and “frog gender” have emerged. Do we affirm that a child is actually a frog? I don’t 
believe that’s what our human rights legislation is meant to do, but teens (and those 
with personality disorders) will attempt to push those boundaries until we have greater 
clarity on what it means to protect “gender identity”. 

 

Human Rights Code 

I understand that “gender identity” and “expression” are protected under both federal 
and provincial law. As a transsexual man myself, I am grateful for protections. I believe 
the intent is to protect gay, lesbian and bisexual individuals. And, it’s meant to protect 
transsexuals like myself who have legally and medically transitioned.  

My understanding of transition is this: it’s an accommodation for and treatment of 
Gender Dysphoria, which has been consistent, persistent and causing significant 
functional impairment. It’s the creation of a legal fiction. I do agree that once someone is 
assessed and granted this legal fiction, it should be protected, but with consideration to 
biological sex. I am now legally male. It has been a helpful intervention for me, but I am 
not and never can be biologically identical to natal males. That reality has to be 
integrated into my self-concept because it has implications such as healthcare 
decisions. Though I’ve adapted well to legally changing to male, it’s still important that 
my medical records indicate that I’m not biologically male, otherwise my health could be 
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at risk if something is missed. Gender Identity must remain separate from sex and 
sexual orientation. 

Sex and sexual orientation are also a protected classes, and sometimes conflicts arise 
between the rights of one group over another.  

By understanding trans as a legal fiction, we can discuss it, negotiate it and write it into 
law and policy in reality-based terms as its own entity, while also weighing in on the sex-
based rights of women, and homosexuals (who are attracted to the same sex). We can 
find fair solutions and resolve conflicts when the rights of one group conflicts with 
another group. The rights of young gay and lesbian people are being compromised by 
the over medicalization of early onset Gender Dysphoria, since it is most often a 
developmental stage for emerging homosexuality.  

Legal fictions don’t need to be pathologizing. There is precedent for it among some 
intersex people like myself. The sex assignment of those with atypical genitals used to 
be common practice, and not necessarily biologically true (e.g. a child with XY 
chromosomes being assigned female because it was an easier operation to perform), 
but it wasn’t causing societal problems and most of those children adapted well to their 
assigned sex, if done early enough.  

 

Further Consulation 

We are fortunate to have some of the leading experts on Gender Dysphoria here in 
Canada. I recommend that you speak with: 

 

Dr Kenneth Zucker, world-renowned researcher and psychologist who 
specializes in childhood onset GD. https://www.kenzuckerphd.com/ 

Dr James Cantor, sex researcher and GD expert. http://www.jamescantor.org/ 

Dr Joey Bonifacto, pediatrician with a specialization in childhood GD. 
https://www.drjoeybonifacio.com/medicine 
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Appendix I 

The Gender Identity Framework 

In 2006 the UN assembled a panel of human rights specialists who met in Yogyakarta, 

Indonesia to outline a set of international principles relating to sexual orientation and 

gender diversity. The resulting document, called the Yogyakarta Principles outlines 

binding international standards for the state inclusion of same-sex attracted and gender 

non-conforming people. Ten additional principles were added in 2016. 

In 2016, the UN launched a mandate to reduce violence and discrimination against 

people of diverse sexual orientations and gender expression globally. Madrigal-Borloz 

was first appointed as UN Independent Expert on sexual orientation and gender identity. 

He was replaced by Victor Madrigal-Borloz in late 2017. 

In 2019, the World Health Organization, reclassified the condition of Gender Dysphoria 

from their International Statistical Classification of Diseases and Related Health 

Problems (ICD-11). The previous classifications of "transsexualism" and "gender 

identity disorder of children" were replaced with "gender incongruence of adolescence 

and adulthood" and "gender incongruence of childhood" and moved them from the 

section on mental disorders to a section on sexual health. They noted that inclusion in 

the IDC ensured insurance coverage for medical interventions but, by reclassifying the 

condition, they hoped to destigmatize it.  

In 2022 the UN Independent Expert on Sexual Orientation and Gender Identity Victor 

Madrigal-Borloz, released a report in which he referred to the international human rights 

strategy as the "Gender Identity Framework". Working in tandem with the WHO's efforts 

to destigmatize gender nonconformity and the condition of Gender Dysphoria, they've 

devised a framework that's being implemented and enforced by federal, provincial and 

institutional systems.  

A full analysis of these mandates and their impact is beyond the scope of this 

statement. We do agree that many LGBT people worldwide experience violence and 

exclusion. We value human rights and social inclusion for ourselves and others. 
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However, the "Gender Identity Framework" is having unexpected consequences. Rather 

than educate clinicians, patients and policy makers about the multifactorial nature of 

Gender Dysphoria, clinical knowledge has been almost entirely replaced with the 

political narrative, "everyone has a gender identity, which may or may not match one's 

sex". Gender identity, in these terms, becomes a mystical, elusive entity, removed from 

the cognitive-developmental processes for which psychologists coined the phrase.  

"Gender Identity" was a term coined by Dr Robert Stoller in the context of intersex 

(DSD) research being done in the 1950s. It had been routine practice to "sex assign" 

children born with atypical sex anatomy, usually made female simply because surgical 

procedures to create a neovagina is less complicated than the creation of a neophallus. 

Because most of these intersex kids did adjust well to their sex assignment, regardless 

of their genetic sex, Stoller and sexologists after him theorized that "gender identity" 

isn't the result of any biological mechanism but the result of a cognitive and social 

learning process.  

This term was later applied to research about Childhood Onset Gender Identity 

Disorder, believed to be an early life error in the unconscious cognitive categorization 

and social learning process, resulting in a child's perception of themselves as the 

opposite sex. During childhood, this cognitive process is typically flexible and able to 

integrate new information. Indeed, research has shown that the vast majority of kids 

who experience a sense of sex incongruence do resolve it by adolescence or early 

adulthood under the "Watchful Waiting" model.  

Unfortunately, the well-intended human rights framework that has adopted the term 

"gender identity" is an oversimplification and misrepresentation of that term, presented 

not only to the general public, but also among clinicians who have become activists, not 

science informed.  

Of note, nowhere in the Yogyakarta Principles does it say that any individual must be 

guaranteed medical interventions. Principle 32 - The Right to Bodily and Mental Integrity 

- outlines bodily rights such as being free from physical torture or medical interventions 

to change sex characteristics against ones will. It does not say that medical transition 
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itself is a right, since that would eliminate clinical judgement on a case by case basis. 

Principle 17 - Relating to the Right to the Highest Attainable Standard of Health - states 

that gender affirming medical interventions should be included in the public healthcare 

system. But it does not say that every individual is entitled to those interventions on 

demand. Principle 31 - The Right to Legal Recognition - does state that each state shall 

"Ensure that no eligibility criteria, such as medical or psychological interventions, a 

psycho-medical diagnosis, minimum or maximum age, economic status, health, marital 

or parental status, or any other third-party opinion, shall be a prerequisite to change 

one's name, legal sex or gender". We believe this principle in particular is a misstep and 

demonstrates a lack of evidence-based clinical knowledge and foresight of the 

committee. On this point, it's important to remember that this was a committee of human 

rights strategists, not clinical experts or researchers. One of the authors of the 

Yogyakarta Principles, Professor Robert Wintemute, has since spoken publicly about 

some of their shortcomings, such as how the concept of self-identification poses risks to 

girls'/women's safety.  
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Appendix II 

Queer Theory 

From 1995-2000 I studied visual art at the Nova Scotia College of Art and Design (now 

called NSCAD University) in Halifax, NS. Across the city, St Mary's University's 

Department of Literary Criticism was offering a new graduate level class called "Queer 

Theory". This was a new academic discipline at that time. Judith Butler's second book, 

Bodies That Matter, had just been published. A few of us from NSCAD took the class as 

an elective.  

At the foundations of Queer Theory is the work of French philosopher Michel Foucault 

who, in his 1978 book The History of Sexuality, asserted that the category of 

"homosexual" was an invention of the ruling class for the purpose of identifying and 

oppressing individuals who engaged in same sex behavior. 

Building upon Foucault's premise - that categories are for the purpose of oppression - 

the goal of academics like Judith Butler was to disrupt and dismantle social categories 

such as gay/straight and male/female. The central theme of Butler's work was what she 

called the "performativity" of gender - meaning that what we consider manliness or 

womanliness are learned performances and, as such, could be performed by either sex 

equally well. Manliness, for example, was meant to be an understated performance, 

rehearsed to such perfection, and enforced by society in ways that made it appear 

effortless and non-artificial. By contrast, womanliness retained a distinct quality of effort 

and artifice. Drag queens and kings became icons of the Queer Theory movement, 

intended to be both homage and parody of the performative nature of sex categories.  

I believe it's important to understand that the central purpose of Queer Theory is the 

creation of a perpetual smoke and mirrors show to intentionally confuse boundaries 

between defined categories and, as a branch of post-modern philosophy, aims to 

dismantle the institutions which uphold those categories, including traditional families.  

"Queering" a space or community means to apply these political strategies, which is 

achieved primarily by the subversion of language. A "queer" person is not a sexual 

orientation but an adherence to the Queer Theory worldview in which men, women, gay, 
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straight and other sexual orientations and identities co-exist without delineations. 

American transwoman Martine Rothbladt, in her 1995 book Apartheid of Sex: A 

Manifesto on the Freedom of Gender considers the delineations of male and female a 

type of oppressive and artificial separation, no different than the South African 

segregation of white and black.  

The words “transgender”, “genderqueer” and “non-binary” come out of Queer Theory, 

referring to the political transgressions of sex categories, whereas the term 

“Transsexual” comes out of the clinical literature. In recent years, dozens of new social 

categories have been created such as "cake gender" and "demisexual" each with their 

own neopronouns. In concept, the creation of an infinite number of gender or sexuality 

categories will eventually mean that each individual has their own unique gender, thus 

making gendered groups obsolete.  

In a pluralistic society such as Canada, I respect the right of anyone to believe and 

study post-modern philosophies. However, since it's a political framework, Queer should 

not be considered a protected class of personhood immune from criticism.  

These concepts are being taught to children in public schools, as early as kindergarten, 

presented as facts about sexuality and gender. For example, many teachers are using a 

popular illustration of a "gender spectrum" with GI Joe on one side and Barbie on the 

other, then asking kids to consider where on the spectrum they place themselves. This 

diagram conflates gender expression with biological sex because, unless a child is an 

extreme stereotype of their sex, they are plotted on the diagram towards the opposite 

sex. This is (intentionally) misleading and bears no resemblance to the evidence-based 

understanding of Gender Dysphoria, Disorders of Sex Development (DSD) or sexual 

orientation. A highly effeminate gay man is no less male. A woman with a DSD may still 

be highly feminine.  
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I think it's highly inappropriate for a political movement aimed at deliberately confusing 

society about sexuality and sex categories to have developed sex education curricula 

for our public school system. These theories are likely to confuse children and, given 

the deconstructive nature of post-modernism, divide families and communities. Indeed, 

it has been the case that families who object to these concepts are quickly labeled as 

“anti-LGBT” and deemed unsupportive of their children.  

Furthermore, Queer theorists who are using their professions to advance Queer Theory 

(e.g. physicians, psychologists, counsellors, social workers, lawyers, educators) are in 

fact using rare conditions like Gender Dysphoria and DSDs as props in their political 

movement, and have replaced scientific, clinical knowledge about these conditions with 

Queer rhetoric. This is alarmingly unethical. 

At GDA, we object to being represented and used by this deceptive and divisive 

framework, and had we been presented with these ideas as gender dysphoric children, 

it would not have helped us to understand our experiences.  
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Appendix III 

Impact on Children 

A Queer Theory based youth subculture has emerged in recent years, which should be 

regarded as this generation's "goth" or "hippie". But, it's found shelter under the LGBT 

umbrella and institutions are systematically granting it status as a protected class. Youth 

in this subculture identifying as transgender are being medicalized along with those with 

legitimate conditions. The public school SOGI lessons about concepts like "100 

genders" is persuading kids to consider that maybe they're not actually girls or boys at 

all, just as our healthcare system has been eliminating careful, comprehensive 

assessment, as though safeguarding and clinical oversite is a violation of our human 

rights. We are very concerned about the wellbeing of children under these perfect storm 

conditions.  

A marriage of Queer Theory and the UN's activist framework ("Gender Ideology") is 

interfering with the natural healthy development of children's relationships with their 

biological realities, rendering clinical systems unable to recognize and respond 

appropriately to the explosion of childhood/adolescent transgender identities. Pediatric 

gender clinics throughout the western world are reporting a 4000% increase of referrals 

mostly consisting of teen girls who don't fit the childhood onset Gender Dysphoria 

criteria. You would think that clinicians would be qualified to properly diagnose and 

screen out inappropriate candidates for medical interventions, but many have adopted 

an informed-consent only stance and no longer require any diagnosis, because per the 

WHO and the UN, that would be "pathologizing".  
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Contrary to best clinical practices which sought to help children formulate a healthy 

relationship with their natal sex while their gender identity is still flexible, the political 

framework invites more kids to consider that being the opposite sex might be desirable, 

for a variety of reasons, and appears to concretize the experience of incongruence 

prematurely. The net result: more kids identifying as trans (or even trans human, such 

as animal identities), and fewer kids with gender identity distortions reconciling with their 

sexed bodies. It's not our goal to police identities, but in this case, there is a significant 

medical burden. It has been well understood for decades that social transition (e.g. 
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changing names and pronouns to live as the opposite sex) is a part of "triadic therapy" 

as the real-life test and a part of the medical pathway. Teachers are not licensed or 

qualified to initiate clinical interventions. While it isn't our position that no one benefits 

from the medical pathway, we do believe in medical ethics and competency, and the 

safeguarding of children who by nature are impulsive and tend to have strong but 

temporary emotions and convictions.   

For these reasons, GDA is critical of the Gender Identity Framework and Queer Theory. 

We disagree with how these ideas are being packaged and taught, especially to 

children. 

The failure of the public education and medical systems to safeguard children places a 

heavy burden on parents to guide and protect their kids. Their agency to do so should 

not be undermined.  

I, along with the transsexual adults and others with Gender Dysphoria that GDA 

represents, do not want to be associated with the institutionalized harm being done to 

children and families, polarized societal divisions, and greater hostility towards the 

LGBT community.  

 

 

 

 

 

 

 

 

 

 

45



Appendix IV: Transgender Experiences and Outcomes 

Below, I share my own story as natal female with an ovotesticular disorder of sex 

development (OT-DSD), and the stories of others posted publicly on GDA’s website.  

I further have received consent to share three additional stories from Canadian 

members and associates of GDA, for the purpose of illustrating how multifactorial and 

multicausal the Gender Dysphoria experience is, and the broad range of outcomes of 

medical transition.  

For clarity again, the use of the term Gender Dysphoria, is in reference to the Diagnostic 

and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5), published by the 

American Psychiatric Association in 2013. This diagnostic manual is in current use.  

My story as a person with gender dysphoria 

I am a begrudging but perhaps necessary exemplar of my community. I was born as a 

biological female in 1973 and grew up in a small farming community. From an early age, 

I perceived myself as a boy. My parents would buy me “girl” toys, which I would mostly 

ignore in preference to my brother’s toys. I look miserable in my kindergarten class 

photo because my mom made me wear a frilly shirt. When swimming, I wanted to wear 

swim trunks, not a swimsuit. My Halloween costumes included characters like Smurf, 

Superman, Michael Jackson, and Gene Simmons. I looked and acted so much like what 

others expect of boys that I was accidentally put onto a boys’ baseball team one 

summer – which I thought was great! When we played Star Wars in the playground, I 

was Luke Skywalker – never Leia – which no one seemed to mind. I was one of the 

boys. This social arrangement lasted until puberty, and then all the rules changed. I was 

attracted to girls, none of whom took any notice of me. My guy buddies started to either 

flirt with or ignore me. I had no idea why I perceived myself as male. It was confusing 

and embarrassing, a sentiment that is echoed with many of our members in their 

formative years. 

At age 19, I had surgery to remove a grapefruit-sized cyst from one of my ovaries. The 

surgeon said that my ovary was unrecognizable as an organ, so it was sent for biopsy. 
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It was discovered to be a mix of ovarian and testicular tissue, an intersex condition 

known as an ovotesticular disorder of sex development. The surgeon seemed 

embarrassed for me and reassured me that the offending organ was gone, so I should 

just forget about it. This both validated and further confused my perception of myself. I 

did not tell anyone about this at the time. I’ve since learned that most people with an 

OT-DSD live as men due to the masculinization caused by our natal testosterone levels.  

I tried to live with my GD as a young adult, and identified as a lesbian, though it never 

felt right to me, and I was not happy. I experimented with ways to express my 

masculinity. I changed my name to Aaron when I was 22. 

I did not even know how to explain what I felt to people and felt ashamed of it. I also did 

not know back then that medically transitioning was possible, and when I did learn 

about it years later, it seemed far-fetched and risky.  

In the early 2000s, I moved to Vancouver and met a few trans people. Then around 

2007, I saw a documentary on TV about trans kids which resonated with my experience 

of GD, so I decided to transition. I do not really regret that decision, because I do feel a 

lot more comfortable living as a man, but it has not been easy. As I have gotten older, I 

care less about whether I am male or female. I do not believe in radical gender politics 

or Queer Theory.  

Even if people do decide to transition, people with GD need counselling to help them 

understand GD and deal with it in reality-based ways. “Affirmation” is not the same as 

giving us answers about why we feel the way we do as transsexuals.  When I went to 

see doctors for help, I assumed they understood exactly what this condition is, how it 

manifests and what treatment is most helpful. I have learned that the truth is far 

different: doctors often are guessing, and do not have concrete answers regarding GD. I 

was not informed by the physicians I saw about the vast amount of research by 

psychologists like Dr. Blanchard and Dr. Zucker; the doctors I encountered presented 

medical transition as the only real option, which was a disservice to me, and to many 

other people with GD.  The failure to apprise patients, especially children, of all viable 

treatment options on the medical side, is mirrored by the one-size-fits-all orthodoxy 
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pushed on children regarding social transitioning. Children are often told by activists and 

those who believe Queer Theory that they are in the wrong body, and that the only way 

to address this “fact” is to socially transition to a different gender. The reality is that 

there are many reasons why a given child may be experiencing GD, and there are many 

different options for treatment that do not involve social transitioning and genital 

surgery.  

Because of the one-sided narrative that is often pushed on young people with GD, 

GDA’s position is that parents absolutely need to be involved and aware of behavioral 

changes in their children. 

Knowing what I know now, if I were back in my pre-transition state, I would have gone to 

more counselling first and learned more about what GD is and what all of my options 

were. Unfortunately, it is even harder to get that kind of information today given the 

prevalence of the Affirmative Care model. I thought I knew everything I needed to know 

when I decided to undergo surgery, but I did not. I was just so desperate to feel better 

and fit in that I was not really thinking straight.  

I feel okay about my choices now, but I am not sure they were all necessary. Of the 

transitional procedures and hormonal regimens that have been performed on me, I do 

regret getting bottom surgery done because I had complications and the outcome is not 

what I expected. Bottom surgery is the surgical creation of a pseudo-phallus using 

tissue removed from other areas of the body. I feel I was misled about what to expect. 

The bottom surgery actually made my dysphoria worse not better; better and more 

realistic pre-surgery clinical care could have prevented this issue. I have learned my 

disappointment and experience is hardly unique.  

Meet Aaron Terrell 

I had what we would consider early onset childhood gender dysphoria; a self-conception 

of being a boy despite a body that contradicted that. I don’t think I was born with it 

though; I think it was a response to restrictive female gender roles and a sense that 

boys had a freedom that shouldn’t be withheld from me. I was a tomboy who grew up in 
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a conservative Evangelical Christian environment and was regularly reminded how girls 

behave and dress, with the explicit message being I was acting like a boy and that was 

inappropriate. From my earliest memories the wish to be a boy, or the self-conception of 

myself as a boy, was inextricable from a sense of shame at feeling that way. 

I began to tell myself stories to explain why I felt the way I did. When I was a toddler my 

infant brother died from SIDS and a few years later I became convinced that his spirit 

passed into me. That was why I felt like I was a boy; I was carrying my brother’s spirit 

with me. This story also gave me permission to ‘act like a boy’, because I was doing it 

for my brother, not for me. I eventually outgrew this story and around age 11 or 12 my 

internal story shifted to something a little more realistic, which was that puberty would 

take away my ‘boy’ feelings and turn me into a real girl. I convinced myself that would fix 

me. It didn’t.  

The shame I felt as a small child for wishing I was a boy only increased in adolescence 

along with the “dysphoria”. I didn’t know that word at the time, but that’s what I would 

come to understand it as. The older I got, the more intense the dysphoria got and the 

more intense the shame at still feeling that way. I kept telling myself I would outgrow it. I 

wouldn’t feel this way at 16. Then when I still felt that way at 16, I knew I would outgrow 

it by 20. On and on it went.  

It was further confounding and embarrassing because I wasn’t attracted to girls. My 

peers thought I was a lesbian but in reality the thought of touching another girl’s body 

was repellent to me. My own female body was grotesque, why would I find pleasure in 

duplicating it? I wasn’t attracted to boys until my late teens and when that attraction 

manifested it was indistinguishable from envy. I found gay men most attractive, and 

fantasized about being one. I now realize gay male relationships were appealing 

because they didn’t involve any female anatomy and was therefore erotically pure in my 

estimation. I certainly never told anyone this.  

By 26 I hadn’t outgrown the dysphoria, and in 2010 I started exploring the possibility of 

transition. Medical transition wasn’t nearly as daunting as the prospect of telling my 

friends and family my shameful secret that I had carried with me as long as I could 
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remember. However, once I had vocalized it, the shame disappeared. As if all my life I 

had been carrying a heavy burden, when all I had to do was put it down. The dysphoria 

indeed persisted and I went on to transition in 2011 at the age of 27. 

Important to note because I know this is a contentious issue right now between trans 

people and gay people: I did not transition to have sex with gay men. I anticipated being 

celibate the rest of my life. I did not believe actual gay men would be interested in me, 

and I wasn’t interested in women. Spending the remainder of my life single was a 

sacrifice I was more than happy to make to be rid of the dysphoria. I saw it two ways: I 

could be single as a man or partnered as a woman. The choice was simple for me.  

Transition was an unequivocal relief for me. Testosterone brought on physical and 

psychological changes that allowed me to feel comfortable in my body in a way I didn’t 

know was even possible. The dysphoria dramatically reduced as my face and 

musculature began masculinizing. My sexuality ceased to be focused on gay men and 

instead, very surprisingly to me, turned primarily toward women. I later concluded my 

previous repulsion to the female form was a projection of my dysphoria, and my 

attraction to men was primarily envy. With the relief from dysphoria that repulsion and 

envy faded away. Two years into my transition I got “top surgery” and my dysphoria was 

mostly eradicated. As disturbing as this may sound to people who do not suffer from 

gender dysphoria, the day I had my double mastectomy remains the greatest day of my 

life. Dysphoria had been such a constant and seemingly interwoven sense of who I was, 

I wasn’t able to fathom what I would feel like without it. Immense relief and contentment 

is what I felt.  

After transition I didn’t spend much time in trans communities. I lived mostly stealth. I 

went back to college and got a Bachelor’s degree. I started a new job where no one 

knew of “my female past” (as I would refer to it at the time) and generally embraced life 

as a man and didn’t spend much time dwelling on the trans part of my life. Transition 

worked wonders for me, and I got on with life. Occasionally I would wander into online 

trans communities where I would read young people, often teenagers, expressing they 
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thought they were trans. I was team transition all the way. I mistakenly assumed gender 

dysphoria was one thing, and that transition was the only solution. 

In 2017 I learned gender dysphoria is not one thing, and that plenty of people are 

transitioning despite never even experiencing dysphoria of any variety. I became aware 

of this shift in understanding when I befriended a number of transmen in my city. Initially 

I was glad to learn there were other people with whom I had such a fundamental 

commonality, but quickly learned our experiences were starkly different. Some of the 

things I learned from these young transmen: 

1. Being ‘trans’ is separate from gender dysphoria 

2. Transition is something you do to demonstrate you are ‘trans’ 

3. Assuming dysphoria should be a prerequisite to transitioning is inherently 

transphobic because it ‘pathologizes transness’ 

4. Lying about having dysphoria is a normal part of accessing trans 

healthcare, as is necessary because doctors and clinicians are by and 

large transphobic 

Upon hearing multiple variations of all of the above, I was dumbfounded and angry at 

what I perceived as a cruel appropriation of an ailment I had suffered my entire life. 

When I expressed disagreement at this framing of ‘trans’ as an identity independent 

from any mental turmoil at one’s sexed body, I was told that as a fellow trans person I 

shouldn’t be invalidating anyone else’s ‘transness’ because trans people are invalidated 

enough by ‘cis transphobes’, and therefore don’t need it from fellow trans people as 

well. 

After distancing myself from my short-lived friendship with these transmen, my anger 

and confusion only grew. I started lurking in online communities for transmen and 

learned the cohort I had known in person were not an anomaly - they were expressing 

the currently pervasive view of ‘trans’ as an identity. An identity that must be validated 

by surgeries and hormones. My anger at the appropriation melted into terror at what 

was happening. I read a lot of their stories, I asked a lot of questions, and eventually 

developed a sense of what was happening. Loneliness is driving young people to 
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drastic measures to find community, purpose, and distinction. Trans is a religion and a 

youth subculture rolled into one. It is especially appealing to girls who have been 

sexually abused or who are on the Autism spectrum. In females it appears to be 

unrelated to sexuality (apart from fleeing male attention). What we now know as ROGD 

has little to do with GD as we previously understood it and more to do with tragically 

normal adolescent struggles being funneled into ‘trans’.  

While casually researching the turn within the trans community I came upon a number 

of stories of detransitioners, mostly women (former transmen). I was not surprised that 

there were many detransitioned women now. What did surprise me is their stories of 

dysphoria sounded much more familiar and relatable to me than what I was hearing 

from the current ‘trans’ population. For these women transition did not relieve their 

dysphoria. Sometimes it made it worse. In other cases it just came with the nagging 

reality that they were lying to others and deluding themselves. It would seem many 

experiences common in girls upbringing, especially masculine girls, can easily be 

interpreted as an intense, unrelenting feeling that we should have been boys. 

All these revelations led me to re-examine my transition and the stories I told myself as 

a child and as an adult about why I felt the way I did. I’ve realized ‘gender dysphoria’ is 

just another story I use to explain to myself why I feel the way I do about my female sex 

and where that positions me in the world. While transition did provide significant relief, 

and I stand here a decade later without regret, I do wonder if had I been given a 

different story or tools to explain my discomfort with my sex, would I have found the 

relief I needed without such drastic and invasive measures? After all, no one is born in 

the wrong body and I was not supposed to be male. What we are currently doing is 

solving software issues by carving up hardware. We are treating normal female 

adolescence with blunt force transition. We should be identifying the root issue before 

trying to solve vague and nebulous anxieties - body dysmorphia, social anxiety, fear of 

loneliness - with irreversible hormones and surgeries.  
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Meet Janet Scott 

Most of my strongest childhood memories revolve around my desire to be a girl or at 

least the knowledge that I did not “fit” as a boy. We now call that gender dysphoria. I 

remember distinctly going to bed for several years with the constant secret wish that I 

would wake up and be a girl. From preschool through high school you were likely to find 

me as the lone boy among a group of girls. While I did have the occasional boy in my 

neighborhood that I was friends with, other boys tended to confuse me. They didn’t tend 

to like what I liked, they didn’t play the games I liked to play. At recess, I was often 

playing jump rope or learning the latest rhyming game with the girls, while the boys 

learned to play basketball or football or just chased around after each other. 

Children tend to be strict enforcers of “gender”. “Boys do this.” “Only girls do that.” Most 

young children don’t really know about the sex differences between boys and girls, so 

what makes them different becomes other factors. When I was wishing to be a girl at 6 

and 7, I didn’t understand that that would require a change of my sexed body. What I 

did know is that I was different and that difference was not OK with some people. My 

parents were loving. They never tried to force me to “be like the other boys” but there 

were always limits on just how far I was allowed to go in the other direction. I could talk 

them into some “girls’ toys” but dolls and Barbie were a no go. I’d get the occasional 

lecture about how “Boys don’t do that. Boys don’t stand that way. They don’t carry their 

books like that.” 

I was around 9 the first time I learned that people could actually have a “sex change”. 

From that moment on, I knew that’s what I wanted when I got older. (It was still very 

much an adult issue back then) Shortly after, I learned the word transsexual and began 

trying to find out everything I could. I was probably the only one in elementary school 

that knew who Christine Jorgenson and Renee Richards was. 

Middle school and high school became very confusing. The friendships I had always 

enjoyed with girls became complicated. I lost one friend in middle school because a 

rumor started that we had “done it” in the girls’ bathroom. I didn’t even know what “it” 

was. Other friends became disappointed when I showed no interest in being their 
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boyfriend. I never had crushes on boys my own age. I did however have crushes on 

male teachers, Being gay in middle school or high school wasn’t really a thing back 

then. Besides, it didn’t occur to me to consider the attraction I had to these men as 

“gay”, because the men weren’t gay and I had already convinced myself that I’d be a 

woman when I grew up. I became obsessed with transsexuals and “gender”, watching 

and reading everything I could find. Not the easiest thing to do in the early 1990s. 

Unlike a lot of dysphoric children and teens of that time, I actually do have proof of 

these feelings and experiences. At 16, I called a cable talk show that was doing a story 

on transsexuals. The cohost was a young Dr. Drew. I also came out to one of my 

teachers because an assignment asked us to visualize how we saw ourselves in the 

future. I became paralyzed because how could I explain that in the future I saw myself 

as a woman? Coming out led to talks with the school counselor and then to my parents. 

My parents took me to a therapist, who did eventually diagnose me with what was then 

called Gender Identity Disorder. She told them that I was a “likely transsexual”. 

Right after turning 17 my family and I moved to the southeast United States and I 

started college. My parents had made me promise to stop all this talk about being a 

woman and asked me if I was sure I wasn’t “just gay”. Despite that, I maintained the 

idea that I would transition after college. I grey my hair out and even frequently “passed” 

as a woman, even though that wasn’t my intent. After college (and more time on the 

internet) I decided to see if maybe everything else people said about me was true, 

maybe I was a gay man. I went on my first date with the man that would become my 

husband of 19 years. The dysphoria didn’t disappear, but it became tolerable. I had a 

relationship and a career to focus on, “gender” took a back seat. 

In 2016 the dysphoria started getting stronger again. After discussion with my husband, 

I began socially transitioning and seeking a therapist and medical transition. My 

transition was from April 2016-July 2017 when I completed SRS. During my transition 

and after, I realized that things had changed from my initial ideas in the 90s. Gender 

Identity Disorder was out, gender dysphoria was in. Transsexuals were out, trans men 
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and trans women were in. Therapy focused more on how you felt about the transition 

process than your dysphoria. 

I spent the first few years after my transition saying a lot of the things gender ideology 

says. Even if I didn’t fully believe some of it, you start to trust those with more 

knowledge and experience. Slowly though I started listening to more voices and 

asserting my own views. “Trans” is not something you innately are, it’s something you 

become with transition. Transition is not a blanket solution for everything. Those of us 

that choose to transition need to understand the limitations of the process. 

Meet Lauren Black 

“I am a butch lesbian. I live with gender dysphoria. I do not believe my deep discomfort 

with my female body means that I should take steps to change it.” 

I am a butch lesbian. I live with gender dysphoria. This is the condition which, according 

to mental health professionals, means I am transgender. However, I do not define as 

transgender. I do not want to take hormones or have surgeries. I do not accept that it is 

possible to live “as a man”, without believing in old fashioned gender stereotypes. I do 

not believe my deep discomfort with my female body means that I should take steps to 

change it. This is my story. 

In many respects, I live “as a man,” if you want to put it like that. I don’t want to put it like 

that, which is part of the problem I face. But I work in a warehouse. I shop in the men’s 

department. I have a wife and children, who I work to support. I am at ease in the 

company of men. My hobbies include turning wood, and fixing things. If I could click my 

fingers and be rid of my womb and my breasts, and not face lifelong medicalisation, I 

probably would. I have regularly felt, like Lady Macbeth, “unsex me here.” I am often 

“misgendered.” People call me “lad” or “sir,” until they hear my voice. It bothers me not 

at all. 

I meet the criteria, set out in the DSM 5, for medical transition. That is, if I went to a 

gender clinic and told them how I feel, and about my experiences, they would prescribe 

me testosterone and a double mastectomy. I choose not to transition. Instead, I am 
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learning to love the skin I’m in. I have my own struggles with that skin, with my female 

body. Those struggles are not because my female body is wrong, but because my 

negative thinking around my body and my sexuality, which started in childhood, was not 

explored through therapy soon enough. I do not think it is in my interest to treat a 

condition that is in my head by making changes to my body. Psychiatry does not have a 

good history in this regard. 

I’m not hard line about transition. I support the right of adults to take what course of 

action they feel they need to take. However, I believe it is the responsibility of the 

medical establishment to explore options with individuals, before going ‘nuclear’. If 

counselling, feminism, learning to accept your sexuality shame free (which for me is 

butch femme dynamics), or even just growing into yourself can help you, why take life 

changing drugs and have life changing surgeries? It is not the job of clinicians to 

prescribe unthinkingly to satisfy another person’s desire to be validated; it is the job of 

clinicians to explore the reasons for an individual’s distress. 

The affirmation model, the rush to the nuclear option first, is not good for individuals like 

me, who live with dysphoria. It closes down my options. I am less able, not more, to 

seek help for my distress, as the only help now widely available would, I believe, be 

damaging to my health and my life. The side effects of testosterone on women include, 

and may not be limited to – painful orgasm, vaginal atrophy, clitoromegaly, suicidal 

tendencies, violence, panic attacks, rage, jaundice, severe allergic reaction, nausea, 

vomiting, liver failure, cancer, kidney or urinary problems, infection of the injection site, 

stroke, or heart attack. Learning to love the skin I’m in sounds like a much better option 

to me. 

Affirmation also solidifies a trans identity. Dysphoria is a condition affecting individuals; 

transition is only one treatment for that condition. “Being” trans seems as though it 

attaches an identity to a condition, and I don’t think that’s a helpful way to think. 

Individuals live with a variety of conditions, without letting those condition define them. 
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It is particularly important not to “affirm” children in identities which may take them down 

unhelpful routes in their lives. Telling a child they “are” anxious, for example, is less 

helpful than giving them support and strategies to deal with their worries. 

How much more important is it, then, not to consolidate the identities of people in ways 

that will make them life long medical patients, reduce their choice of sexual partners, 

and may ruin their future fertility and sex life? If I had been “affirmed” as transgender as 

a child, when I was a tomboy, if that option had been open to me, I would have taken it. 

It was not an option. I am glad it was not. I now have a life that I never thought was 

open to me. 

I still have difficulties with my sexed body. Periods are particularly difficult for me. But 

instead of seeking a hysterectomy, I tell myself, “Lauren, you’re a butch lesbian, are you 

really so afraid of a little blood?”, and then I get on with my day. My wife loves me, just 

how I am, with all my oddities. I’m very glad that I’m in a lesbian relationship. I would not 

want to be in a heterosexual relationship with a woman. That would wreck something 

important for me about who I am, and what I stand for and I could never have 

discovered that on my own if I had been transitioned young. 

I stand for trashing the old fashioned, regressive stereotypes that say “if you can drive a 

forklift and operate a lathe, you must be a man.” No. I stand for a celebration of the 

amazing diversity that women are. I stand for smashing the nonsense that is the gender 

binary. I stand for loving the skin you’re in, and embracing who you really are, not for 

altering healthy bodies with drugs and surgeries in an endless quest to become 

someone that, in the end, you biologically can never be. 

And so, I will put on my high vis vest, and my steel toe caps, and go to work with the 

lads, and I will hug my wife a little tighter when I’m suffering. I will clad my female body 

with muscle, and my female voice with chivalry, and I will know that this is who I am. 

And that it is good enough. 
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Meet Kellie Pirie 

I am a 57-year-old woman and a medical transition regrettor, though I haven't taken 

steps to medically detransition, since most of the changes to my body are permanent. I 

pass as male in society and work full time as a truck driver.  Since 2004, when I first 

started taking testosterone, I've reflected a lot about what's happened to me and why I 

made the decisions I did.  

In 1966 my mother married a convicted pedophile who sexually exploited me for many 

years as a child.  

I moved to Vancouver BC, as an adult during the early 2000's. There I encountered 

trans-ideology and was completely enchanted by the fantasy that living my life as a man 

would make me feel safer. 

In 2004 I began to attend Vancouver Coastal Health's Trans Health Program peer 

counselling services, peer support group and FTM Etcetera, all led by members of the 

community, not clinical experts. My peer support group told me of someone who would 

prescribe hormones based on a family doctor's referral, and coached me to "navigate 

the system". They were hyper-focused on the process, and minimized the risks. 

I obtained the necessary referral and was prescribed testosterone on my second visit. I 

was told to expect male normal health risks. No one talked about how cross sex 

hormones are like burning gas in a diesel engine. Rates of type 2 diabetes are higher in 

women taking testosterone. In December 2017 I was diagnosed with type 2 diabetes. 

My peer support cheering squad encouraged me to celebrate abdominal pain, soft 

tissue injuries, joint pain and ligament strain as proof the testosterone was working. My 

family's grief, remorse, shock and confusion were all framed by the group as 

manifestations of lack of acceptance, transphobia, and intolerance of my autonomy. 

The surgeon who started me on testosterone, performed my complete hysterectomy. 

After three days in hospital I was sent home. Routine post hysterectomy examinations 

were not done, so the abdominal pain and discomfort I began to experience was 

missed. 
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In 2008 I had a double mastectomy at the UBC Hospital where I had a complication 

recovering from the anesthetic and was discharged late.  

Early the following day I woke up in severe agony. It felt like someone was ripping the 

left side of my chest apart. I groped my dressing and there was a huge bulge. I was 

taken to Vancouver General Hospital where doctors determined that an artery had burst 

and I was bleeding internally. I had to wait a day and a half for emergency surgery. 

Because of my earlier reaction to anesthetic, a milder sedation was used. I woke up on 

the surgical table while they were closing up the incision area. Screaming obscenities at 

hospital staff, I tried to get up to leave. They gave me something to knock me out. When 

I came to they had me completely restrained. I was kept in hospital for an additional two 

nights. About a week later I developed a post-operative infection and was put on several 

rounds of antibiotics. 

As a truck driver, wearing a seatbelt is still uncomfortable due to scar-line adhesions 

and sensitivity. 

In 2009, I experienced increasing levels of abdominal pain and discomfort. The peer 

support cheering section continued to frame this as physical manifestations of 

transphobia because of my family. Eventually a combination of pain, fever and nausea 

led me to think I should go to an emergency room. I had developed an abdominal 

abscess which fistulated into my intestinal tract. Over the next year I was on several 

courses of extremely strong antibiotics. I was unable to work most of that year and no 

longer have complete control of my bodily functions. 

Late 2010 my world came crashing down as I recognized that despite everything I had 

done to surgically and chemically alter my social gender presentation, I would never be 

a man. I realized that my distress and desire to transition was a result of my childhood 

trauma. None of these interventions addressed the real cause of my distress. 

I’ve resigned to the fact that I’ll probably never find a romantic partner, since I’m 

attracted to lesbians but I’m now invisible and not attractive to other lesbians. I’ve also 
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lost sexual function as a result of testosterone therapy, because diabetic neuropathy 

has set in and I have lost sensation in my toes and sex organs.  

Between 2010 and 2016, I returned to employment in trucking, a very male dominated 

profession. Through contact with the men I worked with, the differences between men 

and women became clear to me. So the realization of being biologically female, and 

nothing like my male coworkers sunk in. 

Between 2017-2018 I’ve watched the most radical trans activists defend the rights of 

convicted sex offenders to access women's prisons, and argue for the inclusion of 

pedophiles in the LGBTQ2S+ umbrella under the term Minor Attracted Persons. As a 

who’s experienced childhood sexual exploitation, I can no longer support the Queer 

Theory based political movement.  

Meet Lois Card 

I am a First Nations adult and post op transsexual (male to female) of 14 years from 

Treaty 6 territory in Alberta. Earlier this year, I applied for MAiD due to the lack of 

medical resources to help alleviate my extreme and ongoing pain and discomfort from 

the vaginoplasty I had in 2009. I believe that the current medical system is captured by 

gender identity ideologues, which made accessing safe therapeutic and medical care 

impossible. At the end of my first MAiD assessment, it was determined that all I could 

do was settle for a numbing cream that does not work. The assessors also determined 

that my application was a human rights concern and thus declined my application.  I 

now must exhaust all current medical resources (likely more surgery) in order to qualify 

for another MAiD application, which I intend to do in the future. As a First Nations 

individual and advocate, I am especially concerned for First Nations youth and children 

in care who do not have a guardian. The institutional undermining of parental authority 

that happens "in the best interests of the child" echoes our devastating history of the 

removal of First Nations children from their homes and placing them in residential 

schools. I'm concerned about the over representation of First Nations youth and youth in 

foster care among those who are trans identified in Canada and, since medical 

transition often times involves the stopping of sexual maturation and the removal of sex 
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organs, that First Nations people are, once again, being sterilized. I am also critical of 

the ways in which academic post-modern ideas about sexuality and gender (e.g. Queer 

Theory) are being used to further colonize First Nations people. We have our own 

cultural and spiritual understandings of these things. The term "Two-Spirit" was coined 

in Winnipeg in 1990 at a conference of same-sex attracted indigenous people who 

wished to separate themselves from the European concepts of homosexuality and 

gender non-conformity. Efforts to "queer" our communities, especially our youth, is 

erasing our cultures and dividing our communities.   

Meet Stefan 

In January 2004, I started hormone treatment to transition from a woman to a man. I 

was a young adult in my mid-20s, living in a large Canadian city, when I embarked on a 

medical path. My last surgical intervention was in 2010.  

I saw the assessing psychologist for a single 90-minute session. The natural next step 

was hormones and surgery. That was the only treatment option that was presented to 

me.  

Taking my first hormone shot felt very empowering. I felt like I was taking control of my 

own identity, my own destiny. Initially, my depression lifted, my anxiety subsided. A 

clear path lay ahead of me: updating legal documents, informing loved ones, and 

looking into surgical options. It gave me a sense of purpose and direction.  

But I had flashes of memories I couldn't deny - moments where I had made choices, not 

based on the belief that I was a man, but rather on the belief that I was not much of a 

woman. I recalled moments where I had felt uncomfortable because I didn't like the look 

of my breasts, or was grossed out by my period, or didn't feel like I had much in 

common with the women around me.  

After my transition, and as I matured, the desire to have children snuck up on me. Prior 

to that, I had not allowed myself to imagine the possibility of being a parent. Up until 

then, I had little concept of growing old, let alone growing old as a man. For much of my 

teen years and early twenties, I had held a belief that I would be dead by the age of 
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thirty, either by my own hand or by some act outside of my control. As thirty came and 

went, however, and I continued to live, my views changed - and with it my perspective 

on my transition. 

I no longer consider myself male, though legally that is what I am. When I first 

transitioned, I thought that gender transition was a cure for my depression and anxiety. 

Some might say that this was a foolish assumption on my part, and that I am solely 

responsible for holding it. But this belief didn't come out of nowhere. This is what I was 

told. What responsibility do the medical and psychological providers have, considering 

that they had a duty of care and I believed what they were telling me? What duty does 

the clinical community have to ensure that their treatment protocol is safe and based on 

evidence. What duty do they have to ensure informed consent? 

Medical transition is held up as a very effective treatment for gender dysphoria. Doctors 

routinely claim that the regret rate is much lower for this type of intervention than 

virtually any other medical treatment people receive for other conditions. While I wish 

that were true, I remain skeptical. No one who helped me along my medical transition 

ever followed up with me to find out how I was adjusting. Just because people don't 

necessarily detransition doesn't mean they don't grieve or regret. In many cases, there 

may be no going back. And what of the rising voices of detransitioners? Do their voices 

not also matter? Perhaps for some people transition is the right choice and it really is 

that simple. But for me, my transition has raised more questions than it has answered. I 

see value in acknowledging these complexities, complexities that the clinical community 

have refused to acknowledge. 

As for my gender dysphoria, I still experience it. Only now it's in reverse. Medical 

transition has complicated my already messy relationship with my body. I mostly like 

myself when I look in the mirror and see my bearded face, but I also miss the thick, 

curly brown hair I had as a girl, that at times I wore in a ponytail and sometimes cut 

short. These days I wear a hat to conceal the hair loss that often accompanies 

testosterone treatment. I don't mind my deep voice, but I miss my singing voice, the 

voice my late father loved to hear when I sang carefree in the shower as a teen. I have 
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grown to like the silhouette of my flat, masculinized chest, but I regret the scars and 

grieve the loss of sensation that followed the loss of a nipple during surgery. I like that I 

no longer must worry about monthly periods or have to fear unwanted pregnancy, but I 

experience deep sadness for the child I'll never bear. 

Over the years I have had many theories on what led me to transition. Is my gender 

dysphoria better understood as an anxiety disorder, the fear of becoming an adult 

woman in a culture hostile to gender nonconformity? Was it social influence and an 

obsessive disposition that led me down this path? Am I autistic and mistook my sensory 

sensitivities and communication difficulties for gender dysphoria? Did my misattunement 

with my mother drive me to over-identify with my father? I'll likely never know. 

Was my medical transition worth it? I'm not so sure. 
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Court File No.: FM-76-2023 

IN THE COURT OF KING’S BENCH 
OF NEW BRUNSWICK 
 
TRIAL DIVISION 
 
JUDICIAL DISTRICT OF 
FREDERICTON 
 
IN THE MATTER of an application for 
judicial review and declaratory relief 
pursuant to Rule 69 and Rule 38 of the New 
Brunswick Rules of Court 
 
 
B E T W E E N : 
 
THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 
 

Applicant (Respondent on motion) 
 

-and- 
 

THE PROVINCE OF NEW 
BRUNSWICK, as represented by the 
MINISTER OF EDUCATION AND 
EARLY CHILDHOOD 
DEVELOPMENT 
 

Respondent (Respondent on motion) 
 

-and- 
 

GENDER DYSPHORIA ALLIANCE and 
OUR DUTY CANADA 
 

Proposed Intervenors (Moving Parties) 
 

 
AFFIDAVIT OF KARIN LITZCKE 

 

COUR DU BANC DU ROI DU 
NOUVEAU-BRUNSWICK 
 
DIVISION DE PREMIÈRE INSTANCE 
 
CIRCONSCRIPTION JUDICIAIRE DE 
FREDERICTON 
 
DANS L’AFFAIRE d’une requête en 
revision judiciare et de jugement 
déclaratoire en vertu de la règle 69 et la 
règle 38 des Règles de procedure du 
Nouveau-Brunswick 
 
B E T W E E N : 
 
THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 
 

Requérant (intimé â la requête) 
 

-et- 
 

LA PROVINCE DU NOUVEAU 
BRUNSWICK, représentée par le 
MINISTRE DE L’ÉDUCATION ET DU 
DÉVELOPPEMENT DE LA PETITE 
ENFANCE 
 

Intimée (intimé â la requête) 
 

-et- 
 

GENDER DYSPHORIA ALLIANCE and 
OUR DUTY CANADA 
 
Intervenants eventuelles (parties requérantes) 

 
 

AFFIDAVIT DE KARIN LITZCKE 
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I, KARIN LITZCKE, of the City of Vancouver in the Province of British Columbia, MAKE 

OATH AND SAY: 

1. I am the Legal Projects Co-ordinator of Our Duty Canada (“ODC”), a proposed intervenor 

in this matter and, as such, have personal knowledge of the facts herein deposed, except where 

based on information and belief, in which case I verily believe the same to be true. 

2. I have been authorized by the rest of the leadership of ODC to swear and submit this 

Affidavit in support of ODC’s application to intervene in this proceeding. 

Our Duty Canada 

3. Our Duty Canada is an unincorporated association serving as an independent chapter of 

Our Duty International, which is based in the United Kingdom. ODC is primarily a peer support 

network for parents of children experiencing transgender ideation, undergoing psychological and 

social transition, or medical transition.  

4. ODC was started in October 2022. The group grew to 80 members in its first year and 

continues to grow. ODC is run on an entirely volunteer basis. Our members are motivated by a 

pursuit of our children’s best interests and to safeguard children’s interests generally. 

5. As parents with first-hand experience, members of ODC have witnessed the physical and 

emotional outcomes of the prevailing model of affirmative treatment for gender dysphoria. 

Members of ODC have seen their children experience declines in physical and mental well-being 

as a result of such “affirmative” treatment. 

6. ODC holds regular peer support meetings and connects its members around advocacy 

projects. Our members also network with a wider international community of parents facing 

similar challenges which allows them to share their experiences. 
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7. While our members are primarily committed to promoting the best interests of our children, 

we also feel obligated to inform the public and government officials about our experiences and the 

insights we have gained. To this end, we liaise with organizations and individuals involved in 

education, medicine, academia, government, law, and the child welfare system. We undertake 

projects to inform and assist policy formation across these disciplines. For example, we have 

submitted a brief to the United Nations Periodic Review process. ODC’s report identified ways in 

which the current approach childhood and adolescent transgender ideation in Canada fails to 

protect children’s rights in line with Canada’s obligations under the UN Convention on the Rights 

of the Child. ODC’s report is attached as Exhibit A to this affidavit. 

Our Duty Canada’s Interest in this Litigation 

8. The majority of ODC’s members are parents of children struggling with transgender 

ideation. Our members come from diverse social, economic, and political backgrounds. What 

unites them is an intimate, hands-on knowledge of the impact transgender ideation has had on their 

children. Many of us initially reacted by “affirming” our children in their new chosen identities. 

However, a common pattern among our members is a decision to reevaluate that approach after 

witnessing psychological and emotional decline in our children. 

9. Approximately 90% of our members with affected school-aged children received no 

communication from their child’s school that the child was undergoing a psycho-social transition.1 

10. Our members’ relationships with their children are often marred by a form of parental 

alienation syndrome.2 Among our members’ adult children, approximately 30% have become fully 

 
1 Our Duty Canada uses the term “psycho-social transition” because the term “social” does not adequately reflect the 
psychological impact of the intervention on the mind of the child. 
2 While recognized in the context of custody disputes, our members have experienced similar behaviour from their 
children entailing an unjustified campaign of denigration by the child against the parent, often at the urging of 
outside influences, including peers, school staff, and other adults offering uncritical affirmation of an expressed 
gender identity. 

78



estranged. The remaining 70% often have tense, conflicted relationships, often made conditional 

on the parent affirming the child’s chosen identity. Parents in those circumstances often report a 

tension between offering assistance to their children in a manner consistent with their own views 

and avoiding anything which could lead to further alienation. In cases where the children have 

desisted3 or detransitioned4, the alienation often resolves. 

11. As a representative of our members, ODC has a direct interest in this litigation because 

Policy 713 ensures our members in New Brunswick are kept informed about psychological 

interventions to which their children are subjected. Our members have an interest in parenting their 

children in an informed manner. If the Applicant’s requested relief is granted, that interest will be 

impaired by a policy which would keep parents in the dark about significant changes in their 

children’s mental health. 

12. As an organization, ODC has a direct interest in this litigation because we assist parents 

with children struggling with transgender ideation. New Brunswick parents who would benefit 

from our assistance will be unable to access our resources, support, and community if, as a matter 

of policy, they are prevented from learning that their children are struggling. 

Submissions of Our Duty Canada 

13. ODC supports the parental notification requirement which was added to Policy 713 and 

would seek to make submissions rooted in our organization’s experience and scientific evidence 

supporting the importance of parental involvement when children are struggling with transgender 

ideation. 

 
3 Desistance is the name given to the process of ceasing to identify as transgender before any medical steps have 
been taken. 
4 Detransition is the name used for the process of rejecting a transgender identity after a medical transition, including 
cross-sex hormones and/or surgery, has begun. 
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Perspectives of New Brunswick Parents of Children with Transgender Ideation 

14. The August 2020 version of Policy 713, which did not require parental notification when 

children wanted to use different pronouns or names at school, was premised on the “gender 

affirming” model of care. However, the experience of ODC’s members contradicts a number of 

assumptions of the “gender affirming” model of care. It is the experience of our members that: 

a.  often transgender ideation is the result of outside influence to which certain 

children are particularly susceptible due to their personal circumstances; 

b. rather than being a neutral act, psycho-social transition is an intervention which 

makes risky medical transition more likely; and 

c. there are serious risks associated with psycho-social transition followed by medical 

transition. 

15. First, the experience of our members shows that some children may be particularly 

susceptible to transgender ideation due to personal circumstances unrelated to a fixed, innate sense 

of gender. Children who appear particularly susceptible to outside influence include those: 

a. who have had traumatic experiences including sexual abuse or loss of a parent; 

b. with traits or conditions that create social or bodily discomfort, such as autism, 

obesity, or early or delayed maturation; 

c. with psychological co-morbidities including anxiety and depression; and 

d. struggling with latent or emerging same-sex attraction about which they may have 

conflicting feelings. 

16. Our members have seen that their children who suffer from one or more of the above-noted 

vulnerabilities are more susceptible to outside influence which may propose gender transition as a 

potential solution to the child’s perceived distress.  
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17. Second, the experience of our members as confirmed by research is that psycho-social 

transition is an intervention which makes medical transition more likely relative to other 

interventions aimed at remedying the child’s distress. While not every child who undergoes 

psycho-social transition proceeds to medical transition, every medically transitioned child started 

by psycho-socially transitioning. Psycho-social transition is often a pre-requisite for cross-sex 

hormone therapy. Some of our members have been shocked to learn that their children were 

qualified for medical transition because, unbeknownst to the parent, the child had been living as 

the opposite sex at school for over a year.  

18. Third, both psycho-social transition and medical transition cause risk of harm to children. 

Psycho-social transition can cement a transgender identity, setting a child on a course for chemical 

and surgical interventions. Apart from medical interventions, psycho-social transition can impact 

a child’s relationship to family, friends, and his or her own history.  If matters escalate to a medical 

transition, cross-sex hormones cause sterility, penile atrophy, and vaginal dryness and atrophy that 

can force a full hysterectomy. 

19. Further, Our Duty Canada endorses the following positions relevant to this case: 

a. Canadian law recognizes parents as the primary decision makers of their children 

for all significant decisions, including being charged with the responsibility for the 

education and moral upbringing of their children.  

b. A parent’s right to exercise decision making authority regarding their children 

involves being informed and involved in important decisions or any significant 

developments in their children’s social behaviour at school, absent demonstrable 

risk of harm from the parents on a case-by-case basis.   
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c. School personnel lack the jurisdiction and expertise to change a child’s name and 

pronouns, which is a significant intervention in a child’s development that should 

not be done without the involvement of parents and, if necessary, clinicians. 

d. The best interests of children, including their legal and constitutional rights, are 

protected by the informed involvement of their own parents.  

20. The submissions of Our Duty Canada would be informed by the above knowledge and 

experiences which are relevant to issues raised in this case about whether Policy 713 is within the 

scope of the Education Act, whether it infringes the rights of the children subject to it, and, if so, 

whether that infringement is justified. 

Different Submissions 

21. The submissions of Our Duty Canada, in conjunction with the proposed joint intervenor 

Gender Dysphoria Alliance, would be different than those of the parties or other groups that have 

applied for intervenor status. 

22. Unlike the Applicant or the group of proposed intervenors which includes Egale Canada, 

ODC and Gender Dysphoria Alliance support the parental notification requirement of Policy 713. 

Unlike the Respondent, ODC’s submissions will be grounded in the experiences of the parents 

ODC represents. ODC’s submissions will reflect the unique insight that our group has gained from 

the collective experience of its members, including the potential for harm to children if they 

undergo a psycho-social transition without parental guidance. 

23. Our Duty Canada will consult with the parties and intervenors as necessary to avoid 

duplication. 

24. I swear this Affidavit in support of the Joint Application to Intervene and for no improper 

purpose. 
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Introduction
1. Our Duty Canada (ODC) submits the following Universal Periodic

Review Stakeholder Report to the United Nations Human Rights
Council. ODC is a non-partisan organization of parents and citizens
with the common goal to protect children from high-risk,
non-evidence-based medical interventions associated with gender
affirming care. We inform and support parents, work toward
increasing public knowledge and pressure our social, medical and
political systems into conducting themselves from an
evidence-based perspective.

2. The goal of this submission is to encourage the Canadian
government to take concrete steps to improve the protection of
children’s rights, pursuant to its obligations as a signatory to the
United Nations Convention on the Rights of the Child (UNCRC).

Definitions

3. Children: age 18 and younger per the UNCRC.
4. Transgender: relating to individuals experiencing incongruence

between their subjective psychological experience and their sex.
5. Gender dysphoria (DSM-5-TR 302.85): clinically significant distress

or impairment in individuals experiencing incongruence between
their subjective psychological experience and their sex.

6. Social transition: includes changing one’s name, pronouns,
clothing, appearance, and using compression garments for breasts
and male genitalia to express incongruence with one’s sex.

7. Puberty blockers: gonadotropin-releasing hormone (GnRH)
agonists, drugs such as Lupron and Trelstar that prevent the onset
of puberty. In males, they cause the testicles to stop producing
testosterone. In females, they cause the ovaries to stop producing
estrogen and progesterone.
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8. Cross-sex hormones: synthetic feminizing hormones used in
males, and synthetic masculinizing hormones used in females.

9. Gender affirming surgery: includes double mastectomy and
phalloplasty in females; breast implants, facial feminization,
vaginoplasty in males; and other emerging procedures.

10. Gender affirming therapy: a therapeutic stance that focuses on
unquestioningly affirming a child’s self-selected gender identity
regardless of his or her age.

11. Detransitioner: an individual who previously identified as
transgender and received cross-sex hormones or gender affirming
surgery, but discontinued these interventions and no longer
identifies as transgender.

Background
12. Canada, like many countries in the Western world, has seen a

significant increase in children identifying as transgender.1 While
ten years ago there were only a handful of gender clinics, today
there are over 400 in North America, many established specifically
for children.2

13. Canada has taken several measures to make affirming
transgender healthcare widely available, but this has resulted in a
failure to protect the rights of children under the UNCRC,
specifically their right to protection “from all forms of physical or
mental violence, injury or abuse, neglect or negligent treatment,
maltreatment or exploitation, including sexual abuse”3 and “the
right of the child to the enjoyment of the highest attainable standard
of health.”4

14. The most concerning of these measures is the widespread
North American trend for healthcare professionals to accept and

4 UNCRC, Article 24.
3 UNCRC, Article 19 United Nations Convention on the Rights of the Child.
2 The Gender Mapping Project (2023) https://www.gendermapper.org/name-and-shame-doctors.

1 Canadian Gender Report (2021) 10x growth in referrals to gender clinics in Canada and our "consent".
based model.
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exclusively use the “gender affirming care” model for transgender
and gender dysphoric children. This model promotes gender
affirming therapy, puberty blockers, cross-sex hormones and
gender affirming surgeries as primary interventions.5

15. Gender affirming care is recommended by the World
Professional Association for Transgender Health (WPATH), but its
efficacy is under debate.6 WPATH’s guidelines have been widely
endorsed and disseminated to Canadian medical and mental
health care bodies through, for example, the Canadian Medical
Association Journal.7 WPATH, however, has no rating with the
ECRI8 (Emergency Care Research Institute) TRUST
(Transparency and Rigor Using Standards of Trustworthiness)
Scorecard, a mechanism that rates the quality of guidelines, based
on evidence strength and the measures taken to reduce bias in
recommendations. WPATH standards are not based on established
science.

16. Recent high-quality reviews of both WPATH’s and the Endocrine
Society’s guidelines have concluded that: (1) there is weak
evidence, no evidence, or mixed evidence to support the efficacy of
puberty blockers, cross-sex hormones, and gender affirming
surgeries in improving the mental health of children, and (2) the
long-term health risks of these treatments in children have not yet
been studied, while studies of their effects on adults have shown
high risks of physical and psychological harm.9

17. Despite these alarming conclusions, gender affirming care
continues to be forcefully advocated, excluding other safer, more
developmentally appropriate methods of treatment that focus on

9 Cecilia Dhejne, Paul Lichtenstein, Marcus Boman, Anna L. V. Johansson, Niklas Langstrom, Mikael
Landen (2011) Long-Term Follow-Up of Transsexual Persons Undergoing Sex Reassignment Surgery:
Cohort Study in Sweden.

8 Ecri.org ECRI Guidelines Trust®.
7 Bonifacio et al., CMAJ (2019) Management of gender dysphoria in adolescents in primary care.

6 Jiska Ristori, Thomas D. Steensma, 28:1, 13-20 (2016) Gender dysphoria in childhood, International
Review of Psychiatry.

5 Rainbow Health Ontario, Gender affirming options for gender independent children and adolescents.
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each individual child’s needs,10 even though it is recognized that
“The clinical presentation of children who present with gender
identity issues can be highly variable; the psychosexual
development and future psychosexual outcome can be unclear,
and consensus about the best clinical practice is currently under
debate.”11

18. Some healthcare professionals report feeling “under pressure
to adopt the affirmation approach, and that is at odds with the
standard process of clinical assessment and diagnosis that they
have been trained to undertake in all other clinical encounters.”12

Susan Bradley, a Canadian child psychiatrist formerly with the
Child and Adolescent Gender Identity Clinic at the Centre for
Addiction and Mental Health (CAMH), former chief of psychiatry at
Hospital for Sick Children, and former head of child and adolescent
psychiatry at the University of Toronto has recently come forward to
voice serious concerns. Bradley warns that the care of transgender
and gender dysphoric children “has evolved into an ideological
movement to normalize the practice of changing genders — and in
the process is crossing ethical lines with a particularly vulnerable
subset of young people struggling with issues of gender identity.”13

19. In Canada, the pressure to provide gender affirming care
intensified with the passing of Bill C-4 in 2021. This amendment to
Canada’s Criminal Code, due in large part to an activist-led
petition,14 expands the definition of “conversion therapy” to include
“any practice, service or treatment designed to change a person’s
gender identity to cisgender, or gender expression to match the sex
assigned at birth, or designed to repress or reduce gender

14 Change.org, Public Petition (2021) Petition · End Conversion Therapy in Canada.

13 Susan Bradley; National Post (2023) How trans activists are unethically influencing autistic children to
change genders.

12 Jennifer Block; British Medical Journal (2023) Gender dysphoria in young people is rising—and so is
professional disagreement.

11 Ristori J, Steensma TD (2016) Gender dysphoria in childhood: International Review of Psychiatry.

10 D’Angelo, R., Syrulnik, E., Ayad, S. et al, Arch Sex Behav 50, 7–16 (2021) One Size Does Not Fit All:
In Support of Psychotherapy for Gender Dysphoria.
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expression that does not match the sex assigned at birth.”15 Some
argue Bill C-4 was expedited for political reasons and without an
understanding of its potential impact on the treatment of
transgender or gender dysphoric children.16

20. Specifically, because “conversion therapy” is ill-defined in Bill
C-4, there is concern that it will be used to criminalize a range of
potentially helpful treatment approaches by qualified professionals
treating transgender or gender dysphoric children, despite the lack
of consensus about best practices in these cases. Bill C-4 was
made possible by a preceding amendment to the Canadian Human
Rights Act, Bill C-16, which received Royal Assent in 2017. Bill
C-16 added “gender identity and expression” to the list of grounds
for discrimination and sparked national debate about gender,
pronoun use and free speech.17

Risks from Off-label Drugs and Invasive Surgeries
21. It is imperative to highlight that administering puberty blockers

and cross-sex hormones to transgender or gender dysphoric
children constitutes off-label use of these drugs. The Canadian
Paediatric Society (CPS) recognizes that off-label drug prescribing
for children is “associated with significant risk, including adverse
reactions and efficacy concerns.”18 The CPS also highlights that
the percentage of off-label medications used in pediatrics in
Canada is notably high, and that our country has fallen behind
other nations in regard to safe and effective medication use in
children.19

19 Ibid.

18 Charlotte Moore Hepburn, MD, Andrea Gilpin, PhD MBA, Julie Autmizguine, MD MSc, Avram Denburg,
MD PhD, L Lee Dupuis, R.Ph. MScPhm PhD,et al, Paediatrics & Child Health, Volume 24, Issue 5,
August 2019, p. 333–335. (2019) Improving paediatric medications: A prescription for Canadian children
and youth.

17 Canadian Legislative Summary of Bill C16 (2017) Legislative Summary of Bill C16.

16 Ryan Tumilty, National Post (2021) Conservatives fast-tracked conversion therapy bill to avoid a fight
they would surely lose.

15 Government of Canada (2021) Bill C-4: An Act to amend the Criminal Code (conversion therapy).
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22. Though children may be diagnosed with gender dysphoria, this
is not required to access gender affirming care: a self-selected
gender identity is sufficient. WPATH and the Endocrine Society
promote gender affirming care as safe, reversible and based on
solid evidence; however these claims are now being called into
question.

23. Several reviews have recently been conducted of the WPATH
and Endocrine Society guidelines. One of these was conducted by
the Canadian Agency for Drugs and Technologies in Health
(CADTH), an independent, not-for-profit organization responsible
for providing health care decision-makers with objective evidence
to help make informed decisions about the optimal use of health
technologies, including drugs. After reviewing the WPATH
guidelines,20 CADTH concluded that the “quality of this guideline
was limited due to a lack of sufficient details provided for the
methods used in searching for evidence and formulating the
recommendations”. It also found that the “guideline did not report
the strength of recommendations or the quality of the evidence”
and that there is “uncertainty associated with this low-quality
guideline and its recommendations should be interpreted with
caution.”21

24. Another investigative report, whose findings were published in
the British Medical Journal (BMJ)22 in February 2023, also
underscores serious problems with the above mentioned
guidelines. It concludes, for example, that the Endocrine Society
guidelines paired strong recommendation with weak evidence and
“didn’t look at the effect of the interventions on gender dysphoria
itself, arguably ‘the most important outcome.’” The report also
highlights that “WPATH’s recommendations lack a grading system
to indicate the quality of the evidence” and that, while trustworthy

22 Ibid.

21 Chen, Loshak H, Chen S, Loshak H., Canadian Agency for Drugs and Technologies in Health, Ottawa
(ON) (2020) Primary Care Initiated Gender-Affirming Therapy for Gender Dysphoria: A Review of
Evidence Based Guidelines.

20 Canada’s Drug and Health Technologies (2022) About CADTH.
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guidelines and transparency with commissioned systematic
reviews is standard, “neither was made clear in the WPATH
guidelines and [there are] several instances in which the strength
of evidence presented to justify a recommendation was ‘at odds
with what their own systematic reviewers found’.”23

25. The Editor-in-Chief of the BMJ, Dr. Kamran Abbasi,
subsequently published an editorial on gender affirming care. He
describes the BMJ´s “longstanding and leading position in
acknowledging the limits of evidence and advocating against
overdiagnosis and overtreatment—even when the state of the
science disagrees with individual preferences.” He then cautions
that, although medical societies and associations inform clinical
practice, in the case of the WPATH guidelines, “closer inspection of
that guidance finds that the strength of clinical recommendations is
not in line with the strength of the evidence.”24 Moreover, he notes
that when an evidence base is weak or under debate, “[o]ther
factors need to be weighed up, such as how invasive is the
intervention you are recommending.”

26. The invasiveness of puberty blockers, cross-sex hormones and
gender affirming surgeries cannot be overstated. The risk of harm
to children is documented,25 significant, and largely irreversible.
Known risks include genital atrophy and histological changes to
gonads;26 diminished bone mineral density;27 shrinkage of the
hippocampus and gray matter structures of the brain;28,29 significant
increases in strokes, venous thromboembolic events, and heart

29 Ibid.

28 Seiger R, et al, 74:371-379, (2016) Subcortical gray matter changes in transgender subjects after
long-term cross-sex hormone administration. Psychoneuroendocrinology.

27 Delgado-Ruiz R, Swanson P, Romanos G, J Clin Med, 1;8(6):784 Systematic Review of the Long-Term
Effects of Transgender Hormone Therapy on Bone Markers and Bone Mineral Density and Their Potential
Effects in Implant Therapy.

26 Cheng PJ, Pastuszak AW, Myers JB, Goodwin IA, Hotaling JM, Transl Androl Urol, (3): 209-218.(2019)
Fertility concerns of the transgender patient.

25 Zitner, Macdonald-Laurier Institute (2022) Gender dysphoria in children: Risking harm from
well-intentioned parents and doctors.

24 BMJ, 380, p553 (2023) Caring for young people with gender dysphoria.
23 Ibid.
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attacks;30,31 sterilization and loss of sexual desire and function;32

vaginal atrophy and pain; inability to orgasm; and uterine atrophy.33

These latter effects are comparable to those of female genital
mutilation practices, procedures that alter or injure female genitalia
for non-medical reasons,34 for which the United Nations General
Assembly rightfully adopted a Resolution to ban Worldwide on
December 20, 2012.35

27. Off-label use of drugs with these known risks, without strong
evidence of their benefits, is a flagrant violation of a child’s right to
protection from injury and negligent treatment, and his or her right
to enjoy the highest attainable standard of health. Transgender or
gender dysphoric children in Canada are hastily being given
prescriptions for puberty blockers, cross-sex hormones, and
surgical interventions including bilateral mastectomies and the
surgical removal or manipulation of their genitals without
supporting evidence of safety or efficacy.36

28. The risks and unknown efficacy of gender affirming care have
recently led other progressive Western countries to restrict or ban
the use of puberty blockers, cross-sex hormones and gender
affirming surgeries for transgender or gender dysphoric children.
Sweden’s National Board of Health and Welfare determined in
2022 that the risks of these treatments “currently outweigh the

36 Jonathan Bradley, The Western Standard, (2022) Ontario hospital allows children to take puberty
blockers before first assessment.

35 United Nations Women United Nations bans female genital mutilation.

34 United Nations International Day of The Dutch Protocol for Juvenile Transsexuals: Origins and
Evidence, Journal of Sex & Marital Therapy Zero Tolerance for Female Genital Mutilation.

33 J. Cohn, Journal of Sex & Marital Therapy (2022) Some Limitations of “Challenges in the Care of
Transgender and Gender-Diverse Youth: An Endocrinologist’s View”.

32 Michael Biggs, Journal of Sex & Marital Therapy, (2022) The Dutch Protocol for Juvenile Transsexuals:
Origins and Evidence.

31 Nienke M. Nota, Chantal M. Wiepjes, Christel J.M. de Blok, Louis J.G. Gooren, Baudewijntje P.C.
Kreukels and Martin den Heijer, (2019) Occurrence of Acute Cardiovascular Events in Transgender
Individuals Receiving Hormone Therapy.

30 Getahun D, Nash R, Flanders WD, Baird TC, Becerra-Culqui TA, Cromwell L, Hunkeler E, Lash TL,
Millman A, Quinn VP, Robinson B, Roblin D, Silverberg MJ, Safer J, Slovis J, Tangpricha V, Goodman M,
Ann Intern Med, 169(4):205-213, (2018) Cross-sex Hormones and Acute Cardiovascular Events in
Transgender Persons: A Cohort Study.
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possible benefits” for children.37 Likewise, medical authorities in
Finland, France, the United Kingdom, Belgium, and several states
in the USA are discouraging or banning gender affirming care for
children and are instead encouraging psychotherapy with a focus
on each individual child’s specific needs in their professional
guidelines.38,39,40 A systematic review of the Gender Development
Identity Service at the Tavistock Clinic in the United Kingdom (Cass
Review)41 has also recently questioned the evidence behind
invasive interventions for transgender or gender dysphoric children,
and is now advocating for appropriate psychological care instead.42

29. Predictably, the loose protocols of gender affirming care have
led to a steady rise in detransitioners in Canada. Individuals who
received gender affirming care that did not provide long term
benefits are beginning to speak out.43,44 Detransitioners face
medical and mental health struggles without the social, medical or
financial support that was readily available to them while they were
receiving gender affirming care.45 Although Canada’s public media
is reluctant to report on detransitioners, we submit that their
numbers are high46 and will continue to rise in step with the drastic
increase in children receiving gender affirming care.47 American
physician and researcher Lisa Littman recently published a peer

47 Mia Ashton, The Post Millennial (2022) Rate of detransition among 'trans' youth higher than activists
claim.

46 Reddit.com r/detrans | Detransition Subreddit.
45 Reddit.com, u/DetransIS The r/detrans demographic survey - Screened and broken down.

44 Lovett, Independent (2022) Tavistock gender clinic facing legal action over ‘failure of care’ claims | The
Independent.

43 Adrian Humphreys, National Post (2023) Ontario detransitioner who had breasts and womb removed
sues doctors.

42 Cooke, The Guardian (2021) Tavistock trust whistleblower David Bell: ‘I believed I was doing the right
thing’.

41 British National Health Services, Cass Review: Independent Review of Gender Identity Services for
Children and Young People (2023) Interim report – Cass Review.

40 Lauwke Vandendriessche Pano, VRT News (2023) Fierce debate about puberty inhibitors and
male/female hormones: "What you are doing is an experiment on children".

39 French National Academy of Medicine (2022) Medicine and gender transidentity in children and
adolescents.

38 Finland,Council for Choices in Health Care (2020) Medical treatment methods for gender dysphoria in
non-binary adults.

37 Society for Evidence Based Gender Medicine, segm.org (2022) Summary of Key Recommendations
from the Swedish National Board of Health and Welfare (Socialstyrelsen/NBHW).
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reviewed study which found: over 40% of detransitioners reported
that online influence encouraged them to believe transitioning
would help them; 60% eventually became more comfortable
identifying as their natal sex; 49% had concerns about potential
medical complications from transitioning; and 38% came to the
view that their gender dysphoria was caused by something specific
such as trauma, abuse, or a mental health condition.48

Comorbidities and Suicide Risk
30. Canada’s current focus on gender affirming care excludes other

safer, more developmentally appropriate interventions like
psychotherapy and the assessment, diagnosis and treatment of
common comorbid mental health conditions (comorbidities) in
transgender or gender dysphoric children49. This further
undermines the rights of the child to protection from negligent
treatment and to the enjoyment of the highest attainable standard
of health, given that studies show that, over time, many children
overcome their feelings of incongruence with their sex.

31. Qualified and competent professionals are being discouraged
from using their skills, training and best judgment, as well as
abiding by their oath to “First Do No Harm,” and are instead being
directed toward fast-tracked gender affirming care. Some of these
professionals object to this pressure and assert that “[t]o the extent
that psychological treatments can help an individual obtain relief
from gender dysphoria without undergoing body-altering
interventions, ensuring access to these treatments is not only
ethical and prudent but also essential.”50

32. In Canada there is an overrepresentation of transgender and
gender dysphoric children with comorbidities including Autism,

50 Ibid.

49 Devita Singh, Susan J. Bradley, Kenneth J. Zucker Frontier in Psychiatry, (2021) A Follow-Up Study of
Boys With Gender Identity Disorder.

48 Littman, L, Arch Sex Behav 50, 3353–3369 (2021) Individuals Treated for Gender Dysphoria with
Medical and/or Surgical Transition Who Subsequently Detransitioned: A Survey of 100 Detransitioners.
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ADHD, anxiety and depression, along with overrepresentations of
children who are indigenous, in foster care or who are likely to be
homosexual as adults.51 The one-size-fits-all approach of gender
affirming care fails to meet these children’s unique needs.
However, mental and medical health professionals risk their
livelihoods and licenses if they attempt to provide psychotherapy to
this cohort of children before proceeding with gender affirming
care.

Lack of Evidence for Informed Consent and
Exclusion of Parents from Decision-Making

33. Informed consent involves an adequate explanation of the
nature of a proposed treatment and its anticipated outcome, as well
as the risks involved and alternatives available.52 According to
Levine et al., “ethical concerns about inadequate informed consent
for trans-identified youth have several potentially problematic
sources, including erroneous assumptions held by professionals;
poor quality of the evaluation process; and incomplete and
inaccurate information that the patients and family members are
given.”53 When long-term effects for children are unknown and the
efficacy of the use of off-label drugs and experimental surgeries is
in question, neither children nor their parents are able to provide
informed consent.54

34. Informed consent is further undermined by the deliberate
exclusion of parents from the decision-making process. Recent
amendments to Canada’s Human Rights Act to include “gender
identity” as a grounds for discrimination are being used by schools

54 Ibid.

53 Stephen P. Lavine, E. Abbruzzese, Julia W. Mason (2022) Reconsidering Informed Consent for
Trans-Identified Children, Adolescents, and Young Adults.

52 The Canadian Medical Protective Association (CPMA) Consent: A guide for Canadian physicians.

51 Varun Warrier, David M. Greenberg, Elizabeth Weir, Clara Buckingham, Paula Smith, Meng-Chuan Lai,
Carrie Allison, Simon Baron-Cohen (2020) Elevated rates of autism, other neurodevelopmental and
psychiatric diagnoses, and autistic traits in transgender and gender-diverse individuals.
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to allow children’s self-identification of gender55 and implement
policies that allow social transitioning of children without parents'
knowledge or consent.56 This violates the UNCRC, which
underscores the importance of parents’ rights and involvement in
decision-making in the best interests of their child.57 It is widely
accepted that the “limited maturational cognitive capacities of
minors are the key reason why parents serve as the ethical and
legal surrogates for medical decision-making, tasked with signing
an informed consent document.”58

35. The false claim that transgender or gender dysphoric children
will commit suicide59 if they do not receive immediate gender
affirming care negatively interferes with informed consent. This
misrepresented suicide risk statistic for transgender or gender
dysphoric children stems from the RaRE Research Project
conducted in the United Kingdom in 2018.60 The study’s own lead
author made a public statement61 cautioning against
misrepresentation of the study’s findings. Moreover, the reviews of
WPATH’s recommendations also conclude that it is “impossible to
draw conclusions about the effects of hormone therapy” on death
by suicide.62 Misrepresentation of suicide risk to transgender and
gender dysphoric children is unethical– suicide is not caused by
just one factor.63

63 The Center for Disease Control andPrevention (2022) Risk and Protective Factors | Suicide | CDC.
62 BMJ, 380, p. 553 (2023) Caring for young people with gender dysphoria.
61 TransgenderTrend.com, Suicide Facts and Myths - Transgender Trend.

60 Nuno Nodin, Elizabeth Peel, Allan Tyler and Ian Rivers, PACE, (2017) LGBT Mental Health-Risk and
Resiliency Explored.

59 Ibid.

58 Grootens-Wiegers, P., Hein, I.M., van den Broek, J.M. et al, BMC Pediatr 17, 120 (2017) Medical
decision-making in children and adolescents: developmental and neuroscientific aspects.

57 UNCRC, Article 5.

56 Tom Blackwell, National Post (2023); Canadian schools aid student gender transitions without family
consent.

55 Barbara Findlay, Q.C.,Glen Hansman, BCTF President; UBC Teacher Ed (Video) (2017) The Legal and
Professional Landscape: Sexuality and Gender Identity in Schools.

96

https://www.cdc.gov/suicide/factors/index.html#factors-contribute
https://www.bmj.com/content/380/bmj.p553
https://www.transgendertrend.com/the-suicide-myth/
https://www.transgendertrend.com/wp-content/uploads/2017/10/RARE_Research_Report_PACE_2015.pdf
https://www.transgendertrend.com/wp-content/uploads/2017/10/RARE_Research_Report_PACE_2015.pdf
https://doi.org/10.1186/s12887-017-0869-x
https://doi.org/10.1186/s12887-017-0869-x
https://nationalpost.com/news/schools-consent-transgender-gender-transition
https://nationalpost.com/news/schools-consent-transgender-gender-transition
https://youtu.be/nlbgzHAUuw4?t=477
https://youtu.be/nlbgzHAUuw4?t=477


13

Recommendations
1. Remove “gender identity” and “gender expression” from Canada’s

Criminal Code or, minimally, define “conversion therapy” to ensure
that appropriate therapy is available to children, including the
assessment and treatment of comorbidities and support for all
aspects of children’s mental health and development.

2. Commission independent studies on the processes followed by
gender affirming medical and mental health bodies in Canada, as
the British and Swedish governments have done.

3. Commission independent studies and systematic reviews to
understand the long-term impacts of gender affirming care on
children.

4. Prohibit gender affirming drugs and surgeries for children in
Canada until they are proven safe, and until it is determined that
their benefits outweigh their potential long-term harm to
transgender or gender dysphoric children.

5. Revisit the addition of “gender identity and expression” to the
Canadian Human Rights Act, as it has been broadly interpreted
and recklessly used to prevent children from receiving the care
they need for comorbid mental health conditions.
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I, Darren Leung, of the City of Toronto, in the Province of Ontario, MAKE OATH AND 

SAY: 

 
1. I am a lawyer with Charter Advocates Canada and as such, have personal 

knowledge of the matters hereinafter deposed to, except where they are based on 

information and belief, in which case, I verily believe them to be true.  

Kenneth J. Zucker, Ph.D., C.Psych. 

2. I am informed by counsel for the proposed joint intervenors, Gender Dysphoria 

Alliance (“GDA”) and Our Duty Canada (“ODC”), that they have retained Kenneth, J. 

Zucker, Ph.D., C.Psych., to assist the Court as an expert in this matter.  A copy of Dr. 

Zucker’s Curriculum Vitae is attached hereto to this my Affidavit as Exhibit “A.”  

3. Some of Dr. Zucker’s significant professional experience include 
 

• Psychologist-in-Chief, Centre for Addiction and Mental Health (2001-2014)  

• Director of Training, APA-CPA Clinical Psychology Internship Programme, 
Clarke Institute of Psychiatry (1994-2000)  

• Chair, DSM-5 Work Group on Sexual and Gender Identity Disorders, American 
Psychiatric Association (2007-2013)  

• Committee Member, DSM-IV Subcommittee on Gender Identity Disorder of 
Childhood and Transsexualism (1989-1994)  

• Participant in Work Group to Revise DSM-III, Gender Identity Disorder of 
Childhood and Transsexualism (New York State Psychiatric Institute, New York, 
New York, April 23, 1985)  

• Consultant, Somatic Psychic Work Group, Task Force on Coding for Mental 
Health in Children, American Academy of Pediatrics (1992-1996)  

• Member, Task Force on Gender Identity, Gender Variance, and Intersex 
Conditions, American Psychological Association (June 2005-2008)  

• Past President, International Academy of Sex Research (2006)  

• Editor, Archives of Sexual Behavior (2002-Present)  

• Book Review Editor, Archives of Sexual Behavior (1988-2001) 
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4. As described on his website, Dr. Zucker maintains a practice as a clinical 

psychologist with a focus on Gender Dysphoria, including specifically: 

1. Gender dysphoria in children, adolescents, and adults  
2. Disorders of sex development (physical intersex conditions)  
3. Sexualized and paraphilic behaviors in youth  
4. Attachment issues in children, adolescents, and adults  
5. Effects of sexual maltreatment  
6. Relationship issues in adults, including those pertaining to consensual non-
monogamy, relationship infidelity, etc. 

See excerpts of https://www.kenzuckerphd.com/ attached hereto to this my Affidavit as 

Exhibit “B.”   

5. I am informed by counsel for the proposed joint intervenors, GDA and ODC, that 

Dr. Zucker has been asked to review Policy 713 and the Notice of Application of the 

Canadian Civil Liberties Association (“CCLA”), filed September 6, 2023.  

6. Dr. Zucker has been asked to provide his expert opinion, including particularly on 

the “self identification” provisions contained in Policy 713 guiding school personnel in 

their use of a student’s preferred name and pronoun(s). 

7. Charter Advocates Canada is in receipt of the Will-Say of Dr. Kenneth Zucker, 

Ph.D., C.Psych., attached hereto to this my Affidavit as Exhibit “C.”  In it, Dr. Zucker 

provides a seven-point outline of his expert opinion related to the “self-identification” 

provisions of Policy 713.  Dr. Zucker further indicates his willingness to assist the Court 

by providing his expert opinion on additional issues raised by the parties, including on 

issues raised in paragraphs 25 and 80 of the Notice of Application of the Canadian Civil 

Liberties Association.  I am informed by counsel for the proposed joint intervenors, GDA 

100

https://www.kenzuckerphd.com/


 
 

4 

and ODC, that CCLA has not yet filed or specified the expert research referred to in 

paragraphs 25 and 80 of the Notice of Application. 

New Brunswick Parent 

8. I am informed by counsel for the proposed joint intervenors, GDA and ODC, that 

if granted party status, they intend to rely on the evidence of a mother in New Brunswick. 

To protect the privacy of her child and preserve her relationships with the child, she has 

indicated that she is only willing to provide her evidence if she is allowed to do 

anonymously. A redacted copy of her affidavit is attached to this Affidavit as Exhibit 

“D”. 

Young Woman Socially Transitioned in School 

9. I am informed by counsel for the proposed joint intervenors, GDA and ODC, that 

they would also seek to rely on a forthcoming affidavit of a young, neurodiverse woman 

sharing her experience undergoing social transition in school as a minor, without notice 

to her parents. To protect herself from the potential consequences which might result 

were her involvement with this matter to become known, she is requesting that her 

privacy be preserved by also being permitted to provide an anonymized affidavit. I am 

informed by counsel for the proposed joint intervenors, GDA and ODC, that this young 

woman has advised that she will be able to swear the attached draft affidavit in April.  A 

redacted copy of her drafted affidavit is attached to this Affidavit as Exhibit “E”. 

Father of Young Woman Socially Transitioned in School without his knowledge 

10. I am informed by counsel for the proposed joint intervenors, GDA and ODC, that 

they would also seek to rely on a forthcoming affidavit of the father of the above 

neurodiverse woman, sharing his observations of the negative effect the school keeping 
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the transition of his daughter secret from him and his wife had on his daughter, their 

family and their relationships. To protect his family from the potential consequences 

which might result were their public identification and involvement with this matter to 

become known, he is requesting that his privacy be preserved by also being permitted to 

provide an anonymized affidavit. I am informed by counsel for the proposed joint 

intervenors, GDA and ODC, that this father will be able to swear the attached draft 

affidavit in April.  A redacted copy of his drafted affidavit is attached to this Affidavit as 

Exhibit “F”. 

11. I am informed by counsel for the proposed joint intervenors, GDA and ODC, that, 

if granted party status, they will bring a motion requesting that unredacted copies of the 

affidavits be sealed. Counsel informed me that they would provide the redacted copies 

attached hereto for the Court’s public record. If the sealing order is granted, counsel 

would provide the unredacted copies of the affidavits to the parties and to the Court. 

Counsel has further informed me that they would request a publication ban with respect 

to the identities of the two affiants. 

12. I swear this Affidavit in support of the Joint Application to Intervene, and for no 

improper purpose. 
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                                                                             March 2024 
                                                              

CURRICULUM VITAE 
 
 KENNETH J. ZUCKER 
           
Personal Information 
 
Birthdate:   December 29, 1950 
Birthplace:   New York, New York 
Citizenship:   United States 
Canadian Status:  Landed Immigrant 
E-mail:                       ken.zucker@utoronto.ca or kzucker.phd@gmail.com 
Phone (mobile):              416-986-4104 
ORCID ID:                  0000-0001-5313-6401 
                              http://orcid.org/0000-0001-5313-6401 
LINKEDIN                  https://www.linkedin.com/in/kenneth-zucker-809207111/ 
Website                      https://www.kenzuckerphd.com/ 
Twitter    @ZUCKERKJ 
 
Professor (Status Only), Department of Psychiatry, University of Toronto and Private Practice, 
Toronto, Ontario 
 
Degrees Earned 
 
B.A.      Southern Illinois University, 1972, Psychology (with Honours) 
M.A.      Roosevelt University, 1975, Psychology (Clinical) (with Honours) 
 

Thesis Title: The Effects of Cognitive Mechanisms on the Process of Sex-Role                                     
Development in Children 

 
Ph.D.     University of Toronto, 1982, Psychology (Developmental) 
   
              Thesis Title: The Development of Search for Mother During Brief Separation 
 
                     Supervisor: Carl M. Corter, Ph.D. 
                                         Department of Psychology 
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                                         Erindale College 
                                         Mississauga, Ontario L5L 1C6 
 
Registered Psychologist, College of Psychologists of Ontario (formerly Ontario Board of 

Examiners in Psychology) (Certificate Number 1712) 
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Academic and Hospital Appointments 
 
Clinical Lead, Gender Identity Service, Child, Youth, and Family Program, Centre for Addiction 

and Mental Health, Toronto, Ontario (1981-2015) 
Assistant Professor, Department of Psychology, University of Toronto (1986-1992) 
Associate Professor, Department of Psychology (Associate Member, Graduate Faculty), 

University of Toronto (1992-1994) 
Associate Professor, Department of Psychology (Member, Graduate Faculty), University of 

Toronto (1994-2001) 
Assistant Professor, Department of Psychiatry, University of Toronto (1987-1992) 
Associate Professor, Department of Psychiatry, University of Toronto (1992-2001)  
Adjunct Faculty, Department of Psychology, Faculty of Graduate Studies (Graduate Programme 

in Psychology), York University (1985-2016) 
Associate Member, Department of Education, University of Toronto (1987-1988) 
Graduate Faculty, Department of Human Development and Applied Psychology, The Ontario 

Institute for Studies in Education of the University of Toronto (1998-2016, 2017-2020) 
Scientific Staff, Division of Child and Youth Mental Health (formerly Division of Child 

Psychiatry), Hospital for Sick Children (1988-2016) 
Clinical Professor, Fuller Graduate School of Psychology (1993-1994) 
Associate Graduate Faculty, University of Guelph (2002-2005) 
Professor, Department of Psychology (Member, Graduate Faculty), University of Toronto    

(2001-2009) 
Professor, Department of Psychiatry, University of Toronto (2001-2015) 
Professor (Status Only), Department of Psychiatry, University of Toronto (since 2016) 
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Teaching Experience 
 
Department of Psychology, University of Toronto 
Human Development and Applied Psychology, The Ontario Institute for Studies in Education of 

the University of Toronto 
Faculty of Social Work, University of Toronto 
 
 Undergraduate Level 
 
September-December 1978     (Introduction to Developmental Psychology) 
January-April 1981             (Psychopathology of Childhood) 
January-April 1982             (Psychopathology of Childhood) 
July-August 1982               (Psychopathology of Childhood) 
January-April 1983             (Social Development) 
July-August 1983               (Psychopathology of Childhood)   
January-April 1984             (Social Development) 
September-December 1986     (Psychopathology of Childhood) 
June-August 1987              (Psychopathology of Childhood) 
January-April 1988             (Social Development) 
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December 1999                 (Advanced Research Seminar in Abnormal Psychology) (1 2 hr                                                                         

session) 
 
 Graduate Level 
 
January 1993                    Topics in Abnormal Psychology, 1 2 hr session) 
March 1994                     (Research Seminar in Applied Developmental Psychology, 3 2                                      
     hr sessions)  
                                                        
February 1995                   (Topics in Abnormal Psychology, 1 2 hr session) 
January-April 1997              (Psychopathology of Infancy and Childhood) 
March 1998                     (Strategies and Methods of Psychology, 1 2 hr session) 
January-April 1999              (Psychopathology for School and Child-Clinical Practice)  
March 1999                     (Strategies and Methods of Psychological Research, 1 1 hr                                                                   

session) 
April 1999                      (Developmental Psychopathology, 2 6 hr sessions), Toronto                                                                    

Advanced Professional Education in the Human Services,                                                             
Faculty of Social Work, University of Toronto 

February 2000      (Strategies and Methods of Psychological Research, 1 1 hr                       
session) 

January-April 2003             Psychosexual Differentiation and Its Disorders) 
February 2010     (Lecture on DSM-5), HDP1218, OISE/UT 
February 2017     Seminar on Gender Dysphoria, Behavioral Disorders in Children  

(PS8704), Department of Psychology, Ryerson University 

107



4 

 

Publications  
 
Book 
Zucker, K. J., and Bradley, S. J. Gender identity disorder and psychosexual problems in children 

and adolescents. New York: Guilford Press, 1995. [Translated and reprinted in Japanese, 
Japan UNI Agency, 2010; in Russian, Mockba, 2020]  

 
Edited Books 
Atkinson, L., and Zucker, K. J. (Eds.). Attachment and psychopathology. New York: Guilford 

Press, 1997. 
Drescher, J., and Zucker, K. J. (Eds.). Ex-gay research: Analyzing the Spitzer study and its 

relation to science, religion, politics, and culture. New York: Harrington Park Press, 
2006.  

 
Technical Report 
APA Task Force on Gender Identity and Gender Variance. Report of the Task Force on Gender 

Identity and Gender Variance. Washington, DC: American Psychological Association, 
2008. (Members: Schneider, M., Bockting, W. O., Ehrbar, R. D., Lawrence, A. A., 
Rachlin, K., and Zucker, K. J.) 

 
Articles 
Thurston, L. T., Skorska, M. N., Lobaugh, N. J., Zucker, K. J., Chakravarty, M. M., Lai, M.-C., 

Chavez, S., and VanderLaan, D. P. White matter microstructure in transmasculine and 
cisgender adolescents: A multiparametric and multivariate study. PLoS ONE, in press. 

Skorska, M. N., Thurston, L. T., Biasin, J. M., Devenyi, G. A., Zucker, K. J., Chakravarty, M. 
M., Lai, M.-C., and VanderLaan, D. P. Cortical structure differences in relation to age, 
sexual attractions, and gender dysphoria in adolescents: An examination of mean 
diffusivity and T1 relaxation time. Brain Sciences, 2023, 13, 963. 
https://doi.org/10.3390/brainsci13060963 

de Graaf, N. M., Steensma, T. D., Carmichael, P., VanderLaan, D. P., Aitken, M., Cohen- 
Kettenis, P. T., de Vries, A. L. C., Kreukels, B. P. C., Wasserman, L., Wood, H., and 
Zucker, K. J. Suicidality in clinic-referred transgender adolescents. European Child & 
Adolescent Psychiatry, 2022, 31, 67-83. doi:10.1007/s00787-020-01663-9 

Skorska, M. N., Lobaugh, N. J., Lombardo, M. V., van Bruggen, N., Chavez, S., Thurston, L. T., 
Aitken, M., Zucker, K. J., Chakravarty, M. M., Lai, M.-C., and VanderLaan, D. P. 
(2022). Inter-network brain functional connectivity in adolescents assigned female at 
birth who experience gender dysphoria. Frontiers in Endocrinology, 2022, 13. 
doi:10.3389/fendo.2022.903058 

Singh, D., Bradley, S. J., and Zucker, K. J. A follow-up study of boys with gender identity 
disorder. Frontiers in Psychiatry, 2021, 12. doi:10.3389/fpsyt.2021.632784 

Skorska, M. N., Chavez, S., Devenyi, G. A., Patel, R., Thurston, L. T., Lai, M.-.C., Zucker, K. J., 
Chakravarty, M. M., Lobaugh, N. J., and VanderLaan, D. P. A multi-modal MRI analysis 
of cortical structure in relation to gender dysphoria, sexual orientation, and age in 
adolescents. Journal of Clinical Medicine, 2021, 10(2). 
https://doi.org/10.3390/jcm10020345  

108



5 

 

Wang,  Y., Feng, Y., Su, D., Wilson, A., Pan, B., Liu, Y., Wang, N., Guo, B., Han, M., Zucker, 
K. J., and Chen, R. Validation of the Chinese version of the Gender Identity/Gender 
Dysphoria Questionnaire for Adolescents and Adults. Journal of Sexual Medicine, 2021, 
18, 1632-1640. 

Blanchard, R., Krupp, J., VanderLaan, D. P., Vasey, P. L., and Zucker, K. J. A method yielding 
comparable estimates of the fraternal birth order and female fecundity effects in male 
homosexuality. Proceedings of the Royal Society B: Biological Sciences, 2020, 287. 
http://dx/doi.org/10.1098/rspb/2019.2907 

Khorashad, B. S., Zucker, K. J., Talaei, A., Rajabzadeh, F., Hamed, Z., Akbarian, P., and 
Blanchard, R. Birth order and sibling sex ratio in androphilic males and gynephilic 
females diagnosed with gender dysphoria from Iran. Journal of Sexual Medicine, 2020, 
17, 1995-1202. 

Wang, Y., Yu, H., Yang, Y., Drescher, J., Li, R., Yin, W., Yu, R., Wang, S., Deng, W., Jia, Q., 
Zucker, K. J., and Chen, R. Mental health status of cisgender and gender-diverse 
secondary school students in China. JAMA Network Open, 2020, 3(10), e2022796. 
doi:10.100/jamanetworkopen.2020.22796 

Leef, J. H., Brian, J., VanderLaan, D. P., Wood, H., Scott, K., Lai, M.-C., Bradley, S. J., and 
Zucker, K. J. Traits of autism spectrum disorder in school-aged children with gender 
dysphoria: A comparison to clinical controls. Clinical Practice in Pediatric Psychology, 
2019, 7, 383-395. 

Zucker, K. J. Adolescents with gender dysphoria: Reflections on some contemporary clinical and 
research issues. Archives of Sexual Behavior, 2019, 48, 1983-1992.  

Bogaert, A. F., Skorska, M. N., Wang, C., Gabrie, J., MacNeil, A. J., Hoffarth, M. R., 
VanderLaan, D. P., Zucker, K. J., and Blanchard, R. Male homosexuality and maternal 
immune responsivity to the Y-linked protein NLGN4Y. Proceedings of the National 
Academy of Sciences USA, 2018, 115, 302-306. 

de Graaf, N. M., Carmichael, P., Steensma, T. D., and Zucker, K. J. Evidence for a change in the 
sex ratio of children referred for gender dysphoria: Data from the Gender Identity 
Development Service in London (2000-2017). Journal of Sexual Medicine, 2018, 15, 
1381-1383. 

Drummond, K. D., Bradley, S. J., Peterson-Badali, M., VanderLaan, D. P, and Zucker, K. J.  
Behavior problems and psychiatric diagnoses in girls with gender identity disorder: A 
follow-up study. Journal of Sex & Marital Therapy, 2018, 42, 172-187.  

VanderLaan, D. P., Santarossa, A., Nabbijohn, N., Wood, H., Owen-Anderson, A., and Zucker,  
K. J. Separation anxiety among birth-assigned male children in a specialty gender identity 
service. European Child & Adolescent Psychiatry, 2018, 27, 89-98. 

Zucker, K. J. 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, 
2018, 19, 231-245. 

Bechard, M., VanderLaan, D. P., Wood, H., Wasserman, L., and Zucker, K. J. Psychosocial and  
 psychiatric vulnerability in adolescents with gender dysphoria: A “proof of principle” 

study. Journal of Sex & Marital Therapy, 2017, 43, 678-688. 
Hughes, S. K., VanderLaan, D. P., Blanchard, R., Wood, H., Wasserman, L., and Zucker, K. J.  
 The prevalence of only-child status among children and adolescents referred to a  

109



6 

 

Gender Identity Service vs. a clinical comparison group. Journal of Sex & Marital 
Therapy, 2017, 43, 586-593.  

Skorska, M. N., Blanchard, R., VanderLaan, D. P., Zucker, K. J., and Bogaert, A. F. Gay male  
only-children: Evidence for low birth weight and high maternal miscarriage rates. 
Archives of Sexual Behavior, 2017, 46, 205-215. 

VanderLaan, D. P., Blanchard, R., Zucker, K. J., Massuda, R., Fontanari, A. M. V., Borba, A. O.,  
Costa, A. B., Schneider, M. A., Mueller, A., Soll, B. M. B., Schwarz, K., da Silva, D. C., 
and Lobato, M. I. R. Birth order and androphilic male-to-female transsexualism in Brazil. 
Journal of Biosocial Science, 2017, 49, 527-535. 

Zucker, K. J. Epidemiology of gender dysphoria and transgender identity. Sexual Health, 2017, 
14, 404-411. 

Zucker, K. J., Nabbijohn, A. N., Santarossa, A., Wood, H., Bradley, S. J., Matthews, J., and  
VanderLaan, D. P. Intense/obsessional interests in children with gender dysphoria: A 
cross-validation study using the Teacher’s Report Form. Child and Adolescent Psychiatry 
and Mental Health, 2017, 11(1). doi:10.1186/s13034-017-0189-9 

Aitken, M., VanderLaan, D. P., Wasserman, L., Stojanovski, S., and Zucker, K. J. Self-harm and  
suicidality in children referred for gender dysphoria. Journal of the American Academy 
of Child and Adolescent Psychiatry, 2016, 55, 513-520. 

de Vries, A. L. C., Steensma, T. D., Cohen-Kettenis, P. T., VanderLaan, D. P., and Zucker, K. J. 
Poor peer relations predict parent- and self-reported behavioral and emotional problems 
of adolescents with gender dysphoria: A cross-national, cross-clinic comparative 
analysis. European Child & Adolescent Psychiatry, 2016, 25, 579-588.  

Schwarz, K., Fontanari, A. M. V., Mueller, A., Soll, B., da Silva, D. C., Salvador, J., Zucker, K. 
J., Schneider, M. A., and Lobato, M. I. R. Neural correlates of psychosis and gender 
dysphoria in an adult male. Archives of Sexual Behavior, 2016, 45, 761-765. 

Shiffman, M., VanderLaan, D. P., Wood, H., Hughes, S. K., Owen-Anderson, A., Lumley, M. 
M., Lollis, S. P., and Zucker, K. J. Behavioral and emotional problems as a function of 
peer relationships in adolescents with gender dysphoria: A comparison to clinical and 
non-clinical controls. Psychology of Sexual Orientation & Gender Diversity, 2016, 3, 27-
36. 

Zucker, K. J., and Duschinsky, R. Dilemmas encountered by the Sexual and Gender Identity 
Disorders Work Group for DSM-5: An interview with Kenneth J. Zucker. Psychology & 
Sexuality, 2016, 7, 23-33. 

Zucker, K. J., Lawrence, A. A., and Kreukels, B. P. C. Gender dysphoria in adults. Annual  
Review of Clinical Psychology, 2016, 12, 217-247. 

Aitken, M., Steensma, T. D., Blanchard, R., VanderLaan, D. P., Wood, H., Fuentes, A., Spegg, 
C., Wasserman, L., Ames, M., Fitzsimmons, C. L., Leef, J. H., Lishak, V., Reim, E., 
Takagi, A., Vinik, J., Wreford, J., Cohen-Kettenis, P. T., de Vries, A. L. C., Kreukels, B. 
P. C., and Zucker, K. J. Evidence for an altered sex ratio in clinic-referred adolescents 
with gender dysphoria. Journal of Sexual Medicine, 2015, 12, 756-763. 

Munson, B., Crocker, L., Pierrehumbert, J. B., Owen-Anderson, A., and Zucker, K. J. Gender 
typicality in children's speech: A comparison of boys with and without gender identity 
disorder. Journal of the Acoustical Society of America, 2015, 137, 1995-2003. 

Pasterski, V., Zucker, K. J., Hindmarsh, P. C., Hughes, I. A., Acerini, C., Spencer, D., Neufeld, 
S., and Hines, M. Increased cross-gender identification independent of gender role 
behavior in girls with congenital adrenal hyperplasia: Results from a standardized 

110



7 

 

assessment of children 4- to 11-year-old children. Archives of Sexual Behavior, 2015, 43, 
1363-1375.  

VanderLaan, D. P., Blanchard, R., Wood, H., Garzon, L. C., and Zucker, K. J. Birth weight and 
two possible types of maternal effects on male sexual orientation: A clinical study of 
children and adolescents referred to a Gender Identity Service. Developmental 
Psychobiology, 2015, 57, 25-34. 

VanderLaan, D. P., Leef, J. H., Wood, H., Hughes, K., and Zucker, K. J. Autism spectrum 
disorder risk factors and autistic traits in gender dysphoric children. Journal of Autism 
and Developmental Disorders, 2015, 45, 1742-1750.  

Vanderlaan, D. P., Postema, L., Wood, H., Singh, D., Fantus, S., Hyun, J., Leef, J., Bradley, S. 
J., and Zucker, K. J. Do children with gender dysphoria have intense/obsessional 
interests? Journal of Sex Research, 2015, 52, 213-219.  

Zucker, K. J. Comment on “Serving Transgender Youth: Challenges, Dilemmas, and Clinical 
Examples” by Tishelman et al. (2015). Professional Psychology: Research and Practice, 
2015, 46, 306. 

Graham, C. A., Brotto, L. A., and Zucker, K. J. Response to Balon and Clayton (2014): Female 
Sexual Interest/Arousal Disorder: A diagnosis more on firm ground than thin air. 
Archives of Sexual Behavior, 2014, 43, 1231-1234. 

Pasterski, V., Mastroyannopoulou, L., Wright, D., Zucker, K. J., and Hughes, I. A. Predictors of 
posttraumatic stress in parents of children diagnosed with a disorder of sex development. 
Archives of Sexual Behavior, 2014, 42, 369-375. 

Steensma, T. D., Zucker, K. J., Kreukels, B. P. C., VanderLaan, D. P., Wood, H., Fuentes, A., 
and Cohen-Kettenis, P. T. Behavioral and emotional problems on the Teacher’s Report 
Form: A cross-national, cross-clinic comparative analysis of gender dysphoric children 
and adolescents. Journal of Abnormal Child Psychology, 2014, 42, 635-647. 

VanderLaan, D. P., Blanchard, R., Wood, H., and Zucker, K. J. Birth order and sibling sex ratio 
of children and adolescents referred to a Gender Identity Service. PLoS ONE, 2014, 9(3): 
e90257. doi:10.1371/journal.pone.0090257  

Zucker, K. J., Cohen-Kettenis, P. T., Drescher, J., Meyer-Bahlburg, H. F. L., Pfäfflin, F., and  
Womack, W. M. Memo Outlining Evidence for Change for Gender Identity Disorder in 
the DSM-5. Archives of Sexual Behavior, 2013, 42, 901-914. 

Heylens, G., De Cuypere, G., Zucker, K. J., Schelfaut, C., Elaut, E., Vanden Bossche, H., De 
Baere, E., and T’Sjoen, G. Gender identity disorder in twins: A review of the literature. 
Journal of Sexual Medicine, 2012, 9, 751-757. 

Zucker, K. J. Born this way: Comment on factitious intersex conditions. International Journal of 
Sexual Health, 2012, 24, 97-98. 

Zucker, K. J., Bradley, S. J., Owen-Anderson, A., Kibblewhite, S. J., Wood, H., Singh, D., and 
Choi, K. Demographics, behavior problems, and psychosexual characteristics of 
adolescents with gender identity disorder or transvestic fetishism. Journal of Sex & 
Marital Therapy, 2012, 38, 151-189. 

Zucker, K. J., Wood, H., Singh, D., and Bradley, S. J. A developmental, biopsychosocial model 
for the treatment of children with gender identity disorder. Journal of Homosexuality, 
2012, 59, 369-397. 

Coleman, E., Bockting, W., Botzer, M., Cohen-Kettenis, P., DeCuypere, G., Feldman, J., . . . 
Zucker, K. Standards of Care for the Health of Transsexual, Transgender, and Gender-

111



8 

 

Nonconforming People, Version 7. International Journal of Transgenderism, 2011, 13, 
165-232. 

Singh, D., Bradley, S. J., and Zucker, K. J. Commentary on “An Affirmative Intervention for 
Families with Gender Variant Children: Parental Ratings of Child Mental Health and 
Gender” by Hill, Menvielle, Sica, and Johnson (2010). Journal of Sex & Marital Therapy, 
2011, 37, 151-157. 

Singh, D., McMain, S., and Zucker, K. J. Gender identity and sexual orientation in women with 
borderline personality disorder. Journal of Sexual Medicine, 2011, 8, 447-454. 

Zucker, K. J., Bradley, S. J., Owen-Anderson, A., Singh, D., Blanchard, R., and Bain, J. Puberty-
blocking hormonal therapy for adolescents with gender identity disorder: A descriptive 
clinical study. Journal of Gay & Lesbian Mental Health, 2011, 15, 58-82. 

Zucker, K. J., and Wood, H. Assessment of gender variance in children. Child and Adolescent 
Psychiatric Clinics of North America, 2011, 20, 665-680. 

Bedard, C., Zhang, H. L., and Zucker, K. J. Gender identity and sexual orientation in people with 
developmental disabilities. Sexuality and Disability, 2010, 28, 165-175. 

Grimbos, T., Dawood, K., Burris, R., Zucker, K. J., and Puts, D. A. Sexual orientation and the 
second to fourth finger length ratio: A meta-analysis in men and women. Behavioral 
Neuroscience, 2010, 124, 278-287. 

Meyer-Bahlburg, H. F. L., Dolezal, C., Johnson, L. L., Kessler, S. J., Schober, J. M., and Zucker, 
K. J. Development and validation of the Pregnancy and Infant Orientation Questionnaire. 
Journal of Sex Research, 2010, 47, 598-610. 

Owen-Anderson, A. F. H., Bradley, S. J., and Zucker, K. J. Expressed emotion in mothers of 
boys with gender identity disorder. Journal of Sex & Marital Therapy, 2010, 36, 327-345.  

Singh, D., Deogracias, J. J., Johnson, L. L., Bradley, S. J., Kibblewhite, S. J., Owen-Anderson, 
A., Peterson-Badali, M., Meyer-Bahlburg, H. F. L., and Zucker, K. J. The Gender 
Identity/Gender Dysphoria Questionnaire for Adolescents and Adults: Further validity 
evidence. Journal of Sex Research, 2010, 47, 49-58. 

Vance, S. R., Cohen-Kettenis, P. T., Drescher, J., Meyer-Bahlburg, H. F. L., Pfäfflin, F., and  
Zucker, K. J. Opinions about the DSM Gender Identity Disorder diagnosis: Results from 
an international survey administered to organizations concerned with the welfare of 
transgender people. International Journal of Transgenderism, 2010, 12, 1-14. 

Zucker, K. J. The DSM diagnostic criteria for gender identity disorder in children. Archives of 
Sexual Behavior, 2010, 39, 477-498. 

Kolla, N., and Zucker, K. J. Desire for nonmutilative disability in a nonhomosexual, male-to- 
female transsexual. Archives of Sexual Behavior, 2009, 38, 1057-1063.  

Wallien, M. S. C., Quilty, L. C., Steensma, T. D., Singh, D., Lambert, S. L., Leroux, A., Owen-
Anderson, A., Kibblewhite, S. J., Bradley, S. J., Cohen-Kettenis, P. T., and Zucker, K. J. 
Cross-national replication of the Gender Identity Interview for Children. Journal of 
Personality Assessment, 2009, 91, 545-552.  

Zucker, K. J., Drummond, K. D., Bradley, S. J., and Peterson-Badali, M. Troubled meditations 
on psychosexual differentiation: Reply to Hegarty (2009). Developmental Psychology, 
2009, 45, 904-908. 

Zucker, K. J., and Lawrence, A. A. Epidemiology of Gender Identity Disorder: 
Recommendations for the Standards of Care of the World Professional Association for 
Transgender Health. International Journal of Transgenderism, 2009, 11, 8-18. 

112



9 

 

Drummond, K. D., Bradley, S. J., Peterson-Badali, M., and Zucker, K. J. A follow-up study of 
girls with gender identity disorder. Developmental Psychology, 2008, 44, 34-45. 

Owen-Anderson, A., Jenkins, J. M., Bradley, S. J., and Zucker, K. J. Empathy in boys with 
 gender identity disorder: A comparison to clinical control boys and community control 
 boys and girls. Child Psychiatry and Human Development, 2008, 39, 67-83. 
Wallien, M. S. C., Zucker, K. J., Steensma, T. D., and Cohen-Kettenis, P. T. 2D:4D finger-length 

ratios in children and adults with gender identity disorder. Hormones and Behavior, 2008, 
54, 450-454. 

Zucker, K. J. Children with gender identity disorder: Is there a best practice? [Enfants avec 
troubles de l’identité sexuée: y-a-t-il une pratique la meilleure?]. Neuropsychiatrie de 
l’Enfance et de l’Adolescence, 2008, 56, 358-364. 

Zucker, K. J. Reflections on the relation between sex-typed behavior in childhood and sexual 
orientation in adulthood. Journal of Gay & Lesbian Mental Health, 2008, 12(1/2), 29-59.  

Deogracias, J. J., Johnson, L. L., Meyer-Bahlburg, H. F. L., Kessler, S. J., Schober, J. M., and 
Zucker, K. J. The Gender Identity/Gender Dysphoria Questionnaire for Adolescents and 
Adults. Journal of Sex Research, 2007, 44, 370-379. 

Mazur, T., Cohen-Kettenis, P. T., Meyer, W. J., Meyer-Bahlburg, H. F. L., and Zucker, K. J. 
Survey of HBIGDA membership on treatment of disorders of sex development (DSD). 
International Journal of Transgenderism, 2007, 10(2), 99-108. 

Szarras-Czapnik, M., Lew-Starowicz, Z., and Zucker, K. J. A psychosexual follow-up study of 
 patients with mixed or partial gonadal dysgenesis. Journal of Pediatric and Adolescent
 Gynecology, 2007, 20, 333-338.  
Zucker, K. J., Blanchard, R., Kim, T.-S., Pae, C.-U., and Lee, C. Birth order and sibling sex ratio 

in homosexual transsexual South Korean men: Effects of the male-preference stopping 
rule. Psychiatry and Clinical Neurosciences, 2007, 61, 529-533. 

Chiu, S. W., Gervan, S., Fairbrother, C., Johnson, L. L., Owen-Anderson, A. F. H., Bradley, S. 
J., and Zucker, K. J. Sex-dimorphic color preference in children with gender identity 
disorder: A comparison to clinical and community controls. Sex Roles, 2006, 55, 385- 
395.  

Cohen-Kettenis, P. T., Wallien, M., Johnson, L. L., Owen-Anderson, A. F. H., Bradley, S. J., and 
Zucker, K. J. A parent-report Gender Identity Questionnaire for Children: A cross- 
national, cross-clinic comparative analysis. Clinical Child Psychology and Psychiatry, 
2006, 11, 397-405.  

Fridell, S. R., Owen-Anderson, A., Johnson, L. L., Bradley, S. J., and Zucker, K. J. The Playmate 
 and Play Style Preferences Structured Interview: A comparison of children with gender 
 identity disorder and controls. Archives of Sexual Behavior, 2006, 35, 729-737.  
Hughes, I. A., Houk, C., Ahmed, S. F., Lee, P. A., and LWPES/ESPE Consensus Group. 

Consensus statement on management of intersex disorders. Archives of Disease in 
 Childhood, 2006, 91, 554-563. [Reprinted in Pediatrics, 2006, e466-e500, www. 

pediatrics.org/cgi/doi/10.1542/peds.2006-0738] 
Meyer-Bahlburg, H. F. L., Dolezal, C., Zucker, K. J., Kessler, S. J., Schober, J. M., and New, M. 

I. The Recalled Childhood Gender Questionnaire-Revised: A psychometric analysis in a 
sample of women with congenital adrenal hyperplasia. Journal of Sex Research, 2006, 
43, 364-367.  

113



10 

 

Zucker, K. J. Commentary on Langer and Martin’s (2004) “How Dresses Can Make You 
Mentally Ill: Examining Gender Identity Disorder in Children.” Child and Adolescent 
Social Work Journal, 2006, 23, 533-555.  

Zucker, K. J. Commentary on Atypical Gender Development: A Review. International Journal of 
Transgenderism, 2006, 9(1), 53-59.  

Zucker, K. J., Mitchell, J. N., Bradley, S. J., Tkachuk, J., Cantor, J. M., and Allin, S. M. The 
Recalled Childhood Gender Identity/Gender Role Questionnaire: Psychometric 
properties. Sex Roles, 2006, 54, 469-483. 

Långström, N., and Zucker, K. J. Transvestic fetishism in the general population: Prevalence and
 correlates. Journal of Sex & Marital Therapy, 2005, 31, 87-95.  
Zucker, K. J. Measurement of psychosexual differentiation. Archives of Sexual Behavior, 2005, 

34, 375-388. 
Zucker, K. J. Commentary on Gottschalk's (2003) 'Same-sex Sexuality and Childhood Gender 

Non-conformity: A Spurious Connection'. Journal of Gender Studies, 2005, 14, 55-60.  
Zucker, K. J. Gender identity disorder in children and adolescents. Annual Review of Clinical 

Psychology, 2005, 1, 467-492.  
Zucker, K. J., and Spitzer, R. L. Was the Gender Identity Disorder of Childhood diagnosis 

introduced into DSM-III as a backdoor maneuver to replace homosexuality? An historical 
note. Journal of Sex & Marital Therapy, 2005, 31, 31-42. 

Johnson, L. L., Bradley, S. J., Birkenfeld-Adams, A. S., Kuksis Radzins, M. A., Maing, D. M., 
Mitchell, J. N., and Zucker, K. J. A parent-report Gender Identity Questionnaire for 
Children. Archives of Sexual Behavior, 2004, 33, 105-116. 

Poasa, K. H., Blanchard, R., and Zucker, K. J. Birth order in transgendered males from 
Polynesia: A quantitative study of Samoan fa'afāfine. Journal of Sex & Marital Therapy, 
2004, 30, 13-23.  

Teebi, A. S., Dupuis, L., Wherrett, D., Khoury, A., and Zucker, K. J. Alopecia congenita 
universalis, microcephaly, cutis marmorata, short stature and XY gonadal dysgenesis: 
Variable expression of El-Shanti syndrome. European Journal of Pediatrics, 2004, 163, 
170-172.  

Zucker, K. J. Gender identity development and issues. Child and Adolescent Psychiatric Clinics 
of North America, 2004, 13, 551-568.  

Zucker, K. J. I. Misheard: Corrective notes to Hird's (2003) "A Typical Gender Identity 
Conference? Some Disturbing Reports from the Therapeutic Front Lines." Feminism & 
Psychology, 2004, 14, 349-350.  

Zucker, K. J., Bradley, S. J., Oliver, G., Blake, J., Fleming, S., and Hood, J. Self-reported sexual 
arousability in women with congenital adrenal hyperplasia. Journal of Sex & Marital 
Therapy, 2004, 30, 343-355.  

Cohen-Kettenis, P. T., Owen, A., Kaijser, V. G., Bradley, S. J., and Zucker, K. J. Demographic 
characteristics, social competence, and behavior problems in children with gender 
identity disorder: A cross-national, cross-clinic comparative analysis. Journal of 
Abnormal Child Psychology, 2003, 31, 41-53. 

Zucker, K. J., and Blanchard, R. Birth order in the Fakafefine. Journal of Sex & Marital Therapy, 
2003, 29, 251-253. 

Zucker, K. J., Blanchard, R., and Siegelman, M. Birth order among homosexual men.  
 Psychological Reports, 2003, 92, 117-118. 

114



11 

 

Blanchard, R., Zucker, K. J., Cavacas, A., Allin, S., Bradley, S. J., and Schachter, D. C. Fraternal 
birth order and birth weight in probably prehomosexual feminine boys. Hormones and 
Behavior, 2002, 41, 321-327.  

Zucker, K. J. Associated features are irrelevant in deciding whether or not pedophilia is a mental 
disorder. Archives of Sexual Behavior, 2002, 31, 500-501. 

Zucker, K. J. Evaluation of sex- and gender-assignment decisions in patients with physical 
intersex conditions: A methodological and statistical note. Journal of Sex & Marital 
Therapy, 2002, 28, 269-274. 

Zucker, K. J. Intersexuality and gender identity differentiation. Journal of Pediatric and 
Adolescent Gynecology, 2002, 15, 3-13. 

Zucker, K. J. A factual correction to Bartlett, Vasey, and Bukowski's (2000) "Is Gender Identity 
Disorder in Children a Mental Disorder?" Sex Roles, 2002, 46, 263-264.  

Zucker, K. J. On the history of the International Academy of Sex Research. Zeitschrift für
 Sexualforschung, 2002, 15, 142-146. 
Zucker, K. J., Owen, A., Bradley, S. J., and Ameeriar, L. Gender-dysphoric children and 

adolescents: A comparative analysis of demographic characteristics and behavioral 
problems. Clinical Child Psychology and Psychiatry, 2002, 7, 398-411.  

Zucker, K. J., Beaulieu, N., Bradley, S. J., Grimshaw, G. M., and Wilcox, A. Handedness in boys 
with gender identity disorder. Journal of Child Psychology and Psychiatry, 2001, 42, 767-
776. 

Zucker, K. J., Yoannidis, T., and Abramovitch, R. The relation between gender labeling and 
gender constancy in preschool children. Scandinavian Journal of Sexology, 2001, 4, 107-
113. 

Blanchard, R., Barbaree, H. E., Bogaert, A. F., Dickey, R., Klassen, P., Kuban, M. E., and 
Zucker, K. J. Fraternal birth order and sexual orientation in pedophiles. Archives of 
Sexual Behavior, 2000, 29, 463-478. 

Lalumiére, M. L., Blanchard, R., and Zucker, K. J. Sexual orientation and handedness in men 
and women: A meta-analysis. Psychological Bulletin, 2000, 126, 575-592. 

Purcell, D. W., Blanchard, R., and Zucker, K. J. Birth order in a contemporary sample of gay 
men. Archives of Sexual Behavior, 2000, 29, 349-356. 

Zucker, K. J. Commentary on Walters and Whitehead's (1997) 'Anorexia Nervosa in a Young 
Boy with Gender Identity Disorder of Childhood: A Case Report'. Clinical Child 
Psychology and Psychiatry, 2000, 5, 232-238. 

Zucker, K. J. Intersexuality and gender identity differentiation. Annual Review of Sex Research, 
1999, 10, 1-69.  

Zucker, K. J. Commentary on Richardson's (1996) "Setting Limits on Gender Health". Harvard
 Review of Psychiatry, 1999, 7, 37-42. 
Zucker, K. J., Bradley, S. J., Kuksis, M., Pecore, K., Birkenfeld-Adams, A., Doering, R. W., 

Mitchell, J. N., and Wild, J. Gender constancy judgments in children with gender identity 
disorder: Evidence for a developmental lag. Archives of Sexual Behavior, 1999, 28, 475-
502.  

Blanchard, R., Zucker, K. J., Siegelman, M., Dickey, R., and Klassen, P. The relation of birth 
order to sexual orientation in men and women. Journal of Biosocial Science, 1998, 30, 
511-519.  

Bradley, S. J., Oliver, G. D., Chernick, A. B., and Zucker, K. J. Experiment of nurture: Ablatio 
penis at 2 months, sex reassignment at 7 months, and a psychosexual follow-up in young 

115



12 

 

adulthood. Pediatrics, 1998, 102, E91-E95. 
http://www.pediatrics.org/cgi/content/full/102/1/e9) 

Bradley, S. J., and Zucker, K. J. Les troubles de l'identité sexuelle chez les enfants d'âge 
préscolaire: une approche psychodynamique. La revue Prisme, 1998, 8, 68-80. 

McDermid, S. A., Zucker, K. J., Bradley, S. J., and Maing, D. M. Effects of physical appearance 
on masculine trait ratings of boys and girls with gender identity disorder. Archives of 
Sexual Behavior, 1998, 27, 253-267. 

Zucker, K. J., and Blanchard, R. Debate and argument: Reply to James's "The Sex Ratios of the 
Sibs of Children with Psychiatric Diagnoses." Journal of Child Psychology and 
Psychiatry, 1998, 39, 597. 

Zucker, K. J., and Bradley, S. J. Adoptee overrepresentation among clinic-referred boys with 
gender identity disorder. Canadian Journal of Psychiatry, 1998, 43, 1040-1043. 

Zucker, K. J., Lightbody, S., Pecore, K., Bradley, S. J., and Blanchard, R. Birth order in girls 
with gender identity disorder. European Child & Adolescent Psychiatry, 1998, 7, 30-35.  

Bradley, S. J., and Zucker, K. J. Gender identity disorder: A review of the past 10 years. Journal
 of the American Academy of Child and Adolescent Psychiatry, 1997, 36, 872-880. 
Zucker, K. J. Sammy: Gender identity concerns in a 6-year-old boy [Invited Commentary on 

"Challenging Case"]. Journal of Developmental & Behavioral Pediatrics, 1997, 18, 178-
180. [Reprinted in Journal of Developmental & Behavioral Pediatrics, 2001, 22 
(Supplement), S43-S47] 

Zucker, K. J., Bradley, S. J., and Sanikhani, M. Sex differences in referral rates of children with 
gender identity disorder: Some hypotheses. Journal of Abnormal Child Psychology, 
1997, 25, 217-227. 

Zucker, K. J., Green, R., Coates, S., Zuger, B., Cohen-Kettenis, P. T., Zecca, G. M., Lertora, V., 
Money, J., Hahn-Burke, S., Bradley, S. J., and Blanchard, R. Sibling sex ratio of boys 
with gender identity disorder. Journal of Child Psychology and Psychiatry, 1997, 38, 543-
551.  

Blanchard, R., Zucker, K. J., Cohen-Kettenis, P. T., Gooren, L. J. G., and Bailey, J. M. Birth 
order and sibling sex ratio in two samples of Dutch gender-dysphoric homosexual males. 
Archives of Sexual Behavior, 1996, 25, 495-514. 

Fridell, S. R., Zucker, K. J., Bradley, S. J., and Maing, D. M. Physical attractiveness of girls with 
gender identity disorder. Archives of Sexual Behavior, 1996, 25, 17-31. 

Zucker, K. J. Commentary on Diamond's "Prenatal Predisposition and the Clinical Management 
of Some Pediatric Conditions." Journal of Sex & Marital Therapy, 1996, 22, 148-160. 

Zucker, K. J., Bradley, S. J., and Lowry Sullivan, C. B. Traits of separation anxiety in boys with 
gender identity disorder. Journal of the American Academy of Child and Adolescent 
Psychiatry, 1996, 35, 791-798. 

Zucker, K. J., Bradley, S. J., Oliver, G., Blake, J., Fleming, S., and Hood, J. Psychosexual 
development of women with congenital adrenal hyperplasia. Hormones and Behavior, 
1996, 30, 300-318.  

Bailey, J. M., and Zucker, K. J. Childhood sex-typed behavior and sexual orientation: A 
conceptual analysis and quantitative review. Developmental Psychology, 1995, 31, 43-
55. 

Blanchard, R., Zucker, K. J., Bradley, S. J., and Hume, C. S. Birth order and sibling sex ratio in 
homosexual male adolescents and probably prehomosexual feminine boys. 
Developmental Psychology, 1995, 31, 22-30. 

116



13 

 

Blanchard, R., and Zucker, K. J. Reanalysis of Bell, Weinberg, and Hammersmith's data on birth 
order, sibling sex ratio, and parental age in homosexual men. American Journal of 
Psychiatry, 1994, 151, 1375-1376. 

Zucker, K. J., and Blanchard, R. Reanalysis of Bieber et al.'s 1962 data on sibling sex ratio and 
birth order in male homosexuals. Journal of Nervous and Mental Disease, 1994, 182, 
528-530. 

Zucker, K. J., Green, R., Garofano, C., Bradley, S. J., Williams, K., Rebach, H. M., and Lowry 
Sullivan, C. B. Prenatal gender preference of mothers of feminine and masculine boys: 
Relation to sibling sex composition and birth order. Journal of Abnormal Child 
Psychology, 1994, 22, 1-13. 

Zucker, K. J., Bradley, S. J., and Ipp, M. Delayed naming of a newborn boy: Relationship to the 
mother's wish for a girl and subsequent cross-gender identity in the child by the age of 
two. Journal of Psychology and Human Sexuality, 1993, 6, 57-68. 

Zucker, K. J., Bradley, S. J., Lowry Sullivan, C. B., Kuksis, M., Birkenfeld-Adams, A., and 
Mitchell, J. N. A gender identity interview for children. Journal of Personality 
Assessment, 1993, 61, 443-456. 

Zucker, K. J., and Green, R. Psychological and familial aspects of gender identity disorder. Child 
and Adolescent Psychiatric Clinics of North America, 1993, 2, 513-542. 

Zucker, K. J., Wild, J., Bradley, S. J., and Lowry, C. B. Physical attractiveness of boys with 
gender identity disorder. Archives of Sexual Behavior, 1993, 22, 23-36. 

Beitchman, J. H., Zucker, K. J., Hood, J. E., daCosta, G. A., Akman, D., and Cassavia, E. A 
review of the long-term effects of child sexual abuse. Child Abuse and Neglect, 1992, 16, 
101-118. 

Zucker, K. J. "It ain't the meat, it's the motion": Commentary on Rekers and Morey's (1989) 
"Sex-typed body movements as a function of severity of gender disturbance in boys." 
Journal of Psychology and Human Sexuality, 1992, 5, 69-73. 

Zucker, K. J., Bradley, S. J., and Lowry Sullivan, C. B. Gender identity disorder in children. 
 Annual Review of Sex Research, 1992, 3, 73-120. 
Zucker, K. J., and Green, R. Psychosexual disorders in children and adolescents. Journal of Child 
 Psychology and Psychiatry, 1992, 33, 107-151. [Reprinted in G. Einstein (Ed.), Sex and 
 the brain). Cambridge, MA: The MIT Press, 2007, pp. 739-766] 
Zucker, K. J., Lozinski, J. A., Bradley, S. J., and Doering, R. W. Sex-typed responses in the 

Rorschach protocols of children with gender identity disorder. Journal of Personality 
Assessment, 1992, 58, 295-310. 

Beitchman, J. H., Zucker, K. J., Hood, J. E., daCosta, G. A., and Akman, D. A review of the 
short-term effects of child sexual abuse. Child Abuse and Neglect, 1991, 15, 537-556. 

Bradley, S. J., Blanchard, R., Coates, S., Green, R., Levine, S. B., Meyer-Bahlburg, H. F. L., 
Pauly, I. B., and Zucker, K. J. Interim report of the DSM-IV subcommittee on gender 
identity disorders. Archives of Sexual Behavior, 1991, 20, 333-343. 

Bradley, S. J., and Zucker, K. J. Gender identity disorder and psychosexual problems in children 
and adolescents. Canadian Journal of Psychiatry, 1990, 35, 477-486. 

Zucker, K. J. Psychosocial and erotic development in cross-gender identified children. Canadian
 Journal of Psychiatry, 1990, 35, 487-495. 
Zucker, K. J., and Kuksis, M. Gender dysphoria and sexual abuse: A case report. Child Abuse
 and Neglect, 1990, 14, 281-283. 

117



14 

 

Doering, R. W., Zucker, K. J., Bradley, S. J., and MacIntyre, R. B. Effects of neutral toys on sex-
typed play in children with gender identity disorder. Journal of Abnormal Child 
Psychology, 1989, 17, 563-574. 

Zucker, K. J. Cross-gender-identified children: Research and clinical issues. Italian Journal of
 Clinical and Cultural Psychology, 1989, 1, 71-78. 
Zucker, K. J., and Torkos, H. Assessment of androgyny in children. Annals of Sex Research, 

1989, 2, 187-203. 
Zucker, K. J. Commentary on Kohlberg, Ricks, and Snarey's (1984) "Childhood Development as 

a Predictor of Adaptation in Adulthood." Genetic, Social, and General Psychology 
Monographs, 1987, 113, 127-130. 

Zucker, K. J., Bradley, S. J., and Hughes, H. E. Gender dysphoria in a child with true 
hermaphroditism. Canadian Journal of Psychiatry, 1987, 32, 602-609. 

Zucker, K. J., Bradley, S. J., Doering, R. W., and Lozinski, J. A. Sex-typed behavior in cross-
gender-identified children: Stability and change at a one-year follow-up. Journal of the 
American Academy of Child Psychiatry, 1985, 24, 710-719. 

Zucker, K. J., Finegan, J. K., Doering, R. W., and Bradley, S. J. Two subgroups of gender-
problem children. Archives of Sexual Behavior, 1984, 13, 27-39. 

Zucker, K. J., Finegan, J. K., Doering, R. W., and Bradley, S. J. Human figure drawings of 
gender-problem children: A comparison to sibling, psychiatric, and normal controls. 
Journal of Abnormal Child Psychology, 1983, 11, 287-298. 

Cole, H. J., Zucker, K. J., and Bradley, S. J. Patterns of gender-role behaviour in children 
attending traditional and non-traditional day-care centres. Canadian Journal of 
Psychiatry, 1982, 27, 410-414. 

Zucker, K. J. Childhood gender disturbance: Diagnostic issues. Journal of the American 
 Academy of Child Psychiatry, 1982, 21, 274-280. 
Zucker, K. J., Doering, R. W., Bradley, S. J., and Finegan, J. K. Sex-typed play in gender-

disturbed children: A comparison to sibling and psychiatric controls. Archives of Sexual 
Behavior, 1982, 11, 309-321. 

Finegan, J. K., Zucker, K. J., Bradley, S. J., and Doering, R. W. Patterns of intellectual 
functioning and spatial ability in boys with gender identity disorder. Canadian Journal of 
Psychiatry, 1982, 27, 135-139. 

Corter, C. M., Zucker, K. J., and Galligan, R. F. Patterns in the infant's search for mother during 
brief separation. Developmental Psychology, 1980, 16, 62-69. 

Zucker, K. J., and Corter, C. M. Sex-stereotyping in adult-infant interactions: Some negative 
evidence. American Journal of Orthopsychiatry, 1980, 50, 160-164. 

Zucker, K. J. Freud's early views on masturbation and the actual neuroses. Journal of the 
 American Academy of Psychoanalysis, 1979, 7, 15-32. 
Bradley, S. J., Steiner, B. W., Zucker, K., Doering, R. W., Sullivan, J., Finegan, J. K., and 

Richardson, M. Gender identity problems of children and adolescents: The establishment 
of a special clinic. Canadian Psychiatric Association Journal, 1978, 23, 175-183. 

Swanson, J., Kinsbourne, M., Roberts, W., and Zucker, K. A time-response analysis of the effect 
of stimulant medication on the learning ability of children referred for hyperactivity.  
Pediatrics, 1978, 61, 21-28. 

Zucker, K. J. Sex-typing of children's toys by college students and fourth-graders. Catalogue of
 Selected Documents in Psychology, 1977, 7, 6-7. 
 

118



15 

 

Book Chapters 
Zucker, K. J. Children and adolescents with gender dysphoria. In K. S. K. Hall and Y. M. Binik  

(Eds.), Principles and practice of sex therapy (Sixth ed.). New York: Guilford Press, 
2020, pp. 395-422. 

Zucker, K. J. Gender Identity Interview for Children. In R. R. Milhausen, J. K. Sakaluk, T. D. 
Fisher, C. M. Davis, and W. L. Yarber (Eds.), Handbook of sexuality-related measures 
(4th ed.). New York: Routledge, 2020, pp. 325-328. 

Zucker, K. J. Gender Identity Questionnaire for Children. In R. R. Milhausen, J. K. Sakaluk, T. 
D. Fisher, C. M. Davis, and W. L. Yarber (Eds.), Handbook of sexuality-related measures 
(4th ed.). New York: Routledge, 2020, pp. 329-334. 

Zucker, K. J. Recalled Childhood Gender Identity/Gender Role Questionnaire. In R. R. 
Milhausen, J. K. Sakaluk, T. D. Fisher, C. M. Davis, and W. L. Yarber (Eds.), Handbook 
of sexuality-related measures (4th ed.). New York: Routledge, 2020, pp. 335-342. 

Zucker, K. J., Meyer-Bahlburg, H. F. L., Kessler, S. J., and Schober, J. Gender Identity/Gender 
Dysphoria Questionnaire for Adolescents and Adults. In R. R. Milhausen, J. K. Sakaluk, 
T. D. Fisher, C. M. Davis, and W. L. Yarber (Eds.), Handbook of sexuality-related 
measures (4th ed.). New York: Routledge, 2020, pp. 343-350. 

VanderLaan, D. P., and Zucker, K. J. Gender dysphoria in children and adolescents. In M. H. 
Ebert, J. F. Leckman, and I. L. Petrakis (Eds.), Current diagnosis and treatment: 
Psychiatry (3rd ed.). New York: McGraw Hill, 2019, pp. 607-611.  

Rosen, N. O., Brotto, L. A., and Zucker. K. J. Sexual dysfunctions and paraphilic disorders. In 
D. C. Beidel and B. C. Frueh (Eds.), Adult psychopathology and diagnosis (Eighth ed.). 
Hoboken, NJ: John Wiley & Sons, 2018, pp. 572-632. 

Singh, D., and Zucker, K. J. Gender dysphoria. In T. K. Shackelford and V. A. Weekes- 
Shackelford (Eds.), Encyclopedia of evolutionary psychological science. New York: 
Springer, 2018. https://doi.org/10.1007/978-3-319-16999-6_3398-1. 

Turban III, J. L., de Vries, A. L. C., and Zucker, K. J. Gender dysphoria and gender 
incongruence. In A. Martin, M. H. Bloch, and F. R. Volkmar (Eds.), Lewis’s child and 
adolescent psychiatry: A comprehensive textbook (Fifth ed.). Philadelphia, PA: Wolters 
Kluwer, 2018, pp. 632-643. 

Halim, M. L. D., Bryant, D., and Zucker, K. J. Early gender development in children and links 
with mental and physical health. In M. R. Korin (Ed.), Health promotion for children and 
adolescents. New York: Springer, 2016, pp. 191-213. 

Zucker, K. J. The science and politics of diagnosis: Reflections on the DSM-5 Work Group on 
Sexual and Gender Identity Disorders. In S. B. Levine, C. B. Risen, and S. E. Althof 
(Eds.), Handbook of clinical sexuality for mental health professionals (Third ed.). New 
York: Routledge, 2016, pp. 362-368. 

Zucker, K. J., and VanderLaan, D. P. The self in gender dysphoria: A developmental perspective. 
In M. Kyrios, R. Moulding, G. Doron, S. S. Bhar, M. Nedeljkovic, and M. Mikulincer 
(Eds.), The self in understanding and treating psychological disorders. Cambridge, 
England: Cambridge University Press, 2016, pp. 222-232.  

Zucker, K. J. Gender dysphoria. In R. L. Cautin and S. O. Lilienfeld (Eds.), The encyclopedia of 
clinical psychology. Malden, MA: Wiley-Blackwell, 2015, doi:10.1002/9781118625392. 

Zucker, K. J. The DSM-5 diagnostic criteria for gender dysphoria. In C. Trombetta, G. Liguori, 
and M. Bertolotto (Eds.), Management of gender dysphoria: A multidisciplinary 
approach. New York: Springer, 2015, pp. 33-37. 

119



16 

 

Zucker, K. J., and Seto, M. C. Gender dysphoria and paraphilic sexual disorders. In A. Thipar, D. 
S. Pine, J. F. Leckman, S. Scott, M. J. Snowling, and E. Taylor (Eds.), Rutter’s child and 
adolescent psychiatry (Sixth ed.). London: John Wiley & Sons, 2015, pp. 951-966. 

Brotto, L. A., Klein, C., and Zucker. K. J. Sexual dysfunctions and paraphilic disorders. In D. C. 
Beidel, B. C. Frueh, and M. Hersen (Eds.), Adult psychopathology and diagnosis 
(Seventh ed.). Hoboken, NJ: John Wiley & Sons, 2014, pp. 547-601. 

Lawrence, A. A., and Zucker, K. J. Gender dysphoria. In D. C. Beidel, B. C. Frueh, and M. 
Hersen (Eds.), Adult psychopathology and diagnosis (Seventh ed.). Hoboken, NJ: John 
Wiley & Sons, 2014, pp. 603-639. 

Zucker, K. J. Trajectoires développementales des enfants ayant un trouble de l’identité de genre.  
In C. Chiland and J.-.P. Raynaud (Eds.), Cerveau, psyché et développement]. Paris: Odile 
Jacob, 2014, pp. 121-142. 

Zucker, K. J. Gender dysphoria. In M. Lewis and K. D. Rudolph (Eds.), Handbook of 
developmental psychopathology (3rd ed.). New York: Springer, 2014, pp. 683-702. 

Zucker, K. J., and Brown, N. Gender dysphoria. In Y. M. Binik and K. S. K. Hall (Eds.), 
Principles and practice of sex therapy (Fifth ed.). New York: Guilford Press, 2014, pp. 
235-262. 

Zucker, K. J., Wood, H., and VanderLaan, D. P. Models of psychopathology in children and 
adolescents with gender dysphoria. In B. P. C. Kreukels, T. D. Steensma, and A. L. C. de 
Vries (Eds.), Gender dysphoria and disorders of sex development: Progress in care and 
knowledge. New York: Springer, 2014, pp. 171-192. 

Lawrence, A. A., and Zucker, K. J. Gender identity disorders. In M. Hersen and D. C. Beidel 
(Eds.), Adult psychopathology and diagnosis (6th ed.). Hoboken, NJ: John Wiley & Sons, 
2012, pp. 601-635. 

Owen-Anderson, A., and Zucker, K. J. Gender identity disorder in adolescents. In R. J. R. 
Levesque (Ed.), Encyclopedia of adolescence. New York: Springer, 2011, pp. 1129-1135. 

Zucker, K. J. Gender identity and sexual behavior: Normal development to problems and 
concerns. In C. Rudolph, A. Rudolph, G. Lister, L. First, and A. Gershon (Eds.), 
Rudolph’s pediatrics (22nd ed.). New York: McGraw-Hill, 2011, pp. 451-454. 

Zucker, K. J. Gender identity and sexual orientation. In M. K. Dulcan (Ed.), Dulcan’s textbook 
of child and adolescent psychiatry. Washington, DC: American Psychiatric Publishing, 
2010, pp. 543-552. 

Zucker, K. J. Gender identity. In M. L. Wolraich, D. D. Drotar, P. H. Dworkin, and E. C. Perrin 
(Eds.), Developmental-behavioral pediatrics: Evidence and practice. Philadelphia, PA: 
Mosby Elsevier, 2008, pp. 825-839. 

Zucker, K. J., and Cohen-Kettenis, P. T. Gender identity disorder in children and adolescents. In 
D. L. Rowland and L. Incrocci (Eds.), Handbook of sexual and gender identity disorders. 
Hoboken, NJ: John Wiley & Sons, 2008, pp. 376-422.  

Zucker, K. J., and Seto, M. C. Gender identity and sexual disorders. In M. Rutter, D. V. M. 
Bishop, D. S. Pine, S. Scott, J. Stevenson, E. Taylor, and A. Thapa (Eds.), Rutter’s child 
and adolescent psychiatry (Fifth ed.). Oxford: Blackwell Publishing, 2008, pp. 864-881. 

Zucker, K. J. Gender identity disorder. In A. Martin and F. R. Volkmar (Eds.), Lewis’s child and 
adolescent psychiatry: A comprehensive textbook (Fourth ed.). Baltimore, MD: 
Lippincott Williams & Wilkins, 2007, pp. 669-680. 

120



17 

 

Zucker, K. J. Gender identity disorder in children, adolescents, and adults. In G. O. Gabbard 
(Ed.), Gabbard’s treatments of psychiatric disorders (Fourth ed.). Washington, DC: 
American Psychiatric Press, 2007, pp. 683-701. 

Bradley, S. J., and Zucker, K. J. Gender identity disorder in girls. In S. E. Romans and M. V. 
Seeman (Eds.), Women's mental health: A life-cycle approach. Philadelphia: Lippincott 
Williams & Wilkins, 2006, pp. 71-83. 

Zucker, K. J. Gender identity and intersexuality. In S. E. Sytsma (Ed.), Ethics and intersex. 
Dordrecht, The Netherlands: Springer, 2006, pp. 165-181.  

Zucker, K. J. Gender identity disorder. In D. A. Wolfe and E. J. Mash (Eds.), Behavioral and 
emotional disorders in adolescents: Nature, assessment, and treatment. New York: 
Guilford Press, 2006, pp. 535-562. 

Zucker, K. J. “I’m half-boy, half-girl”: Play psychotherapy and parent counseling for gender 
identity disorder. In R. L. Spitzer, M. B. First, J. B. W. Williams, and M. Gibbons (Eds.), 
DSM-IV-TR® casebook, Volume 2. Experts tell how they treated their own patients. 
Washington, DC: American Psychiatric Publishing, 2006, pp. 321-334. 

Zucker, K. J. Disturbo dell’Identità di Genere: Metodologie terapeutiche in età evolutiva. In D. 
Dèttore (Ed.), Il disturbo dell’Identità di Genere: Diagnosi, eziologia, trattamento. 
Milano, Italy: McGraw-Hill, 2005, pp. 251-260. 

Zucker, K. J. Gender identity disorder in girls. In D. J. Bell, S. L. Foster, and E. J. Mash (Eds.), 
Handbook of behavioral and emotional problems in girls. New York: Kluwer Academic 
Publishers, 2005, pp. 285-319. 

Zucker, K. J. Dolls. In R. L. Spitzer, M. B. First, M. Gibbons, & J. B. W. Williams (Eds.), 
Treatment companion to the DSM-IV-TR® casebook. Washington, DC: American 
Psychiatric Press, 2004, pp. 127-134.  

Zucker, K. J. Gender identity disorder. In I. B. Weiner (Ed.), Adult psychopathology case 
studies. New York: Wiley, 2004, pp. 207-228. 

Zucker, K. J., and Bradley, S. J. Gender identity and psychosexual disorders. In J. M. Wiener and 
M. K. Dulcan (Eds.), Textbook of child and adolescent psychiatry (Third ed.).  
Washington, DC: American Psychiatric Publishing, 2004, pp. 813-835. 

Zucker, K. J. Discussant. In J. Bancroft (Ed.), Sexual development in childhood. Bloomington, 
IN: Indiana University Press, 2003, pp. 54-61. 

Zucker, K. J. Gender identity disorder. In M. Rutter and E. Taylor (Eds.), Child and adolescent 
psychiatry (Fourth ed.). Oxford: Blackwell Science Ltd., 2002, pp. 737-753. 

Zucker, K. J. Gender identity disorders. In M. Lewis (Ed.), Child and adolescent psychiatry: A 
comprehensive textbook (Third ed.). Philadelphia, PA: Lippincott Williams & Wilkins, 
2002, pp. 724-734.  

Bradley, S. J., and Zucker, K. J. Gender identity disorders. In N. J. Smelser and P. B. Baltes 
(Eds.), International encyclopaedia of the social & behavioral sciences. Amsterdam: 
Elsevier Science, 2001, pp. 6011-6016. 

Zucker, K. J. Biological influences on psychosexual differentiation. In R. K. Unger (Ed.), 
Handbook of the psychology of women and gender. New York: Wiley, 2001, pp. 101-
115. 

Zucker, K. J. Gender identity disorder in children and adolescents. In G. O. Gabbard (Ed.), 
Treatments of psychiatric disorders (Third ed., Vol. 2). Washington, DC: American 
Psychiatric Press, 2001, pp. 2069-2094. 

121



18 

 

Zucker, K. J. Gender identity disorder. In A. J. Sameroff, M. Lewis, and S. M. Miller (Eds.), 
Handbook of developmental psychopathology (Second ed.). New York: Kluwer 
Academic/Plenum Publishers, 2000, pp. 671-686.  

Zucker, K. J., and Bradley, S. J. Gender identity disorder. In C. H. Zeanah (Ed.), Handbook of
 infant mental health (2nd ed.). New York: Guilford Press, 2000, pp. 412-424. 
Zucker, K. J., and Bradley, S. J. Gender identity disorder and transvestic fetishism. In S. D. 

Netherton, D. Holmes, and C. E. Walker (Eds.), Child and adolescent psychological 
disorders: A comprehensive textbook. New York: Oxford University Press, 1999, pp. 
367-396.  

Zucker, K. J. Associated psychopathology in children with gender identity disorder. In D. Di 
Ceglie (Ed.), A stranger in my own body: Atypical gender identity development and 
mental health. London, England: Karnac Books, 1998, pp. 26-38. 

Zucker, K. J. Psychosexual development of women with congenital adrenal hyperplasia. In R. 
Stanhope (Ed.), Adolescent endocrinology. Bristol, England: BioScientifica Ltd., 1998, 
pp. 71-75. 

Zucker, K. J., Green, R., Bradley, S. J., Williams, K., Rebach, H. M., and Hood, J. E. Gender 
identity disorder of childhood: Diagnostic issues. In T. A. Widiger, A. J. Frances, H. A. 
Pincus, R. Ross, M. B. First, W. Davis, and M. Kline (Eds.), DSM-IV sourcebook (Vol. 
4). Washington, DC: American Psychiatric Association, 1998, pp. 503-512. 

Bradley, S. J., Blanchard, R., Coates, S., Green, R., Levine, S. B., Meyer-Bahlburg, H. F. L., 
Pauly, I. B., and Zucker, K. J. Gender identity disorder. In T. A. Widiger, A. J. Frances, 
H. A. Pincus, R. Ross, M. B. First, and W. Davis (Eds.), DSM-IV sourcebook (Vol. 3). 
Washington, DC: American Psychiatric Association, 1997, pp. 317-325. 

Zucker, K. J., and Blanchard, R. Transvestic fetishism: Psychopathology and theory. In D. R. 
Laws and W. O'Donohue (Eds.), Sexual deviance: Theory, assessment, and treatment. 
New York: Guilford Press, 1997, pp. 253-279. 

Zucker, K. J., and Green, R. Gender identity and psychosexual disorders. In J. M. Wiener (Ed.), 
 Textbook of child & adolescent psychiatry (Second ed.). Washington, DC: American 
 Psychiatric Press, 1997, pp. 657-676. 
Zucker, K. J., and Green, R. Gender identity disorders. In M. Lewis (Ed.), Child and adolescent 

psychiatry: A comprehensive textbook (Second ed.). Baltimore: Williams & Wilkins, 
1996, pp. 611-622. 

Sullivan, C. B. L., Bradley, S. J., and Zucker, K. J. Gender identity disorder (transsexualism) and 
transvestic fetishism. In V. B. Van Hasselt and M. Hersen (Eds.), Handbook of 
adolescent psychopathology: A guide to diagnosis and treatment. New York: Lexington 
Books, 1995, pp. 525-558. 

Zucker, K. J. Gender identity disorders: A developmental perspective. In L. Diamant and R. D. 
McAnulty (Eds.), The psychology of sexual orientation, behavior, and identity: A 
handbook. Westport, CT: Greenwood Press, 1995, pp. 327-354. 

Zucker, K. J. Gender identity disorder. In S. R. Hooper, G. W. Hynd, and R. E. Mattison (Eds.), 
Child psychopathology: Diagnostic criteria and clinical assessment. Hillsdale, NJ: 
Erlbaum, 1992, pp. 305-342. 

Zucker, K. J., and Green, R. Gender identity disorders. In M. Lewis (Ed.), Child and adolescent 
psychiatry: A comprehensive textbook. Baltimore: Williams & Wilkins, 1991, pp. 604-
613. 

122



19 

 

Zucker, K. J., and Green, R. Gender identity and psychosexual disorders. In J. M. Wiener (Ed.), 
Textbook of child & adolescent psychiatry. Washington, DC: American Psychiatric 
Press, 1991, pp. 452-467. 

Zucker, K. J. Gender identity disorders in children: Clinical descriptions and natural history. In 
R. Blanchard and B. W. Steiner (Eds.), Clinical management of gender identity disorders 
in children and adults. Washington, DC: American Psychiatric Press, 1990, pp. 1-23. 

Zucker, K. J. Treatment of gender identity disorders in children. In R. Blanchard and B. W. 
Steiner (Eds.), Clinical management of gender identity disorders in children and adults. 
Washington, DC: American Psychiatric Press, 1990, pp. 25-45. 

Zucker, K. J. Gender identity disorders. In C. G. Last and M. Hersen (Eds.), Handbook of child
 psychiatric diagnosis. New York: John Wiley, 1989, pp. 388-406. 
Zucker, K. J. She wants to be a boy. In R. L. Spitzer, M.Gibbon, A. E. Skodol, J. B. W. 

Williams, and M. B. First (Eds.), DSM-III-R casebook. Washington, DC: American 
Psychiatric Press, 1989, pp. 349-351. (Reprinted in R. L. Spitzer, M. Gibbon, A. E. 
Skodol, J. B. W. Williams, and M. B. First (Eds.), DSM-IV casebook. Washington, DC: 
American Psychiatric Press, 1994, pp. 375-377) 

Zucker, K. J., and Green, R. Gender identity disorder of childhood. In T. B. Karasu (Ed.), 
 Treatments of psychiatric disorders (Vol. 1). Washington, DC: American Psychiatric 
 Association, 1989, pp. 661-670. 
Coates, S., and Zucker, K. J. Gender identity disorders in children. In C. J. Kestenbaum and D. 

T. Williams (Eds.), Handbook of clinical assessment of children and adolescents (Vol. 
II). New York: New York University Press, 1988, pp. 893-914. 

Steiner, B. W., Blanchard, R., and Zucker, K. J. Introduction. In B. W. Steiner (Ed.), Gender 
dysphoria: Development, research, management. New York: Plenum Press, 1985, pp. 1-
10. 

Zucker, K. J. The infant's construction of his parents in the first six months of life. In T. M. Field 
and N. A. Fox (Eds.), Social perception in infants. Norwood, NJ: Ablex Publishing 
Corporation, 1985, pp. 127-156. 

Zucker, K. J. Cross-gender-identified children. In B. W. Steiner (Ed.), Gender dysphoria: 
 Development, research, management. New York: Plenum Press, 1985, pp. 75-174. 
Bradley, S. J., Doering, R. W., Zucker, K. J., Finegan, J. K., and Gonda, G. M. Assessment of 

the gender-disturbed child: A comparison to sibling and psychiatric controls. In J. 
Samson (Ed.), Childhood and sexuality. Montreal: Editions Etudes Vivantes, 1980, pp. 
554-568. 

Zucker, K. J., Bradley, S. J., Corter, C. M., Doering, R. W., and Finegan, J. K. Cross-gender 
behaviour in very young boys: A normative study. In J. Samson (Ed.), Childhood and 
sexuality. Montreal: Editions Etudes Vivantes, 1980, pp. 599-622. 

 
Letters to the Editor/Commentaries 
 
Zucker, K. J. Different strokes for different folks. Child and Adolescent Mental Health, 2020, 25, 

36-37. 
Bogaert, A. F., Skorska, M. N., Wang, C., MacNeil, A. J., Hoffarth, M. R., VanderLaan, D. P., 

Zucker, K. J., and Blanchard, R. Older brothers, sexual orientation, and a maternal 
immune reaction to NLGN4Y: Our response to Rao and Andrade (2019). Journal of 
Psychosexual Health, 2019, 1, 288. 

123



20 

 

Zucker, K. J., VanderLaan, D. P., and Aitken, M. The contemporary sex ratio of transgender 
youth that favors assigned females at birth is a robust phenomenon: A response to the 
Letter to the Editor Re: “Shifts in Assigned Sex Ratios at Gender Identity Clinics Likely 
Reflect Change in Referral Patterns.” Journal of Sexual Medicine, 2019, 16, 949-950.  

Zucker, K. J., and VanderLaan, D. P. Corrections to Øien, Cicchetti, and Nordahl-Hansen’s 
(2018) “Gender Dysphoria, Sexuality and Autism Spectrum Disorder: A Systematic Map 
Review” [Letter to the Editor]. Journal of Autism and Developmental Disorders, 2018, 
48, 4038. 

Steensma, T. D., Cohen-Kettenis, P. T., and Zucker, K. J. Evidence for a change in the sex ratio 
of children referred for gender dysphoria: Data from the Center of Expertise on Gender 
Dysphoria in Amsterdam (1988-2016) [Letter to the Editor]. Journal of Sex & Marital 
Therapy, 2018, 44, 713-715. 

Zucker, K. J. A brief corrective to Levine’s (2017) “Ethical Concerns About Treatment  
Paradigms for Gender Dysphoria” [Letter to the Editor]. Journal of Sex & Marital 
Therapy, 2018, 42, 188. 

Zucker, K. J. Hung jury [Commentary]. Archives of Sexual Behavior, 2017, 46, 2521-2524. 
Zucker, K. J., Wood, H., Wasserman, L., VanderLaan, D. P., and Aitken, M. Increasing referrals 

for gender dysphoria [Letter to the Editor]. Journal of Adolescent Health, 2016, 58, 693- 
694. 

Lawrence, A. A., and Zucker, K. J. Care for transgender persons [Letter to the Editor]. Journal of 
the American Medical Association, 2013, 309, 2093. 

Wood, H., Sasaki, S., Bradley, S. J., Singh, D., Fantus, S., Owen-Anderson, A., Di Giacomo, A., 
Bain, J., and Zucker, K. J. Patterns of referral to a Gender Identity Service for Children 
and Adolescents (1976-2011): Age, sex ratio, and sexual orientation [Letter to the 
Editor]. Journal of Sex & Marital Therapy, 2013, 39, 1-6.  

Zucker, K. J. Correcting for continuity in 2 x 2 chi-square tests: Comment on Skagerberg, 
Parkinson, and Carmichael (2013) [Letter to the Editor]. International Journal of 
Transgenderism, 2013, 14, 155-156.   

Brotto, L. A., Graham, C. A., Binik, Y. M., Segraves, R. T., and Zucker, K. J. Should sexual 
desire and arousal disorders in women be merged? A response to DeRogatis, Clayton, 
Rosen, Sand, and Pyke (2010) [Letter to the Editor]. Archives of Sexual Behavior, 2011, 
40, 221-225. 

Zucker, K. J. Pandora replies to Dr Frances. Psychiatric Times, 2010, XXVII(No. 4), 6.  
Zucker, K. J., Bradley, S. J., Owen-Anderson, A., Kibblewhite, S. J., and Cantor, J. M. Is gender 

identity disorder in adolescents coming out of the closet? [Letter to the Editor]. Journal of 
Sex & Marital Therapy, 2008, 34, 287-290.  

Zucker, K. J. [Letter to the Editor]. Journal of Psychiatric and Mental Health Nursing, 2004, 11, 
746-747.  

Zucker, K. J., Bradley, S. J., Oliver, G. D., & Chernick, A. B. (2004, October 5). Ablatio penis: 
More on the John v Joan case [e-Letter]. Archives of Diseases of Childhood (http://adc. 
bmjjournals.com/cgi/eletters/89/9/847) 

Zucker, K. J. GID not 'phantom disorder' [Letter to the Editor]. Psychiatric News, 2003, 38(20), 
30. 

Zucker, K. J. Re: Androgen imprinting of the brain in animal models and humans with intersex 
disorders: Review and recommendations [Letter to the Editor]. Journal of Urology, 2003, 
169, 2306. 

124



21 

 

Bradley, S. J., and Zucker, K. J. [Letter to the Editor]. Journal of the American Academy of 
Child and Adolescent Psychiatry, 2003, 42, 266-268.  

Zucker, K. J., and Bradley, S. J. Adoption in boys with gender identity disorder [Letter to the 
Editor]. Journal of the American Academy of Child and Adolescent Psychiatry, 2003, 42, 
622.  

Zucker, K. J., Bradley, S. J., Ben-Dat, D. N., Ho, C., Johnson, L., and Owen, A. 
Psychopathology in the parents of boys with gender identity disorder [Letter to the 
Editor]. Journal of the American Academy of Child and Adolescent Psychiatry, 2003, 42, 
2-4. 

Zucker, K. J. Re: Sexual Behaviors, Sexual Orientation and Gender Identity in Adult 
Intersexuals: A Pilot Study [Letter to the Editor]. Journal of Urology, 2002, 168, 1507. 

Bradley, S. J., and Zucker, K. J. [Letter to the Editor]. Journal of the American Academy of 
Child and Adolescent Psychiatry, 1999, 38, 640. 

Zucker, K. J. Gender identity disorder in the DSM-IV [Letter to the Editor]. Journal of Sex &
 Marital Therapy, 1999, 25, 5-9.  
Bradley, S. J., and Zucker, K. J. Gender identity disorder [Letter to the Editor]. Journal of the
 American Academy of Child and Adolescent Psychiatry, 1998, 37, 244-245.  
Zucker, K. A correction [Letter to the Editor]. Contemporary Psychology, 1998, 43, 375. 
Zucker, K. J. [Letter to the Editor]. NARTH Bulletin, 1997, 5(2), 31. 
Zucker, K. J. [Letter to the Editor]. Archives of Sexual Behavior, 1997, 26, 671-672. 
Zucker, K. J. Sexism and heterosexism in the Diagnostic Interview for Borderline Patients? 

[Letter to the Editor]. American Journal of Psychiatry, 1996, 153, 966.  
 
Editorials 
Zucker, K. J., and Suschinsky, K. LIII(X) [Editorial]. Archives of Sexual Behavior, 2024, 53, 1-

7. 
Zucker, K. J. Archives at 50 years [Editorial]. Archives of Sexual Behavior, 2021, 50, 1-6.  
Mustanski, B., Vilain, E., Dworkin, S. L., Suschinsky, K. D., and Zucker, K. J. COVID-19 and 

the International Academy of Sex Research: We will be back [Editorial]. Archives of 
Sexual Behavior, 2020, 49, 1401.Zucker, K. J. Sex/gender research and meta-analysis 
[Editorial]. Archives of Sexual Behavior, 2020, 49, 365-366. 

Zucker, K. J. The 2020s: The next decade for the Archives of Sexual Behavior [Editorial]. 
Archives of Sexual Behavior, 2020, 49, 1-12. 

Zucker, K. J. Sex/gender/sexual science research 24-7 [Editorial]. Archives of Sexual Behavior, 
2018, 47, 833-846. 

Vasey, P. L., & Zucker, K. J. Target article feature [Editorial]. Archives of Sexual Behavior, 
2016, 45, 767.  

Zucker, K. J. Halfway to 90 [Editorial]. Archives of Sexual Behavior, 2017, 46, 1. 
Zucker, K. J. Call for Commentaries on Winter, De Cuypere, Green, Kane, and Knudson (2016) 

[Editorial]. Archives of Sexual Behavior, 2016, 45, 1877-1878. 
Zucker, K. J. 2 or 5? [Editorial]. Archives of Sexual Behavior, 2016, 45, 1279-1288. 
Zucker, K. J. Comment on “The Role of Selection Effects in the Contact Hypothesis: Results 

from a U.S. National Survey on Sexual Prejudice” by Loehr, Doan, and Miller (2015) 
[Editorial]. Archives of Sexual Behavior, 2015, 44, 2101. 

Zucker, K. J. Call for commentaries on van Anders (2015) [Editorial]. Archives of Sexual 
Behavior, 2015, 44, 1085. 

125



22 

 

Zucker, K. J. HIV/AIDS: International behavioral research [Editorial]. Archives of Sexual 
Behavior, 2015, 44, 265. 

Zucker, K. J. The International Academy of Sex Research: 40 years on [Editorial]. Archives of 
Sexual Behavior, 2014, 43, 1-2. 

Zucker, K. J. DSM-5: Call for commentaries on Gender Dysphoria, Sexual Dysfunctions, and 
Paraphilic Disorders [Editorial]. Archives of Sexual Behavior, 2013, 42, 669-674.  

Zucker, K. J. The Impact Factor: Just the facts [Editorial]. Archives of Sexual Behavior, 2013, 
42, 511-514. 

Zucker, K. J. Late-onset growing pains [Editorial]. Archives of Sexual Behavior, 2012, 41, 1-4. 
Zucker, K. J. The Archives of Sexual Behavior: 40 years on [Editorial]. Archives of Sexual
 Behavior, 2011, 40, 1-4.  
Zucker, K. J. Reports from the DSM-V Work Group on Sexual and Gender Identity Disorders 

[Editorial]. Archives of Sexual Behavior, 2010, 39, 217-220. 
Zucker, K. J., and Cantor, J. M. Cruising: Impact factor data [Editorial]. Archives of Sexual 
 Behavior, 2009, 38, 878-882. 
Zucker, K. J. On the “natural history” of gender identity disorder in children [Editorial]. Journal
 of the American Academy of Child and Adolescent Psychiatry, 2008, 47, 1361-1363. 
Zucker, K. J. Introduction to Dreger (2008) and peer commentaries [Editorial]. Archives of
 Sexual Behavior, 2008, 37, 365. 
Zucker, K. J., and Cantor, J. M. The Archives in the era of online first ahead of print [Editorial]. 

Archives of Sexual Behavior, 2008, 37, 512-516.  
Zucker, K. J. Sexology and epidemiology [Editorial]. Archives of Sexual Behavior, 2007, 36, 1-

3. 
Zucker, K. J., and Cantor, J. M. The impact factor: The Archives breaks from the pack 

[Editorial]. Archives of Sexual Behavior, 2006, 35, 7-9. 
Zucker, K. J., and Cantor, J. M. The impact factor: "Goin' up" [Editorial]. Archives of Sexual 

Behavior, 2005, 34, 7-9. 
Zucker, K. J. Global sexology [Editorial]. Archives of Sexual Behavior, 2003, 32, 297.  
Zucker, K. J. The politics and science of "reparative therapy" [Editorial]. Archives of Sexual
 Behavior, 2003, 32, 399-402. 
Zucker, K. J., and Cantor, J. M. The numbers game: The impact factor and all that jazz 

[Editorial]. Archives of Sexual Behavior, 2003, 32, 3-5.  
Zucker, K. J. Introduction to the special section on pedophilia: Concepts and controversy. 
 Archives of Sexual Behavior, 2002, 31, 465. 
Zucker, K. J. From the Editor's desk: Receiving the torch in the era of sexology's renaissance. 

Archives of Sexual Behavior, 2002, 31, 1-6. 
 
Book Reviews 
Zucker, K. J. Review of A Guide to America's Sex Laws by R. A. Posner and K. B. Silbaugh. 

Archives of Sexual Behavior, 2000, 29, 300-301. 
Zucker, K. J. Review of Handbook of Sexuality-Related Measures by C. M. Davis, W. L. 

Yarber, R. Bauserman, G. Schreer, and S. L. Davis. Archives of Sexual Behavior, 2000, 
29, 301. 

Zucker, K. J. Introduction to the Special Issue of Book Reviews. Archives of Sexual Behavior, 
1999, 28, 379-380.  

126



23 

 

Zucker, K. J. Meditations on gay pride [Review of Gay and lesbian youth: Expressions of 
 identity by R. C. Savin-Williams]. Contemporary Psychology, 1994, 39, 285-287. 
Hoenig, J., and Zucker, K. J. Review of Pranatal wirksame Hormone und 

Verhaltensmerkmalevon Patientinnen mit den beiden klassichen Varianten des 21-
Hydroxylase-Defektes [Prenatally acting hormones and behavioral characteristics of 
patients with the two classical variants of 21-hydroxylase deficiency] by R. W. Dittmann. 
Archives of Sexual Behavior, 1992, 21, 608-610. 

Zucker, K. J. Review of The "Sissy Boy Syndrome" and the Development of Homosexuality by 
R. Green. Contemporary Psychology, 1988, 33, 197-199. [Reprinted in Society for Sex 
Therapy and Research Newsletter, 1988, 6(4).] 

Zucker, K. J. Review of Female-to-Male Transsexualism: Historical, Clinical, and Theoretical
 Issues by L. M. Lothstein. Archives of Sexual Behavior, 1985, 14, 377-381. 
Zucker, K. J. Review of Growing Up Straight: What Every Family Should Know About 
 Homosexuality and Shaping Your Child's Sexual Identity by G. A. Rekers. Archives of
 Sexual Behavior, 1984, 13, 387-390. 
 
Abstracts 
Zucker, K. J., Allin, S., Babul-Hirji, R., Bradley, S. J., Chitayat, D., Khoury, A. E., McLorie, G. 

A., Neilson, B., Owen, A., and Wherrett, D. Assessment of gender identity and gender 
role behavior: A comparison of girls with gender identity disorder, girls exposed 
prenatally to gender-atypical levels of androgens, and control girls. The Endocrinologist, 
2003, 13, 291. 

 
Edited Work 
Contributing Section Editor on Gender and Sex Role Development (pp. 173-176) and Problems 

of Sexual Identification (pp. 219-222). In I. Berlin (Ed)., Bibliography for training in 
child and adolescent mental health: For training in child psychiatry, child psychology, 
social work, and child and adolescent psychiatric nursing. Albuquerque, NM: University 
of New Mexico Press, 1991. 

Consultant, Section on Gender Identity Issues (pp. 255-260). In M. Wolraich (Ed.), The 
classification of child and adolescent mental diagnoses in primary care. Diagnostic and 
statistical manual for primary care (DSM-PC) child and adolescent version. Elk Grove 
Village, IL: American Academy of Pediatrics, 1996. 

 
Contracted/Invited Work 
Zucker, K. J. What is the best therapeutic care for children and youth with gender identity 

issues? crosscurrents, 2007(Summer), 10(4), 20. 
Schneider, M., Bockting, W. O., Ehrbar, R. D., Lawrence, A. A., Rachlin, K. L., & Zucker, K. J. 
 (2006). Answers to your questions about transgender individuals and gender identity 
 [Brochure]. Washington, DC: American Psychological Association. 
Zucker, K. Gender identity disorder in children. MEDICINE North America, 1994, 17, 373-375. 
Zucker, K. J., and Abramovitch, R. Effects of father-absence on children's psychological 
 development. The Child in the City Project, University of Toronto, 1981. 
Finegan, J. K., Doering, R. W., Bradley, S. J., Zucker, K. J., and Gonda, G. M. Atypical gender 

behavior in young children. Orbit, 1979, 10(5), 12-13. 
 

127



24 

 

Manuscripts Under Review 
 
Kozlowska, K., Ambler, G. R., Dechêne, S., Cruz Almaraz, M., Eliacheff, C., Entwistle, K., 

Esteva de Antonio, I., Gomez, E., Hofman, P., Hunter, P., Kaltiala, R., Koener, B., 
Landén, M., Ledrait, A., Maguire, A. M., Masson, C., O’Malley, S., Ryan, H., Wæhre, 
A., Williamson, C., J. Zucker, K. J., and Scher, S. Evolving national guidelines for the 
treatment of children and adolescents with gender dysphoria: International perspectives. 
Manuscript submitted for publication, September 2023. 

Zucker, K. J. Gender dysphoria in children and adolescents: A narrative review. Manuscript 
submitted for publication, December 2022.   

 
Convention Presentations (unpublished) 
 
Skorska, M. N., Lobaugh, N. J., Lombardo, M. V., Chavez, S., Thurston, L. T., Zucker, K. J., 

Chakravarty, M. M., Aitken, M., Lai, M.-C., and VanderLaan, D. P. Functional 
connectivity in adolescents assigned female at birth who experience gender dysphoria. 
Poster presented at the Organization for Human Brain Mapping Annual Meeting, 
Glasgow, Scotland, June 2022. 

Zucker, K. J. The changing face of adolescent gender dysphoria (1976-2022). In The 
management of adolescent-onset transgender identity: Should “best practices” change?  
(Chair: S. B. Levine), American Psychiatric Association, New Orleans, Louisiana, May 
2022.                         

Thurston, L. T., Chavez, S., Skorska, M. N., Lobaugh, N. J., Zucker, K. J., Chakravarty, M. M., 
Lai, M.-C., and VanderLaan, D. P. Sex/gender- and age-related differences in white 
matter microstructure in adolescents. Canadian Sex Research Forum (virtual), October 
2021. 

Skorska, M. N., Devenyi, G. A., Lobaugh, N. J., Chavez, S., Zucker, K. J., Lai, M.-C., 
Chakravarty, M. M., and VanderLaan, D. P. Brain cortical thickness and surface area in 
adolescents who experience gender dysphoria: A preliminary analysis. Canadian Sex 
Research Forum Conference (virtual), October 2020. 

Skorska, M. N., Lobaugh, N. J., Devenyi, G. A., Chavez, S., Zucker, K. J., Lai, M.-C., 
Chakravarty, M. M., and VanderLaan, D. P. Surface area and cortical thickness in 
adolescents who experience gender dysphoria and the association with sexual orientation. 
International Academy of Sex Research (virtual), July 2020. 

Zucker, K. J. Gender identity formation: The need for new theorizing. World Association for 
Sexual Health, Mexico City, Mexico, October 2019. 

Zucker, K. J. Gender dysphoria in children and adolescents: Contemporary clinical issues. 
World Association for Sexual Health, Mexico City, Mexico, October 2019. 

Zucker, K. J. Gender dysphoria, gender variance, and social experiments of nurture. Society for 
Sex Therapy and Research, Toronto, May 2019. 

de Graaf, N. M., Steensma, T. D., Carmichael, P., Cohen-Kettenis, P. T., de Vries, A. L. C., 
Kreukels, B. P. C., VanderLaan, D. P., and Zucker, K. J. Suicidality in adolescents 
diagnosed with gender dysphoria: A cross-national, cross-clinic comparative analysis. 
European Professional Association for Transgender Health, Rome, Italy, April 2019. 

Zucker, K. J., and Aitken, M. Sex ratio of transgender adolescents: A meta-analysis. European 
Professional Association for Transgender Health, Rome, Italy, April 2019; Canadian Sex 

128



25 

 

Research Forum, Toronto, October 2018; Society for the Scientific Study of Sexuality, 
Montreal, Quebec, November 2018; International Academy of Sex Research, Madrid, 
Spain, July 2019; The Puzzle of Sexual Orientation Conference, Lethbridge, Alberta, 
August 2023. 

Skorska, M. N., van Bruggen, N., Lobaugh, N. J., Patel, R., Bedford, S., Devenyi, G., Keerthi, 
P., Chavez, S., Zucker, K. J., Lai, M.-C., Chakravarty, M. M., and VanderLaan, D. P. 

 Surface area and cortical volume in adolescents who experience gender dysphoria: A 
preliminary analysis of the relation to sexual orientation. International Academy of Sex 
Research, Madrid, Spain, 2018. 

Zucker, K. J. Persistence and desistance of children with gender dysphoria. In Activism vs. 
science in the treatment of gender dysphoria (Chair: J. M. Bailey), International Academy 
of Sex Research, Charleston, South Carolina, July 2017. 

Steensma, T. D., Cohen-Kettenis, P. T., VanderLaan, D. P., and Zucker, K. J. Self-harm and 
suicidality in Dutch children referred for gender dysphoria. European Professional 
Association for Transgender Health, Belgrade, Serbia, April 2017. 

Zucker, K. J. (Moderator). ICD-11 Panel Discussion. Society for Sex Therapy and Research, 
Montreal, April 2017. 

Zucker, K. J. Suicidality in children and adolescents with gender dysphoria. Society for Sex 
Therapy and Research, Montreal, April 2017. 

Zucker, K. J., and Steensma, T. D. Gender trouble: Item 110 on the Child Behavior Checklist 
and Youth Self-Report. European Professional Association for Transgender Health, 
Belgrade, Serbia, April 2017; International Academy of Sex Research, Charleston, South 
Carolina, July 2017. 

Zucker, K. J. Gender variations during childhood. In Development of gender variations: Features 
and factors (Chair: H. F. L. Meyer-Bahlburg), U.S. Professional Association for 
Transgender Health, Los Angeles, February 2017. 

Zucker, K. J. Persistence and desistence in children and adolescents with gender variance: A 
comparative-developmental perspective. In Transgender Identities Emerging During 
Adolescents’ Struggles with Mental Health Problems (Chair: M. Sevlever). American 
Academy of Child and Adolescent Psychiatry, New York, October 2016. 

Steensma, T. D., VanderLaan, D. P., Kreukels, B. P. C., and Zucker, K. J. Self-harm and 
suicidality in a Dutch sample of children referred for gender dysphoria. Gender 
Development Research Conference, San Francisco, October 2016. 

Zucker, K. J. The clinical practitioner’s perspective. In Gender laws: The case of trans* children 
and adolescents (Chair: H. F. L. Meyer-Bahlburg). World Professional Association for 
Transgender Health, Amsterdam, the Netherlands, June 2016. 

Zucker, K. J. Gender incongruence in childhood and The International Classification of 
Diseases-11th revision: A developmental perspective. In Gender Identity Variations of 
Childhood and Psychiatry: The International Classification of Diseases 11th Revision 
Controversy (Chair: H. F. L. Meyer-Bahlburg). American Academy of Child and 
Adolescent Psychiatry, San Antonio, October 2015. 

VanderLaan, D. P., Lobaugh, N. J., Chakravarty, M. M., Patel, R., Chavez, S., Stojanovski, S.,  
Tagaki, A., Hughes, S. K., Wasserman, L., Bain, J., Cantor, J. M., and Zucker, K. J. The 
neurohormonal hypothesis of gender dysphoria: Preliminary evidence of cortical surface 
area differences in adolescent natal females. International Academy of Sex Research, 
Toronto, August 2015. 

129



26 

 

Zucker, K. J., Leef, J. H., Wood, H., Hughes, S. K., Wasserman, L., and VanderLaan, D. P.  
LinkedIn? On the relation between gender dysphoria and traits of autism spectrum 
disorder in children. International Academy of Sex Research, Toronto, August 2015. 

Bogaert, A. F., Skorska, M., Wang, C., Gabrie, J., Zucker, K., VanderLaan, D. P., and 
Blanchard, R. A test of the maternal immune hypothesis of men’s sexual orientation. 
Puzzle of Sexual Orientation Conference, Lethbridge, Alberta, July 2015. 

VanderLaan, D. P., Leef, J. H., Wood, H., Hughes, S. K., and Zucker, K. J. Recent progress in 
establishing and explaining the link between gender dysphoria and autism spectrum 
disorder in children. Puzzle of Sexual Orientation Conference, Lethbridge, Alberta, July 
2015. 

Zucker, K. J. Gender incongruence in childhood: A developmental perspective. In P. Carmichael 
(Chair), Ongoing debates. European Professional Association for Transgender Health, 
Ghent, Belgium, March 2015. 

Zucker, K. J. A developmental, biopsychosocial treatment model for children with gender 
dysphoria. In J. Drescher and W. Byne (Chairs), Symposium on Controversies in the 
Treatment of Transgender Children and Adolescents. American Psychiatric Association, 
New York, May 2014. 

Zucker, K. J. Sexual and gender identity disorders. In D. A. Regier and D. J. Kupfer (Chairs), 
DSM-5: What You Need to Know. American Psychiatric Association, New York, May 
2014. 

Zucker, K. J. Gender identity differentiation in girls with or without a disorder of sex 
development. In E. Vilain and A. P. Arnold (Chairs), Differences in Gender 
Development: What Have We Learned from Patients with DSD? Organization for the 
Scientific Study of Sex Differences, Minneapolis, April 2014. 

Zucker, K. J. Prevalence and correlates of suicidality in clinic-referred adolescents with gender 
dysphoria: A cross-national, cross-clinic comparative analysis. World Professional 
Association for Transgender Health, Bangkok, Thailand, February 2014. 

Zucker, K. J. Gender dysphoria and DSM-5. World Professional Association for Transgender 
Health, Bangkok, Thailand, February 2014. 

VanderLaan, D. P., Singh, D., and Zucker, K. J. Childhood separation anxiety in gender 
dysphoric boys and sexual orientation at follow-up: Implications for the minority stress 
hypothesis. International Academy of Sex Research, Chicago, August 2013. 

Zucker, K. J. Developmental trajectories of children with gender identity disorder. In S. B. 
Levine (Chair), Symposium on Trends, Uncertainties, and Controversies in the Treatment 
of the Transgendered. American Psychiatric Association, San Francisco, May 2013. 

Zucker, K. J. Has the DSM-5 (partially) depathologized pedophilic disorder? In K. J. Zucker 
(Chair), Report of the DSM-5 Sexual and Gender Identity Disorders Work Group. 
American Psychiatric Association, San Francisco, May 2013. 

Zucker, K. J. Towards DSM-5: What’s changing for children and adolescents? International 
Association for Child and Adolescent Psychiatry and Allied Professions. Paris, France, 
July 2012. 

Zucker, K. J. Developmental trajectories of children with Gender Identity Disorder. International 
Association for Child and Adolescent Psychiatry and Allied Professions.  
Paris, France, July 2012. 

Zucker, K. J. Key recommendations from the DSM-5 Sexual and Gender Identity Disorders 
Workgroup. In D. A. Regier and D. J. Kupfer (Chairs), The Future of Psychiatric 

130



27 

 

Diagnosis: Updates on the Proposed Diagnostic Criteria for DSM-5 (Part III). American 
Psychiatric Association, Philadelphia, May 2012. 

Zucker, K. J. DSM-5: Specific issues. World Professional Association for Transgender Health, 
Atlanta, September 2011. 

Zucker, K. J. Long-term outcome of boys with gender identity disorder. World Professional 
Association for Transgender Health, Atlanta, September 2011. 

Zucker, K. J. A twin study of 25 children with gender identity disorder. World Professional 
Association for Transgender Health, Atlanta, September 2011. 

Zucker, K. J. Symposium on Gender Identity Disorder in Children and Adolescents: Theoretical 
and Empirical Advances (Chair). Joint meeting of the American Academy of Child and 
Adolescent Psychiatry and the Canadian Academy of Child and Adolescent Psychiatry, 
Toronto, October 2011. 

Zucker, K. J. and Neilson, B. Cultural factors in the clinical management of patients with 
disorders of sex development. In V. A. Rosario (Chair), Symposium on Intersex Mental 
Health. Joint meeting of the American Academy of Child and Adolescent Psychiatry and 
the Canadian Academy of Child and Adolescent Psychiatry, Toronto, October 2011. 

Zucker, K. J. Reflections on the “disorder vs. variance” debate in gender incongruent children 
and adolescents. In H. F. L. Meyer-Bahlburg (Chair), Symposium on Gender-related 
identities as mental disorders? Society for the Scientific Study of Sexuality, Las Vegas, 
NV, November 2010. 

Zucker, K. J. An empirical analysis of the diagnostic criteria for gender identity disorder. In K. J. 
Zucker (Chair), Symposium on Gender identity disorder and the DSM-5: An update. 
American Academy of Child and Adolescent Psychiatry, New York, October 2010. 

Zucker, K. J. Key recommendations from the DSM-5 Sexual and Gender Identity Disorders 
Workgroup. In D. A. Regier (Chair), Symposium on DSM-5 Update Series Part I: 
Reports from the Work Groups. American Psychiatric Association, New Orleans, LA, 
May 2010. 

Zucker, K. J. History of gender identity disorder and developmental trajectories in children. In T. 
Mazur (Chair), Symposium on Gender Dysphoria in youth: Diagnosis, management, and 
follow-up data from a developmental perspective. Lawson Wilkins Pediatric Endocrine 
Society, Vancouver, BC, May 2010. 

Singh, D., Bradley, S. J., and Zucker, K. J. A follow-up study of boys with gender identity 
disorder. Gender Development Research Conference, San Francisco, April 2010. 

Zucker, K. J., Bradley, S. J., Owen-Anderson, A., and Singh, D. A parent-report Gender 
Identity/Gender Role Questionnaire for Adolescents. Gender Development Research 
Conference, San Francisco, April 2010. 

Zucker, K. J. Introduction. Symposium on DSM-V: The sexual dysfunctions. Society for Sex 
Therapy and Research, Boston, April 2010.  

Zucker, K. J. Beyond gender identity: Quality of life in disorders of sex development. 2nd World 
Conference, Hormonal and Genetic Basis of Sexual Differentiation Disorders and Hot 
Topics in Endocrinology, Miami Beach, Florida, January 2010. 

Zucker, K. J. Towards DSM-V: An overview. In K. J. Zucker (Chair), What’s New (Or Ought to 
be New) in DSM-V? New Perspectives on Female Sexual Problems (Symposium). 
International Academy of Sex Research, San Juan, Puerto Rico, August 2009. 

131



28 

 

Leroux, A., and Zucker, K. J. Do children with gender identity disorder have an in-group or an 
out-group gender-based bias? World Professional Association for Transgender Health, 
Oslo, Norway, June 2009. 

Zucker, K. J. Introduction. In K. J. Zucker (Chair), Provisional Report by the DSM-V Sexual and 
Gender Identity Disorders Workgroup. Society for Sex Therapy and Research, Arlington, 
VA, April 2009. 

Zucker, K. J. The DSM diagnostic criteria for gender identity disorder in children. In K. J. 
Zucker (Chair), Provisional Report by the DSM-V Sexual and Gender Identity Disorders 
Workgroup. Society for Sex Therapy and Research, Arlington, VA, April 2009. 

Zucker, K. J. Associated psychopathology in children and adolescents with gender identity 
disorder. In H. F. L. Meyer-Bahlburg (Chair), From Mental Disorder to Iatrogenic 
Hypogonadism: Dilemmas in Conceptualizing Gender Identity Disorder (GID) as a 
Psychiatric Condition (Symposium). American Academy of Child and Adolescent 
Psychiatry, Chicago, October 2008.  

Wherrett, D., Neilsen, B., Bradley, S. J., Zucker, K. J. and the Multidisciplinary Urogenital 
(MUG) Clinic Team. Behavior problems in children with disorders of sex development. 
Paper presented at the World Professional Association for Transgender Health, Chicago, 
September 2007. 

Zucker, K. J., Owen-Anderson, A., and Bradley, S. J. The Recalled Childhood Gender 
Identity/Gender Role Questionnaire: A comparative study of adolescents with gender 
identity disorder and transvestic fetishism. Paper presented at the World Professional 
Association for Transgender Health, Chicago, September 2007. 

Dawood, K., Sanders, A. R., and Zucker, K. J. Familial aspects of gender identity disorder in 
boys. Poster presented at the International Academy of Sex Research, Vancouver, BC, 
August 2007.  

Zucker, K. J. The development of sexual orientation in women: Lessons learned from diverse 
populations. In S. Berenbaum (Chair), Biopsychology of sexual orientation. Society for 
Behavioral Neuroendocrinology, Pacific Grove, CA, June 2007. 

Gedrose, B., Zucker, K. J., Fairbrother, C., and Bertollo, J. “Is it better to be a boy or a girl”? 
Qualitative responses of children with gender identity disorder. Poster presented at the 
International Academy of Sex Research, Amsterdam, The Netherlands, July 2006.  

Zucker, K. J. Do girls with gender identity disorder have a natural history? Presidential address, 
International Academy of Sex Research, Amsterdam, The Netherlands, July 2006. 

Zucker, K. J. Is there a best practice for the treatment of children with gender identity disorder? 
Paper presented at the meeting of the Canadian Academy of Child and Adolescent 
Psychiatry, Toronto, November 2006. 

Zucker, K. J. Predictors of psychopathology in boys with gender identity disorder. In S. J. 
Bradley (Chair), Gender Identity Disorder in Children and Adolescents. (Institute). 
American Academy of Child and Adolescent Psychiatry and Canadian Academy of Child 
Psychiatry, Toronto, October 2005.  

Zucker, K. J. Reforming the DSM criteria for gender identity disorder. In S. J. Bradley (Chair), 
Gender Identity Disorder in Children and Adolescents. (Institute). American Academy of 
Child and Adolescent Psychiatry and Canadian Academy of Child Psychiatry, Toronto, 
October 2005. 

Zucker, K. J. Psychological perspectives. Paper presented at the Harry Benjamin International 
Gender Dysphoria Association, Bologna, Italy, April 2005.  

132



29 

 

Zucker, K. J., Lambert, S., Bradley, S. J., and Owen-Anderson, A. Risk factors for general 
behavior problems in boys with gender identity disorder. Paper presented at the Harry 
Benjamin International Gender Dysphoria Association, Bologna, Italy, April 2005.  

Zucker, K. J. Debating DSM. Paper presented at the Harry Benjamin International Gender  
Dysphoria Association, Gent, Belgium, September 2003.   

Zucker, K. J. Persistence and desistance of gender identity disorder in children [Discussant].  
Harry Benjamin International Gender Dysphoria Association, Gent, Belgium, September 
2003.  

Connolly, P. H., Blanchard, R., and Zucker, K. J. Birth order in transgendered males from 
Polynesia. Poster presented at the International Academy of Sex Research, Bloomington, 
Indiana, July 2003.  

Zucker, K. J. Gender-related behavior in girls with or without somatic intersexuality. 
International Academy of Sex Research, Bloomington, Indiana, July 2003; International 
Conference on Behavioral Development: Biological Basis of Sexual Orientation and Sex-
Typical Behavior, Minot, North Dakota, August 2005.  

Zucker, K. J., Do parents of newborns with physical intersex conditions show symptoms 
analogous to post-traumatic stress disorder? Society for Sex Therapy and Research, 
March 2003, Miami Beach, Florida. 

Zucker, K. J. Discussant. In N. Donson (Chair), Contributions from child psychoanalysis: 
Treatment of gender identity disorders. American Academy of Child and Adolescent 
Psychiatry, New York, New York, October 2000. 

Zucker, K. J. Is there a biological diathesis for gender identity disorder in boys? Paper presented 
at the Harry Benjamin International Gender Dysphoria Association, London, England, 
August 1999. 

Zucker, K. J. Gender identity issues in children and adolescents. Paper presented at the Harry 
Benjamin International Gender Dysphoria Association, London, England, August 1999. 

Birkenfeld-Adams, A., Zucker, K. J., and Bradley, S. J. Boys with gender identity disorder: 
Signs of separation anxiety and distress. Poster presented at the Second International 
Conference on Attachment & Psychopathology, Toronto, Ontario, October 1998. 

Birkenfeld-Adams, A., Zucker, K. J., and Bradley, S. J. Quality of attachment in young boys 
with gender identity disorder. Poster presented at the Second International Conference on 
Attachment & Psychopathology, Toronto, Ontario, October 1998. 

Fridell, S. R., Zucker, K. J., Schneider, B. S., and Bradley, S. J. Playmate choices and social 
skills of boys with gender identity disorder. International Academy of Sex Research, 
Sirmione, Italy, June 1998. 

Zucker, K. J. Gender identity disorder in children: Therapeutic and ethical considerations. 
American Academy of Child and Adolescent Psychiatry/Canadian Academy of Child 
Psychiatry, Toronto, October 1997. 

Bradley, S. J., and Zucker, K. J. Gender-dysphoric adolescents: How are they different from 
gender-dysphoric children? American Academy of Child and Adolescent Psychiatry/ 
Canadian Academy of Child Psychiatry, Toronto, October 1997. 

Zucker, K. J. Development of gender identity and sexual orientation in children and adults. In B. 
A. Gladue (Chair), Current directions in sex research. American Psychological 
Association, Toronto, August 1996. 

Zucker, K. J. Pathological gender mourning in mothers of boys with gender identity disorder:  

133



30 

 

 Clinical evidence and some psychocultural hypotheses. Society for Sex Therapy and 
 Research, Miami Beach, Florida, March 1996. 
Smith, M., Kuksis, M., Zucker, K. J., and Beitchman, J. H. Cognitive profile and 

psychopathology in children admitted to psychiatric day treatment: A comparison to 
outpatient and normal controls. International Society for Research in Child and 
Adolescent Psychopathology, Santa Monica, California, January 1996. 

Zucker, K. J. Childhood sex-typed behavior and sexual orientation. In K. J. Zucker (Chair), 
Developmental aspects of sexual orientation. Society for Research in Child Development, 
Indianapolis, Indiana, March 1995. 

Zucker, K. J. Discussant. In C. J. Patterson (Chair), Sexual orientation, children and families: 
Current issues in research. Society for Research in Child Development, Indianapolis, 
Indiana, March 1995. 

Zucker, K. J. Treating childhood gender disorders. In S. Althof (Moderator), Treating sexual 
problems in the 2000s: Where are we now? Where are we going? Society for Sex 
Therapy and Research, New York, March 1995. 

Zucker, K. J. Child characteristics and familial correlates of gender identity disorder. In S. J. 
Bradley (Chair), Gender identity disorder: Recent research and approaches to treatment. 
(Institute). American Academy of Child and Adolescent Psychiatry, New York, October 
1994. 

Zucker, K. J., Bradley, S. J., Lowry Sullivan, C. B., Mitchell, J. N., and Birkenfeld-Adams, A. 
Psychopathology in boys with gender identity disorder: Patterns and correlates. Society 
for Research in Child and Adolescent Psychopathology, London, England, June 1994; 
International Academy of Sex Research, Edinburgh, Scotland, June 1994; American 
Academy of Child and Adolescent Psychiatry, New York, October 1994. 

Zucker, K. J. Towards DSM-IV. Thirteenth International Symposium on Gender Dysphoria, 
New York, New York, October 1993. 

Zucker, K. J., Kuksis, M., and Beitchman, J. H. Assessment of children in psychiatric day-
treatment: A comparison to outpatient and normal controls. Third Conference on 
Challenge and Change in Childhood Psychopathology. Children's Day Treatment: 
Interventions and Trends, Toronto, May 1993. 

Zucker, K. J. Should the gender identity disorder of childhood be retained in DSM-V? Society 
for Sex Therapy and Research, Montreal, Quebec, March 1992. 

Grimshaw, G., Zucker, K. J., Bradley, S. J., Lowry, C. B., and Mitchell, J. N. Verbal and spatial 
ability in boys with gender identity disorder. International Academy of Sex Research, 
Barrie, Ontario, August 1991. 

Maing, D. M., da Costa, G. A., and Zucker, K. J. Patterns of psychopathology in sexually abused 
girls: A comparison to clinic and nonclinic control girls. International Academy of Sex 
Research, Barrie, Ontario, August 1991; Society for Research in Child and Adolescent 
Psychopathology, Sarasota, Florida, February 1992.  

Tkachuk, J., and Zucker, K. J. The relation among sexual orientation, spatial ability, handedness, 
and recalled childhood gender identity in women and men. International Academy of Sex 
Research, Barrie, Ontario, August 1991. 

Zucker, K. J. Contributions of developmental psychology and psychopathology to the 
understanding of children with gender identity disorder. Symposium on Psychosexual 
Development  (Chair: K. J. Zucker), World Congress for Sexology, Amsterdam, The 
Netherlands, June 1991. 

134



31 

 

Zucker, K. J. (Chair). Principles of and experiences in the treatment of children with gender 
identity disorder. Symposium presented at the Canadian Academy of Child Psychiatry, 
Toronto, September 1990. 

Zucker, K. J. Can "erotic preference" be measured in children? II. Effects of increasing the 
salience of the putative erotic stimuli. International Academy of Sex Research, Sigtuna, 
Sweden, August 1990. 

Zucker, K. J. Assessment and diagnosis of children with gender identity disorder. In S. J. 
Bradley (Chair), Psychosexual disorders in children and adolescents (Institute). American 
Academy of Child Psychiatry, New York, October 1989. 

Zucker, K. J., and Bradley, S. J. Follow-up studies on children and adolescents with gender 
dysphoria. Eleventh International Symposium on Gender Dysphoria, Cleveland, 
September 1989. 

Zucker, K. J. Can "erotic preference" be measured in children? Symposium on Sexual Behavior 
and Eroticism in Childhood (Organizer and Chair, K. J. Zucker). International Academy 
of Sex Research, Princeton, June 1989. 

Zucker, K. J. Can "erotic preference" be measured in children? Nags Head Conference on Sex 
and Gender, Kill Devil Hills, North Carolina, May 1989. 

Zucker, K. J. Girls with the gender identity disorder of childhood. Society for Sex Therapy and 
Research, Tucson, March 1989. 

Zucker, K. J., and Bradley, S. J. Gender identity and sexual orientation in cross-gender-identified 
children: A follow-up in adolescence. Society for Research in Child and Adolescent 
Psychopathology, Miami Beach, February 1989. 

Zucker, K. J. Clinical management of children with gender identity disorder. American 
Psychiatric Association, Montreal, May 1988. 

Zucker, K. J., and Bradley, S. J. Patterns of temperament in cross-gender-identified children. 
Child Psychiatry Day, Hospital for Sick Children, Toronto, February 1988. 

Zucker, K. J., Bradley, S. J., Lowry, C. B., and Sackin, H. D. (Symposium) Gender identity 
disorders in children and adolescents: Research and treatment issues. Canadian Academy 
of Child Psychiatry, London, Ontario, September 1987. 

Zucker, K. J., and Bradley, S. J. Parent-report of psychopathology in cross-gender-identified 
boys. International Academy of Sex Research, Tutzing, West Germany, June 1987. 

Zucker, K. J. Therapeutic strategies with gender identity confused children. The 9th Annual 
Guelph Conference on Sexuality, Guelph, Ontario, June 1987. 

Zucker, K. J. The nature of eroticism in the child: Implications for child sexual abuse policy and 
research. Canadian Child Sexual Abuse Research Conference, Toronto, May 1987. 

Zucker, K. J. Eroticism and gender identity in children. Youthdale Psychiatric Crisis Service 
Conference on Sexual Abuse, Toronto, February 1987. 

Zucker, K. J., Bradley, S. J., and Gladding, J. A. A follow-up study of transsexual, transvestitic, 
homosexual, and "undifferentiated" adolescents. International Academy of Sex Research, 
Amsterdam, September 1986. 

Zucker, K. J. The relation between homosexuality and transsexualism in adolescence: A 
phenomenological perspective. American Academy of Child Psychiatry, Toronto, 
October 1984. 

Bradley, S. J., and Zucker, K. J. Gender-dysphoric adolescents: Presenting and developmental 
characteristics. American Academy of Child Psychiatry, Toronto, October 1984. 

135



32 

 

Zucker, K. J., Doering, R. W., Bradley, S. J., Lozinski, J. A., and Alon, N. Sex-typed fantasy 
play in cross-gender-identified children. Child Psychiatry Day, Toronto, March 1984; 
International Academy of Sex Research, Cambridge, England, September 1984. 

Zucker, K. J. Friendships in cross-gender-identified children. American Orthopsychiatric 
Association, Toronto, April 1984. 

Zucker, K. J., and Corter, C. M. Infants' use of sound in search for social objects. International 
Society for the Study of Behavioural Development, Toronto, August 1981. 

Zucker, K. J., and Corter, C. M. Infants' use of sound in search for mother during brief 
separation. Society for Research in Child Development, Boston, April 1981. 

Zucker, K. J., and Corter, C. M. Effects of differential experience on the infant's search for 
mother during brief separation. University of Waterloo Conference on Child 
Development, Waterloo, Ontario, May 1980. 

Zucker, K. J., and Corter, C. M. Selective visual search as an index of "person permanence." 
Eastern Psychological Association, Philadelphia, April 1979. 

Zucker, K. J., and Bradley, S. J. Core gender identity and psychological androgyny: Some 
theoretical considerations. Canadian Psychiatric Association, Saskatoon, Saskatchewan, 
September 1977. 

Zucker, K. J., and Milord, J. T. Attribution of responsibility for physical and psychological 
disease. Canadian Psychological Association, Vancouver, BC, June 1977. 

 
Student Supervision 
 
Ted Guloien, University of Guelph, Research Practicum, June-August 1982. 
Debra N. Wilson, Institute of Child Study, Research and Clinical Practicum, September 1982-

April 1984. 
Jodie Waisberg, University of Windsor, Clinical Practicum, May-August, 1983. 
Lorraine Skinner, University of Toronto, B.A. Thesis, 1984. 
Jodi A. Lozinski, Institute of Child Study, Clinical Practicum, May 1984-May 1985; M.A. thesis, 

Ontario Institute for Studies in Education, University of Toronto, 1988. 
Adele Goldberg, University of Toronto, B.A. Thesis, 1985. 
Anita Stern, University of Toronto, B.A. Thesis, 1985. 
Helen Torkos, University of Toronto, B.A. Thesis, 1985. 
Mark Whitehead, University of Toronto, B.A. Thesis, 1985. 
David Schwartzbain, York University, Clinical Practicum, April-August 1985. 
Janice Kurita, University of Toronto, B.A. Thesis, 1986. 
Deborah Leonoff, York University, Clinical Practicum, September 1985-August 1986. 
Dianne Maing, University of Windsor, Clinical Practicum, September 1985-May 1986. 
Myra Radzins (Kuksis), York University, Clinical Practicum, September 1986-August 1987. 
Kathy Hall, University of Toronto, B.A. Thesis, 1987. 
Deborah Cowman, York University, Clinical Practicum, September 1987-August 1988. 
Alison Niccols, York University, Applied Practicum, September 1987-December 1987. 
Erika Cassavia, University of Toronto, B.A. Thesis, 1988. 
Michelle Peterson-Badali, Ontario Institute for Studies in Education, Clinical Practicum, May-

August 1988. 
Jean Couitis, Ontario Institute for Studies in Education, Clinical Practicum, September 1988-

April 1989. 

136



33 

 

Cheryl Arnold, York University, Clinical Practicum, September 1989-April 1990. 
Janet N. Mitchell, Doctoral Dissertation Committee Member and Site Supervisor, York 

University, September 1988-November 1991. 
Karen Leitner, Ontario Institute for Studies in Education, Clinical Practicum, September 1989-

July 1990. 
Jan Tkachuk, University of Toronto, B.A. Thesis, 1990. 
Andrea Menezes, Drexell University, APA-CPA Intern, September 1991-August 1992. 
Sherry Maharaj, York University, Clinical Practicum, September 1991-April 1992. 
Shannon Stewart, York University, Clinical Practicum, February-May 1992. 
Kathy Short, University of British Columbia, APA-CPA Intern, September 1992-August 1993. 
Claudia Koshinsky Clipsham, York University, Clinical Practicum, September 1992-April 1993; 

September 1993-April 1994. 
Christina Garofano, University of Toronto, B.A. Thesis, 1993. 
Elizabeth Gilchrist, York University, Clinical Practicum, May-August, 1993. 
Sicily Tan, Ontario Institute for Studies in Education, Clinical Practicum, September 1993-

December 1993. 
Kathy Lawrence, Fuller Graduate School of Psychology, APA-CPA Intern, September 1993-

August 1994. 
Wendy Lewis, Clinical Practicum, University of Saskatchewan, May-August 1994. 
Patricia Peters, Concordia University, APA-CPA Intern, September 1994-August 1995. 
Patricia A. Title, Ontario Institute for Studies in Education, Clinical Practicum, September 1994-

April 1995; September 1997-April 1998. 
Sari R. Fridell, Ontario Institute for Studies in Education, Clinical Practicum, September 1994-

August 1996.  
Shauna Lightbody, University of Waterloo, Clinical Practicum, May-August 1995. 
Joanne Tilden, Concordia University, APA-CPA Intern, September 1995-August 1996. 
Marie Antoinette Galea, Adler School of Professional Psychology, Clinical Practicum, 

September 1995-August 1996. 
Stephanie A. McDermid, University of Toronto, B.A. Thesis, 1996. 
Christine Boisvert, University of Ottawa, APA-CPA Extern, September-November, 1996. 
Carol Root, Ontario Institute for Studies in Education, Clinical Practicum, September 1996-April 

1997.  
Nancy Cox, York University, Clinical Practicum, September 1996-April 1997.  
Mary Motz, York University, Clinical Practicum, September 1996-April 1997.  
Deborah A. Roth, University of Toronto, Clinical Practicum, May-August 1997. 
Joy Crabtree, Illinois School of Professional Psychology, APA-CPA Intern, September 1997-

August 1998. 
Revital Ben-Knaz, York University, Clinical Practicum, September 1997-April 1998; September 

1998-April 1999. 
Julie-Ann Baxter, Ontario Institute for Studies in Education, Clinical Practicum, September 

1997-April 1998. 
Diane Warling, Ontario Institute for Studies in Education, Clinical Practicum, September 1997-

April 1998. 
Rona S. Atlas, York University, Clinical Practicum, September 1998-August 1999. 
Ali Taradash, York University, Clinical Practicum, September 1998-April 1999; September 

1999-April 2000. 

137



34 

 

Genevieve Sauvageau, York University, Clinical Practicum, September 1998-April 1999. 
Karen Ghelani, Ontario Institute for Studies in Education, Clinical Practicum, September 1998-

April 1999. 
Loren E. McMaster, York University, APA-CPA Intern, September 1998-August 1999. 
Ana Cavacas, University of Toronto, B.A. Thesis, 1999. 
Nicole Beaulieu, University of Toronto, B.A. Thesis, 1999. 
Joanna Pozzulo, Centre for Addiction and Mental Health, Clarke Division, Supervised Practice 

for Registration with the College of Psychologists of Ontario, 1999. 
Elana Miller, Ontario Institute for Studies in Education, Clinical Practicum, January 1999-April 

1999. 
Karin E. Gleason, University of Western Ontario, APA-CPA Intern, September 1999-August 

2000. 
Jennifer Crosbie, Ontario Institute for Studies in Education, Clinical Practicum, September 1999-

April 2000. 
Allison Owen, Ontario Institute for Studies in Education, Clinical Practicum, September 1999-

April 2000. 
Danielle Ruskin, Ontario Institute for Studies in Education, Clinical Practicum, September 1999-

April 2000. 
Pamela Wilansky, York University, Clinical Practicum, September 1999-April 2000; APA-CPA 

Intern, September 2000-August 2001. 
Drew Dane, Ontario Institute for Studies in Education, Clinical Practicum, April 2000-June 

2000.  
Michelle Eidlitz, Ontario Institute for Studies in Education, Clinical Practicum, September 2000-

April 2001.  
Adrine McKenzie, Ontario Institute for Studies in Education, Clinical Practicum, September 

2000-August 2001.  
Terry Diamond, York University, Clinical Practicum, September 2000-April 2001. 
Caroline Ho, Ontario Institute for Studies in Education, Clinical Practicum, September 2001-

April 2002.  
Laurel L. Johnson, University of Guelph, Clinical Practicum, January 2002-June 2002.  
Siegi Schuler, York University, Clinical Practicum, January 2002-May 2002. 
Dahlia N. Ben-Dat, Concordia University, Clinical Practicum, May 2002-August 2002.  
Christine Sloss, DePaul University, APA-CPA Intern, September 2002-August 2003. 
Nanci Lipstein, Adler School of Professional Psychology, Clinical Practicum, September 2002-

April 2003. 
Amy Yuile, York University, Clinical Practicum, September 2002-April 2003. 
Sanaz Mehranvar, York University, Clinical Practicum, September 2002-April 2003. 
Jacqueline Cohen, University of New Brunswick, Clinical Practicum, May 2003-August 2003.  
Urszula Jasiobedska, Concordia University, Clinical Practicum, May 2003-August 2003.  
Nicole Li, University of Windsor, APA-CPA Intern, September 2003-August 2004. 
Melissa Korson, Adler School of Professional Psychology, Clinical Practicum, September 2003-

April 2004. 
Andrea Turner, University of Windsor, Clinical Practicum, September 2003-April 2004. 
Andrea Spooner, University of Guelph, Clinical Practicum, September 2003-April 2004. 
Kelley Drummond, Ontario Institute for Studies in Education/UT, M.A. thesis, Graduate 

Advisor, September 2003-December 2005. 

138



35 

 

Jennine Rawana, Lakehead University, Clinical Practicum, January 2004-June 2004. 
Sandy W. Chiu, University of Toronto, Undergraduate Independent Study, September 2003-

April 2004. 
Joseph J. Deogracias, B.A. Thesis, University of Toronto, April 2004. 
Jennifer Felsher, McGill University, APA-CPA Intern, September 2004-August 2005. 
Debbie Leung, State University of New York at Stony Brook, Clinical Practicum, September 

2004-August 2005. 
Sarah Kibblewhite, University of Windsor, Clinical Practicum, September 2004-June 2005; 

APA-CPA Intern, September 2005-August 2006. 
Susan Lambert, York University, Clinical Practicum, September 2004-June 2005. 
Tracy Vieira, Ontario Institute for Studies in Education/UT, Clinical Practicum, September 

2004-June 2005. 
Amrit Dhariwal, York University, Clinical Practicum, September 2005-June 2006. 
Anne Pleydon, York University, Clinical Practicum, September 2005-June 2006. 
Laura-Lynn Stewart, Ontario Institute for Studies in Education/UT, Clinical Practicum, 

September 2005-June 2006. 
Devita Singh, Ontario Institute for Studies in Education/UT, M.A. thesis, Graduate Advisor, 

September 2005-August 2007.  
Benjamin Gedrose, University of Hamburg, Research Practicum, January-April 2006. 
Amanda DeGoeas, Yorkville University, Clinical Practicum, April 2006-December 2006. 
Shannon Edison, APA-CPA Intern, University of Guelph, September 2006-August 2007.  
Lana C. Zinck, Clinical Practicum, McGill University, September 2006-August 2007. 
Kelley McShane, Clinical Practicum, Concordia University, September 2006-August 2007. 
Tania Serrentino, Clinical Practicum, Yorkville University, September 2006-June 2007. 
Annie Leroux, Ontario Institute for Studies in Education/UT, M.A. thesis, Graduate Advisor, 

September 2006-August 2008. 
Janet Mah, Clinical Practicum, University of British Columbia, May 2007-August 2007. 
Deanne Simms, Clinical Practicum, University of New Brunswick, May 2007-August 2007. 
Dessy Marinova, Clinical Practicum, University of Guelph, September 2007-August 2008. 
Hayley Wood, APA-CPA Intern, Ontario Institute for Studies in Education/UT, September 2007-

August 2008. 
Mary Tomlinson, Clinical Practicum, IASP (Zurich), September 2007-June 2008. 
Anne Wagner, Clinical Practicum, Ryerson University, May 2008-August 2008. 
Elizabeth Orr, Clinical Practicum, University of Waterloo, May 2008-August 2008. 
Nora Klemenic, Clinical Practicum, University of Guelph, May 2008-August 2008. 
Gregory Knoll, York University, Clinical Practicum, September 2008-June 2009. 
Erin Ruttle, York University, Clinical Practicum, September 2008-June 2009. 
Marc Schiffman, Clinical Practicum, University of Guelph, September 2008-June 2009. 
Jonathan Leef, Ontario Institute for Studies in Education/UT, Clinical Practicum, September 

2008-June 2009. 
Barbara Mancini, Ontario Institute for Studies in Education/UT, Clinical Practicum, September 

2008-June 2009; APA-CPA Intern, September 2011-August 2012. 
Marlene Sachs, Ontario Institute for Studies in Education/UT, Clinical Social Work Practicum, 

September 2008-June 2009. 

139



36 

 

Gillian Liberman, Wilfred Laurier University, Clinical Social Work Practicum, September 2008-
December 2008.  

Carol-Anne Hendry, APA-CPA Intern, University of Guelph, September 2008-August 2009. 
Sophie Hymen, APA-CPA Intern, University of Ottawa, January 2009-August 2009. 
Leonie Knebel, Philipps-Universität Marburg, Clinical Practicum, May-August 2009. 
Giovanni Foti, APA-CPA Intern, University of Guelph, September 2009-August 2010. 
Jen Scully, APA-CPA Intern, Ontario Institute for Studies in Education/UT, September 2009-

August 2010. 
Immaculate Antony, Ontario Institute for Studies in Education/UT, Clinical Practicum, 

September 2009-June 2010.  
Holly McGinn, Ontario Institute for Studies in Education/UT, Clinical Practicum, September 

2009-June 2010.  
Dina Lafoyiannis, York University, Clinical Practicum, September 2009-June 2010.  
Kelly Nash, Ontario Institute for Studies in Education/UT, Clinical Practicum, September 2009-

June 2010.  
Blanca Heredia, Ontario Institute for Studies in Education/UT, Clinical Internship, September 

2009-August 2010.  
Lori Postema, VU University Medical Center, Research Elective, September 2010-December 

2010. 
Megan Ames, York University, Clinical Practicum, September 2010-June 2011; APA-CPA 

Intern, September 2013-August 2014. 
Rachel Horton, York University, Clinical Practicum, September 2010-June 2011. 
Stacey Schell, University of Guelph, Clinical Practicum, September 2010-June 2011. 
Carly Guberman, APA-CPA Intern, Ontario Institute for Studies in Education/UT, September 

2010-August 2011. 
Tamara Kornacki, Clinical Practicum, Ontario Institute for Studies in Education/UT, May 2011-

August 2011; September 2011-June 2012. 
Claire Salisbury, Clinical Practicum, University of Western Ontario, May 2011-August 2011. 
Amanda Fuentes, York University, Clinical Practicum, September 2011-June 2012. 
Dilys Haner, York University, Clinical Practicum, September 2011-June 2012. 
Korina Zorzella, York University Clinical Practicum, September 2011-June 2012. 
Olivia Ng, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 2011-

June 2012. 
Rachel Gropper, Clinical Internship, Ontario Institute for Studies in Education/UT, September 

2011-August 2012. 
Angela Varma, Clinical Internship, Ontario Institute for Studies in Education/UT, September 

2011-August 2012. 
Sophia Fantus, Clinical Practicum, Department of Social Work, Ontario Institute for Studies in 

Education/UT, September 2011-August 2012. 
Melanie Bechard, Medical Student (Susan Bradley Scholarship), University of Toronto, June-

August 2012. 
Julia Vinik, APA-CPA Intern, Ontario Institute for Studies in Education/UT, September 2012-

August 2013. 

140



37 

 

Madison Aitken, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 
2012-June 2013; APA-CPA Intern, September-December 2015. 

Narges Hosseini-Sedehi, Clinical Practicum, Ontario Institute for Studies in Education/UT, 
September 2012-June 2013. 

Vicky Lishak, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 
2012-June 2013. 

Lauren Batho, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 
2012-June 2013. 

Maggie Clarke, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 
2012-June 2013. 

Olivia Leung, Clinical Practicum, McGill University, September 2012-June 2013. 
Anna Takagi, Clinical Practicum, McGill University, September 2012-June 2013. 
Doug VanderLaan, CIHR Post-doctoral Fellow, September 2012-September 2015. 
Elyse Reim, Clinical Practicum, University of Guelph, September 2013-June 2014. 
Julia Wreford, Clinical Practicum, University of Guelph, September 2013-June 2014. 
Lindsay Fitzsimmons, Clinical Practicum, York University, September 2013-June 2014. 
Dillon Browne, Clinical Practicum, Ontario Institute for Studies in Education/UT, May 2014-

February 2015. 
Theresa Grimbos, Clinical Practicum, Ontario Institute for Studies in Education/UT, May 2014-

June 2015. 
Zohrah Haqanee, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 

2014-December 2015. 
Linda Iwenofu, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 

2014-December 2015. 
Kathleen Lee, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 

2014-June 2015. 
Heather Prime, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 

2014-June 2015. 
Nina Vitopoulous, APA-CPA Intern, Ontario Institute for Studies in Education/UT, September 

2014-August 2015. 
Brent Mulrooney, Clinical Practicum, Ontario Institute for Studies in Education/UT, September 

2015-December 2015. 
 
Thesis Supervision 
 
Supervisor 
 
Drummond, K. D. A follow-up study of girls with gender identity disorder. Master’s thesis, 

Ontario Institute for Studies in Education of the University of Toronto, 2006. 
Owen-Anderson, A. “I know what he is feeling because it is like I am inside of him.” Examining 

sensory sensitivities, empathy, and expressed emotion in boys with gender identity 
disorder and their mothers: A comparison to clinical control boys and community control 
boys and girls. Doctoral dissertation, Ontario Institute for Studies in Education of the 
University of Toronto, 2006. 

141



38 

 

Leroux, A. Do children with gender identity disorder have an in-group or an out-group gender-
based bias? Master’s thesis, Ontario Institute for the Study in Education of the University 
of Toronto, 2008. 

Singh, D. Psychometric assessment of gender identity/gender dysphoria and recalled sex-typed 
behaviour in childhood: A comparison of adolescents and adults with gender identity 
disorder and clinical controls. Master’s thesis, Ontario Institute for the Study in 
Education of the University of Toronto, 2008. 

Singh, D. A follow-up study of boys with gender identity disorder. Doctoral dissertation, Ontario 
Institute for the Study in Education of the University of Toronto, 2008. 

 
Committee Member 
 
Mitchell, J. N. Maternal influences on gender identity disorder in boys: Searching for 
 specificity. Doctoral dissertation, York University, Downsview, Ontario, 1991. 
Radzins Kuksis, M. Risk and protective factors for child psychopathology. Doctoral dissertation, 

York University, 1992. 
Fridell, S. R. Sex-typed play behavior and peer relationships in boys with gender identity 

disorder. Doctoral dissertation, Ontario Institute for Studies in Education of the 
University of Toronto, 2001. 

Wilansky, P. Does Mohnan matter in cases of child sexual abuse? Doctoral dissertation, York 
University, 2002. 

Johnson, L. L. Predicting young women’s body dissatisfaction and disordered eating during the  
transition to university. Doctoral dissertation, University of Guelph, Guelph, Ontario, 
2009. 

Lambert, S. L. Assessment of body image in boys with gender identity disorder: A comparison to 
clinical control boys and community control boys. Doctoral dissertation, York 
University, 2009. 

de Vries, A. Gender dysphoria in adolescents: Mental health and treatment evaluation. Doctoral 
dissertation, VU University, Amsterdam, the Netherlands, 2010. 

Shiffman, M. Peer relations in adolescents with gender identity disorder. Doctoral dissertation,  
 University of Guelph, Guelph, Ontario, 2013.  
Leef, J. H. Characteristics of autism spectrum disorder in children with gender dysphoria. 

Doctoral dissertation, Ontario Institute for Studies in Education of the University of 
Toronto, 2018. 

 
Site Supervisor 
 
Ipp, H. R. Object relations of feminine boys: A Rorschach assessment. Doctoral dissertation, 

York University, 1986. 
Kolers, N. Some ego functions in gender-disturbed boys. Doctoral dissertation, York University, 

1986. 
Lozinski, J. A. Sex-typed responses in the Rorschach protocols of cross-gender-identified
 children. Master's thesis, University of Toronto, 1988. 

142



39 

 

Maing, D. M. Patterns of psychopathology in sexually abused girls. Doctoral dissertation, 
University of Windsor, 1991. 

Gotlib, L. Gender truths: Disordered identity reproductions in a gender identity clinic. Doctoral  
 dissertation, University of Toronto, 2004. 
 
External Examiner 
 
Jeremy Baumbach, Department of Psychology, University of Saskatchewan, Saskatoon,  
 Saskatchewan, 1987. 
Kathleen Mary McDougall, Department of English, University of Toronto, 1995. 
Vickie L. Pasterski, Department of Psychology, City University, London, England, 2002. 
Briony Fane, Department of Psychology, City University, London, England, 2002. 
Caroline P. L. Ripa, University of Copenhagen, Copenhagen, Denmark, 2002.  
Madeleine Wallien, VU University, Amsterdam, the Netherlands, 2008. 
Wang Ivy Wong, Department of Psychology, University of Cambridge, Cambridge,  

England, 2013. 
Gu Li, Department of Psychology, University of Cambridge, Cambridge, England, 2017. 
Karen Man Wa Kwan, Department of Psychology, The University of Hong Kong, Hong Kong, 

2020. 
Marta Beneda, Department of Psychology, University of Cambridge, Cambridge, England, 2022. 
 
Honours Bestowed 
 
President's Scholar, Southern Illinois University, 1969-1972. 
University of Toronto Doctoral Fellowship, 1975-1980. 
Zucker, K. J. Children and adolescents with gender dysphoria. In K. S. K. Hall and Y. M. Binik  

(Eds.), Principles and practice of sex therapy (Sixth ed.). New York: Guilford Press, 
2020, pp. 395-422. [2021 recipient of the American Association of Sex Educators,  
Counselors and Therapists Book Award for Sexuality Professionals]  

 
Professional Associations 
 
American Psychological Association (Life Status Member, 2016) 
Human Behavior and Evolution Society (2011-    ) 
International Academy of Sex Research (Member) 
International Society for Research in Child and Adolescent Psychopathology (Charter Member) 
Ontario Psychological Association (2016-     ) 
Society for Behavioral Neuroendocrinology (2001-2015) 
Society for Research in Child Development (1982-1999) 
Society for Sex Therapy and Research (1988-2014, 2019-    ) 
Society for the Scientific Study of Sexuality 
World Professional Association for Transgender Health (formerly Harry Benjamin International 

Gender Dysphoria Association) 
 

143



40 

 

Miscellaneous 
 
Psychologist-in-Chief, Centre for Addiction and Mental Health (2001-2014) 
Senior Psychologist, Clarke Institute of Psychiatry (1991-2000) 
Psychologist-in-Charge, Child and Family Studies Centre, Clarke Institute of Psychiatry (1991-

1998) [position ended with the elimination of disciplines, June 1998] 
Director of Training, APA-CPA Clinical Psychology Internship Programme, Clarke Institute of 

Psychiatry (1994-2000)  
Editor, Archives of Sexual Behavior (2002-     ) 
Book Review Editor, Archives of Sexual Behavior (1988-2001) 
Secretary-Treasurer, International Academy of Sex Research (1989-1991) 
Secretary-Treasurer, International Academy of Sex Research (1991-1993) 
Secretary-Treasurer, International Academy of Sex Research (1993-1995) 
Secretary-Treasurer, International Academy of Sex Research (1995-1997) 
Secretary-Treasurer, International Academy of Sex Research (1997-1999) 
Secretary-Treasurer, International Academy of Sex Research (1999-2001) 
President, International Academy of Sex Research (2005-2006) 
Consulting Editor, Journal of Psychology and Human Sexuality (now International Journal of 
 Sexual Health (1990-    ) 
Consulting Editor, Journal of Sex & Marital Therapy (1995-    ) 
Editorial Board, Annals of Sex Research (1988-1993) 
Editorial Board, Sexual Abuse: A Journal of Research and Treatment (1996-1999) 
Editorial and Advisory Board, Annual Review of Sex Research (1994-2004) 
Editorial Board, Scandinavian Journal of Sexology (1998-2001) 
Editorial Board, International Journal of Transgenderism (now International Journal of 

Transgender Health) (1997-    )  
Editorial Board, Hormones and Behavior (2001-2007)    
Editorial Board, Journal of Gay & Lesbian Psychotherapy (now Journal of Gay & Lesbian 

Mental Health) (2004-    ) 
Editorial Board, SEXES (2023-    )   
Associate Editor, Parenting Studies (1984-1986) 
 
Ad Hoc Journal Reviewer: 
 
Acta Obstetricia et Gynecologica Scandinavica, Adolescent Health, Medicine and Therapeutics, 
American Journal of Psychiatry, American Psychologist, Archives of Sexual Behavior, Asian 
Journal of Andrology, Autism Research, Biological Psychiatry, BMC Psychiatry, BMC Public 
Health, BMC Women’s Health, BMJ Medicine, BMJ Paediatrics Open, British Journal of Health 
Psychology, British Medical Journal, Canadian Journal of Behavioural Science, Canadian 
Journal of Psychiatry, Canadian Medical Association Journal, Child and Adolescent Psychiatry 
and Mental Health, Child Development, Child Development Research, Children and Youth 
Services Review, Clinical Child Psychology and Psychiatry, Clinical Practice Endocrinology & 
Metabolism, Cognitive Development, Cognitive Therapy and Research, Current Opinion in 
Behavioral Sciences, Developmental Psychology, eNeuro, European Child & Adolescent 

144



41 

 

Psychiatry, European Journal of Pediatrics, European Journal of Social Psychology, European 
Psychologist, Frontiers in Neuroendocrinology, Frontiers in Psychiatry, Frontiers in Psychology, 
General Hospital Psychiatry, GLQ: A Journal of Gay and Lesbian Studies, Hormones and 
Behavior, International Journal of Endocrinology, International Journal of Impotence Research, 
International Journal of Psychiatry, International Journal of Sexual Health (formerly Journal of 
Psychology & Human Sexuality), International Journal of Transgenderism, Israel Journal of 
Psychiatry, JAMA Networks Open, Journal of Abnormal Child Psychology, Journal of 
Abnormal Psychology, Journal of Adolescent Health, Journal of Autism and Developmental 
Disorders, Journal of Child Psychology and Psychiatry, Journal of Clinical Endocrinology & 
Metabolism, Journal of Clinical Psychology, Journal of Counseling Psychology, Journal of 
Consulting and Clinical Psychology, Journal of Developmental and Behavioral Pediatrics, 
Journal of Experimental Child Psychology, Journal of Forensic Psychiatry & Psychology, 
Journal of Gay and Lesbian Mental Health (formerly Journal of Gay & Lesbian Psychotherapy), 
Journal of Pediatrics, Journal of Pediatric Endocrinology and Metabolism, Journal of Pediatric 
Nursing, Journal of Pediatric Psychology, Journal of Personality Assessment, Journal of 
Psychosomatic Research, Journal of Sex & Marital Therapy, Journal of Sex Research, Journal of 
Sexual Medicine, Journal of the American Academy of Child and Adolescent Psychiatry, Journal 
of Journal of the American Medical Association, Lancet, Lancet Psychiatry, Nature, Nature 
Reviews Urology, Neuroimage, Neuropsychiatric Disease and Treatment, Neuroscience and 
Biobehavioral Reviews, New England Journal of Medicine, Nordic Journal of Psychiatry, 
Pediatrics, Pediatric Research, Personality and Individual Differences, Perspectives on 
Psychological Science, Philosophical Transactions B, Philosophy, Psychiatry, & Psychology, 
PLoS ONE, Postgraduate Medicine, Proceedings of the National Academy of Sciences, USA, 
Psychiatry and Clinical Neurosciences, Psychiatry Research, Psychobiology, Psychological 
Bulletin, Psychological Medicine, Psychological Reports, Psychological Science, Psychological 
Review, Psychoneuroendocrinology, Scandinavian Journal of Child and Adolescent Psychiatry 
and Psychology, Scandinavian Journal of Public Health, Self and Identity, Sex Roles, Sexes, 
Sexological Review, Sexual Medicine Reviews, Social Behavior and Personality, Social 
Development, Theoretical Biology, Transcultural Psychiatry, Trends in Cognitive Sciences, 
Trends in Endocrinology 
 
Peer Review: Ontario Mental Health Foundation (Toronto), Health and Welfare Canada 
(Ottawa), National Institute of Mental Health (Washington, DC), Wellcome Foundation 
(London, England), BBS (Israel-United States); National Institutes of Health (Washington, DC), 
The Research Council of Norway 
 
Participant in Work Group to Revise DSM-III, Gender Identity Disorder of Childhood and 

Transsexualism (New York State Psychiatric Institute, New York, New York, April 23, 
1985) 

Committee Member, DSM-IV Subcommittee on Gender Identity Disorder of Childhood and 
Transsexualism (1989-1994) 

Consultant, Somatic Psychic Work Group, Task Force on Coding for Mental Health in Children, 
American Academy of Pediatrics (1992-1996) 
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Advisory Committee Member, Human Sexuality Counseling Programme, Toronto Board of 
Education (1988-1991) 

Member, North American Task Force on Intersexuality (October 1999-    ) 
Member, Task Force on Gender Identity, Gender Variance, and Intersex Conditions, American 

Psychological Association (June 2005-2008) 
Chair, DSM-5 Work Group on Sexual and Gender Identity Disorders, American Psychiatric 

Association (August 2007-2012) 
 
Invited Addresses (Outside Toronto) 
 
Western New York Association for Professionals Working in Human Sexuality, Buffalo, New 

York, October 1983. 
New York Hospital-Cornell Medical Center, Department of Child and Adolescent Psychiatry, 

Westchester, New York, September 1984. 
Roosevelt Hospital, Department of Child and Adolescent Psychiatry, New York, New York, 

September 1984. 
Case Western Reserve University, Department of Psychiatry, Cleveland, Ohio, May 1985. 
Developmental Psychoendocrinology Group, New York State Psychiatric Institute, New York, 

New York, April 1987. 
Department of Psychology, University of Saskatchewan, Saskatoon, Saskatchewan, October, 

1987. 
Grand Rounds, Child Psychiatry, Presbyterian Hospital, New York State Psychiatric Institute, 

New York, New York, October 1987. 
Department of Psychology, University of Windsor, Windsor, Ontario, December 1987. 
Master Lecture, Society for Sex Therapy and Research, New York, New York, March 1988. 
Developmental Psychoendocrinology Group, New York State Psychiatric Institute, New York, 

New York, February 1990. 
Grand Rounds, Department of Psychiatry, State University of New York Health Science Center 

at Brooklyn, February 1990. 
Psychosexual development in male pseudohermaphroditism. Summer School Institute of the 

European Society of Pediatric Endocrinology, Vienna, Austria, August 1990. 
Colloquium, Department of Psychology, North Dakota State University, Fargo, North Dakota, 

October 1990. 
Lecture, Universita Di Genova, Istituto Di Psicologia, Della Facolta Medica, Genova, Italy, June 

1991. 
Grand Rounds, Child and Adolescent Psychiatry, Schneider Children's Hospital, New Hyde 

Park, New York, October 1991. 
Developmental Psychoendocrinology Group, New York State Psychiatric Institute, New York, 

New York, October 1991. 
Lecture, Conference on Gender Identity and Development in Childhood and Adolescence, St. 

George's Hospital, London, England, March 1992. 
Developmental Psychoendocrinology Group, New York State Psychiatric Institute, New York, 

New York, October 1992. 
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Grand Rounds, Child Psychiatry, New York State Psychiatric Institute, New York, New York, 
October 1992. 

Lecture, Conference on Psychomedical Aspects of Gender Problems, Amsterdam, The 
Netherlands, April 1992. 

Lecture, Kinder- en Jeugdpsychiatrie, Divisie Psychiatrie, Academisch Ziekenhuis Utrecht, 
Utrecht, The Netherlands, April 1992. 

Seminar, Kinder- en Jeugdpsychiatrie, Divisie Psychiatrie, Academisch Ziekenhuis Utrecht, 
Utrecht, The Netherlands, April 1992. 

Colloquium, Department of Psychology, Northwestern University, Evanston, Illinois, May 1993. 
Inservice, Department of Child and Adolescent Psychiatry, Riley Hospital, Indianapolis 

University School of Medicine, Indianapolis, Indiana, May 1993. 
Developmental Psychoendocrinology Group, New York State Psychiatric Institute, New York, 

New York, October 1994. 
International Congress on Gender, Cross Dressing and Sex Issues, Van Nuys, California, 

February 1995. 
International Behavioral Development Symposium: Biological Basis of Sexual Orientation and 

Sex-Typical Behavior, Minot, North Dakota, May 1995. 
Rounds, Sexual Behaviors Consultation Unit and Division of Child Psychiatry, Johns Hopkins 

University School of Medicine, Baltimore, Maryland, June 1995. 
Congenital Adrenal Hyperplasia Due to 21-Hydroxylase Deficiency: A Symposium, Baltimore, 

Maryland, June 1995. 
Childhood Psychopathology Institute, University of Southern Maine, Portland, Maine, June 

1995. 
Treatment of Children and Adolescents with Gender Identity Disorders, International Expert 

Symposium, Satellite Symposium to the XIV Harry Benjamin International Gender  
Dysphoria Symposium, Department of Psychotherapy, Ulm University, Ulm, Germany, 
September 1995. 

Developmental Trajectories Towards Homosexuality, Transsexuality and Transvestism: Are 
There Any Predictors in Childhood. Workshop at the conference A Stranger in My Own 
Body: Atypical Gender Identity Development and Mental Health, Portman Clinic 
(Tavistock Centre), London, England, November 1996. 

Atypical Gender Identification and Associated Psychopathology in the Child and the Family. 
Invited lecture at the conference A Stranger in My Own Body: Atypical Gender Identity 
Development and Mental Health, Portman Clinic (Tavistock Centre), London, England, 
November 1996. 

Psychosexual Assessment of Women with CAH, Symposium on Adolescent Endocrinology, 
Cambridge, England, December 1996. 

Gender Identity Disorder in Children: Science, Politics, and Ethics, American Psychological 
Association, Chicago, Illinois, August 1997. 

Psychoanalysis and Gender Identity: Gender Identity Disorder in Childhood, American College 
of Psychoanalysts, Toronto, May 1998. 

Nature, Nurture, and Gender Identity, American College of Psychiatrists, San Francisco, 
February 1999. 
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Screening and Diagnosis of Children with Gender Identity Disorder, Symposium 
Genderidentiteitsstoornissen, Academisch Ziekenhuis Utrecht, Utrecht, The Netherlands, 
October 1999. 

Gender Identity Disorder in Children: Searching for the Biological and Psychosocial Influences, 
John P. Zubek Memorial Lecture, Department of Psychology, University of Manitoba, 
Winnipeg, Manitoba, March 2000. 

Gender Assignment and Gender Identity, American Society of Andrology, Boston, April 2000. 
Children with Gender Identity Disorder: Some Therapeutic Methods. Conference on Atypical 

Gender Identity Development: Therapeutic Models, Philosophical and Ethical Issues, 
London, England, November 2000. 

Children with Gender Identity Disorder: Diagnosis, Assessment, and Etiology, Illinois Council 
of Child and Adolescent Psychiatry (Update on Child and Adolescent Psychiatry), 
Chicago, April 2001. 

Treatment of Children with Gender Identity Disorder, Illinois Council of Child and Adolescent 
Psychiatry (Update on Child and Adolescent Psychiatry), Chicago, April 2001. 

Discussant, The Kinsey Institute Sexual Development Conference, Bloomington, Indiana, May 
2001. 

Intersexuality and Gender Identity Differentiation, North American Society for Pediatric and 
Adolescent Gynecology, Toronto, May 2001. 

Working with Youth with Gender Identity Disorder (Workshop), North American Society for 
Pediatric and Adolescent Gynecology, Toronto, May 2001. 

Gender Identity Disorder in Children, Grand Rounds, Child and Adolescent Psychiatry, New 
York State Psychiatric Institute, Columbia University College of Physicians and 
Surgeons, November 2001. 

Gender Identity Differentiation in Children: Lessons from Clinical Populations, Colloquium, 
Department of Psychology, Emory University, Atlanta, April 2002.  

Gender Identity and Its Disorder: Focus on Children and Developmental Issues, Department of 
Psychology, City University, London, England, May 2002. 

Conclusions and Implications from Recent Studies on Gender Identity Disorders, Meeting on 
Intersexuality: Medical, Social and Psychological Aspects, Universitäat Hamburg, 
Hamburg, Germany, June 2002. 

Gender Identity Disorder in Children: Concepts, Controversies, and Conundrums, Society for the 
Scientific Study of Sexuality, Montreal, Quebec, November 2002. 

Gender Identity Disorder in Children, Rigshospitalet, University of Copenhagen, Copenhagen, 
Denmark, November 2002. 

Gender Identity Disorder in Children, Association des médecins psychiatres du Québec, 
Gatineau, Quebec, June 2003. 

Girls with Gender Identity Disorder and Physical Intersex Conditions: Similarities and 
Differences. Sexuality and Gender Seminar, Department of Psychiatry, New York State 
Psychiatric Institute, Columbia University, New York, New York, December 2003. 

Intersexuality and Psychosexual Differentiation, Grand Rounds, Department of Obstetrics and 
Gynecology, MacDonald Women’s Hospital, Case Western Reserve University, 
Cleveland, October 2004. 
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Gender Identity Disorder in Children: A Snapshot of Recent Research, Institute of Psychiatry, 
London, England, May 2006. 

Intersexuality and Psychosexual Differentiation, Society for Fetal Urology, Atlanta, May 2006. 
Gender Identity Disorder in Children: Looking Towards DSM-V, Warren Wright Adolescent 

Center Guest Lecture Series, Department of Child and Adolescent Psychiatry, Children’s 
Memorial Hospital, Chicago, November 2007. 

Definition and Spectrum of Gender Identity Disorders. Royal Society of Medicine (Gender 
Identity Disorder in Adolescence), London, England, October 2008. 

Hormonal and Psychosocial Therapeutics for Adolescents with Gender Identity Disorder. 
Imperial College (Sex Hormone Treatment of the Teen Transsexual), London, England, 
September 2008. 

Gender Identity Disorder in Children and Adolescents: Looking Towards DSM-V. Colloquium, 
Department of Psychology, Boston University, February 2009. 

Gender Identity Disorder in Children: Biological and Psychosocial Factors, Dipartimento di 
Neuroscienze e Scienze del Comportamento, Unità di Psicologia Clinica e Psicoanalisi 
Applicata, Università degli Studi di Napoli, Naples, Italy, May 2009. 

Psychosexual Differentiation and Disorders of Sex Development, III World ISHID Congress on 
Hypospadias and Disorders of Sex Development, Toronto, Ontario, November 2009. 

Psychosexual Differentiation in Children: Lessons Learned from Clinical Populations, Center for 
Gender-Based Biology, University of California Los Angeles, November 2009. 

Gender Identity Disorder in Children and Adolescents: Anticipating DSM-5. Colloquium, 
Department of Psychology, Laval University, Quebec City, March 2010. 

Zucker, K. J. Gender Dysphoria in Children and Adolescents: Towards DSM-5. Grand Rounds, 
Department of Psychiatry, St. Lukes/Roosevelt Hospital, New York, September 2010. 

Zucker, K. J. Gender Identity Disorder in Children and Adolescents: Towards DSM-5 (2013). 
Invited lecture, British Psychological Society, Manchester, England, December 2010. 

Zucker, K. J. Gender Identity Disorder in Children and Adolescents. Grand Rounds, Department 
of Pediatrics, Alberta Children’s Hospital, Calgary, May 2011. 

Zucker, K. J. Gender Identity and Sexual Orientation: Lessons Learned from Life-Course 
Research. Michigan State University, East Lansing, November 2012. 

Zucker, K. J. DSM-5 and the Sexual and Gender Identity Disorders: The Verdict. Society for Sex 
Therapy and Research, Baltimore, April 2013. 

Zucker, K. J. Gender Non-Conforming Children Should Be Supported in Accepting Their 
Assigned Gender. Pediatric Endocrine Society Ethics Debate: Approach to the Prepubertal 
Gender Non-Conforming Child: Should Intervention Attempt to Support the Assigned or 
Affirmed Gender? Pediatric Academic Societies, Washington, DC, May 2013. 

Zucker, K. J. Sexual and Gender Identity Disorders. DSM-5: What You Need to Know (Master 
Course). American Psychiatric Association, San Francisco, May 2013. 

Zucker, K. J. DSM-5: Implications for the Field of Sexuality. American Association of Sexuality 
Educators, Counselors and Therapists, Miami, June 2013. 

Zucker, K. J. The science and politics of DSM-5. Classifying Sex: Debating DSM-5, Centre for 
Research in the Arts, Social Sciences and Humanities (CRASSH), University of 
Cambridge, Cambridge, England, July 2013. 
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Zucker, K. J. Gender Dysphoria, DSM-5 and Beyond. World Association for Sexual Health, 
Porto Alegre, Brazil, September 2013. 

Zucker, K. J. DSM-5 and the Sexual and Gender Identity Disorders. Academy of Psychosomatic 
Medicine, Tucson, November 2013. 

Zucker, K. J. Sexual and Gender Identity Disorders, Grand Rounds in Psychiatry, UT 
Southwestern Medical Center, Dallas, Texas, April 2014. 

Zucker, K. J. Disforia de gênero em criancas e adolescents. Sul-Rio-Grandense de Psiquiatria 
Din mica, Canela, Brazil, September 2014. 

Zucker, K. J. Variacões de gênero em criancas e adolescents. Sul-Rio-Grandense de Psiquiatria 
Din mica, Canela, Brazil, September 2014. 

Zucker, K. J. Évolution des demandes, des concepts et des soins au cours des dernières, 
décennies, sur sexe et genre, identitée sexuée, dysphorie de genre. Société Française de 
Psychiatrie de l’Enfant et de l’Adolescent & Disciplines Associées, Paris, France, 
January 2015. 

Zucker, K. J. Gender dysphoria in children and adolescents. National Congress of Child and 
Adolescent Mental Health, Istanbul, Turkey, April 2015.  

Zucker, K. J. Gender-nonconforming children: Different therapeutic perspectives. American 
Psychological Association, Toronto, August 2015. 

Zucker, K. J. Pediatric Endocrine Society Transgender Special Interest Group Meeting, 
Baltimore, April 2016. 

Zucker, K. J. Developmental considerations in the treatment of children and adolescents with 
gender dysphoria. Grand Rounds, Department of Pediatrics, C. S. Mott Children’s 
Hospital, University of Michigan, Ann Arbor, May 2016 

Zucker, K. J. Gender dysphoria in children and adolescents: Access to care. Health Service 
Research Seminar, University of Michigan, Ann Arbor, May 2016. 

Zucker, K. J. Gender dysphoria in children and adolescents. Grand Rounds, Child and 
Adolescent Psychiatry, University of Michigan, Ann Arbor, May 2016. 

Zucker, K. J. Best-practice therapeutics for children and adolescents with gender dysphoria:  
Science, politics, and more. Psychiatry Grand Rounds, School of Medicine, Case Western 
Reserve University, Cleveland, September 2016. 

Zucker, K. J. Behavioral and emotional problems in children and adolescents with gender 
dysphoria: Implications for peer relationships. Gender Nonconformity: A Community 
Response to a Vulnerable Population, The Center for Psychosexual Health, Canisius 
College, Buffalo, November 2016. 

Zucker K. J. Sex ratio of transgender adolescents: An international update. Gender Identity  
Development Services (GIDS) for Children and Adolescents, Tavistock and Portman 
NHS Trust, London, England; Center of Expertise on Gender Dysphoria, VU University 
Medical Center, Amsterdam, The Netherlands, October 2017. 

Zucker, K. J. Ethical considerations and challenges regarding gender-affirming hormone  
therapy in children and adolescents with gender dysphoria/incongruence: An evidence-
based discussion. Pediatric Endocrine Society, Toronto, Ontario, May 2018. 

Zucker, K. J. Gender dysphoria (Seminar). Department of Psychiatry, University of Ottawa, 
Ottawa, Ontario, February 2019. 

Zucker, K. J. Gender identity and kids. Still Talking Series, Vancouver, BC, May 2019. 
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Zucker, K. J. Gender dysphoria in children and adolescents. Pusaudžu Resursu Centrs, Riga, 
Latvia, November 2019 

Zucker, K. J. Children and adolescents with gender dysphoria: Some contemporary research and 
clinical issues. Culture, Mind & Brain Program, Division of Social & Transcultural 
Psychiatry, McGill University, Montreal, Quebec, January 2020. 

Zucker, K. J. [Publishing and Peer Review]. Fellows Meeting (Chair: T. M. Sandfort), Division 
of Gender, Sexuality and Health, New York State Psychiatric Institute, October 2020. 

Zucker, K. J. [Publishing and Peer Review]. Staff Meeting (Chair: A. I. R. van der Miesen), 
Center of Expertise on Gender Dysphoria, Amsterdam University Centers, Location 
VUmc. October 2020. 

Zucker K. J. Contemporary clinical and research issues in children and adolescents with gender 
dysphoria. Presentation to Debalzo, Elgudin, Levine, Risen, LLC, January 2022. 

Zucker, K. J. 46 Years of Treating GD in Kids. Pioneer Series. Gender: A Wider Lens Podcast 
(S. Ayed and S. O’Malley), January 2022. 

Zucker, K. J. Developmental trajectories of children with gender dysphoria. Virtual presentation 
at the meeting of the Observatory of Ideological Discourses on Children and Adolescents:  

Zucker, K. J. Impact on Medical Practices, Influence of Social Networks, Paris, France, February 
2022.   

Zucker, K. J. Gender dysphoria in children and adolescents: Some contemporary research and 
clinical issues. Grand Rounds, Department of Psychiatry, WMC Health, Valhalla, New 
York, March 2022.  

Zucker, K. J. Gender identity development and gender dysphoria in children and adolescents: 
What we know and don’t know. Invited Address, ISAR, Istanbul, Turkey, May 2022. 

Zucker, K. J. Participant in Pediatric Gender Interventions: Correcting Course in Medicine and 
Education, Manhattan Institute for Policy Research, New York, New York, October 
2022. 

Zucker, K. J. Gender dysphoria in children and adolescents: Basics and research. Bhutan 
Symposium Gender Dysphoria, Khesar Gyalpo University of Medical Sciences of Bhutan 
and THE LINK. Thimphu, Bhutan, January 2023 (Virtual). 

Zucker, K. J. Gender dysphoria in children and adolescents. Whitestone Academy, Columbia, 
Tennessee, May 2023 (Virtual). 

Zucker, K. J. Children with gender dysphoria: Developmental trajectories. Genspect Conference, 
Killarney, Ireland, May 2023.  

Zucker, K. J. Contemporary perspectives on therapeutics for children and adolescents with 
gender dysphoria. Adolescent Forensic Unit and Gender Identity Service. Tampere, 
Finland, May 2023. 

Zucker, K. J. Children with gender dysphoria: Developmental trajectories. Psychotherapeutic 
Processes with Young People Experiencing Gender Dysphoria, Tampere University, 
Tampere, Finland, June 2023. 

Zucker, K. J. Society for Evidence Based Gender Medicine, New York, New York, October 
2023. 

Zucker, K. J. The science and politics of gender dysphoria: Close encounters with “cancel 
culture.” Free Speech in Medicine, Cape Breton, Nova Scotia, October 2023. 
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Invited Addresses (in Ontario, since 1988) 
 
Zucker, K. J. Contemporary research and clinical issues in children and adolescents diagnosed 

with gender dysphoria. 24th Annual Practice Clinical Day, Humber River Hospital, 
Toronto, December 2021. 

Zucker, K. J. Therapeutic care of gender dysphoria in pre-pubertal children. Conference on  
Understanding Gender Identity Development in Children and Youth, Department of 
Psychiatry, Division of Child and Adolescent Psychiatry Annual Conference, Schulich 
Medicine & Dentistry, London Health Sciences Centre, London, Ontario, May 2018.  

Zucker, K. J. Sex ratio of transgender adolescents: A meta-analysis. Sexuality Interest Network, 
Department of Psychology, University of Toronto, March 2018. 

Zucker, K. J. Gender identity and sexual orientation: What you need to know in 2017 and maybe 
even more. Jerome Diamond Centre, Toronto, September 2017. 

Zucker, K. J. Gender dysphoria in children and adolescents. The Journal Club for Paediatric, 
Family Physicians, and Allied Health Professionals with a Special Interest in Child and 
Adolescent Mental Health, North York, October 2016. 

Zucker, K. J. Gender dysphoria in children and adolescents: The long and winding road (1976-
2014). Invited Plenary, Canadian Sex Research Forum, Kingston, October 2014. 

Zucker, K. J. Gender dysphoria in children and adolescents. The Journal Club for Paediatric, 
Family Physicians, and Allied Health Professionals with a Special Interest in Child and 
Adolescent Mental Health, North York, October 2014. 

Zucker, K. J. Gender dysphoria in children and adolescents: Why gender-free washrooms are not 
enough. Psychology Department, Peel District School Board, Mississauga, May 2014. 

Zucker, K. J. DSM-5. Ontario Shores Centre for Mental Health Sciences, Whitby, March 2014. 
Zucker, K. J. Gender dysphoria in children and adolescents. Invited address, School of 

Psychology, University of Ottawa, Ottawa, March 2014. 
Zucker, K. J. DSM-5. Mental Health Rounds, North York General Hospital, February 2014. 
Zucker, K. J. Another Look at DSM-5: An Insider’s Account. Colloquium, Department of 

Psychology, Ryerson University, November 2013. 
Zucker, K. J. DSM-5. Grand Rounds, Centre for Addiction and Mental Health, October 2013. 
Zucker, K. J. DSM-5. York Support Network Services, Newmarket, September 2013. 
Zucker, K. J. DSM-5. Education Rounds, Centre for Addiction and Mental Health, June 2013.  
Zucker, K. J. Gender identity disorders. 5th Annual Clinical Day, Humber River Regional 

Hospital, June 2012.  
Zucker, K. J. A long-term follow-up study of boys in the gender identity disorder spectrum. 

Grand Rounds, Division of Child Psychiatry, Hospital for Sick Children, November 
2011. 

Zucker, K. J. The New DSM-V and Parental Alienation. Association of Family and Conciliation 
Courts Ontario Second Annual Conference: The Future of Family Law, October 2010. 

Zucker, K. J. Gender Identity Disorder in Children and Adolescents, Grand Rounds, Department 
of Pediatrics, Toronto East General Hospital, June 2010. 

Zucker, K. J. Gender Identity Disorder in Children and Adolescents, Developmental Pediatrics 
Program, Hospital for Sick Children and Bloorview Kids Rehab, Toronto, May 2010.  
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Zucker, K. J. To Block or Not to Block? Use of Puberty-Blocking Sex Hormone Therapy in 
Adolescents with Gender Identity Disorder, Psychiatry Rounds, Hospital for Sick 
Children, Toronto, February 2010. 

Zucker, K. J. Intersexuality and Psychosexual Differentiation: Lessons to be Learned from the 
Caster Semenya Case, Neuropsychiatry Rounds, Toronto Western Hospital, October 
2009. 

Zucker, K. J. Gender Identity Disorder in Children, Resource Network, Cabbagetown Early 
Learning Centre, Toronto, November 2007. 

Zucker, K. J. Gender Identity Disorder and the Dawn of DSM-V (circa 2012), Colloquium, 
Department of Human Development and Applied Psychology, OISE/UT, November 
2007.  

Zucker, K. J. Gender Identity Disorder in Children and Adolescents: (Some) Lessons Learned, 
Grand Rounds, Division of Child Psychiatry, Hospital for Sick Children, March 2007. 

Zucker, K. J. Intersexuality and Psychosexual Differentiation, 13th Annual Symposium: New 
Developments in Prenatal Diagnosis and Medical Genetics, Department of Obstetrics and 
Gynaecology, Maternal-Fetal Medicine Division, Mount Sinai Hospital, Toronto, May 
2005. 

Zucker, K. J. Current Issues in Gender Identity Disorder, Current Perspectives on Child and 
Adolescent Disorders, Fourteenth Annual Update in Child and Adolescent Psychiatry, 
Hospital for Sick Children, Toronto, November 2003 [Lecture and two workshops]. 

Zucker, K. J. Intersexuality and Psychosexual Differentiation, Clinical and Theoretical Research 
on Sexual Orientation and Gender Identity: A Lecture Series to Commemorate the 35th 
Anniversary of the CAMH Gender Identity Clinics, Centre for Addiction and Mental 
Health, Toronto, October 2003. 

Zucker, K. J. Intersexuality and Psychosexual Differentiation, Colloquium, Department of 
Psychology, University of Guelph, Guelph, Ontario, November 2002.  

Zucker, K. J. Pediatric Grand Rounds, Hospital for Sick Children, September 2002. 
Zucker, K. J. Demographic Characteristics, Social Competence, and Behavior Problems in 

Children with Gender Identity Disorder: A Cross-National, Cross-Clinic Comparative 
Analysis. Culture, Community, & Health Studies Inter Faculty Research Seminar, Centre 
for Addiction and Mental Health, April 2002. 

Zucker, K. J. Meditations on Psychosexual Differentiation. Professors' Lecture Series, 
Department of Psychiatry, University of Toronto, March 2002. 

Zucker, K. J. Gender Identity. 14th Annual Humatrope Symposium and Canadian Pediatric 
Endocrine Group Meeting, Niagara-on-the-Lake, February 2002. 

Zucker, K. J. Psychosexual Differentiation. Staff Development in Social Work, Center for 
Addiction and Mental Health, Toronto, November 2001.  

Zucker, K. J. Gender Identity Disorder. Child/Youth Addiction and Mental Health Issues, Center 
for Addiction and Mental Health, Toronto, November 1999. 

Zucker, K. J. Gender Identity Disorder in Children. Current Perspectives on Child and 
Adolescent Disorders, Tenth Annual Update in Child and Adolescent Psychiatry, 
Division of Child Psychiatry, University of Toronto, Hospital for Sick Children, 
November 1999. 
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Zucker, K. J. Gender Identity Disorder in Children (Workshop). Current Perspectives on Child 
and Adolescent Disorders, Tenth Annual Update in Child and Adolescent Psychiatry, 
Division of Child Psychiatry, University of Toronto, Hospital for Sick Children, 
November 1999. 

Zucker, K. J. Is There A Biological Diathesis for Gender Identity Disorder in Boys? Psychiatry 
Rounds, Division of Child Psychiatry, Hospital for Sick Children, September 1999.  

Zucker, K. J. Genetics and Psychosexual Differentiation, Workshop, Quality of Life and 
Genetics: Reflections on Ethical Implications of Genetic Research, The Third Annual 
Conference on Ethical Issues for the Next Millennium, Continuing Education Division, 
St. Michael's College, University of Toronto, May 1999. 

Zucker, K. J. Gender Identity Disorder in Children, Child Health Unit, Toronto Western 
Hospital, Toronto, April 1999. 

Zucker, K. J. Physical Intersex Conditions, Psychiatry Rounds, Hospital for Sick Children, 
Toronto, April 1999. 

Zucker, K. J. Gender Identity Disorder in Children, Colloquium, Department of Human 
Development & Applied Psychology, OISE/UT, October 1998. 

Zucker, K. J. Gender Identity Disorder in Children, Colloquium, Brock University, April 1998. 
Zucker, K. J. "Experiments of Nature and Nurture": Psychosexual Differentiation in People with 

Physical Intersex Conditions, Grand Rounds, Clarke Institute of Psychiatry, November 
1997. 

Zucker, K. J. Sexual Ghosts, Grand Rounds, Clarke Institute of Psychiatry, May 1997. 
Zucker, K. J. Discussant, Gender Identity Disorder: Early Relationships and Attachment, 

Canadian Psychoanalytic Society, Toronto, June 1997. 
Zucker, K. J. Gender Identity Conflict in Children and Adolescents, Association of Professional 

Student Services Personnel, The Dufferin-Peel Roman Catholic Separate School Board, 
Mississauga, April 1997. 

Zucker, K. J. Girls with Gender Identity Disorder, Grand Rounds, Division of Child Psychiatry, 
Hospital for Sick Children, October 1996. 

Zucker, K. J. Psychosexual Assessment in Women with Congenital Adrenal Hyperplasia, 
Pediatric Endocrinology, Hospital for Sick Children, Toronto, April 1996. 

Zucker, K. J. Gender Identity Disorder in Children: Research and Treatment Issues, Department 
of Child Psychiatry, Credit Valley Hospital, November 1995. 

Zucker, K. J. Gender Identity Disorder in Children, Colloquium, Applied Developmental School 
and Child-Clinical Psychology, Ontario Institute for Studies in Education, October 1995. 

Zucker, K. J. Grand Rounds, Recent Research on the Origins of Sexual Orientation, Department 
of Psychiatry, North York General Hospital, May 1995. 

Zucker, K. J. Gender Identity Issues in Children and Adolescents, Annual Update in Pediatrics, 
Hospital for Sick Children, April 1995. 

Zucker, K. J. Attachment and Gender Identity Disorders, Ontario Child and Adolescent 
Psychotherapists, St. Catharines, December 1994. 

Zucker, K. J. Rounds, Department of Social Work, North York General Hospital, October 1994. 
Zucker, K. J. Canadian Sex Research Forum, Elora, Ontario, September 1994. 
Zucker, K. J. A Day in Child Psychiatry, Child Psychiatry Division, University of Toronto, April  
 1994. 
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Zucker, K. J. Ontario Association for Counselling and Attendance Services, Central Region 
Workshop, Pickering, Ontario, February 1994. 

Zucker, K. J. Ontario Foster Treatment Association, Toronto, November 1993. 
Zucker, K. J. Colloquium, Children who wish to change sex, Department of Psychology and 

Department of Family Studies, University of Guelph, March 1993. 
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Zucker, K. J. Child Psychiatry for the 90's: An Update for Students and Practitioners, University 

of Toronto, Division of Child Psychiatry, November 1992. 
Zucker, K. J. C. M. Hincks Treatment Centre, June 1992. 
Zucker, K. J. Discussant, Toronto Child Psychotherapy Program, Spring Scientific Case 

Presentation, April 1992. 
Zucker, K. J. Ontario Psychiatric Association, Toronto, February 1992. 
Zucker, K. J. Residents in Psychiatry Seminar, Department of Psychiatry, St. Michael's Hospital, 

January 1992. 
Zucker, K. J. Child Study Research Colloquia, Institute of Child Study, University of Toronto, 

November 1991. 
Zucker, K. J. Brain and Behavior Research Programme and Department of Psychiatry, McMaster 

University, Hamilton, Ontario, April 1991. 
Zucker, K. J. Grand Rounds, Children's Hospital, London, Ontario, February 1991. 
Zucker, K. J. Grand Rounds, Orillia Soldier's Memorial Hospital, June 1990. 
Zucker, K. J. Psychiatry Rounds, Hospital for Sick Children, January 1989. 
Zucker, K. J. Psychology Rounds, Hospital for Sick Children, January 1988. 
Zucker, K. J. Paediatric Grand Rounds, Hospital for Sick Children, July 1988. 
Zucker, K. J. Psychology Rounds, Hospital for Sick Children, December 1988. 
 
Grants 
 
Assessment of Gender-Disturbed Children: A Comparison to Sibling and Psychiatric Controls. S. 
J. Bradley, K. J. Zucker, R. W. Doering, $110,000, Sonor Foundation (1978-1981) 
 
A Follow-up Study of Transsexual, Transvestitic, Homosexual, and Undifferentiated 
Adolescents. K. J. Zucker and S. J. Bradley, $3000, Research Fund, Clarke Institute of 
Psychiatry, 1984-85 
 
Sex Roles and the Child Psychiatric Referral Process. K. J. Zucker, $2000, Research Fund, 
Clarke Institute of Psychiatry, 1983-84 
 
Gender Identity Disorder of Childhood: A Prospective Follow-up in Adolescence. K. J. Zucker 
and S. J. Bradley, $5000, Laidlaw Foundation, 1986; $6100, Laidlaw Foundation, 1987-88 
 
A review of the short- and long-term effects of child sexual abuse. J. H. Beitchman, K. J. Zucker, 
and G. A. da Costa. Health and Welfare Canada, $14000, 1988 
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Children in psychiatric day treatment: A comparison to normal and outpatient controls. K. J. 
Zucker and J. H. Beitchman. Health and Welfare Canada, $80109, 1989-1991 
 
Reproductive and psychosexual outcome in women with congenital adrenal hyperplasia. J. 
Blake, K. Zucker, S. Fleming, and S. Bradley. The Physicians' Serviced Incorporated 
Foundation, $34000, 1990-1991 (18 months) 
 
Maternal influences on gender identity disorder in boys: Searching for specificity. K. J. Zucker, 
J. N. Mitchell, C. B. Lowry, S. J. Bradley. Clarke Institute of Psychiatry Research Fund, $3400, 
1990-1991; Dean's Funds, University of Toronto, $7800, 1991-1992 
DSM-IV Work Group on Gender Identity Disorders and Transsexualism, K. J. Zucker et al. 
MacArthur Foundation, $500 (US), 1990 
 
Quality of Attachment in Young Boys with Gender Identity Disorder, K. J. Zucker, A. 
Birkenfeld-Adams, S. J. Bradley, C. B. Lowry Sullivan, Clarke Institute of Psychiatry Research 
Fund, $5000, 1992-1993 
 
Biodemographic studies of homosexual and heterosexual pedophilia. R. M. Blanchard, H. E. 
Barbaree, K. J. Zucker, R. Dickey, A. F. Bogaert, Social Sciences and Humanities Research 
Council of Canada, $45000, 1995-1998  
 
Peer Relationships of Boys with Gender Identity Disorder, K. J. Zucker, Clarke Institute of 
Psychiatry Research Fund, $5446, 1995 
 
Handedness in Boys with Gender Identity Disorder, K. J. Zucker, Centre for Addiction and 
Mental Health Psychiatry Research Fund, $2092, 1999 
 
Psychosocial Adjustment and Gender Identity in Genetic Males Born with Ambiguous Genitalia, 
D. Wherrett, K. J. Zucker, S. J. Bradley, B. Neilson, Seed Grant Competition, Hospital for Sick 
Children Research Institute, $31280, 2001-2002 
 
The Gender Identity Questionnaire for Adults and the Infant Orientation Scale: Psychometric 
Properties, K. J. Zucker, H. F. L. Meyer-Bahlburg, S. J. Kessler, J. Schober, North American 
Task Force on Intersexuality, $2900, 2004. 
 
Effects of Sex Hormone Treatment on Brain Development: A Magnetic Resonance Imaging 
Study of Adolescents with Gender Dysphoria, K. J. Zucker, M. M. Chakravarty, J. Bain, J. 
Cantor, S. Chavez, N., Lobaugh, D. VanderLaan. Canadian Institutes of Health Research, 
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Will-Say of Kenneth J. Zucker, Ph.D., C.Psych. (Reg. No. 1712) 

Comment on “self-identification” provisions of Policy 713 

1. Children who exhibit Gender Dysphoria and desire to change their name and pronouns to 
alleviate that condition require a professional diagnostic assessment. 
 

2. Changing the gender of a student through a change of name and pronouns, often called 
“social transitioning,” is a psychotherapeutic intervention available for a mental health 
diagnosis of Gender Dysphoria as referenced in the DSM-5 (American Psychiatric 
Association, 2013). 

 
3. Teachers and other school personnel are not equipped with the necessary qualifications to 

diagnose and offer treatment options for mental health conditions. When a child is seeking 
social transitioning to address their Gender Dysphoria, that minor should be referred to a 
professional with the necessary qualifications and experience in making that treatment 
decision. 
 

4. Social transitioning significantly impacts outcomes in children with Gender Dysphoria. 
 

5. Social transitioning is not the appropriate option for all children experiencing Gender 
Dysphoria. 
 

6. Parental involvement is necessary and beneficial for children experiencing Gender 
Dysphoria at every stage of treatment, absent a specific risk of harm from such parents.  
 

7. Split gender identities for children between school and elsewhere can harm children, 
create tension within families and damage the relationship between families and schools. 
 

Comment on additional issues raised by the parties 

1. Should it be necessary to assist the Court, Dr. Zucker is willing and able to review and 
provide his expert opinion on issues raised in this matter within the scope of his expertise, 
including, but not limited to: 
 

a. Whether failing to immediately socially transition a minor with Gender Dysphoria 
leads to negative educational and health outcomes, including increased risk of 
depression, anxiety, eating disorders, self-harm, and suicide (see paragraph 25 
of the Notice of Application); and 
 

b. At what age a child may experience Gender Dysphoria and the extent to which a 
school-aged gender identity is variable or fixed (see paragraph 80 of the Notice of 
Application).  
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IN THE COURT OF KING'S BENCH 
OF NEW BRUNSWICK 

TRIAL DIVISION 

JUDICIAL DISTRICT OF 
FREDERICTON 

IN THE MATTER of an application for 
judicial review and declaratory relief 
pursuant to Rule 69 and Rule 38 of the New 
Brunswick Rules of Court 

BETWEEN: 

THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 

Applicant (Respondent on motion) 

-and-

THE PROVINCE OF NEW 
BRUNSWICK, as represented by the 
MINISTER OF EDUCATION AND 
EARLY CHILDHOOD 
DEVELOPMENT 

Respondent (Respondent on motion) 

-and-

GENDER DYSPHORIA ALLIANCE and 
OUR DUTY CANADA 

Proposed lntervenors (Moving Parties) 

AFFIDAVIT OF 

Court File No.: FM-76-2023 

COUR DU BANC DU ROI DU 
NOUVEAU-BRUNSWICK 

DIVISION DE PREMIERE INSTANCE 

CIRCONSCRIPTION JUDICIAIRE DE 
FREDERICTON 

DANS L'AFFAIRE d'une requete en 
revision judiciare et de jugement 
declaratoire en vertu de la regle 69 et la 
regle 38 des Reg/es de procedure du 
Nouveau-Brunswick 

BETWEEN: 

THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 

Requerant (intime a la i:equete) 

-et-

LA PROVINCE DU NOUVEAU 
BRUNSWICK, representee par le 
MINISTRE DE L'EDUCA TION ET DU 
DEVELOPPEMENT DE LA PETITE 
ENFANCE 

lntimee (intime a la requete) 

-et-

GENDER DYSPHORIA ALLIANCE and 
OUR DUTY CANADA 

Intervenants eventuelles (parties requerantes) 

AFFIDAVIT DE 
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(Hereinafter, "A.B. ") 

I, A.B., of the Province of New Brunswick, MAKE OATH AND SAY: 

I. I am a mother of a 16-year-old adolescent enrolled in the New Brunswick public school 

system and as such have personal knowledge of the facts herein deposed, except where based on 

information and belief, in which case I verily believe the same to be true. 

2. My 16-year-old (hereinafter, "C"), is a natal female who now identifies as a transgender 

boy and uses the male pronouns he/him. 

3. In the spring of 2020, C gave me a letter she (the pronoun she used at this time) had written 

informing me that she was struggling with her gender identity. In the letter, she informed me that 

her gender identity was "non-binary." 

4. This came as a shock to me because, prior to this point, C had shown no signs of confusion 

or ambivalence about her sex or gender identity. She loved to wear dresses and preferred clothing 

with glitter and sequins. She also loved to dress up in my clothing and high-heeled shoes. 

5. My immediate reaction was to reassure C of my unconditional love and support. I did 

research to learn about ways to support children who struggle with gender identity. C wanted a 

short haircut and more masculine clothing. I took C to a hairdresser for the haircut and to the mall 

to buy new clothes. I love my children more than life and always want them to feel loved and 

supported. I also believe that girls and boys should be free to wear whatever clothing and hairstyles 

they want. 

6. I was surprised by the language contained in the letter. I had never heard C use the 

vocabulary and phrasing that was in this letter. At this time, C was only 12 years old. For example, 

the letter said, "I always knew I was different" and "I need to live as my authentic self." 
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7. In retrospect, I suspect that much of the letter's language was drawn from online sources 

which had influenced my child. Before the COVID pandemic, I was restrictive with my children's 

computer and internet use. However, once schools were closed and gathering restrictions were 

imposed, I permitted them much more time on the internet as a way to mitigate loneliness. 

8. In a further effort to support C, I found a psychologist with expertise related to transgender 

youth. C began to see this psychologist in the fall of 2020. 

9. The psychologist told me that C was experiencing gender dysphoria and that I should 

"follow C's lead" and use any preferred pronouns and names chosen by C or else I would harm C 

and my relationship with my own child. 

I 0. I had no previous experience with gender identity at that time and so complied with the 

psychologist's advice. The psychologist explained to me that changing a child's pronouns and 

name is a process called "social transition." The psychologist also reassured me that it was 

completely harmless and totally reversible, but that it would make C feel supported and give C 

space and time to safely explore issues relating to gender identity. At that time, I was convinced 

by the psychologist's argument. 

11. I continued to support C as advised by the psychologist over the next year. During that 

time, C adopted several different names and continued to identify as non-binary. I adapted and 

used the changing names to "follow my child's lead," as I had been instructed to do by the 

psychologist. However, in a desire to be informed about what C was experiencing, I also began 

doing my own research. The first thing that caught my attention was that I read that gender 

dysphoria creates distress in those who struggle with it. This made me question C's situation 

because C was not in distress. I could plainly see that C was thriving before and during this time 

period. 
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12. To continue learning more, I started to follow Facebook groups of parents of transgender 

children. I found groups with different perspectives and approaches to the issue. Some fully 

supported an affirmative approach to a child's gender identity, and others expressed concern about 

gender transitions in children. I did this in order to see the opinions of both sides and come to a 

more fully informed understanding of the issue. I did not participate in either group, but I read 

copiously. I learned that, despite being told by C's psychologist that there is consensus on how to 

best respond to children struggling with gender identity, there is actually a fierce debate between 

healthcare professionals who support an "affirming" approach to children's transgender identity 

and those who support a very cautious approach. I learned that the issue is very politicized, which 

made it difficult to find good, evidence-based information. Ultimately, one of these parent groups 

led me to Our Duty Canada, a proposed intervenor in this matter. I became a member because of 

its focus on evidence-based information on issues related to gender identity in children. 

13. In the spring of 2021, C told me about "coming out" at school as a boy. C told me he was 

now certain that he was a transgender boy. He wanted to use the pronouns he/him and a new name 

(hereinafter, "D"). What I understood from this revelation was that C had shared this information 

("came out") with friends or classmates and asked them to use the new name "D" and male 

pronouns. Since there had been several name changes over the previous year, I did not think this 

was anything different. 

14. Shortly thereafter, the mother of one of C's classmates told me that it was not only C's 

friends who were using this most recent preferred name and pronouns, but also the teachers and 

staff. 

15. When this mother told me that teachers and staff were using my child's most recent 

preferred name and pronouns, I felt a bit skeptical. I wasn't sure this was possible since no one 
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from the school had contacted me to tell me about this change or ask if it was ok with me. I thought 

there might be some misunderstanding or exaggeration of what was going on at the school. The 

mother encouraged me to contact the school. 

16. I was unsure how to proceed whether to contact the school or talk to my child, or both. 

Before I had reached a decision, I received a phone call from the school's vice-principal (the 

"VP"). The call was unexpected and confusing. The VP said that administrative staff noticed that 

when I picked up C from school, I used C's legal name rather than C's preferred name. The VP 

asked why. I opened up to the VP and shared some of the struggles of the previous year. I said that 

I had been advised to use C's preferred names and pronouns, but that this use had been limited to 

our immediate family. 

17. The VP explained during this phone call that the entire school, including teaching and 

administrative staff, were using C's most recent (male) preferred name and pronouns, at C's 

request. I asked why no one had ever contacted me about this. The VP responded that they were 

"following the policy." 

18. I became upset and explained to the VP that C had changed names several times over the 

previous year, and that I believed my child was exploring. I expressed concern that by "officially" 

changing C's name and pronouns, the school would close the door on this exploration process and 

that C might feel "boxed in." I explained that I wanted to take this process slowly and, for that 

reason, we only used the preferred names and pronouns at home while we waited to see where 

things would lead and if C would eventually "stick" with a name for an extended period of time, 

which had not yet happened. I also expressed dismay that C's teacher, with whom I had had a very 

good working relationship, would fail to contact me to tell me what was going on. This teacher 
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knows me and knows how much I love and support my children and how involved I am in their 

lives and education. 

19. As I became more upset during the call, the VP hung up very abruptly, saying "I have to 

go, we can talk again another time." The VP never contacted me again. I do not know why the VP 

contacted me that day, given the policy requirements he referenced when we spoke. 

20. After the phone call, I googled "New Brunswick schools" and "transgender students." I 

immediately found Policy 713 which, at the time, prohibited school staff from informing parents 

about a child's preferred name without the child's consent (the "Policy", attached as Exhibit "A" 

to this affidavit). What was disturbing to me about the Policy is that it prohibited school staff from 

discussing a student's gender identity with parents without the student's permission. It seemed as 

though the Policy was premised on the assumptions that I was not a safe and loving parent, and 

that school staff knew better than I did, as a parent, about what was best for my children. I also 

felt, after reading the policy, that it was futile to continue to discuss the issue with school staff. I 

understood that they were authorized to keep information from me by virtue of the Policy. I no 

longer trusted the school staff. 

21. The school's adoption of C's male identity, name and pronouns, without my pnor 

knowledge, consent, or involvement marked a change in my relationship with my child. I had 

become an outlier among the adults in C's life. Other adults with important roles in C's life, namely 

teachers and school officials, were unquestioningly encouraging C's gender transition and 

determining the pace at which it would progress. 

22. As a result, I have had to become quite careful in how I discuss this issue with my child. 

In the context of discussing the parents of C's trans-identified friends, Chas told me that parents 

who do not use the child's chosen name are transphobic and that parents need to be "cut out" if 
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they are transphobic. C cannot see any other reason that parents might be hesitant or cautious about 

changing their child's name and pronouns. 

23. Accordingly, I am very guarded about expressing my views on this topic and request to be 

permitted to remain anonymous in providing this affidavit. I fear that if C were to learn of my 

involvement in this matter, it would seriously, and possibly irreparably, damage my relationship 

with C. 

24. I am also very fearful of these personal details of C's life being made public and want C's 

privacy to be protected. Details of C's psychological and medical history are bound up in my 

account of my experience. I desire to preserve C's privacy with respect to these matters. I would 

be unwilling to participate in this matter if I am not granted leave to remain anonymous. 

25. C's transition process has continued with no other adults in her life expressing any desire 

for caution or hesitancy. My concern about C becoming "boxed into" a transgender identity 

continues to play out as I see that C is being celebrated by school staff and asked to take on 

leadership roles in gender-identity-related activities at the school, and that C is also being publicly 

celebrated on the school and district Facebook pages. I worry that, at such a young age, if C's 

identity further evolves, it will be difficult for C to openly change. 

26. Notwithstanding my increasing concerns, I continued to follow the psychologist's 

recommendations in 2021-2022. For example, I bought binders for C and made doctor's 

appointments to find ways to suppress C's periods, which the psychologist told me C found 

"distressing." The psychologist told me in an email from September 2021 that this is what my 

child needed from me to feel supported and loved, and to decrease gender dysphoria. I could not 

bear the thought of letting my child down somehow, of failing my child. 
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27. In the spring of 2022, the psychologist contacted me with an update on recent sessions with 

C. The psychologist said that C wanted to begin taking cross-sex hormones (testosterone). In this 

email, the psychologist wrote that it was still too early. 

28. In the fall of 2022, the psychologist wrote to me again and requested a meeting to discuss 

C's "continued desire to pursue gender affirming hormone treatment." We met shortly thereafter 

(the "Fall 2022 Meeting"). At this meeting, the psychologist recommended beginning hormone 

treatment. When I asked what criteria was being used for this recommendation, the psychologist 

told me the recommendation was based on C's "persistent gender dysphoria" and the fact that he 

had socially transitioned and had been living as a boy for over a year. The psychologist also 

informed me that, although the previous WPATH guidelines had recommended waiting until age 

16 to begin hormone therapy, the new WPATH guidelines had eliminated minimum age 

requirements. The psychologist told me that waiting to begin taking hormones had been very 

distressing for C and recommended that C begin taking testosterone even though C was only 14 

years old. 

29. Hearing that social transition was a requirement for medical treatment was distressing to 

me. The psychologist had never shared this information with me when encouraging me to use C's 

preferred names and pronouns. In fact, the psychologist had explicitly told me that social transition 

was a harmless and risk-free measure. 

30. The Fall 2022 Meeting marked a turning point for me. I began to experience intense panic 

because the psychologist was unable to provide evidence of the long-term safety of cross-sex 

hormones in adolescents in response to my requests for this evidence. 

31. I could see at this point that the social transition led to other riskier, irreversible medical 

interventions. 
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32. On the basis of a letter from the psychologist, our family doctor made a referral to a 

pediatrician to begin gender-affirming hormone therapy, namely testosterone. 

33. Chad two appointments with the pediatrician in 2023. I tried to discuss my concerns with 

the pediatrician. I brought publications from reputable researchers and journals, such as testimony 

of Dr. Miriam Grossman (attached as Exhibit "B" to this affidavit), a journal article by Dr. Stephen 

Levine (attached as Exhibit "C" to this affidavit), and a report published in the British Medical 

Journal in February 2023 (attached as Exhibit "D" to this affidavit) that concluded that the 

evidence underlying the WPA TH recommendations was weak or non-existent. The pediatrician 

had not read the articles but promised to do so before our second appointment. At the second 

appointment, the pediatrician was unable to provide a response to these research findings but relied 

on the fact that the "affirmative" approach embodied in the WPATH guidelines was the one 

approved by the Canadian Paediatric Society. After that second appointment, the pediatrician 

wrote the prescription for C to begin taking testosterone. 

34. C began taking testosterone in the summer/fall of 2023. I signed the authorization form 

because C's 16th birthday was imminent, at which time C would have been able to consent to the 

treatment without me. The pediatrician emphasized, in the presence of C, that delaying treatment 

would increase my child's risk of mental illness and possibly suicide. At this time C did not suffer 

from mental illness or have suicide ideation. However, once the pediatrician said this to C, I feared 

that not signing the consent form would drive C away while only minimally delaying the 

inevitable. 

35. The next step of gender transition that C requested was a bilateral mastectomy. When the 

psychologist called to inform me of C's desire, the psychologist recommended that the surgery 

take place as soon as possible. I asked what the criteria are for recommending a bilateral 
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mastectomy in someone under the age of l 8. The psychologist told me that the criteria are 

"persistent gender dysphoria" and the youth's "intellectual capacity to provide informed consent." 

I asked if there are any circumstances in which the psychologist would not recommend, or would 

recommend delaying, a bilateral mastectomy for a minor. The psychologist responded that only if 

the youth had not yet socially transitioned at school and at home, or if the youth had intellectual 

disabi I ities. 

36. Again, the psychologist revealed that C's social transition, which took place at school 

without my knowledge, was a preliminary step to hormonal and surgical interventions. When the 

social transition was initiated, I had absolutely no idea that hormones were given to youth, or that 

surgical alterations to a healthy young person 's body were even practiced. 

37. Only a letter from the psychologist is required for C to be approved for the operation. The 

psychologist relied on the social transition C underwent at school as a basis for determining that 

the double mastectomy was appropriate. 

38. I swear this affidavit bona.fide for no improper purpose. 

SWORN by 
before me at Island View 
in the Province of New Brunswick 

on the I 8th day of March, 2024. 

David McMath 
Barrister & Solicitor 
A commissioner for taking oaths 
In the province of New Brunswick 
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This is Exhibit "A" referred to in the Affidavit 

of sworn before me this 

18th day of March , 2024. 

Barrister & Solicitor 
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BNew,,l;,Nouveauk runsw1c 
Department of Education and Early Childhood Development 

Policy 713 

Subject: 
Effective: 
Revised: 

Sexual Orientation and Gender Identity 
August 17, 2020 

1.0 PURPOSE 

Page 1 of 6 

This policy sets minimum requirements for school districts and public schools to create a safe, 
welcoming, inclusive, and affirming school environment for all students, families, and allies who 
identify or are perceived as LGBTQl2S+. 

2.0 APPLICATION 

This policy applies to the school environment, which includes: 

a) all students who are registered in public schools in New Brunswick; 
b) all school personnel, contract/casual employees, visiting professionals, student teachers, 

parents, visitors, and volunteers; 
c) school transportation: on school buses or other school system-organized transportation; 
d) school sponsored and endorsed events and activities; 
e) all school documents, classroom instruction, forms, report card, classroom materials, and 

evaluations/tests; and 
f) all communications related to school (e.g. meetings, phone calls, written correspondence, 

emails, social media messaging, and other instances that could have an impact on the 
school environment). 

3.0 DEFINITIONS 

Ally refers to an individual who acknowledges that LGBTQl2S+ people face discrimination and 
advocates for social justice. 

Cisgender refers to an individual whose gender identity corresponds with their sex assigned at 
birth. 

Gender Expression refers to the way an individual express themselves and how they present 
and communicate their gender to society. An individual can express themselves by using a name, 
pronoun, or physical appearance that is different from the social normativity. An individual's 
gender expression is independent from their sex assigned at birth or sexual orientation. 

ORIGINAL SIGNED BY 
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Gender Identity refers to an individual's internal sense of their gender, which may or may not 
align with their sex assigned at birth and is not visible to others. 

Homophobia/transphobia refers to negative attitudes, feelings, discrimination, and behaviours 
towards individuals who identify or are perceived to be a member of the LGBTQl2S+ community. 

Legal name refers to the name that appears on a birth certificate. 

LGBTQl2S+ is a commonly used acronym that represents different identities within society. The 
acronym refers to an individual who identifies as: lesbian, gay, bisexual, transgender, queer, 
intersex and two-spirited. The acronym ends with a plus symbol to reflect that in society there 
are many more identities that could be represented. 

Members of the school environment refer to all students who are registered in the public school 
system in New Brunswick, all school personnel, contract and casual employees, visiting 
professionals, student teachers, parents, visitors, and volunteers. 

Non-binary gender refers to an individual whose gender identity is neither exclusively male nor 
female or is in between or beyond both genders. 

Parents refer to parents or guardians, as defined in the Education Act. 

Preferred first name refers to a name that has been identified by a transgender or non-binary 
student to be used in place of their legal first name. 

Preferred pronoun refers to a pronoun that has been identified by a transgender or non-binary 
student that aligns with their gender identity. 

Sexual orientation refers to an individual's psychological, emotional and/or sexual attraction 
towards another person. 

Students refer to pupils, as defined in the Education Act. 

School Personnel as defined in the Education Act. For the purpose of this policy, school 
personnel also includes volunteers. 

Transgender refers to an individual who does not identify either fully or in part with the gender 
associated with their sex assigned at birth. 
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4.0 LEGAL CONSIDERATIONS AND AUTHORITY 

Education Act, section 6 
The Minister ... 

Page 3 of 6 

b.2) may establish provincial policies and guidelines related to public education within the 
scope of this Act [. . .] 

Education Act, 
Subsection 13(1)(e) and 13(3), Roles of parents 

Subsection 27(1), Duties of Teachers 

Subsection 48(2)(b), Duties of Superintendent 

Paragraphs 28(2)(c),28(2)(e) and 28(2)(h), Duties of Principals 

Paragraphs 33(1.1 ), Duties of Parent School Support Committees 

Paragraphs 36.9(5)(a) and (b), Duties of the District Education Council 

5.0 GOALS/ PRINCIPLES 

The Department of Education and Early Childhood Development (EECD) believes: 

5.1 All members of the school environment have the right to self identify and express 
themselves without fear of consequences and with an expectation of dignity, privacy, and 
confidentiality; 

5.2 All members of the school environment have the right to learn and work together in an 
atmosphere that is respectful and free from harassment and discrimination; 

5.3 It is important that all students have a sense of belonging and connection to their school 
environment. Students should feel that they are supported by school personnel; 

5.4 School personnel will create a culture whereby LGBTQI2S+ students see themselves and 
their lives positively reflected in the school environment; 

5.5 It is important to collaborate with community stakeholders to support the needs of all 
LGBTQl2S+ members of the school environment; and 

5.6 Support groups such as Gender and Sexuality Alliances (GSA) are important and 
provide a safe space for students. Gender and Sexuality Alliance and school personnel 
will work together to create a safe and inclusive school environment for LGBTQl2S+ 
students. 
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6.0 

6.1 

REQUIREMENTS / STANDARDS 

Supportive School Environment 

6.1.1 The school principal will ensure that all members of the school environment are 
aware of the requirements set out in this policy. 

6.1.2 School personnel will ensure that the school environment respects student's right 
to self-identify, and appropriate measures are in place to protect personal 
information and privacy. 

6.1.3 EECD and school districts will provide professional learning opportunities to 
school personnel to understand and support the needs of LGBTQl2S+ students. 

6.1.4 Homophobic/transphobic language, behaviour, or discrimination towards a 
member of the school environment will not be tolerated and will be immediately 
reported to the principal or designate. All allegations will be taken seriously and 
dealt with in a timely and effective manner as per Policy 703 - Positive Learning 
and Working Environment. 

6.1.5 All students will be able to participate in curricular, co-curricular, and 
extracurricular activities that are safe, welcoming, and consistent with their gender 
identity. 

6.1.6 EECD, school districts, and school personnel will ensure that classroom materials 
and activities contain positive and accurate information related to sexual 
orientation and gender identities. 

6.1. 7 EECD, school districts, and schools will strive to use inclusive and gender-neutral 
language when communicating with members of the school environment. This 
includes: classroom instruction, classroom materials, school and school district 
newsletters, forms, social media, emails, phone calls, and meetings. 

6.2 Supportive Alliances 

6.2.1 All schools will have a designated member of the school environment to act as an 
advocate for students who identify as LGBTQl2S+ and their families. 

6.2.2 The school principals and school personnel will support the establishment of a 
Gender Sexuality Alliance and will support any events and activities organized by 
the-group. 

6.2.3 Gender Sexuality Alliance membership does not require parental consent and 
privacy and confidentiality will be respected. 
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6.3 Self-identification 

6.3.1 School personnel will consult with a transgender or non-binary student to 
determine their preferred first name and pronoun(s). The preferred first name and 
pronoun(s) will be used consistently in ways that the student has requested. 

6.3.2 Transgender or non-binary students under the age of 16 will require parental 
consent in order for their preferred first name to be officially used for record
keeping purposes and daily management (EECD, school district, and school 
software applications, report cards, class lists, etc.). 

Before contacting a parent, the principal must have the informed consent from the 
student to discuss their preferred name with the parent. If it is not possible to 
obtain parental consent for the use of the preferred first name, a plan will be put 
in place to support the student in managing the use of the preferred name in the 
learning environment.. 

6.4. Universal Spaces 

6.4.1 All students will have access to washroom facilities that align with their gender 
identity. The washroom facilities will be available to all students in a non
stigmatizing manner. 

6.4.2 All schools will have at least one, universal washroom facility that is accessible at 
all times. 

7.0 GUIDELINES/ RECOMMENDATIONS 

7.1 Where possible, schools are encouraged to provide more than one, universal washroom 
facility that is accessible at all time. 

7.2 Superintendents will make reasonable efforts to support students who request to transfer 
schools due to reasons relating to their sexual orientation, gender identity, and gender 
expression. 

7.3 Where possible, student should have access to accommodations that align with their 
gender identity when travelling off school property. This includes field trips, co-curricular 
and curricular activities, travelling for competition, or events at another school, etc. 
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8.0 DISTRICT EDUCATION COUNCIL POLICY-MAKING 

A District Education Council may develop policies and procedures that are consistent with, or 
more comprehensive than, this provincial policy. Their policy must be posted on the school 
district website, and shared with all members of the school environment at the beginning of every 
school year. 

9.0 REFERENCES 

Canadian Charter of Rights and Freedom 

Human Rights Act 

Education Act 

Policy 703 -- Positive Learning and Working Environment 

New Brunswick LGBTQ Inclusive Education Resource 

10.0 CONTACTS FOR MORE INFORMATION 

Department of Education and Early Childhood Development, Policy and Planning Division, 
506 453-3090 

Department of Education and Early Childhood Development, Education and Support Services 
Branch (Anglophone Sector), 506 453-2816 

ORIGINAL SIGNED BY 

MINISTER 
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of worn before me this 
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Miriam Grossman MD 

Child, Adolescent and Adult Psychiatry 

SUMMARY OF TESTIMONY 

June 14, 2023 to the House Energy and Commerce 

Subcommittee on Health 

I. Suicide of youth with gender dysphoria is extremely rare. 

2. Gender dysphoria is a psychiatric condition. There is no established evidence of a 
biological cause. Most cases resolve on their own, by young adulthood. 

3. There is no evidence that puberty blockers, cross-sex hormones, and gender surgeries are 
lifesaving or medically necessary. 

4. The U.S. is increasingly an outlier in the treatment of youth with gender dysphoria 

5. Health authorities in the UK, Finland, Sweden and Norway now recommend exploratory 
psychotherapy as the first line of treatment and have severely restricted hormonal 
interventions, reserving them for exceptional cases. 

6. Those countries have done systemic reviews and concluded that long term benefit from 
medical interventions has not been established, while the risk of harm is significant. 

7. In US hospitals, young teens' natural puberties are prevented. Girls as young as twelve 
are having mastectomies. Minors are also having genital surgeries. We have no long-term 
evidence of benefit of these drastic interventions in the current population. 
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Miriam Grossman MD 

Child, Adolescent and Adult Psychiatry 

Chair McMorris-Rodgers and members of the House Energy and Commerce 

Subcommittee on Health: 

Thank you very much for the opportunity to testify this morning. 

My name is Miriam Grossman and my psychiatric practice is focused on youth who have distress 

about being male or female, and their parents. 

I'm here today to provide you with facts you haven't heard. You haven't heard them because 

when it comes to youth gender dysphoria (also called "transgenderism"), the public and most 

importantly parents, are, I am sad to say, consistently fed misinformation. It's for that reason I 

wrote a book - Lost in Trans Nation: A Child's Psychiatrist's Guide Out of the Madness, so that 

people and especially parents be truly informed. 

I'll start with the claim that Gender Affirming Care (GAC) - puberty blockers, cross-sex 

hormones, and surgeries - are "lifesaving", and that restricting minors' access to them will result 

in a wave of suicides. 

Let me be clear - we are all on the same page here. Every suicide is a tragedy. But this claim is 

both false and dangerous. 

First, it conflates suicidality with actual suicide. Suicidality refers to thoughts about suicide and 

to self-injurious behaviors. The former might be thinking for a moment, "I wish I was never 

born". The latter would include making superficial scratches on one's arm with a paper clip. I am 

not minimizing the distress involved, but these thoughts and behaviors are extremely common, 

especially among teenagers, and certainly among teens with mental health issues. When people 

are questioned about past suicidality, they almost always say they did not wish to die. 
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When you hear about the alarmingly high risk to the well-being of transgender youth, what's 

meant is suicidality, not actual suicide. This is a critical distinction of which few are aware. 

Actual suicide is thankfully extremely rare, even among transgender-identified teens. In the US 

there are no data on suicide rates in this population. In the U .K., a peer-reviewed study found the 

rate of suicide amongst 15,000 youth referred to a clinic for gender dysphoria during a 10 year 

period was 0.03% - there were 4 deaths - an extremely low rate. 

Please note, two of the suicides were amongst patients being treated, and the other two were 

amongst those on the waiting list - not being treated. If GAC is indeed as we are told 

"lifesaving", we would expect suicides only among patients on the waiting list. 

A longitudinal study in Sweden one of the only long-term studies on this population - found 

that even after full sex reassignment, transsexual people were over 19 times more likely to die by 

suicide than population-matched controls. 

The claim that kids who identify as transgender are at higher risk for suicidality than non

transgender identified kids is technically true, but it confuses correlation and causation. There is 

much more evidence that kids with severe mental health problems, which are independently 

linked to suicidality, are gravitating toward a transgender identity, perhaps believing that gender 

is the source of and the solution to their problems. By placing these immature and troubled 

patients in the driver's seat and allowing them to direct their medical care, medical professionals 

fail to provide the care they need, and instead compound their problems by adding to their 

emotional issues a lifetime of sterility and medical complications. 

Not only is the suicide narrative false, but its use in public debates is outright dangerous. The 

CDC has long warned that there is never a single cause to suicide and that it's irresponsible to 

ignore the complex, underlying triggers for this behavior. 

Finland's widely acknowledged expert on youth with gender dysphoria is Riittakerttu Kaltiala. 

When asked about the claim that trans youth have an increased risk of suicide and therefore 

urgently need treatment and support, she responded, "It's purposeful disinformation, the 

spreading of which is irresponsible." 
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The U.S. is increasingly an outlier in how we treat youth with gender dysphoria. Sweden, 

Finland, and the U.K. all had so-called "gender-affirming care" in their pediatric clinics for about 

a decade, and all have since backed away from that model in favor of a more conservative 

approach. Health authorities in all three countries now recommend exploratory psychotherapy as 

the first line of treatment and reserve hormonal interventions only for exceptional cases. 

To qualify for puberty blockers, an adolescent's gender issues will need to have started in early 

childhood. In addition, any co-occurring mental health problems the patient has will have to be 

reasonably well-controlled. The Europeans have stipulated these two conditions because they've 

recognized that a majority of minors presenting at their clinics were teenagers with no childhood 

history of gender issues and with many psychological problems, including autism, ADHD, and 

history of sexual abuse. 

If American clinics were to adopt these eligibility criteria, it would automatically exclude most 

of the teenagers getting sex change drugs today. 

Sweden, Finland, and the U.K. also require that any medical interventions be done strictly within 

research settings. This is because puberty blockers and cross-sex hormones have not been 

adequately studied. As Finland's Council for Choices in Healthcare has said, this is "an 

experimental practice." 

Earlier this year, Norway's healthcare watchdog UKOM said that the affirmative model is not 

safe and contains too many risks and unknowns. It did this after receiving complaints from 

former patients and families who said they were rushed into medical transition. Norway is 

expected to join the list of countries that have severe restrictions on hormonal interventions. 

In France, the National Academy of Medicine has urged "great caution" in the use of puberty 

blockers and cross-sex hormones to treat gender-related distress in minors. Two months ago, the 

director of Belgium's Center for Evidence Based Medicine said that he would throw the World 

Professional Association for Transgender Health's guidelines "into the bin." And just a few 

weeks ago, a major insurance company in Australia decided it would no longer be offering 

medical malpractice insurance to doctors in private practice who prescribe hormonal 

interventions for gender issues. 
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In short; other countries are turning away from the treatment model known as "gender-affirming 

care," recognizing that its risks are serious and that its benefits are unproven. 

Here in the United States, doctors and hospitals are fully committed to the affirmative model. At 

the heart of that model is the belief that being trans gender is innate, and that a child knows their 

permanent trans gender identity from as early as age 2. Practitioners of the affirmative model 

regularly tell us that because "trans kids know who they are," it's unethical to use exploratory 

therapy to discern whether a child's rejection of her body in favor of some alternative "gender 

identity" is being caused by some underlying mental health issue or as a response to family 

issues, trauma, the social pressures of adolescence, or other factors. 

In 2018 the American Academy of Pediatrics explicitly called exploratory therapy, the treatment 

recommended by European countries, "conversion therapy" and declared it unethical. Dr. Megan 

Mooney, who is president of the Texas Psychological Association, recently told lawmakers in 

Texas that she uncritically "affirms"-that is, agrees with-the transgender self-identification of 

any child who enters her practice, regardless of circumstance. When asked if she has ever 

refused to write a letter of support recommending hormonal treatments for any of her patients, 

Dr. Mooney couldn't or wouldn't recall a single instance. 

In February, a brave whistleblower, Jamie Reed, signed a sworn affidavit documenting egregious 

and harmful practices at the pediatric clinic of the Washington University Transgender Center in 

St. Louis, Missouri. Parents were promised full psychological evaluation and support but 

received little or none. Instead, their children were instantly "affirmed" and put on the medical 

track. The psychological support their kids received was in the form of therapists agreeing with 

their self-diagnosis of being transgender. 

Doctors and clinics that practice affirmative medicine claim that care is individualized and 

multidisciplinary. This is highly misleading. In practice, all of the clinicians and staff who work 

at these centers are committed to the affirmative approach: the child knows best who they are 

and what they need. 

How do I know? They say so. At the Oregon Health and Science University Transgender Health 

Program, for example, a social worker recently explained that every single physician, mental 
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health professional, social worker, and staff member is affirming. This means that no one . 

examines a particular patient's self-diagnosis. Jamie Reed described the same thing at her clinic. 

It didn't matter how mentally ill the patient was, if he or she claimed a transgender identity, it 

was at once accepted. This would not be acceptable in any other field of medicine. 

When affirmative clinicians say that care is "individualized," they don't mean that the 

circumstances of every patient that led him or her to adopt a trans identity and seek drugs and 

surgeries is carefully scrutinized. What they mean, instead, is that clinicians appreciate that each 

patient's "embodiment goals" are different. One patient might want testosterone but no double 

mastectomy. Another might want a double mastectomy but no genital surgery. A third might 

want "non-binary" surgery, a new category of procedures that essentially removes all genitals, 

and a vagina-preserving phalloplasty, which leaves the patient with a vagina and a surgically 

crafted penile shaft. 

Supporters of "gender-affirming care" regularly deny that surgeries are happening. In Texas, 

lawyer and physicians Cody Miller Pyke told state senators that "children under the age of 

eighteen in this country do not have gender reassignment surgery. There isn't a single case." 

Louis Apel, president of the Texas chapter of the American Academy of Pediatrics, and Jessica 

Zwiener, a Houston-based endocrinologist, testified in the same hearing that "surgeries are not 

part of the standard of care for minors." Dr. Zwiener also said that "no one is touching these 

kids' genitals. There is not surgery done on minors." 

The facts tell another another story. First of all, the World Professional Association for 

Transgender Health, whose Standards of Care are cited by American doctors and hospitals as 

authoritative, does include surgeries-including genital surgeries-within its standard of care for 

minors. Indeed, shortly after publishing its latest standards of care last year, WPA TH quickly 

eliminated all age minimums for physical interventions. 

The Reuters investigation from last year found evidence of at least 56 genital surgeries on 

children ages 13-17 between 2019 and 2021. This number doesn't include children whose 

parents paid for the procedure out of pocket. A 2017 peer-reviewed article titled "Age is Just a 
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Number" found WPA TH-affiliated surgeons reporting "a definite increase in the number of 

minors seeking vaginoplasty." 

Meanwhile, the number of bilateral mastectomies for teenage girls has surged. Double

mastectomies-known euphemistically as "top surgery"-increased 13-fold between 2013 and 

2020, and by 500% percent between 2016 and 2019 alone. The youngest document patient to 

receive a "gender-affirming" double mastectomy was 12 years old. 

The Biden administration's Department of Health and Human Services has said double 

mastectomies as well as genital surgeries are "typically used in adulthood or case-by-case in 

adolescents." 

The affirmative model of care is driven by a potent combination of radical gender ideology and 

profit motives. In 2018, the director of the Vanderbilt University Medical Center trans gender 

· program told an audience at her grand rounds that sex change procedures are a source of profit 

for hospitals. Genital surgeries in particular, she said, are "huge moneymakers." 

This is not medicine. It's pharmaceutical and surgical consumerism. And it preys on society's 

most vulnerable population: children, and loving parents who are in crisis and trust the 

professionals to whom they turn for guidance. 

Why have European countries backed away from "gender-affirming care"? What do health 

authorities in these countries know that our medical associations don't? Why is there a growing 

international consensus against "gender-affirming care"? 

Sweden, Finland, and the U.K. have all done systematic reviews of evidence for the use of 

puberty blockers and cross-sex hormones in this context. All three countries came to the same 

conclusion. In the words of Sweden's SBU, the risks of early physical interventions "currently 

outweigh the possible benefits." 

In evidence-based medicine, systematic reviews of evidence constitute the highest level of 

evidence evaluation for a particular intervention. The expert opinion of doctors constitutes the 
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lowest level, meaning the least reliable source of information, due to its vulnerability to 

confirmation bias. 

In contrast to their European counterparts, American medical associations have either not done 

or have not based their recommendations on systematic reviews of evidence. The American 

Academy of Pediatrics' policy statement, for example, was written by a single doctor fresh out of 

residency and cherry-picks studies and blatant omissions and mischaracterizations of the 

available research. It is precisely this kind of biased review of the literature that systematic 

reviews are designed to prevent. 

An investigative report published in the prestigious British Medical Journal earlier this year 

interviewed the world's leading experts in evidence-based medicine, including Professor Gordon 

Guyatt. The report found that although U.S. guidelines for treating youth gender dysphoria are 

"consensus-based," they are not "evidence-based." 

Even this consensus, however, is a mirage. The AAP, for instance, has spent the past five years 

doing everything in their power to silence pediatricians who argue that guidelines should be 

based on systematic reviews and not the whim of one inexperienced doctor. 

In sum, around the world medical authorities are slowly but surely aligning their practices with 

the principles of evidence-based medicine. They are taking seriously their commitment to the 

principle of "first, do no harm." Here in the U.S., I regret to say, professional medical 

associations are allowing a small group of ideologically driven activists to dictate the standard of 

care. 

Last year, England's National Health Service decided to close its main pediatric gender clinic. In 

her report to the NHS, Dr. Hilary Cass, who evaluated the clinic, said that clinicians and staff 

"feel under pressure to adopt an unquestioning affirmative approach [that is] at odds with the 

standard process of clinical assessment and diagnosis ... " This affirmative approach, Dr. Cass 

said, "originated in the USA." 
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I want to conclude by debunking two common myths about "gender-affirming care." The first is 

that puberty blockers are safe and fully reversible, and merely provide children with "time to 

think" about their identities and whether to continue on to cross sex hormones. 

This is simply untrue. 

The claim about reversibility is based on the drug's original use in treating precocious puberty -

which unlike dysphoria is a med;cal condWon. Kids with dysphoria have no physical 

abnormalities. Furthermore, studies over the past decade have consistently shown that 93 to 98 

percent of children who take puberty blockers for gender dysphoria end up going further down 

the medical pathway, on cross sex hormones. You have to be either naYve or deeply immersed in 

gender ideology to believe that the reason for this extremely high rate of persistence is the 

clinicians' ability to avoid false positives. A far more plausible explanation is that puberty 

blockers themselves lock in feelings of dysphoria and interfere with the natural process of 

dysphoria resolution, which is puberty itself. We know, for instance, that between two-thirds and 

four-fifths of kids with gender dysphoria will desist from it by adulthood-meaning, they will 

come to terms with their bodies and their sex. Most, in fact, will turn out to be gay. 

Even the Dutch clinicians who pioneered this work have recognized the possibility that pube1iy 

blockers cause the very thing they purport to cure. In a paper published in February, the Dutch 

team acknowledged the possibility that "starting [puberty blockers] in itself makes adolescents 

more likely to continue medical transition." 

Last year, New Zealand's health ministry deleted the words "safe and fully reversible" from its 

website when discussing puberty blockers. In her book on what happened at the Tavistock clinic, 

for which she interviewed dozens of clinicians who worked there, BBC Hannah Barnes 

documents the disillusionment that so many of these clinicians experienced when they saw the 

near certainty with which kids whose puberty was blocked would continue with medical 

transition. As one clinician who worked there put it: "It totally exploded the idea that when we 

were offering puberty blockers, we were actually offering time to think." 

American doctors who practice "gender-affirming care" insist that puberty blockers are safe. 

They can't possibly know that as there have never been randomized controlled trials to assess 
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what the risks are and whether they are worth any purported benefits. Proponents of puberty 

blockers for gender dysphoric teens claim that such trials would be unethical because puberty 

blockers are known to improve mental health. But that is precisely what they cannot know 

without randomized controlled trials. 

The assertion that puberty blockers improve mental health does not stand up to critical scrutiny. 

It is based on a small number of highly flawed studies with serious methodological problems. 

For example, a 2022 study at Seattle Children's Hospital found no evidence of improvement 

among those who received puberty blockers. It did find mental health deterioration among those 

who did not receive pube1ty blockers, but even this wasn't a reliable finding because 80% of the 

non-intervention group dropped out by the end of the study. It's possible, and I'd argue likely, 

that many or most of these kids dropped out because they got better without puberty blockers. 

The researchers have thus far refused to publish their data, so it's impossible to know. 

The European health institutions that did systematic reviews of evidence looked at these studies 

and rated the quality of their evidence as "low" or "very low." 

The final myth I want to address is the claim that regret and detransition - returning to the 

identity consistent with one's body - are extremely rare. There is absolutely no evidence to 

support this assertion. The studies that are cited in support of this claim were done primarily on 

those who "transitioned" as adults, and the few minors who are included were transitioned under 

the Dutch, not the affirmative, protocol. We are dealing with an entirely different population 

now. Again, today's gender dysphoric youth would have been excluded from the original Dutch 

study, as they would not have met their strict criteria, including a stable mental health status. 

More recent studies have found rates of hormone discontinuation of up to 30 percent. A 2021 

study found that three-quarters of detransitioners never report their decision to their providers, 

often because they feel shame. Others feel that their providers don't want to hear about regret or 

mistakes in diagnosis. Whistleblower Jamie Reed's sworn affidavit confirms that doctors at the 

St. Louis clinic were uninterested in following up on patient outcomes. 

The truth is that we don't know how common regret and detransition are, and likely won't know 

for at least a decade. That's because the affirmative model of treatment, which actively opposes 
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any "gatekeeping," has only been in use for about a decade, and most cases of medicalization 

have happened in the past few years alone. 

We know that rates of trans identification and medicalization among youth are soaring. Between 

1.4 and 9.2 percent of Generation Z now identifies as transgender. According to data from 

Reuters, 121,882 new diagnoses of gender dysphoria for children ages 6-17 were added between 

2017 and 2021. That includes a 20% year-over-year increase between 2017 and 2020, and a 70% 

percent increase between 2020 and 2021-the year that CO YID lockdowns resulted in more 

teenage isolation and social medica addiction. The Doernbecher Children's Hospital in Portland, 

Oregon, saw a 4,500 percent increase in pediatric referrals between 2013 and 2021. 

In sum, the American medical establishment is clearly unwilling or unable to regulate itself in 

the interest of patient health. It is the duty of Congress to protect children and families, including 

from those who have taken an oath to "first, do no harm." 

Thank you all for your service to the citizens of your districts and our nation. I look forward to 

your questions. 
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ABSTRACT 
In less than a decade, the western world has witnessed an unprecedented 
rise in the numbers of children and adolescents seeking gender transition. 
Despite the precedent of years of gender-affirmative care, the social, medical 
and surgical interventions are still based on very low-quality evidence. The 
many risks of these interventions, including medicalizing a temporary ado
lescent identity, have come into a clearer focus through an awareness of 
detransitioners. The risks of gender-affirmative care are ethically managed 
through a properly conducted informed consent process. Its elements
deliberate sharing of the hoped-for benefits, known risks and long-term 
outcomes, and alternative treatments-must be delivered in a manner that 
promotes comprehension. The process is limited by: erroneous professional 
assumptions; poor quality of the initial evaluations; and inaccurate and 
incomplete information shared with patients and their parents. We discuss 
data on suicide and present the limitations of the Dutch studies that have 
been the basis for interventions. Beliefs about gender-affirmative care need 
to be separated from the established facts. A proper informed consent 
process can both prepare parents and patients for the difficult choices that 
they must make and can ease professionals' ethical tensions. Even when 
properly accomplished, however, some clinical circumstances exist that 
remain quite uncertain. 

Introduction 

KEYWORDS 
Informed consent; 
ethics; 
gender dysphoria; 
gender identity; 
detransition 

Reconsideration of the meanings, purposes, indications, and processes of informed consent for 
transgender-identified youth is urgently needed. Parents of gender atypical children are consid
ering social transition as early as preschool or grade school. Parents of preteens and teens are 
considering supporting their children's wishes to present in a new gender, take puberty blockers 
and cross-sex hormones, and plan for surgical alterations. College-aged youth are declaring new 
identities for the first time and obtaining hormones and surgery without their parents' knowledge. 

When uncertain parents of children and teens consult their primary care providers, they are 
usually referred to specialty gender services. Parents and referring clinicians assume that spe
cialists with "gender expertise" will undertake a thorough evaluation. However, the evaluations 
preceding the recommendation for gender transition are often surprisingly brief (Anderson & 
Edwards-Leeper, 2021) and typically lead to a recommendation for hormones and surgery, known 
as gender-affirmative treatment. 
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Despite the widely recognized deficiencies in the evidence supporting gender-affirmative 
interventions (National Institute for Health & Care Excellence, 2020a; 2020b ), the process of 
obtaining informed consent from patients and their families has no established standard. There 
is no consensus about the requisite elements of evaluations, nor is there unanimity about how 
informed consent processes should be conducted (Byne et al., 2012). These two matters are 
inconsistent from practitioner to practitioner, clinic to clinic, and country to country. 

Social transition, hormonal interventions, and surgery have profound implications for the 
course of the lives of young patients and their families. It is incumbent upon professionals that 
these consequences be thoroughly, patiently clarified over time prior to undertaking any element 
of transition. The informed consent process does not preclude transition; it merely educates the 
family about the state of the science underpinning the decision to transition. Social transition, 
hormones, and surgeries are unproven in a strict scientific sense, and as such, to be ethical, 
require a thorough and fully informed consent process. 

Ethical Concerns About Inadequate Informed Consent 

The concept of informed consent in medicine has roots in both ethical theory and law. The 
ethical foundation is centered in the principles of beneficence, justice, and respect for autonomy, 
while the legal issues have to do with questions of malpractice (Katz et al., 2016). 

Patients consenting to treatment must meet age-based and decisional capacity requirements 
(Katz et al., 2016). Minors less than the age of consent participate in decision-making by pro
viding assent-an agreement with the intervention. The limited maturational cognitive capacities 
of minors are the key reason why parents serve as the ethical and legal surrogates for medical 
decision-making, tasked with signing an informed consent document (Grootens-Wiegers, Hein, 
van den Broek, & de Vries, 2017). 

The informed consent process consists of three main elements: a disclosure of information 
about the nature of the condition and the proposed treatment and its alternatives; an assessment 
of patient and caregiver understanding of the information and capacity for medical decision-making; 
and obtaining the signatures that signify informed consent has been obtained (Katz et al., 2016). 
The current expectation that clinicians and institutions are required to thoroughly inform their 
patients about the benefits, risks, and uncertainties of a particular treatment, as well as about 
alternatives, has a long legal history in the United States (Lynch, Joffe, & Feldman, 2018). 

Ethical concerns about inadequate informed consent for trans-identified youth have several 
potentially problematic sources, including erroneous assumptions held by professionals; poor 
quality of the evaluation process; and incomplete and inaccurate information that the patients and 
family members are given. 

These concerns are amplified by the dramatic growth in demand for youth gender transition 
witnessed in the last several years that has led to a perfunctory informed consent process. A 
rushed process does not allow for a proper discussion of not only the benefits, but the profound 
risks and uncertainties associated with gender transition, especially when gender transition is 
undertaken before mature adulthood. 

a. Dramatic growth in demand for services threatens true informed consent 

Gender identity variations were thought to be extremely rare a generation ago. While the 
incidence in youth had not been officially estimated, in adults it was 2-14 per 100,000 (American 
Psychiatric Association, 2013, p. 454). However, around 2006, the incidence among youth began 
to rise, with a dramatic increase observed in 2015 (Aitken et al., 2015, de Graaf, Giovanardi, 
Zitz, & Carmichael, 2018). Currently, 2-9% of U.S. high school students identify as transgender, 
while in colleges, 3% of males and 5% of females identify as gender-diverse (American College 
Health Association, 2021; Johns et al., 2019; Kidd et al., 2021). 
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Whereas previously most of the affected individuals identified as the opposite sex, there is 
now a growing trend toward identifying as nonbinary: neither male nor female or both male 
and female (Chew et al., 2020). A recent study reported that the majority of transgender-identifying 
youth (63%) now have a non-binary identity (Green, DeChants, Price, & Davis, 2021). Although 
the incidence of natal males asserting a trans identity in adolescence has significantly increased, 
the dramatic increase is driven primarily by the natal females requesting services (Zucker, 2017). 
Many suffer from significant comorbid mental health disorders, have neurocognitive difficulties 
such as ADHD or autism or have a history of trauma (Becerra-Culqui et al., 2018; Kozlowska, 
McClure, et al., 2021). 

The increase in rates of transgender identification is reflected in the numbers of youth seeking 
help from medical professionals. For example, according to data reported by the Tavistock gender 
clinic in the UK, in 2009, there were 51 requests for services (de Graaf et al., 2018); in 2019-2020, 
2728 referrals were recorded-a 53-fold increase in just over a decade (Tavistock & Portman 
NHS Foundation Trust, 2020). The growing number of urban transgender health centers that 
have arisen in recent years (HRC, n.d.) reflects the increased demand for gender-related medical 
care among young people in North America Australia, and Europe. 

This unprecedented increase has created pressure on institutions and practitioners to rapidly 
evaluate these youth and make recommendations about treatment. To respond to growing demand, 
an innovative informed consent model of care has been developed. Under this model, mental 
health evaluations are not required, and hormones can be provided after just one visit following 
the collection of a patient's or guardian's consent signature (Schulz, 2018). The provision of 
transition services under this model of care is available not just to those over 18, but for younger 
patients as well (Planned Parenthood League of Massachusetts, n.d.). 

Although following the informed consent model of care for hormones and surgeries for youth 
may diminish clinicians' ethical or moral unease (Vrouenraets et al., 2020), we believe this model 
is the antithesis of true informed consent, as it jeopardizes the ethical foundation of patient 
autonomy. Autonomy is not respected when patients consenting to the treatment do not have 
an accurate understanding of the risks, benefits, and alternatives. 

b. Assumptions held by professionals influence the integrity of the informed consent process 

Gender-dysphoric children and teens can intensely occupy the belief that their lives will be 
immensely improved by transition. Clinicians who have embraced the gender-affirmative model 
of care operate on the assumption that children and teens know best what they need to be 
happy and productive (Ehrensaft, 2017). These professionals, responding to the youths' passionate 
pleas, see their role as validating the young person's fervent wishes for hormones and surgery 
and clearing the path for gender transition. In doing so, they privilege the ethical principle of 
respect for patient autonomy ( Clark & Virani, 2021) over their obligations for beneficence and 
non-maleficence. 

Many of the gender-affirmative clinicians subscribe to the theory of minority stress - the 
supposition that the frequently co-occurring psychiatric symptoms of gender-dysphoric individuals 
are a result of prejudice and discrimination brought about by gender non-conformity (Rood 
et al., 2016; Zucker, 2019), and that gender transition will ameliorate these symptoms. Some 
even claim that gender-affirmative care will successfully treat not only depression and anxiety 
but will also resolve neurocognitive deficits frequently present in gender-dysphoric individuals 
(Turban, 2018; Turban, King, Carswell, & Keuroghlian, 2020; Turban & van Schalkwyk, 2018). 
These latter assertions have proven controversial even among the proponents of gender-affirmative 
interventions (Strang et al., 2018; van der Miesen, Cohen-Kettenis, & de Vries, 2018). The 
minority stress theory as the sole explanatory mechanism for co-occurring mental health illness 
has also been questioned in light of the evidence that psychiatric symptoms frequently predate 
the onset of gender dysphoria (Bechard, Vanderlaan, Wood, Wasserman, & Zucker, 2017; 
Kaltiala-Heino, Sumia, Tyolajarvi, & Lindberg, 2015; Kozlowska, Chudleigh, McClure, Maguire, 
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& Ambler, 2021). Other clinicians recognize the limits of gender-affirmative care and are aware 
that youth with underlying psychiatric issues are likely to continue to struggle post-transition 
(Kaltiala, Heino, Tyolajarvi, & Suomalainen, 2020), but, unaware of alternative approaches such 
as gender-exploratory psychotherapy or watchful waiting (Bonfatto & Crasnow, 2018; Churcher 
Clarke & Spiliadis, 2019; Spiliadis, 2019), these well-meaning professionals continue to treat 
youth with gender-affirmative interventions despite lingering doubts. 

It is common for gender-affirmative specialists to erroneously believe that gender-affirmative 
interventions are a standard of care (Malone, D'Angelo, Beck, Mason, & Evans, 2021; Malone, 
Hruz, Mason, Beck, et al:, 2021). Despite the increasingly widespread professional beliefs in the 
safety and efficacy of pediatric gender transition, and the endorsement of this treatment pathway 
by a number of professional medical societies, the best available evidence suggests that the 
benefits of gender-affirmative interventions are of very low certainty (Clayton et al., 2021; National 
Institute for Health & Care Excellence, 2020a; 2020b) and must be carefully weighed against the 
health risks to fertility, bone, and cardiovascular health (Alzahrani et al., 2019; Biggs, 2021; 
Getahun et al., 2018; Hembree et al., 2017; Nota et al., 2019). Recently, emphasis has also been 
placed on psychosocial risks and as yet unknown medical risks (Malone, D'Angelo, et al., 2021). 

Five scientific observations question and refute the assumption that an individual's experience 
of incongruence of sex and gender identity is best addressed by supporting the newly assumed 
gender identity with psychosocial and medical interventions. 

1. The most foundational aspect of the diagnoses of "gender dysphoria" (DSM-5) and 
"gender incongruence" (ICD-11), requisite for the provision of medical treatment, is in 
flux, as professionals disagree on whether the presence of distress is a key diagnostic 
criterion, as stated in the DSM-5, or is irrelevant, as is the case according to the latest 
ICD-11 criteria (American Psychiatric Association, 2013; World Health Organization, 
2019). Further, these diagnoses have never been properly field-tested (de Vries et al., 
2021). 

2. There are no randomized controlled studies demonstrating the superiority of various 
affirmative interventions compared to alternatives. There isn't even agreement about 
which outcome measures would be ideal in such studies. 

3. There are few long-term follow-up studies of various interventions using predetermined 
outcome measures at designated intervals. Studies that have been conducted are, at best, 
inconsistent. Higher quality studies with longer-follow-up fail to demonstrate durable 
positive impacts on mental health (Branstrom & Pachankis, 2020a; 2020b ). 

4. Rates of post-transition desistance, increased mental suffering, increased incidence of 
physical illness, educational failure, vocational inconstancy, and social isolation have not 
been established. 

5. Numerous cross-sectional and prospective studies of transgender adults consistently 
demonstrate a high prevalence of serious mental health and social problems as well as 
suicide (Asscheman et al., 2011; Dhejne et al., 2011). Controversies about how to deal 
with trans-identified youth must consider the well described vulnerabilities of transgender 
adults. 

It is equally important to realize that to date, research about alternative approaches, such as 
psychotherapy or watchful waiting, shares the scientific limitations of the research of more 
invasive interventions: there are no control groups, nor is there systematic follow-up at prede
termined intervals with predetermined means of measurement (Bonfatto & Crasnow, 2018; 
Churcher Clarke & Spiliadis, 2019; Spiliadis, 2019). Parents and patients need to be informed 
of this as well. 

Perhaps the single most problematic assumption held by some gender clinicians is that the 
young patients have simply been "born in the wrong body:' This assumption seemingly frees 
clinicians from having to contend with the ethical dilemmas of recommending body-altering 
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interventions that are based on very low-quality evidence. Despite the principle of development 
that biology, psychosocial factors, and culture generate behavior, these clinicians may believe 
that atypical genders are created by biology. This reductionistic approach has been criticized 
repeatedly (Kendler, 2019). 

While the origins of childhood or adolescent onset of gender incongruence have not yet been 
fully elucidated, brain studies of increasing technical sophistication have yet to demonstrate a 
distinct structure or pattern that accounts for an atypical gender identity, after statistically con
trolling for sexual orientation and exposure to exogenous hormones (Frigerio, Ballerini, & Valdes 
Hernandez, 2021). Twin studies also demonstrate that while biology plays a role in one's expe
rience of "gender incongruence;' it is far from deterministic (Diamond, 2013). 

A growing number of clinicians and researchers are noting that the dramatic rise of teens 
declaring a trans identity appears to be, at least in part, a result of peer influence (Anderson, 
2022; Hutchinson, Midgen, & Spiliadis, 2020; Littman 2018; Littman, 2020; Zucker, 2019). Some 
have noted yet another influx of trans-identified youth emerging during the COVID lockdowns, 
and have hypothesized that increased isolation coupled with heavy internet exposure may be 
responsible (Anderson, 2022). While the research into the phenomenon of social influence as a 
contributor to trans identification of youth is still in its infancy, the possibility that clinicians 
are providing treatments with permanent consequences to address what may be transient iden
tities in youth poses a serious ethical dilemma. 

c. Poor evaluations 

There is a growing recognition that rapid evaluations which disregard factors contributing to 
the development of gender dysphoria in youth are problematic. In November 2021, two-leaders 
of the World Professional Organization for Transgender Health (WPATH) warned the medical 
community that the "The mental health establishment is failing trans kids" (Anderson & 
Edwards-Leeper, 2021). Frequently, evaluations provided by gender clinicians may only ascertain 
the diagnosis of gender dysphoria (DSM-5) or its ICD-11 counterpart gender incongruence, and 
screen for conspicuous mental illness prior to recommending hormones and surgeries. These 
limited, abbreviated evaluations overlook, and as a result fail to address, the relevant issue of 
the forces that may have influenced the young person's current gender identity. 

Confirming the young person's self-diagnosis of gender dysphoria or gender incongruence is 
easy. Clarifying the developmental forces that have influenced it and determining an appropriate 
intervention are not. Contextualizing these forces involves an understanding of child and ado
lescent developmental processes, childhood adversity, co-existing physical and cognitive disad
vantages, unfortunate parental or family circumstances (Levine, 2021 ), as well as the role of 
social influence (Anderson, 2022; Anderson & Edwards-Leeper, 2021; Littman, 2018; 2021). 

The poor quality of mental health evaluations has been a point of significant discontent for 
a growing number of parents of gender-dysphoric youth. Increasingly, parents have formed 
dozens of support groups in North America, Europe, Australia and New Zealand, united in their 
objections to the idea that the best or the only treatment for their gender-dysphoric children 
is affirmation (Genspect, 2021). These distressed parents, recognizing that their son or daughter 
may eventually decide to present to others as a trans person, want a psychotherapeutic inves
tigation to understand what contributed to the development of this identity and an exploration 
of noninvasive treatment options. Frequently, they cannot find anyone in their community who 
does not recommend immediate affirmation. 

The American Academy of Pediatrics' Committee of Bioethics recognizes that "parents ... are 
better situated than others to understand the unique needs of their children and to make appro
priate, caring decisions regarding their children's health care" (Katz et al., 2016). The plight of 
the families unable to find specialists capable of conducting thorough evaluations draws attention 
to the widespread acceptance of medical interventions for gender-dysphoric youth as the first 
line of treatment. The problem is that such care has been established through precedent rather 
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than through scientific demonstrations of its efficacy. We contend that parents and patients have 
a right to know this, and that it is the professionals' responsibility and obligation to inform 
them of the state of knowledge in this arena of care. 

d. Incorrect information shared 

In sharing the information with patients and families, two key areas of uncertainty must be 
emphasized. The first one is the uncertain permanence of a child's or an adolescent's gender 
identity (Littman, 2021; Ristori & Steensma, 2016; Singh, Bradley, & Zucker, 2021; Vandenbussche, 
2021; Zucker, 2017). The second is the uncertain long-term physical and psychological health 
outcomes of gender transition (National Institute for Health & Care Excellence, 2020a; 2020b). 
Unfortunately, gender specialists are frequently unfamiliar with, or discount the significance of, 
the research in support of these two concepts. As a result, the informed consent process rarely 
adequately discloses this information to patients and their families. 

Problematically, it is common for gender clinicians to emphasize the risk of suicide if a young 
person's wish to transition gender is not immediately fulfilled. There is a significant amount of 
misinformation surrounding the question of suicidality of trans-identified youth (Biggs, 2022). 
Providers of gender-affirmative care should be careful not to unwittingly propagate misinforma
tion regarding suicide to parents and youths. They should also be reminded that any conversa
tions about suicide should be handled with great care, due to its socially contagious nature 
(Bridge et al., 2020; HHS, 2021). 

i. High rate of desistance/natural resolution of gender dysphoria in children is not 
disclosed 

There have been eleven research studies to date indicating a high rate of resolution of gender 
incongruence in children by late adolescence or young adulthood without medical interventions 
(Cantor, 2020; Ristori & Steensma, 2016; Singh et al., 2021). An attempt has been made to 
discount the applicability of this research, suggesting that the studies were based on merely 
gender non-conforming, rather than truly gender-dysphoric, children (Temple Newhook et al., 
2018). However, a reanalysis of the data prompted by this critique confirmed the initial finding: 
Among children meeting the diagnostic criteria for "Gender Identity Disorder" in DSM-IV 
(currently "Gender Dysphoria in DSM-5), 67% were no longer gender-dysphoric as adults; the 
rate of natural resolution for gender dysphoria was 93% for children whose gender dysphoria 
was significant but subthreshold for the DSM diagnosis (Zucker, et al., 2018). It should be noted 
that high resolution of childhood-onset gender dysphoria had been recorded before the practice 
of social transition of young children was endorsed by the American Academy of Pediatrics 
(Rafferty et al., 2018). It is possible that social transition will predispose a young person to 
persistence of transgender identity long-term (Zucker, 2020). 

The information regarding the resolution of gender dysphoria among those with adolescent-onset 
gender dysphoria, which is currently the predominant presentation, is less clear. A growing body 
of evidence suggests that for many teens and young adults, a post-pubertal onset of transgender 
identification can be a transient phase of identity exploration, rather than a permanent identity, 
as evidenced by a growing number of young detransitioners (Entwistle, 2020; Littman, 2021; 
Vandenbussche, 2021 ). Previously, the rate of detransition and regret was reported to be very 
low, although these estimates suffered from significant limitations and were likely undercounting 
true regret (D'Angelo, 2018). However, in the last several years since gender-affirmative care has 
become popularized, the rate of detransition appears to be accelerating. 

According to a recent study from a UK adult gender clinic, 6.9% of those treated with 
gender-affirmative interventions detransitioned within only 16 months of starting treatment, and 
another 3.4% had a pattern of care suggestive of detransition, yielding a rate of probable detran
sition in excess of 10%. Another 21.7% of patients disengaged from the clinic without completing 
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their treatment plan (Hall, Mitchell, & Sachdeva, 2021 ). While some of these individuals later 
reengaged with the gender service, the authors concluded, "detransitioning might be more fre
quent than previously reported:' Another study from a UK primary care practice found that 
12.2% of those who had started hormonal treatments either detransitioned or documented regret, 
while the total of 20% stopped the treatments for a wider range of reasons. The mean age of 
their presentation with gender dysphoria was 20, and the patients had been taking gender-affirming 
hormones for the average 5 years (17 months-10 years) prior to discontinuing. 

Comparing these much higher rates of treatment discontinuation and detransition to the 
significantly lower rates reported by the older studies, the researchers noted: "Thus, the detran
sition rate found in this population is novel and questions may be raised about the phenomenon 
of overdiagnosis, overtreatment, or iatrogenic harm as found in other medical fields" (Boyd, 
Hackett, & Bewley, 2022 p.15). Indeed, given that regret may take up to 8-11 years to materialize 
(Dhejne, Oberg, Arver, & Landen, 2014; Wiepjes et al., 2018), many more detransitioners are 
likely to emerge in the coming years. Detransitioner research is still in its infancy, but two 
recently published studies examining detransitioner experiences report that detransitioners from 
the recently-transitioning cohorts feel they had been rushed to medical gender-affirmative inter
ventions with irreversible effects, often without the benefit of appropriate, or in some instances 
any, psychologic exploration (Littman, 2021; Vandenbussche, 2021). 

Clinicians should also disclose to patients and parents that there is no test which can accu
rately predict who will persist in their transgender identification upon reaching mature adulthood 
(Ristori & Steensma, 2016). Families should be made aware that a period of strong cross-sex 
identification in childhood is commonly associated with future homosexuality (Korte et al., 2008). 
Research in desistance confirms that the majority of youth whose gender dysphoria resolves 
naturally do indeed grow up to be gay, lesbian, or bisexual adults (Cantor, 2020, Appendix; 
Singh et al., 2021). 

ii. Implications of very low-quality evidence that underlies the practice of pediatric 
gender transition are not explained 

The evidence underlying the practice of pediatric gender transition is widely recognized to 
be of very low quality (Hembree et al., 2017). In 2020, the most comprehensive systematic review 
of evidence to date, commissioned by the UK National Health System (NHS) and conducted by 
the National Institute for Health and Care Excellence (NICE), concluded that the evidence for 
both puberty blocking and cross-sex hormones is of very low certainty (National Institute for 
Health & Care Excellence, 2020a; 2020b). 

According to the NICE review of evidence for puberty blockers, the studies "are all small, 
uncontrolled observational studies, which are subject to bias and confounding, and are of very 
low certainty as assessed using modified GRADE [Grading of Recommendations, Assessment, 
Development and Evaluations]. All the included studies reported physical and mental health 
comorbidities and concomitant treatments very poorly" (National Institute for Health & Care 
Excellence, 2020a, p.13). NICE reached similar conclusions regarding the quality of the evidence 
for cross-sex hormones (National Institute for Health & Care Excellence, 2020b ). 

Problematically, the implications of administering a treatment with irreversible, life-changing 
consequences based on evidence that has an official designation of "very low certainty" according 
to modified GRADE is rarely discussed with the patients and the families. GRADE is the most 
widely adopted tool for grading the quality of evidence and for making treatment recommen
dations worldwide. GRADE has four levels of evidence, also known as certainty in evidence or 
quality of evidence: very low, low, moderate, and high (BMJ Best Practice, 2021). When evidence 
is assessed to be "very low certainty;' there is a high likelihood that the patients will not expe
rience the effects of the proposed interventions (Balshem et al., 2011). 

In the context of providing puberty blockers and cross-sex hormones, the designation of "very 
low certainty" signals that the body of evidence asserting the benefits of these interventions is 
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highly unreliable. In contrast, several negative effects are quite certain. For example, puberty 
blockade followed by cross-sex hormones leads to infertility and sterility (Laidlaw, Van Meter, 
Hruz, Van Mo!, & Malone, 2019). Surgeries to remove breasts or sex organs are irreversible. 
Other health risks, including risks to bone and cardiovascular health, are not fully understood 
and are uncertain, but the emerging evidence is alarming (Alzahrani et al., 2019; Biggs, 2021). 

iii. The question of suicide is inappropriately handled 

Suicide among trans-identified youth is significantly elevated compared to the general pop
ulation of youth (Biggs, 2022; de Graaf et al., 2020). However, the "transition or die" narrative, 
whereby parents are told that their only choice is between a "live trans daughter or a dead son" 
(or vice-versa), is both factually inaccurate and ethically fraught. Disseminating such alarmist 
messages hurts the majority of trans-identified youth who are not at risk for suicide. It also 
hurts the minority who are at risk, and who, as a result of such misinformation, may forgo 
evidence-based suicide prevention interventions in the false hopes that transition will prevent 
suicide. 

The notion that trans-identified youth are at alarmingly high risk of suicide usually stems 
from biased online samples that rely on self-report (D'Angelo et al., 2020; James et al., 2016; The 
Trevor Project, 2021), and frequently conflates suicidal thoughts and non-suicidal self-harm with 
serious suicide attempts and completed suicides. Until recently, little was known about the actual 
rate of suicide of trans-identified youth. However, a recent analysis of data from the biggest 
pediatric gender clinic in the world, the UK's Tavistock, found the rate of completed youth 
suicides to be 0.03% over a 10-year period, which translates into the annual rate of 13 per 
100,000 (Biggs, 2022). While this rate is significantly elevated compared to the general population 
of teens, it is far from the epidemic of trans suicides portrayed by the media. 

The "transition or die" narrative regards suicidal risk in trans-identified youth as a different 
phenomenon than suicidal risk among other youth. Making them an exception falsely promises 
the parents that immediate transition will remove the risk of suicidal self-harm. Trans patients 
themselves complain about the so-called "trans broken arm syndrome" a frustrating pattern 
whereby physicians "blame'' all the problems the patients are experiencing on their trans status, 
and a result, fail to perceive and respond to other sources of distress (Paine, 2021). Clinicians 
caring for trans-identified youth should be reminded that suicide risk in all patients is a 
multi-factorial phenomenon (Mars et al., 2019). To treat trans youths' suicidality as an exception 
is to deny them evidence-based care. 

A recent study of three major youth clinics concluded that suicidality of trans-identifying 
teens is only somewhat elevated compared to that of youth referred for mental health issues 
unrelated to gender identity struggles ( de Graaf et al., 2020). Another study found that 
transgender-identifying teens have relatively similar rates of suicidality compared to teens who 
are gay, lesbian and bisexual (Toomey, Syvertsen, & Shramko, 2018). Depression, eating disorders, 
autism spectrum conditions, and other mental health conditions commonly found in 
transgender-identifying youth (Kaltiala-Heino, Bergman, Tyolajarvi, & Frisen, 2018; Kozlowska, 
McClure, et al., 2021; Morandini, Kelly, de Graaf, Carmichael, & Dar-Nimrod, 2021) are all 
known to independently contribute to the probability of suicide (Biggs, 2022; Simon & VonKorff, 
1998; Smith, Zuromski, & Dodd, 2018). 

The "transition or suicide" narrative falsely implies that transition will prevent suicides. 
Clinicians working with trans-identified youth should be aware that although in the short-term, 
gender-affirmative interventions can lead to improvements in some measures of suicidality 
(Kaltiala et al., 2020), neither hormones nor surgeries have been shown to reduce suicidality in 
the long-term (Branstrom & Pachankis, 2020a; 20206 ). Alarmingly, a longitudinal study from 
Sweden that covered more than a 30-year span found that adults who underwent surgical tran
sition were 19 times more likely than their age-matched peers to die by suicide overall, with 
female-to-male participants' risk 40 times the expected rate (Dhejne et al., 2011, Table Sl ). 
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Another key longitudinal study from the Netherlands concluded that suicides occur at a similar 
rate at all stages of transition, from pretreatment assessment to post-transition follow-up (Wiepjes 
et al., 2020). The data from the Tavistock clinic also did not show a statistically significant 
difference between completed suicides in the "waitlist" vs. the "treated" groups (Biggs, 2022). 
Luckily, in both groups, completed suicides were rare events ( which may have been responsible 
for the lack of statistical significance). Thus, we consider the "transition or die" narrative to be 
misinformed and ethically wrong. 

In our experience working with trans-identified youth, an adolescent's suicidality can some
times arise as a response to parental distress, resistance, skepticism, or wish to investigate the 
forces shaping the new gender identity before social transition and hormone therapy. When 
mental health professionals or other healthcare providers fail to recognize the legitimacy of 
parental concerns, or label the parents as transphobic, this only tends to intensify intrafamilial 
tension. Clinicians would be well-advised that gender transition is not an appropriate response 
to suicidal intent or threat, as it ignores the larger mental health and social context of the young 
patient's life-the entire family is often in crisis. Trans-identified adolescents should be screened 
for self-harm and suicidality, and if suicidal behaviors are present, an appropriate evidence-based 
suicide prevention plan should be put in place (de Graaf et al., 2020). 

The Dutch Study: the questionable basis for the gender affirmative model of care 
for youth 

Few practitioners of gender-affirmative interventions, and even fewer patients and families, realize 
that the foundation of the practice of medically transitioning minors stems from a single Dutch 
proof of concept study, the outcomes of which were documented in two publications (de Vries, 
Steensma, Doreleijers, Cohen, & Kettenis, 2011; de Vries et al., 2014). The former (de Vries 
et al., 2011) reported on cases who underwent puberty blockade, while the latter ( de Vries et al., 
2014) reported on a subset of the cases who completed surgeries. 

The Dutch study subjects' high level of psychological functioning at 1.5 years after surgery, 
which was the study end point, was an impressive feat. However, both of the studies suffer from 
a high risk of bias due to their study design, which is effectively a non-randomized case series
one of the lowest levels of evidence (Mathes & Pieper, 2017; National Institute for Health & 
Care Excellence, 2020a). In addition, the studies suffer from limited applicability to the popu
lations of adolescents presenting today (de Vries, 2020). The interventions described in the study 
are currently being applied to adolescents who were not cross-gender identified prior to puberty, 
who have significant mental health problems, as well as those who have non-binary identities-all 
of these presentations were explicitly disqualified from the Dutch protocol. Despite these lim
itations, the Dutch clinical experiment has become the basis for the practice of medical transition 
of minors worldwide and serves as the basis for the recommendations outlined in the 2017 
Endocrine Society guidelines (Hembree et al., 2017). 

We contend that the Dutch studies have been misunderstood and misrepresented as providing 
evidence of the safety and efficacy of these interventions for all youth. It is important that both 
the strengths and the weaknesses of these two studies are understood, as to date, the Dutch 
experience presents the best available evidence behind the practice of pediatric gender transition. 

Rationale for pediatric transition 

Prior to the 1990s, gender transitions were typically initiated in mature adults (Dhejne et al., 
20 l l ). However, it was noted that particularly for natal male patients, hormonal and surgical 
interventions failed to achieve satisfactory results, and patients had a "never disappearing mas
culine appearance" (Delemarre-van de Waal & Cohen-Kettenis, 2006). The lack of adequate 
cosmetic outcomes was thought to contribute to the frequently disappointing outcomes of medical 
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gender transition, with persistently high rates of mental illness and suicidality post-transition 
(Delemarre-van de Waal & Cohen-Kettenis, 2006; Dhejne et al., 2011; Ross & Need, 1989). 

In the mid 1990s, a team of Dutch researchers hypothesized that by carefully selecting a 
subset of gender-dysphoric children who would likely be transgender-identified for the rest of 
their lives, and by medically intervening before puberty left an irreversible mark on their bodies, 
the cosmetic outcomes would be improved-and as a result, mental health outcomes might be 
improved (Gooren & Delemarre-van de Waal, 1996). 

Mixed study findings 

In 2014, the Dutch research team published a key longitudinal study of mental health outcomes 
of 55 youths who completed medical and surgical transition (de Vries et al., 2014). The 2014 
paper (sometimes referred to as the "Dutch study") reported that for youth with severe gender 
dysphoria that started in early childhood and persisted into mid-adolescence, a sequence of 
puberty blockers, cross-sex hormones, and breast and genital surgeries (including a mandatory 
removal of the ovaries, uterus and testes), with ongoing extensive psychological support, was 
associated with positive mental health and overall function 1.5 years post-surgery. 

While the Dutch reported resolution of gender dysphoria post-surgery in study subjects, the 
reported psychological improvements were quite modest (de Vries et al., 2014). Of the 30 psy
chological measurements reported, nearly half showed no statistically significant improvements, 
while the changes in the other half were marginally clinically significant at best (Malone, D'Angelo, 
et al., 2021 ). The scores in anxiety, depression, and anger did not improve. The change in the 
Children's Global Assessment Scale, which measures overall function, was one of the most 
impressive changes-however it too remained in the same range before and after treatment (de 
Vries et al., 2014). 

Problematic discordance between reduced gender dysphoria and lack of meaningful 
improvements in psychological measures 

The discordance between the marked reduction in gender dysphoria, as measured by the UGDS 
(Utrecht Gender Dysphoria Scale), and the lack of meaningful changes in psychological function 
using standard measures, warrants further examination. There are three plausible explanations 
for this lack of agreement. Any one of these three explanations calls into question the widely 
assumed notion that the medical interventions significantly improve mental health or lessen or 
eradicate gender dysphoria. 

One possible explanation is that gender dysphoria as measured by UGDS, and psychological 
function as measured by most standard instruments, are not correlated. This contradicts the 
primary rationale for providing gender-affirmative treatments for youth ( which is to improve 
psychological health and functioning), and if true, ethically threatens these medical interventions. 
The other plausible explanation stems from the high psychological function of all the subjects 
at baseline; the subjects were selected because they were free from significant mental health 
problems (de Vries et al., 2014). As a result, there was little opportunity to meaningfully improve. 
This explanation highlights a key limitation in applying the study's results to the majority of 
today's gender-dysphoric youth, who often present with a high burden of mental illness 
(Becerra-Culqui et al., 2018; Kozlowska, McClure, et al., 2021). The study cannot be used as 
evidence that these procedures have been proven to improve depression, anxiety, and 
suicidality. 

A third possible explanation for the discordance between only minor changes in psychological 
outcomes but a significant drop in gender dysphoria comes from a close examination of the 
UGDS scale itself and how it was used by the Dutch researchers. This 12-item scale, designed 
by the Dutch to assess the severity of gender dysphoria and to identify candidates for hormones 
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and surgeries, consists of "male" (UGDS-aM) and "female" (UGDS-aF) versions (Iliadis et al., 
2020). At baseline and after puberty suppression, biological females were given the "female" 
scale, while males were given the "male" scale. However, post-surgery, the scales were flipped: 
biological females were assessed using the "male" scale, while biological males were assessed on 
the "female" scale ( de Vries et al., 2014 ). We maintain that this handling of the scales may have 
at best obscured, and at worst, severely compromised the ability to meaningfully track how 
gender dysphoria was affected throughout the treatment. 

Consider this example. At baseline, a gender-dysphoric biological female would rate items 
from the "female" scale such as: "I prefer to behave like a boy" (item l); "I feel unhappy because 
I have to behave like a girl" (item 6) and "I wish I had been born a boy" (item 12). Positive 
answers to these questions would have contributed to a high baseline gender dysphoria score. 
After the final surgery, however, this same patient would be asked to rate items from the "male" 
scale, including the following: "My life would be meaningless if I had to live as a boy" (item 
l); "I hate myself because I am a boy" (item 6) and "It would be better not to live than to live 
as a boy" (item 12). A gender-dysphoric female would not endorse these statements (at any 
stage of the intervention), which would lead to a lower gender dysphoria score. 

Thus, the detected drop in the gender dysphoria scores for biological males and females may 
have had less to do with the success of the interventions, and more to do with switching the 
scale from the "female" to the "male" version (and vice-versa) between the baseline and 
post-surgical period. This, too, may explain why no changes in gender dysphoria were noted 
between baseline and the puberty blockade phase, and were only recorded after the final surgery, 
when the scale was switched. 

It must be considered that had the researchers administered the "flipped" scale earlier, at the 
completion of the puberty blocker stage, UGDS scale could have registered a reduction in gender 
dysphoria. Likewise, however, one must consider the possibility that had both sets of scales been 
administered to the same individual at baseline, a "reduction" in gender dysphoria could have 
been registered upon switching of the scale, well before any interventions began. The question 
here is whether the diminishment of quantitative measures of gender dysphoria is largely an 
artifact of what scale was used. 

It must be noted that the UGDS measure has been demonstrated only to effectively differ
entiate between clinically referred gender-dysphoric individuals, non-clinically referred controls, 
and participants with disorders of sexual development, and was not designed to detect changes 
in gender dysphoria during treatment (Steensma, McGuire, Kreukels, et al. 2013). The presence 
of items such as "I dislike having erections" (item 11, UGDS-aM), which would have to be rated 
by birth-females, and "I hate menstruating because it makes me feel like a girl (item 10, 
UGDS-aF), which would be presented to birth-males, neither of which could be meaningfully 
rated by either at any stage of the interventions, further illustrates that UGDS has questionable 
validity for the purpose of detecting meaningful changes in gender dysphoria as a result of 
medical and surgical treatment. 

The updated UGDS scale (UGDS-GS), developed by the Dutch after the publication of their 
seminal study, has eliminated the two-sex version of the scale in favor of a single battery of 
questions applicable to both sexes (McGuire et al., 2020). This change may lead to a more reli
able measurement of treatment-associated changes in future research. Other gender dysphoria 
scales also exist (Hakeem, Crncec, Asghari-Fard, Harte, & Eapen, 2016; Iliadis et al., 2020) and 
may or may not be better suited for the purposes of measuring the impact of medical inter
ventions on underlying gender distress. Gender dysphoria, of course, may also prove to be a 
more complex concept than can be measured by any scale. 

Other limitations 

The two Dutch studies were conducted without a control group ( de Vries et al., 2011; de Vires 
et al., 2014). Nor could the researchers control for mental health interventions, which all the 
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subjects received in addition to hormones and surgery. The Dutch only evaluated mental health 
outcomes and did not assess physical health effects of hormones and surgery. The sample size 
was small: the final study reported the outcomes of only 55 children, and as few as 32 were 
evaluated on key measures of psychological outcomes. 

It is important to realize that the Dutch sample was carefully selected, which introduced 
a source of bias, and also challenges the study's applicability. From the 196 adolescents 
initially referred, 111 were considered eligible to start puberty blockers, and of this group, 
only the 70 most mature and mentally stable who proceeded to cross-sex hormones were 
included in the study (de Vries et al., 2011). Of note, 97% of the selected cases were 
attracted to members of their natal sex at baseline. All were cross-sex identified, with no 
cases of nonbinary identities. The final study only followed 55, rather than the original 70 
cases, further excluding from reporting the outcomes of subjects who had experienced 
adverse events, including: one death from surgery-related complications and three cases of 
obesity and diabetes that rendered subjects ineligible for surgery. Three more subjects 
refused to be contacted or dropped out of care, which may mask adverse outcomes ( de 
Vries et al., 2014). 

There is no knowledge of the fate of 126 patients who did not participate in the Dutch 
study. Longer term outcomes of the subjects who did participate are lacking. We are aware 
of only one case of long-term follow-up for a female-to-male patient treated by the Dutch 
team in the 1990s. The case study describing the subject's functioning at the age of 33 found 
that the patient did not regret gender transition. However, he reported struggling with sig
nificant shame related to the appearance of his genitals and to his inability to sexually func
tion; had problems maintaining long-term relationships; and experienced depressive symptoms 
( Cohen-Kettenis, Schagen, Steensma, de Vries, & Delemarre-van de Waal, 2011). Notably, 
these problems had not yet emerged when the same patient was assessed at the age of 20, 
when he reported high levels of satisfaction in general, and was "very satisfied with the 
results [of the metoidioplasty]" in particular (Cohen-Kettenis & van Goozen, 1998, p.248). 
Since the last round of psychological outcomes of the individuals in the Dutch study was 
obtained when the subjects were around 21 years of age ( de Vries et al., 2014), it raises 
questions how they will fare during the decade when new developmental tasks, such as career 
development, forming long-term intimate relationships and friendships, or starting families 
come into focus. 

As to the unknown outcomes of the patients rejected by the Dutch protocol, one study did 
report on 14 adolescents who sought gender reassignment in the same clinic, but were disqual
ified from treatment due to "psychological or environmental problems" (Smith, Van Goozen, & 
Cohen-Kettenis, 2001, p. 473). The study found that at follow-up 1-7 years after the original 
application, 11 of the 14 no longer wished to transition, and 2 others only slightly regretted not 
transitioning (Malone, D'Angelo, et al., 2021; Smith et al., 2001). This further underscores the 
importance of conducting research utilizing control groups and following the subjects for an 
extended period. 

A recent attempt to replicate the results of the first Dutch study ( de Vries et al., 2011) found 
no demonstrable psychological benefit from puberty blockade, but did find that the treatment 
adversely affected bone development ( Carmichael et al., 2021 ). The final Dutch study ( de Vries 
et al., 2014) has never been attempted to be replicated with or without a control group. 

The scaling of the Dutch Protocol beyond original indications 

The medical and surgical sequence of Dutch protocol has been aggressively scaled worldwide 
without the careful evaluations and vetting practiced by the Dutch. The protocol's original 
investigators have recently expressed concern that the interventions they described have been 
widely adopted on four continents without several of the protocol's essential discriminatory 
features (de Vries, 2020). 
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The extensive multi-year multidisciplinary evaluations of the children have been abbreviated 
or simply bypassed. The medical sequence is routinely used for children with post-pubertal 
onset of transgender identities complicated by mental health comorbidities (Kaltiala-Heino et al., 
2018), and not just for those high-functioning adolescents with persistent early life 
cross-identifications, as was required by the Dutch protocol (de Vries & Cohen-Kettenis, 2012). 
Further, it has become increasingly common to socially transition children before puberty ( Olson, 
Durwood, DeMeules, & McLaughlin, 2016), even though this was explicitly discouraged by the 
Dutch protocol at the time (de Vries & Cohen-Kettenis, 2012). 

In addition, medical transition is frequently initiated much earlier than recommended by 
the original protocol (de Vries & Cohen-Kettenis, 2012). The authors of the protocol were 
aware that most children would have a spontaneous realignment of their gender identity 
with sex by going through early- to mid-stages of puberty (Cohen-Kettenis, Delemarre-van 
de Waal, & Gooren, 2008). The average age of initiating puberty blockade in the Dutch study 
was around 15. In contrast, currently the age limit has been lowered to the age of Tanner 
stage II, which can occur as early as 8-9 years (Hembree et al., 2017). Irreversible cross-sex 
hormones, initiated in the Dutch study at the average age of nearly 17, are currently com
monly prescribed to 14-year-olds, and this lower age threshold has been recommended by 
WPATH Standard of Care 8 draft, the final version of which is due to be released in early 
2022. The fact that children are transitioned before their identity is tested against the bio
logical reality and before natural resolution of gender dysphoria has had a chance to occur 
is a major deviation from the original Dutch protocol. Systematic follow-up, reassessments, 
and tracking and publishing of outcomes are not performed. 

As the lead Dutch researchers have begun to call for more research into the novel presentation 
of gender dysphoria in youth (de Vries, 2020; Voorzij, 2021) and question the wisdom of applying 
the hormonal and surgical treatment protocols to the newly presenting cases, many recently 
educated gender specialists mistakenly believe that the Dutch protocol proved the concept that 
its sequence helps all gender-dysphoric youth. Although aware of the Dutch study's importance, 
they seem to be unaware of its agreed upon limitations, and the Dutch clinicians' own discomfort 
that most new trans-identified adolescents presenting for care today significantly differ from the 
population the Dutch had originally studied. These facts, of course, underscore the need for a 
robust informed consent process. 

The recommendations for informed consent process for children, adolescents, and 
young adults 

Consent for all stages of gender transition should be explicit, not implied 

Noninvasive medical care or care that carries little risk of harm does not require a signed 
informed consent document; rather, consent is implied through the act of a patient presenting 
for care. For example, when a parent brings in a child for a skin laceration or abscess, consent 
for sutures or simple incision and drainage is implied. Similarly, when a child presents with 
pneumonia and is hospitalized, consent for chest x-ray, IV fluids, and antibiotics is also implied. 
It is assumed that patients or their guardians agree to the interventions and understand the 
benefits and risks. When risks are greater, such as prior to surgery, chemotherapy, or another 
invasive procedure, an informed consent document is signed. Such situations require an explicit, 
or express informed consent. 

In the context of interventions for gender dysphoria or gender incongruence, the uncertainties 
associated with puberty blocking, cross-sex hormones, and gender-affirmative surgeries are 
well-recognized (Manrique et al., 2018; National Institute for Health & Care Excellence, 2020a; 
2020b; Wilson et al., 2018). In these cases, consent should be explicit rather than implied because 
of the complexity, uncertainty, and risks involved. 

Informed consent for social transition represents a gray area. Evidence suggests that 
social transition is associated with the persistence of gender dysphoria (Hembree et al., 
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2017; Steensma, McGuire, Kreukels, Beekman, & Cohen-Kettenis, 2013). This suggests that 
social gender transition is a form of a psychological intervention with potential lasting 
effects (Zucker, 2020). While the causality has not been proven, the possibility of iatro
genesis and the resulting exposure to the risks of future medical and surgical gender 
dysphoria treatments, qualifies social gender transition for explicit, rather than implied, 
consent. 

Full unbiased disclosure of benefits, risks and alternatives is requisite 

When mental health professionals are involved in evaluations and recommendations, the 
informed consent process begins either as part of an extended evaluation or is integrated in 
a psychotherapeutic process, separately or together, with the parents and patient. When 
pediatricians, nurse practitioners, or primary care physicians perform the initial evaluation, 
the informed consent process is more likely to be labeled as such in a briefer series of 
meetings. 

In all settings, the informed consent discussions for gender-affirmative care should include 
three central ideas: 

1. The decision to initiate gender transition may predispose the child to persist in their 
transgender identity long-term. 

2. Many of the physical changes contemplated and undertaken are irreversible. 
3. Careful long-term studies have not been done to verify that these interventions enable 

better physical and mental health or improved social functioning, or that they do not 
cause harm. 

The informed consent process, culminating with a signed document, signifies that parents 
and patient have been educated about the short- and long-term risks, benefits and uncertainties 
associated with all relevant stages of the gender-affirmative interventions. The process must also 
inform the patients and families about the full range of alternative treatments, including the 
choice of not socially or medically treating the child's or adolescent's current state of gender/ 
body incongruence. 

Decisional capacity to consent needs to be assessed and family should be involved 

Trans-identified youth typically present themselves as strongly desiring hormones and ultimately, 
surgery. It should not be assumed that their eagerness is matched with the capacity to carefully 
consider the consequences of their realized desires. Trans-identified youth younger than the age 
of consent should be part of the informed consent process, but they may not be mature enough 
to recognize or admit their concerns about the proposed intervention. For this reason, it is the 
parents who, after careful consideration, are responsible for signing an informed consent 
document. 

The issue of the exact age at which adolescents are mature enough to consent to gender 
transition has proven contentious: courts have been asked to decide about competence to consent 
to gender-affirmative hormones for youth in the United Kingdom and Australia (Ouliaris, 2021). 
In the United States, the legal age for medical consent for gender-affirmative interventions varies 
by state. 

When patients are age 18 and older, and in some jurisdictions as young as age 15 (Right to 
medical or dental treatment without parental consent, 2010), they do not legally require parental 
approval for medical procedures. But because an individual's change of gender has profound 
implications for parents, siblings, and other family members, it is usually prudent for clinicians 
to seek their input directly or indirectly during the informed consent process. This is done by 
requesting a meeting with the parents. 
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A recent study by a Dutch research team attempted to evaluate the decisional capacity of 
adolescents embarking on gender transition (Vrouenraets, de Vries, de Vries, van der Miesen, 
& Hein, 2021). The researchers administered the MacCAT-T tool, comprised of the understanding, 
appreciating, reasoning, and expressing a choice domains, to 74 adolescents who were 14.7 years 
old on average (with the minimum age of 10). They concluded that the adolescents were com
petent to consent to starting pubertal suppression, calling for similar research for the < 12 group, 
particularly because "birth-assigned girls ... may benefit from puberty suppression as early as 
9 years of age" (Vrouenraets et al., 2021 p.7). 

This study suffers from two significant limitations involving the MacCAT-T tool. It was never 
designed for children. Rather, it was designed to assess medical consent capacities of adults 
suffering from conditions such as dementia, schizophrenia, and other psychiatric disorders. There 
is a fundamental lack of equivalency between consenting to treatment by adults with cognitive 
impairments and obtaining consent from healthy children whose age-appropriate cognitive 
capacities are intact, but who lack the requisite life experiences to consent to profound life-changing 
medical interventions. We doubt, for example, whether even highly intelligent children who have 
not had sexual experiences can meaningfully comprehend the loss of future sexual function and 
reproductive abilities. 

In addition, even for adults, the MacCAT-T tool has been criticized for its exclusive focus 
on cognitive aspects of capacity, failing to account for the non-cognitive aspects such as values, 
emotions and other biographic and context specific aspects inherent in the complexity of the 
decision process in real life (Breden & Vollmann, 2004). Children's values and emotions undergo 
tremendous change during the process of maturation. 

The authors' conclusion about their young patients' competence to consent should be com
pared with what a panel of judges wrote in the challenge to the Tavistock treatment protocol 
(Bell v Tavistock, 2020): 

... the clinical intervention we are concerned with here is different in kind to other treatments or clinical 
interventions. In other cases, medical treatment is used to remedy, or alleviate the symptoms of, a diag
nosed physical or mental condition, and the effects of that treatment are direct and usually apparent. The 
position in relation to puberty blockers would not seem to reflect that description. [para 135] 

... we consider the treatment in this case to be in entirely different territory from the type of medical 
treatment which is normally being considered. [para 140] 

... the combination here of lifelong and life changing treatment being given to children, with very limited 
knowledge of the degree to which it will or will not benefit them, is one that gives significant grounds 
for concern. [para 143] 

It seems clear that perceptions of children as young as 10 years of age as medically competent 
vary by country, state, and the institution where the doctor works, and, by clinicians' beliefs 
about the long-term benefits of these interventions. We maintain that the claim that children 
can consent to extremely life-altering intervention is fundamentally a philosophical claim (Clark 
& Virani, 2021). Our view in this matter is that consent is primarily a parental function. 

Informed consent should be viewed as a process rather than an event 

Most institutions that care for transgender-identified individuals have devised obligatory consent 
forms that outline the risks and uncertainties of hormonal and surgical gender-affirmative inter
ventions. However, the requisite signatures are frequently collected in a perfunctory manner 
(Schulz, 2018), akin to signatures collected ahead of a common surgical procedure. The purpose 
of such informed consent documents appears to be to protect practitioners from lawsuits, rather 
than attend to the primary ethical foundation of the process. 
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Although obtaining the signatures is important, the signed document should signify that the 
process of informed consent has been undertaken over an extended time period and is not 
simply quickly completed (Vrouenraets et al., 2021 ). We believe the latter approach poses an 
ethical concern (Levine, 2019). 

The internal dynamics of the trans-identified young person and their families vary consid
erably. Parental capacities, their private marital and intrafamilial relationships, their cultural 
awareness, religious and political sensibilities all influence the amount of time necessary to 
undertake a thorough informed consent process. It is not prudent to suggest a specific duration 
for the process of informed consent, other than to emphasize that it requires a slow, patient, 
thoughtful question and answer period as the parents and patient contemplate the meaning of 
what is known and unknown and whether to embark on alternative approaches to the manage
ment of gender dysphoria before the age of full neurological maturity has been reached, mental 
health comorbidities have been addressed, and a true informed consent by the patient is 
more likely. 

Final thoughts 

Sixty years of experience providing medical and surgical assistance to transgender-identified 
persons have seen many changes in who is treated, when they are treated, and how they are 
treated. Today, the emphasis has shifted to the treatment of the unprecedented numbers of youth 
declaring a trans identity. As adolescents pursue social, medical, and surgical interventions, 
health care providers may experience unease about patients' cognitive and emotional capacities 
to make decisions with life-changing and enduring consequences. An unrushed informed consent 
process helps the provider, the parents, and the patient. 

Three issues tend to obscure the salience of informed consent: conspicuous mental health 
problems, uncertainty about the minor's personal capacity to understand the irreversible nature 
of the interventions, and parental disagreement. Physical and psychiatric comorbidities can 
contribute to the formation of a new identity, develop as its consequence, or bear no connection 
to it. Assessing mental health and the minor's functionality is one of the reasons why rapid 
affirmative care may be dangerous for patients and their families. For example, when situations 
involve autism, learning disorders, sexual abuse, attachment problems, trauma, separation anxiety, 
previous depressed or anxious states, neglect, low IQ, past psychotic illness, eating disorders or 
parental mental illness, clinicians must choose between ignoring these potentially causative 
conditions and comorbidities and providing appropriate treatment before affirmative care (D'Angelo 
et al., 2020). 

For youth less than the age of majority, informed consent via parents provides a legal route 
for treatment but it does not make the decision to socially transition, provide hormones, or 
surgically remove breasts or testes less fraught with uncertainty. The best that health professionals 
can do is to ensure that the consent process informs the patient and parents of the current state 
of science, which is sorely lacking in quality research. It is the professionals' responsibility to 
ensure that the benefits patients and parents seek, and the risks they are assuming, are clearly 
appreciated as they prepare to make this often-excruciating decision. 

Young people who have reached the age of majority, but who have not reached full matu
ration of the brain represent a unique challenge. It is well-recognized that brain remodeling 
proceeds through the third decade of life, with the prefrontal cortex responsible for executive 
function and impulse control the last to mature (Katz et al., 2016). The growing number of 
detransitioners who had been old enough to legally consent to transition, but who no longer 
felt they were transgender upon reaching their mid-20's, raises additional concerns about this 
vulnerable age group (Littman, 2021; Vandenbussche, 2021). 

vVhen the clinician is uncertain whether a young person is competent to comprehend the 
implications of the desired treatment-that is, when informed consent cannot inform the 
patient-the clinician may need more time with the patient. When parents or guardians do 
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not agree about whether to use puberty blockers or cross-sex hormones, clinicians are in an 
uneasy spot (Levine, 2021). This occurs in both intact and divorced families. Australia has 
given legal instructions to clinicians facing these uncertainties: the court is to be asked to 
decide (Ouliaris, 2021). The court system in the UK has been grappling with similar issues in 
recent years. While it is a rare case that ends up in a courtroom, clinicians devoted to a 
deliberate informed consent process are still likely to encounter ethical dilemmas that they 
cannot resolve. 
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BMJ INVESTIGATION 

Gender dysphoria in young people is rising-and so is professional 
disagreement 
More children and adolescents are identifying as transgender and are being offered medical treatment, 
especially in the US-but some providers and European authorities are urging caution because of a 
lack of strong evidence. Jennifer Block reports 

Jennifer Block investigations reporter 

Last October the American Academy of Pediatrics 
(AAP) gathered inside the Anaheim Convention 
Center in California for its annual conference. 
Outside, several dozen people rallied to hear speakers 
including Abigail Martinez, a mother whose child 
began hormone treatment at age 16 and died by 
suicide at age 19. Supporters chanted the teen's given 
name, Yaeli; counter protesters chanted, "Protect 
trans youth!" For viewers on a livestream, the feed 
was interrupted as the two groups fought for the 
camera. 

The AAP conference is one of many flashpoints in the 
contentious debate in the United States over if, when, 
and how children and adolescents with gender 
dysphoria should be medically or surgically treated. 
US medical professional groups are aligned in support 
of "gender affirming care" for gender dysphoria, 
which may include gonadotrophin releasing hormone 
analogues (GnRHa) to suppress puberty; oestrogen 
or testosterone to promote secondary sex 
characteristics; and surgical removal or augmentation 
of breasts, genitals, or other physical features. At the 
same time, however, several European countries have 
issued guidance to limit medical intervention in 
minors, prioritising psychological care. 

The discourse is polarised in the US. Conservative 
politicians, pundits, and social media influencers 
accuse providers of pushing "gender ideology" and 
even "child abuse," lobbying for laws banning 
medical transition for minors. Progressives argue that 
denying access to care is a transphobic violation of 
human rights. There's little dispute within the 
medical community that children in distress need 
care, but concerns about the rapid widespread 
adoption of interventions and calls for rigorous 
scientific review are coming from across the 
ideological spectrum.' 

The surge in treatment of minors 
More adolescents with no history of gender 
dysphoria-predominantly birth registered 
females 2-are presenting at gender clinics. A recent 
analysis of insurance claims by Komodo Health found 
that nearly 18 ooo US minors began taking puberty 
blockers or hormones from 2017 to 2021, the number 
rising each year. 3 '' Surveys aiming to measure 
prevalence have found that about 2o/o of high school 
aged teens identify as "transgender."" These young 
people are also more likely than their cisgender peers 

to have concurrent mental health and neurodiverse 
conditions including depression, anxiety, attention 
deficit disorders, and autism.6 In the US, although 
Medicaid coverage varies by state and by treatment, 
the Eiden administration has warned states that not 
covering care is in violation offederal law prohibiting 
discrimination.7 Meanwhile, the number of private 
clinics that focus on providing hormones and 
surgeries has grown from just a few a decade ago to 
more than 100 today.'' 

As the number of young people receiving medical 
transition treatments rises, so have the voices of those 
who call themselves "detransitioners" or 
"retransitioners," some of whom claim that early 
treatment caused preventable harm.8 Large scale, 
long term research is lacking,9 and researchers 
disagree about how to measure the phenomenon, but 
two recent studies suggest that as many as 20-3oo/o 
of patients may discontinue hormone treatment 
within a few years. '0 11 The World Professional 
Association for Transgender Health (WPATH) asserts 
that detransition is "rare." 12 

Chloe Cole, now aged 18, had a double mastectomy 
at age 15 and spoke at the AAP rally. "Many of us were 
young teenagers when we decided, on the direction 
of medical experts, to pursue irreversible hormone 
treatments and surgeries," she read from her tablet 
at the rally, which had by this time moved indoors to 
avoid confrontation. "This is not informed consent 
but a decision forced under extreme duress." 

Scott Hadland, chief of adolescent medicine at 
Massachusetts General Hospital and Harvard Medical 
School, dismissed the "handful of cruel protesters" 
outside the AAP meeting in a tweet that morning. He 
wrote, "Inside 10 ooo pediatricians stand in solidarity 
for trans & gender diverse kids & their families to 
receive evidence-based, lifesaving, individualized 
care."' 3 

Same evidence, divergent recommendations 
Three organisations have had a major role in shaping 
the US's approach to gender dysphoria care: WPATH, 
the AAP, and the Endocrine Society (see box). On 15 
September2022 WPATH published the eighth edition 
of its Standards of Care for the Health ofTransgender 
and Gender Diverse People, with new chapters on 
children and adolescents and no minimum age 
requirements for hormonal and surgical 
treatments. 2 12 GnRHa treatment, says WPATH, can 
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be initiated to arrest puberty at its earliest stage, known as Tanner 
stage 2. 

The Endocrine Society also supports hormonal and surgical 
intervention in adolescents who meet criteria in clinical practice 
guidelines published in 2009 and updated in 2017. 14 And the AAP's 
2018 policy statement, Ensuring Comprehensive Care and Support 
for Transgender and Gender-Diverse Children and Adolescents, says 
that "various interventions may be considered to better align" a 
young person's "gender expression with theirunderlying identity." 15 

Among the components of "gender affirmation" the AAP names 
social transition, puberty blockers, sex hormones, and surgeries. 
Other prominent professional organisations, such as the American 
Medical Association, have issued policy statements in opposition 
to legislation that would curtail access to medical treatment for 
minors. 16 · 19 

These documents are often cited to suggest that medical treatment 
is both uncontroversial and backed by rigorous science. "All of 
those medical societies find such care to be evidence-based and 
medically necessary," stated a recent article on transgender 
healthcare for children published in Scientific American. 20 

"Transition related healthcare is not controversial in the medical 
field," wrote Gillian Branstetter, a frequent spokesperson on 
transgender issues currently with the American Civil Liberties Union, 
in a 2019 guide for reporters.2' Two physicians and an attorney from 
Yale recently opined in the Los Angeles Times that "gender-affirming 
care is standard medical care, supported by major medical 
organizations ... Years of study and scientific scrutiny have 
established safe, evidence-based guidelines for delivery of 
lifesaving, gender-affirming care."22 Rachel Levine, the US assistant 
secretary for health, told National Public Radio last year regarding 
such treatment, "There is no argument among medical 
professionals." 2 3 

Internationally, however, governing bodies have come to different 
conclusions regarding the safety and efficacy of medically treating 
gender dysphoria. Sweden's National Board of Health and Welfare, 
which sets guidelines for care, determined last year that the risks 
of puberty blockers and treatment with hormones "currently 
outweigh the possible benefits" for minors. 211 Finland's Council for 
Choices in Health Care, a monitoring agency for the country's public 
health services, issued similar guidelines, calling for psychosocial 
support as the first line treatment. 25 (Both countries restrict surgery 
to adults.) 

Medical societies in France, Australia, and New Zealand have also 
leant away from early medicalisation. 26 27 And NHS England, which 
is in the midst of an independent review of gender identity services, 
recently said that there was "scarce and inconclusive evidence to 
support clinical decision making"2R for minors with gender 
dysphoria29 and that for most who present before puberty it will be 
a "transient phase," requiring clinicians to focus on psychological 
support and to be "mindful" even of the risks of social transition.30 

2 

Box: The origins of paediatric gender medicine In the United States 

The World Professional Association for Transgender Health (WPATH) 
began as a US based advocacy group and issued the first edition of the 
Standards of Care in 1979, when it was serving a small population of 
mostly adult male-to-female transsexuals. "WPATH became the standard 
because there was nobody else doing it," says Erica Anderson, a California 
based clinical psychologist and formerWPATH board member. The 
professional US organisations that lined up in support "looked heavily 
to WPATH and the Endocrine Society for their guidance," she told The 
BM/. 

The Endocrine Society's guidance for adolescents grew out of clinicians' 
research in the Netherlands in the late 1990s and early 2000s. Peggy 
Cohen-Kettenis, a Utrecht gender clinic psychologist, collaborated with 
endocrinologists in Amsterdam, one of whom had experience of 
prescribinggonadotrophin releasing hormone analogues, relatively new 
at the time. Back then, gender dysphoric teens had to wait until the age 
of majority for sex hormones, but the team proposed that earlier 

inte.rventlon could benefit carefuHy selected minors. 4° 

The clinic treated c,ne natal fern ale patient with triptorelin; published a 
case study and feasibility proposai, and began treating a small number 
of children at the turn of the millennium. The Dutch Protocol was 
published in 2006, referring to 54 children whose puberty was being 

suppressed and reporting preliminary results on the first 21.41 The 
researchers received funding from Ferrlng Pharmaceuticals, the 
manufact1,irer of triptorelin. 

In 2007 the endocrinologist Norman Spack began using the protocol at 
Boston Children's Hospital and joined Cohen-Kettenis and her Dutch 
colleagues in writing the Endocrine Society's first clinical practice 

guideline.42 When that was published in 2009, puberty had been 

suppressed in just over 100 gender dysphoric young people.4° 

American Academy of Pediatrics (AAP) committee members began 
discussing the need for a statement in 2014, fouryears before publication, 
says Jason Rafferty, assistant professor of paediatrics and psychiatry at 
Brown University, Rhode Island, and the statement's lead author. "The 
AAP recognised that it had a responsibility to provide some clinical 
guidance, but more importantiy to come out with a statement that said 
we need research, we need to integrate the principles of gender 
affirmative care Into medical education and into child health," he says. 
"What our policy statement is not meant to be is a protocol or guidelines 
in and of themselves." 

"Don't call them evidence based" 
"The brief history of guidelines is that, going back more than 30 
years ago, experts would write articles and so on about what people 
should do. But formal guidelines as we think of them now were 
seldom or non-existent," says Gordon Guyatt, distinguished 
professor in the Department of Health Research Methods, Evidence, 
and Impact at McMaster University, Ontario. 

That led to the movement towards developing criteria for what 
makes a "trustworthy guideline," of which Guyatt was a part.31 One 
pillar of this, he told The BM/, is that they "are based on systematic 
review of the relevant evidence," for which there are also now 
standards, as opposed to a traditional narrative literature review 
in which "a bunch of experts write whatever they felt like using no 
particular standards and no particular structure." 

Mark Helfand, professor of medical informatics and clinical 
epidemiology at Oregon Health and Science University, says, "An 
evidence based recommendation requires two steps." First, "an 
unbiased, thorough, critical systematic review of all the relevant 
evidence." Second, "some commitment to link the strength of the 
recommendations to the quality of the evidence." 

The Endocrine Society commissioned two systematic reviews for 
its clinical practice guideline, Endocrine Treatment of 
Gender-Dysphoric/Gender-Incongruent Persons: one on the effects 
of sex steroids on lipids and cardiovascular outcomes, the other on 
their effects on bone healthY 33 To indicate the quality of evidence 
underpinning its various guidelines, the Endocrine Society employed 
the GRADE system (grading of recommendations assessment, 
development, and evaluation) and judged the quality of evidence 
for all recommendations on adolescents as "low" or "very low." 

Guyatt, who co-developed GRADE, found "serious problems" with 
the Endocrine Society guidelines, noting that the systematic reviews 
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didn't look at the effect of the interventions on gender dysphoria 
itself, arguably "the most important outcome." He also noted that 
the Endocrine Society had at times paired strong 
recommendations-phrased as "we recommend" -with weak 
evidence. In the adolescent section, the weaker phrasing "we 
suggest" is used for pubertal hormone suppression when children 
"first exhibit physical changes of puberty"; however, the stronger 
phrasing is used to "recommend" GnRHa treatment. 

"GRADE discourages strong recommendations with low or very low 
quality evidence except under very specific circumstances," Guyatt 
told The BM]. Those exceptions are "very few and far between," and 
when used in guidance, their rationale should be made explicit, 
Guyatt said. In an emailed response, the Endocrine Society 
referenced the GRADE system's five exceptions, but did not specify 
which it was applying. 

Helfand examined the recently updated WPATH Standards of Care 
and noted that it "incorporated elements of an evidence based 
guideline." F orone, WP ATH commissioned a team at Johns Hopkins 
University in Maryland to conduct systematic reviews.J11 35 However, 
WPATH's recommendations lack a grading system to indicate the 
quality of the evidence-one of several deficiencies. Both Guyatt 
and Helfand noted that a trustworthy guideline would be 
transparent about all commissioned systematic reviews: how many 
were done and what the results were. But Helfand remarked that 
neither was made clear in the WPATH guidelines and also noted 
several instances in which the strength of evidence presented to 
justify a recommendation was "at odds with what their own 
systematic reviewers found." 

For example, one of the commissioned systematic reviews found 
that the strength of evidence for the conclusions that hormonal 
treatment "may improve" quality of life, depression, and anxiety 
among transgender people was "low," and it emphasised the need 
for more research, "especially among adolescents." 35 The reviewers 
also concluded that "it was impossible to draw conclusions about 
the effects of hormone therapy" on death by suicide. 

Despite this, WPATH recommends that young people have access 
to treatments after comprehensive assessment, stating that the 
"emerging evidence base indicates a general improvement in the 
lives oftransgender adolescents." 12 And more globally, WPATH 
asserts, "There is strong evidence demonstrating the benefits in 
quality of life and well-being of gender-affirming treatments, 
including endocrine and surgical procedures," procedures that "are 
based on decades of clinical experience and research; therefore, 
they are not considered experimental, cosmetic, or for the mere 
convenience of a patient. They are safe and effective at reducing 
gender incongruence and gender dysphoria." 12 

Those two statements are each followed by more than 20 references, 
among them the commissioned systematic review. This stood out 
to Helfand as obscuring which conclusions were based on evidence 
versus opinion. He says, "It's a very strange thing to feel that they 
had to cite some of the studies that would have been in the 
systematic review or purposefully weren't included in the review, 
because that's what the review is for." 

For minors, WPATH contends that the evidence is so limited that 
"a systematic review regarding outcomes of treatment in adolescents 
is not possible." But Guyatt counters that "systematic reviews are 
always possible," even if few or no studies meet the eligibility 
criteria. If an entity has made a recommendation without one, he 
says, "they'd be violating standards of trustworthy guidelines." 
Jason Rafferty, assistant professor of paediatrics and psychiatry at 
Brown University, Rhode Island, and lead author of the AAP 

th 0 bmj I BMJ 2023;380:p382 I doi: 10.1136/bmj.p382 

FEATURE 

statement, remarks that the AAP's process "doesn't quite fit the 
definition of systematic review, but it is very comprehensive." 

Sweden conducted systematic reviews in 2015 and 2022 and found 
the evidence on hormonal treatment in adolescents "insufficient 
and inconclusive."24 Its new guidelines note the importance of 
factoring the possibility that young people will detransition, in 
which case "gender confirming treatment thus may lead to a 
deteriorating of health and quality oflife (i.e., harm)." 

Cochrane, an international organisation that has built its reputation 
on delivering independent evidence reviews, has yet to publish a 
systematic review of gender treatments in minors. But The BM] has 
learnt that in 2020 Cochrane accepted a proposal to review puberty 
blockers and that it worked with a team of researchers through 2021 
in developing a protocol, but it ultimately rejected it after peer 
review. A spokesperson for Cochrane told The BM] that its editors 
have to consider whether a review "would add value to the existing 
evidence base," highlighting the work of the UK's National Institute 
for Health and Care Excellence, which looked at puberty blockers 
and hormones for adolescents in 2021. "That review found the 
evidence to be inconclusive, and there have been no significant 
primary studies published since." 

In 2022 the state ofFlorida's Agency for Health Care Administration 
commissioned an overview of systematic reviews looking at 
outcomes "important to patients" with gender dysphoria, including 
mental health, quality of life, and complications. Two health 
research methodologists at McMaster University carried out the 
work, analysing 61 systematic reviews and concluding that "there 
is great uncertainty about the effects of puberty blockers, cross-sex 
hormones, and surgeries in young people." The body of evidence, 
they said, was "not sufficient" to support treatment decisions. 

Calling a treatment recommendation "evidence based" should mean 
that a treatment has not just been systematically studied, says 
Helfand, but that there was also a finding of high quality evidence 
supporting its use. Weak evidence "doesn't just mean something 
esoteric about study design, it means there's uncertainty about 
whether the long term benefits outweigh the harms," Helfand adds. 

"Evidence itself never tells you what to do," says Guyatt. That's why 
guidelines must make explicit the values and preferences that 
underlie the recommendation. 

The Endocrine Society acknowledges in its recommendations on 
early puberty suppression that it is placing "a high value on avoiding 
an unsatisfactory physical outcome when secondary sex 
characteristics have become manifest and irreversible, a higher 
value on psychological well-being, and a lower value on avoiding 
potential harm."L\ 

WPATH acknowledges that while its latest guidelines are "based 
upon a more rigorous and methodological evidence-based approach 
than previous versions," the evidence "is not only based on the 
published literature (direct as well as background evidence) but 
also on consensus-based expert opinion." In the absence of high 
quality evidence and the presence of a patient population in 
need-who are willing to take on more personal risk-consensus 
based guidelines are not unwarranted, says Helfand. "But don't 
call them evidence based." 

An evidence base under construction 
In 2015 the US National Institutes of Health awarded a $5. 7m (£4.7m; 
€5.3m) grant to study "the impact of early medical treatment in 
trans gender youth." 10 The abstract submitted by applicants said 
that the study was "the first in the US to evaluate longitudinal 
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outcomes of medical treatment for trans gender youth and will 
provide essential evidence-based data on the physiological and 
psychosocial effects and safety" of current treatments. Researchers 
are following two groups,.one of participants who began receiving 
GnRHa in early puberty and another group who began cross sex 
hormone treatment in adolescence. The study doesn't include a 
concurrent no-treatment control group. 

Robert Garofalo, chief of adolescent medicine at the Lurie Children's 
Hospital in Chicago and one of four principal investigators, told a 
podcast interviewer in May 2022 that the evidence base remained 
"a challenge ... it is a discipline where the evidence base is now 
being assembled" and that "it's truly lagging behind [clinical 
practice), I think, in some ways." That care, he explained, was 
"being done safely. But only now, I think, are we really beginning 
to do the type of research where we're looking at short, medium, 
and long term outcomes of the care that we are providing in a way 
that I think hopefully will be either reassuring to institutions and 
families and patients or also will shed a light on things that we can 
be doing better."l, 

While Garofalo was doing the research he served as "contributor" 
on the AAP's widely cited 2018 policy statement, which recommends 
that children and adolescents "have access to comprehensive, 
gender-affirming, and developmentally appropriate health care," 
including puberty blockers, sex hormones, and, on a case-by-case 
basis, surgeries. 15 

Garofalo said in the May interview, "There is universal support for 
gender affirming care from every mainstream US based medical 
society that I can think of: the AMA, the AP A, the AAP. I mean, these 
organisations never agree with one another." Garofalo declined an 
interview and did not respond to The BM/'s requests for comment. 

The rush to affirm 
Sarah Palmer, a paediatrician in private practice in Indiana, is one 
of five coauthors of a 2022 resolution submitted to the AAP's 
leadership conference asking that it revisit the policy after "a 
rigorous systematic review of available evidence regarding the 
safety, efficacy, and risks of childhood social transition, puberty 
blockers, cross sex hormones and surgery." In practice, Palmer told 
The BMJ, clinicians define "gender affirming" care so broadly that 
"it's been taken by many people to mean go ahead and do anything 
that affirms. One of the main things I've seen it used for is 
masculinising chest surgery, also known as mastectomy in teenage 
patients." The AAP has told The BMJ that all policy statements are 
reviewed after five years and so a "revision is under way," based 
on its experts' own "robust evidence review." 

Palmer says, "I've seen a quick evolution, from kids with a very rare 
case of gender dysphoria who were treated with a long course of 
counselling and exploration before hormones were started," to 
treatment progressing "very quickly-even at the first visit to gender 
clinic-and there's no psychologist involved anymore." 

Laura Edwards-Leeper, a clinical psychologist who worked with 
the endocrinologist Norman Spack in Boston and coauthored the 
WPATH guidelines for adolescents, has observed a similar trend. 
"More providers do not value the mental health component," she 
says, so in some clinics families come in and their child is "pretty 
much fast tracked to medical intervention." In a study of teens at 
Seattle Children's Hospital's gender clinic, two thirds were taking 
hormones within 12 months of the initial visit. 3~ 

The British paediatrician Hilary Cass, in her interim report of a UK 
review into services for young people with gender identity issues, 
noted that some NHS staff reported feeling "under pressure to adopt 

4 

an unquestioning affirmative approach and that this is at odds with 
the standard process of clinical assessment and diagnosis that they 
have been trained to undertake in all other clinical encounters." 

Eli Coleman, lead author ofWPATH's Standards of Care and former 
director of the Institute for Sexual and Gender Health at the 
University of Minnesota, told The BMJ that the new guidelines 
emphasised "careful assessment prior to any of these interventions" 
by clinicians who have appropriate training and competence to 
assure that minors have "the emotional and cognitive maturity to 
understand the risks and benefits." He adds, "What we know and 
what we don't know has to be explained to youth and their parents 
or caregivers in a balanced way which really details that this is the 
evidence that we have, that we obviously would like to have more 
evidence, and that this is a risk-benefit scenario that you have to 
consider." 

Joshua Safer, director of the Center for Trans gender Medicine and 
Surgery at Mount Sinai Hospital in New York and coauthor of the 
Endocrine Society guidelines, told The BMJ that assessment is 
standard practice at the programme he leads. "We start with a 
mental health evaluation for anybody under the age of 18," he says. 
"There's a lot of talking going on-that's a substantial element of 
things." Safer has heard stories of adolescents leaving a first or 
second appointment with a prescription in hand but says that these 
are overblown. "We really do screen these kids pretty well, and the 
overwhelming majority of kids who get into these programmes do 
go on to other interventions," he says. 

Without an objective diagnostic test, however, others remain 
concerned. The demand for services has led to a "perfunctory 
informed consent process," wrote two clinicians and a researcher 
in a recent issue of the Journal of Sex and Marital Therapy, 39 in spite 
of two key uncertainties: the long term impacts of treatment and 
whether a young person will persist in their gender identity. And 
the widespread impression of medical consensus doesn't help. 
"Unfortunately, gender specialists are frequently unfamiliar with, 
or discountthe significance of, the research in support of these two 
concepts," they wrote. "As a result, the informed consent process 
rarely adequately discloses this information to patients and their 
families." 

For Guyatt, claims of certainty represent both the success and failure 
of the evidence based medicine movement. "Everybody now has to 
claim to be evidence based" in order to be taken seriously, he 
says-that's the success. But people "don't particularly adhere to 
the standard of what is evidence based medicine-that's the failure." 
When there's been a rigorous systematic review of the evidence and 
the bottom line is that "we don't know,"' he says, then "anybody 
who then claims they do know is not being evidence based." 
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COfnpeting interests: I have read and understood BMJ policy Of1 declaration of interests and have no 
relevant interests to declare. 

Provenance: commissioned: externally peer reviewed. 

Parker K. Horowitz JM. Brown A Americans· complex views on gender identity and transgender 
issues. Pew Research Center's Social & Demographic Trends Project. 2022. 

Block J. US transgender health gukletines leave age of treatment inmation open to clinical judgment 
BM/2022:378:. doi: 10.1136,'bmj.02303 pmid: 36167353 

Respaut R. Terhune C. Number of transgender children seeking treatment surges in US. Reuters 
2022 Oct 6. \. ,." ··;•,,:,, .·''.'. ;·:c 0 :,.'t·e:,-,- · ' .,:, ·: '>'c ::•_.,i·--11:,, 

4 Terhune C. Respaut R. Conlin M. As children line up at gender clinics, families confront many 
unknowns. Reuters 2022 Oct 6. . .,: , "' 

,11° bmj I BMJ 2023;380:p382 I doi: 10.1136/bmj.p382 

OJ s: 
c:... 
::ll 

ia. 
"O 
C 
Q: 
iii' 
::r 
(D 
a. 

·Ill 
(J) 
_. 
9 _. _. 
(.,l 

Q2 
rr 
]. 
"O 
(.,l 
co 
N 
0 
:::i 
N 
(.,l 

"Tl 
(D 
rr 
2 
Ill 

'< 
N 
0 
N 
!» 
0 
0 

~ 
0 
Ill 
a. 
(D 
a. 

a 
3 
::r 
:::t: 

"O 

f 
r:;-
] 
0 
0 

~ 
0 
:::i 
N 
(11 

c:... 
C 
:::i 
(D 

N 
0 
N 
(.,l 

~ 
(C 
C 
(D 

~ 
~ 
i 
tt 
a. 
rr 
'< 

8 
3? 
:::!. 

(C 

~ 

228



10 

11 

12 

13 

14 

15 

16 

17 

18 

19 

20 

21 

22 

23 

24 

25 

26 

Johns MM. Lowry R. Andrzejewski J. eta!. Transgender identity and experiences of violence 
victimization. substance use. suicide risk. and sexual risk behaviors among high school 
students-19 States and large urban school districts. 2017. MMWR Morb Mortal Wkly Rep 
2019;68:-71.. doi: 10.15585/mmwrmm6803a3 pmid: 30677012 

Becerra-Culqui TA. Liu Y. Nash R. eta!. Mental health of transgender and gender nonconforming 
youth compared with their peers Pediatrics2018;141:e20173845. 
doi: 10.1542/peds.2017-3845 pmid: 29661941 

Gomez I. Ranji U. Salganicoff A. et al. Update on Medicaid coverage of gender-affirming health 
services. KFF. 2022 :-up>- ':. ,,·,t.\' :,_ff /:c,iric-:1isJ·.~:-1lt11-L,<:.'.,,-:-,.r/1~~:11:0 -t'•i 1'2f1tf<bt-;--,:•tH ,1ec!:·:::·n-
·, ·Jv,:1 .:i;;;e::.r:,t-:;-?i·,,j21 .;1ffor·11ng r,.;_.,_-,[lh 

Littman L. Individuals treated for gender dysphoria with medical and/or surgical transition who 
subsequently detransitiooed: a survey of 100 detransitioners. Arch Sex Behav2021;50:-69. 
doi: 10.1007/s10508-021-02163-w pmid: 34665380 

Respaut R. Terhune C. Conlin M. Why detransitioners are crucial to the science of gender care. 
Reuters 2022 Dec 22. ; itpS;,/,\'',\ '-,\ r,: :- ,~•_y··1 n 1::'"~t1!.-1t-?;: T~'- 1.-'i(-r .-:;;C'l i 't;2:,1-:r,11:sv,:,utr1 

1::ut-:c,:t:-::s,, 

Boyd I. Hackett T. Bewley S. Care ofT ransgender Patients: A General Practice Quality Improvement 
Approach. Healthcare (BaseO 2022;10:. doi: 10.3390/healthcare10010121. pmid: 35052285 

Roberts CM. Klein OA. Adirim TA. Schvey NA. Hisle-Gorman E. Continuation of Gender-affirming 
Hormones Among Transgender Adolescents and Adults.JC/in Endocrinol Me/ab2022;107:-43. 
doi: 10 1210/clinem{dgac251. pmid: 35452119 

Coleman E. Radix AE. Bouman WP. eta!. Standards of care for the health of transgender and 
gender diverse people. version 8. lntf Transgend Health 2022;23(Suppl 1):-259. 
doi 10.1080/26895269.2022.2100644 pmid: 36238954 

Hadland S. A handful of cruel protesters outside the #AAP2022 meeting, but inside 10 000 
pediatricians stand in soudarity for trans & gender-diverse kids & ther families to receive evidence 
based. Lifesaving, individuauzed care between patients. parents & their doctor. @AmerAcadPeds: 
;··\: :::11tt.:;i c:·:,:-n,:~1]f ... ?:C1P1·,:,.:_-._:,_ Twitter. 2022. ! 1!:f6 .' t';'·, ITT:! \-rr1:[1 :··..: :~u1.1.J!:i1~•~: ·~r,-::i 
1:L:S 'i :, ?'.:=',8 l'.£.C:<2~•::';·_Jk1CC :"· !,:'. 

Hembree WC. Cohen-Kettenis PT. Gooren L. etal Endocrine treatment of 
gender-dysphoricjgender-incongruent persons: an endocrine society clinical practice guideline. 
J Clin Endocrino/ Metab 2017:102:-903. doi: 101210/jc.2017-01658 pmid: 28945902 

Rafferty )Committee on Psychosocial Aspects of Child and Family HealthCommittee on 
AdolescenceSection on Lesbian. Gay. Bisexual. and Transgender Health and Wellness. Ensuring 
comprehensive care and support for transgender and gender-diverse children and adolescents. 
Pediatrics 2018;142:e20182162. doi: 10.1542/peds.2018-2162 pmid: 30224363 

American Academy of Child and Adolescent Psychiatry. AACAP statement responding to efforts 
to ban evidence-based care for transgender and gender diverse. i·t'"'·: :. •. •:. 1 ·cw,-,:;,,,,_ 

American Medical Association. March 26. 2021: State advocacy update. 2021. '.c'.l ., 

American Psychological Association. Resolution on supporting sexuaVgender diverse children 
and adolescents in schools. 2020.:1·, • .1. .1 ·:rg c L:!:•tF' '•1:r :,,:. ,:-: :,,:, ,< 'c' <' 

American Psychiatric Association. Position statement on treatment of transgender (trans) and 
gender diverse youth. 2020. 1-,,,1·-,:. • . .. r.- 11 ,: ,-,-

Boerner H. What the science on gender-affirming care for transgender kids really shows. Sci Am 
2022 (published online 12 May). rrt:: .- ,.•:.-.-. s:·c''>'.:'r•:,,-:--c· ·,- ._•::. :,,;·,:: 0 .,,;>-,_,' tr,,o 

( ;; ':· ·,~r 

Branstetter G. Transgender youth & health care: a guide for reporters. Medium 2019. 

Olezeski C, McNamara M. Alstott A. Op-ed: Oenying trans youth gender-affirming care is an affront 
to science and medical ethics. Los Angeles Times 2022. 

Simmons-01,Jffin S. Rachel Levine calls state anti-LGBTQ bills disturbing and dangerous to trans 
youth. NPR2022 Apr 29. ,,,,:-: 

Socialstyrelsen: National Board of Health and Welfare. Care of children and adolescents with 
genderdysphoria. Report2022-3-7799. 2022. • :',•.- ,,: :·.-.c- 0,,-,,oc:'• '" 

Palveluvalikoima (Council for Choices in Health Care in Finland). Medical treatment methods for 
gender dysphoria n non-binary adults-recommendation.Jun 2020. 

Academie Nationale de Medecine. La medecine face a la transidentite de genre chez !es enfants 
et !es adolescents [Medicine and gender transidentity in children and adolescents. 25 Feb 2022. 

(In French and English) 

27 Royal Australian and New Zealand College of Psychiatrists. Recognising and addressing the 
mental health needs of people experiencing gender dysphoria/gender incongruence. 2021. 

cl;r:· bmj I BMJ 2023;380:p382 I doi: 10.1136/bmj.p382 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 

41 

42 

FEATURE 

NHS England. Implementing advice from the Cass review. c,i i', 
::.~L('!:1P~/·:TtC·S":l\'l·~t:'S i·.c--: tJ:{.:'f/:f!,Jr-?I .), ,:;:: · :r,.j.,ji; ,,-,0!l-L·•f1'::?lli! Gi-?/;r::~.[~r,-:21 :!11;_.;•JlJ'/.•_ ._:;- t,.:,1T: 
ti '~-1::, l ~~>f'-':\.'l2'N/ 

NHS England. Interim service specification: specialist service for children and young people with 
gender dysphoria (phase 1 providers). Oct 2022. ,,so:. ,';'.W, v', 211vze 0 n7-1 ,r.d nl,c U1, 'c;:ec,11,,,,c1-
,:-.:.,:-r1,~LS">:cn.ng §;7n:Je1 1jv~-rh-:.n 1-::.21\,:c,.:.::;: ~.-:::-::-r _u1Jt. •a-1.:, +-. r:-~, 1-11-si: 12c, 1li::.t-:--:c;=r,:.u-?-f :,r -,T:1l1i1 7n. 
21 :,J ',f(,L_;fl~·;Y.~---D!-::-'.\•ltf1"'.;f: :~.J,;:-r .J·1:.~p\·,,~ · 1 l · _:;jf 

Institute of MedidneBoard on Health Care ServicesCornmittee on Standards for Developing 
Trustworthy Clinical Practice Guidelines. Clinical practice guidelines we can trust. National 
Academies Press. 2011. r,nc,::>~. ~·tr•/ ~,~Ci:- -: :,~·ni 1')::!el•1JrJk ~, '~':?tr1its',d=L1_RF~_,8:::,tcY-~ 

Maraka S. Singh Ospina N. Rodriguez-Gutierrez R. etal Sex steroids and cardiovascular outcomes 
in transgender individuals: a systematic review and meta-analysis.JC/in Endocrinol Metab 
2017;102:-23. doi: 10.1210/jc.2017-01643 pmid: 28945852 

Singh-Ospina N. Maraka S. Rodriguez-Gutierrez R. etal Effect of sex steroids on the bone health 
of transgender individuals: a systematic review and meta-analysis.JC/in Endocrinol Metab 
2017;102:-13. doi: 10.1210/jc.2017-01642 pmid: 28945851 

Wilson LM. Baker KE. Sharma R. Dukhanin V. McArthur K. Robinson KA. Effects of antiandrogens 
on prolactin levels among transgender women on estrogen therapy: A systematic review. Int J 
Transgend Health 2020;21:-402. doi: 10.1080/15532739.2020.1819505 pmid: 34993517 

Baker KE. Wilson LM. Sharma R. Dukhanin V. McArthur K. Robinson KA. Hormone therapy, mental 
health. and quauty of life among transgender people: a systematic review. J Endocr Soc 
2021;5:bvab011. 

National lnst~utes of Health. The impact of early medical treatment in transgender youth. NIH 
Reporter. t1t:1:; :1r: ,.:_ ,'1 t--:r r::t1 s•:•v,;:.ro1~- :~ ,-,,·,t:1,1:~ 13•:;,~.' -',CS 

Northwestern University Feinberg School of Medicine. Evidence-based gender-affirming care for 
young adults With Robert Garofalo. MD. MPH. 20 May 2022. I:nI:: fe:.-i:,:,r:; ,,.-,:u ·;-. •'"' 
~-ill .::;11.) ~·::.:":':'JI ·!' 1:~1·:s\ ._·•,1,_ ·,~~ -;,:-::-;·, l~':'1i-_:}:-111_"'.f' ,.,fL- ll~,1·:,; 1;::,;::ic· - ·1_:, 

.-o:iu::,>\', ,~'1•1 .~~- ,.;;,: t-G:ir,: f :[.:,.,, :,]-1r1_·h t1tr 

Tordoff DM. Wanta JW. Collin A. Stepney C, Inwards-Breland DJ. Ahrens K. Mental health 
outcomes in transgender and nonbinary youths receiving gender-affirming care. JAMA Netw 
Open 2022;5:e220978. doi: 101001/jamanetworkopen.2022.0978 pmid: 352127 46 

Levine SB.Abbruzzese E. Mason JW. Reconsidering informed consent for trans-identified chldren. 
adolescents. and young adults. J Sex Marital Ther2022;48:-27. 
doi: 10.1080/0092623X.20222046221 pmid: 35300570 

Biggs M. The Outch Protocol for Juvenile Transsexuals: Origins and Evidence. J Sex Marital Ther 
2022-21. doi: 10.1080/0092623X.20222121238 pmid: 36120756 

Delemarre-van de Waal HA. Cohen-Kettenis PT. Clinical management of gender identity disorder 
in adolescents: a protocol on psychological and paediatric endocrinology aspects. Eur J Endocrinol 
2006;155(Supp 1):-7. [,'.L•S 

.,., •:_ !1~ 1 ,:'•i.:,:smsdoi: 10.1530/eje.1.02231. 

Hembree WC. Cohen-Kettenis P. Delemarre-van de Waal HA. eta!Endocrine Society. Endocrine 
treatment of transsexual persons: an Endocrine Society cunical practice guideline.} C/in Endocrinol 
Metab2009;94:-54 doi: 10.1210/jc.2009-0345 pmid: 19509099 

5 

OJ s: c.... 

~ 
!e. 

-c, 
C 
Q: 
ur 
::r 
CD 
a. 
Dl 
(/) 
_. 
p _. 
_. 
(,,) 

Q'! 
O" 

2. 
-c, 
(,,) 
0:, 
N 
0 
:J 
N 
(,,) 

"Tl 
CD 
O" 
2 
Dl 

'< 
N 
0 
N 
(.,,) 

0 

~ 
0 
Dl 
a. 
CD a. 

a 
3 
::r 
:=t: u 

f 
O' 

2. 
0 
0 

2-
0 
:J 
N 
(.11 

c.... 
C 
:J 
CD 
N 
0 

~ 
O" 
'< 
(0 
C 
CD 

1!?-

~ 
1t 
~ 
a. 
O" 
'< 

8 
~ 
::I. 
(0 

~ 

229



230



Court File No.: FM-76-2023 

IN THE COURT OF KING’S BENCH 
OF NEW BRUNSWICK 
 
TRIAL DIVISION 
 
JUDICIAL DISTRICT OF 
FREDERICTON 
 
IN THE MATTER of an application for 
judicial review and declaratory relief 
pursuant to Rule 69 and Rule 38 of the New 
Brunswick Rules of Court 
 
 
B E T W E E N : 
 
THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 
 

Applicant (Respondent on motion) 
 

-and- 
 

THE PROVINCE OF NEW 
BRUNSWICK, as represented by the 
MINISTER OF EDUCATION AND 
EARLY CHILDHOOD 
DEVELOPMENT 
 

Respondent (Respondent on motion) 
 

-and- 
 

GENDER DYSPHORIA ALLIANCE and 
OUR DUTY CANADA 
 

Proposed Intervenors (Moving Parties) 
 

AFFIDAVIT OF  

 

COUR DU BANC DU ROI DU 
NOUVEAU-BRUNSWICK 
 
DIVISION DE PREMIÈRE INSTANCE 
 
CIRCONSCRIPTION JUDICIAIRE DE 
FREDERICTON 
 
DANS L’AFFAIRE d’une requête en 
revision judiciare et de jugement 
déclaratoire en vertu de la règle 69 et la 
règle 38 des Règles de procedure du 
Nouveau-Brunswick 
 
B E T W E E N : 
 
THE CANADIAN CIVIL LIBERTIES 
ASSOCIATION 
 

Requérant (intimé â la requête) 
 

-et- 
 

LA PROVINCE DU NOUVEAU 
BRUNSWICK, représentée par le 
MINISTRE DE L’ÉDUCATION ET DU 
DÉVELOPPEMENT DE LA PETITE 
ENFANCE 
 

Intimée (intimé â la requête) 
 

-et- 
 

GENDER DYSPHORIA ALLIANCE and 
OUR DUTY CANADA 
 
Intervenants eventuelles (parties requérantes) 

 

AFFIDAVIT OF  

 

231



2 
 

AFFIDAVIT OF   
(Hereinafter, “A.A.”) 

 
I, , of the  in the Province of Alberta MAKE OATH AND 
SAY AS FOLLOWS:   
 
Introduction 
1. I am a  year old biological woman and use “she/her” pronouns. I have personal 

knowledge of the facts hereinafter deposed except where stated to be based on information, 

in which case, I believe the same to be true.  

 
2. I am a biological female. I socially transitioned1 between 20  and 20 , asserting during 

that time when I was between the ages of  and , that I was a male. I started to socially 

de-transition in February, 2018 and for approximately the last 5 and one-half years, I have 

identified and still identify as a female to match my biological status as a female. Since 

that time, I no longer identify as a transman. 

 
3. I am also in a unique position to provide evidence in this Court proceeding as I have 

personal and direct experience with: (a) being a neurodivergent/disabled person having 

been diagnosed with Autism as young child; (b) living with anorexia nervosa (an eating 

disorder), and body dysmorphia, both of which conditions began when I was about 7 years 

old and were overcome when I was about 11 years old; (c) socially transitioning my gender 

at school, including using male pronouns; (d) coming out to my family in circumstances 

where my parents were not being told by me or the school about what was going on in 

terms of my social transition process; (e) teachers trying to take or keep me away from my 

family, including one of them suggesting they would adopt me; and (f) as a person of faith, 

school personnel trying to get me to turn my back on my faith and beliefs during my social 

transition process.  

 
4. Living with Autism has had a major impact on my life growing up, and still does, now that 

I am an adult. I receive from the Alberta Government what is called “Assured Income for 

the Severely Handicapped”, commonly known as “AISH”. AISH recognizes my disability 

 
1 By that term or its derivatives, throughout this Affidavit, I mean that I used male pronouns, used a masculine 
name, and sometimes used washroom facilities for gender neutral individuals. 
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is permanent, has no cure, and affects my ability to be financially independent and support 

myself. I am financially dependent on funding from AISH and therefore I must not do 

anything that would jeopardize that.  

 
5. As an adolescent, I was deluded about who I am and I wasn’t sure if it was a result of the 

Autism or something else. At the time I was going through puberty, there was a growing 

movement to bring awareness to LGBTQ rights. I was intrigued by the LGBTQ community 

because, like them, I did not fit into the mainstream society. At that time, the only lunchtime 

activity available at the school was a weekly Gay Straight Alliance (“GSA”) club where I 

was surrounded by kids who were older than I was. The members of the GSA club would 

often meet each other informally over the lunch hour on an almost daily basis. I benefited 

by the GSA and the people there who accepted me as I was unable to easily make other 

friends.  

 
6. I support the LGBTQ community and the individual’s right to choose to self-identify. I 

have personally experienced gender dysphoria so I can speak about the discomforting sense 

that my physical body did not match my personal identity, that it is real and, at times, 

overwhelming.  

 
7. However, based on my personal experience, in my view, if the individual experiencing 

gender dysphoria is a child (by that I mean a person under the age of 18 years old), and 

especially if the child is someone like me with a mental disability such as Autism, ensuring 

the involvement of the child’s parent(s) regarding their gender dysphoria is critical.  

 
8. For as long as I remember, I felt that I was not a typical female and did not express myself 

that way to the outside world.  Part of my social transition from female to male included 

dressing in male clothing, wearing male hair styles, choosing to hang out with males rather 

than females, doing activities that are generally considered to be enjoyed by males (which 

I still like to do), using male pronouns, using a masculine name, and sometimes using 

washroom facilities for gender neutral individuals (depending upon whether I was “out” in 

that venue).  
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9. However, I have concluded that I am a woman and not a man and therefore I do not want 

or need a medical procedure (like getting an artificial phallus constructed out of my female 

genitals) to somehow affirm my identity.  

 
10. The details of my experience during the social transition of my gender at school and the 

effects it had on me, and my family, are documented in an Affidavit (“My First Affidavit”) 

that I swore in (then) Court of Queen’s Bench of Alberta Action No. 1808-00144 (the 

“Alberta Court Proceedings”) in 2018 when was  years old. A copy of my First 

Affidavit is attached hereto and marked as Exhibit “A”. The statements in My First 

Affidavit continue to be true and accurate today. As part of the Alberta Court Proceedings, 

I was cross-examined on my First Affidavit. I am including as part of this Affidavit, the 

redacted transcripts from that examination, a copy of which is attached hereto and marked 

as Exhibit “B”.  

Why I am Writing This  
11. As a result of my Autism, my participation in the GSA club, the conduct of school officials 

and teachers, keeping things secret from my parents, the disrespect of my faith, and my 

related experiences which I have detailed in my First Affidavit, I suffered tremendously.  

 
12. I am sharing my story to be an example for others in New Brunswick and across the country 

who have suffered with gender dysphoria and provide a voice for them, including those 

with disabilities, and people of faith, who remain silent and, for whatever reason, cannot 

speak up. I can speak to the personal struggle that I was going through during my situation 

that I explain in the First Affidavit. I was depressed and suicidal. I did not have the words 

to describe the trauma I was experiencing. Based on my personal experience, I think it is 

possible that there are many other children in New Brunswick and around Canada that are 

going through similar experiences to mine but who are too afraid or depressed to share 

their stories.  

 
13. I am one voice, but I likely speak for many. I do not want others to suffer the way that I 

have.  
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14. I understand that the decision in this New Brunswick court case could have wide-ranging 

effects on parents and children throughout Canada and it is important that the Court hear 

and learn about my experience and take it into account when deciding the case.  

 
15. Ultimately, it was my mother and father who saved my life. When I finally told my parents 

that I was socially transitioning and suffering mental health issues, it was my father who 

provided me with the best care of all. He was and has been supportive of me from the 

beginning until the present. As I no longer attend my middle school, I no longer speak with 

any of my teachers from those days and I have no more contact with the psychiatrist. 

However, I still have contact with my parents and they accept me for who I am.  

 
16. I acknowledge that I broke my parent’s trust when I did not tell them about the things that 

were happening to me at school when I was going through the transitioning, after being 

encouraged to lie to them and breaching their confidence in me. I have spent the last few 

years trying to re-build my relationship with my most loved and valued supporters, my 

parents. I love my parents both very dearly and am thankful that they have protected me 

throughout the years.  

Partial Publication Ban 
17. As a young adult with Autism, and having gone through what I have, I feel extremely 

vulnerable. I do not want to be known in adulthood for the events that took place when I 

was in middle school. My Autism makes me resile from conflict and I am very 

uncomfortable with any sort of confrontation. I do not want to offend anyone on either side 

of this debate and I am not taking a position on either side of the debate. I am only speaking 

from my personal experience. I do not want to be known in a political way which is what 

would happen if my identity was published. I would also likely lose friends and could even 

put my AISH funding support at risk if someone in a position of power wanted to punish 

me for my views, all of which would make my life unmanageable. I could be verbally 

attacked, verbally bullied and even physically harmed by people who disagree with me. 

The same could happen to my family. 
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18. The bottom line is that I do not want my involvement in this matter and name and any 

identifying information like the name of my father, exposed to the public.  If that happened, 

I would be very worried about my safety and wellbeing.  

 
19. I was able to sign My First Affidavit using my initials. Identifying information was 

redacted. I am writing this Affidavit requesting that this Court permit me that same 

protection now in respect of this Affidavit as I had then in the Alberta Court Proceedings 

in terms of a limited publication ban.  Because I could be identified by my father’s (P.T.’s) 

Affidavit if his name were public, I would need his name and any information he provides 

in these proceedings that could identify me to be similarly protected through a Court order 

granting an acceptable publication ban.  

 
20. I swear this Affidavit for no improper purpose.  

 
SWORN BEFORE ME AT THE  

, IN THE PROVINCE OF 
ALBERTA, THIS _____ DAY OF APRIL, 
2024 
 

) 
) 
) 
) 
) 
) 

 

A Commissioner for Oaths in and for Alberta           
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AFFIDAVIT OF   
(Hereinafter, “P.T.”) 

 
I, , of the  in the Province of Alberta MAKE OATH AND SAY AS 

FOLLOWS:   

 

Introduction 

1. I am the father of A.A., a biological female, and another affiant in these proceedings. I 

have personal knowledge of the facts hereinafter deposed except where stated to be based on 

information, in which case, I believe the same to be true. 

 

2. On April 4, 2018, I swore an Affidavit in (then) Court of Queen's Bench Action No. 1808- 

00144 (the "Alberta Court Proceedings"). A copy of that Affidavit (excluding exhibits) is 

attached hereto and marked as Exhibit "1" ("My First Affidavit"). My First Affidavit remains 

true and correct today. 

 

3. I am aware that A.A. swore an Affidavit in the Alberta Court Proceedings and am familiar 

with its contents ("A.A.'s First Affidavit"). 

 

4. I am in a unique position to provide evidence in these proceedings as I have direct 

experience with: (a) being a parent of a neurodivergent/disabled child - A.A. who was diagnosed 

with Autism when she was about 5 years old1; (b) parenting a child (A.A.) who experienced 

gender dysphoria and who socially transitioned2 from being female to male at school without 

my knowledge as described in My First Affidavit; (c) the betrayal of and broken trust with the 

school because it failed to inform my wife and I of our minor, disabled daughter's social 

transition at school even though we were advised that A.A. was "very sad overall"3; (d) the 

 
1 When A.A. was 7-11 years old, she also experienced body dysmorphia and suffered with anorexia nervosa, an 
eating disorder. 
2 By that term or its derivatives, throughout this Affidavit, I mean that my daughter used male pronouns, used a 
masculine name, and sometimes used washroom facilities for gender neutral individuals. 
3 We sought the school's input and support for A.A, but were not told that A.A. was regularly attending the Gay 
Straight Alliance ("GSA") program (or even what the GSA was), self-identifying as a male at school and thought 
of herself as bisexual and transgender. When A.A. was suicidal, we were naturally looking for possible 
explanations and information so we could help her, as described in My First Affidavit. 
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pressure and influence of the psychologist and medical health providers who encouraged and 

suggested that my minor daughter continue to transition by potentially using hormones and 

potentially undergoing surgical intervention, as described in A.A.'s First Affidavit; and (e) being 

a parent who, together with my wife, has loved and supported A.A. during her many struggles 

and challenges, including in connection with her exposure to transgenderism at a school GSA 

club, particulars of which exposure are detailed in A.A.'s First Affidavit. 

 

Schools and Authorities 

5. My wife, D.T., and I entrusted the public school system, its teachers and administrators, 

in Alberta to safeguard my Autistic minor daughter while she was in their care. Under the 

supervision of the public-school teachers and publicly funded health care providers, my 

disabled minor daughter was encouraged and supported into socially transitioning her gender 

causing her harm. The school kept her social transition from us as described in A.A.'s First 

Affidavit and My First Affidavit. 

 

6. We believed that the school had A.A.'s best interest in mind. We believed then and still 

believe now that some authorities genuinely thought they had A.A.'s best interests in mind. 

However, in the end, what we saw in relation to A.A. were some authorities who seemed more 

concerned with pushing a transgender ideology or agenda in secret, and how we understand they 

became upset when A.A. decided to de-transition as A.A. explains in A.A.'s First Affidavit. 

 

7. In my situation, the school encouraged my daughter to keep secrets from my wife and me. 

I can imagine that other parents have similar concerns about the school's responsibility to inform 

parents about the activities of the child at school. It is dangerous for teachers not to tell 

parents what is going on in their child's life. My concern is that A.A.'s situation could be 

repeated in New Brunswick for other children if the schools encourage children to transition and 

then it is kept secret from their parents, or they encourage children to keep a social transition 

secret from their parents. 

 

8. The teachers at A.A.'s school did not take into account the mental issues that A.A. suffered 

from: Autism, and her tendency to focus radically on some things and completely block out 
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other things, but also her past issues of body dysmorphia and anorexia where I guided her away 

from starving herself and encouraged her to build muscles and become a strong woman. The 

teachers saw her interest in building muscle and going to the gym to lift weights and 

wrongfully manipulated that fact, turning it into an issue of gender identity. Everyone at her 

break-dancing group saw A.A. as a girl. It was only the teachers who treated her as a boy and 

were trying to convince her to transition. 

 

9. The teachers (incorrectly) saw transgenderism as a solution to A.A.'s Autism and resulting 

social deficiencies. 

 

10. As part of our Christian faith, we believe that gender is a premortal characteristic that exists 

before we are born that makes us special and unique. It was highly offensive and disrespectful 

to my wife and I that the school would teach A.A. ideas that were contrary to our religious beliefs 

and would actively recruit her to depart from the religious values that were taught to her in our 

family home. 

 

Secrecy's Effect on A.A., the Family, and Our Relationships 

11. It was devastating for my wife and I to have found out that my daughter had been living 

a double life without our knowledge. My wife and I originally naturally focussed on how we 

could help A.A. We only wish we had known sooner so we could have offered her guidance and 

support to ensure she was taking the right path for her. Having a wedge driven between A.A. 

and my wife and I, was not in A.A.'s best interests including because she was isolated from those 

who love and want to support her most. This is especially the case given A.A.'s complex 

psychological and medical history, including her Autism. Being blocked by school and other 

authorities from knowing what was going on left A.A. vulnerable to people who do not know 

and care for her like my wife and I do; having conceived, raised, cared for, and loved her with 

all of our hearts from the beginning of her life. Encouraging A.A. to lie or mislead or condoning 

that behaviour in relation to her parents (or anyone) sends her the wrong moral messages which 

also goes against our Christian faith which encourages truth and not deceit in dealings with 

others. 
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12. A.A. is doing well and my wife and I mostly trust her now. The fact that A.A. kept secrets 

from us when she was younger damaged our relationship with her. Re-building trust is an 

ongoing process and takes time so that things can be fully restored. Schools and professionals 

should not have wedged themselves between us and our daughter. Until A.A. was , it was our 

responsibility to care for her in every respect therefore I believe we have the concomitant right 

to know from school authorities - who stand in the place of the parents when they do their jobs 

- what was happening to and with her. 

 

13. From my own personal experience, in my view, parents cannot provide and are 

prevented from providing the necessary and proper care for their children if they have not been 

given access to all information about their child. The school does not know enough about 

the specific child or about medical or psychological issues to make any determinative decisions 

for a child and certainly cannot make unilateral decisions that affect children without 

obtaining the parent's consent. There are a lot of life events that happen at school for a child but 

that does not mean the duty to care for the child is transferred to the teachers. I believe that 

parents have the right to know what goes on in their child's life so that they can make informed 

decisions about the level of care for their child. 

 

Connection with these Proceedings 

14. I am able to provide a voice for New Brunswick and other parents who remain silent but 

are going through similar experience as l have. I believe that the Court needs to know what it was 

like for me, a father, being left out of the conversation with the school while my daughter was 

going through a major change and upheaval in her life, including to the point of attempting suicide. 

 

15. I understand that some parents in New Brunswick  may not want to step forward 

in these proceedings to tell their stories. From my own experience, I did not want to initially 

join the litigation in Alberta because this topic is highly politicized and I was concerned about 

my daughter and my family's health and safety. Once I knew that A.A. and my identities would 

be properly protected by the Court throughout the litigation, I was willing to participate and 

support the participation by A.A. in the Alberta Court Proceedings as well. This is because I 
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felt that it was important for her experiences and perspectives and mine to be utilized for the 

benefit of society as lawyers use these to advance their legal analysis and arguments. 

 

Partial Publication Ban 

16. My disabled daughter and my family have suffered tremendously over the last few 

years dealing with the breach of trust with the school, A.A.'s mental health concerns and 

suicide attempt, A.A. socially transitioning and de-transitioning, and the Alberta Court 

Proceedings. Our lives have just regained some sense of stability again after many years of 

turbulence. These New Brunswick Court proceedings are becoming nationally known, and 

the topic is highly politicized. If my name, my wife's name, or my daughter's identity was 

revealed as part of these proceedings, it could potentially cause my entire family tremendous 

harm. I could be verbally attacked, verbally bullied, and even physically harmed by people 

who disagree with me. The same could happen to my family. 

 

17. As a permanently disabled person, A.A. receives government funding through Alberta 

Income for the Severely Handicapped ("AISH") on which she is financially dependent. It is 

imperative for A.A. and my family that A.A. do not say or do anything in public that could 

compromise her AISH funding. Her and I speaking in these proceedings without the Court 

protecting our anonymity could possibly (albeit not properly) result in that, for example. 

 

19. The bottom line is that I do not want my involvement in this matter and name and any 

identifying information like the name of A.A., exposed to the public. If that happened, I 

would be very worried about my safety and wellbeing and that of my family. 

 

20. I was able to sign my First Affidavit using my initials. Identifying information was 

redacted. I am writing this Affidavit requesting that this Court permit me that same protection 

now in respect of this Affidavit as I had then in terms of a limited publication ban. Because I 

could be identified by my daughter's (A.A.'s) Affidavit if her name were public, I would need 

her name and any information she provides in these proceedings that could identify me to be 

similarly protected through a Court order granting an acceptable publication ban. 
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21. I swear this Affidavit for no improper purpose. 

 
SWORN BEFORE ME AT THE  

, IN THE PROVINCE OF 
ALBERTA, THIS _____ DAY OF APRIL, 
2024 
 

) 
) 
) 
) 
) 
) 

 

A Commissioner for Oaths in and for Alberta           
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THIS IS EXHIBIT “1” REFERRED TO 
IN THE AFFIDAVIT OF  

 SWORN THIS ____DAY 
OF APRIL, 2024 
 
A Commissioner for Oaths in and for the 
Province of Alberta 
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AFFIDAVIT OF P.T. 

Sworn on A p r I\ '.Y , 2018 

I, P.T., of the Town o-in the Province of Alberta, SWEAR AND SAY THAT: 

1. I am ~onsultant and have a Bachelor of Science in- I am a 

married father of ~hildren, -of whom suffer from a form of Autism 

Spectrum Disorder (ASD). My wife, D.T., and I have enrolled each of our children 

in -.illsoard of Education ('-) public schools. I have personal 

lmowledge of the facts herein deposed except where based on information and 

belief, in which case I verily believe same to be true. 

2. Use of the terms such as "we", "us" and "our" references my wife D.T. and myself. 

3. Use of the term "our daughter" references our-child, 

4. As of the date of this affidavit, our daughter is.ears of age. We love and cherish 

our daughter. Raising her has been challenging as she has struggled with various 

mental health problems, and with her social skills. She is very vulnerable because 

she tends to be na'ive, credulous, and will do almost anything to be liked by others, 

even if it is detrimental to herself. 

5. Our daughter entered~t a new school, at the age o- in September of 

2015. She was happy to stai1 at a new school and excited to make new friends. 

6. A year later, by December 2016, o:ur daughter had become severely depressed and 

suicidal. We were forced to remove her from school and keep her home for two 

months to ensure her safety and address her condition. We only discovered 

afterwards, once our daughter was able to explain to us what had happened, that 

our daughter's participation in the Gay-Straight Alliance ("GSA") at her school 

was the primary catalyst for her downward spiral. 

7. We were never fully or properly informed by our daughter's school, prior to 

December 2016, about the nature of the GSA our daughter attended, the degree to 

which our daughter participated in it, or the nature and severity of her struggles 

with the suggestions of her peers and teachers regarding sexuality, gender, and 

identity. 
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8. Our daughter could have lost her life because her school chose to withhold 

infmmation from us as parents. The School Act now requires information about 

our vulnerable daughter to be withheld from us in regard to GSA meetings or 

GSA-related activities, which re-endangers our daughter's mental stability and 

emotional wellbeing. If she begins to again participate a GSA, we will not know. 

If within the confines of such a club, she is encouraged to experiment, sexually or 

psychologically, it will be illegal to inform us. This threatens our daughter's safety, 

and it prevents us from helping her in whatever new peril she may find herself in. 

Background 

9. Our daughter was diagnosed with Autism Spectrum Disorder: Pervasive 

Developmental Delay Not Otherwise Specified ("ASD") at the age of five, and 

with Attention Deficit Hyperactivity Disorder ("ADHD") at the age of eight. 

Attached to this Affidavit as Exhibit "A" is a psychological assessment that 

discusses these diagnoses. As noted in the assessment, our daughter had "very 

poor social judgment" at the time of the assessment. Improvement in this regard 

has been minimal. Our daughter continues to struggle emotionally and socially; 

she strongly desires friends and to be liked by her peers, but rarely achieves this 

goal due to her lack of social skills. 

10. D.T. and I both take an active role in supporting our children in their education 

and development. We regularly assist them doing homework, frequently discuss 

their school day with them, attend parent teacher interviews and maintain frequent 

communication with their teachers. 

11. D.T. and I believe that God creates people either male or female, and this is also 

biological reality. As parents, D.T. and I have sought to raise our children to 

embrace their God-given identity and potential, and to understand and accept the 

scientific reality that sex and gender are determined by biology. Our intention has 

always been to protect our children from activities that would undermine our 

ability to raise our children in accordance with our religious beliefs regarding 

God's design and intention for human sexuality. We also believe and teach our 
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children that engaging in sexual activity outside the context of a marriage between 

one man and one woman is morally wrong. 

12. Having children with disabilities, D.T. and I recognize the importance of 

understanding the unique differences, including strengths and weaknesses, each 

of our children have, and providing care and support to each of them in light of 

their unique traits and struggles. 

13. A consequence of her ASD is a deficiency in emotional regulation which has 

caused her to have socialization problems. Attached to this Affidavit as Exhibit 

"B" is a 2013 academic article titled "The Role of Emotion Regulation in Autism 

Spectrum Disorder RH: Emotion Regulation in ASD" which discusses this issue. 

14. Our daughter is often isolated and with few friends. We have been informed that 

people with ASD sometimes have a difficult time making close friends, and that 

it is common for girls with ASD to be somewhat ''tomboy-ish" regarding their 

activities and to socially relate better to males. Attached to this Affidavit as 

Exhibit "C" is a 2011 report titled, "Brief Report: Female-To-Male Transsexual 

People and Autistic Traits". My wife and I supported our daughter in her interests. 

We have not tried to pressure or to conform her interests, activities, or social life 

to things stereotypically associated with females. 

Fall 2015 

15. In September 2015, our daughter began attending a-ublic school (herein 

after referred to as "our daughter's school", "her school" and "the school") that 

offered an ASD "cluster" program for students with leaming disabilities such as 

ASD (the "ASD Program"). 

16. We communicated regularly with the primary ASD Program teacher (the "ASD 

Program Teacher'') as she oversaw many aspects of our daughter's education. 

17. Our daughter began the 2015 school year described as "mostly happy" and 

"confident" by the ASD Program Teacher (see September 1, 2015 email attached 

to this Affidavit as Exhibit "D"). Despite experiencing some anxiety, our 

daughter initially did well in the ASD Program. She made progress in her studies 

and made friends with another girl, also in the ASD Program. 
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18. On October 28, 2015 we had a regular parent-teacher meeting with the ASD 

Program Teacher. The ASD Program Teacher mentioned at this meeting that there 

was a new "club" starting at the school that she was excited about and thought it 

would be good for our daughter to attend. The ASD Program Teacher said she 

could not share any details about the "club" to us, but that our daughter was likely 

to make many new friends. Unfortunately, we did not press for further details 

regarding the "club". We mistakenly assumed it was some type of socializing club 

where our daughter could improve her social skills and make friends, which is 

something we wanted for her and knew would be good for her. 

19. In December 2015, we started to notice that our daughter was growing more 

emotional and anxious. The friend our daughter had made no longer wished to be 

her friend. We atTanged for our daughter to meet with her psychologist. We now 

lmow that our daughter, who was.years of age at the time, had been attending 

the school's GSA since sometime in early November 2015. The GSA was new to 

the school in the fall of that year. We later learned that our daughter became aware 

of the GSA, which met during the lunch break, because her ASD Program Teacher 

and our daughter's primary Educational Assistant (the "Educational Assistant") 

promoted it directly to the students in the ASD Program, including our daughter, 

and encouraged our daughter to attend. 

Introduction and Experience at the GSA 

20. Our daughter's behaviour and demeanor began to change dramatically in 

November 2015, with the commencement of her attendance at her school's GSA. 

21. In November 2015, our daughter typically played the Pokemon card game with 

her peers, an activity she enjoyed. On the date of the first GSA meeting, our 

daughter informed us she was getting ready to play Pokemon with her peers when 

the ASD Program Teacher and the Educational Assistant both implored her to join 

them in attending the GSA. Although preferring to play Pokemon, she decided to 

attend the GSA meeting. 

22. The meeting started with each person stating their name and their "preferred 

pronoun". Our daughter stated her full female first name and said that she went by 
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"she". Next was a PowerPoint presentation regarding the "Gender Spectrum", 

followed by each student declaring their "identity". These "identities" included 

"bisexual", "lesbian", and "gay". Our daughter, being only.,ears of age and 

rather innocent and curious, asked what "bisexual" meant. Upon being told that 

"bisexual" referred to people who are physically or sexually attracted to both 

sexes, our daughter immediately declared that she was a "bisexual", too. There 

were about half a dozen students in attendance at the first GSA meeting. 

23. We now lmow that shortly thereafter, at a subsequent GSA meeting, our daughter 

asked what "transgender" meant. She was told that "transgender" describes the 

situation when a person's gender does not match what was "assigned" at birth. By 

the end of that particular GSA meeting, our daughter decided that she was also 

"transgender". Before she left that GSA meeting, she was given a booldet by 

someone at the GSA entitled "I think I Might Be Transgender, Now What Do I 

D0? 11 (the "Booldet"). We were not aware at the time that she had been given the 

Booldet. We have since reviewed the content of the Booldet, a copy of which is 

attached to this Affidavit as Exhibit "E"). 

24. The Booklet states that "trans gender people feel that the gender to which they were 

born, or assigned at bitih, does not fit them". When our daughter was given this 

booldet she was a credulous, a,ear-old autistic girl. She completely lacked the 

maturity, discretion, and understanding to make informed, responsible decisions 

regarding her gender. The Booklet also states that "there is no obligation to tell 

anyone about your identity". 

25. The Booldet cites the experiences of adults, not children. It reads like a sales 

pamphlet, with no negative testimonials and statistics, and ignoring the experience 

of people who are profoundly disillusioned with their "transition". The Booklet 

also states, "Others feel (when they come out) as if they are thrown into a lion's 

den, with challenges from parents, friends, and family". My wife and I are 

profoundly saddened and upset that the school was willing to promote and 

distribute material that infmms children they will feel like "they are being thrown 

into a lion's den" when sharing honestly with parents and family. This 1s 

in-esponsible, and a breach of the trnst that we placed in the school, to tell our 
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daughter, a vulnerable intellectually-disabled girl, that essentially everyone was 

likely to be against her. Putting children, especially vulnerable children with 

autism, through this harmful and anxious situation is cruel and dangerous. 

26. My daughter has informed us that she read the entirety of the Booklet upon 

receiving it, and that it convinced her at the time that she was "transgender". 

27. Our daughter continued to attend the GSA meetings. In one of the GSA meetings 

prior to the 2015 Christmas break, she was taught about "packers". "Packing", I 

am informed, is the act of wearing something between one's legs to give the 

appearance of the presence of a penis and testicles. Attached to this Affidavit as 

Exhibit "F" is an article published by the BC Provincial Health Services 

Authority's Transgender Health Information Program that discusses "packers". At 

lllllllrears of age, our daughter was being taught about how to wear a fake penis to 

make others think she was a male. Neither her school nor her teachers informed 

us that our daughter was being taught these things. 

28. We have since learned that shortly after attending the first GSA meeting, our 

daughter began to pretend to be a boy at school. She has since told us she liked 

pretending to be a boy, partly because she was very much a "tomboy" in 

personality and interests, but more so because she enjoyed the special attention 

she received, and the new friends she believed she had made. She found that 

pretending to be a boy at school made her very popular. 

29. Over time, the distinction between reality and fantasy was blurred, and our 

daughter increasingly started to "self-identify" as a boy at school, instead of just 

pretending. This caused her to live a "double-life": living as the female she was at 

home, while "self-identifying" as a male while at school. 

Events of January - June 2016 

30. Our daughter, unbeknownst to us at the time, continued to attend the GSA from 

January to June 2016. 

31. Matters worsened regarding our daughter's emotional and psychological condition 

in Febrnary 2016. The ASD Program Teacher informed us on February 24, 2016 
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( email attached to this Affidavit as Exhibit "G") that our daughter was acting 

strangely and speaking unkindly to the ASD Program Teacher. Our daughter has 

since told us that the ASD Program Teacher made her feel very uncomfortable, 

but that she felt like we trusted her, and that if her parents trusted the ASD Program 

Teacher that meant the ASD Program Teacher was trustworthy. She also has told 

us that when she first started attending the school she believed that all adults were 

right, and that she should trust the people we entrusted her to. 

32. On March 8, 2016, the ASD Program Teacher told us via email (attached to this 

Affidavit as Exhibit "H") that our daughter had become "very sad overall" and 

had "closed herself off'. 

33. Unaware of what could be causing our daughter's depressed emotional state and 

strange behaviour, we responded by arranging for our daughter to meet more often 

with her psychologist, and to meet with a psychiatrist. In an email sent to the ASD 

Program Teacher on March 9, 2016 (attached to this Affidavit at Exhibit "I"), we 

candidly speculated about the various factors that could be contributing to our 

daughter's struggles with anxiety and depression. Unfortunately, the ASD 

Program Teacher withheld from us that our daughter was regularly attending a 

GSA, and that she was "self-identifying" as a boy at school, and that she now 

thought of herself as "bisexual" and "trans gender". 

34. Meanwhile, sometime in March 2016, in response to suggestions from a fellow 

GSA-attending student, our daughter began using male pronouns to refer to herself 

and adopted a male first name. She requested that her teachers use her male name 

and pronouns, and they did so. This dramatic change was also not communicated 

to us. 

35. In a March 15, 2016 email (attached to this Affidavit as Exhibit "J"), the ASD 

Program Teacher told us our daughter had stated she was "very stressed-out by 

everything", My wife and I had several lengthy conversations about this, confused 

as to the source of our daughter's anxiety. Little did we lmow! 

36. The ASD Program Teacher also stated in this email that our daughter had formed 

a close bond with her Educational Assistant. At the time, we had no cause for 
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alarm regarding this state of affairs and, in fact, considered it a positive 

development. However, we now know that this same Educational Assistant, in 

addition to imploring our daughter to attend the first GSA meeting, accompanied 

our daughter to the first five GSA meetings. As mentioned above, at one of these 

early GSA meetings, our daughter impulsively declared herself to be "bisexual" 

even though she had only just learned about the term and the concept. The 

Educational Assistant, who was in attendance at this GSA meeting, immediately 

responded "that is totally fine!". Instead of conducting herself as a reasonable 

adult, responsible for the care of ourlll!lyear-old intellectually-disabled daughter, 

by helping her to think through such things, she enabled and encouraged our 

daughter to "self-identify" with labels she did not, and could not have, properly 

understood. 

3 7. Our daughter has since inf01med us that once she started attending the GSA 

meetings in the fall of 2015, her Educational Assistant continually encouraged our 

daughter to "self-identify" as "transgender", as a boy, and to "transition". This 

type of behaviour on the part of an adult in a position of tiust and authority over 

our daughter is unacceptable. We are shocked to hear that our daughter's 

Educational Assistant was influencing our daughter in this manner, and thereby 

contributing to her confusion and anxiety regarding her gender. 

3 8. On April 7, 2016, we received an email from the ASD Program Teacher ( attached 

to this Affidavit, as Exhibit "K"), in which the ASD Program Teacher stated, 

rather oddly and cryptically, that our daughter had been "deeply reflecting on her 

self-identity at this time." Unsure of what the ASD Program Teacher was refening 

to by "self-identify", we nonetheless were not overly concerned as we generally 

trusted the ASD Program Teacher to have our daughter's best interests in mind 

and to be candid with us if there was anything we should know regarding our 

daughter, 

39. Then, at a parent-teacher meeting on April 21, 2016, we were informed, for the 

first time and nearly six months after the fact, that our daughter had been attending 

a GSA at her school. My wife and I were surprised. But, not knowing anything 

about GSAs, except, as we were told, that they were intended to reduce bullying, 
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we were not concerned. We thought it would be a good opportunity for her to show 

kindness and be empathetic towards those experiencing bullying for being gay, or 

for any other reason. At that time, we thought our daughter was attending the GSA 

because she supported anti-bullying efforts and wanted to show her support. We 

thought this, in part, because we believed that if our daughter was attending the 

GSA for reasons relating to her own struggles with gender or sexuality, that the 

school would inform us. 

40. On May 4, 2016, we visited our daughter's psychologist and psychiatrist (the 

"May 4 Meeting"). They opined that she had developed Gender Dysphoria. We 

were surprised that the Gender Dysphoria label was so readily applied to our 

daughter, but, of course, we were as yet unaware that she had been "self

identifying" as a boy at school and that the school had been encouraging this and 

hiding their activities from us. We well understood that our daughter was a 

"tomboy" and saw no need for concern in that regard. 

41. Upon telling us at the May 4 Meeting that our daughter had Gender Dysphoria, 

the psychologist and psychiatrist immediately proposed puberty blocking drugs 

and potentially surgery as a treatment response. We were shocked at the drastic 

and invasive treatment recommended. 

42. At the same meeting, with both my wife and our daughter present in the room, the 

psychiatrist directly asked our daughter if she wanted a penis. She emphatically 

answered "no!". 

43. A few days later, the ASD Program Teacher sent us an email on May 9, 2016 

(attached to this Affidavit as Exhibit "L"), in which she informed us, for the first 

time, that she was aware our daughter had been struggling with her sexuality and 

gender. We were advised by the ASD Program Teacher that the school had told 

our daughter about a "local transgender clinic". The ASD Program Teacher 

suggested we consider sending our daughter to the clinic. Attached to the email 

was a 2014 document published by the Canadian Psychological Association titled 

'"'Psychological Works" Fact Sheet: Gender Dysphoria in Children"(the "2014 

CPA Gender Dysphoria Fact Sheet", attached to this Affidavit as Exhibit "M"). 

463



12 

48. Our knowledge in May 2016 was still limited. We were not yet aware that our 

daughter was "self-identifying" as a boy at school, and were not informed of this 

by the school until September 2016). Neither the school, nor the psychologist who 

considered her to be Gender Dysphoric, informed us of this. At the time, our 

understanding was that she was experiencing a "tomboy" phase as she struggled 

with puberty and the onset of menstruation. 

49. We were also still unaware of the tme nature of the GSA, although we began to 

suspect that the group was more than merely an anti-bullying socializing club. 

Based on the name "gay-straight alliance, we wrongly assumed the club was 

limited to matters regarding sexual orientation. We were concerned that the GSA 

may have a negative impact on our daughter's understanding of her sexual 

orientation. We did not yet realize that the impact of the GSA upon our daughter 

was different and much worse. 

50. I expressed in the May 9 Email to the ASD Program Teacher that I did not want 

our daughter to continue attending the GSA at the school. I ended the email by 

stating, regarding our daughter's participation in the GSA, that "I will be lovingly 

steering her away from it." I now realize that my direction to the ASD Program 

Teacher was not considered explicit enough and not followed. I wrongfully 

assumed that my direction that our daughter not attend the GSA would be 

honoured. 

51. Again on May 9, the ASD Program Teacher emailed us in response (attached to 

this Affidavit as Exhibit "P"), stating, in pmt: 

Thank you so much for your very thoughtfully written reply. I know [ our 
daughter] has a very loving family and everything you said suppo1ts and 
proves this completely! I absolutely agree that [our daughter] is attracted to 
opposite sex individuals and I have no doubt she is not questioning this. I 
agree with you that her big concern is her hitting puberty and being adverse 
to having to dress in "girl clothes". 

52. I mistakenly assumed the ASD Program Teacher would work with us, and respect 

our wish that our daughter not attend the GSA. If the ASD Program Teacher had 

been forthright regarding her objection to my direction, or her unwillingness to 

follow it, I could have guided my daughter more effectively. 
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53. There was no pertinent communication between ourselves and the ASD Program 

Teacher following the email exchange on May 9, 2016. We assumed that our 

wishes would be respected, and that if further issues developed we would be 

apprised. We regret that we trusted the school as much as we did, and that we did 

not take a more active hand. 

Summer 2016 

54. Once the 2015-2016 school year ended, we noticed that our daughter was much 

less anxious and depressed. She enjoyed the summer of 2016 and she socialized 

well with other girls from her church during a young women's summer camp. She 

described it as one of the best experiences of her life. As a family, we enjoyed 

many trips and hikes that summer. She appeared much happier than she had been 

during the previous school year. 

Events of September to December 2016 

55. Our daughter started the 2016-2017 school year "mostly happy" as described in a 

September 14, 2016 email from the ASD Program Teacher (attached to this 

Affidavit as "Exhibit "Q"). 

56. However, unbeknownst to us, our daughter had in fact been pretending, at the 

behest and suggestion of her peers and teachers, to be a boy at school, and a girl 

when she came home to us. We were not informed at that time by the school that 

in September 2016, when she retmned, that she recommenced this practice despite 

having abandoned it during the summer holidays. 

57, On September 14, 2016 we finally discovered that our daughter had been self

identifying as a boy, including using a different, male name to refer to herself. We 

were very troubled by this behaviour, and that the school had again failed to inform 

us about imp01iant and concerning developments regarding our daughter. This 

behaviour had gone on for four months during the previous school year (from 

March through to June 2016) without our lmowledge. 

58. We emailed the ASD Program Teacher on September 15, 2016 (attached to this 

Affidavit as Exhibit "R") to again express our disapproval of our daughter 
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attending the school's GSA (which we had concluded was the source of at least 

some of the issues of the previous school year) without our knowledge or consent. 

59, My wife and I discussed with our daughter her behaviour, her feelings, and why 

she was referring to herself with a male's name. After a full discussion, we and 

our daughter agreed she would use and be refened to by her own first name or a 

shortened version of it. Further, our daughter said she would tell her school 

principal and teachers that she wished to be refe1Ted to by her given, female name, 

or a shortened version of it. I followed up with our daughter on several occasions 

during the fall of 2016, inquiring whether she was being refe1Ted to by her given 

first name and not the male name. She said she was, and that she co1Tected all who 

refened to her as the male name. Unfortunately, our daughter was lying to us, 

60. On October 25, 2016, the ASD Program Teacher informed us via email (attached 

to this Affidavit as Exhibit "S") that our daughter had, that morning, been "very 

emotional and anxious" and had expressed "dark thoughts and feelings ... about 

herself'. 

61. In an October 27, 2016 email to the ASD Program Teacher (attached to this 

Affidavit as Exhibit "T"), we again explained, in an attempt to help the ASD 

Program Teacher to better understand our intellectually~disabled daughter's 

struggles, that she is a vulnerable girl, and that she had had body image issues in 

the past. The purpose of this email was to help the ASD Program Teacher 

understand why it was important to be careful with the influences our daughter 

was exposed to. 

62. On November 7, 2016 we received a concerning email from the ASD Program 

Teacher (attached to this Affidavit as Exhibit "U") in which she stated, in part: 

... [ our daughter] shared that she has a voice in her head that talks to her and 
says very mean things. The voice is called,_,, and he often says things 
like, "You are dead, You are no good. You are better off not existing, You 
may as well be dead." [ our daughter] says she often fights with this voice 
because it tells her she is worthless and is better off not being alive. Further 
to this, a different person mentioned to me that [ our daughter] was talldng 
to herself in Math Class and was saying, "No - Stop it.,, out loud. 
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63. It was clear to us that our daughter was deeply disturbed and suffering from severe 

mental health problems. We were doing everything we could to help her, but we 

were still unaware of the extent to which her extreme gender and identity strnggles 

were contributing to her problems. 

64. Our daughter has informed us that, by the fall of 2016, most of the students who 

initially attended the GSA meetings had stopped attending. At one point, there were 

only two students, including our daughter, attending the meetings. Our daughter 

felt pressured by the teachers facilitating the GSA meetings to recrnit new 

members, which, our daughter has informed us, added to the anxiety and stress she 

was experiencing at the time. 

65. Circumstances deteriorated further in December of 2016. In a series of three emails 

sent on December 6, 7 and 8 (attached to this Affidavit as Exhibit "V"), the ASD 

Program Teacher informed us that our daughter was "becoming more and more 

depressed", was "having suicidal thoughts", and was possibly "strnggling with 

- the voice in her head, who is telling her to end it." 

66. These developments concerned us greatly. In response, we kept our daughter home 

from school on December 9 and for the rest of December 2016. Her emotional state 

gradually improved and we began to talk about the things she was experiencing. 

67. On December 8 and 9, I spent a number of hours with my daughter so as to discuss 

the serious problems she was facing. We discussed how serious it was to 

contemplate suicide. I was very concerned and wonied about her. I took time to 

determine the thoughts, feelings, and circumstances she was experiencing that had 

lead her to be in such a dark place. We discussed at length her feelings and thoughts 

regarding gender and her body and how those thoughts and feelings were 

contributing to her depression and anxiety. 

68. We kept our daughter out of school until the week ofFebrnary 13-17, 2017. During 

that time, her emotional and psychological state continued to improve. Slowly, 

over the course of several weeks, she explained to us what had been happening at 

school: how she had continued to "self-identify" as a boy at the encouragement of 

staff and peers, how the school had continued to refer to her by male pronouns and 
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a male first name, how she had been permitted to join the boys team during sex

segregated activities in Phys Ed class and how she had continued to attend the GSA 

meetings. 

69. Once out of school, our daughter stabilized emotionally and psychologically. We 

patiently loved her and counseled her. She became happier as she re-accepted being 

a biological girl, that was also a "tomboy". 

70. We felt betrayed by the ASD Program Teacher and our daughter's school. The ASD 

Program Teacher and the Educational Assistant claimed to care about our 

daughter's well-being, yet they were enabling and encouraging the very behaviours 

and thought-processes that were contributing to our daughter's serious depression 

and anxiety and withholding the existence of those behaviours and thoughts from 

us, her parents. 

Return to School in 2017 

71. Our daughter eventually became well enough to return to school. Naturally, we 

were uneasy about sending her back to school, but, as our daughter suffers from an 

intellectual disability, she struggles to learn and requires the specialized resources 

and learning environment provided by the ASD Program. 

72. We contacted to the principal of our daughter's school in an effort to establish 

parameters for our daughter that would enable her to attend school, without falling 

back into the pattern of "self-identifying" as a different sex, anxiety, and 

depression. 

73. We made a verbal agreement with the school that the teachers would refer to her 

with female pronouns and at least use a shortened form of her female name. The 

school principal aclmowledged our daughter's unique needs, including her need to 

have informed support and care from us as her parents. The principal agreed to 

ensure that he and school staff would keep us informed as to the experiences and 

challenges our daughter has in school, including questioning her gender. 

74. Our daughter resumed attending school in February 2017, but no longer attended 

the GSA. 
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2017-2018 School Year 

75. Thankfully the 2017-2018 school year has been largely uneventful. Our daughter 

has not been attending the GSA. She has grown and improved over the course of 

the school year, emotionally, socially, and academically. She has become much 

more comfortable with the fact that is a girl and looks like a girl. She has slowly 

begun to dress in a more feminine manner. 

76. Unfortunately, and despite our daughter having now embraced her female gender, 

the aforementioned Educational Assistant has persisted in attempting to secretly 

influence our daughter. Our daughter informed us that in February 2018 our 

daughter's Educational Assistant promoted a book to our daughter titled 

"GEORGE" (a description of which is attached to this Affidavit as Exhibit "W"). 

This book is a fictional story about a "transgender" boy. The Educational Assistant 

even told our daughter that she could keep the book at school so that we, her parents 

would not find out. 

77. This recent development has reminded us of the dangers of permitting and 

mandating secrecy in regard to our daughter. It was in the context of an environment 

of secrecy that our daughter became depressed and suicidal in late 2016. We found 

out just in time. If the amendments to the School Act remain in place, and we are 

prevented from knowing what is going on in our daughter's life, what happened to 

our daughter once is even more likely to happen again, and, if it does, we may not 

find out until it is too late. 

Conclusion 

78. My wife and I carefully supervise our children because we love them. We realize 

the world is a bad place and that there are people who would hmm our children if 

we do not protect them. We would not entrust our children to the care of a daycare, 

athletic club, extracurricular activity, or any individual who wanted to create a place 

or time of secrecy where parents were excluded and precluded from knowing what 

transpired with their children. 

79. We have no doubt, after the events that we have lived through, that it is of the 

utmost importance for us to be aware of our daughter's experience at school, 
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including and especially the clubs and activities that she is involved in. We could 

have lost our daughter permanently when she was scared and confused and 

depressed, and contemplating taking her own life. We cannot find words to describe 

such a tragedy. Preventing us as parents from knowing about her activities at 

school, as now required by the School Act, threatens our child's safety and prevents 

us from being able to counsel and assist her. Keeping us in the dark about our own 

child threatens her safety and her future, and creates the risk of a tragedy that would 

be an inestimable loss to us as parents. 

80. I swear this Affidavit bona fide in support of the accompanying Application, and 

for no improper purpose. 

SWORN BEFORE ME at-• Alberta, ) 

this _!{_day of A pr- 11 I , 2018. ) 

· chen 

Bar · ter and Solicitor 

) 

'~) 
) 

) 

A Commissioner for Oaths in and for 

the Province of Alberta 
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