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Author’s Note

Many of the people who graciously spoke with me for this book gave permission to identify them by name. They’ll be referred to by first and last name the first time they are introduced. Several people in this book, however, are composite characters. They will be referred to by first name or last name only, and these are not real names. Though their experiences are based on real people with whom I’ve worked and/or interviewed, the characters are not real people. This allows me to tell you their stories while ensuring they maintain their privacy. As a scientist, I love data. I want people’s opinions to be based on science. But I also recognize that cold data can obscure the humanity and emotion that are needed to truly bring science to life. I’ve spent countless hours providing lectures on the data regarding trans youth mental health, and I often notice that at the end, people don’t get it. But once they meet a trans child, things click into place. It is my sincere hope that the science presented here, paired with the stories of these kids—both real and composite—will help you better understand gender, and maybe even yourself, so that we can create a safer and more supportive world. The book may also help you understand some of the intricacies related to gender-affirming medical care. However, please do not use it as a substitute for medical advice. Every patient is unique, and you should rely on your doctors’ medical advice over this book, particularly as medicine is ever evolving, and there may be new innovations after this book is published.






PROLOGUE Jumping into the Gender Wars


“If I ever knew someone was gay, I’d shoot them. Gay people don’t deserve to live.”

I was fourteen when my father said that. The sleeves of his flannel shirt were rolled up to his elbows, and I watched as a scowl burrowed deep into his shaggy brown beard. He was staring at the highway straight ahead, his hazel eyes narrowed and full of a rage I didn’t understand. There were two hours left in the drive back to my mom’s house. Country music filled the old Volkswagen Golf, punctuated by static from the weak radio reception of rural Pennsylvania.

I sat frozen on the passenger’s side. I knew he kept a handgun under his seat. And I knew I was gay. I looked down at the oversize khaki cargo shorts I wore to look straight. I turned my head toward the passenger-side window to hide any potential flush on my chubby cheeks. Was the comment directed at me, or did someone driving in front of him seem flamboyant? Did he know I was gay? Was I going to die?

I grew up terrified that if anyone found out I was gay, I would be kicked out of my house, beaten, or killed. I spent years trying to make myself straight. I took a girl in my middle school to an awkward movie date. I deepened my voice and stiffened my gait—two habits that I carry around to this day. I briefly joined the lacrosse team in high school and took a girl to prom. But it never worked. I couldn’t conjure up heterosexuality any more than I could conjure up the courage to accept myself. I eventually resigned myself to the idea that I would be closeted, and romantically single, forever.

Frustrated by my lack of progress in making myself straight, I spent countless hours thinking about sex and gender. What did it mean for me to be male and attracted to other men? What was sexual orientation? What was gender? Having suffered the psychological trauma of being told that being gay—something so fundamental about myself—was wrong, I was fascinated by the diversity of human identities and the stigmas attached to them. These interests, along with my hopes to escape Pennsylvania and my childhood, led me to study nonstop through high school. If I couldn’t have a romantic life, I’d be sure to have a thriving academic life. With my eyes laser-focused on escaping my situation, I joined every school club, took every early college class I could, and eventually made it to Harvard to study neuroscience. After that, I enrolled in Yale School of Medicine. I hoped that being academically successful would mean I could one day be forgiven for the fatal flaw of being gay.

I first came to the topic of how doctors should support transgender youth as a medical student. I had always been interested in writing, and Yale had a famous doctor-writer named Lisa Sanders on faculty. She wrote the Diagnosis column for the New York Times, which became the basis for the TV show House M.D. I emailed her, and she agreed to meet with me over coffee in the cafeteria.

When she sat down across from me with her coffee, my heart fluttered with intimidation. Her white coat engulfed her thin frame. Her cropped blond hair landed just above the glasses that painted the portrait of a seasoned no-nonsense physician. She got right to it, “What do you want to write?”

I explained that I was interested in how LGBTQ patients do poorly when doctors don’t understand them. I laid out a list of potential stories: the gay man whose sexually transmitted infection kills him because he was afraid to tell his doctor about being gay, a lesbian who is too afraid to tell her psychiatrist about the shame her sexuality causes her, and a short story about how doctors support transgender kids.

The last one caught her attention: “I don’t know anything about that one.” I could tell by the tone of her voice that she wasn’t accustomed to not knowing something. “What more can you find out about that one?”

While I started researching how doctors support transgender kids, Dr. Sanders taught me to approach the topic as a neutral journalist. Hear every side. Read every study. Unearth every piece of data you can. In between anatomy lab and lectures, I spent long hours studying in Yale’s Cushing Center—a room in the basement of the medical school library lined with famous neurosurgeon Harvey Cushing’s collection of brains in jars. Surrounded by these brains, and the faint pickle-like smell of formaldehyde, I devoured the literature on what doctors thought about the mind and gender, and I found a shocking divide. Poring through dusty books and freshly printed journal articles in the dim lighting of the brain room, I learned that some doctors argued for therapy to push transgender youth to identify as cisgender. They said that gender identity was malleable early in life and that it was possible to “cure” kids of being transgender. They argued that this was good because you could save a person from needing medical interventions and surgery down the line. They didn’t say it explicitly, but it seemed clear they were also trying to save these kids from a future of living as a transgender person in a society that treated transgender people horribly. I reflected back: If I could have been made straight and avoided the pain of being gay in a homophobic society, would I have wanted that?

On the other side, doctors argued that trying to force a transgender child to be cisgender was dangerous and didn’t work. They thought it would instill shame in the child and lead to anxiety, depression, and maybe even suicide. They noted that the early years of a child’s life are important for establishing self-esteem, and that shaming children about themselves during that critical period could do lifelong damage to mental health. Those doctors recommended allowing trans children to transition young, if they wanted to, in a stepwise fashion from the most reversible interventions (changing their name or pronouns) to the least reversible (surgery) later in life.

The two sides seemed diametrically opposed: either support children in their transgender identities, including eventually letting them start puberty blockers and hormone therapy, or try to make them identify with their sex assigned at birth. Each seemed to follow reasonable internal logic, but clearly one had to be wrong. It scared me that one side was causing irreparable harm. But which side was it?

Over the next several years, I met physicians and psychologists from across the ideological spectrum and the globe, listening to what they thought. I also met countless trans people and scholars who shared with me their community knowledge and academic writings.

I jumped on Amtrak each month to visit the first clinic in the United States to offer puberty blockers and hormones for transgender youth. The Gender Multispecialty Service of Harvard’s Boston Children’s Hospital, nicknamed GeMS, let me spend time with their founder, a pediatric endocrinologist named Norman Spack. A gregarious man with a seemingly permanent smile between his gray goatee, he believed that being transgender wasn’t a condition of the brain, but of the body. He explained that for these young people, their bodies had betrayed them. They had an endocrine condition that prevented their bodies from developing in a way that matched who they knew themselves to be. So, he treated with hormonal interventions to correct it. He came to the field after spending time treating unhoused young people living on the streets in Boston, a disproportionate number of whom, he learned, were transgender. He heard their stories of being kicked out of their homes for being transgender. He heard about their struggles with gender dysphoria—a term for the psychological distress that results from your body not matching the gender you know yourself to be. Because no one else in the area was helping them, he convinced his hospital to let him open GeMS. He flew to Amsterdam, where physicians had started developing protocols for supporting transgender youth, and he brought their model to the United States.

In my studies, I also visited Amsterdam to learn from the doctors at the Center of Expertise on Gender Dysphoria at Vrije University Medical Center. While there, I met trans-gender youth and young adults who were thriving, supported by physicians who supported them with endocrine inter-ventions.

On the other side of the spectrum, I met regularly with Dr. Ken Zucker, the gray-bearded, bespectacled psychologist who led the group that wrote the American Psychiatric Association’s criteria for “gender dysphoria,” a man who firmly believed that young transgender children could—and should—be made cisgender. He sometimes compared being transgender to a delusion, once asking me, “I had a kid tell me the other day that he thinks he’s a fox—we wouldn’t make him into a fox, would we?”I

Over the years, I met transgender kids from around the world—some of whom were accepted for their gender identity—and many more who were rejected for it. I also began my own research, using large datasets to investigate what predicts good and bad mental health outcomes for young transgender people. Completing my adult psychiatry training back at Harvard, I cared for transgender adults—those who were thriving because they were accepted, those who were struggling with ongoing harassment and the challenges of getting access to gender-affirming health care, and those who were still navigating the difficult feelings that came from transphobic things they heard from their parents when they were young. After residency, I completed my subspecialty training in child and adolescent psychiatry at Stanford, where I sat with young kids who were exploring their gender identities, and their parents, who didn’t know what to do but desperately wanted their kids to live happy, healthy lives.

Today, I write from my office at the University of California, San Francisco, where I direct the Gender Psychiatry Program, our clinical and research program for helping young people and their families navigate the complexities of gender and the way society treats those who don’t live up to our traditional gender expectations.

It has been nearly a decade since I started studying kids and their gender identities. The politics of gender have exploded, while most of the research and data about gender identity have remained hidden away from mainstream public knowledge. It’s a vital time for people to be educated. The science of gender has huge implications not only for medicine and psychiatry, but also for how we understand ourselves, our children, and society at large. As we dive deeper into the complexities of gender, we often learn a lot about ourselves—that our own gender identities are more nuanced than they appear at first glance. We also learn a lot about society and politics. Now more than ever, gender has exploded in the political arena, with legal implications for everything from medical regulation, to education policy, to sports. Whether you’re a parent, a policymaker, a scientist, a health care worker, a therapist, a teacher, or someone just trying to better understand yourself and the people around you, comprehending gender at a deeper level will open your eyes to how we can all work to create a safer, more compassionate society at every level.


	
I. It’s worth noting that by the time I met him, Dr. Zucker supported puberty blockers and gender-affirming hormones for many transgender adolescents. His efforts to push trans youth to identify with their sex assigned at birth seemed to be confined to prepubertal children.








1 In the Crossfire Meet Meredith, Kyle & Sam



MEREDITH

On a chilly day in 2017, I pulled up to a house in a suburban New England town. I was a few years into my medical training and writing a story for the New York Times about transgender children and the controversies related to their health care. One of my medical school professors had heard about the story I was writing and told me I needed to meet her friend Suzanne. Suzanne was the chair of the sociology department at a prestigious university and had a transgender daughter who was close friends with my professor’s daughter, having met her at summer camp.

I drove my beat-up gray 2006 Subaru Forester into the family’s expansive driveway in an upscale neighborhood next to the college. Fall had just begun, and their towering fairy-tale stone home was covered with ivy and framed by maple trees with a collage of yellow and orange leaves.

I crunched my way through the dried leaves blanketing the driveway and found Suzanne and her daughter, Meredith, in the doorway, having heard the hum of my Subaru. Fourteen-year-old Meredith stood five foot four and had long, curly black hair that came down to her chest. She wore blue tights and an oversize hot-pink T-shirt. Suzanne stood next to her, just a few inches taller, with the same curly black hair. She reminded me of the classic professor archetype—wearing a conservative dress, thin-framed glasses, and a gold necklace punctuated by small beads. It was hard not to see Suzanne as a grown-up version of Meredith, as they both stood in front of me with perfect posture and a self-assured poise.

Meredith said that she needed to run upstairs for a few minutes to finish her homework and left me to spend some time with her mom. Suzanne took me into the kitchen and made us all tea, placing steaming cups on a floral ceramic platter. The room filled with the scent of jasmine as Suzanne jumped right into telling me about her experience with Meredith. She spoke with the pace of a professor accustomed to lecturing graduate students who hang on to every word and process with lightning speed. As a novice journalist, I struggled to keep up with messy handwritten notes.

“You probably think this is a huge deal for our family, but Meredith really is doing great. It just took some work for us to learn.” I quickly realized that Suzanne had tackled supporting Meredith with the same academic intensity that she brought to her university work.

She explained that when Meredith was in preschool, she always liked more feminine things and spending time with other girls. Around age three, she started wanting to grow her hair long, and she absolutely loved the unrestrained feeling of flowing fabric. She’d often run around the house with a dish towel on her head. Even at three, she seemed to have a “cocktail-party effect” for the pronoun she.I

Suzanne went on, “I spent most of my life in liberal New England and assumed that these were just early signs that she may grow up to be a gay man. That didn’t faze me. I had the background and understanding for that. Up until she was seven, eight, and nine, she was more or less presenting as female, with long hair, and carrying a purse she insisted I buy her. But she was still using her old name and pronouns.”

With time, more of Meredith’s feminine interests emerged. On Halloween, she would absolutely light up when she got to dress up like a female character she had seen on television. She always played as a female avatar in video games and wanted to dress in fairy costumes at school. Suzanne, though, is quick to note that this could still just have been the behavior of a cisgender boy with feminine interests. I thought back to some research I had recently read, which backed up what Suzanne was saying. Many such kids grow up to at least outwardly identify as cisgender and gay. But that same research also showed that the more “gender variant behavior” a prepubertal child expressed, the more likely the child was to meet criteria for “gender identity disorder” later in life as an adolescent.II

Later in elementary school, things didn’t seem to entirely line up with the idea of Meredith’s being a cisgender boy with feminine interests. She would come home crying when the boys and girls were separated at school. At first, Suzanne thought Meredith just wanted to be with her friends, most of whom were girls, but she seemed upset beyond that, in ways she didn’t really put into words.

“About a year after the first breakdown in elementary school, Meredith let me know that she was feeling something more than just wanting to be around other girls. She told me she was a girl. That was new for me. I didn’t know anything about it.” This insistence on actually being a gender different from one’s birth sex is often considered an important distinction in child psychiatry and a potential distinguisher between cisgender children who are gender nonconforming and transgender children.

“I realize this maybe isn’t a normal immediate emotional response, but I started downloading every academic paper I could find about transgender children. What scared me was that there was almost nothing, and there weren’t many answers to the questions I had. I had a friend who was a developmental psychologist at another university who I would touch base with periodically to help me unpack the data. That friend had intermittently been interested in the topic throughout her career and was incredible at unpacking what was known.”

I paused for a second. In psychiatry, we sometimes worry about the defense mechanism of “intellectualizing”—in which people detach themselves from emotionally charged situations by analyzing them on an intellectual plane. I myself am often guilty of it. But it was clear what emotions Suzanne felt—love and concern. She wanted her child to be happy and healthy, and she wanted to do the right thing. She was searching for answers to help her child.

Her friend turned out to be Dr. Kristina Olson, now a professor of psychology at Princeton and one of the foremost experts in the cognitive development of transgender children. Prior to the time she spent with Meredith and Suzanne, Dr. Olson had always been interested in pediatric gender identity, but Meredith’s situation drove her deeper into the topic, which ultimately made her one of the most famous psychologists in the country.

When she first met Suzanne’s family, Dr. Olson was an early-career assistant professor of psychology studying how young children develop thoughts about the racial and ethnic backgrounds of other children. When she spent time with Meredith and Suzanne, she saw an incredible child and an academic literature that seemed to misrepresent her experience. It set Dr. Olson on a path toward studying kids like Meredith, which later led her to a MacArthur genius award to continue the TransYouth Project, which is following transgender kids from all around the country to better understand their mental health and how to best support them.

Dr. Olson helped Suzanne go through the literature that had been published on transgender children. They found that much of it argued that most prepubertal kids referred to psychology clinics for children with “gender-related concerns,” vague though the term may be, grew up to be cisgender and gay. But they also noticed something peculiar about that research—most of the kids referred to those clinics weren’t like Meredith. Though the children may have had gender “atypical” interests such as boys loving dolls or wanting to only play with girls, they didn’t assert their gender as female with the confidence and assuredness that Meredith did. In fact, in one of the studies, 90 percent of the children, when asked what their gender was, reported the sex on their original birth certificate.

Meredith eventually told her mom that she wanted to use a new name and female pronouns, and for her mom to take her shopping in the girls’ section. Following the recommendations from the American Academy of Child & Adolescent Psychiatry, Suzanne took Meredith to see a therapist to talk through the decision to undergo this “social transition.” It’s worth noting that though this was common at the time, many parents in recent years have opted not to connect with a therapist when children are prepubertal, particularly if the child has no mental health concerns and is in a supportive environment. For Meredith and her parents, though, this was all so new, and they wanted expertise and guidance.

Finding a therapist with the proper expertise was grueling, but a few months later, Meredith had her first appointment with Dr. Carey. Dr. Carey, a cisgender woman about Meredith’s height, dressed androgynously—usually wearing a button-down shirt and jeans. She was one of the few therapists in the area who had experience working with transgender adults and children. Meredith remembers Dr. Carey immediately put her at ease by approaching everything around gender with curiosity and without judgment. Dr. Carey took a nondirective approach, asking open-ended questions and not making any assumptions about how Meredith experienced gender. She asked Meredith to tell her about her relationship with gender and dove into how it related to gender roles, sexual orientation, you name it. They talked about what it would mean to undergo a social transition, taking on a new name and pronouns and dress. They imagined it together: What would Meredith feel like? How would kids at school react? How would her family react? Would it be okay for her to change her name, then change it again in the future if it didn’t feel right to her?

Throughout the time Meredith saw Dr. Carey, Dr. Carey also met regularly with Suzanne to ask how things were going from her perspective. Suzanne noticed that Meredith seemed to struggle every time she had to do a “boy thing,” such as when the kids at an after-school program were separated by gender for activities or when someone directly called her a boy.

On the other hand, because Meredith had long hair and was wearing more feminine clothing, strangers would sometimes call her a girl. Each time this happened, Meredith beamed and seemed in a brighter mood for the rest of the day. Psychologists will sometimes use the term “gender euphoria” to describe this experience.

Though Dr. Carey and Meredith had discussed that one can be a cisgender boy and have traditionally “feminine” interests—that never resonated with Meredith as who she was. She felt confident that she was a girl. After a year of these conversations, Meredith underwent her social transition. She and her family decided that the beginning of middle school would be a good time. She started using the name Meredith, she/her pronouns, and wearing more exclusively the feminine and gender-neutral clothing she preferred. Suzanne sent a letter to the school and another to their church explaining what was going on. Suzanne carried a great deal of social capital in both the church and around the middle school, and the transition was relatively seamless.

Suzanne looked me straight in the eyes and said, “Honestly, I was shocked. It was nearly a nonissue.” Other kids at school would sometimes ask questions, but when Meredith explained, they always just said “okay” and moved on. While the kids were unfazed, a few adults did seem judgmental toward Suzanne and Meredith. But they never said anything about it. Suzanne didn’t voice it to me directly, but I read between the lines and surmised it was because she carried so much respect in the community that the few judgmental adults were afraid to say anything.

I found myself wondering what would have happened to Meredith had her mother not had so much power in their community. Would things still be going well?

After my long talk with Suzanne, she recommended I sit down in the living room and talk to Meredith alone. “I think she’ll be more comfortable if the two of you can just chat. I’ll be upstairs. If you need anything, just shout.”

Meredith and I took our seats on opposite floral couches in the family’s formal living room. She brought me some pictures of her from right after her social transition. She had an ear-to-ear grin in each one. She shared with me that after her social transition, though, she was still scared of puberty. She couldn’t imagine her body developing in a way that would betray whom she knew herself to be. She first socially transitioned at age eleven, and Dr. Carey let her know that there was a lot of variability in when puberty began for people, but that on average people assigned male at birth started puberty around twelve.

Meredith remembers crying at the thought of being the only girl in her class with her voice deepening. She had read about puberty blockers, medications that temporarily pause puberty, when searching online for information about transgender people. She desperately wanted one. The problem was that, in the mid-2010s, no clinics in the area offered this treatment. Though puberty blockers had been used since around the 1980s in the Netherlands and the late 1990s at the Gender Multispecialty Service at Harvard’s Boston Children’s Hospital, no clinic near Meredith’s home offered the treatment.

Meredith let me know that Suzanne “went all professor” again when Meredith brought up puberty blockers. Suzanne devoured all the literature she could find about them. They sounded ideal for Meredith. The medications prevented the development of the things Meredith was horrified of: Adam’s apple growth, voice changes, and the other myriad of masculine physical attributes that would come with a testosterone-driven puberty. Suzanne also learned that puberty blockers are reversible: if for any reason Meredith decided she wanted to go through her endogenousIII puberty, the medication could be stopped, and puberty would progress. The main side effect was falling behind on bone density, which doctors would closely monitor. When prescribing puberty blockers, doctors also generally give calcium and vitamin D supplements, while encouraging exercise, all of which can improve bone density. But Meredith and Suzanne still faced a major problem—no doctors in their area had any experience prescribing puberty blockers for transgender adolescents.

Suzanne ultimately reached out to a nearby pediatric endocrinologist named Dr. Stenton and told her about Meredith’s situation. A close friend, Dr. Stenton agreed to learn the protocol for using these medications for transgender youth and make it happen for Meredith, in collaboration with Meredith’s therapist, who at that point was quite clear that endogenous puberty would be disastrous for Meredith’s mental health.

Meredith started puberty just after her twelfth birthday. Endocrinologists use something called Tanner staging to describe the progression of puberty. The first stage of active puberty is called Tanner Stage 2. For adolescents assigned male at birth, this includes growth of the testicles and early development of pubic hair. For those assigned female at birth, it is characterized by the development of breast buds and areolar growth.

As predicted, soon after puberty began, Meredith started to have panic attacks about the way her body was changing, and Dr. Stenton quickly offered the puberty blocker that she and Meredith’s family had spoken about extensively over the past year or so. Dr. Stenton coordinated with Meredith’s therapist and had the puberty-blocking implant placed before any obvious signs of her endogenous puberty appeared.

Back in her family’s living room, about a year and a half after the puberty blocker was placed, Meredith told me more about the medication. Sitting across the couch from me, she rolled up her sleeve and told me to feel around her biceps, where a hard rod sat just beneath her skin and slowly released the medication into her bloodstream to turn off the brain cells that would otherwise kick off the chemical changes in her body that would cause hair growth, voice deepening, and the other changes of her endogenous puberty. The rod felt just like the Nexplanon implant many people I knew used for birth control.

As we’ll hear more later, she told me that the blocker was amazing, but she was eager to start estrogen soon. “I’m tired of being the only girl in my grade who looks like a little kid.” As she squinted ever so slightly with annoyance, she told me it was awkward that other girls in her class were “developing,” and she wasn’t. She felt out of place looking prepubertal.

But aside from that, she was happy. She had straight A’s. She was starring in her school’s production of Annie. Two boys had also asked her out that year. She told me she turned to one and said, “You know I’m trans, right?” He looked her in the eyes and answered, “Yes, Meredith, I know you’re trans. I also know you’re pretty and smart. Will you go to this dance with me?”

Watching her blush as she told me this story, I thought back to the other transgender teenagers I’d met who weren’t allowed to transition. So many struggled with low self-esteem, self-hatred, and depression. They were often in and out of the hospital for having suicidal thoughts. But Meredith was thriving. It was beautiful to see this was possible. But clearly much of this was because she had Suzanne’s resourcefulness, socioeconomic privileges, academic access, and unique ability to gather experts and medical professionals to make it all happen.

After finishing my tea and chatting with Meredith a bit more, I thanked her and Suzanne for taking the time to talk to me and got back in my Subaru.

Driving home, I felt a strange mix of emotions. Part of me felt light and hopeful—Meredith was doing so well, and her affirming environment had let her thrive. But I also felt a pang in my stomach I didn’t quite understand. I found myself digging my nails into the steering wheel and rolling down the window to cool myself down. Just beneath the happiness I felt for Meredith was sadness and anger around my own childhood. I thought about how I never had that unconditional love and support and how much that hurt. I still carry that pain around every day. It impacts my self-esteem and my ability to love myself. I started thinking about the other trans kids around the country, most of whom didn’t have the kind of support Suzanne was able to give Meredith. All kids deserved the kind of love, dedication, and support that Meredith was receiving. Whether it’s about gender or something else entirely, being listened to and respected has a huge positive impact on a child. The relationships we have with our parents often dictate our adult self-esteem and what our future relationships look like. If we are loved and respected by our parents, we feel more comfortable in relationships in the future and can provide that same love and respect to others. In contrast, if we grow up feeling shamed and misunderstood, we often become anxious in future relationships, which leads to conflict and insecurity. Though negative experiences with parents can be mitigated by later therapy and positive relationships, supportive family experiences are among the most robust predictors of good adult mental health.

Meredith’s story was a beacon of hope, but we were still so far away from it being the norm. A few years later, while on call as a child and adolescent psychiatry fellow at Stanford, I would be woken up for a story that sadly was much more typical.




KYLE

At three in the morning, I heard my cell phone blare with the chime of my pager. It was my night on call to cover psychiatric emergencies at the hospital. To this day, every time I get a page, my heart sinks and starts to pound. I get nauseated. My body has visceral memories of every awful thing I’ve heard with each page.

I called the pediatrics resident who wanted to talk to me, and she told me that a sixteen-year-old had been brought to the emergency room by his parents after an attempt to end his life. She needed me to evaluate if he met criteria for an involuntary psychiatric hold (a legal order placed by a physician that holds a patient in the hospital for up to seventy-two hours during a mental health emergency). These holds are usually placed in the emergency room to keep a patient there until the person can be transferred to a secure inpatient psychiatric unit for ongoing care, supervision, and support. Before hanging up, she added, “He’s trans.”

I met Kyle and his parents in a small bay in the emergency room. A security guard sat outside the room, standard protocol for when doctors are worried people may hurt themselves or someone else.

Kyle was resting on a hospital gurney with an IV connected to his arm. He was shorter than most boys his age, and his bangs were gelled straight up toward the sky. He wore a black concert hoodie that covered his thin frame, which I eventually learned was because his weight had been impacted by his on-again, off-again eating disorder.

I took Kyle’s parents to a small private room off to the side of the emergency room, and they told me more of his story. I learned that in 2008, when Kyle was three, his parents Rosa and Juan immigrated to the United States from South America. About four years after the family arrived in California, Kyle told his parents that he was a boy.

When Kyle told them this, Rosa and Juan were caught off guard; they had never heard anything like it before. They also felt too ashamed to ask anyone for advice. Staying up late one night, they came up with a plan to help him realize what they felt was true: that he was a girl. Over the next few years, they stopped his playdates with boys and scheduled playdates with girls. They enrolled him in a dance class he hated and put him in dresses. They were met with constant screaming and tears, but they never understood why he felt this way. They figured if they just kept pushing, he would come to see what was obvious to them: that he was a girl. They figured that his coming to see himself as a girl would be the easiest way for him to live his life and be accepted. In their defense, there was hardly any public understanding of transgender youth in 2012, and it was unclear where to look for advice. Even if they had known about the academic psychiatry literature at the time, they would have found divergent views, with some professionals advocating for interventions to push prepubertal children to identify as cisgender. Not until years later did our research team publish the first study showing that attempts to force prepubertal children to be cisgender were associated with dangerous mental health outcomes, including suicidality.

At around age ten, it seemed as if Kyle’s parents had succeeded in their goal. He stopped talking about his gender. But he also became sad and withdrawn. His parents didn’t know it at the time, but Kyle had decided to just pretend to be cisgender. The conflict with his parents had become too much to handle.

Over time, his depression worsened. Puberty kicked in, and he hated the way his body was developing. He started exercising constantly and not eating, hoping that his chest would flatten and his periods would stop. As he lost weight, he felt that he looked more masculine, and this made him feel a little better about his body. But the more weight he lost, the more depressed he became. He developed the usual consequences of anorexia—he had no energy, he was constantly sad and anxious, and his thinking became less clear. When he tried to do his homework, he found himself reading the same page over and over, unable to retain the material. Sadly, eating disorder symptoms such as these are much more common among transgender people than the general population. One Canadian study of 923 transgender youth found that 54 percent reported at least one disordered eating behavior.

At fourteen, Kyle fainted in gym class. His parents brought him to the pediatrician, who noticed his heart rate was low and his blood pressure was dropping dramatically when he stood up—signs that his heart was suffering from malnutrition. He was admitted to the hospital, where they gave him more food until he was medically stable. No one in the hospital ever asked about gender, so he never shared his experience with anyone. He assumed he was the only one who felt the way he felt.

After leaving the hospital, he started a specialized talk therapy for anorexia called family-based treatment. In the early stages of treatment, his parents took over control of what he ate and watched him finish his meals. As he gained weight, his periods returned. His body fat came back, and his hips began to grow. He was overwhelmed and panicked by the return of his body’s feminine shape, but he was afraid to tell anyone what was going on. While his therapist talked about how many patients with anorexia wanted to look like the unattainable female bodies they saw in the media, Kyle stayed quiet. He didn’t want to look anything like that. He thought to himself that no one would ever understand. He felt uniquely broken and alone. Sadly, this is a common experience for transgender youth struggling with eating disorders. Only recently have eating disorder therapists begun adapting traditional treatment paradigms to better support transgender youth and their unique needs, while avoiding the cisgender-focused messaging that’s often involved.

Kyle continued to struggle with his eating disorder for the next two years, constantly on the precipice of needing to go back into the hospital due to malnutrition and medical complications. The night of his emergency room visit with me, he was feeling hopeless and impulsively tried to take his life. He immediately regretted it and told his parents, who brought him to the emergency room, where he was now receiving an infusion that would neutralize the toxic by-products of the medication he had taken, in the hopes that it would not destroy his liver. I had sadly seen patients in similar situations who ultimately required a liver transplant.

Luckily, Kyle’s liver enzymes (a lab marker of liver damage) eventually came back down, and the pediatricians working in the emergency room said he was safe to be transferred to the psychiatric hospital under the involuntary hold I had placed to keep him safe.IV I encouraged the family to have the psychiatrist at the inpatient unit connect with me, so that I could coordinate seeing Kyle again once he was safe to go back to outpatient treatment. Kyle’s case was a sad reminder that most families don’t have access to providers who are knowledgeable about how to care for and support gender diverse youth who are struggling. And most families don’t have access to evidence-based information about how to help their kids. Luckily, with more conversations about trans youth making their way into public awareness, this seems to be changing—something I was fortunate to see with another of my young patients, Sam.




SAM

Sam was raised in Oakland, California, by his single mom, Kate. His dad passed away soon after Kate became pregnant, and it was always just the two of them. Kate was a spectacular mom who was finely attuned to her child. She was closely cued in to what he was thinking and feeling and always dedicated to making sure he felt supported and loved. At a young age, she noticed Sam didn’t fit into the gender boxes people expected based on his male sex. In his elementary school, he gravitated to the princess costumes in the dress-up box, similar to Meredith. He asked his mom for nail polish, and she obliged. His chubby cheeks beamed with a wide grin once she helped him finish painting them baby blue. When she asked him about going to have his hair cut, he said he wanted to have long braids down to his shoulders.

Living in Oakland in 2021, none of this caused much of a problem. Kate checked in with the school regularly to make sure it was safe for Sam, both as an African American student and as one who didn’t fit into traditional gender boxes. His school was liberal and open, and their philosophy was that children didn’t need to be placed into gender boxes. Though most of the kids in the preschool did tend to adhere to traditional gender norms, the few kids like Sam could express their gender however they wanted.

Kate agreed with this philosophy, but when she saw a news segment about transgender kids and medical interventions, she found herself worrying. Was she doing everything she needed to for her child? Did she need to learn more about these medical interventions? Did Sam need a puberty blocker? She loved Sam and wanted to make sure she was doing everything she could to support him.

After doing some research, she found our gender clinic and made an appointment. In the clinic, the first appointment is always with the pediatric endocrinologist. Medications are never prescribed at the first visit, but the endocrinologist describes the range of options to make sure families are informed. The endocrinologist listened to Sam and Kate talk about Sam’s childhood, then asked seven-year-old Sam what his gender was. He said he didn’t know: “Maybe a boy, maybe a girl, I haven’t decided.” When asked about pronouns, he said, “I don’t care; use whichever you want.” Asked about his body, he said he was pretty happy with it. He especially loved his hair.

During these appointments, the endocrinologist conducts a physical exam to see how far a patient has progressed through puberty. Under current medical guidelines, a child needs to have entered the early stages of puberty before a puberty blocker can even be considered. Sam was still in what doctors call Tanner Stage 1—meaning that no puberty had begun. The endocrinologist told Sam and Kate that there was nothing to be considered medically at this point, but that they were welcome to start seeing the clinic psychiatrist (me) if they wanted ongoing support around thinking about gender, making sure the school environment was safe, and caring for Sam’s mental health broadly. Kate accepted the referral.

Because our first meeting was during the COVID-19 pandemic, I met Sam and Kate on Zoom. Knowing that Zoom appointments with young children are a struggle, I braced myself when I logged in and crossed my fingers that Sam wouldn’t go running around the house refusing to talk to me.

Kate logged on first and told me most of what she had already told the endocrinologist. I asked her how things were going for Sam in school and in their community, and she said mostly well. The school was accepting of his gender diversity, as were most people in their neighborhood. A few kids had bullied Sam a handful of times, but, from her perspective, Sam didn’t seem too impacted by it, and it didn’t seem to be ongoing.

I asked how things were going with bathrooms and changing rooms, and Kate said there hadn’t been any problems. Sam seemed fine with using the boys’ bathroom, where he also changed clothes if he ever needed to at school. He didn’t seem to be struggling with any mental health issues—no problems with anxiety, no depression, no sleep problems, and he was eating fine. Overall, he was doing great, and Kate noted that she just “wanted to make sure [she was] supporting his gender development in a way that’s going to make sure he’s happy and healthy.”

After talking to Kate, I spent some time with Sam one-on-one. He jumped in front of the camera with a big smile, revealing a gap between his two front teeth. He was wearing a bright pink shirt with a green turtle on it and cradling a hamster between his arms. “This is Squeakums! Do you want to see my room!?” Without waiting for an answer, he picked up the laptop and ran to his room, carrying Squeakums in his other arm. I saw two bunk beds behind him and asked if he shared his room. “Nope, just me! I just think the bunk beds are fun, and my mom is really nice and let me get them.”

He told me a bit about school and said he had great friends there. He said he mostly liked playing with the girls, but sometimes the boys were okay, too. He let me know that he liked playing with the Frozen dresses and loved sparkly things.

I asked him how other kids react to his sparkles, and his face got more serious. He let me know that most kids at school were okay, but that when he went to his friend Rachael’s house last weekend, her friend Joey pushed him, and he fell to the ground. “I don’t like Joey.” I asked him why he thought Joey did this, and Sam said he didn’t know for sure, but he thought it was because he does girl things. “I’ve never heard him say anything, but I’ve heard his dad say mean things about my hair and clothes.”

I let Sam know that I thought that was pretty messed up and unfair of Joey to push him. Sam’s eyes got big. “I know, right!? What a butthead.” I let Sam know that this sounded like some butthead behavior indeed, hoping that Kate wouldn’t get mad at me for encouraging the use of the term—it seemed fair given the situation.

I asked Sam how it made him feel that Joey and his dad thought this way. Sam said it made him sad, but that “it’s a them problem, not a me problem.” I was caught off guard and smiled. It’s not every day that I meet a child with that kind of resilience. I knew Kate’s open and validating approach toward him had been protective for his self-esteem and mental health.

I let Sam know that I was a special kind of doctor who talks to kids about feelings and gender, and he said, “Cool,” thinly veiling that he didn’t care and would rather go back to playing with Squeakums. I asked him if he had thoughts about gender or his pronouns. He said he was just himself. He liked using both he and she pronouns. He maybe had a slight preference for she, but didn’t particularly care which pronouns people used.

“I’m not really sure if I’m a boy or a girl. I kind of feel like both. Sometimes I feel more like a boy, sometimes I feel more like a girl. I’m not sure it really matters.”

It was reassuring to hear herV talk about this with so much ease. We played a quick game of Pictionary on the Zoom screen so she wouldn’t think I was a total snoozefest, then I asked her if she’d be open to meeting again in a few months. She said sure, then brought the computer back into the kitchen, where her mom was waiting.

I spent a few minutes wrapping up with Kate and told her that it seemed as if Sam was doing well. She knew about the situation with Joey and said she had talked to Rachael’s parents. They had agreed to no longer have Joey and Sam over at the same time, but stopped short of talking to Joey and his dad about their behavior. “I was pretty annoyed with them, but I felt like it was a good enough solution to keep Sam safe.”

I saw Kate looking nervous and asked her if everything was okay.

“Is Sam transgender?”

We talked about how some young children don’t have their gender completely figured out, and that’s totally okay. I reassured her that she was doing all the right things, including the most important aspect for his mental health: making sure Sam knew that she loved him no matter what and letting him be himself. I let her know that most kids like this aren’t so lucky. Most are subjected to constant social sanctions for their gender exploration, such as what Sam had experienced with Joey. Sometimes, their parents are the Joeys, and it can lead to chronic self-esteem problems, damaged relationships with parents, anxiety, and sadness. Sam was on a healthy developmental trajectory—he was confident, happy, and loved himself and his family. He got along great with his peers, was doing well in school, and was a compassionate, friendly kid.

At this stage, some parents ask me if affirming a prepubertal child’s gender identity will make them more likely to continue to identify as transgender. The question brings up whether wanting a child to grow up as cisgender is an ethical objective (most mental health experts say no). But the ethical considerations aside, it turns out the question has been studied. In a sample of eighty-five children, Dr. Olson, the Princeton professor who helped Meredith’s family, found that the intensity of a child’s transgender identity did not seem to change before and after a social transition, during which children were allowed to express their gender identity as they wished.

“You’re an amazing mom,” I told Kate.

I let her know that there was not much to be done at this point but that she could set up another appointment with me in a few months to check in. I asked her to keep an eye out for any signs of puberty developing, but that for now we didn’t need to think about any medical interventions. We could just let Sam be Sam and be open to seeing how things evolved. Maybe he would want puberty blockers down the line, maybe he wouldn’t. Maybe he would come to identify as a boy or a girl; maybe he would identify as neither or both. The most important thing was for Kate to just keep being the loving mom she was.




	
I. Suzanne taught me that the cocktail-party effect refers to the brain’s focusing auditory attention on a specific stimulus, while filtering out other distractions. For example, Meredith would perk up and notice when someone said she, even in a crowded room with lots of conversation.

	
II. The research here is complex and has some limitations. The “gender identity disorder” diagnosis from the older version of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders (DSM) didn’t actually require one to be transgender and may inadvertently have captured many cisgender people who simply had “gender atypical” interests and behaviors. This was changed in the fifth edition of the DSM, with the new “gender dysphoria” diagnosis.

	
III. I’d like to apologize to readers for using this jargony word. The Oxford dictionary definition of endogenous is “growing or originating from within an organism.” In contrast, exogenous refers to something “growing or originating from outside an organism.” I avoid the term biological puberty since both endogenous puberty and exogenous puberty (induced by taking estrogen pills or testosterone injections, for instance) involve biological processes.

	
IV. In California, psychiatrists can place what’s called a 5150 hold, which legally requires people to stay in psychiatric inpatient care, even if they wish to leave, if the psychiatrist deems they are at an acute risk of harm to themselves. This is a careful balance of safety and individual rights in mental health law. For Kyle, we needed to balance his autonomy against the real potential risk of his passing away from suicide.

	
V. I start using both he and she pronouns here to be respectful of what Sam told me. Following his mom’s lead, I wanted to send the message that there is nothing wrong with his gender diversity and that I would respect any pronouns Sam wanted me to use. More to come on pronouns later.
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