
 
FACT SHEET: Transitioning Children 

 
 

- Gender identity is often described as though it is a naturally occurring trait – innate and 
immutable.  However, there is no research establishing it as such.  Even the American Academy 
of Pediatrics’ policy describes a Gender Identity as being stable or “fluid, shifting in different 
contexts” (AAP Policy – “Ensuring Comprehensive Care and Support for Transgender and Gender 
Diverse Children and Adolescents”). 

 
- Gender identity should not be conflated with sexual orientation.  Homosexuality was removed 

from the DSM in 1973, while “gender dysphoria” is a delineated mental disorder in the current 
DSM-5.  Gender dysphoria refers to the distress that may accompany the incongruence between 
one’s experienced or expressed gender and their natal sex.  Thus, offering services to eliminate 
or lessen gender dysphoria – a recognized disorder – is not the same as offering services to 
eliminate or “change” same-sex attraction and should not be subject to the same prohibitions. 
 

- There are two predominant onset patterns in minors: 1) in prepubescent children, and 2) during 
adolescence (average age 15).  Research on early prepubescent onset shows that a majority of 
these children will desist by early puberty - 68% - 90% depending on the study (Waillen et al 
2008; Drummond et al 2008; Steensma et al 2013), most of whom go on to live healthy lives as 
gays and lesbians (Cantor 2019). 
 

- In the last 5 years, gender clinics have documented a 1000% increase in youth (ages 12 - 17) 
with no prior symptoms of gender variance.  Nearly three-quarters (70+%) of this population are 
girls – a complete inversion of previous statistics wherein boys had outnumbered girls in similar 
proportions (Zucker 2019).  U.S. Centers for Disease Control and Prevention reports that 2% of 
high school youth now identify as transgender (Johns et al 2017); with complex case histories 
including differing neurodiverse profile (1/3 are on the autistic spectrum; Strang et al 2014); and 
co-morbid conditions (depression, anxiety & personality disorders; Kaltiala-Heino et al 2015). 
 

- It is commonly claimed that medical transition is needed to prevent suicide.  There is no 
evidence to support this claim.  Transgender people have the same relative suicide risk as those 
with other psychological disorders (eg: depression, PTSD) and the risk of suicide remains 
elevated after transition.  IE: Medical transition does not reduce suicidality or improve mental 
health outcomes. 
 

- As a result of exaggerated suicide risks, many parents are pressured to go along with medical 
transition for their child.  Children are being fast-tracked down the medical pathway which 
includes puberty blockers, cross-sex hormones and surgery. 
 

- The medical transition of children has serious health risks and can result in permanent damage 
to a child’s health including: irreversible sterilization, loss of sexual function, arrested bone 
growth, increased risk of heart disease, blood clots, strokes and osteoporosis.  Once hormone 
treatment is started, it generally continues for life. 
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