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“You feel like with each
passing day nothing will improve
and that you’re stuck, left to
ruminate on your dysphoria.
Especially when you are struggling
with suicidal thoughts, it feels
like you’re left stranded
at sea, left to drown.”

Recommended citation: Quilty, A & Belong To (2024)
Trans Healthcare in Ireland: Accessing Healthcare
related to Gender Identity for Trans and Non-binary
People. Dublin: Belong To.
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Introduction

The Trans Healthcare' in Ireland: Accessing Healthcare related
to Gender Identity for Trans and Non-binary People research
project is the first dedicated quantitative study regarding trans,
non-binary and gender diverse (hereafter ‘trans’?) people’s
access to trans healthcare in Ireland. This study sought to
identify the specific pathways to trans healthcare accessed

by trans and non-binary people and the barriers encountered
during this process.

For many trans people, access to trans healthcare is crucial

to their mental health and wellbeing. However, as this study
confirms many trans individuals in Ireland are unable to access
this form of healthcare due to a number of factors outlined
within this research. Medical transition is a deeply personal
decision and requires care that is holistic, supportive and
capable of meeting the needs of a diverse cohort of individuals.
There are many ways in which trans people experience and
affirm their gender, and for those that chose to medically
transition, that path is unique to each individual.

Access to trans healthcare is underpinned by human rights
principles both in Ireland and internationally. Given Ireland’s
obligations in relation to human rights and law, the provision
of trans healthcare in Ireland needs to be underpinned by
principles of non-discrimination; bodily integrity, bodily
autonomy, self-determination and informed consent; quality,
specialised and decentralised care and the principles of

the best interest of the child (European Union, 2010). These
human rights principles align with the Yogyakarta Principles
(International Commission of Jurists, 2007). Unfortunately,
this research adds to the growing evidence base that reveals
the inaccessibility of trans healthcare in Ireland as a result of
waiting times, geographic barriers and lack of service provision.
As a result of these systemic and social barriers, Ireland is
ranked lowest among EU countries for the availability and
accessibility of trans healthcare (Adams & Ganesan, 2023).

1 Trans healthcare in the context of this research refers to healthcare that holistically
attends to trans and non-binary people’s physical, mental, and social health needs and
well-being including medical transition while respectfully affirming their gender identity.

2 ‘Trans is used as an umbrella term throughout this research report to refer to
individuals whose gender identity differs from their sex assignment at birth. This
includes, but is not limited to, trans, non-binary and gender-diverse adults and young
people.



Trans adults and young people in Ireland have been identified
in recent Irish research as a vulnerable community in relation
to mental health, wellbeing, self-harm and suicidality (Higgins
et al., 2024). These mental health challenges are further
compounded by the inaccessibility of trans healthcare (Higgins
et al., 2024). This current study finds that three in 10 individuals
are waiting over three years for access to care. This report
outlines that, due to a lack of service provision alongside a lack
of personal and practitioner based knowledge; almost 50% of
trans young people received no onward referral from their Child
and Adolescent Mental Health Services (CAMHS) appointment.
This leaves them and their caregivers without the support they
need. As a result of the inaccessibility of trans healthcare in
Ireland, many trans individuals turn to alternative pathways,
namely private practitioners and self-medication, in response.

This research has provided much needed insight into the
current situation of the provision of trans healthcare in Ireland,
revealing the many shortcomings of the current system. | would
like to sincerely thank all participants who gave up their time
and shared their experiences as part of this research project,
and to Belong To for their continued work to ensure that every
trans young person in Ireland is equal, safe and valued in the
diversity of their experience.




Forewonrd

At Belong To, we have supported trans young people and

their families since 2003 through youth work, education and
advocacy. Over the past number of years, we witnessed the
provision of trans healthcare for adolescents come under
increased strain as waiting lists grew. This culminated in the
halting of referrals of trans young people to an under 17s
service in December 2019, leaving young people and their
families at a complete loss. Through Belong To’s frontline work,
including a National Network of over 80 LGBTQ+ youth groups
across Ireland supported by Belong To, we have seen first-hand
the devastating impact this has had on these families — one of
stress, confusion and endless waiting. This situation led us to
partner with Associate Professor, Aideen Quilty, to undertake
the research project, Trans Healthcare in Ireland: Accessing
Healthcare related to Gender Identity for Trans and Non-binary
People.

This report includes a detailed engagement with relevant
literature, international best practice guidelines in providing
trans healthcare, case studies of where these guidelines are
modelled and the findings of the Trans Healthcare in Ireland
research, all of which inform the key principles of Belong To’s
vision for a model of trans healthcare care in Ireland.

Since new referrals to the gender identity adolescent service
ceased in December 2019, there has been no active health
service for trans youth in Ireland. Prior to its closure, there

was a waiting list of over three years for trans young people to
access the service. From age 17 onwards, trans young people
are referred to the National Gender Service gender identity
clinic in Dublin, for which the waiting list is in the region of over
10 years (Black, 2024).

Trans healthcare for adults is associated with multiple positive
outcomes including improved mental health outcomes (Dhejine
et al, 2016; Nobili, Glazebrook & Arcelus, 2018); life satisfaction
and job satisfaction (Doyle, Lewis & Barreto, 2023; Drydakis,
2020); greater relationship satisfaction; higher self-esteem and
confidence, and reductions in anxiety, depression, suicidality,
and substance use (What we Know Project, 2018). Similarly, for
trans young people who wish to medically transition, access to
this form of healthcare has been shown to greatly reduce rates
of suicidal ideation and suicide attempt (Bailey, J. Ellis & McNeil,
2014); improve mental health outcomes; decrease suicidality

in adulthood, improve affect and psychological functioning,



and improve social life (Costa et al., 2015; Green et al., 2022).
In order to attend to the needs of trans people in Ireland, the
provision of trans healthcare must be underpinned by human
rights and shared principles of best practice identified within
this research.

Government policy in Ireland contains a number of
commitments to improving, expanding and developing the
provision of and access to trans healthcare. The Programme for
Government, Our Shared Future (2022), contains a commitment
to

The National LGBTI+ Inclusion Strategy 2019-2021 states as
objective 19.2 “Continue to develop transgender health services
for children and adults in Ireland with a clear transition
pathway from child to adult services” (DCEDIY, 2019). Objective
13 of the LGBTI+ National Youth Strategy 2018-2020 commits
to “Ensure appropriate resources are available in order that
the HSE Service Development model of care is implemented
and accessible to support trans young people.”; “Provide clear
guidelines to health practitioners on referral pathways for
trans young people and their families to specialised services.”;
and “Work with parents and young people seeking to access
healthcare outside the state under the provisions of the Cross
Border Directive and Treatment Abroad Scheme to ensure

the available options for access to care are communicated
effectively” (DCYA, 2018).

The Trans Healthcare in Ireland study indicates that many trans
and non-binary people in Ireland face extensive challenges in
accessing trans healthcare. Based on the study’s findings and
review of relevant literature, this research puts forward key
principles for a vision of a model of care identified by Belong
To with a view to advancing access to trans healthcare in
Ireland. This vision is an accessible and holistic model of care,
grounded in international and national research, human rights
and medical best practice. Slaintecare is the Government of
Ireland’s ten-year programme to transform Ireland’s health and
social care services to better meet the needs of the population
in Ireland through the introduction of ‘a universal health and
social care system where everyone has equitable access to
services based on need’ (Government of Ireland, 2023, p.5). This
vision for a health service in Ireland aims to address health
inequality and meet the needs of Ireland’s growing and diverse



population and is extensively supported across political parties
and exists within the current Programme for Government.

The principles for a vision of a model of trans healthcare set
out in this document align with Slaintecare’s core principle of
community-based, integrated care (Health Service Executive
and Department of Health, 2021). Taking guidance from the key
aims and principles of Slaintecare, the needs of trans youth
and adults in Ireland can be met through the provision of trans
healthcare that is Local (integrated, equitable and sustainable),
Safe (person-centred and grounded in medical best practice)
and Informed (accountable and rights-based).

On behalf of Belong To, | would like to express my deep
appreciation to the trans and non-binary people in Ireland

and trans youth who shared their experiences and stories

as part of this research. We are so grateful for your honesty,
trust and resilience. In addition, | also wish to extend my
sincere gratitude to Community Foundation Ireland for
generously funding and supporting this study. Finally, | wish to
acknowledge the work of Associate Professor Aideen Quilty, Dr
Matt Kennedy and Neasa Candon in making this study possible.
| am grateful for the deeply rigorous, considered and sensitive
approach taken to this research and for giving a voice to the
trans community in Ireland with dignity and respect.




Literature

The health needs of trans and non-binary people are nuanced
and are not limited to transition-related care. For many trans
and non-binary people, healthcare related to their transition

is deeply personal and as such benefits from holistic, trusting
and professional healthcare environments (Vermeir, Jackson &
Marshall, 2018). Not every trans person chooses to medically
transition. For trans people who do opt to medically transition,
the ability to access trans healthcare positively contributes to
their mental health and wellbeing (Higgins et al., 2024). This is
demonstrated in research published in 2024 by Trinity College,
Dublin, whereby 90% of trans and non-binary participants

in Ireland confirmed that transitioning, including medical
transition, had a positive impact on their mental health (Higgins
et al., 2024, p.87).

However, for many trans individuals in Ireland, trans healthcare
is widely inaccessible as a result of waiting times, geographic
barriers, lack of service provision and familial or social relations
(Kearns et al., 2021). As a result of these systemic and social
barriers, Ireland is ranked as lowest among EU countries for
the availability and accessibility of trans healthcare (Adams &
Ganesan, 2023). In recent years, several commitments have
been made to improving access to transition-related healthcare
for this cohort, including within the current Programme

for Government: Our Shared Future (Department of the
Taoiseach, 2020), the Report of the Steering Committee on the
Development of HSE Transgender Identity Services (HSE, 2020),
the LGBTI+ National Youth Strategy 2018-2020 (DCYA, 2018), the
National LGBTI+ Inclusion Strategy 2019-2021 (DCEDIY, 2019),
and the DCEDIY Statement of Strategy 2023-2025 (DCEDIY,
2023). However, as the findings of this research show, extensive
barriers persist.

Currently, trans healthcare in Ireland is delivered by one gender
identity clinic in Dublin, the National Gender Service (hereafter
‘NGS’). This service attends to the medical transition-related
healthcare for individuals aged 17 and over (NGS, 2024). In
addition, there is no active health service for trans youth in
Ireland. The gender identity adolescent service - situated

in Crumlin Children’s Hospital — closed to new referrals in



December 2019. For trans young people who had not attended
a first appointment by December 2019, this means they have
no access to healthcare related to their gender identity or
specialised support for themselves and their families in Ireland
(HSE, 2023). Prior to its closure, there was a waiting list of over
three years for trans young people to access the service. Now,
trans young people and their families are without any form of
specialised support for their healthcare needs. From age 17
onwards, those on the adolescent waiting list are referred to
the adult service. The waiting list for adult services in Ireland is
currently in the region of 10+ years (Black, 2024).

Existing qualitative and quantitative research in an Irish context
has explored the experiences of trans people captured broadly
as individuals whose gender differs from the sex they were
assigned at birth. Quantitative research projects have captured
trans people’s experiences within the context of the broader
LGBTQ+ community in relation to mental health and wellbeing
(Bryan and Mayock, 2012; Delaney and McCann, 2021; de Vries
et al., 2022, 2023; Higgins et al., 2011, 2016, 2024; Mayock et al.,
2008; McCann and Sharek, 2014, McCann et al., 2013; McNeil et
al., 2013; Mental Health Reform, 2022); drug use, alcohol use
and smoking (Kabir et al., 2013, Sarma, 2006); migration (Noone,
Keogh and Buggy, 2018); employment (Vasquez del Aguila and
Cantillon, 2010); education and school experiences (Belong

To and Pizmony-Levy, 2019, 2022; Minton et al., 2008; Reygan,
2009); young LGBTQ+ people’s experiences during Covid-19
(Belong To, 2020, 2021); and youth sexual and gender self-
identification (Ceatha, Gates and Crowley, 2023a). Quantitative
research has also explored the political, social and economic
issues of concern to the LGBTQ+ community in Ireland (National
LGBT Federation, 2009, 2016); attitudes of the general public
towards gender and sexual minorities in Ireland (DCEDIY,

2023; Noone et al., 2022) and the benefit of empowerment
programmes for LGBTQ+ youth (Ramon and Warrener, 2015).

Qualitative research projects have captured trans people’s
experiences within the context of the broader LGBTQ+
community in relation to LGBTQ+ asylum seekers proving
credibility in the Irish international protection process (LGBT
Ireland and Irish Refugee Council, 2022); conversion therapies
(Keogh et al., 2023); homophobia in post-primary schools
(Norman and Galvin, 2006); homelessness (Quilty and Morris,
2020; Norris and Quilty, 2021); religious homophobia (Reygan
and Moane, 2014); LGBTQ+ staff networks (McFadden and
Crowley-Henry, 2018); heteroactivism (Nash and Browne, 2020);



sexual violence (Rape Crisis Network Ireland, 2016); and the
experiences of intersex individuals (Ni Mhuirthile et al., 2022).
Taken broadly, the Irish qualitative and quantitative research
landscape demonstrates that trans people in Ireland are more
likely than cisgender heterosexual people, and lesbian, gay
and bisexual people, to experience mental health challenges,
self-harm and suicide ideation. Trans people are more likely to
experience barriers to employment and report lower rates of
belonging in their educational environments as well as bullying
compared to cisgender individuals. This research landscape
also demonstrates lower rates of acceptance towards trans
individuals in Ireland than lesbian, gay and bisexual individuals
among the general public and finds that access to trans
healthcare, social acceptance and legal recognition are issues
of key concern to the trans community.

Existing qualitative and quantitative research in Ireland has
explored the experiences of trans people as an overarching
identity category across a range of themes and contexts
including: healthcare (Sheehan and Collins, 2004; Delany

and McCann, 2020; Howell, 2021; Howell and McGuire, 2019;
Kearns et al., 2021, 2022; Kearns, O’Shea and Neff, 2023a,
2023b; Moloney et al., 2019; Szydtowski, 2016a); education
(Buggy, Murphy and Chevallier, 2019; Chevallier and Buggy,
2020); legal gender recognition (Farrell and FLAC, 2019; Leane
and O Suilleabhain, 2021; Szydtowski, 2016); transphobia, hate
crime and policing (Cahill, 2022; Haynes and Schweppe, 2013,
2016, 2017, 2018; Mcllroy, 2009); identity affirmation (Mullen
and Moane, 2013); and identity development (Callahan and
McQuire, 2022). In addition, existing qualitative scholarship
has explored young trans people’s experiences in relation to
body image (McGuire et al., 2016b); primary and post-primary
school (McBride et al., 2020; McBride and Neary, 2021; Neary,
2018; 2021b; Neary, Irwin-Gowran and McEvoy, 2017; Neary and
McBride, 2021; Neary and Power, 2024); and religion (Okrey and
McGuire, 2021). Qualitative research has also focused on the
experiences of practitioners and educators working with trans
people (Harmon, 2017; Harmon and Donohue, 2018; Lee et al.,
2022; McCann, Sharek and Huntley-Moore, 2019; McGuire et al.,
2016a) as well as the experiences of the families of trans young
people (Neary and Cross, 2018; Neary, 2021a).

Qualitative research has also focused on the experiences of
practitioners and educators working with trans people(Harmon,
2017; Harmon and Donohue, 2018; Lee et al., 2022; McCann,
Sharek and Huntley-Moore, 2019; McGuire et al., 2016a) as well
as the experiences of the families of trans young people (Neary
and Cross, 2018; Neary, 2021a). This research specific to the
trans community demonstrates that trans people in Ireland
experience extensive barriers to healthcare services, specifically
mental health services and gender-affirming healthcare.

This existing literature also demonstrates that trans people
experience extensive transphobia in their lifeworlds taking



shape as verbal, physical and sexual violence. Through this
research, we learn that trans people have low levels of trust in
the Irish police force, An Garda Siochana, and often experience
additional transphobia when attempting to report hate

crimes. This research also finds that educational and health
practitioners in Ireland have a lack of awareness regarding the
needs of trans people and that middle-class parents often take
on advocacy roles on behalf of the trans young people in their
lives.

Literature in an Irish context relating to trans healthcare is
sparse, a key rationale underpinning the pursuit of this study.
Existing literature in Ireland which specifically addresses

trans healthcare includes a 2004 piece commissioned by the
former Equality Authority of Ireland (Collins and Sheehan,
2004) alongside a number of papers published by staff at

the National Gender Service (Kearns et al., 2021; Kearns,
0O’Shea and Neff, 2024; Kearns, O’Shea and Neff, 2023). This
existing research reveals the extensive barriers participants
experience in attempting to access care, the current pathways
and patient demographics, and the experiences of trans
individuals accessing trans healthcare in Ireland. Crucially,

the little existing literature reveals that many trans people are
unable to access the healthcare that they require due to social
exclusion, transphobia, geographic barriers and cost and that
the inaccessibility of healthcare for trans people is additionally
often compounded for trans youth.

The most recent findings related to this area published in Being
LGBTQI+ in Ireland: The National Study of the Mental Health

and Wellbeing of LGBTQI/+ Communities in Ireland (Higgins

et al., 2024). This report highlights the vulnerability of trans
individuals, and sheds light on the current provision of trans
healthcare in Ireland, mirroring findings in the current Trans
Healthcare in Ireland research.

Being LGBTQI+ in Ireland confirms that the current singular
gender clinic model of care creates significant barriers for
individuals seeking this form of healthcare. Additionally, the
report makes clear the adverse impact that the extensive
waiting times for the service have on the mental health and
wellbeing of trans individuals in Ireland. This report also
identifies the alternative means of accessing care that many
individuals turn to as a result of the inaccessibility of the public
service, namely through private care and self-medication.
These alternative means emerge in response to this healthcare
vulnerability and the lack of service provision to meet the



needs of the trans community. As a result, individuals often
experience financial strain through private care pathways or
potential health risks through self-medication with neither
appropriate medical oversight nor access to holistic support
services. In response to these findings, the Being LGBTQI+ in
Ireland research makes the following recommendation to the
HSE:

Through a community partnership approach, the
HSE needs to develop, fund and implement a new
model of gender-affirming care for young people and
adults that complies with national and international
human rights and medical standards of care and

is based on the principles of self-determination

and informed consent. This new model should be
decentralised, free at the point of use, delivered
locally, holistic, person-centred and responsive to
emergent community needs through an integrated
multidisciplinary network of outpatient services.
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Trans
Healthcare

Key
Principles

Trans Healthcare and
Human Rights

According to the World Health Organisation, trans people have
the right to the highest attainable standard of healthcare
including healthcare related to medical transition, without
discrimination on the basis of gender identity (World Health
Organisation, 2017). The right of individuals to healthcare is
well established in national and international human rights. The
Charter of Fundamental Rights of the European Union includes,
among others, the right to the integrity of the person, of free
and informed consent, and the right of access to healthcare
(European Union, 2010). In addition, the Yogyakarta Principles
clearly establish that “everyone has the right to the highest
attainable standard of physical and mental health, without
discrimination on the basis of sexual orientation or gender
identity” (International Commission of Jurists, 2007). In
accordance with Article 24 of the UN Convention on the Rights
of the Child, as a State Party Ireland is obliged to recognise a
child’s right to the highest attainable standard of health, and to
strive to ensure that no child is deprived of their right of access
to such health care services (United Nations, 1989). Having
ratified the UN Convention on the Rights of the Child, Ireland

is obliged under international law to respect, protect and

fulfil the rights of all children living in Ireland, including trans
children and children who are questioning their gender identity.
Additionally, the UN Sustainable Development Goal 3 aims to
“ensure healthy lives and promote well-being for all at all ages”
(United Nations, 2015).
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Under Irish equality law, the Equal Status Acts 2000-2018
prohibits discrimination in the provision of goods or services
to persons on the basis of gender or sexual orientation
(Government of Ireland, 2018). As public bodies, the HSE and
Department of Health fall within the scope of the Equal Status
Acts. Under EU law a transgender person who experiences
discrimination arising from their gender reassignment, or
transition, is also protected under the gender ground. In
accordance with Section 42 of the Irish Human Rights and
Equality Commission Act 2014, the Department of Health and
HSE are legally required, in the performance of their functions,
to have regard to the need to eliminate discrimination; promote
equality of opportunity and treatment of its staff and the
persons to whom it provides services; and protect the human
rights of its members, staff and the persons to whom it
provides services (Government of Ireland, 2014).

In light of Ireland’s national and international human rights
obligations, access to appropriate multidisciplinary health
services and supports for trans adults and young people is
supported unequivocally by existing human rights frameworks.
The current inaccessibility of the adult trans health services
and the absence of service provision for young people
demonstrates that Ireland is failing to meet its human rights
obligations in this area.

In recent years, substantial progress has been made

towards depathologising trans identities in medical settings.
Pathologisation refers to the medical classification of trans
identities as disorders or illnesses (i.e. pathologies). Trans
healthcare globally is governed by diagnostic manuals led by
the World Health Organisation (WHO) through the International
Classification of Diseases (ICD) (WHO, 2022), and the American
Psychiatric Association (APA) through the Diagnostic and
Statistical Manual of Mental Disorders, 5th Edition (DSM-5) (APA,
2013). In the ICD-11, the historical term ‘transsexualism’ has
been renamed ‘gender incongruence’, and has been reallocated
to fall within “conditions related to sexual health” where it was
previously included under “mental and behavioural disorders™
Reflecting on this change, the WHO stated:



Similarly, the APA in its most recent diagnostic manual, the
DSM-5, changed ‘gender identity disorder’ to ‘gender dysphoria’
This was changed to remove the connotation that a trans
person was disordered (APA, 2013). In addition to the ICD, the
DSM is viewed as an authoritative document by mental health
practitioners. The ICD is used by over 100 countries around

the world, including for monitoring health trends and providing
a diagnostic classification standard for clinical and research
purposes. The WHO posits that:

while evidence is now clear that [gender
incongruence] is not a mental disorder [...] there
remain significant health care needs that can best
be met if the condition is coded under the ICD (WHO,
2018, n.p).

In 2015, the Parliamentary Assembly of the Council of Europe
called on states to “explore alternative trans health-care
models, based on informed consent” and to:

amend classifications of diseases used at national
level and advocate the modification of international
classifications, making sure that transgender people,
including children, are not labelled as mentally ill,
while ensuring stigma-free access to necessary
medical treatment (Council of Europe, 2015, n.p).

These substantial advancements towards the depathologisation
of trans healthcare contextualize the current guidelines in
operation around the world, where the care is accessible,
holistic and serving trans communities meaningfully.



International

Models
of Care

Youth Care: Shared
Principles

There is a growing consensus among professional medical,
psychological and psychiatric health organisations that
collaborative, multidisciplinary gender-identity related care is
an effective way to promote healthy development and reduce
stigma and discrimination for trans and gender-diverse youth
(APA, 2015; Hembree et al., 2017; Rafferty et al., 2018).

Existing guidelines for the provision of gender-identity related
care for young people are informed by the WPATH Standards of
Care (Coleman et al., 2012) and the Endocrine Society guidelines
(Hembree et al., 2017). The WPATH and Endocrine Society
guidelines are rigorous, evidence-based and comprehensive

in outlining the provision of care for children and adolescents
and as such are appropriately placed to establish the shared
principles of the provision of this care.

Existing guidelines include four international guidelines
(Coleman et al., 2022; Hembree et al., 2017; Montano et al.,
2020; Strang et al., 2018), regional guidelines for Europe (t’Sjoen
et al., 2020), Asia and the Pacific (Health Policy Project, Asia
Pacific Transgender Network, United Nations Development
Programme, 2015) and the Caribbean (Snow, 2014); and
national guidelines for the US (APA, 2015; Deutsch, 2016),
Spain (de Antonio et al., 2015; Moreno-Pérez, de Antonio,

and Seen, 2012), Australia (Telfer et al., 2018), Canada (De
Vries, Cohen-Kettenis, and Delemarre-Van De Waal, 2006),
Denmark (Danish Health Authority, 2018), Finland (Finland,
2020), Italy (Fisher et al., 2014), New Zealand (Oliphant, 2018),
Norway (Norwegian Directorate of Health, 2020); South Africa
(Tomson et al., 2021), Sweden (The Swedish National Board

of Health and Welfare, 2022), Malta (Ministry of Health Malta,
2023) and the UK (Cass; 2024; Di Ceglie, Sturge, and Sutton,
1998). Overall these extensive international, European, regional
and national guidelines can be helpful in identifying shared
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guidance and principles for the delivery of gender-identity
related care for young people. However, guidelines from other
jurisdictions may not easily translate to the Irish landscape
due to significant differences in health systems, cultural and
societal expectations, models of care and legal processes. As
such, Ireland would benefit from specific guidance informed by
existing guidelines.

A central shared principle across the globe regarding the
provision of gender-identity related healthcare for trans youth
is its delivery through a specialist multidisciplinary team

of mental health professionals, endocrinologists and other
professionals with expertise in gender and child development
to deliver assessment and care (Coyne, Yuodsnukis, and

Chen, 2023). Within the provision of care for young people

it is important to distinguish between care for prepubertal
children and adolescents, as such a phased approach is most
suitable. This approach to care is necessarily collaborative and
individualized, and recognizes there is no “right way” or single
trajectory for trans youth receiving this healthcare (Hastings

et al., 2021). Shared principles across all the guidelines affirm
the existence of trans young people and acknowledge their
specific healthcare needs. Guidelines also name the importance
of young people’s caregivers where necessary, given that young
people are likely to have more positive mental health outcomes
with the support of their caregivers during this time. As such,
many of these multidisciplinary teams acknowledge the need
for an integration of family and social supports within the
service to attend to the specific needs of caregivers (Coyne,
Yuodsnukis, and Chen, 2023). They also acknowledge the
importance of individualised care attending to prepubescent
children and adolescents distinctly. For some adolescents,
medical transition including access to puberty suppressants
and masculinizing or feminizing hormones may be a part of
their care plan.

Across international, regional and national guidelines, medical
treatments are not recommended for prepubertal children.
Rather, emphasis is placed on psychosocial support for children
and their caregivers. For adolescents, WPATH guidelines
describe a phased approach to medical interventions which, for
some trans young people, may include puberty suppressants
and hormone treatments (Coleman et al., 2022). Youth in

the early stages of puberty (Tanner stage 2) may be treated
with gonadotropin-releasing hormone analogues (puberty-
suppressing hormones) which suspend pubertal progression
and halt the development of undesired secondary sex
characteristics. For adolescents in the later stages of puberty,
treatment with hormone therapies (i.e. testosterone, estradiol)
will induce desired secondary sex characteristics. These
treatments typically require that youth have a substantiated
diagnosis of gender dysphoria or gender incongruence, a
demonstrated capacity to understand the reversible and



irreversible effects of the desired treatment, and accurate and
appropriate expectations with respect to treatment outcomes
(Vandermorris and Metzger, 2023). For minors, support from a
consenting parent or legal guardian also is required. In order to
confirm a substantiated diagnosis of gender dysphoria or gender
incongruence and to develop a care plan, a biopsychosocial
assessment is required (Coleman et al., 2022). The recently
published World Professional Association for Transgender
Health Standards of Care 8 advocates that, where a diagnosis

is required to support access to care, the ICD-11 diagnosis of
‘gender incongruence’ should be used preferentially, when
jurisdictionally feasible. This diagnosis does not require that
there be distress associated with gender diversity, and is
therefore considered less pathologizing (Coleman et al., 2022).
In relation to psychosocial support for adolescents, a needs-
based approach is prioritised, clarifying that not all adolescents
will require psychosocial care. However, guidelines identify

that some young people and their families will benefit from
psychosocial care and as such it must be available within the
provision of this care (Coleman et al., 2022).

Within the provision of youth trans healthcare, it must be
noted although the age of majority is 18, Irish law recognises 16
and 17 year olds as having the capacity to consent to medical
treatment on their own behalf. Additionally in Irish law, the
consent of the parent or legal guardian is required if a child is
under the age of 16. In practice, however, it is reasonable to
seek the consent of a minor with the capacity to understand
the nature and implications of the proposed treatment or
procedure. As such the embedding of informed consent
principles within the provision of youth care can allow for
young people to have an active part in the decision-making
regarding their treatment in conversation with their caregivers
and clinicians. This approach allows for the ‘tailoring and timing
of puberty blockers and hormone therapy that accounts for the
adolescent’s physical, cognitive, and psychosocial development’
(Cavanaugh, Hopwood, and Lambert, 2016, p. 1152).

Taking these existing guidelines and shared principles into
consideration, it is useful to look to Australia. There, clinical
experts at the Royal Children’s Hospital Melbourne and Murdoch
Children’s Research Institute developed the comprehensive
Australian standards of care and treatment guidelines for
transgender and gender diverse children and adolescents
guidelines (Telfer et al., 2018). Alongside these guidelines,

the Murdoch Children’s Research Institute established the
trans healthcare research group in 2018 in order to produce
high-quality research evidence that improves the health and
wellbeing of young trans people in Australia and globally (Tollit
et al., 2019). Given that this service provision in Australia has
one of the most comprehensive longitudinal studies in place
regarding its impact Australia is well positioned to act as a case
study in relation to the provision of youth care.



Since 2018 Australia has been following the Australian
Standards of Care and Treatment Guidelines for Trans and
Gender Diverse Children and Adolescents Version 1.1 (Telfer

et al., 2018). The most up-to-date guidelines present a
comprehensive, evidence-based and participatory approach to
creating guidelines relating to the provision of care for gender-
identity related care to both children and adolescents (Telfer
et al., 2020). It centres a multidisciplinary team approach

the expertise of which includes the disciplines of child and
adolescent psychiatry, paediatrics, adolescent medicine,
paediatric endocrinology, clinical psychology, gynaecology,
andrology, fertility services, speech therapy, general practice
and nursing. Crucially, this model of care acknowledges the
barriers preventing some trans and gender-diverse adolescents
accessing comprehensive specialist paediatric services. In
response, it identifies within the guidelines that general
practitioners and community-based clinicians as well as
telehealth services be utilized in order to facilitate treatment
access.

The Australian guidelines differentiate between healthcare for
trans and gender-diverse children and adolescents. Support
for trans and gender-diverse children consists predominantly
of psychological supports for both children and their caregivers
to allow for optimal outcomes in care provision. Within this
context, the role of specialised clinicians is to facilitate the
supportive exploration of the child’s gender identity over time;
assess family support and provide caregiver support where
necessary; assess developmental and family history; cognitive,
emotional, educational and social functioning as well as co-
existing mental health difficulties providing referral where
necessary. In addition, where a child is expressing a desire to
live in a role consistent with their gender identity, the clinician
may provide psychological support and practical assistance to
the child and their family to facilitate social transition when this
best meets the needs of the child, in conversation with their
caregivers. Finally, the clinician may also provide a referral for
a child with gender dysphoria to a paediatrician or paediatric
endocrinologist experienced in the care of trans and gender-
diverse adolescents for medical assessment, ideally prior to the
onset of puberty.

Support and treatment for trans and gender-diverse
adolescents involves a coordinated, multidisciplinary team that
develops individualised approaches to care and may include
psychological support; voice and communication training; social
transition; fertility counselling and preservation procedures;
puberty suppression and hormone treatment using oestrogen
and testosterone. Crucially any medical interventions require



an individualised and developmental approach informed by
consultation with caregivers alongside the best interest of
the adolescents as well as their capacity to participate in the
decision-making related to their care.

Significantly Australia contributes geographically specific
research findings regarding the benefit of access to trans
healthcare for trans youth, research that is overwhelmingly
lacking in an Irish context. Trans youth in Australia who were
able to affirm their gender medically reported lower levels

of anxiety and psychological distress (Grant et al., 2024) and
an overall improvement in their wellbeing (Pullen Sansfagon
et al., 2023). Additionally, clinicians have been identified as
significantly important in supporting parents during their
child’s transition (Riggs et al., 2020) bolstering caregivers’
ability to support their children positively contributing to their
mental health (Travers et al., 2012). These findings align with
international findings that access to this form of healthcare
for trans and gender diverse youth has been shown to greatly
reduce rates of suicidal ideation and suicide attempt; (Bailey,
J. Ellis & McNeil, 2014); improve mental health outcomes (De
Vries et al., 2014); decrease suicidality in adulthood, improve
psychological functioning, and participation in social life (Costa
et al., 2015; Green et al., 2022).

Trans healthcare for adults can involve a broad range of
healthcare support, delivered by way of an affirmative and
holistic approach to healthcare (Keo-Meier and Ehrensaft,
2018). An affirmative, supportive and holistic approach to the
provision of trans healthcare is the widely accepted standard
in the field among healthcare professionals. This approach
operates based on that which is deemed medically necessary
and clinically relevant to the service provision offered. In
response, this approach attends to the individualised nature
of this form of healthcare and includes, where relevant to the
patient’s needs, psychological and peer support, support for
social affirmation and medical transition. Crucially, there are
many ways trans people experience and affirm their gender
and the path of medical transition is unique to each individual
(Keo-Meier and Ehrensaft, 2018). Services seeking to offer trans
healthcare will be called upon to work across a wide range of
gender identities and gender expressions and services need to
be meaningfully equipped to do so.

Over the past 20 years, trans healthcare has evolved globally
in line with the depathologisation of trans identities outlined
previously. Although trans people may attend clinical services
seeking medical care, it is important to avoid pathologising

the trans experience. Being trans is not a mental illness, it is
an aspect of human variation, and hormones and surgery are



not part of every trans individual’'s experience. As part of this
progress and development in trans healthcare, the ‘informed
consent’ model of care has increasingly been identified as the
most comprehensive and appropriate means of facilitating trans
healthcare. Informed consent models of hormone prescribing
resist the notion that a doctor can determine the validity of

a person’s gender, and instead centre the trans person in

the decision-making process, while ensuring that the patient
understands and can consent to the potential impacts that
hormone therapy may have on their body and life (AusPATH,
2022).

The ‘informed consent’ model of trans healthcare has been
utilised globally for over 20 years and has been adopted by

a number of other countries including Malta (Government of
Malta, 2021), parts of the US (Callen-Lorde, 2018), Australia
(AusPATH, 2022), New Zealand (Oliphant et al., 2018) and
Canada (Bourns, 2021). The Equinox Gender Diverse Health
Centre is recognised as a global leader in LGBTQ+ healthcare
and, in 2020, published Protocols for the Initiation of Hormone
Therapy for Trans and Gender Diverse Patients V 2.0. Within this
document, informed consent as a model is described as:

a collaborative effort between the patient and provider. We
strive to establish relationships with patients in which they
are the primary decision makers about their care, and we
serve as their partners in promoting health. This partnership
supports the patient’s ongoing understanding of the benefits
and risks of hormone therapy. By providing thorough
education around hormones and general health, we also aim
to enhance a patient’s ability to make informed decisions
about all aspects of their health (Cundill, Brownhill and Locke,
2020, p. 3).

Obtaining patient informed consent is a mandatory principle
necessary for the facilitation of medical treatments in Ireland
(HSE, 2024). For valid consent to be obtained, the individual
must have decision-making capacity; they must have received
‘sufficient information in a comprehensible manner about

the nature, potential risks and benefits of the proposed
intervention’ and consent must be given voluntarily (HSE, 2024,
p.21). In practice, informed consent creates a collaborative
clinical decision-making process. In this process, the clinician
“contributes medical knowledge, training, experience, and
judgment, whereas the patient contributes personal values

and health care goals through which to evaluate how each
treatment option could fulfil those goals” (Bernat and
McQuillen, 2021, p.93). Crucially, in order for this process to
take place the patient’s capacity to make any medical decision
needs to be determined in all healthcare cases. However
relevant to the provision of trans healthcare, trans patients

are one of the very few populations that need eligibility—as
distinct from capacity—specifically determined by a mental
health assessment to access treatments that facilitate medical



transition (Ashley, 2019). This perpetuates the narrative that
being trans and/or seeking trans healthcare is a mental health
disorder. As a result, while informed consent is routine for
other medical treatments, the previous pathologization of
trans identities in medicine has created barriers for clinicians
attempting to operate within this framework, often due to

a lack of clarity regarding the model of care and clinical
guidelines (Snelgrove, 2012).

In countries and clinics that operate within the informed
consent model, trans healthcare is facilitated by shared
decision-making in healthcare contexts. For trans healthcare,
the informed consent model involves a clinician providing
accurate and appropriate information regarding transition
including risks, benefits and limitations of any intervention so
that the patient can make free and informed decisions about
their own body and treatment (Cundill, 2020). Just as with
other procedures, such as a tonsillectomy or hip replacement
surgery, patients are placed at the centre of the decision-
making process and given the information they need to inform
their decision regarding their treatment in conversation with
their healthcare provider (Stiggelbout et al., 2012).

When considering how the ‘informed consent’ model of care
can be implemented Malta has made significant strides in

the development of transgender inclusive healthcare services,
specifically through the publication of the Government of
Malta’s policy direction on transgender healthcare. This policy
position was created through “a participatory approach -
involving both government ministries from which the various
MDT professionals were sourced and the local LGBTIQ
community with which there was constant collaboration” (WHO,
2019, p.4). As a result of this commitment from the Government
of Malta in collaboration with key stakeholders, the Gender
Wellbeing Clinic became operational in 2018 working in line
with the World Professional Association for Transgender Health
(WPATH) standards adapted to Malta’s legal framework and

an approach based on informed consent to care. To date, this
service provides initial assessment; psycho-social support;
family support; hormone prescription and follow-ups by an
endocrinologist; voice therapy; psychiatric care; gynaecological
support; orchiectomy; hysterectomy; and preservation of
gametes to the trans community in Malta. As an example of

“a clear testimony to the agenda of leaving no one behind and
will mitigate the inequalities associated with this marginalized
group” (WHO, 2019, p. 6). In keeping with this approach the
development of a new model of care in line with international
best practice of ‘informed consent’ would benefit immensely
from a community co-production partnership approach with key
stakeholders including trans communities and professionals.

In order to illustrate the ‘informed consent’ framework in
practice Australia’s current provision of adult care is outlined
below.



In existing models utilising the ‘informed consent’ framework,
the provision of trans healthcare for adults is facilitated
predominantly by primary care general practitioners (GPs), nurse
practitioners (NPs) and endocrinologists. In practice, ‘informed
consent’ is a staged approach to the facilitation of care. Taking
Australia as an example, treatment with hormones is possible
from puberty onwards - taking puberty development stages,
emotional maturation and the ability to give free and informed
consent into account.

In Australia, the initiation of hormone treatment for adults
takes place in a staged approach within primary care (AusPATH,
2022):

Stage 1 Introduction: Patients are welcomed and affirmed
within the service.

Stage 2 Initial Medical Review: GP collects comprehensive
medical history and organises baseline investigations.

Stage 3 Hormone Education and Harm Reduction: GP
provides the patient with comprehensive education regarding
hormones and their effects, to ensure the patient can make
a fully informed decision about commencing feminising or
masculinising gender affirming hormone therapy.

Stage 4 Hormone Initiation: GP provides the patient with an
initial prescription for hormone therapy.

Stage 5 Ongoing Support and Monitoring: GP facilitates
continuity of care to optimise health outcomes.

This model is flexible, allowing for the individualisation of care
based on the unique needs of each patient, and encourages
the concurrent use of mental health supports as required.
Additionally, this model offers greater accessibility compared
to the centralised gender clinic model. Patients can receive
services within their local community, which particularly
supports access for those living in remote or underserved
areas. Primary care providers are uniquely positioned to support
trans patients, as they are usually already familiar with their
patients and thus can provide continuity of care and apply a
holistic approach to trans healthcare services built on trust.
GPs and NPs also have knowledge around prescribing and
monitoring hormone therapy in other populations (Cavanaugh,
Hopwood, and Lambert, 2016). A fundamental aspect of the
delivery of trans healthcare in primary care prevents the
isolation of medical transition-related healthcare from the
broader context of trans individuals’ healthcare needs. Models
such as this ensure that outpatient services working closely



with primary care providers can attend to any additional needs
trans individuals may have during this process.

Research specific to the outcomes of trans healthcare access
in Australia has found that trans adults who have access to
timely gender-affirming testosterone therapy had a significantly
reduced risk of gender dysphoria, depression and suicidality
(Nolan et al., 2023). In addition to these benefits and positive
outcomes in Australia, the provision of trans healthcare in
primary health services via informed consent is associated
with a reduction in waiting times and increased access to care,
especially for those in rural areas. It has also resulted in high
patient satisfaction; and the strengthening of trusting and
holistic patient-clinician relationships (Spanos et al., 2021)

In addition to the findings of Being LGBTQI+ in Ireland (Higgins
et al., 2024), international literature demonstrates that access
to trans healthcare among adults is associated with multiple
positive outcomes including improved mental health outcomes
(Dhejine et al, 2016; Nobili, Glazebrook & Arcelus, 2018); life
satisfaction and job satisfaction (Doyle, Lewis & Barreto, 2023;
Drydakis, 2020); greater relationship satisfaction, higher self-
esteem and confidence and reductions in anxiety, depression,
suicidality, and substance use (What we Know Project, 2018).

This overview of literature establishes the current landscape of
trans healthcare in Ireland as well as the experiences of trans
and non-binary adults and trans and gender-diverse young
people in Ireland captured in existing literature. This literature
also makes clear Ireland’s human rights obligations in relation
to the provision of trans healthcare alongside the extensive
international, European, regional and national guidelines in
place shaping the shared principles in the provision of adult
and youth trans healthcare. Share principles identified across
this literature acknowledge the importance of:

accessible, universal trans healthcare for young people
and adults delivered in primary and community care
settings.

affirmative, holistic and safe trans healthcare delivered by
practitioners with the necessary expertise, resourcing and
training.

community co-production in the provision of trans
healthcare to ensure the most effective outcomes.

grounding the provision of this care in international
medical best practice and human rights through the
implementation of informed consent and adherence to
WPATH SOC (WPATH, 2022).

Taken together this literature contextualises the following
findings of this research to come and grounds the key
principles of a vision for a model of care put forth by Belong To
in response.



This is the first dedicated quantitative study regarding trans
people in Ireland in relation to accessing trans healthcare. It
identifies the specific pathways to trans healthcare accessed
by trans people and explores the potential barriers encountered
during access. The Trans Healthcare in Ireland research

was conducted by Associate Professor Dr. Aideen Quilty in
collaboration with Belong To and received ethical approval from
University College Dublin in September 2023. Data collection
for the survey was conducted online in October 2023. To obtain
a broad sample of trans individuals aged 14-30 in Ireland
nationally, participants were recruited through an extensive
dissemination strategy that involved national, regional and local
organisations which provide services to or advocate on behalf
of trans young people and adults; engagement with Belong

To’s extensive network of young people and professionals; and
utilisation of social networking sites, including TikTok, Snapchat,
Instagram to promote the survey.

This research employed a structured survey design that
combined 47 open and closed questions hosted on the verified
survey site Survey Monkey. The survey was anonymous meeting
GDPR guidelines for anonymity to ensure the safety and
comfort of trans people. The inclusion criteria specified were
any person who identified as trans and/or non-binary, aged 14-
30 years and living in the Republic of Ireland. The direct quotes
throughout the report are from trans and non-binary people
who consented to their responses to the open-ended questions
in the survey being included in the published report.

Some 1,509 people started the survey. A number of participants
fell outside the inclusion criteria and were removed. The final
sample consisted of 454 trans and non-binary people between
the ages of 14 and 30 years. Their age, location and gender
profile is below. Based on current estimations of the population



of LGBTQ+ youth in Ireland aged 14-30, using CSO data from
2016, this comfortably exceeded the minimum acceptable
sample size of 383 required for a confidence level of 95% and a
margin of error of 5%.

Age (n=454)
W 14-16 (153)
W 17-23 (217)
W 24-30 (84)

Location (n=454)

% M  Munster (136)
[l Leinster (252)
M Connacht (52)

Ulster (14)

Gender* (n=454)

Cis woman 1.9% 3
Cis man 0.66% 9
Trans man 33% 150
Trans woman 19% 88
Trans masculine person 17% 78
Trans feminine person 7.9% 36
Non-binary person 28% 128
Agender person 6% 28
Gender non-conforming person 9% 41
Genderqueer person 12% 56
Questioning gender 12% 55
Self described 4% 19

*Survey participants were given the option of selecting multiple responses for the
categories gender identity/expression.
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Accessing Trans Healthcare

10%

Has medically
transitioned/wants to
(n=454)

® No (84)

[ Yes (323)

M Unsure (47)

18% (n=84) of all participants indicated that they had not
medically transitioned, and that medical transition is not
something they would like to pursue in the future. These
participants were not asked the following blocks of questions
regarding access to medical transition.

Has tried to access
38% medical transition

(n=323)

m No (124)

[ Yes (201)

38% (n=124) of participants asked about accessing medical
transition indicated that they had not tried to access medical
transition. These participants were not asked the following
blocks of questions regarding accessing or attempting to access
medical transition, and skipped forward to questions relating to
barriers to accessing care.

Age of first attempting to
access trans healthcare

Age of first trying
to access trans
healthcare (n=323)

M Under 17 (83)
©  Over 17 (116)

Trans Healthcare in Ireland



The survey has provided significant insight into the access and
referrals pathways utilised by young trans people. For young
people in Ireland attempting to access trans healthcare, GPs
were the most frequently sought healthcare professionals to
initiate their journey (86%). Having made contact with their
GP, 44% of young people were referred to CAMHS and of those
young people referred, 12% were seen. 56% of young people
did not receive an onward referral to any additional service
from their GP. Following their appointment in CAMHS 47% of
participants were not referred to any additional service. 33%
were referred to the adult service in Ireland (NGS), 20% were
referred to the Tavistock satellite service and 7% were referred
to Crumlin. Participants who were referred to additional
services and are currently on a waiting list have been waiting
for 1-2 years.

42% of relevant participants indicated that they had first tried
to access trans healthcare when they were under the age of 17.
These participants were asked the following blocks of questions
on youth pathways to trans healthcare. The 58% of participants
who indicated that they first tried to access trans healthcare

at age 17 or older skipped this block, and were asked questions
relating to adult pathways to trans healthcare.



GP

CAMHS

Therapist or counsellor
NGS

Private care abroad

Satellite clinic in Crumlin Children’s Hospital
(Travistock Satellite Service)

Self medication/DIY

Public healthcare in a country other than
Ireland

Telemedicine
Private care in Ireland

Other**

* Participants could select multiple healthcare services.

**Qpen text box responses (Endocrinologist on public health service Ireland; private

practitioner in Ireland).

Significantly, thematic analysis of open-ended responses
revealed that as a result of the lack of a dedicated service
supporting young people under 17 and their caregivers, many

86%

53%

23%

20%

12%

1%

6%

5%

5%

5%

2%

1

44

19

17

10

young people were unable to be referred onwards from their GP
or CAMHS to trans healthcare and were unaware of additional
supports for them in the interim. As a result, young people and

their caregivers experienced prolonged periods without any

additional support compounding young people’s adverse mental

health experiences.



“Being on multiple waiting lists for almost all my teen
years made me much more depressed. | had struggles
in my personal life like anyone does, but waiting
indefinitely made me feel like nothing would ever
change for the better.”

“l would be repeatedly told how impossible it is for
people my age to be seen by the medical system for
trans healthcare.”

“Not being able to get gender-affirming care as a
14-year-old takes a serious toll on my mental health.

| feel alone. | don’t feel comfortable in my body and
just try to imagine walking around in skin that doesn’t
feel like your own.”

As a result, of the participants who first tried to access trans
healthcare when aged under 17 (n=83), only 14% (n=12) of
participants successfully accessed this care before aging out of
adolescent services.

Similarly to young people in Ireland attempting to access trans
healthcare, GPs were the most frequently sought healthcare
professionals to initiate medical transition for over 17s (91%).
Having made contact with their GP, 74% of over 17s were
referred to the NGS. 19% of over 17s did not receive an onward
referral to any additional service. Of the 74% of over 17s referred
to the NGS, 5% attended an appointment with the NGS for
access to gender-affirming care. 1in 3 participants over 17
waited at least three years for an appointment with the NGS for
access to trans healthcare.



Which healthcare services have ever been

contacted re: access (highest to lowest)*

(n=116)

GP 91% 106
NGS 58% 67
Private care abroad 47% 44
Therapist or counsellor 38% 54
Telemedicine 25% 23
Self medication/DIY 20% 29
Pricate care in Ireland 19% 22
Other** 9% 3
Public healthcare in a country other than o

Ireland 3% 3

* Participants could select multiple healthcare services.

**Open text box responses (Private consultant psychiatrist in Ireland; private
practitioner in Ireland).

Time on waitlists

Over 17s: how long have you been on a

waiting list for the NGS?* (n=70)

Less than 6 months 10% 7
Under 1 year 19% 13
1-2 years 41% 29
3-5 years 30% 21

*Time in this context is accounting for the amount of time spent waiting to date from
the point of referral rather than time spent waiting for an appointment.
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Thematic analysis of participants’ responses revealed that
waiting for trans healthcare through the public system
significantly impacted their mental health, wellbeing and

full participation in their lives. An overwhelming number

of participants contextualised their experiences of waiting
through feelings of hopelessness within qualitative comments.
While waiting for access to trans healthcare, participants
experienced increased stress in response to the uncertainty of
how long they would be expected to wait for care. Additionally,
participants shared that, as a result of waiting, they experienced
persistent distress as a result of dysphoria, depression, suicide
ideation and decreased feelings of self-worth.

“You feel like with each passing day nothing will
improve and that you’re stuck, left to ruminate on
your dysphoria. Especially when you are struggling
with suicidal thoughts, it feels like you’re left
stranded at sea, left to drown.”

“It is depressing and humiliating to wait for years and
years to be given the chance to live your life. My life
is spent waiting and waiting and waiting.”

Significantly, a substantial number of participants shared that
a consequence of being unable to access trans healthcare was
resulted in a withdrawal from or reduction in their participation
in key aspects of their lives including withdrew education,
employment and interpersonal relationships.

“Going outside, working, dating, seeing friends,
getting out of bed, every single aspect of my life is so
much harder and uncomfortable because I’m not able
to get proper gender affirming care.”

“I’ve recently started at university and was hoping
to be on hormones before | did, as much as | try |
can’t present fully as male due to factors that could
be greatly reduced by my having access to gender-
affirming care, this means that | don’t feel entirely
safe or comfortable in this new environment.”



Among participants who are accessing or want to access trans
healthcare, 90% indicated that they have or would pursue
alternative pathways to accessing this care — including private
care abroad, telemed and/or self-medication?.

Among participants who pursued alternative pathways, 51%
have sought care from a private provider abroad/telemed and
32% have sought self-medication or ‘DIY hormones’.

The experiences of each cohort are detailed in the following
sections.

A key finding of this research has been the number of
participants who turned to alternative pathways in response
to the barriers they experienced in accessing trans healthcare
in Ireland. A total of 91 of the 179 respondents (51%) who
indicated that they have or would pursue alternative pathways
to accessing this care have tried to access trans healthcare
through private care abroad/telemed. Thus, 6% of participants
under 17 years and 74% of participants over 17 years have

tried to access trans healthcare through private care abroad/
telemed.

3 ‘Telemed’ refers to the virtual assessment for and prescription of medications.
Participants who had taken this pathway pay a registered healthcare practitioner abroad
for assessment of gender dysphoria, and/or prescription of hormones. Self-medication
or ‘DIY hormones’ can involve using unregulated hormonal treatments, or the process of
a person taking prescription hormones that have not been directly prescribed to them.



Waiting lists in Ireland 98% 79

Faster than public healthcare 96% 78
Better quality than public healthcare 67% 54
Less restrictive than public healthcare 67% 54
Heard about someone else who had a bad

. . - 54% 44
experience of accessing care in Ireland
Was not referred for care in Ireland 21% 17
Had their own bad experience of accessing 18% 14

care in Ireland

*Participants could select multiple options.

The top three reasons among all participants who accessed
private care abroad/telemed are responsive to the ongoing
barriers experienced by trans individuals in Ireland as a result of
the extensive wait times alongside the perception that private
care/telemed can provide individuals with a higher standard of
care than the public service in Ireland.

Significantly, private care abroad/telemed services gave many
participants access to much needed forms of trans healthcare.
The waitlists for access to trans healthcare in Ireland left many
participants feeling as though private services were one of their
only options to access this healthcare timely in accordance
with their needs. As a result, cost becomes a significant barrier
for participants compounding inequalities for those who cannot
afford to access private care.



“It is such a strain on my mental health that | need

to work tirelessly to access the hormones | need
through a private clinic because | cannot access them
simply through the Irish healthcare system.”

“l am terrifyingly anxious every day about how | am
going to afford to continue my healthcare as | have to
pay for private trans healthcare due to not being able
to access public trans healthcare in Ireland due to
the waiting lists.”

Additionally, in order to access private trans healthcare abroad,
participants needed GPs based in Ireland to support and
oversee their care via shared care*. Many struggled to find GPs
willing to engage in shared care, citing a lack of support or
understanding from GPs regarding the shared care process.
Numerous participants also stated that the National Gender
Service discouraged their GP from facilitating shared care. As a
result, many individuals were once again left without access to
trans healthcare or continued their care without support and
oversight from a practitioner based in Ireland.

“l tried to do shared care between my GP and a
private provider, | asked my GP if they were willing
to facilitate blood tests for me so | can send onto a
private provider, my GP told me that the NGS forbids
GPs from doing this and thus refused to help me.”

“l was already 3/4 of a year on the public waitlist
when | needed to do something and couldn’t just wait
anymore, my options were practically to continue
losing hope and give up totally with no chance of
survival, or | was going to earn the money | needed to
go private.”

“If 1 hadn’t sought out treatment through abroad
private options | would feel incredibly hopeless,
before going down my current path it felt like there
really was no possible option to transition here, |
looked at every path, every option and had constant
help from adults and people in the medical field and
we all received nothing but cold shoulders.”

4 Shared care, also known as collaborative care, is a process in which a person’s
healthcare is managed by two healthcare providers. Shared care is widely used in
an Irish context for specialised services. In the context of trans healthcare shared
care involves GPs facilitating the prescribing and monitoring of hormone treatment in
primary care in agreement with the initiating specialist.
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An important insight from the research is the extent to which
participants resorted to self-medication/DIY. A total of 57 of the
179 respondents (32%) who indicated that they have or would
pursue alternative pathways to accessing this care have tried
to access trans healthcare through self-medication/DIY. Thus,
4% of participants under 17 years and 47% of participants over
17 years have tried to access trans healthcare through self-
medication/DIY.

Waiting lists in Ireland 86% 49
Faster than public healthcare 7% 44
Less restrictive than public healthcare 61% 35
Can’t afford private care 51% 29
Don’t trust the healthcare system in Ireland 37% 21
Couldn’t get referral in Ireland 30% 17
Better quality than public healthcare 30% 17
Care was denied to me 28% 16
Own bad experience with healthcare 25% 14
Fear of being outed 12% 7

*Participants could select multiple options.

Crucially, the extensive wait times for access to trans
healthcare were identified by participants as a key rationale
for their accessing self-medication/DIY. In addition to the wait
times, similar to access to private care, self-medication/DIY
emerges as an intervention by participants in response to the
perceived restrictive nature of the public service.



“l was warned against going DIY by multiple
professionals and | had no choice in the end. | was
lucky enough that I’m able to find ways to safely
obtain hrt via DIY and knew how to read my [blood]
levels; if | hadn’t | may not be alive right now.”

“With the system we have, DIY might be my only
option for HRT in a timely manner.”

While self-medication/DIY allows participants to access the
care they need it can place people at risk of negative health
outcomes as this means of accessing transition often takes
place without access to blood tests given the lack of awareness
and stigmatisation of self-medication/DIY among healthcare
professionals. Participants who engaged in self-medication felt
increased fear, anxiety and stress, particularly in relation to
their safety, health and the precarious nature of the means of
accessing hormones.

“Self medication has helped but | am constantly
scared of how unsafe it is as | do not have access to
any blood tests or other safety measures.”

“l am afraid to talk to my GP about self medding
because | have had bad experiences with GPs refusing
to have anything to do with my transition.”

The reasons for accessing alternative pathways identified by

participants are meaningfully contextualised by the extensive
barriers that participants both under and over 17 experience

when attempting to access trans healthcare in Ireland.

Participants who wanted to access trans healthcare (n=323)
were asked to identify the barriers they experienced when
attempting to access this form of care. The findings related
to the barriers are presented in relation to three cohorts of
participants:

Those who wanted to access medical transition but had
not attempted to access trans healthcare.



Those who indicated they had first tried to access care
when under 17.

Those indicated they had first tried to access care when
over 17.

38% (n=124) of participants asked about accessing medical
transition indicated that they had not tried to access medical
transition. These participants identified the following as barriers
to their access of trans healthcare in Ireland.

Fear of discrimination 60% 74
Lack of information: own 56% 70
Guardian prevented access to care 52% 65
Waiting lists: over and under 17s 52% 64
Cost of care in Ireland 51% 63
Fear of being outed 47% 58
Zfs(;(:ies:;;eone else had a bad healthcare 38% 47
Cost of care abroad 36% 45
Didn’t want to travel for care 33% 41
Don’t trust Irish healthcare system 30% 37
Lack of information: parent/guardian 25% 31

*Participants could select multiple options.



26% (n=83) of participants asked about accessing medical
transition indicated that they first attempted to access trans

healthcare under 17. These participants identified the following

as barriers to their access of trans healthcare in Ireland.

Waiting lists: under 17s
Lack of information: parent/guardian

Cost of care abroad

Heard someone else had a bad healthcare
experience

Cost of care in Ireland

Guardian prevented access to care
GP: didn’t know how to refer
CAMHS: refused to refer me

Didn’t want to travel for care

My referral (from a service other than
CAMHS) was delayed or denied

GP: refused to refer

GP: no local GP with info on how to refer
Fear of being outed

Don’t trust Irish healthcare system

Fear of discrimination

Own bad experience of healthcare system
Care denied

Lack of information: own

*Participants could select multiple options.

7%

55%

53%

52%

52%

46%

37%

35%

28%

27%

19%

17%

12%

6%

5%

4%

1%

1%

64

46

38

16

31

14

29

22

43

44

23

43

10



Waiting lists: over 17s

Lack of information: own

Heard someone else had a bad healthcare
experience

Lack of information: parent/guardian
Didn’t want to travel for care

Own bad experience of healthcare system
Fear of being outed

Guardian prevented access to care
My referral was delayed or denied
Fear of discrimination

Don’t trust Irish healthcare system
Cost of care in Ireland

GP: didn’t know how to refer

Cost of care in ireland

GP: didn’t know how to refer

Care denied

GP: refused to refer

GP: no local GP with info on how to refer

*Participants could select multiple options.

67%

55%

38%

26%

33%

26%

25%

16%

15%

13%

9%

8%

%

8%

7%

1%

1%

1%

184

152

106

100

2

14

69

44

42

36

26

23

18

23

18



Wait times 67% 184

Lack of information: own and guardian 55% 152
Guardian prevented access to care 38% 106
Cost 26% 100
Negative experiences 33% 92

36% (n=116) of participants asked about accessing medical
transition indicated that they first attempted to access trans
healthcare over 17. These participants identified the following as
barriers to their access of trans healthcare in Ireland.

It is clear from the participants’ responses that wait times,
lack of information, caregiver consent, cost and negative
experiences were identified as significant barriers to accessing
care.

The wait times for both youth and adult access to care
emerged as the most significant barrier for participants in this
study. Thus the effects of waiting on participants are significant.
Participants communicated that the extensive waiting expected
of them had adverse effects on their mental health and
participation in their social worlds.



Research in Ireland has found that 82% of trans people have
experienced suicide ideation and 39% have made a suicide
attempt (Higgins et al., 2024). In addition, these experiences
are compounded for trans young people. Within this research
and Being LGBTQI+ in Ireland (Higgins et al., 2024), participants
named the lengthy waiting time they experienced to access
trans healthcare in Ireland as one of the direct causes of their
distress. In addition to the impact of waiting for access to
care on participants’ wellbeing, the ubiquity of waiting created
feelings of hopelessness, uncertainty and isolation and often,
as this research demonstrates, led participants to explore
alternative pathways of care as the only viable options in
response to an increasingly inaccessible service.

Additionally, participants shared in open-text boxes that they
experienced barriers to accessing accurate information about
how to initiate their transition journey. This impacted young
people through the ability of their guardians to access accurate
and up-to-date information regarding their pathways to care.

While the National Gender Service provides a website (National
Gender Service Ireland, 2024) with detailed information

on referral pathways, services offered and wait times, and
community organisations such as Trans Equality Network
Ireland and Belong To also provide information participants
persistently acknowledge that there is a lack of clarity
regarding how trans healthcare in Ireland is accessed. This
lack of information permeates all aspects of this multi-layered
system and includes a lack of knowledge among individuals



themselves, caregivers and practitioners. This barrier highlights
the fact that current endeavours to communicate how this care
functions are not serving community needs and that alternative
approaches are necessary to address this barrier in meaningful
ways. Such alternative communication endeavours need to

take into consideration how young people and their caregivers,
adults and practitioners want to engage with this information to
ensure that needs are met for the diversity of individuals who
have a stake in how this care is both accessed and facilitated.

Alongside waiting times and lack of information, caregiver
consent and support emerged as a significant barrier
predominantly affecting young people but not limited to them
for specific socio-economic reasons. For many young people
accessing trans healthcare was not possible due to a lack

of caregiver support. For young people under 17 this barrier
emerges due to the requirement that caregivers consent to care
for young people.

Significantly, parental support impacted participants over

17 who despite their ability to consent to their care were
economically reliant on their caregivers and as such were
unable to pursue care given the potential impact this would
have on their wellbeing, familial relationship and economic
security. Participants over 17 reckoned with the current socio-
economic climate in Ireland that sees more and more young
people engaged in financial dependence on their caregivers as
a result of the ongoing economic precarity in Ireland and the
housing crisis. As such the challenges facing participants in
relation to caregiver consent and support predominantly affect
young people below the age of autonomous consent but this
circumstance is not limited to them.



Challenges related to caregiver consent and support are visible
across all aspects of healthcare and have robust methods of
intervention to ensure the needs and wellbeing of the young
person are balanced against the significance of caregiver
consent. This can be meaningfully witnessed within the HSE
National Consent Policy (HSE, 2024) which prescriptively attends
to the very circumstances that participants have outlined in
this research. Given the acknowledgement by participants

that caregiver consent and support is a significant barrier in
accessing care, actions taken to improve and provide trans
healthcare in Ireland for young people need to be cognisant

of this challenge and the existing policy frameworks and
processes that address consent and assent for young people
in healthcare interactions. In addition to this the facilitation of
trans healthcare in Ireland would benefit immensely from the
availability of comprehensive family mediation to ensure that
the needs of the young person are met and prioritised while
holistically attending to the issues that are creating barriers to
caregiver consent and support. As this research makes evident
caregiver consent and support do not only affect young people
under 17 and as such, as part of a comprehensive model of
care the availability of family support and mediation stands

to benefit all individuals who may require it and should be an
integral, integrated and resourced aspect of trans healthcare in
Ireland.

Finally cost emerged as a significant barrier for participants

in this study. As a result of the absence of a service for trans
youth in Ireland and the extensive wait times for adult services,
private care emerged for many participants as the only viable
alternative. As a result, cost becomes a barrier to accessing this
form of healthcare for participants.



While private care as an alternative pathway emerged as a
significant intervention in response to the inaccessibility of
trans healthcare, access to these services is mediated by an
individual’'s access to immediate funds, their ability to pay

‘out of pocket’ (Defreyne, Motmans and T’Sjoen, 2017). Many
of these private services require a registration fee, monthly
subscription costs and additional costs relating to blood

work, doctor appointments and the medication itself. In many
ways, the specific privatisation of trans healthcare in an Irish
context is responding to a broader systemic problem related
to healthcare provision in Ireland. Private trans healthcare

can thus be seen as a specific intervention in response to the
two-tier health system in Ireland, a response that capitalises
on an economically marginalised community’s health precarity,
a community who is already economically vulnerable. Irish
scholarship has demonstrated that trans people often
experience economic inequalities, largely as a result of their
experiences in attempting to negotiate education, employment
and housing as trans people (Dunne and Turraoin, 2015; Karsay,
2021; Quilty and Morris, 2020; TENI, 2017; Vasquez del Aguila
and Cantillon, 2010). While private pathways to care allow for
some individuals to access trans healthcare it works to further
compound inequality and stratify trans individuals along class
lines in relation to healthcare access. As participants have
made clear often this care is precarious due to its dependence
on financial stability. Significant attention will be needed in
order to facilitate the integration of individuals in private care
and indeed in alternative pathways such as DIY as part of the
new model of care in order to ensure this model is equitable.

The final barrier which emerged for participants is in relation to
hearing about someone else experiencing negative treatment
in the public health system in Ireland. Many participants in
open-ended responses shared that they felt the current public
service did not meet the needs of the community. This in

turn creates a climate of fear and distrust between the trans
community and healthcare providers making holistic medical
care challenging to achieve.



Ireland’s current provision of trans healthcare differs from
models of informed consent, which is the standard model in
many countries, particularly in Europe, as it retains a clinician’s
role in establishing an individual’s suitability for medical
transition based on diagnostic criteria (Kearns, O’Shea and Neff,
2023a, 2023b). This model undoubtedly influences the extent
of the existing wait times. The centralised service operating
solely in Dublin through this pathologising model, with a small
specialised clinical team that insists on multiple assessments
for diagnosis before considering an individual for care is
evidently unable to meet the needs required by the community.
In contrast, community-based informed consent care in other
jurisdictions has been demonstrated to significantly reduce
wait times and is identified as delivering a higher standard and
quality of care (Spanos et al., 2021).

In addition, the current pathologising model of trans healthcare
causes significant distress to trans individuals leading

to anxiety regarding the assessment process in order to

receive access to healthcare. Participants worried that any
additional needs they had namely mental health challenges or
neurodiversity would be utilised to deny them care rather than
practitioners ensuring that the entirety of their health needs are
met as they access medical transition.

The provision of trans healthcare across the world has created
extensive and comprehensive means of meeting the entirety of
the health needs of individuals by embedding trans healthcare
within community-based care settings. In this model of trans
healthcare, practitioners are provided with space to attend to
the fullness of an individual’s health needs and are operating
within robust community-based heath settings where referrals



to additional services and supports are more easily facilitated.
As such, trans healthcare in community-based settings through
informed consent is appropriately placed to meet the needs of
trans communities including those with additional needs.

The findings of the Trans Healthcare in Ireland study reveal that
trans healthcare in Ireland is extensively inaccessible for young
people and adults predominantly as a result of the waiting
times for access to appropriate care for adults and the lack

of service provision for young people and their caregivers. In
response to the inaccessibility of public care many participants
turned to alternative pathways in the form of private care or
self-medication. For young people, the lack of service provision
often saw them suspended without onward referrals both from
their GPs and CAMHS. Overall the current situation of trans
healthcare in Ireland is negatively impacting the mental health
and wellbeing of participants, with many of them naming that
the inaccessibility of care increased their feelings of anxiety,
suicidality, self-harm and social isolation. Significantly, GPs
were named by both under 17s and over 17s as the predominant
healthcare professionals approached to initiate their care
journeys further clarifying the important role of GPs in the
provision of this care moving forward. Though the findings of
this research confirm that the current model of care is unable
to meet the needs of this cohort, there are clear opportunities
to improve the provision of this care drawing from international
expertise, research and guidelines.



Belong To
Vision for a

Model of
Care: Key
Principles

The Trans Healthcare in Ireland study indicates that many trans
people in Ireland face extensive challenges in accessing trans
healthcare. Based on the study’s findings, relevant literature
and a review of international best practice guidelines, Belong To
has developed key principles for a vision of a model of care with
a view to advancing trans and non-binary people’s access to
trans healthcare in Ireland.

This vision is an accessible and holistic model of care grounded
in international and national research, human rights and
medical best practice in line with Slaintecare’s core principle of
community-based, integrated care.

Local:
Integrated, equitable and sustainable.

Safe:

Person-centred and grounded in medical
best practice.

Informed:
Accountable and rights-based.
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Is free at the point of use with the care pathway initiated
in primary care by GP referral to Health Region Specialised
Outpatient Service for Youth. Primary care retains
responsibility of providing referral to CAMHS to support
young people experiencing mental health difficulties where
necessary. Primary care maintains ongoing oversight and
support for general patient health.

Is holistic, person-centred and responsive to emergent
community needs through multidisciplinary health region
specialised outpatient services for young people and their
families.

Health region specialised services are staffed by
multidisciplinary team (MDT) who provides holistic person-
centred needs assessment and individualised care plan.

The care plan developed may consist of medical,
therapeutic and social interventions including psychological
supports, speech therapy, and family support delivered in
service.

Complies with national and international human rights
and medical best practices and aligns with the principles
of self-determination and informed consent in line with
HSE Consent Policy. Upholds the rights of young people to
access quality care that centres their needs and wellbeing
in a safe and inclusive space alongside the medical
expertise of the practitioners and the ongoing support of
their caregivers where appropriate.



Adult Care

(17+ years)

Access to trans healthcare for adults in
Ireland:

Local

3

Informed
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Our Vision: An Integrated Life Span
Model of Care for Youth and Adults

Young People
and Caregivers

Adults

Receiving care
throught alternative
pathways

52 Trans Healthcare in Ireland

Provides referral to Health Region
Specialised Outpatient Service.

Where necessary provides referral
to CAMHS to support young
people experiencing mental health
difficulties.

Ongoing oversight and support for
general patient health.

The initiation of prescription and
monitoring of hormone therapy
is facilitated by GPs through an
informed consent framework in
primary care.

Referral to Regional outpatient
services is provided for any
additional gender-related
healthcare needs.

GPs to facilitate care for
individuals receiving care via
alternative pathways (e.g private
care or self-medicating) through
harm-reduction and integration
guidelines in collaboration with
multidisciplinary health region
specialised outpatient services.




cesssd

We envision the establishment of a National Clinical Programme for Trans
Healthcare in Ireland. Created through a community co-production partnership
approach with trans communities and stakeholders, this National Clinical
Programme for Trans Healthcare would be responsible for governance, training,

policy and procedures.

,) ‘I Back to Primary Care. ‘

Health Region
Specialised

Outpatient Service
for Youth and
Adults

] To another identified
HSE service.

] Staffed by a multidisciplinary
team that provides holistic
person-centred needs
assessment and individualised
care plan.

] Development of care plan
which may consist of

medical, therapeutic and o
social interventions including Additional forms of referral

psychological supports, speech will be possible directly into
therapy, and family support the Health Region Specialised
delivered in service. S .> Outpatient Service for Youth

and Adults including sexual
health services; mental health
services and self-referral in
the absence of ongoing primary
care.

] Ongoing point of contact
within the service will be
a care navigator - a trans (' S
or non-binary person with
lived experience who can
guide individuals through the
services offered.

] Manage the local primary
provision of care for the region.
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Recommendations

Recommendation 1: An
Integrated Life Span Model
of Care for Youth and Adults

Belong To Recommends the HSE develops a new integrated,
decentralised model of trans healthcare care, through

a community co-production partnership approach, that
addresses all medical, therapeutic and social care and
specific interventions relevant for young people and adults
in compliance with national and international human rights,
medical standards of care, and the principles of self-
determination and informed consent.

| Young people and their caregivers: The new integrated
model of care is facilitated through an integration of
community care settings and multidisciplinary health
region specialised outpatient services that meet the needs
of trans young people throughout the country.

| Adults: The new integrated model of care is facilitated
through the prescription and monitoring of hormone
therapy in primary care through an informed consent
framework alongside the provision of multidisciplinary
health region specialised outpatient services in order to
address the full spectrum of health, wellness and any
additional gender-related healthcare needs of trans people
including medical, therapeutic and social.

| The new integrated model of care is free at the point of
use providing a wide range of trans healthcare services
based on the needs of the person.
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Belong To recommends the HSE establish the National

Clinical Programme for Trans Healthcare in Ireland through

a community co-production partnership approach and
consultation with key stakeholders. The National Clinical
Programmme for Trans Healthcare in Ireland is responsible for the
training and professional development of practitioners within
the multidisciplinary regional specialised outpatient services
and local primary care providers.

GPs are resourced and trained to understand gender and
sexual diversity, and initiate prescription and monitoring of
hormone therapy in primary care settings.

Mental health professionals are trained to understand
gender and sexual diversity, and deliver therapeutic
support to patients when necessary.

Social and community workers are trained to understand
gender and sexual diversity and deliver additional support
to patients where necessary, specifically family support.

Additional relevant professionals in the multidisciplinary
regional health specialised outpatient services are trained
in gender and sexual diversity and have the proper medical
training for the services they deliver.

The Irish Medical Council, Nursing and Midwifery Board of
Ireland, Irish College for General Practitioners, and other
training providers and medical and nursing schools should
review their curricula, standards and training to ensure
that teaching, and compulsory and ongoing training, covers
the health inequalities facing trans and non-binary people,
and how best to provide trans inclusive care.



Belong To recommends the HSE National Clinical Programme
for Trans Healthcare in Ireland develops a trans healthcare
policy framework which addresses:

Strategy for development and roll-out of the new
integrated model of trans healthcare beginning with a pilot
in two health regions.

Implement WHO guidance and the ICD-11 diagnostic model
by providing trans healthcare through the primary care
system.

Harm-reduction and integration guidelines for GPs and
multidisciplinary health region specialised outpatient
services to integrate and facilitate care to individuals
receiving care via alternative pathways (e.g. private care or
self-medicating).

Guidelines and policies for GPs, practitioners in outpatient
services and additional professionals to facilitate care

for young people and their families and adults based on
self-determination and informed consent i n line with
the 2022 HSE Consent Policy, national and international
human rights and evidence-based international standards
adhering to the WPATH Standards of Care Version 8 (2022).

Develop a surgical programme and training scheme to
provide for gender-affirming surgery through the public
healthcare system.



Bibliography

Adams, N and Ganesan, D (2023) The State of Trans-Specific
Healthcare in the EU: Looking Beyond the Trans Health Map
2022. Berlin: TGEU. Available here.

Adelson, S. L. and of Child, T. A. A. (2012) ‘Practice parameter
on gay, lesbian, or bisexual sexual orientation, gender
nonconformity, and gender discordance in children and
adolescents’, Journal of the American academy of child &
adolescent psychiatry, 51(9), pp. 957-974. Available here.

American Psychiatric Association (2013) Diagnostic and
statistical manual of mental disorders. 5th edn, Washington,
D.C.: American Psychiatric Publishing. Available here.

Ashley, F (2019) ‘Gatekeeping hormone replacement therapy for
transgender patients is dehumanising’ Journal of Medical Ethics
45:480-482. Available here.

Association, A. P. (2015) ‘Guidelines for psychological practice
with transgender and gender nonconforming people’, American
psychologist, 70(9), pp. 832-864. Available here.

AusPATH. (2022) Australian Informed Consent Standards of Care
for Gender Affirming Hormone Therapy. Australian Professional
Association for Trans Health: Australia. Available here.

Bailey, L., J. Ellis, S. and McNeil, J. (2014) ‘Suicide risk in the UK
trans population and the role of gender transition in decreasing
suicidal ideation and suicide attempt’, Mental Health Review
Journal, 19(4), pp. 209-220. Available here.

Belong To (2020) LGBTI+ Life in Lockdown Key Findings.
Research Report. Dublin: Belong To. Available here.

Belong To (2021) LGBTI+ Life in Lockdown: One Year Later Key
Findings. Research Report. Dublin: Belong To. Available here.

Belong To and Pizmony-Levy, O. (2019) The 2079 School Climate
Survey Report: The experience of lesbian, gay, bisexual and trans
young people in Ireland’s schools. Research Report. Dublin:
Belong To and Columbia University. Available here.

Belong To and Pizmony-Levy, O. (2022) The 2022 School Climate
Survey Report: The experience of lesbian, gay, bisexual and
trans young people in Ireland’s schools. Research Report.
Dublin: Belong To and Columbia University. Available here.



Bernat, J. L. and McQuillen, M. P. (2021) ‘On Shared Decision-
making and Informed Consent’, Neurology. Clinical Practice, 11(2),
pp. 93-94.

Black, J. (2024) ‘National Gender Service waiting list surpasses a
decade’ The Beacon, 8th February. Available

Bourns, A. (2021) Guidelines for gender-affirming primary care
with trans and non- binary patients. Rainbow Health Ontario:
Ontario. Available

Bryan, A. and Mayock, P. (2012) ‘Speaking back to dominant
constructions of LGBT lives: Complexifying ‘at riskness’ for
self-harm and suicidiality among lesbian, gay, bisexual and
transgender youth’, Irish Journal of Anthropology, 15 (2), pp.
8-15. Available

Buggy, C. J., Murphy, S. and Chevallier, C. (2019) Understanding
and Improving the Lived Experiences of Sexual and Gender
Minority Students in Ireland. Dublin: TCD Equality. Available

Cabhill, K. (2022) Coping and resilience in transgender individuals
who have experienced transphobic hostility: an interpretative
phenomenological analysis. PhD Thesis. University of Limerick.
Available

Callahan, C. J. and McGuire, J. K. (2022) ‘Sexual orientation
labelling: relational processes of trans identity development’,
Culture, Health & Sexuality, 24(12), pp. 1634-1649. Available

Callen-Lorde (2018) Protocols for the Provision of Hormone
Therapy. Callen-Lorde: New York. Available

Cavanaugh, T., Hopwood, R. and Lambert, C. (2016) ‘Informed
Consent in the Medical Care of Transgender and Gender-
Nonconforming Patients’, AMA Journal of Ethics, 18(11), pp. 1147-
1155. Available

Ceatha, N., Gates, G. J. and Crowley, D. (2023) ‘LGBT+ Self-
Identification Among Youth in Ireland Aged 17-18 Years: A
Research Brief’, Population Research and Policy Review, 42(4),
pp. 64 -79. Available

Chen, D., Hidalgo, M. A., Leibowitz, S., Leininger, J., Simons, L.,
Finlayson, C. and Garofalo, R. (2016) ‘Multidisciplinary care for
gender-diverse youth: A narrative review and unique model

of gender-affirming care’, Transgender Health, 1(1), pp. 117-123.
Available

Chevallier, C. and Buggy, C. J. (2020) Safeguarding, Supporting,
and Supervising Gender Minority Students in Institutes of Higher
Education: Information, Advice, Considerations, and Reference
Materials for the Inclusion and Protection of the Trans, Non-
Binary, and Gender Non-Conforming Community. Dublin:
National LGBTI Federation. Available



Coleman, E. and Radix, A. E. and Bouman, W. P. and Brown, G.
R. and de Vries, A. L. C. and Deutsch, M. B. and Ettner, R. and
Fraser, L. and Goodman, M. and Green, J. and Hancock, A. B.
and Johnson, T. W. and Karasic, D. H. and Knudson, G. A. and
Leibowitz, S. F. and Meyer-Bahlburg, H. F. L. and Monstrey, S. J.
and Motmans, J. and Nahata, L. and Nieder, T. O. and Reisner,
S. L. and Richards, C. and Schechter, L. S. and Tangpricha, V.
and Tishelman, A. C. and Van Trotsenburg, M. A. A. and Winter,
S. and Ducheny, K. and Adams, N. J. and Adrian, T. M. and Allen,
L. R. and Azul, D. and Bagga, H. and Basar, K. and Bathory, D. S.
and Belinky, J. J. and Berg, D. R. and Berli, J. U. and Bluebond-
Langner, R. O. and Bouman, M. B. and Bowers, M. L. and
Brassard, P. J. and Byrne, J. and Capitan, L. and Cargill, C. J.
and Carswell, J. M. and Chang, S. C. and Chelvakumar, G. and
Corneil, T. and Dalke, K. B. and De Cuypere, G. and de Vries, E.
and Den Heijer, M. and Devor, A. H. and Dhejne, C. and D’Marco,
A. and Edmiston, E. K. and Edwards-Leeper, L. and Ehrbar, R.
and Ehrensaft, D. and Eisfeld, J. and Elaut, E. and Erickson-
Schroth, L. and Feldman, J. L. and Fisher, A. D. and Garcia, M.
M. and Gijs, L. and Green, S. E. and Hall, B. P. and Hardy, T. L.
D. and Irwig, M. S. and Jacobs, L. A. and Janssen, A. C. and
Johnson, K. and Klink, D. T. and Kreukels, B. P. C. and Kuper, L.
E. and Kvach, E. J. and Malouf, M. A. and Massey, R. and Mazur,
T. and McLachlan, C. and Morrison, S. D. and Mosser, S. W.

and Neira, P. M. and Nygren, U. and Oates, J. M. and Obedin-
Maliver, J. and Pagkalos, G. and Patton, J. and Phanuphak, N.
and Rachlin, K. and Reed, T. and Rider, G. N. and Ristori, J. and
Robbins-Cherry, S. and Roberts, S. A. and Rodriguez-Wallberg,
K. A. and Rosenthal, S. M. and Sabir, K. and Safer, J. D. and
Scheim, A. I. and Seal, L. J. and Sehoole, T. J. and Spencer, K.
and St Amand, C. and Steensma, T. D. and Strang, J. F. and
Taylor, G. B. and Tilleman, K. and T’Sjoen, G. G. and Vala, L.

N. and Van Mello, N. M. and Veale, J. F. and Vencill, J. A. and
Vincent, B. and Wesp, L. M. and West, M. A. and Arcelus, J.
(2022) ‘Standards of Care for the Health of Transgender and
Gender Diverse People, Version 8’, Int J Transgend Health,
23(Suppl 1), pp. S1-s259. Available

Coleman, E., Bockting, W., Botzer, M., Cohen-Kettenis, P.,
DeCuypere, G., Feldman, J., Fraser, L., Green, J., Knudson, G.,
Meyer, W. J., Monstrey, S., Adler, R. K., Brown, G. R., Devor, A.
H., Ehrbar, R., Ettner, R., Eyler, E., Garofalo, R., Karasic, D. H.,
Lev, A. I., Mayer, G., Meyer-Bahlburg, H., Hall, B. P., Pfaefflin,
F., Rachlin, K., Robinson, B., Schechter, L. S., Tangpricha, V.,
van Trotsenburg, M., Vitale, A., Winter, S., Whittle, S., Wylie, K.
R. and Zucker, K. (2012) ‘Standards of care for the health of
transsexual, transgender, and gender-nonconforming people,
version 7’, International Journal of Transgenderism, 13(4), pp.
165-232. Available

Collins E and Sheehan B. (2004) Access to health services for
transsexual People. Dublin: The Equality Authority. Available



Costa, R., Dunsford, M., Skagerberg, E., Holt, V., Carmichael,

P. and Colizzi, M. (2015) ‘Psychological support, puberty
suppression, and psychosocial functioning in adolescents with
gender dysphoria’, The Journal of Sexual Medicine, 12(11), pp.
2206- 2214. Available

Costa, R., Dunsford, M., Skagerberg, E., Holt, V., Carmichael,

P. and Colizzi, M. (2015) ‘Psychological support, puberty
suppression, and psychosocial functioning in adolescents with
gender dysphoria’, The Journal of Sexual Medicine, 12(11), pp.
2206- 2214. Available

Council of Europe (Parliamentary Assembly) (2015) Resolution
2048 (2015) on Discrimination against transgender people in
Europe. Strasbourg: Council of Europe. Available

Coyne, C. A., Yuodsnukis, B. T. and Chen, D. (2023) ‘Gender
Dysphoria: Optimizing Healthcare for Transgender and Gender
Diverse Youth with a Multidisciplinary Approach’, Neuropsychiatr
Dis Treat, 19, pp. 479-493. Available

Cundill, P. (2020) ‘Hormone therapy for trans and gender diverse
patients in the general practice setting’, Australian family
physician, 49(7), pp. 385-390.

Cundill, P., Brownhill, A. and Locke, P. (2020) Protocols for the
Initiation of Hormone Therapy for Trans and Gender Diverse
Patients. Equinox Gender Diverse HealthCentre: Australia.
Available

Danish Health Authority (2018) Guide on Healthcare related to
gender identity. Danish Health Authority: Denmark. Available

de Antonio, I. E., Araque, N. A., Murillo, F. H., Rodriguez, M. F.,
Hagemeijer, A. V., Moreno-Pérez, O., Pérez, M. J. L., Siguero,

J. P. L. and GIDSEEN, G. (2015) ‘Position statement: Gender
dysphoria in childhood and adolescence. Working Group on
Gender Identity and Sexual Development of the Spanish Society
of Endocrinology and Nutrition (GIDSEEN)’, Endocrinologia y
Nutricién (English Edition), 62(8), pp. 380-383. Available

Defreyne, J., Motmans, J. and T’Sjoen, G. (2017) ‘Healthcare
costs and quality of life outcomes following gender affirming
surgery in trans men: a review’, Expert Rev Pharmacoecon
Outcomes Res, 17(6), pp. 543-556. Available

De Vries, A. L., Cohen-Kettenis, P. T. and Delemarre-Van De
Waal, H. (2006) ‘Clinical management of gender dysphoria in
adolescents’, International Journal of Transgenderism, 9(3-4),
pp. 83-94. Available

De Vries, A. L., McGuire, J. K., Steensma, T. D., Wagenaar, E. C.,
Doreleijers, T. A. and Cohen-Kettenis, P. T. (2014) ‘Young adult

psychological outcome after puberty suppression and gender

reassignment’, Pediatrics, 134(4), pp. 696-704. Available



de Vries, J., Downes, C., Sharek, D., Doyle, L., Murphy, R., Begley,
T., McCann, E., Sheerin, F., Smyth, S. and Higgins, A. (2022) ‘An
exploration of mental distress in transgender people in Ireland
with reference to minority stress and dissonance theory,,
International Journal of Transgender Health, pp. 1-18. Available

de Vries, J., Downes, C., Sharek, D., Doyle, L., Murphy, R., Begley,
T., McCann, E., Sheerin, F., Smyth, S. and Higgins, A. (2023) ‘Irish
transgender voices on mental health and mental health care’,
Mental Health and Social Inclusion. No Pagination Specified.
Available

Delaney, N. and McCann, E. (2021) ‘A phenomenological
exploration of transgender people’s experiences of mental
health services in Ireland’, Journal of Nursing Management 29(1),
pp. 68-74. Available

Department of Children and Youth Affairs (2018) LGBT/+ National
Youth Strategy 2018-2020. Government of Ireland: Dublin.
Available

Department of Children, Equality, Disability, Integration and
Youth (2019) National LGBTI+ Inclusion Strategy 2019-2021.
Government of Ireland: Dublin. Available

Department of Children, Equality, Disability, Integration and
Youth (2023) Survey on People in Ireland’s attitude towards
diversity. Government of Ireland: Dublin. Available

Department of the Taoiseach (2020) Programme for
Government: Our Shared Future. Government of Ireland: Dublin.
Available

Deutsch, M. B. (2016) Guidelines for the primary and gender-
affirming care of transgender and gender nonbinary people. San
Francisco: University of California. Available

Dhejne, C., Van Vlerken, R., Heylens, G. and Arcelus, J. (2016)
‘Mental health and gender dysphoria: A review of the literature’,
Int Rev Psychiatry, 28(1), pp. 44-57. Available

Di Ceglie, D., Sturge, C. and Sutton, A. (1998) Gender
identity disorders in children and adolescents: guidance for
management. UK: Royal College of Psychiatrists London.
Available

Doyle, D. M., Lewis, T. O. G. and Barreto, M. (2023) ‘A systematic
review of psychosocial functioning changes after gender-
affirming hormone therapy among transgender people’, Nature
Human Behaviour, 7(8), pp. 1320-1331. Available

Drydakis, N. (2020) ‘Trans People, Transitioning, Mental Health,
Life, and Job Satisfaction’, in Zimmermann, K.F. (ed.) Handbook
of Labor, Human Resources and Population Economics. Cham:
Springer International Publishing, pp. 1-22. Available



European Union (2010) Charter of Fundamental Rights of the
European Union. Official Journal of the European Union C83. Vol.
53. Brussels: European Union. Available

Farrell, M. and Free Legal Advice Clinic (2018) A story of great
human proportions: Lydia Foy and the struggle for transgender
rights in Ireland. Dublin: FLAC. Available

Finland, C. (2020) ‘Medical treatment methods for dysphoria
associated with variations in gender identity in minors—
Summary of a recommendation. Available

Fisher, A. D., Ristori, J., Bandini, E., Giordano, S., Mosconi,

M., Jannini, E., Greggio, N. A., Godano, A., Manieri, C. and
Meriggiola, C. (2014) ‘Medical treatment in gender dysphoric
adolescents endorsed by SIAMS-SIE-SIEDP-ONIG’, Journal of
Endocrinological Investigation, 37, pp. 675-687. Available

Government of Ireland (2023) Sldintecare Action Plan 2023.
Government of Ireland: Dublin. Available

Government of Ireland (2018) Equal Status Acts 2000-2018.
Government of Ireland: Dublin. Available

Government of Ireland (2014) Irish Human Rights and Equality
Commission Act 2074. Government of Ireland: Dublin. Available

Government of Malta (2021) ‘Hormone Therapy’. Available
Government of Malta (2021) ‘Transgender Care’. Available

Green, A. E., DeChants, J. P., Price, M. N. and Davis, C. K.

(2022) ‘Association of Gender-Affirming Hormone Therapy With
Depression, Thoughts of Suicide, and Attempted Suicide Among
Transgender and Nonbinary Youth’, Journal of Adolescent Health,
70(4), pp. 643-649. Available

Harmon, K. (2017) An exploration of the experience of
Irish psychotherapists working with transgender clients. A
phenomenological study. Master’s Thesis. Dublin: Dublin
Business School. Available

Harmon, K. and Donohue, G. (2018) “Not Becoming Mother’: A
Phenomenological Exploration of the Therapeutic Relationship
with Transgender Clients’, Issues in Mental Health Nursing, 39(1),
pp. 53-58. Available

Hastings, J., Bobb, C., Wolfe, M., Amaro Jimenez, Z. and Amand,
C. S. (2021) ‘Medical care for nonbinary youth: Individualized
gender care beyond a binary framework’, Pediatric Annals, 50(9),
pp. €384-e390. Available

Haynes, A., Schweppe, J. (2016) STAD: Stop Transphobia and
Discrimination Report: 2074-2016. Dublin: Transgender Equality
Network Ireland. Available



Haynes, A., Schweppe, J. (2018) Gendered Policing and Policing
Gender: The Trans Community and An Garda Siochdna. Dublin:
Transgender Equality Network Ireland. Available

Haynes, A., Schweppe, J. and Taylor, S. (2017) Critical
perspectives on hate crime: contributions from the island of
Ireland. London: Palgrave Macmillan. Available

Health Policy Project, Asia Pacific Transgender Network, United
Nations Development Programme (2015) Blueprint for the
Provision of Comprehensive Care for Trans People and Trans
Communities in Asia and the Pacific. Futures Group, Health
Policy Project. Available

Health Service Executive (2020) Report of the Steering
Committee on the Development of HSE Transgender Identity
Services. Government of Ireland: Dublin. Available

Health Service Executive and Department of Health (2021)
Sldintecare - our strategy for improving Ireland’s healthcare
system. Government of Ireland: Dublin. Available

Health Service Executive (2023) Review of the implications of
the Cass Report for the provision of Gender Identity Services for
children and young people in Ireland. Health Service Executive:
Dublin. Available

Health Service Executive (2024) HSE National Consent Policy.
Government of Ireland: Dublin. Available

Hembree WC, Cohen-Kettenis PT, Gooren L, et al. (2017)
‘Endocrine treatment of gender-dysphoric/gender-incongruent
persons: an endocrine society clinical practice guideline’. J Clin
Endocrinol Metab 102:3869-903. Available

Higgins A; Downes C; O’Sullivan K; de Vries J; Molloy R;
Monahan M; Keogh B; Doyle L; Begley T; Corcoran P; (2024)
Being LGBTQI+ in Ireland: The National Study on the Mental
Health and Wellbeing of the LGBTQI/+ Communities in Ireland.
Dublin: Belong To. Available

Higgins, A; Doyle, L; Downes, C; Murphy, R; Sharek, D; DeVries,
J; Begley, T; McCann, E; Sheerin, F and Smyth, S (2016) The
LGBTlIreland report: national study of the mental health and
wellbeing of lesbian, gay, bisexual, transgender and intersex
people in Ireland. Dublin: GLEN and Belong To. Available

Higgins, A., Sharek, D., McCann, E., Sheerin, F., Glacken, M.,
Breen, M. and McCarron, M. (2011) Visible lives: identifying

the experiences and needs of older lesbian, gay, bisexual and
transgender people in Ireland. Dublin: Gay and Lesbian Equality
Network (GLEN). Available

Howell, J. (2021) Expectations and Experiences of Gender
Affirming Healthcare in Transgender Individuals. Masters Thesis.
Kildare: National University of Ireland, Maynooth. Available



Howell, J. and Maguire, R. (2019) ‘Seeking help when
transgender: Exploring the difference in mental and physical
health seeking behaviors between transgender and cisgender
individuals in Ireland’, International Journal of Transgenderism:
Trans Pregnancy: Fertility, Reproduction and Body Autonomy,
20(4), pp. 421-433. Available

Howell, J. and Maguire, R. (2023) ‘Factors Associated with
Experiences of Gender Affirming Health Care: A Systematic
Review’, Transgender Health, 8(1), pp. 22-44. Available

International Commission of Jurists (2007) Yogyakarta
Principles: Principles on the Application of International Human
Rights Law in Relation to Sexual Orientation and Gender Identity.
International Commission of Jurists: Geneva. Available

Kabir, Z., Keogan, S., Clarke, V. and Clancy, L. (2013) ‘Second-
hand smoke exposure levels and tobacco consumption patterns
among a lesbian, gay, bisexual and transgender community in
Ireland’, Public Health, 127(5), pp. 467-472. Available

Kearns, S., Kroll, T., O’Shea, D. and Neff, K. (2021) ‘Experiences
of transgender and non-binary youth accessing gender-affirming
care: A systematic review and meta-ethnography’, PloS one,
16(9). No Pagination Specified. Available

Kearns, S., Houghton, C., O’Shea, D. and Neff, K. (2022) ‘Study
protocol: navigating access to gender care in Ireland — a mixed-
method study on the experiences of transgender and non-
binary youth’, BMJ open, 12(3), No Pagination Specified. Available

Kearns, S., O’Shea, D. and Neff, K. (2023a) ‘Factors that help and
hinder transgender and nonbinary youth accessing gender care
in Ireland: A multistakeholder exploration’, Journal of Nursing
Scholarship, suppl. Special Issue: Gender Diversity and Health,
56(1), pp. 60-75. Available

Kearns, S., O’Shea, D. and Neff, K. (2023b) ‘Transgender and
non-binary demographics, referrals, and comorbidities among
young Irish adults (2014-2020)’, Irish Journal of Medical Science,
192(4), pp. 1679-1685. Available

Kearns, S. R. N., O’Shea, D. M. D. and Neff, K. P. (2024)

‘Factors that help and hinder transgender and nonbinary

youth accessing gender care in Ireland: A multistakeholder
exploration’, Journal of Nursing Scholarship, suppl. Special Issue:
Gender Diversity and Health, 56(1), pp. 60-75. Available

Keo-Meier, C and Ehrensaft, D. (2018) ‘Introduction to the gender
affirmative model’, in Keo-Meier, C and Ehrensaft, D. (eds)

The Gender affirmative model: An interdisciplinary approach

to supporting transgender and gender expansive children.
Washington, D.C: American Psychological Association, pp. 3-20.
Available



Keogh, B., Carr, C., Doyle, L., Higgins, A., Morrissey, J., Sheaf, G.
and Jowett A. (2023) An Exploration of Conversion Practices in
Ireland. Dublin: School of Nursing and Midwifery, Trinity College.
Available

Leane, M and O Suilleabhain, F. (2021) ‘Transgender children
and young people in Ireland: Socio-legal challenges to self-
identification and expression of gender’, in Gallen, J., and Ni
Mhuirthile, T. (eds.) Law, Responsibility and Vulnerability: State
Accountability and Responsiveness. UK: Routledge, pp. 156-166.
Available

Lee, S. A., O’Brien, O. F.,, Turner, M. J. and Kennelly, M. M. (2022)
‘Implementing Medical Student Teaching on Gynaecological
Healthcare of Transgender Patients’, Irish Medical Journal, 115(7),
pp. 632-632. Available

LGBT Ireland and Irish Refugee Council (2022) Believe Me Or Not
But | Am Who | Am. Dublin: LGBT Ireland. Available

Mayock, P; Bryan, A; Carr, N; Kitching, K (2008) Supporting LGBT
lives: A study of the mental health and well-being of lesbian,
gay, bisexual, and transgender people. Dublin: GLEN and Belong
To. Available

McBride, R.-S. and Neary, A. (2021) ‘Trans and gender diverse
youth resisting cisnormativity in school’, Gender and Education,
33(8), pp. 1090-1107. Available

McBride, R.-S. and Schubotz, D. (2017) ‘Living a fairy tale:

the educational experiences of transgender and gender non-
conforming youth in Northern Ireland’, Child Care in Practice:
Celebrating Diversity in the Early Years: Together we Make our
World Complete, 23(3), pp. 292-304. Available

McBride, R.-S., Neary, A., Gray, B. and Lacey, V. (2020) The post-
primary school experiences of transgender and gender diverse
youth in Ireland. Dublin: TENI and University of Limerick.
Available

McCann, E. and Sharek, D. (2014) ‘Challenges to and
opportunities for improving mental health services for lesbian,
gay, bisexual, and transgender people in Ireland: A narrative
account’, International Journal of Mental Health Nursing, 23(6),
pp. 525-533. Available

McCann, E., Sharek, D. and Huntley-Moore, S. (2019) ‘A Mixed-
Methods Evaluation of a Gender Affirmative Education Program
for Families of Trans Young People’, Journal of GLBT Family
Studies, 16(1), pp. 18-31. Available

McCann, E., Sharek, D., Higgins, A., Sheerin, F. and Glacken, M.
(2013) ‘Lesbian, gay, bisexual and transgender older people in
Ireland: Mental health issues’, Aging & Mental Health, 17(3), pp.
358-365. Available



McFadden, C. and Crowley-Henry, M. (2018) “My People’: the
potential of LGBT employee networks in reducing stigmatization
and providing voice’, The International Journal of Human
Resource Management, 29(5), pp. 1056-1081. Available

McGuire, J. K., Catalpa, J. M., Lacey, V. and Kuvalanka, K. A.
(2016a) ‘Ambiguous Loss as a Framework for Interpreting Gender
Transitions in Families: Ambiguous Loss in Gender Transition,
Journal of Family Theory & Review, 8(3), pp. 373-385. Available

McGuire, J. K., Doty, J. L., Catalpa, J. M. and Ola, C. (2016b)
‘Body image in transgender young people: Findings from a
qualitative, community based study’, Body Image, 18(1), pp. 96-
107. Available

Mcllroy, C. (2009) Transphobia in Ireland. Dublin: Transgender
Equality Network Ireland. Available

McNamara, M; Baker, k; Connelly, K; Janssen, Olson-Kennedy, J;
Pang, K.C.; Scheim, A; Turban, J; Alstott, A. (2024) An Evidence-
Based Critique of “The Cass Review” on Gender-affirming Care
for Adolescent Gender Dysphoria. New Haven: Yale Law School.
Available

McNeil, J., Bailey, L., Ellis, S. and Regan, M. (2013) Speaking
from the Margins Trans Mental Health and Wellbeing in Ireland.
Dublin: Transgender Equality Network Ireland. Available

Mental Health Reform (2022) My LGBTI+ Voice Matters: A mixed
methods exploration of the views and experiences of LGBTI+
mental health service users. Dublin: Mental Health Reform.
Available

Ministry of Health Malta (2023) Transgender Healthcare.
Government of Malta: Valletta. Available

Minton, S. J., Dahl, T., O’ Moore, A. M. and Tuck, D. (2008) ‘An
exploratory survey of the experiences of homophobic bullying
among lesbian, gay, bisexual and transgendered young people
in Ireland’, Irish Educational Studies, 27(2), pp. 177-191. Available

Moloney, C., Allen, M., O’Mahony, D., Power, D., Bambury, R.,
O’Reilly, S. and Collins, D. C. (2019) ‘Unique perspectives from
the transgender community: A retrospective chart review of
cancer care needs for transgender patients’, Journal of Clinical
Oncology, 37(15), pp. 6566-6566. Available

Montano, G. T., Arrington-Sanders, R., Bonifacio, J., Coles, M.,
Dowshen, N., Greenberg, K., Lawlis, S., Meininger, E., Mehringer,
J. and Olson-Kennedy, J (2020) ‘Promoting Health Equality and
Nondiscrimination for Transgender and Gender-Diverse Youth’,
(2020) Journal of Adolescent Health, 66(6), pp. 761-765. Available



Moreno-Pérez, O., De Antonio, I. E. and SEEN, G. d. I. y. D.
S. d. L. (2012) ‘Clinical practice guidelines for assessment
and treatment of transsexualism. SEEN Identity and Sexual
Differentiation Group (GIDSEEN)’, Endocrinologia y Nutricion
(English Edition), 59(6), pp. 367-382. Available

Mullen, G. and Moane, G. (2013) ‘A Qualitative Exploration

of Transgender Identity Affirmation at the Personal,
Interpersonal, and Sociocultural Levels’, International Journal of
Transgenderism, 14(3), pp. 140-154. Available

Nash, C. J. and Browne, K. (2020) Heteroactivism: resisting
lesbian, gay, bisexual and trans rights and equalities. London,
England: Zed Books. Available

National Gender Service Ireland (2024) ‘About’ https:/
nationalgenderserviceireland.com/. Available

National Gender Service Ireland (2024) ‘About’ https:/
nationalgenderserviceireland.com/. Available

National LGBT Federation (2009) Burning Issues 1: National
LGBT Community Consultation 2009. Dublin: National LGBT
Federation. Available

National LGBT Federation (2016) Burning Issues 2: National LGBT
Community Consultation 2016. Dublin: National LGBT Federation.
Available

Neary, A. (2018) ‘New Trans Visibilities: Working the Limits and
Possibilities of Gender at School, Sex Education, 18(4), pp. 435-
448. Available

Neary, A. (2021) ‘Complicating constructions: Middle-class
parents of transgender and gender-diverse children’, Journal of
Family Studies, 27(4), pp. 506-522. Available

Neary, A. (2021b) ‘Trans children and the necessity to
complicate gender in primary schools’, Gender and Education,
33(8), pp. 1073-1089. Available

Neary, A. and Cross, C. (2018) ‘Exploring gender identity and
gender norms in primary schools: the perspectives of educators
and parents of transgender and gender variant children’
Limerick: University of Limerick. Available

Neary, A. and McBride, R.-S. (2021) ‘Beyond inclusion: trans and
gender diverse young people’s experiences of PE and school
sport’, Sport, Education and Society, pp. 1-14. Available

Neary, A. and Power, J. (2024) Belong To Primary: New
Foundations for LGBTQ+ Inclusivity in Primary Schools. Research
Report. Dublin: Belong To and University of Limerick. Available



Neary, A., Irwin-Gowran, S. and McEvoy, E. (2017) Exploring
Homophobia and Transphobia in Primary Schools in Ireland.
Limerick: University of Limerick and Gay and Lesbian Equality
Network. Available

Ni Mhuirthile, T., Feeney, M., Duffy, M. and Staines, A. (2022)
Mapping the lived experiences of intersex/variations of sex
characteristics in Ireland: contextualising lay and professional
knowledge to enable the development of appropriate law and
policy. Project Report. Dublin: Dublin City University. Available

Nobili, A., Glazebrook, C. and Arcelus, J. (2018) ‘Quality of life of
treatment-seeking transgender adults: A systematic review
and meta-analysis’, Rev Endocr Metab Disord, 19(3), pp. 199-220.
Available

Nobili, A., Glazebrook, C. and Arcelus, J. (2018) ‘Quality of life
of treatment-seeking transgender adults: A systematic review
and meta-analysis’, Rev Endocr Metab Disord, 19(3), pp. 199-220.
Available

Nolan, B. J., Zwickl, S., Locke, P., Zajac, J. D. and Cheung, A. S.
(2023) ‘Early Access to Testosterone Therapy in Transgender and
Gender-Diverse Adults Seeking Masculinization: A Randomized
Clinical Trial, JAMA Network Open, 6(9), pp. €2331919-e2331919.
Available

Noone, C., Hoey, J., Costa, E., Keogh, B., Buggy, C. J. and Browne,
K. (2022) Across the Spectrum: Attitudes towards Minoritised
Genders and Sexualities in Ireland. Dublin: National LGBT
Federation. Available

Noone, C., Keogh, B. and Buggy, C. J. (2018) Far from Home: Life
as an LGBT Migrant in Ireland. Dublin: National LGBT Federation.
Available

Noone, C., Southgate, A., Ashman, A., Quinn, E., Comer, D.,
Shrewsbury, D., ... McLamore, Q. (2024, June 11). Critically
Appraising the Cass Report: Methodological Flaws and
Unsupported Claims. Available

Norman, J. and Galvin, M. (2006) Straight Talk: An Investigation
of Attitudes and Experiences of Homophobic Bullying in Second-
Level Schools. Dublin City University: Centre for Educational
Evaluation. Available

Norris, M. and Quilty, A. (2021) ‘Unreal, unsheltered, unseen,
unrecorded: The multiple invisibilities of LGBTQI+ homeless
youth’, Critical Social Policy, 41(3), pp. 468-490. Available

Norwegian Directorate of Health. Gender Incongruence: national
professional guideline. Norwegian Directorate of Health; 2020.
Available



Okrey Anderson, S. and McGuire, J. K. (2021) ‘“| feel like God
doesn’t like me”: Faith and Ambiguous Loss Among Transgender
Youth’, Family Relations, 70(2), pp. 390-401. Available

Oliphant J, Veale J, Macdonald J, Carroll R, Johnson R, Harte M,
Stephenson C, Bullock J. (2018) Guidelines for gender affirming
healthcare for gender diverse and transgender children, young
people and adults in Aotearoa, New Zealand. Transgender
Health Research Lab: University of Waikato. Available

Pan American Health Organization [PAHO], John Snow, Inc.,
World Professional Association for Transgender Health, et al.
(2014) Blueprint for the Provision of Comprehensive Care for
Trans Persons and Their Communities in the Caribbean and
Other Anglophone Countries. Arlington, VA: John Snow, Inc.
Available

Pullen Sansfacgon, A., Medico, D., Riggs, D., Carlile, A. and
Suerich-Gulick, F. (2023) ‘Growing up trans in Canada,
Switzerland, England, and Australia: access to and impacts of
gender-affirming medical care’, Journal of LGBT Youth, 20(1), pp.
55-73. Available

Quilty, A. and Norris, M (2020) A Qualitative Study of LGBTI+
Youth Homelessness in Ireland. Dublin: Focus Ireland and Belong
To. Available

Rafferty, J., Yogman, M., Baum, R., Gambon, T. B., Lavin, A.,
Mattson, G., Wissow, L. S., Breuner, C., Alderman, E. M. and
Grubb, L. K. (2018) ‘Ensuring comprehensive care and support
for transgender and gender-diverse children and adolescents’,
Pediatrics, 142(4). Available

Ramon, S. and Warrener, J. (2015) ‘Evaluating the project
empowering young LGBT adults: methodology and key
findings of a European action research’, Romanian Journal of
Experimental Applied Psychology, 6(2), pp. 36-55. Available

Rape Crisis Network Ireland (2016) Finding a safe place: LGBT
survivors of sexual violence and disclosure in rape crisis centres.
Dublin: Rape Crisis Network Ireland. Available

Rew, L., Young, C. C., Monge, M. and Bogucka, R. (2021) ‘Review:
Puberty blockers for transgender and gender diverse youth—a
critical review of the literature’, Child and Adolescent Mental
Health, 26(1), pp. 3-14. Available

Reygan, F. and Moane, G. (2014) ‘Religious homophobia:
The experiences of a sample of lesbian, gay, bisexual and
transgender (LGBT) people in Ireland’, Culture and Religion,
15(3), pp. 298-312. Available

Sarma, K (2007) Drug use amongst lesbian, gay, bisexual and
transgender young adults in Ireland. Dublin: Belong To. Available



Snelgrove, J. W., Jasudavisius, A. M., Rowe, B. W., Head, E. M.
and Bauer, G. R. (2012) ““Completely out-at-sea” with “two-
gender medicine”: A qualitative analysis of physician-side
barriers to providing healthcare for transgender patients’, BMC
Health Services Research, 12(1), pp. 110. Available

Spanos, C., Grace, J. A., Leemaqz, S. Y., Brownhill, A., Cundill, P.,
Locke, P.,, Wong, P., Zajac, J. D. and Cheung, A. S. (2021) ‘The
Informed Consent Model of Care for Accessing Gender-Affirming
Hormone Therapy Is Associated With High Patient Satisfaction’,
The Journal of Sexual Medicine, 18(1), pp. 201-208. Available

Strang, J. F., Meagher, H., Kenworthy, L., de Vries, A. L. C.,
Menvielle, E., Leibowitz, S., Janssen, A., Cohen-Kettenis, P.,
Shumer, D. E., Edwards-Leeper, L., Pleak, R. R., Spack, N.,
Karasic, D. H., Schreier, H., Balleur, A., Tishelman, A., Ehrensaft,
D.,Rodnan, L., Kuschner, E. S., Mandel, F., Caretto, A., Lewis,

H. C. and Anthony, L. G. (2018) ‘Initial clinical guidelines for
co-occurring autism spectrum disorder and gender dysphoria
or incongruence in adolescents’, Journal of Clinical Child and
Adolescent Psychology, 47(1), pp. 105-115. Available

Szydtowski, M. (2016) ‘The Rights to Health and Health Care of
Vulnerable Populations: Reducing the Existing Barriers to Health
Equity Experienced by Transgender People in Ireland’, Journal of
Human Rights Practice, 8(2), pp. 239-263. Available

t’Sjoen, G., Arcelus, J., De Vries, A. L., Fisher, A. D., Nieder,

T. 0., Ozer, M. and Motmans, J. (2020) ‘European Society for
Sexual Medicine position statement “assessment and hormonal
management in adolescent and adult trans people, with

attention for sexual function and satisfaction™, The Journal of
Sexual Medicine, 17(4), pp. 570-584. Available

Telfer, M. M., Tollit, M. A., Pace, C. C. and Pang, K. C. (2018)
‘Australian standards of care and treatment guidelines for
transgender and gender diverse children and adolescents’, Med
J Aust, 209(3), pp. 132-136. Available

Telfer, M. M., Tollit, M. A., Pace, C. C. and Pang, K. C. (2020)
Australian standards of care and treatment guidelines for
transgender and gender diverse children and adolescents. The
Royal Children’s Hospital: Melbourne. Available

The Swedish National Board of Health and Welfare (2022) Care
of children and young people with gender dysphoria - national
knowledge support with recommendations for the profession
and decision makers. Sweden: The Swedish National Board of
Health and Welfare. Available

Tollit, M. A., Pace, C. C., Telfer, M., Hoqg, M., Bryson, J., Fulkoski,
N., Cooper, C. and Pang, K. C. (2019) ‘What are the health
outcomes of trans and gender diverse young peoplein Australia?
Study protocol for the Trans20 longitudinal cohort study’, BMJ
Open, 9(11), pp. €032151. Available



Tomson, A., Wattrus, C., Adams, K., Addinall, R., Bothma, R.,
Jankelowitz, L., Kotze, E., Luvuno, Z., Madlala, N. and Matyila, S.
(2021) ‘Guidelines-Southern African HIV Clinicians Society trans
healthcare guideline for South Africa’, Southern African Journal
of HIV Medicine, 22(1), pp. 1299. Available

Travers, R., Bauer, G. and Pyne, J. (2012) Impacts of strong
parental support for trans youth: A report prepared for Children’s
Aid Society of Toronto and Delisle Youth Services. Canada: Trans
Pulse. Available

United Nations (1989) “Convention on the Rights of the Child.”
Treaty Series 1577. United Nations: New York. Available

United Nations (2015) Transforming our world: the 2030 Agenda
for Sustainable Development. United Nations: New York.
Available

Vandermorris, A. and Metzger, D. L. (2023) ‘An affirming
approach to caring for transgender and gender-diverse youth’,
Paediatrics & Child Health, 28(7), pp. 437-448. Available

Vasquez del Aguila, E. and Cantillon, S. (2010) The labour market
and LGBT discrimination in Ireland. Dublin: University College
Dublin. School of Social Justice. Available

Vermeir, E., Jackson, L. A. and Marshall, E. G. (2018) ‘Improving
Healthcare Providers’ Interactions with Trans Patients:
Recommendations to Promote Cultural Competence’, Healthc
Policy, 14(1), pp. 11-18. Available

What We Know Project, Cornell University (2018) What Does the
Scholarly Research Say about the Effect of Gender Transition on
Transgender Well-Being? Cornell University: New York. Available

World Health Organization (2017) Human Rights and Health.
World Health Organization: Geneva. Available

World Health Organization (2018) ‘Coding disease and death’
World Health Organization: Geneva. Available

World Health Organization (2019) Participatory approaches to
reaching the Sustainable Development Goals: MALTA. World
Health Organization: Geneva. Available

World Health Organization (2022) ‘Frequently asked questions:
Gender incongruence and transgender health in the ICD’. World
Health Organization: Geneva. Available

World Health Organization (2022) ICD-11: International
classification of diseases (11th revision). World Health
Organization: Geneva. Available



“Since beginning HRT, my mental health has
improved vastly, and | am the happiest | have ever
been, and happier than | thought | ever could be.”

Belong To is a national organisation supporting lesbian, gay, bisexual, trans, and queer
(LGBTQ+) youth. Since 2003, Belong To has worked with LGBTQ+ young people to create
a world where they are equal, safe and thriving. The organisation advocates and
campaigns on behalf of young LGBTQ+ people and offers a specialised LGBTQ+
youth service including crisis counselling, information and the provision
of LGBTQ+ youth groups.
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