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ABSTRACT
Background: Transgender health care is a subject of much debate among clinicians, political 
commentators, and policy-makers. While the World Professional Association for Transgender 
Health (WPATH) Standards of Care (SOC) establish clinical standards, these standards contain 
implied ethics but lack explicit focused discussion of ethical considerations in providing care. 
An ethics chapter in the SOC would enhance clinical guidelines.
Aims: We aim to provide a valuable guide for healthcare professionals, and anyone interested 
in the ethical aspects of clinical support for gender diverse and transgender people of all 
ages. Recognizing that the WPATH is a global association, we address broad challenges. We 
offer a reflection on general ethical principles, providing conceptual tools for healthcare 
providers, patients, and families to navigate the specific challenges they might encounter in 
transgender health care, in line with WPATH’s worldwide mission and scope.
Method: This article employs a descriptive analysis, and our framework of reference is the four 
principles of biomedical ethics: respect for autonomy, beneficence, nonmaleficence, and justice.
Results: The article presents a discussion on the four ethical principles as applied to 
transgender health care. We address issues such as respect for patient autonomy in 
decision-making, the role of beneficence and nonmaleficence in clinical interventions, and the 
importance of justice in equitable treatment and access to care. Some of the ethical concerns 
we address in this article pertain to the current sociopolitical climate, where there has been 
increasing legal interference, internationally, for transgender and nonbinary people, particularly 
youth, seeking medical care.
Discussion: We highlight the interplay between ethical principles and clinical practice, 
underscoring the need for ethical guidance in addressing the diverse challenges faced by 
healthcare providers and patients in transgender health care. We advocate for continuous 
refinement of ethical thinking to ensure that transgender health care is not only medically 
effective but also ethically sound.

The World Professional Association for Transgender 
Health (WPATH) Standards of Care (SOC) lack 
explicit discussion on ethical considerations that 
may arise in providing care to transgender people. 
However, a growing body of literature illustrates 
the complex ethical dilemmas that may arise in 
transgender health care (Adams et  al., 2017; 

Ashley, 2022c; Bauer et  al., 2019; Gerritse et  al., 
2021; Hann et  al., 2017; Vincent, 2018). These 
dilemmas span a broad spectrum, encompassing 
concerns from the allocation of limited resources, 
the ethics related to influencing the regular onset 
and progression of puberty, the justification for 
surgical procedures on ostensibly healthy tissue, 
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the appropriate authority to grant consent for 
treatments (be it the patient or the guardians), to 
the determination and interpretation of an indi-
vidual’s best interests. In addition to these, the 
current sociopolitical climate shows instances of 
legal interference, internationally, for transgender 
and nonbinary people, particularly youth, seeking 
medical care (Arnold & McNamara, 2023). We 
analyze these questions using a framework known 
as principlism or the four principles approach, as 
this framework is among the most well-known in 
biomedical ethics (Shea, 2020a).

The WPATH SOC provides clinical guidelines: 
The SOC are not strictly prescriptive but allows 
for adaptability based upon the individual needs 
of the patient according to the legal norms of the 
jurisdiction wherein a patient may be receiving 
care. The SOC was the result of years of consul-
tations, literature reviews, and clinical dialogue 
amongst expert clinicians from all areas of the 
world, and, as such, has retained over the decades 
the reputation as the most authoritative SOC in 
transgender health. However, the SOC (similar to 
other authoritative guidelines, such as the US 
Endocrine Society Clinical Guidance; Hembree 
et  al., 2017) lacks an ethics chapter. WPATH is a 
worldwide association. Its scope transcends the 
boundaries of individual nations, and its mission 
speaks to all humans. To reflect the broad and 
universal scope of the mission of a worldwide 
association, in this article, we offer a broad reflec-
tion on general ethical principles which may pro-
vide useful conceptual tools to reflect on the 
specific challenges that providers of transgender 
health care, patients and families might encoun-
ter. Our analysis predominately offers an applied 
descriptive account of the four principles approach 
in transgender health care (i.e. we are less con-
cerned with making absolute normative claims 
about how things ought to be, should be, or 
ought to be done). In line with the spirit of the 
mission of the WPATH, we wish to raise aware-
ness of the moral dimension involved in gender 
care. Some of the challenges that patients and 
healthcare providers will encounter are inherently 
clinical; many, however, are ethical in nature. We 
hope to help the readers distinguish between eth-
ical and clinical issues and to give a framework 
that can function as a broad moral compass, to 

examine and navigate the complexities that many 
might face. The framework that we will use for 
this purpose is “the four principles approach.”

Principlism in clinical ethics

Principlism was first introduced in 1978 by the 
Belmont Report, which sought to develop com-
mon principles for research ethics (Friesen et  al., 
2017). Under principlism, ethical questions are 
informed by balancing four nonhierarchical prin-
ciples (Beauchamp & Childress, 2019): respect for 
autonomy, beneficence, nonmaleficence, and justice 
for patients. Each principle must be weighed 
based on the particular elements of the ethical 
question being posed. Principlism offers a flexible 
set of principles that can be integrated with 
higher-level ethical frameworks like utilitarian-
ism, deontology, and virtue ethics. Principlism 
does not aim to supplant more comprehensive 
moral theories but instead sets up a common 
ground (or, as Huxtable [2013] argues, a “starting 
point”) from which clinicians and ethicists may 
discuss and answer ethical questions. The appli-
cation of principlism to a particular ethical ques-
tion does not necessarily outweigh other important 
considerations, such as the rights of health care 
providers. It is important to acknowledge that 
providers also have a right to autonomy 
(Pellegrino, 1994) and that this autonomy may 
sometimes result in burdens for patients. Except 
where relevant due to the principle of justice or 
other applicable principles, we do not endeavor 
to address issues of provider rights in this article.

While principlism has proven to be influential, it 
has also faced numerous critiques, particularly 
regarding its application to complex and diverse 
contexts. Critics have pointed out that its roots in 
Western philosophy may not fully capture the ethi-
cal intricacies encountered in culturally and individ-
ually diverse contexts (Holm, 1995). There are also 
concerns about its potential to oversimplify ethical 
dilemmas, potentially overlooking the nuanced and 
multifaceted nature of real-world scenarios (Shea, 
2020b). However, principlism remains a widely used 
framework in clinical ethics and in clinical practice. 
Clinical practices that obviously violate any of those 
principles are, prima facie, ethically problematic. 
National and international regulations often draw on 
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principlism such as the United States Common Rule 
(found in various places in the Code of Federal 
Regulations, such as 45 CFR Part 46) or Canada’s 
Tri-Council Policy Statement: Ethical Conduct for 
Research Involving Humans (Canadian Institutes of 
Health Research et  al., 2022). Principlism is also a 
core component of education in medicine, mental 
health disciplines, and human subject research (e.g. 
Mijaljica, 2014; United Nations Educational, 
Scientific, and Cultural Organization, 2016; World 
Health Organization, 2009, 2015). Therefore, this 
framework offers a method to quickly identify and 
examine ethical issues that is likely to be familiar to 
healthcare professionals and can thus have practical 
use. In the following sections, we discuss each of the 
four principles in relation to the practice of trans-
gender health.

Respect for autonomy

The principle of respect for autonomy affirms that 
patients have a right to decide among clinical 
options based on their own values, beliefs, and 
preferences (Beauchamp & Childress, 2019). 
Bodily autonomy and gender self-determination 
are emblematic of this right. One of the most 
important corollaries of the principle of respect 
for autonomy is the duty of clinicians to provide 
patients with the information necessary for them 
to make informed decisions. For a medical pro-
cedure to be ethical, the patient must provide 
free and informed consent (or assent). Though 
exceptions may be made in cases where the 
patient is incapable of providing informed con-
sent or assent due to unconsciousness, mental 
incapacity, or emergency situations where delay 
in treatment may lead to harm or death.

Administering any medical treatment without 
or against the stated wishes of the patient is, in 
normal circumstances, a violation not only of 
their bodily integrity but also of their autonomy. 
Gender-affirming care (GAC), in this sense, is 
rather different from other areas of care (such as 
oncology or mental health), in that it is uncom-
mon to have patients who refuse medical treat-
ments that clinicians deem appropriate. We, 
therefore, do not usually witness, in this area of 
care, the ethical issues involved in cases in which 
clinicians attempt to impose medical treatments 

on patients against their wishes, for their own 
good. The more common scenario is one in 
which the patient approaches clinical services 
with a request or an outcome in mind, and the 
clinician must decide whether the request can or 
should be fulfilled. While clinicians may be ethi-
cally or legally obligated to provide only treat-
ments that are beneficial and medically necessary, 
patients do not have a moral or legal right to 
receive treatments deemed nonbeneficial. 
However, in GAC, it is only through understand-
ing the individual, their unique needs, and cir-
cumstances, and thus it is only through respecting 
their autonomy, that clinicians might form a rea-
sonably accurate view of whether available treat-
ments are likely to be beneficial. Therefore, while 
the principle of respect for autonomy does not 
dictate that clinicians abide by any request that is 
autonomously made, it does require them to 
engage in honest and frank discussions with 
patients about treatment options. This includes 
helping patients understand their options and the 
potential outcomes, and ensuring patients are 
fully aware of the risks and benefits of proposed 
treatments, as well as the uncertainties in medical 
knowledge (Kimberly et  al., 2018).

Beneficence & nonmaleficence

Beneficence involves an obligation on part of the 
provider to act for the benefit of others 
(Beauchamp & Childress, 2019), whereas the 
principle of nonmaleficence reflects the maxim 
“above all, do no harm” (Beauchamp & Childress, 
2019). An intervention respects the principle of 
beneficence if, overall, it improves the welfare of 
the patient or conveys some other benefit to 
them. An intervention respects the principle of 
nonmaleficence to the degree to which it limits 
harms, side effects, and other unintended costs to 
the patient. These two principles are often con-
sidered together, in that clinical interventions are 
expected to maximize possible benefits and min-
imize possible burdens to the patient.

Beneficence

The principle of beneficence is the source of many 
ethical duties in transgender health. Regardless of 
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the setting or clinical population, health care provid-
ers must notably provide services in an affirming, 
supportive, and nonjudgmental manner (Hann et al., 
2017). Facilitating access to GAC, such as by writing 
a referral letter for hormones, can be an important 
part of beneficence because access to care is linked 
with improved mental health and psychosocial 
functioning.

Nonmaleficence

According to nonmaleficence, health care provid-
ers should not cause needless harm. Further, risks 
and adverse consequences associated with clinical 
practices must be justified by countervailing con-
siderations that reflect respect for autonomy, 
beneficence, or justice. Arguments in favor of 
withholding or delaying access to care for trans-
gender adolescents often appeal to the principle 
of nonmaleficence by asserting that the risks of 
adverse effects or regret associated with puberty 
blockers, hormones, or surgical interventions 
constitute harm (see Priest, 2019; Thompson, 
2019). However, health care providers should be 
careful not to overstate the implications of the 
principle of nonmaleficence. The mere presence 
of risk is not by itself enough to justify denying 
treatment (Beauchamp & Childress, 2019). Few 
interventions in any health condition pose no 
risk at all.

Weighing benefits and potential for harm

As with all four principles, risks and burdens 
must be weighed against the benefits of interven-
tions and any other relevant consideration perti-
nent to respect for autonomy, beneficence, or 
justice (Varkey, 2021). For instance, concerns over 
bone density loss associated with puberty block-
ers must be weighed against respect for gender 
self-determination, potential mental health bene-
fits, the possibility of avoiding future surgical 
interventions, and the potential harms of not 
providing treatment. Of the available evidence we 
have, bone density loss may be mitigated by sub-
sequent hormone administration, increasing levels 
of physical activity, and dietary calcium (Lee 
et  al., 2020). Nonetheless, scientific and 

developmental uncertainty can make it difficult 
to ascertain whether a given practice respects 
nonmaleficence and beneficence. In cases where 
the relative benefits and harms have not been 
well-studied, future research may determine that 
clinicians who withheld or delayed care may have 
negatively impacted the patient’s welfare. On the 
other hand, upon further study, interventions that 
initially showed promise may eventually be shown 
to have minimal intended benefits and many 
unintended costs or harms. When there are 
doubts about the short and long-term risks of a 
proposed medical intervention, a prudent 
approach is to proceed cautiously, giving weight 
to the patient’s wishes (autonomy), choosing 
treatments with potential benefits (beneficence), 
and starting with more reversible options to min-
imize unforeseen harm (nonmaleficence). Such a 
step-by-step approach helps in navigating ethical 
decision-making amidst scientific uncertainty, 
ensuring that the principles of autonomy, benefi-
cence, and nonmaleficence are all given due con-
sideration. However, it should be noted that 
gender self-determination and bodily autonomy, 
by definition, typically favor offering GAC.

Justice

The principle of justice is concerned with fairness 
and equity in the distribution of benefits and 
burdens in society (Beauchamp & Childress, 
2019). Although definitions of fairness and equity 
are subjective and open to substantial debate, in 
essence, the principle of justice suggests that peo-
ple should not be treated differently when their 
past and present circumstances are equivalent. 
The principle of justice has both substantive and 
procedural aspects (Cookson & Dolan, 2000). As 
a substantive principle, justice requires the fair 
distribution of benefits and burdens associated 
with health care practices. As a procedural prin-
ciple, it requires the fair and impartial application 
of established rules and regulations, such as when 
allocating health care resources. Justice as a pro-
cedural principle also requires health care provid-
ers to adequately hear and consider the perspective 
of patients and other stakeholders when making 
a decision and, notably, when weighing the 
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principles of respect for autonomy, beneficence, 
and nonmaleficence.

Taking into consideration the principle of jus-
tice, in concomitance with the three other princi-
ples, can help clinicians navigate potential 
dilemmas or questions arising in transgender 
healthcare. For example, the principle of justice 
reminds us that GAC should not be subject to 
higher requirements (e.g. in terms of evidence 
base) or barriers than other forms of health care. 
Justice can also be served in other ways: for 
example, by offering a sliding scale or reduced 
fee structure for individuals who are experiencing 
financial difficulties. Justice can also be served by 
writing free referral letters for GAC or legal doc-
umentation changes, a practice often motivated 
by the economic precarity and low access to 
health care experienced by trans communities 
(American Psychological Association [APA], 2015; 
Kimberly et  al., 2018; Watson et  al., 2019). Other 
avenues for seeking justice include advocating for 
GAC coverage with private healthcare insurance 
companies and educating other healthcare profes-
sionals so that they can provide sensitive, respect-
ful, and competent gender-informed care. In 
publicly funded healthcare systems, it is likely 
that some, but not all, the interventions requested 
by an individual, are covered by the State. Certain 
highly innovative procedures might not be funded 
at all. What the principle of justice also reminds 
us, however, is that the criteria for coverage 
should be consistent with the same procedural 
and substantial rules applied in other areas of 
healthcare.

Common ethical questions, dilemmas, and 
areas of contention

In this section, we address common ethical ques-
tions, dilemmas, and areas of contention that 
arise in transgender health care. Our discussion 
includes questions relating to diminished capac-
ity, pediatric and adolescent gender affirmation, 
individualized care, harm reduction, and BMI 
requirements. In the following, we assume that 
any interactions with health care providers are 
done through shared decision-making with all 
relevant stakeholders (e.g. patient, parents, and 
substitute decision-makers when appropriate), 

follow the WPATH SOC (Coleman et  al., 2022), 
and utilize assent and consent practices such as 
those put forward by the American Academy of 
Pediatrics Committee on Bioethics (Katz et  al., 
2016). By shared decision-making, we mean a 
process where the client is the main decision-maker, 
fully informed by the clinician(s), with the health-
care provider acting as a technical expert, sup-
porting the client’s autonomy and understanding 
of treatment choices (Gerritse et  al., 2021; see 
also Coleman et  al., 2022). For minors, this is 
typically done in close collaboration with, and 
the permission of, the parents.

Diminished capacity

Typically, patients will be presumed to have the 
capacity to consent to, or to refuse, medical treat-
ment at the age of majority in any given country. 
Some people may lack the capacity to make med-
ical decisions due to their age, maturity, mental 
health, or cognitive impairments (Owen et  al., 
2009; Romero & Reingold, 2013; Woodhouse, 
2003). Capacity is defined differently in different 
countries, and the implications of a finding of 
incapacity are also likely to vary significantly. 
Decision-making capacity can vary across time 
and lifespan based on the patient’s level of under-
standing, maturity, cognitive ability, emotional 
state, and environment. The capacity to consent 
and autonomy lie on a continuum, with people 
possessing varying degrees of each throughout 
their lives (Beauchamp & Childress, 2019).

Clinicians must typically follow different pro-
cedures when offering care to patients who do 
not have the capacity to consent to treatment. 
However, beneficial treatment typically should 
not be denied to those who are not able to con-
sent. In those cases, the questions become how to 
obtain assent (to the degree possible), who can 
make medical decisions on their behalf, and how 
their best interests can be understood and served.

The case of GAC presents interesting challenges 
in this regard. It is through frank and candid dia-
logue that clinicians can understand the nature of 
the patient’s predicaments, their needs, and desired 
outcomes, and assess with them what treatments are 
more likely to offer the benefit at the lowest risks. 
The elaboration of one’s gender usually requires 
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certain levels of introspection. Decisions around 
medical treatments similarly usually require a degree 
of reflection around the implications of presentation 
in a certain gender in the workplace, at home, at 
school, and so on. A healthcare provider may mis-
takenly view a lack of capacity to consent to treat-
ment as an ipso facto lack of capacity to benefit 
from GAC or even to form an accurate view of 
one’s gender identity. However, people might lack 
the capacity to consent, but they are unlikely to lack 
a gender, and their gender can be congruent or not 
with the sex designated at birth. A person might still 
experience distress over their secondary sex charac-
teristics, notwithstanding their lack of capacity to 
consent to treatment. More importantly, as we have 
discussed elsewhere, people with a lack of capacity 
to consent to treatment still have a right to access 
GAC as well as other medically necessary healthcare 
with assisted decision-making from their healthcare 
providers, family members, or surrogate 
decision-makers. Here again, the four principles can 
offer valuable guidance in reflecting and making 
decisions that concern those who do not have full 
capacity to make medical decisions.

The principle of justice suggests that people 
should not be treated differently when their cir-
cumstances are similar. Insofar as medical treat-
ment should not be denied to people who can 
benefit from it, even if they lack capacity to con-
sent, gender diverse people who lack capacity 
should not automatically be excluded as suitable 
candidates for medical treatment. On grounds of 
justice, as in other areas of care, the questions 
will be what is in the patient’s best interests, and 
who can make medical decisions on their behalf. 
Arriving at an answer to these questions might 
not be easy in some cases, but, again on grounds 
of justice, it should not be assumed that they 
cannot be answered. On grounds of autonomy, it 
must be acknowledged that patients might be 
unable to consent to treatment, but still be auton-
omous in expressing their gender. On grounds of 
beneficence, treatment that is likely to benefit a 
patient should not be withdrawn. On grounds of 
nonmaleficence, preventable suffering should be 
prevented. This does not, of course, mean that 
others are entitled to make decisions on behalf of 
a person with diminished capacity, regardless of 
what the person expresses or wishes. It means 

rather that ethical principles should be applied 
equally to gender diverse people, as they are 
applied to all others.

Pursuant to the principle of respect for auton-
omy, clinicians should strive to maximize the 
involvement of patients in decision-making by 
supporting their understanding and reasoning, 
and duly weighing their perspective. Information 
should be provided in a way that is accessible 
and appropriate to the patient’s level of under-
standing (APA, 2017; New South Wales Ministry 
of Health, 2020). An adapted, thoroughly 
informed consent process allows patients with 
diminished capacity to develop an awareness of 
the risks and benefits that they can expect from 
their decision to access GAC, which supports 
their ability to share their perspective, see it 
afforded due weight, and provide assent to care 
(Shumer & Tishelman, 2015).

The case of minors

Identifying impediments to patients’ capacity to 
make health care decisions is an important part 
of the informed consent process (Kimberly et  al., 
2018). This is especially true when the patient is 
a minor. This view is consistent with legal and 
ethical guidance on medical decision-making for 
minors. According to the United Nations (1989) 
Convention on the Rights of the Child and as rec-
ognized by the American Academy of Pediatrics 
(Katz et  al., 2016), youth should play an evolving 
role in decision-making as they age and become 
more mature. In many jurisdictions, the evolving 
autonomy of minors is recognized through the 
mature minor or Gillick doctrine, which grants 
minors legal capacity to minors to treatment 
when they are able to demonstrate sufficient 
maturity and understanding (Clark & Virani, 
2021). Ashley (2022b) suggests that minors should 
have significantly more authority in decisions 
around GAC, even when they lack the capacity 
to provide informed consent, arguing that they 
are nevertheless better positioned than third par-
ties to make decisions that strike at the heart of 
their personal identity.

Some empirical evidence suggests that many 
adolescents have comparable decision-making 
capabilities as young adults. Weithorn and 
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Campbell’s (1982) study found that 14-year-olds 
did not significantly differ from 18- and 21-year-
olds in their objectively-measured capacity to rea-
son about and understand information about 
treatments for epilepsy, diabetes, depression, and 
enuresis. More recent research has been con-
ducted with GAC in mind. Specifically, 
Vrouenraets et  al.’s (2021) study found that 89.2% 
to 93.2% of trans adolescents (mean age, 14.71) 
were able to consent to puberty blockers. Studies 
on cisgender youths have shown that adolescents 
may be particularly prone to rash decision-making 
(see Blakemore & Robbins, 2012, for review). 
However, these concerns are context-dependent 
and likely to be significantly reduced when the 
decision is made in a calm environment with the 
support of parents and clinicians (Katz et  al., 
2016), which is generally the case in GAC. The 
American Academy of Pediatrics Committee on 
Bioethics (1995) warns against concentrating 
decision-making power in the hands of parents 
and clinicians, as it “diminishes the moral status” 
of minors (p. 316). When involving a substitute 
decision-maker, clinicians should ensure that they 
are capable and willing to act in the best interests 
of the child and ensure that the substitute 
decision-maker is not influenced by biases or 
moral objections that diverge from the patient’s 
best interests (Grimstad & Boskey, 2020).

Data shows a high prevalence of disorders on 
the autism spectrum among gender diverse young 
people, and concerns have been expressed about 
the ability of these young people to consent to 
treatment (Lim et  al., 2022); it has also been 
argued that this cohort may be more confused 
about their self, and particularly prone to “social 
contagion” (Adams & Liang, 2020). On these 
grounds, some have recommended that young 
people with a diagnosis of autism wait longer or 
even indefinitely to receive GAC. It must be 
acknowledged that it is sensible for clinicians to 
be particularly cautious in offering medical treat-
ment, when confronted with relatively unfamiliar 
situations, especially in the context of politically 
fraught interventions (e.g. Dewey & Gesbeck, 
2017; Shuster, 2016). However, some of the con-
cerns are not supported by current evidence, and 
clinicians should actively consult the empirical 
literature with regard to their concerns. For 

example, counter to concerns about “social conta-
gion,” autistic patients may be less likely to be 
influenced by social pressures than nonautistic 
patients (Walsh et  al., 2018; Wattel et  al., 2022).

Again, the four principles here can assist in 
navigating some of the ethical decisions when 
working with minors and their parents. These 
principles remind us that the patient must be at 
the center of clinical concerns; therefore, however 
politically fraught, clinical practice should pro-
ceed with a view of serving the interests of 
patients, on grounds of beneficence. The princi-
ple of justice reminds us that people with gender 
dysphoria, even if they are young and experience 
co-occurring health issues, should not be treated 
differently from all others. Cognitive, physical, or 
intellectual disabilities do not, in and of them-
selves, automatically prevent capacity to consent 
or assent to treatment, and young people with a 
diagnosis of autism should not be assumed to 
lack capacity (Academic Autistic Spectrum 
Partnership in Research and Education, 2015; 
Beauchamp & Childress, 2019). Of course, some 
gender diverse young people might lack the abil-
ity to consent to treatment, and some people 
might not reach the threshold of legal compe-
tence. However, that does not entail that they 
cannot have a gender, and therefore gender 
incongruence or dysphoria. Consequently, it can-
not be assumed that they, as a whole, cannot 
benefit from medical treatment. Any such 
assumption would lead clinicians to violate the 
principle of beneficence, which is at the heart of 
medical professions. The question then becomes 
whether treatment is likely to benefit the patient. 
If treatment, on careful consideration, is likely to 
benefit the patient, then it would be a violation 
of justice, beneficence and nonmaleficence to 
deny or delay it.

Pediatric gender care

GAC for minors is an issue of concern to the 
parents or guardians (hereafter referred to as par-
ents) of these minors. Unfortunately, GAC for 
minors is presently highly contentious, with a 
great deal of misinformation on the subject, and 
accompanying parental hesitancy regarding initi-
ating it (Gill-Peterson, 2018). GAC clinicians 
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therefore play a pivotal role in providing parents 
with the support and evidence-based guidance 
needed to support the minors’ autonomous deci-
sions to begin this care (Allen et  al., 2021; 
Kimberly et  al., 2021; Quinn et  al., 2018). Except 
for a small collection of case studies and qualita-
tive reports, detailed information on the exact 
frequency with which parents and children dis-
agree on aspects of GAC is largely not available 
(e.g. Allen et  al., 2021; Healy & Allen, 2019; 
Kimberly et  al., 2021; Quinn et  al., 2018). The 
parent’s first line of disagreement may simply 
result in refusing to bring their child to a pro-
vider of GAC. This tactic is largely invisible to 
practitioners and quite effective, save for those 
minors with independent resources and of the 
age to make medical decisions alone. Hesitant 
parents may also seek out a GAC clinician for an 
assessment or opinion but disagree with their 
child on when or if they should initiate aspects 
of care. This clinical crossroads might partly arise 
from a fundamental difference in understanding 
regarding a minor’s capacity to comprehend their 
own gender identity.

It is not uncommon for parents to deny access 
to GAC due to their belief that their child is too 
young to know their gender (Ehrensaft, 2016). 
Some parents may also believe that their child is 
gender nonconforming rather than transgender 
and therefore does not require GAC. Others may 
believe that their child’s gender dysphoria will 
resolve if they are not affirmed in their expressed 
gender and do not receive GAC. There is some 
early evidence that gender dysphoria diagnosed 
before puberty typically does not persist after the 
onset of puberty (Kaltiala-Heino et  al., 2018). 
However, this research has been robustly criti-
cized for including and failing to distinguish 
between individuals who were gender noncon-
firming (e.g. in dress or behavior), those who 
expressed a different gender identity from that 
assigned at birth, and those who explicitly artic-
ulated a desire for GAC (Ashley, 2022b; Ehrensaft, 
2016; Karrington, 2022; Priest, 2019; Temple 
Newhook et  al., 2018). Additionally, these early 
studies focus, by definition, on the experience of 
prepubertal children, for whom GAC would con-
sist of social affirmation only. They, therefore, 
have little direct impact on the ethics of 

providing GAC to adolescents who have largely 
consolidated their gender identity following the 
onset of puberty (Ashley, 2022b).

More recent research contradicts the claim that 
gender dysphoria in children typically resolves 
with time (e.g. de Castro et  al., 2022; Olson et  al., 
2022). In one study (n = 317), 2.5% of prepubertal 
children who had socially transitioned re-identified 
with their gender assigned at birth by the 5-year 
mark and, of these, none spontaneously expressed 
regret over initial transitions (Durwood et  al., 
2022). Other research suggests that transgender 
minors, like their cisgender peers, are often aware 
of their gender identity from an early age (Hässler 
et  al., 2022; Olson et  al., 2015). Zaliznyak et  al. 
(2020), for instance, found that approximately 
75% of transgender adults that went on to seek 
surgical GAC reported experiencing signs of gen-
der dysphoria for the first time between the ages 
of three and seven.

Many minors question their gender identity 
and roles throughout their childhood and adoles-
cence. Some will go on to be cisgender, while 
others will continue to explore their gender and 
may choose to access GAC. Children’s gender 
journeys are often not linear, and care should be 
taken against assumptions regarding how their 
relationship to gender will evolve (Kuper et  al., 
2019). There is currently no evidence-based 
means to identify and separate minors who may 
come to regret GAC from those who will not 
(Ashley, 2022c). Regret appears to be very low or 
low (Coleman et  al., 2022; Durwood et  al., 2022), 
perhaps due to the strict criteria used in the 
delivery of medical care. Withholding 
gender-affirming care appears to pose greater 
mental health risks than offering it (Priest, 2019). 
This is especially true given the social and devel-
opmental importance of adolescence and the dis-
tress transgender minors may experience from an 
irreversible endogenous puberty that results in 
physical developments that can be psychologically 
and financially costly to reverse. In weighing the 
consequences of delayed or denied pediatric gen-
der care against the backdrop of diverse parental 
and societal views, the need for ethical guidance 
becomes evident. There is also an overall lack of 
data or targeted ethical guidance on the provision 
of pediatric GAC in situations of disagreement 



INTERNATIoNAL JouRNAL oF TRANSGENDER HEALTH 9

between parents and minor clients (Kimberly 
et  al., 2021). Despite this, the informal consensus 
from clinicians appears to lean toward declining 
to offer or prolonging the initiation of this care if 
or until these issues can be resolved (e.g. Quinn 
et  al., 2018). Clinicians’ reasons for doing so vary. 
They may, for instance, simply prefer not to over-
ride the wishes of parents or guardians; or, where 
the clinician may be inclined toward supporting 
the child’s desire over their parents, legal resources 
to do so may be inaccessible.

Social transition in children: justice and autonomy

Blanket restrictions on social transition deny 
youths experiences that may be critical in explor-
ing and/or consolidating their gender identity 
and could reinforce social messaging that encour-
ages being cisgender (Ashley, 2019). Children 
often have to surmount significant barriers to 
expressing a transgender identity due to the pres-
ence of significant social messaging against being 
transgender and gender transition (Kidd et  al., 
2021). In this context, respecting a child’s devel-
oping autonomy might mean recognizing and 
supporting their self-expressed identity without 
imposing external assumptions about a particular 
gender trajectory. Delaying social transition may 
privilege cisgender identities over transgender 
ones. Since these concerns apply symmetrically, 
the principle of justice prohibits any double stan-
dards. Moreover, justice affirms not only equality 
in treatment but also an active effort to support 
children in expressing or exploring their gender 
identity safely without fear or shame. Wedding 
the principles of justice and respect for auton-
omy, clinicians should encourage parents to fol-
low their child’s lead regarding social transition 
(Ehrensaft, 2011). They can do so by helping par-
ents create a safe and supportive environment for 
their children to explore and express their gender 
identity and choices regarding social transition 
regardless of age (Coleman et  al., 2022, Chapter 
7; Ehrensaft, 2011; St. Amand & Ehrensaft, 2018). 
This approach aligns with a balanced view of 
respecting both the child’s autonomy and their 
evolving capacity for decision-making. When the 
child’s desire for social transition becomes clear, 
children should be afforded the freedom to 

explore and live in the social gender of their 
choice in a safe and supportive environment 
regardless of their age (Coleman et  al., 2022, 
Chapter 7; St. Amand & Ehrensaft, 2018).

Puberty blockers: autonomy, beneficence, 
nonmaleficence, and justice

In recent decades, puberty blockers have become 
increasingly available to minors who are “per-
sistent, insistent, and consistent” in their gender 
dysphoria (Chung et  al., 2020). As with social 
transition, it has been suggested that puberty 
blockers may deny youths important socio-sexual 
experiences associated with endogenous puberty 
that would lead them to re-identify with their 
gender assigned at birth (Giovanardi, 2017; Korte 
et  al., 2008). The possibility of regret due to 
diminished autonomy, or perhaps the privileging 
of nonmaleficence over autonomy, is also cited as 
a reason to restrict access to puberty blockers 
(Strand & Jones, 2021). The principles of justice 
and respect for autonomy apply here similarly to 
social transition and puberty blockers. That is, 
while endogenous puberty may inhibit gender 
exploration by encouraging the child toward a 
cisgender identity, it will also force others to go 
through an irreversible and potentially distressing 
endogenous puberty that is at odds with their 
gender identity. Failing to provide treatment is 
not in itself a neutral act.

Access to puberty blockers has also been 
opposed on the grounds that they delay the mat-
uration of gonads, contributing to later infertility, 
and pubescent youths cannot validly consent to 
infertility. In fact, current scientific evidence indi-
cates that puberty blockers only lead to perma-
nent infertility if they are administered in early 
puberty and followed by a gonadectomy (Krishna 
et  al., 2019). Without a gonadectomy, in the 
absence of hormone therapy, it is possible to 
undergo gonadal maturation at any time simply 
by ceasing puberty blockers as their body may 
resume the process of gonadal maturation based 
on their endogenous hormonal milieu. Regardless, 
potential fertility considerations do not alone jus-
tify withholding puberty blockers, though clini-
cians should offer fertility and family planning 
counseling to all youth who request puberty 
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blockers and/or hormone therapy (Coleman et al., 
2022, Chapter 16). Youthful age does not auto-
matically prevent mature reasoning and insight 
regarding infertility and future family-building 
desires. When a patient experiences diminished 
capacity to consent or assent, fewer ethical prin-
ciples are compromised by waiting and exploring 
the possibility of undergoing endogenous puberty 
for fertility purposes at an older age rather than 
forcing the child to undergo endogenous puberty 
at a younger age. Such an approach better respects 
the child’s autonomy. When discussing the 
impacts of gender-affirming care on fertility, cli-
nicians should be careful not to import their own 
biases and assumptions about family-building 
desires (Clark, 2021).

The practice of only offering puberty blockers 
to youths who display a persistent, insistent, and 
consistent history of gender dysphoria is incon-
sistent with the underlying justification of puberty 
blockers, which is to give youths more time to 
explore their gender identity before undergoing 
partially irreversible pubertal development. Since 
puberty blockers are about making time, it can 
be argued that they should be available to all 
youths who are questioning their gender and/or 
desire for GAC (see Wenner & George, 2021). 
There is no clear inherent violation of the four 
principles of biomedical ethics in offering puberty 
blockers to youths who request them, are able to 
provide meaningful assent, and can either con-
sent on their own or obtain the permission of a 
substitute legal decision-maker. Further restrict-
ing access to puberty blockers for transgender 
and gender-questioning youths may be contrary 
to the principle of justice since puberty blockers 
are widely available for central precocious puberty 
without an evaluation of gender identity 
(Fuqua, 2013).

Ethical issues in the provision of gender-affirming 
hormones (GAH)

Ethical concerns about the provision of GAH to 
adolescents often stem from its irreversible 
changes. If the patient were to later change their 
mind, they might regret these changes. The role 
of clinicians is not to determine whether an ado-
lescent should pursue gender-affirming care, but 

rather to facilitate a collaborative decision-making 
process involving the patient and their parents. 
The decision of whether and when to initiate 
hormone therapy is an intensely personal and 
value-laden one, and it should primarily rest with 
the patient, who is often assisted by their parents 
in these matters. Rather than deciding for the 
adolescent, clinicians should offer guidance, sup-
port, information, and a nonjudgmental space for 
the youth (and their parents) to explore worries 
and doubts, weigh the risks and benefits associ-
ated with GAC, and decide in a way that best 
reflects their desires, values, and priorities. The 
possibility of regretting treatment does not alone 
provide moral grounds for denying it. If the 
potential for regret dictated medical decisions, 
many other treatments that are later regretted or 
discontinued would also have to be withheld, 
which would compromise the principle of justice 
that supports equitable healthcare.

While some concerns regarding offering GAH 
to adolescents relate to the risks of regret or 
detransition, especially due to its partially irre-
versible nature, these risks are often overstated, 
sometimes due to sensationalistic media coverage 
(MacKinnon et  al., 2021). While there appears to 
be a numerical rise in the number of people who 
detransition, there is no evidence that the per-
centage of people who detransition and/or regret 
has been rising. In fact, because GAC has become 
more accessible in the last decade, we would 
expect a corresponding rise in the number of 
people who detransition. Furthermore, regret and 
detransition are not necessarily interlinked, and 
indeed, most who detransition do not express 
regret (Durwood et  al., 2022; Sansfaçon et  al., 
2023; Turban et  al., 2021). In any case, recent 
research indicates that detransitioning and regret 
remain rare in GAC relative to other medical 
interventions (de Castro et  al., 2022; Hannema 
et  al., 2022). Indeed, GAC interventions are con-
sistently associated with either mental health ben-
efits or neutral outcomes (Achille et  al., 2020; 
Allen et  al., 2019; Chen et  al., 2023; Chew et  al., 
2018; de Lara et  al., 2020; Grannis et  al., 2021; 
Green et  al., 2022; Kaltiala et  al., 2020; Kuper 
et  al., 2020; Tordoff et  al., 2022; Turban et  al., 
2022). On the other hand, negative outcomes to 
mental and physical health are significant for 
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adolescents who go on to transition as adults 
despite being denied GAC as adolescents (Costa 
& Colizzi, 2016).

The principle of nonmaleficence reminds us 
that harm can come from both providing and 
delaying or withholding treatment. The current 
research on GAC, particularly regarding hormone 
therapy for adolescents, is limited due to the prac-
tical and ethical challenges associated with con-
ducting randomized-controlled trials. However, 
the strict necessity of demonstrating benefits of 
such care is debatable as access to GAC is closely 
linked to the fundamental right of gender 
self-determination (i.e. respect for autonomy). For 
instance, practitioners widely believe that repro-
ductive health care should be offered regardless of 
proven mental health benefits (Ashley, 2022a). 
From this perspective, and assuming that the ado-
lescent can provide meaningful assent or consent, 
one could argue that GAH should not be denied 
unless there is clear evidence of more harm than 
benefit. This stance is grounded in the principle 
of respect for autonomy and is also reflective of 
the principle of justice. Denying adolescents this 
form of care deprives them of the chance to expe-
rience puberty in a way that aligns with their 
gender identity. It also prevents them from reach-
ing various social milestones at the same time as 
their peers. The bioethical principles form a 
framework for navigating decision-making under 
conditions of epistemic uncertainty regarding the 
long-term effects of treatment. These principles 
prompt careful consideration of the adolescent’s 
emerging autonomy and the potential benefits and 
risks of treatment, ensuring that patient care deci-
sions, typically made in conjunction with family 
participation, are aligned with what is currently 
understood to be in the best interest of the 
adolescent.

Evaluations and letters of support for surgery

The WPATH SOC recommends that patients 
undergoing gender-affirming surgeries have an 
assessment (depending on the surgery) from a 
health care provider experienced in gender care 
(Coleman et  al., 2022). These assessments con-
firm the presence of diagnostic criteria (in those 

regions where it is required) and that the patient 
understands the nature of, and the anticipated 
risks and benefits of the surgery that they seek to 
undergo.

A letter of support is typically required prior 
to the provision of transitional medical interven-
tions and for insurance coverage (Coleman et  al., 
2022). The professionals responsible for drafting 
this letter may experience tension between 
respecting their client’s autonomy and upholding 
the principle of nonmaleficence (i.e. not causing 
harm), which the letter is intended to mitigate. 
There are also implications for the principle of 
justice as locating a clinician willing and suffi-
ciently trained to provide an evaluation can be 
costly and burdensome (Brown et  al., 2020; Snow 
et  al., 2022), reducing access to care for those 
with limited resources. Gender-affirming practi-
tioners who wish to reduce barriers for transgen-
der and gender diverse patients and minimize the 
extent to which they act as a gatekeeper might 
therefore perform a perfunctory assessment. In 
fact, there is no evidence to suggest that assess-
ment of gender is effective at preventing deci-
sional or outcome regret (Ashley et  al., 2023). 
However, both the principles of nonmaleficence 
and autonomy require that the client have all the 
necessary information required to make a fully 
informed decision (see Ross et  al., 2023). In this 
way, an assessment can function to uphold non-
maleficence and autonomy. For example, patients 
may not be aware of all surgical options or know 
the rates of complications associated with genital 
confirmation surgeries. They may be unaware 
that exposure to sunlight increases scar pigmen-
tation or of the ways in which identity may shift 
after hormonal or surgical intervention (e.g. Davis 
& St. Amand, 2014). Examples of key areas to 
assess include ensuring the patient has the means 
to undergo follow-up visits with their surgeon, 
that they have realistic, reasonable expectations 
about their surgery, and that they have made 
adequate after-care and recovery plans. So, while 
an assessment need not be overly stringent, it 
should not be perfunctory. The professional 
responsible for drafting the letter can use the 
opportunity to assist in ensuring informed 
consent.
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Individualized embodiment care

Trans communities and clinicians are increasingly 
conceptualizing GAC as something that should 
be adapted to each patient’s individualized desires 
and embodiment goals, even if they do not con-
form to traditional GAC practices or gender 
norms and expectations. Examples of newer and 
more individualized GAC include but are not 
limited to low-dose hormone therapy (Cocchetti 
et  al., 2020), selective estrogen receptor modula-
tors (Xu et  al., 2021), simultaneous testosterone 
and estrogen, surgery without hormone therapy 
(Vincent, 2019), and estrogen with mastectomy to 
remove unwanted breast growth (Cocchetti et  al., 
2020). Examples within GAC surgery include 
removal of the nipple during mastectomy, penile 
preservation vaginoplasty (QueerDoc, 2022), 
zero-depth vaginoplasty (Stelmar et  al., 2023), 
and metoidioplasty or phalloplasty with vaginal 
canal preservation (Chen et  al., 2021). Despite a 
growing recognition that gender-affirming care 
should be individualized, many of these options 
remain difficult to access due to practitioner 
unfamiliarity, discomfort with uncertainty, or 
fears of causing harm. The research literature on 
less common forms of gender-affirming care is 
presently quite limited.

Non-individualized approaches to gender-affirming 
care pose challenges due to the conflict between the 
patient’s right to gender self-determination and 
bodily autonomy and clinicians’ reluctance to pro-
vide services individualized to the patient’s embodi-
ment goals, whether due to prejudice, scientific 
uncertainty, lack of education, inexperience, or insuf-
ficient technical expertise. Clinicians may also face 
these challenges with patients who seek out 
gender-affirming care while identifying as cisgender, 
which is known to occur with eunuch-identified 
individuals pursuing genital surgeries or cisgender 
masculine lesbians who request mastectomies to 
alleviate gender dysphoria and retain a female iden-
tity (Coleman et  al., 2022, Chapter 9).

Pursuant to the principles of respect for auton-
omy and justice, clinicians should provide individu-
alized GAC to the extent of their knowledge about 
all existing available options. Clinicians should also 
pursue education, training, and research to expand 
the range of gender-affirming interventions that they 

are able to safely and reliably offer. Patients have a 
right to gender self-determination and bodily auton-
omy. Denying care solely because their desires do 
not conform to prevailing gender norms and expec-
tations, absent evidence that the requested interven-
tion poses severe risks of harm, would compromise 
the principle of respect for autonomy. Social and 
medical GAC may produce benefits not because 
they align with gendered norms and expectations 
but rather because they reflect the person’s sense of 
gender and embodiment goals, thereby contributing 
to self-actualization, generating gender euphoria, and 
alleviating gender dysphoria. It follows, then, that 
nontraditional, newer, and innovative forms of 
gender-affirming care may produce similar benefits 
(Coleman et  al., 2022, Chapter 8).

Withholding care, harm reduction, and regret

Withholding GAC poses ethical problems from a 
harm reduction perspective. Someone who is 
denied GAC by a qualified health care profes-
sional may turn to unlicensed sources of hor-
mone therapy or surgery out of desperation, 
subjecting themselves to unnecessary risks 
(Coleman et  al., 2022; Mepham et  al., 2014). 
Competent providers who are not specialized in 
GAC often decline to prescribe hormone therapy 
because they feel insufficiently knowledgeable or 
qualified (McPhail et  al., 2016), which can lead 
to nonprescribed and unmonitored use of hor-
mone therapy, especially in rural areas where cli-
nicians specialized in GAC are not readily 
available. Risks associated with unlicensed care 
are heightened among people who cannot con-
vince clinicians that they are “truly” trans or who 
desire atypical forms of GAC. Some 
eunuch-identified people have been reported to 
cause extremely painful and dangerous damage to 
their testicles in order to secure surgery from a 
licensed surgeon (Johnson & Irwig, 2014).

Under the principles of beneficence and non-
maleficence, clinicians should avoid barriers to 
care that may lead someone to secure GAC inter-
ventions from unlicensed sources. If health care 
providers are “competent to deliver similar care 
for cisgender patients, they should develop com-
petency in caring for [transgender] patients” 
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(Coleman et  al., 2022, p. S143). While fears that 
a patient may regret a procedure are understand-
able, they do not outweigh the patient’s welfare 
or autonomy. GAC interventions pose unique 
health risks from unlicensed care because of their 
highly desired nature. Clinicians must appropri-
ately consider these risks when offering or deny-
ing gender-affirming care.

Harm reduction perspectives on GAC are par-
ticularly important in light of the relative rarity 
of regret and the impossibility of predicting how 
a person will feel about interventions long into 
the future (Human Rights Campaign et  al., 2016; 
McQueen, 2017; Michel et  al., 2002; Rosenthal, 
2014). Multiple bioethicists have suggested that 
current levels of regret are an unavoidable corol-
lary of the unique and transformational nature of 
GAC rather than evidence of failure in clinical 
decision-making (Howard, 2022; McQueen, 2017). 
According to this view, the risk of harms from 
being withheld care are unnecessary and barriers 
to care would, therefore, violate the principle of 
nonmaleficence in addition to the principles of 
respect for autonomy and justice.

Body mass index (BMI) requirements

Weight restrictions for GAC surgeries, such as 
BMI requirements, remain controversial and 
require careful consideration of ethical principles 
(Castle et  al., 2023). One recent article reported 
that a quarter of transgender individuals present-
ing for GAC surgery are denied due to obesity 
(Taormina et  al., 2023). On the one hand, these 
BMI-based restrictions to GAC may protect 
patients from an increased risk of complications 
and adverse health outcomes associated with sur-
gery and postoperative care (Ives et  al., 2019). 
For instance, some patients with very high BMI 
may be physically unable to dilate due to limited 
reach. On the other hand, weight requirements 
may unfairly disadvantage some patients. They 
can act as an insurmountable barrier to care, 
especially if they are used, as is common, in can-
didacy assessments for GAC (Castle et  al., 2023; 
Taormina et  al., 2023). Indeed, the idea that there 
is a predictive relationship between a BMI <30 
and better GAC surgical outcomes is, at best, 
uncertain (Brownstone et  al., 2021; Castle et  al., 

2023). Clinicians reconsidering weight restrictions 
should balance the risks of surgery for someone 
who has a higher BMI against the potential 
harms, impact on autonomy, and implications for 
justice of not proceeding with the surgery (Castle 
et  al., 2022). The principle of respect for auton-
omy can justify a surgeon’s decision to offer sur-
gery to patients with higher BMIs, so long as the 
patient is adequately informed of the relative and 
comparative risks of having surgery, pursuing 
weight loss, and foregoing surgery (Castle et  al., 
2022). Clinicians should have open discussions of 
weight-related risks with the patient and engage 
in shared decision-making with them, acknowl-
edging that different surgeons and patients will 
have differing levels of tolerance for risk (Castle 
et  al., 2022). If the patient elects to pursue weight 
loss, the clinician should adopt a patient-centered 
approach that does not reinforce weight stigma, 
focuses on healthy diet and lifestyle changes, and 
minimizes invasiveness in the patient’s life (Castle 
et  al., 2022; Brownstone et  al., 2021). Clinicians 
must remain conscious of the negative impacts of 
weight stigma on patients, and keep in mind that 
BMI requirements may result in tension with the 
principle of justice due to disproportionately 
impacting disabled communities and Black, 
Indigenous, and other people of color (Carender 
et  al., 2022; Castle et  al., 2023). In fact, there is 
evidence that BMI cutoffs for obesity differ 
depending on race/ethnicity (Rao et  al., 2015).

Conclusion

Guided by the principlism framework, we have 
explored common ethical dilemmas that present 
themselves in transgender health care. Despite 
the absence of a specific ethics chapter in the 
WPATH SOC8, we have illustrated the vital role 
of ethical principles in addressing issues related 
to equitable access to health, informed consent, 
and interpreting best interests within the com-
plex tapestry of legal challenges and cultural 
diversity. The principles of respect for autonomy, 
beneficence, nonmaleficence, and justice serve as 
lenses through which these dilemmas can be 
viewed and navigated. Our discussion has under-
scored the nuanced ethical considerations in 
pediatric care, surgery evaluations, individualized 
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embodiment care, and BMI requirements in 
GAC. These scenarios reveal the intricate inter-
play between respecting patient autonomy, ensur-
ing beneficence, avoiding harm, and upholding 
justice. They highlight the importance of informed 
consent, the need for evidence-based guidance, 
the value of individualized care, and the impor-
tance of addressing barriers to access.

However, we also acknowledge that princi-
plism, while a foundational guide, is not with-
out its limitations. Its roots in Western 
philosophy and potential oversimplification of 
complex scenarios necessitate a cautious and 
context-sensitive application. Transgender health 
care, with its diverse and dynamic challenges, 
requires an ethical approach that is both princi-
pled and flexible, capable of adapting to indi-
vidual needs and cultural contexts. As the field 
moves forward, we encourage clinicians and 
other stakeholders to continuously refine their 
ethical thinking, taking into consideration the 
evolving landscape of transgender health care, 
the diverse voices of those it serves, and the 
ongoing advancements in medical knowledge 
and practice. By doing so, we can help ensure 
that transgender health care remains not only 
medically effective but also ethically sound, 
equitable, and respectful of the rich tapestry of 
human experiences and identities.
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