Preparing Catholic Schools to Care for Gender Dysphoric Students

Joseph Parkinson STL PhD*

Gender dysphoria is “a persistent and profound discomfort with one’s biological sex and a
strong identification with the gender of the other sex”. 1 The ‘dysphoria’ or ‘bad feeling’ — the
opposite of ‘euphoria’ — is a psychological state of distress at “experienced incongruence
between a person’s inner perception of her/his gender, and the incongruous bodily reality.”
This paper discusses how Catholic schools might best prepare to provide care for ‘gender
dysphoric’ students. It suggests that empirical research often reveals a very different picture
from the popular rhetoric, and offers both a conceptual framework and some practical
considerations for Catholic schools and education systems.

Introduction

In recent years there has been a sharp increase in the number of children presenting to paediatric
gender dysphoria clinics.3 While the precise reason for this sudden increase remains unclear,
education is one of the first social systems to feel the direct impact of the phenomenon as schools
are challenged to provide appropriate support for ‘gender dysphoric’ students and their families. The
schools’ task is complicated by lack of clarity around the nature of this phenomenon; lack of
guidance on providing appropriate care; and in the case of the Catholic school system, a narrative on
the nature of gender and sexuality that runs contrary to popular rhetoric.

Central to the gender dysphoria phenomenon is the proposition that one’s subjective experience of
being male or female is distinguishable from one’s objective biological sex.4 In this paper, ‘sex’ will
refer to one’s genetic and genital inheritance by which, normally, one is classified either male or
female (XY or XX on the 23rd pair of chromosomes); while ‘gender’ will refer to one’s inner sense of
being or ‘feeling’ male or female — a subjective state of happiness with the way one views oneself as
a sexual being. The critical issue isn’t whether sex and gender are distinct — which they clearly are —

*  FrJoseph Parkinson is a moral theologian and a priest of the Archdiocese of Perth, Western Australia. In
the footnotes he acknowledges with gratitude a number of people who have made important
contributions to this paper. However the views expressed here are the author’s alone.

1 Hewitt (2012).

2 Kaltiala-Heino (2015).

3 Numbers have more than quadrupled in the last few years: compare Vickery (2015) who reported 26 referrals
per year to the Gender Dysphoria clinic at Perth’s Princess Margaret Hospital, with O’Leary (2017) reporting
100-150 referrals per year to the same clinic.

4 0One’s sex is sometimes referred to, confusingly, as one’s ‘assigned gender’. This may be an appropriate
designation in the case of genuine intersex individuals, but its use in the case of gender dysphoric persons
seems to assume a radical disconnection between sex and gender which rather begs the question in focus.
It is preferable to avoid the term altogether.
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but whether they are radically disconnected from one another.5 A related question asks whether the
naturally binary nature of human sex (male and female) necessarily translates into a binary account
of human gender — or indeed whether there is a limitless spectrum of human genders.6

In the interests of accuracy this paper proposes consistent use of the terms ‘gender dysphoria’ and
‘sender dysphoric’ in preference to those which dominate the popular rhetoric, ‘transgender’ and
‘transsexual’.” While all ‘transgender’ and ‘transsexual’ persons are such because they experience
some form of gender dysphoria, not everyone who experiences gender dysphoria will choose the
path of ‘transition’ from one gender to the other which is implied by these other terms. This
language protocol is most important in relation to school-aged children and adolescents: school
teachers and staff must be careful to use language which does not pre-empt possible future
outcomes or decisions which the child or others may or may not take in later life. This is particularly
so in view of what sound research reveals about long-term outcomes for those who do seek to
‘transition’. In my view the term ‘gender dysphoric student’ should always be used in preference to
the more common but much less accurate ‘transgender student’.

Gender dysphoria is altogether different from ‘intersex’ conditions (‘Disorders of Sexual
Development’ or DSD) which occur in about 1 in 4500 births and which have well-understood
medical causes.® This paper will not deal with DSD. Gender dysphoria is also different from sexual
orientation, and in particular same-sex attraction: a gay man is usually in no doubt as to his gender.?
Nor will this paper deal directly with ‘transgenderism’ in adults except as necessary to understand
gender dysphoria in children.10

Key stages at which school-aged children and adolescents may experience gender dysphoria or its
precursors are: pre-pubertal children (roughly 5-12 years), pubertal children and young adolescents
(roughly 12-16 years), and older adolescents (aged over 16 years). Research seems to indicate that

5 Allen (2014) notes that the word ‘gender’ is derived from an ancient root word ‘gen’ and is implicitly binary
because it connects back to human generation which requires both male and female: “in its verb form [gen]
is ‘to produce’ or ‘to beget’; in its noun form it refers to offspring or kin.” The American Psychiatric
Association’s Diagnostic and Statistical Manual of Mental Disorders, Fifth edition (2013) [DSM-V] holds that
the term ‘gender’ first arose in relation to the phenomenon of medical ‘intersex’ conditions. The
implication seems to be that its use in relation to psychological conditions is analogous. While DSM-V is the
diagnostic resource most often cited in the literature, the WHO ICD-10 Classification of Mental and
Behavioural Disorders is still widely used in Australia.

6 Adams (2017) says that Facebook users are offered over 71 gender options.

7 Some authors seem to use ‘gender dysphoria’, ‘transgenderism’ and ‘transsexualism’ interchangeably [eg
Gooren (2011)], while others [eg DSM-V] distinguish ‘gender dysphoria’ (as defined above) from
‘transgender’ (those who simply wish to settle their inner dysphoria) from ‘transsexual’ (those who opt for
radical hormone and surgical therapies to change their bodies to match their psychological experience).
This latter is sometimes referred to as a ‘sex change’ — which in genetic terms is impossible because a natal
male will always be 46,XY.

8 Ocal (2011).

9 There are indications that prolonged gender role confusion in very young children, while generally resolving
naturally, may be associated with higher rates of same-sex attraction in later life. See Steensma (2013).
Nevertheless, in the literature the two are usually considered to be totally distinct phenomena.

10 |t will become apparent that the ethical issues around adolescent transitioning are much more complex than
those around adult transitioning.
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true dysphoria is not likely to emerge until puberty or early adolescence, which are also the stages of
development when most cases will resolve naturally (for those known as ‘desisters’). The really
problematic group are those known as ‘persisters’, whose dysphoria is definitively diagnosed as it
lasts into later adolescence and even adulthood and who may seek puberty-blockers and even cross-
sex hormone treatment (described below) while attending school. While research indicates that
each stage presents typical characteristics and challenges, it also shows that each case of genuine
dysphoria is unique by virtue of its own complex of personal, social and familial factors. Each case
will require its own resolution.

This paper is addressed to Catholic schools and the Catholic education sector in Australia. It arises
from growing concern that all schools need to offer appropriate and effective support for children
and their parents who are, or believe they are, dealing with gender dysphoria. Accordingly this paper
will, firstly, explore what sound research tells us of the nature and likelihood of successful long-term
treatment of gender dysphoria in school-aged children and adolescents. Conscious of the challenges
faced by schools today, some apparent paradoxes that have been identified in treating the younger
cohort of students will be discussed and some preliminary recommendations offered. Secondly, it
will sketch a theological context or framework that Catholic schools can bring to pastoral care for a
gender dysphoric student. This ‘Catholic world view’ of the dignity and essential integrity of all
human beings, it will be suggested, supplies both the form and content of a whole-of-school
response to genuine gender dysphoria. Finally, viewing Catholic schools as elements in a much wider
Church environment that is challenged to provide appropriate care for all students, we will return to
some practical considerations for our dioceses, schools and school systems. The aim is to begin
constructing a body of knowledge to inform and guide a pastoral response from Catholic schools
which both adequately meets the needs of all students and faithfully reflects Catholic moral
traditions.

Part 1 Gender Dysphoria in Children

The rise in referrals to gender dysphoria clinics, and today’s apparent media fixation with gender
diversity issues, reflect a significant change in thinking that has taken place in Western society in
recent years. Where previously we assumed we knew what it means to be male and female as
children and as adults, today it seems all of these assumptions are under challenge. It is beyond the
scope of this paper to explore the history of this development,!! but primary and secondary
educators in particular need clarity about the nature and current treatment options for gender
dysphoria.

This is hotly disputed territory, because different researchers sometimes reach apparently
contradictory conclusions. But a close reading of the more solid academic research reveals data
which frequently contradict the popular rhetoric. Because managing gender issues in children can
have very serious repercussions for them and their families, | believe it is prudent to adopt a more
soundly empirical approach to interpreting information about gender dysphoria. However, some of
the best available research is based on small sample sizes or is more qualitative in nature (both of

11 For discussion of these questions, see Allen (2014).
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which make generalisation difficult), while some larger studies are retrospective reviews of medical
records drawn from a time when there were few if any best practice guidelines. Nevertheless, in such
an important question it is essential to be guided by the best available studies which meet, as far as
possible, normal academic criteria: objectivity, sound research methods, balanced reporting and
discussion of results.

a) Gender dysphoria in general

It is difficult to estimate the proportion of truly gender dysphoric individuals (adults as well as
children) in Australian society. Internationally, cited figures vary between 1.7% and 0.018% of the
total population;2 most studies accept that 1:10000 or 0.01% is probably reasonable.13 Sex ratios of
natal boys to natal girls range from 2:1 in children, almost 1:1 in adolescents, to around 6:1 in
adults.14

Gender dysphoria does not seem to have a single cause, much less a purely physical, genetic or
neurological cause. There has been considerable research into whether some individuals are more
predisposed to develop gender dysphoria if in utero their genital development varies from the later
neurological development of central structures in the brain> — if “the process of genital
development and of brain sexual development do not match the same sex”16 — but so far this
remains an unproven hypothesis.l? Most researchers agree:

Gender identity is a multifactorial process involving both prenatal and postnatal variables.
Psychosexual development is influenced by multiple factors such as exposure to androgens,
sex chromosome genes, social circumstances and family dynamics.18

b) Gender variance in school-aged children and adolescents

For a short time during their years of early development many children evidence ‘cross-gender’ or
‘gender-variant’ behaviour — experimenting with play, dress or other behaviours more typical of the
other gender — which usually passes naturally.19 Researchers agree that cross-gender play in early

12 Organisation of Intersex International Australia (2013). DSM-V quotes natal adult males in the range
0.005-0.014%, and natal females 0.002-0.003%. A natal male transitioning to female is commonly
abbreviated as MtF; a natal female transitioning to male as FtM.

13 Moore (2013); Gooren (2011); Kruijver (2004); Meyer (2012)
14 DSM-V.
15 Barrett (2014); Bakker (2014); Veale (2011); Savic (2010).

16 Worrell (2010). DSM-V: “current evidence is insufficient to label gender dysphoria without a disorder of
sexual development as a form of intersexuality limited to the central nervous system.”

17 Savic (2010); Lombardo (2012); Kruijver (2004); Hines (2015); Bakker (2014); Worrell (2010). Against the
trend, Bao (2010) claims that gender identity, sexual orientation and even paedophilia “are programmed
into our brains during early development. There is no proof that postnatal social environment has any
crucial effect on gender identity or sexual orientation.” This view is comprehensively refuted by many
including Ocal (2011), Kruijver (2004), and Bechard (2016).

18 O¢al (2011).

19 Meyer (2012); Spack (2011).
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childhood is in no way predictive of gender dysphoria later in life, 20 and that “there is no test that
can tell whether a child experiencing distress about their gender will grow up to be transgender.”2!

If a child persists in ‘gender-variant’ behaviour over a long time, they may sometimes try an
experimental period of ‘social role transitioning’, defined as adoption of purely social characteristics
of the other gender: dress, appearance, name and pronoun change, etc.22 Note, however, that
Endocrine Society guidelines still warn:

Given the high rate of remission of [gender dysphoria] after the onset of puberty, we
recommend against complete social role change and hormone treatment in pre-pubertal
children with [gender dysphoria].23

Temporary or even longer-term cross-gender behaviour associated with normal childhood play need
not progress to ‘social role transitioning’, and is not in itself sufficient to diagnose the child as ‘gender
dysphoric’. At this point parents may hold the key to effective resolution of their child’s condition:
whether they positively affirm cross-gender behaviour and so subtly encourage it, or adopt a more
neutral ‘wait and see’ attitude can be critical.24 One researcher found that “[p]arental
encouragement of gender variance is more common among individuals who later develop a gender-
variant identity.”25 Certainly parents should not too quickly conclude that their child’s cross-gender
behaviour is anything other than a relatively normal and passing phase of growth. A psychiatrist
notes

The more parents hear about childhood Gender Identity Disorder,26 the more they question if
their child may need to change gender. Many of the presentations in the public media
concerning childhood GID give the impression that a child with cross-gender behaviour needs
to change to the new gender or at least should be evaluated for such a change. Very little
information in the public domain talks about the normality of gender questioning and gender
role exploration and the rarity of actual change.?’

Of all children referred to paediatric gender dysphoria clinics for treatment, around 85% find that
their ‘dysphoria’ resolves before or during early adolescence without active treatment other than
counselling for child and family.28 One research group found persistence rates as low as 2%, and
reports: “the results unequivocally showed that the gender dysphoria remitted after puberty in the

20 Meyer (2012); Steensma (2013).

21 Boghani (2015).

22 Steensma (2013).

23 Hembree (2009).

24 ACP (2017); Whitehall (2016). DSM-V notes that there is yet insufficient empirical evidence on this point.
25 VVeale (2010).

26 ‘Gender Identity Disorder’ was the former designation of the phenomenon now known as ‘gender
dysphoria’. The change was made to ‘de-stigmatize’ the condition.

27 Meyer (2012).

28 Vickery (2015); Cohen-Kettenis (2008); Steensma (2013); Hewitt (2012). On this figure, of the 100-150
children referred annually to the clinic in Perth, one would expect only 10-15 to enter active treatment.
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vast majority of children.”29 For this reason most experts warn against early medical intervention,
particularly puberty-blockers or other hormone treatment, for ‘gender dysphoria’ in children.30

c) Diagnosis and treatment of gender dysphoria

The key diagnostic feature for gender dysphoria is an experience of extreme, prolonged and
deepening distress at felt incongruence between sex and gender.3! Parental concern at their child’s
gender variant behaviour, even when sometimes accompanied by expressions of unhappiness, are
insufficient to support a formal diagnosis.

Medical experts agree that a formal diagnosis one way or the other cannot be made without a
thorough assessment by an experienced multidisciplinary team including psychology, psychiatry,
endocrinology, paediatrics, and (as appropriate) gynaecology or andrology.32 Only diagnoses made
by such teams of experienced and recognised experts can be considered reliable — neither
community gender clinics, nor individual general practitioners, have the expertise to make a formal
diagnosis.33 Of particular importance is the psychological assessment, because (i) gender dysphoria
seems fundamentally to be a psychological condition, and (ii) research shows again and again that it
is very often accompanied by, and sometimes confused with, other psychological conditions or
‘comorbidities’ of varying severity.34

Current clinical practice is that, upon formal diagnosis as ‘gender dysphoric’, an older child or young
adolescent may commence a three-stage ‘transition” pathway:

* Stage One: hormonal suppression of puberty to relieve the child’s fears that their body is
permanently taking on characteristics of the non-preferred gender (generally, development of
more adult genitalia and body morphology). This could begin just prior to the onset of puberty
so that permanent physical change can be held at bay while the child receives ongoing
psychological support to help decide their future. This treatment is largely reversible on
cessation (when the child’s own hormones usually resume) although some longer term risks
including effects on bone growth and density have been noted.35

* Stage Two: commencement of a life-long regime of cross-sex hormones to develop and sustain
anatomical and other features characteristic of the preferred gender. Since this regime

29 Steensma (2010): “Feelings of gender dysphoria persisted into adolescence in only 39 out of 246 children
(15.8%) who were investigated in a number of prospective follow-up studies”. The range of persistence
between the ten studies in question was 2% to 27%. DSM-V cites persistence rates for natal males as
2.2%-30%, and for natal females as 12%-50%, but offer no references for these figures.

30 Cohen-Kettenis (2008); Kaltiala-Heino (2015); Hembree (2009); Spack (2011). Hembree (2009) explains this is
because “a diagnosis of transsexualism in a pre-pubertal child cannot be made with certainty.”

31 DSM-V.

32 Hewitt (2012). DSM-V lists criteria for diagnosis of gender dysphoria in children (302.6), and in adolescents
and adults (302.85).

33 In Australia, the few expert clinics are attached to major paediatric hospitals. In the United States of America,
only recognised ‘centres of excellence’ can provide accurate diagnosis.

34 Kaltiala-Heino (2015).

35 American College of Pediatricians [ACP] (2016). Cohen-Kettenis (2008) offers a good analysis of arguments
for and against delaying puberty.
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produces irreversible changes in the patient (often including permanent sterility),36 and carries
other both known and unknown long-term risks, 37 it usually requires the child to have
attained 16 years, the age of legal competence to consent to any medical treatment.

* Stage Three: permanent reconstructive surgery to further bring the body into line with the
individual’s preferred gender. For both legal and medical reasons this step is not usually
considered for anyone younger than mid-twenties.

Only Stages One and Two, and steps preceding them, are relevant to the focus of this paper.
d) Comorbidities

Gender dysphoria in both children and adults is very often accompanied by other psychological and
even psychiatric comorbidities38 which in many cases the accepted regimen of treatment does not
resolve.39

Clinically referred children with gender dysphoria show elevated levels of emotional and
behavioural problems — most commonly, anxiety, disruptive and impulse-control, and
depressive disorders. ... Autism spectrum disorder is more prevalent in clinically referred
children with gender dysphoria than in the general population. Clinically referred adolescents
with gender dysphoria appear to have comorbid mental disorders, with anxiety and depressive
disorders being the most common.40

One Finnish study found that 68% of 47 adolescents attending a gender dysphoria clinic over four
years had previously been attending psychiatric services for reasons other than gender identity
issues — rising to 75% upon admission. Of these, 64% had depression, 55% had anxiety disorders,
53% engaged in suicidal or self-harm behaviours; 13% had had psychotic episodes, 9% had conduct
disorders, 26% were being treated for autism spectrum disorder and 11% had ADHD.4! Taking the
Finnish study cohort as a whole, the proportion of gender dysphoric children and adolescents who
presented with accompanying psychopathologies was 96%.

One issue of particular interest in education is the incidence of bullying targeting gender dysphoric
children. The Finnish study cites a general incidence of bullying across whole school populations as
10-15%. Of the 47 students in this study, 57% said they had been bullied — but the number who said
the bullying was related to their gender issue was within the general range: only 7 individuals, or
15% of the cohort.42 Of particular note to educators, the researchers found that social isolation was
the single most significant predictor of gender identity confusion, although the meaning of this
correlation is unclear.

36 ACP (2016), Hembree (2009).

37 Boghani (2015); Hewitt (2012).

38 Meybodi (2014); Bechard (2016);

39 Gooren (2011); Moore (2013); Dhejne (2011); Spack (2012); Kaltiala-Heino (2015).
40 DSM-V.

41 Kaltiala-Heino (2015). See also DSM-V.

42 Kaltiala-Heino (2015).
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The same study found that in most of the young people assessed, “gender dysphoria presented in
the context of wider identity confusion, severe psychopathology and considerable challenges in the
adolescent development.”43 This suggests that in some cases presumed ‘gender dysphoria” may in
fact be a developmental disorder, or even an adjustment disorder (that is, difficulty adjusting
psychologically to the physical reality of the natal body) — the term ‘anatomic dysphoria’ has been
used.44

e) Long-term outcomes of treatment

What seems clear in the research is that today’s standard model of treatment for gender dysphoria
(puberty suppression, cross-sex hormones, possibly surgery) has limited success and does not
address the full range of needs of these young people in the long term. 45

A Melbourne study of 17 young people deemed suitable for Stage Two (cross-gender hormone)
treatment found that while behavioural problems and depression seem to improve in the early stage
of treatment, there is evidence that “anxiety, anger and gender dysphoria remain unchanged”.46
Furthermore, the “long-term psychological and health outcomes of cross-sex hormone treatment are
unknown, as is the rate of ‘regret’ with reversal of gender identity.” 47 An American paediatrician
agrees: “The bottom line is we don’t really know how sex hormones impact any adolescent’s brain
development.” 48

A related concern for young people is the prospect of having to take cross-sex hormones for the rest
of their lives:

While transgender adults have taken hormones sometimes for years, the generation growing
up now is among the first to start taking hormones so young. Since most people who start
taking hormones take them for life, doctors say there also isn’t enough research into the
long-term impact of taking estrogen or testosterone for what could end up being 50 to 70
years.49

While several studies suggest positive outcomes after gender reassignment procedures in the first
year or two after treatment,>0 a much longer term study in Sweden following 324 sex-reassigned
persons matched to controls across 30 years found “substantially higher rates of overall mortality,
death from cardiovascular disease and suicide, suicide attempts, and psychiatric hospitalisations in
sex-reassigned transsexual individuals compared to a healthy control population.”s! It found that

43 Kaltiala-Heino (2015).
44 DSM-V.

45 DSM-V: “Adolescents and adults with gender dysphoria before gender reassignment are at increased risk for
suicidal ideation, suicide attempts, and suicides. After gender reassignment, adjustment may vary, and
suicide risk may persist.”

46 Hewitt (2012).

47 Hewitt (2012).

48 Boghani (2015).

49 Boghani (2015).

50 de Vries (2014); Johansson (2009).

51 Dhejne (2011).
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transsexual individuals had been hospitalised for psychiatric comorbidities other than gender
dysphoria about four times more than controls, and overall had a three times higher risk of mortality,
including a 19 times higher risk of death by suicide.52

As one researcher states:

Although several studies have shown amelioration of gender dysphoria and improvements in
social and sexual functioning in transsexuals who have undergone sex reassignment, none
have conclusively demonstrated that medical interventions resolve gender dysphoria.53

f) Discussion

Research indicates that gender dysphoria is a psychological rather than a physiological condition;
that individuals reporting gender dysphoria very often have a range of other serious psychological
issues; and that the accepted three-step treatment regime has not yet been proved successful in the
long-term. These findings cast serious doubt on many claims made about gender dysphoria in
children and adolescents, and should sound alarm bells for schools asked to provide special care and
conditions when a student is presented as ‘gender dysphoric’.

But while the data of sound research raise many serious questions about the nature and treatment
of gender dysphoria, they do not dissolve the problem. It seems clear that in a very small number of
cases — perhaps 1 in 10,000 of the general population — gender dysphoria is a very real and clinically
serious condition that threatens a young person’s growth toward mental and psychological health
and wholeness.

It is incontestable that psychological disorders are real.54 They can be persistent, vary in severity, and
prove extremely difficult to manage. Successful treatment (defined as restoring the sufferer to a
relatively ‘normal’ range of functioning) can be frustrated by unique factors and circumstances that
prevent an individual from ever achieving a ‘conventional’ way of life. In some instances of gender
dysphoria in adults, especially in the absence of more practicable alternatives, interventions which
include “supporting a non-conventional manner of life” may be a reasonable option. So one Catholic
authority wonders whether Stage Three (surgical) treatment might be ethically defensible for an
adult if it is “deemed to be an effective means of freeing the patient from an intolerable
psychological conflict and obtaining peace of mind.”55

However, in the case of children a number of factors confound this very nuanced approach.

First, it is difficult to predict a child’s “psychosexual outcome” over time: of those who are assessed
as requiring referral to gender dysphoria clinics for treatment, the overwhelming majority (around
85%) find that their experience of gender variance or dysphoria resolves more or less naturally with

52 Dhejne (2011).
53 Gooren (2011).

54 For the observations in this paragraph | am indebted to Prof David Albert Jones, Director of the Anscombe
Centre in Oxford, England (in personal communication).

55 Navarette (2014). At the same time, because resolving juridical and moral issues requires a high degree of
objective certainty, he holds unequivocally that, “the interior perception that someone has of his own sex is
not and cannot be a criterion [for legal resolution], since this is something subjective that is imperceptible
to the senses”. (108)
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appropriate psychosocial support (ie psychological and/or psychiatric counselling) — that is, without
hormonal or surgical intervention of any kind.>6

Second, many health professionals believe that even purely social (ie non-hormonal) transitioning in
the home environment can create problems if it is attempted at too early an age.5” One research
team suggests that those whose later adolescent experiences naturally alleviate their feelings of
gender dysphoria risk ‘double jeopardy’ if, after resolution, they subsequently wish to ‘transition
back’ to their natal gender:

It is conceivable that the drawbacks of having to wait until early adolescence [to transition]
(but with support in coping with the gender variance until that phase) may be less serious
than having to make a social transition twice.58

Therefore, in respect of even purely social transitioning in childhood, some professionals recommend
that

parents may want to present this [purely social] role change as an exploration of living in
another gender role, rather than an irreversible situation. Mental health professionals can
assist parents in identifying potential in-between solutions or compromises (eg only when
on vacation). It is also important that parents explicitly let the child know that there is a
way back.59

Others are less sure about the wisdom of even purely social transitioning at a young age. They
believe that in too many cases social transitioning is proposed and accepted far too willingly, and
becomes a kind of ‘self-fulfilling prophecy’: encouraged by his/her parents to experiment with
gender variant roles, the child comes to believe that this is his/her true identity — when in fact it may
not be so. And the risk compounds with the possibility of future ‘unnecessary medical interventions’,
all in the absence of any real clarity about the long-term consequences for the child.60

At this point it is important to emphasise that all experts agree: any form of treatment of gender
dysphoria, if it is to be successful, must be accompanied by sustained psychosocial counselling and
other psychological support, as discussed further below. Medical treatments alone (hormone
therapy, surgery) do not directly address the central characteristic of gender dysphoria — namely,
psychological distress — and so are very unlikely to succeed in isolation.

Third: while it is true that “[n]either puberty suppression nor allowing puberty to occur is a neutral
act” 61 research shows that personal experiences during puberty and early adolescence (roughly the
age range 10-13 years) are critical in settling (or not) the individual’s gender variance or dysphoria.62
Curiously, the same three factors emerge as critical in either relieving or exacerbating gender

56 Steensma (2010), (2011).

57 WPATH (2011), noting that this is a question on which “divergent views are held by health professionals”.
58 Steensma (2011). WPATH relies heavily on Steensma (2010) on this point.

59 WPATH (2011).

60 Shaban (2017); Heyer (2017b). Shaban cites doctors who believe some members of their own profession are
among those too willing to accept claims of gender dysphoria on insufficient empirical evidence.

61 WPATH (2011).

62 Steensma (2010).
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dysphoria: (i) changes in the child’s social environment (eg new personal interests and friendships) as
they ‘grow into’ their natal sex; (ii) physical changes occurring during puberty (actual or anticipated
feminisation or maculinisation of their bodies); and (iii) the first experience of falling in love and of
sexual attraction. These moments seem to play critical roles in either weakening the cross-gender
identification of those whose variance or dysphoria resolves over time (the ‘desisters’), or
strengthening the cross-gender identification of those who eventually progress to Stage Two
treatment (the ‘persisters’).

The significance of these three developmental experiences — each of which depends on the child
experiencing puberty to some degree — may explain researchers’ reluctance to recommend medical
intervention at too early an age: puberty suppression is very likely to skew the child’s experience of
the first and third factors, and of its nature will totally disrupt the second. To deprive the adolescent
of these developmental experiences could be to deprive them of key elements in the natural
resolution of their condition.

Nevertheless an alternative view — that puberty blockers ‘buy time’ for the child to explore their
‘preferred gender’ without the trauma of dealing with physical changes in their natal gender —
persists in the literature. On one hand this seems to create a dilemma: whether to block puberty in
the interests of temporary relief from dysphoria, even though that will prevent natural resolution of
the dysphoria in some cases; or, while providing the child with as much psychosocial support as
possible, to allow puberty to unfold in the hope of natural resolution. While some clinicians favour
the former approach, there is good research evidence that the latter option may be preferable in at
least some cases.63 The difficulty, as noted, is that most researchers agree there are no clinical
markers to indicate in advance which patients will derive most benefit from which option.é4

However the child’s own report of their experience may provide some clues. One project uncovered
a possible distinction between persisters and desisters as young as 6 or 7 years of age:

Although both persisters and desisters reported cross-gender identification, their
underlying motives appeared to be different. The persisters explicitly indicated they felt
they were the other sex, the desisters indicated that they identified as a girlish boy or a
boyish girl who only wished they were the other sex.65

Warning that such differences could be the result of ‘biased recall’, this research nevertheless offers a
tantalising possibility:

The persisters attributed their gender dysphoria primarily to the discrepancy between their
body and their gender identity and a true longing for having a different body. The desisters,
however, indicated that their desire to have the body of the other sex (if present at all) or
the desire to be the other sex was more related to the opportunity to fulfil the preferred
gender roles, than to a true aversion against their bodies per se. These accounts imply that

63 Steensma (2010).
64 Meyer (2012); Steensma (2013); Boghani 92015); Vickery (2015); Cohen-Kettenis (2008).

65 Steensma (2010); emphasis original. Interestingly, both those who believe they are the other gender, and
those who wish they were the other gender, qualify as gender dysphoric in DSM-V. The research in question
may have uncovered a clinically significant distinction.
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the presence of body discomfort may contribute significantly to persistence or desistence
of childhood gender dysphoria.66

So it may be that the dilemma in question is only either apparent or temporary: while it seems
insoluble at the moment, it is possible that further research along these lines may provide a way to
distinguish in advance those who would benefit from puberty blockers on one hand from, on the
other hand, those for whom puberty blockers are likely to cause more harm than good. In the
absence of this evidence, however, it would seem wise to proceed with extreme caution: until the
child or adolescent’s experience of distress elevates to become genuinely pathological, when the
administering of these hormones may be truly medically indicated, it may be more prudent to allow
puberty to begin and proceed for some time —that is, to withhold puberty blockers altogether.

Finally, and in any event, those with experience in treating gender dysphoria insist that “[b]efore any
physical interventions are considered for adolescents, extensive exploration of psychological, family
and social issues should be undertaken”, the depth and duration of which “may vary considerably
depending on the complexity of the situation.”67

Assessment of gender dysphoria and mental health should explore the nature and
characteristics of a child’s or adolescent’s gender identity. A psycho-diagnostic and
psychiatric assessment — covering the areas of emotional functioning, peer and other social
relationships, and intellectual functioning/school achievement — should be performed.
Assessment should include an evaluation of the strengths and weaknesses of family
functioning. Emotional and behavioural problems are relatively common, and unresolved
issues in a child’s or adolescent’s environment may be present.68

An effective care plan for the gender dysphoric student must therefore include care for his/her family
as well. Clearly the school can play a central role in facilitating care of its student; a truly holistic
approach will extend to addressing familial and other significant relationships as well, for which the
school will probably need to collaborate with external agencies. Alert school authorities will naturally
be wary of parents who seem to promote the gender dysphoria agenda aggressively, or who are
unaware of research into the risks of early intervention. They will also beware of parents and others
who assume that the problem lies with the student alone. While it may initially be uncomfortable
for the parents and other family members, some exploration of the student’s family and social
functioning would seem an obvious step in helping all parties achieve mutual understanding and
collaboration in providing care.

Perhaps the least that can be said is that many very serious questions around gender dysphoria and
its treatment remain unanswered. It may be 20 years or more until some of these questions can be
resolved, as the current ‘bubble’ in referrals to paediatric clinics works its way through the medical
system and researchers using prospective case-controlled methods can assess more definitively the
real effectiveness or otherwise of today’s treatment regimes.6 In any event, we of course need to

66 Steensma (2010). This ‘body discomfort’ seems to correspond to the ‘anatomic dysphoria’ noted in DSM-V,
and above.

67 WPATH (2011).
68 WPATH (2011).

69 Heyer (2017b) references such research underway at present.
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remain open to whatever truths are eventually uncovered by future objective research, and allow
ourselves to be led forward by these truths.

In the meantime, however, educators require practical guidance on appropriate care for students
who present as gender dysphoric. Given the extreme vulnerability of these children and their
families, and the possibly irreparable harm that can be done to both by inappropriate medical
interventions, educators must tread very carefully. In my view it would be prudent to follow the lead
of medical professionals in this case: when faced with any uncertainty in diagnosis, the best medical
professionals opt for more conservative rather than more interventionist treatments.

g) Recommendations for schools

The following suggestions should be read in conjunction with further recommendations in Part 3
below.

* The school should not consider a student to be gender dysphoric if parents cannot provide a
formal diagnosis from a recognised specialist clinic. If parents have not already obtained a
formal diagnosis, they should be required to obtain one before taking the conversation
further. Without such a diagnosis it is impossible for the school to know exactly what their
duty of care might require.

* As with other children in special circumstances, the school may benefit from external expert
advice on day-to-day management of a gender dysphoric student, especially as the student
gradually either desists or persists over time. It may be for the education office to identify an
external consultant with relevant experience.

* Because they can prevent rather than facilitate resolution of the condition, puberty blockers
should not be prescribed or administered to children or early adolescents unless their
psychological distress has progressed to become truly pathological, when use of these
medications may be medically indicated.

* Even if a student has an initial formal diagnosis, current practice requires a further medical
assessment and diagnosis before they can access Stage Two treatment (cross-sex hormones).
Because these produce irreversible effects, the young person is required to provide formal
consent or assent to such treatment, usually in line with a court order made for this purpose.
Schools should not agree to support cross-sex hormone treatment of a student without
external legal advice on their own exposure to potential present and future risk. They may
also wish to consider formal agreements or ‘contracts’ with parents covering legal and
ethical elements relevant to each case.

Part 2 Catholic Schools
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As diocesan education systems and individual schools grapple with these issues, some have begun
developing frameworks or protocols to guide school principals and other authorities toward best
practice in pastoral care for gender dysphoric students. Appropriate guidance will be built not only
on accurate knowledge of gender dysphoria but also on a profound and committed grasp on the
world-view proposed by the Christian tradition, beginning with its rich and holistic vision of the
human person.70 Behind all of this lies the mission of the Catholic school — and indeed, the mission
of the Church.

a) Schools share the mission of the Church

The Catholic Church has reflected regularly on the nature and mission of Catholic education in a
series of documents from the Sacred Congregation for Catholic Education which now runs back over
40 years.”t These firmly ground the mission of a Catholic school, as “a privileged means of
promoting the formation of the whole person”,72 within the mission of the universal Church. In a
sense, to paraphrase one missiologist, “The school does not have a mission: the mission has a
school.”73

Most fundamentally the mission of the Church is an extension of the mission of Jesus, who came
‘that they may have life, and have it to the full’ (John 10:10). In Jesus’ own time, as today, there were
many people who for one reason or another experienced diminishment, marginalization, or
alienation in life: the poor who were financially unable to participate fully in society because they
lacked the necessary resources; those whom the self-righteous despised because they were
perceived to be less than virtuous — tax collectors, prostitutes, and the like; the sick, who suffered
doubly from physical incapacity and social isolation; those who held different beliefs, came from
other countries, or who otherwise were ‘outsiders’. Sometimes one’s diminishment is a result of
poor life choices; sometimes it is a function of unjust social practices or policies; sometimes it is an
accident of birth; and sometimes it is imposed by the selfishness of others, or by one’s illness,
advanced age, or other circumstances. No matter how each person’s diminishment comes about,
the Gospels reveal that Jesus’ ministry consists in healing and restoring them to wholeness, the
fullness of life, which God intends every human being to enjoy.

It is easy to see how a young person'’s feelings of distress about their experienced gender might
adversely impact many aspects of their life, including their hope of finding happiness and fulfilment
in close personal relationships. To that extent, this young person suffers diminishment and stands in
need of ‘the fullness of life’ that the school can offer. Indeed, their very youth and inexperience
position all young people as vulnerable and in need of help to grow into wholeness. This is precisely
the work of the school. As ‘formation of the whole person’ the Catholic school’s project is meant not
only to touch the students’ intellectual and spiritual life, but impact their physical, social, emotional
and psychological well-being too. The aim is to develop in each student a capacity and desire for
ongoing growth toward wholeness.

70 Second Vatican Council, Pastoral Constitution ‘Gaudium et spes’ On the Church in the Modern World (7
December 1965) 12-18.

71 There is a chronological list of these documents in the References at the end of this paper.
72 SCCE (1977), 8.

730riginally: “The church does not have a mission: the mission has a church”. Attributed to Stephen Bevans SVD
and Roger Schroeder SVD in their Prophetic Dialogue: Reflections on Christian Mission Today. Maryknoll:
Orbis Books 2011.
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b) Sex and Gender in the Catholic World-View

Because they share in the mission of the Church and belong very much at the heart of that mission
today, Catholic schools are not value-free zones. They share the Catholic world-view, which forms
both a lens through which they see the world, and a source of truth and life which it is their mission
to offer students. The Catholic school’s approach to pastoral care, and the wisdom that informs that
care, must reflect the understandings of the Catholic tradition.

A great deal has been written and taught in the Catholic world about sex and gender, especially
during the pontificate of St John Paul Il. Prior to and since that era, the Catholic Church has
guestioned contemporary use of the word ‘gender’ as though it were completely independent of
sex.74 At risk is a rational understanding of what it means to be a human being at all. It is not possible
here to assess the arguments on both sides, nor even to offer a comprehensive summary of the
Catholic view. Rather we will briefly attempt to sketch the outlines of that view, indicating where the
current rhetoric around gender departs from the view held for centuries both within and without the
Christian tradition.

In that view, humankind has naturally evolved as binary in structure: male and female are normative
and complementary modes of human existence in the world.”’> This is true in many aspects of life:
biologically, emotionally, psychologically and even spiritually, male and female are different but
complementary. And it is our common experience that human beings flourish best when we
establish and sustain complementary relationships. None of us was created as a wholly autonomous
being, each radically independent of all others:

...the human being . . . is not a ‘monad’, an isolated being who lives only for himself and
must have life for himself alone. On the contrary, we live with others, we were created
together with others and only in being with others, in giving ourselves to others, do we find
life.76

This ‘being with others’ and ‘giving ourselves to others’ is inclusive of our sexuality, which
encompasses all the male and female ways we exist in creation.”” Human beings, both as individuals
and as societies, naturally seek happiness and fulfilment in and through our human relationships.
Stable, committed relationships offer security both personally and socially, for ourselves and for our
children. When a committed relationship is between a male and a female who also share the gift of
fertility, it emerges as the natural human way — in terms of both process and structure — that the
next generation is not only created but also sustained and nurtured through to maturity. So typically,
both personal happiness and the generative cycle of human social life depend on our binary sexual
complementarity. This is the usual way our personal and social need for security is met and our

74 For summary and analysis, see Allen (2014).
75 For an excellent summary, see Tobin (2016).
76 Pope Benedict XVI, Homily in Rome’s ‘Casal del Marmo’ Juvenile Prison. 18 March 2007.

77 Recognising that it completely omits essential elements such as complementarity, relationship and
commitment, we can nevertheless view ‘sexuality’ in terms used by the Australian curriculum: “A central
aspect of being human throughout life. Sexuality encompasses sex, gender identities and roles, sexual
orientation, pleasure, intimacy and reproduction, and is influenced by the interaction of biological,
psychological, social, economic, political, cultural, ethical, legal, historical, religious and spiritual factors.”
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human story continued. Catholic schools are privileged to play an important part in forming young
lives to enter this cycle.

To this scant account of our natural law tradition, three comments should be added immediately.

a)

b)

This world-view expresses the Catholic Church’s commitment to serve the genuine good not
only of its own constituents but also of the societies and cultures in which it is embedded.
Christian concern about sex, gender and family life is not primarily about promoting a sectarian
view of the world. It is, rather, grounded in anthropological observation: these understandings
and relationships were not created by any religion, for they vastly predate all religions. If
anything, they are structures that evolved naturally with human beings themselves, proving
their value through many generations. In proposing this view the Church seeks to preserve the
conditions which have proved to be most apt to ensure the survival and flourishing of entire
societies and cultures, and the happiness and fulfiiment of members of those societies. Just as
Jesus came to bring the fullness of life to all people, so the Church has long recognised its
vocation ‘in the world and for the world’.78

The fact that some individuals and couples do not experience relationships, sexuality or gender
as sources of happiness and fulfilment but rather as causes of distress, grief and pain does not
invalidate the vision proposed by the Christian tradition. Relationship failure and the personal
and social harms that accompany it are always tragic. They call forth care, compassion and
healing. In religious terms, they remind us that we all need the grace of God. The Catholic view
of the integrity of human sexuality and gender embraces both universal (whole human race)
and particular (individual human beings) perspectives, which the sad experiences of some do
not invalidate.

At the same time, while human evolutionary history proves that our sexual structure is binary —
male and female — this does not mean that natural variations within that structure are
impossible.?® Quite apart from medically-defined intersex conditions, it is obvious that there is a
spectrum of ways of ‘being male’ and ‘being female’ within our culture: thus some males (while
remaining certainly male) seem to exhibit some traits more commonly associated with females,
and vice versa. If natural variations in male and female sexuality are relatively common and pose
no threat to the fundamentally binary structure of humanity, is it possible that individual
instances of discontinuity between sex and gender may fall within the same natural spectrum of
human sexuality, albeit extremely rarely and always as variations from the norm? Any
physiological basis of this hypothesis, as noted earlier, remains unproven to date but may
eventually yield — one way or the other —to long-term prospective research. In the meantime it
would seem unwise to discount this possibility prematurely: | do not believe the Catholic view of
the integrity of human sexuality would necessarily be threatened by this possibility.

78 See for example the Second Vatican Council’s Pastoral Constitution Gaudium et spes. On the Church in the

Modern World.

79 | am indebted to Rev Charles Bouchard OP (in personal communication) for observations in this paragraph.
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So what do these considerations contribute to our understanding of gender dysphoria? Today’s
default position on gender dysphoria is sustained by a popular rhetoric built on three claims that
merit close scrutiny. They are:

(i) Sexis separate from gender;
(ii) There are many genders;

(iii) In order to respect the gender dysphoric person, we must ‘normalise’ their experience of
gender dysphoria.

To each of these claims the Christian tradition proposes alternative views.

(i) The human person is an integral whole, a single nature at once physical and spiritual.80 Every
non-corporeal aspect of a person exists and is reflected in and through the physical body. A
person does not ‘possess’ a body: he or she IS their body. We natural speak of different aspects
of the person in different ways — our tradition is very used to thinking about ourselves as ‘body
and soul’, for example — but equally we are careful not to fall into an essentially dualist account
of the person, which in history has always led to patterns of thinking and behaviour which are
ultimately destructive of human dignity.8!

The claim in popular rhetoric that ‘sex’ and ‘gender’ are not only distinct but so radically
separate that the latter can be a matter of purely personal choice, simply is not sustained by
either empirical research or wider human experience. It is undeniable that some individuals feel
that their psychological sense of self does not match their physical experience of self, but this
may be an expression of natural variance in their experience of sexuality with which the
individual is struggling to deal. There are more rational explanations for this phenomenon than
the popular rhetoric would admit; certainly the claims of that rhetoric are simply not supported
by reliable research.

(ii) If the experience of gender is indeed a psychological correlate of one’s sex and not a radically
disconnected reality, and if human beings have evolved an essentially binary sexual structure,
then in its natural sense gender is also essentially binary. The fact that some individuals (often
accompanied by other psychological stressors) do not experience themselves this way does not
invalidate the natural paradigm. There are more rational ways to explain their experience than
proposing a multiplicity of genders.

(iii) True healing is never brought about by normalising the cause of suffering, but by seeking
effective means to alleviate it.

80 Catechism of the Catholic Church 362-368, especially 365.

81 One thinks, for example, of the destructive influence of Manicheism and Jansenism, both of which elevated
the spiritual and played down the physical aspects of the human person — to the detriment of both
individuals and societies.
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Perhaps more profoundly than any other institution, the Christian tradition well understands the
nature of human suffering, having provided health and humanitarian care to suffering people
for almost all of its two millennia of history. The Church has learned that suffering occurs when a
person realises there is “a good in which [they] do not share, from which in a certain sense [they
are] cut off”.82 The ‘good’ may be physical health, or inclusion, or acceptance, or psychological
or emotional peace; ‘suffering’ is experienced by those who, one way or another, become aware
that they are lacking this ‘good’.

In the case of gender dysphoria, the ‘good’ which is lacking is harmony between one’s physical
body and one’s psychological sense of being male or female. To care for such a person means
helping them to achieve the harmony they are missing. A caring person will not use ineffective
means of helping — they will choose effective and life-giving means of helping, means which
hold real promise of restoring health and wholeness to the one in need. Current research
strongly suggests that, in the long term, this is not achieved by medical treatments that seek to
alter one’s physical body to match one’s psychological sense of self, because gender dysphoria is
not a physical but a psychological problem. Real care and respect for the person, care that truly
honours not only the individual in need but also the structure of human life itself, will seek to
bring psychological experience into harmony with physical reality, not vice versa. It will seek to
treat the phenomenon in its cause, and not merely in its symptoms.

c) Providing Pastoral Care

‘Care’ is a living expression of an attribute that belongs perfectly only to God, that ‘hesed’ or ‘loving-
kindness” which Pope Francis refers to as ‘mercy’: the life-giving goodness and kindness characteristic
of God, of Jesus, and therefore of the Church and the Catholic school. The evocative image of Jesus
the Good Shepherd who offers ‘the fullness of life’ (John 10:10) is an incarnation (“making flesh”) of
divine loving-kindness.

Jesus always had something to offer those in need. He was never prepared to leave people as he
found them, or to let them find their own way, but rather took pains to propose a more life-giving
way and invite (and sometimes challenge) them to embrace a richer, fuller, more life-giving vision of
themselves and of their future possibilities. His pastoral method has been described as
“accompaniment — inclusion — restoration to wholeness”,83 which sets a pattern for all Christian
pastoral care. It is the mission of Catholic schools, likewise, to invite and empower students to
develop and strive after a fuller, more life-giving vision of themselves. They are called to accompany,
include and encourage growth in all of their students. Therefore Catholic schools cannot approach
the gender dysphoric child empty-handed or value-free: true respect for their human dignity
requires a school to bring to bear the life-giving understandings and practices of its faith tradition,
grounded in Jesus’ own vision of the fullness of life, and aimed at encouraging each student’s growth
into wholeness as a person.

82 John Paul Il, Apostolic Letter Salvifici doloris, On the Christian meaning of human suffering. 11 Feb 1984. 7.

83 This formulation attributed to the Ministry Leadership Center, Roseville California.
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What does the fullness of life look like to the gender dysphoric child or adolescent? What
characteristics might it include? To answer these questions one would need to accompany the
student first of all, to ‘get inside’ the feeling of dysphoria and explore the individual’s expectations of
their sex-gender experience. These are influenced by numerous factors such as personal and familial
history, exposure to popular conceptions of sex and gender, and the influence of peers and of the
media (including social media). The Catholic tradition recognises that the school is but one powerful
factor shaping the life of the young person, whose growth will continue for many years under the
influence of many other social and cultural factors.

School include when they build with their students relationships of care and trust. In the context of
those relationships, pastoral care in the school setting will affirm those aspects of the gender
dysphoric student’s experience that favour openness to ongoing personal growth and stability, while
gently challenging those which threaten to limit this possibility prematurely. In light of the empirical
evidence about gender dysphoria, pastoral carers will not take the easy option of simply affirming
the student’s self-perceived condition. They will strive to establish a safe and trusting relationship
with the student capable of sustaining a sensitive, mature and hope-filled exploration of future
possibilities for growth. Finally, schools bring wholeness when they help students come to see their
growth toward adulthood as an ongoing process with many questions and challenges, and help them
grow in confidence that over time they will find the authentic self-knowledge and inner serenity they
seek.

Bringing the content of the Catholic world-view together with this concept of the formative mission
of the school, the following images might describe core characteristics of good pastoral care in
Catholic schools.

* The Church’s integral and holistic understanding of the human person, sexuality and gender may
be thought of as an objective ‘map’ that provides guidance for all of us: it helps us grasp in
general terms the promise of our sexuality, and it provides sound direction in moral decision-
making. This understanding of the human person lies at the heart of moral teaching and
pastoral care in the Catholic tradition.

* Butasvaluable as it is, the map is not the terrain: 8 each individual, enriched by the Church’s
general teaching about sexuality, still needs to enter the unique personal ground of their own
experience, life-situation and self-understanding. The unique ‘terrain’ of each individual student
is shaped by multiple factors including genetic inheritance, family life, social and cultural
situation, and their opportunities for education and personal growth. Sexuality and gender are
part of that terrain: the way an individual identifies him- or herself as a gendered person at any
point in time, and the way this influences their self-confidence and capacity to form friendships
and relationships, is unique to each individual.

* And the terrain is not the journey: individual students, with their own capacity for learning and
integrating the experiences of life, are each on their own inner journeys subject to the law of

84 This saying is attributed to Alfred Korzybski (1879-1950).
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growth and ‘gradualness’ famously articulated by Pope St John Paul I1.85 The experienced
teacher or pastoral carer will listen to the journey-story of each individual because it alone
reveals the meaning of their experience in the context of their growth toward wholeness. In
that story the teacher or pastoral carer can identify seeds of hope, positive elements they can
help the student to appreciate and nurture, acknowledging that the turmoil they presently
experience is not the end of their journey but a necessary and probably transitory stage along
the way.

* Because sex and gender are so intimately tied up with personal identity, which is an ever-
unfolding reality, the journey of growth is also in some senses the destination. In many respects
our whole life’s journey is one of unending self-discovery, a constant invitation to keep on
growing toward the fullness of life. No-one’s experience of being male or female is
unequivocally good or bad, but a blend of both which constantly shifts and reshapes us as our
lives move through stages of ageing, evolving relationships and growing wisdom. The Christian
tradition acknowledges the value of the journey — the Road to Emmaus is the archetype (Luke
24:13-35). One gift we can offer every student is confidence that they never journey alone.

Ultimately the way the school chooses to respond to the challenge of transgenderism will say as
much about the school as it says about the student. It is in the compassionate way we respond, as
much as in the content of that response, that we convey Christ’s offer to this student of ‘the fullness
of life’. In the way we approach pastoral care for gender questioning students, we can reflect the
image of Christ or deflect it. The choice is ours.

d) In summary

The data of objective research strongly suggests that for the vast majority of children and
adolescents, gender dysphoria is a psychological condition through which they will pass safely and
naturally without active treatment other than psychological support. If this is so, then it would be
quite inappropriate for a school to affirm unquestioningly a student’s sense of dysphoria, which
would be to risk locking the student into a belief that, in the majority of cases, will simply not be
true.

A more responsible approach will be built on sound knowledge of the developmental processes
inherent in youth, on genuine respect for the profound mystery that each student represents, and on
a robust and holistic concept of the human person. Rather than passively acquiesce to the popular
rhetoric, the school will bring its professional educational wisdom to the richness of the Christian
vision of the human person, offering the student and his or her family a more grounded and hope-
filled alternative. Where genuine medical needs exist and are supported by a certain diagnosis, the
role of the school working within its Christian vision of life is to act in the best interests of the
student and to support the parents’ efforts to do likewise.

The final section of this paper explores some practical aspects of an approach which seeks to be
professional and compassionate, authentically Christian, and genuinely respectful of the student’s
human dignity.

85 Pope St John Paul Il (1981), Apostolic Exhortation ‘Familiaris consortio’ on The Role of the Christian Family in
the Modern World. (22 November 1981), 34.
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Part 3 Structuring Pastoral Care

Dioceses, diocesan education offices and individual Catholic schools required to provide appropriate
care for gender dysphoric children and adolescents face a daunting series of challenges. While
gender dysphoria certainly presents as a psychological disorder, there is enough uncertainty around
its etiology and treatment in general, and enough complexity in particular cases, to make each
instance quite unique. The particular circumstances of each affected student and the needs of
individual families, along with the need to protect the family’s privacy and confidentiality, demand
constant individualised attention from school authorities and others. So it is prudent to establish
protocols and processes for managing these situations, and several dioceses and diocesan education
offices have made good progress in this regard.86

This paper so far has focused on two building blocks of an appropriate response to the needs of
gender dysphoric students: (i) what sound research tells us about gender dysphoria (recognising that
there is much that we still don’t know about it); and (ii) a cognitive faith-based context which both
motivates and informs an adequate pastoral response in Catholic schools. As we move now to
describe some processes and other practical considerations, it may be useful to capture these
learnings in two ‘general principles’:

1. Until sound research provides a better understanding of the true nature of and best
treatment options for gender dysphoria in children and adolescents, Catholic schools should
exercise extreme caution and prudence in establishing how best to respond to each
student’s need. Those providing pastoral care in Catholic schools will not automatically
simply affirm the student’s self-perceived condition; rather, building on an authentically
Christian vision of the human person, they will strive to establish a safe and trusting
relationship with the student capable of sustaining a sensitive, mature and hope-filled
exploration of all future possibilities for growth.

2. Informed by the Catholic tradition around sexuality and relationships, the school is always
committed to act in the best interests of the student and of their family. This begins with
creating a whole-of-school culture that reflects the Catholic tradition which, while we hold it
confidently, must include acknowledging the uncertainties inherent in our empirical
knowledge base and in the students’ dynamic of growth into wisdom and maturity known as
the ‘law of graduality’. But when a certain medical diagnosis has been obtained and the
student’s parents have committed to be guided by it, the school must endeavour to assist
wherever possible, within the constraints imposed by the best interests of the particular
student and the needs of the whole school community.

Those directly involved in managing gender dysphoric students in schools will no doubt develop
more complete and integrated guidance as time goes by, but meanwhile it may be useful to consider
the following suggestions.

86 |n this section | acknowledge with gratitude the generous advice provided by several Catholic education
offices who have shared their work with me, in particular Perth, Wollongong and Maitland-Newcastle.
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a) General Principles

The way a school responds to gender dysphoric students must be informed and guided by the
mission of Jesus, who came ‘that they may have life, and have it to the full’. Therefore the school has
a serious duty of care for each of its students, which it interprets in light of Jesus’ own ministry. In all
circumstances the school will endeavour to ensure that all parties act truthfully, charitably, with
good will, and with absolute respect for the human dignity of all parties.

Given conflicting research data around the nature of gender dysphoria and substantial concerns
around its treatment, parents and schools alike need to be committed to seek and to be guided by
the truth even if they find that very challenging. In the Christian metaphysical tradition, truth,
goodness, beauty and unity are interchangeable and all are expressions of the divine. Those who
seek to do what is truly good will sincerely wish to discover the truth, and to let that guide their
subsequent decisions and actions. They will try always to act with love and respect for others, even
when they disagree with them. Guided by the truth, they will strive to build and maintain peace and
unity among all parties.

Collaboration in the best interests of the student will certainly demand good will from all
participants. School authorities should make it a priority to establish and maintain mutual trust and
good will with the parents: if parents are able to understand the challenges a school faces in caring
for a gender dysphoric child, and if schools can understand the parents’ challenges, and if all parties
are intent on finding a way forward in the best interests of the child, then almost anything is
possible.

In a given instance the school might consider entering a formal contractual arrangement with
parents aimed at maintaining good will in challenging times and providing clarity for the future
should the student’s or family’s circumstances change. The partnership between school and family
can be thought of as a ‘community of care’ for the student, into which it may be appropriate from
time to time to invite others who can contribute effectively. In the interests of continuity it will be
particularly important that older gender dysphoric students are connected into wider health and
social networks of care as they prepare to leave school.

Managing gender dysphoria will always be a difficult journey for parents and students, so it is
essential that their privacy and confidentiality are strictly protected by the school. From the very
beginning of any process, and regardless of the direction it eventually may take, schools must protect
and control the flow of information so that confidentiality is assured.

Of course, diocesan authorities as well as school administrations are charged with looking after the
best interests not only of individual students with particular needs, but whole school communities.
As with any other student requiring specific care, the school principal must constantly weigh the
balance between the needs of the individual and the needs of the whole community. Often these
can be accommodated well, but sometimes it may be necessary to prioritise one over the other. It is
usually the school principal, taking advice from other relevant authorities, who will make this
determination in any given case.

b) Remote preparation

Managing a gender dysphoric student is evidently very complex, with many ‘moving parts’ to the
puzzle. The most appropriate structures and processes, accordingly, take time to establish and bed
down. Every school, diocese and diocesan education office needs to recognise the importance of
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‘remote preparation’, which aims to establish core understandings and structures that can be
employed quickly and efficiently when required.

i) Diocese

The diocesan bishop, as leader of the Catholic community which includes the school, may wish to be
consulted in each instance of gender dysphoria as it unfolds; or he may prefer to delegate
management to school and education authorities, being consulted or kept informed only as
circumstances require. It is important that the bishop’s preferences are known and taken into
consideration as the education authority prepares its management processes.

However, if overall management is to be led by education authorities, it is important to clarify the
basis on which a bishop might wish to influence outcomes. It may be more advisable, for example,
for the bishop not to participate directly in managing cases but to receive regular updates from the
education authority. This will be for each bishop to discern, but a case can be made for the bishop to
remain at least two or three steps removed from decision-making and management in particular
instances: one role the bishop alone can play is the ‘final arbiter’ or ‘court of appeal’ should there be
significant disagreement between parents and school authorities. It is arguable that a bishop can
only make genuinely impartial judgements if he has not been part of the process up to that point.

In any event, education authorities should strive for a ‘no surprises’ policy: if it is possible that the
bishop may receive a direct inquiry (especially a media inquiry) about a gender dysphoric student,
then he should be fully informed as early as possible, and helped to develop consistent messaging
before the inquiry arrives.

The bishop will always play a leading role in preparing his clergy and other diocesan staff to
understand and respond appropriately to the needs of gender dysphoric Catholics. In this sense the
whole diocese can be thought of as a ‘community of care’ which must be formed intentionally and
motivated by the demands of the Gospel. Some clergy or staff may require more personalised
preparation to play their part in the pastoral care offered by the diocese.

Importantly, it is widely recognised in the Catholic tradition that the diocesan bishop must be
consulted, and has the final responsibility for decision-making, when there is a risk of scandal to the
local church.8?

i) Education Office

All education offices should consider establishing formal policies and/or procedures to guide schools
and school authorities toward just and reasonable outcomes for students, parents and schools.
Effective procedures will bring together and leverage the wisdom of all parties who have a legitimate
interest in achieving optimal outcomes, including diocesan authorities, education office staff, school
and parish leadership, medical experts and parents. While pastoral care remains a central focus,
these procedures should also consider legal, ethical and educational elements of each individual
case. They can, for example, create template ‘contracts’ between parents and schools, to encourage

87 Catholic Health Australia (2001). Code of Ethical Standards for Catholic Health and Aged Care Services in
Australia. Canberra: CHA 2001. See n. 8.16. Scandal here has the technical meaning of ‘an action
potentially leading the faithful into error’, in which sense it is far removed from merely prompting a
malicious reaction from others (‘pharisaic scandal’). See Davis (1959).
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both parties toward ongoing cooperation and collaboration in the best interests of the individual
student, the whole of the student body and school community, and educational authorities.

Education offices can also play a role in encouraging all schools to put in place ‘preventative
measures’ aimed at reducing the stress levels experienced by gender variant and gender dysphoric
students and their families.8 One major stressor in both primary and secondary schools is the issue
of school uniform: where a school offers only male-specific and female-specific uniform options, a
gender dysphoric student and his/her family may experience significant psychological stress in
managing even temporary social transition successfully. Schools could be encouraged to create or
extend a ‘non-gender-specific’ uniform option open to all students, which may help to reduce these
stressors. Likewise the practical issue of toileting and showering after sports can be hostage to
gender-specific options only. Following the lead of many public buildings today, education offices
could encourage all schools to create a small number of ‘unisex’ toilet/shower rooms accessible to all
students.

Diocesan education authorities can greatly support the mission of Catholic schools by ensuring that
expert advice is available to schools and others whenever it is required. For example, an education
office may consider creating an expert advisory role within its own structure, as an accessible source
of guidance and information for schools. This may be an employee who has been well prepared for
the role, and who can be tasked with overseeing and coordinating local management of gender
dysphoric students. They could become a “first port of call’ for schools seeking advice at any time.

As noted above (Part 1 g), it may be be advisable for a diocese or province of dioceses to have access
to an independent medical expert who can provide external professional advice to support schools
caring for students with gender dysphoria. Schools and education authorities need a high degree of
certainty about any student’s medical facts if they are to exercise their duty of care responsibly, and
already routinely access independent expert advice on day-to-day management of other students
with particular needs such as autism or ADHD. Parents seeking to secure the best possible care for
their child may agree to release their child’s medical record to an independent authority such as a
suitably experienced paediatric psychiatrist, psychologist or general paediatrician who could provide
independent expert advice to the school.

Perhaps the most important role for a diocesan education office, however, might be to ensure that
all school staff receive timely and appropriate in-service education around (i) the mission of the
Catholic school, and (ii) sex and gender, in the wider context of the Church’s vision of marriage,
relationships and sexuality. These are both the context and bedrock of a whole-of-school response if
it is truly to meet the needs of students and remain creatively faithful to the tradition of the Catholic
community. If appropriate care of gender dysphoric students rests on whole school communities
offering a credible account of the Catholic vision, then teachers and other school staff have a right to
expect targeted formation in this area. Education offices have a central role to play in sourcing or
developing opportunities for this formation, and for ensuring that schools receive it in a timely
mannetr.

iii) Catholic School

88 | am indebted to Rev Paul Russell, a school psychologist in the Archdiocese of Perth, for some of the
suggestions in this section.
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Preparation in the school can also be considered under ‘remote’ and ‘proximate’ rubrics, describing

(a) work the school can do to prepare in general and then, if a positive diagnosis of gender dysphoria
is made, (b) work the school will need to do in the particular case. Remote preparation includes:

Leadership: Good pastoral care calls for a whole-of-school response, and this has to be led
actively by the principal. Ultimately it is the principal who is responsible to see that the school
community (ie staff) receive whatever formation is needed for them to provide appropriate care
for gender dysphoric students.

Delegation: where a principal feels that he or she is not the most appropriate person to lead the
school response, this responsibility should be formally delegated to another senior member of
school staff. This delegated person must be given not only the responsibility but also the
authority to lead the school in this task: he or she must be able to make commitments on behalf
of the school as and when appropriate, and know that the principal will support their decision
completely. This is necessary to engender hope and confidence in the student and his or her
family.

Communication between parents and school (and externally) should pass through only one
channel — preferably the principal or senior leader delegated to manage the situation. All
communication needs to be as open and transparent as possible, but confidentiality must also
be protected carefully: all parties need to respect the privacy of the child and family, and not
admit others unnecessarily to the circle of knowledge.

c) Proximate preparation in schools

If independent medical advice confirms a diagnosis of gender dysphoria, then more proximate
preparation is needed in the particular school. The school principal or delegate (with the support of

the education office) will need to determine what level of care can reasonably be provided to this
student at this time. Key questions include:

— Is the student under ongoing psychological care as part of his/her medical treatment? This

should be a sine qua non if the school is to accept responsibility for supporting the parents’
duty of care.

— Can the school provide on-site psychological support if required?
— What other needs might the student have that the school can reasonably meet?
— What needs would require considerable adjustment of current arrangements?

— Critically, can these needs be balanced with existing and likely immediate future needs of the

whole school community?
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The principal has a duty to provide care for the individual student but also for the whole school
community. It will often be possible to accommodate the needs of an individual student in the wider
structures and functioning of the school: practical issues such as special toileting and change-room
arrangements can often be accommodated by imaginative use of existing facilities. However many
schools may struggle to meet all of the needs indicated by the student’s condition, or indeed the
expectations of the student’s parents. At some point the principal or delegated senior leader may
have to prioritise the whole school over the individual student. This will need to be negotiated and
communicated very carefully.

Students and their parents should never be discriminated against on the basis of the student’s real
or felt gender issues. However, in given circumstances it may be a legitimate exercise of the school’s
duty of care to recommend that another school may be better able to provide a more appropriate
environment for the student’s needs to be met. If this is the case, the principal or other responsible
person should actively assist parents to make the change of school as seamless and stress-free as
possible: parents and children, who are particularly vulnerable in such moments, must never be
abandoned or left to fend for themselves.

If the principal does accept responsibility for making provision for this student in this school, the
following should be considered carefully:

e Staff formation does not need to be exhaustive, but all staff need the opportunity to
understand the dimensions of the challenge of caring for a gender dysphoric student. This is in
addition to guidance teachers may need in how to address specific moral questions in terms of
the Church’s vision of sexuality, as noted above.

* Preparation of the student’s year cohort is a priority, in particular in view of the student’s
emotional and psychological vulnerability. The year levels either side of the student’s cohort
may also need particular preparation, to reduce the risk of inappropriate interactions (eg
bullying).

* To some extent the whole student population needs to be prepared as well. This can be done
over time, and in the context of more general formation around tolerance, diversity and
acceptance. It will inevitably raise more general questions around sexuality, which are always
teachable moments.

* Conduct an audit of school resources in all teaching areas to ensure that appropriate language
and concepts of sexuality are used consistently. This includes language used in all learning
areas, but also extends to language used informally in the school, between students or between
students and teachers. This may include defining some words or phrases as unacceptable.

* Messaging: Develop clear messages around sensitive pastoral issues. These may take the form
of ‘scripts’ to be used by teachers with inquiring parents or others who have some right to be
informed but who are not within the defined circle of knowledge. Everyone within the circle of
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knowledge should be provided with these pre-prepared texts and encouraged to use them at all
times.

* Open and transparent communication with the wider community of parents is critical, within
the bounds of confidentiality noted already.

Those directly engaged in decision-making and managing gender dysphoric students will have much
to contribute to developing appropriate processes for dioceses, education offices and schools. Good
processes will help them remain focused on seeking the truth and striving to act in the student’s best
interests; they will help engender a degree of confidence that a complex situation can be managed
successfully. But the best processes cannot substitute for a fundamental attitude of charity and
respect, of care and compassion. In this matter, as in all associated with Catholic education, we can
do no better than to extend into every moment of every day the healing love of Jesus, who came
that we all might ‘have life, and have it to the full’.

27
© Copyright Joseph Parkinson 2017



References
Research and Meta-Studies

Alexander, Gerianne M (2014). Postnatal testosterone concentrations and male social development. Frontiers
in Endocrinology 5, 21 February 2014. Online at http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3930918/

Allen, Sr Mary Prudence (2014). Gender Reality. Solidarity: The Journal of Catholic Social Thought and Secular
Ethics. 4:1. Online at http://researchonline.nd.edu.au/solidarity/vol4/iss1/1

American College of Pediatricians (2016). Gender Dysphoria in Children. Online at https://www.acpeds.org/
the-college-speaks/position-statements/gender-dysphoria-in-children

American Psychiatric Association (2013a). Diagnostic and Statistical Manual of Mental Disorders. Fifth edition
(2013) [DSM-V].

—, (2013b). What is Gender Dysphoria? Online at https://www.psychiatry.org/patients-families/gender-
dysphoria/what-is-gender-dysphoria

Antommaria, Armand H Matheny (2014). Pubertal Suppression and Professional Obligations: May a Pediatric
Endocrinologist Refuse to Treat an Adolescent with Gender Dysphoria? American Journal of Bioethics
14(1):43-51, 2014.

Asschemann, Henk, et al. (2011). A long-term follow-up study of mortality in transsexuals receiving treatment
with cross-sex hormones. European Journal of Endocrinology (2011) 164 635-642. Online at http://www.eje-
online.org/content/164/4/635.long

Atkinson, Sean et al. (2015). Gender Dysphoria. Australian Family Physician 44:11 2015. 792-796. Online at
http://www.racgp.org.au/afp/2015/november/gender-dysphoria/

Bakker, Julie (2014). Sex differentiation: Organising effects of sex hormones. Focus on Sexuality Research 2014.
Abstract online at http://link.springer.com/chapter/10.1007/978-1-4614-7441-8 1

Bao, Ai-Min et al. (2010). Sex differences in the brain, behaviour, and neuropsychiatric disorders. The
Neuroscientist 2010. Abstract online at http://nro.sagepub.com/content/16/5/550.short

Barrett, E S et al. (2014). Exposure to prenatal life events stress is associated with masculinized play behavior in
girls. Neurotoxicology 2014. Abstract online at http://europepmc.org/abstract/MED/24406375

Bechard, M et al. (2016). Psychosocial and Psychological Vulnerability in Adolescents with Gender Dysphoria: A
“Proof of Principle” Study. Journal of Sex and Marital Therapy Oct 2016. Abstract online at https://
www.researchgate.net/publication/

307885153 Psychosocial_and_Psychological Vulnerability in_Adolescents with_Gender Dysphoria_A_Proof
of Principle_Study

Biggs, Michael (2018). Suicide by trans-identified children in England and Wales. Online at https://
www.transgendertrend.com/suicide-by-trans-identified-children-in-england-and-wales/

Chalabi, Mona (2014). Why we don’t know the size of the transgender population. Online at https://
fivethirtyeight.com/features/why-we-dont-know-the-size-of-the-transgender-population/

28
© Copyright Joseph Parkinson 2017


http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3930918/
http://researchonline.nd.edu.au/solidarity/vol4/iss1/1
https://www.acpeds.org/the-college-speaks/position-statements/gender-dysphoria-in-children
https://www.acpeds.org/the-college-speaks/position-statements/gender-dysphoria-in-children
https://www.psychiatry.org/patients-families/gender-dysphoria/what-is-gender-dysphoria
https://www.psychiatry.org/patients-families/gender-dysphoria/what-is-gender-dysphoria
http://www.eje-online.org/content/164/4/635.long
http://www.eje-online.org/content/164/4/635.long
http://www.racgp.org.au/afp/2015/november/gender-dysphoria/
http://link.springer.com/chapter/10.1007/978-1-4614-7441-8_1
http://nro.sagepub.com/content/16/5/550.short
http://europepmc.org/abstract/MED/24406375
https://www.researchgate.net/publication/307885153_Psychosocial_and_Psychological_Vulnerability_in_Adolescents_with_Gender_Dysphoria_A_Proof_of_Principle_Study
https://www.researchgate.net/publication/307885153_Psychosocial_and_Psychological_Vulnerability_in_Adolescents_with_Gender_Dysphoria_A_Proof_of_Principle_Study
https://www.researchgate.net/publication/307885153_Psychosocial_and_Psychological_Vulnerability_in_Adolescents_with_Gender_Dysphoria_A_Proof_of_Principle_Study
https://www.researchgate.net/publication/307885153_Psychosocial_and_Psychological_Vulnerability_in_Adolescents_with_Gender_Dysphoria_A_Proof_of_Principle_Study
https://www.transgendertrend.com/suicide-by-trans-identified-children-in-england-and-wales/
https://www.transgendertrend.com/suicide-by-trans-identified-children-in-england-and-wales/
https://fivethirtyeight.com/features/why-we-dont-know-the-size-of-the-transgender-population/
https://fivethirtyeight.com/features/why-we-dont-know-the-size-of-the-transgender-population/

Cohen-Kettenis, Peggy T et al. (2008). The Treatment of Adolescent Transsexuals: Changing Insights. The
Journal of Sexual Medicine 2008:5; 1892-1897. Online at http://www.jsm.jsexmed.org/article/
$1743-6095(15)32124-X/fulltext

Corgrove, Kelly P et al. (2007). Evolving Knowledge of Sex Differences in Brain Structure, Function and
Chemistry. Biological Psychiatry 2007 October 15; 62(8):847-855. Online at http://www.ncbi.nlm.nih.gov/pmc/
articles/PMC2711771/pdf/nihms32541.pdf

De Vries, A L et al. (2014). Young adult psychological outcome after puberty suppression and gender
reassignment. Pediatrics 2014 Oct; 134(4):696-704. Online at http://pediatrics.aappublications.org/content/
pediatrics/early/2014/09/02/peds.2013-2958.full.pdf

Dhejne, Cecilia et al. (2011). Long-term follow-up of transsexual persons undergoing sex reassignment surgery:
Cohort study in Sweden. PLoS One 2011; 6(2). Online at http://journals.plos.org/plosone/article?id=10.1371/
journal.pone.0016885

Flores, Andrew R et al. (2016). How many adults identify as transgender in the United States? Online at
https://williamsinstitute.law.ucla.edu/wp-content/uploads/How-Many-Adults-Identify-as-Transgender-in-the-

United-States.pdf

Fuss, J et al. (2015). Gender Dysphoria in Children and Adolescents: A Review of Recent Research. Current
Opinion in Psychiatry Sept 2015. Online at https://www.researchgate.net/publication/
281964408_Gender_dysphoria_in_children_and_adolescents_A_review of recent_research

Giedd, Jay N. (2008). The Teen Brain: Insights from Neuroimaging. Journal of Adolescent Health 42(2008)
335-343. Online at http://brainmind.umin.jp/Jay_2.pdf

Gooren, Louis J (2011). Care of Transsexual Persons. The New England Journal of Medicine 364:13, 31 March
2011. 1251-1257. Online at http://www.nejm.org/doi/full/10.1056/NEJMcp1008161

Grant, Jaime M. et al. (2011). “Injustice at every turn: A report of the National Transgender Discrimination
Survey.” Washington: National Center for Transgender Equality and National Gay and Lesbian Taskforce, 2011.
Online at http://www.thetaskforce.org/static_html/downloads/reports/reports/ntds_full.pdf

Harvard Health Blog (2005). The adolescent brain: Beyond raging hormones. Harvard Health Publications.
Online at http://www.health.harvard.edu/mind-and-mood/the-adolescent-brain-beyond-raging-hormones

Hembree, W C et al. (2009). Endocrine treatment of transsexual persons: an Endocrine Society clinical practice
guideline. The Journal of Clinical Endocrinology and Metabolism. 2009 Sept 94(9):3132-54 Online at http://
www.cpath.ca/wp-content/uploads/2009/12/JCEM-20099493132-3154.pdf

Hewitt, Jacqueline K et al. (2012). Hormone treatment of gender identity disorder in a cohort of children and
adolescents. Medical Journal of Australia 196(9) 21 May 2012. 578-581. Online at https://
www.researchgate.net/publication/

225057369_Hormone_treatment of gender_identity disorder_in_a_cohort of children_and_adolescents

Heylens G, et al. (2012). Gender identity disorder in twins: a review of the case report literature. Journal of
Sexual Medicine 2012; 9:751-757. Abstract online at http://www.ncbi.nlm.nih.gov/pubmed/22146048

Hines, Melissa (2011a). Prenatal endocrine influences on sexual orientation and on sexually differentiated
childhood behaviour. Frontiers in Neuroendocrinology 2011. Online at http://www.ncbi.nlm.nih.gov/pmc/
articles/PMC3296090/

Hines, Melissa (2011b). Gender development and the human brain. Annual Review of Neuroscience 2011.
Abstract online at http://www.ncbi.nlm.nih.gov/pubmed/21438685

29
© Copyright Joseph Parkinson 2017


http://www.jsm.jsexmed.org/article/S1743-6095(15)32124-X/fulltext
http://www.jsm.jsexmed.org/article/S1743-6095(15)32124-X/fulltext
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2711771/pdf/nihms32541.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2711771/pdf/nihms32541.pdf
http://pediatrics.aappublications.org/content/pediatrics/early/2014/09/02/peds.2013-2958.full.pdf
http://pediatrics.aappublications.org/content/pediatrics/early/2014/09/02/peds.2013-2958.full.pdf
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0016885
http://journals.plos.org/plosone/article?id=10.1371/journal.pone.0016885
https://williamsinstitute.law.ucla.edu/wp-content/uploads/How-Many-Adults-Identify-as-Transgender-in-the-United-States.pdf
https://williamsinstitute.law.ucla.edu/wp-content/uploads/How-Many-Adults-Identify-as-Transgender-in-the-United-States.pdf
https://www.researchgate.net/publication/281964408_Gender_dysphoria_in_children_and_adolescents_A_review_of_recent_research
https://www.researchgate.net/publication/281964408_Gender_dysphoria_in_children_and_adolescents_A_review_of_recent_research
http://brainmind.umin.jp/Jay_2.pdf
http://www.nejm.org/doi/full/10.1056/NEJMcp1008161
http://www.thetaskforce.org/static_html/downloads/reports/reports/ntds_full.pdf
http://www.health.harvard.edu/mind-and-mood/the-adolescent-brain-beyond-raging-hormones
http://www.cpath.ca/wp-content/uploads/2009/12/JCEM-20099493132-3154.pdf
http://www.cpath.ca/wp-content/uploads/2009/12/JCEM-20099493132-3154.pdf
https://www.researchgate.net/publication/225057369_Hormone_treatment_of_gender_identity_disorder_in_a_cohort_of_children_and_adolescents
https://www.researchgate.net/publication/225057369_Hormone_treatment_of_gender_identity_disorder_in_a_cohort_of_children_and_adolescents
https://www.researchgate.net/publication/225057369_Hormone_treatment_of_gender_identity_disorder_in_a_cohort_of_children_and_adolescents
http://www.ncbi.nlm.nih.gov/pubmed/22146048
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3296090/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3296090/
http://www.ncbi.nlm.nih.gov/pubmed/21438685

Hines, Melissa et al. (2015). Early androgen exposure and human gender development. Biology of Sex
Differences (2015) 6:3. Online at http://www.ncbi.nIm.nih.gov/pubmed/25745554

Imperato-McGinley J et al. (1979). Androgens and the evolution of male-gender identity among male
pseudohermaphrodites with 5alpha-reductase deficiency. New England Journal of Medicine 1979 May 31:
300(22):1233-7. Abstract online at http://www.ncbi.nlm.nih.gov/pubmed/431680

Johansson A et al. (2010). A five-year follow-up study of Swedish adults with gender identity disorder. Archives
of Sexual Behavior 2010 Dec; 39(6) 1429-37. Online at https://www.researchgate.net/publication/
26882633 _A_Five-Year_ Follow-Up_Study of Swedish_Adults_with_Gender_ldentity Disorder

Jones, Tiffany et al. (2015). School experiences of transgender and gender diverse students in Australia. Sex
Education 16:2, 156-171. Online at http://www.tandfonline.com/doi/pdf/10.1080/14681811.2015.1080678?
needAccess=true

Kaltiala-Heino, Riittakerttu et al. (2015). Two years of gender identity service for minors: overrepresentation of
natal girls with severe problems in adolescent development. Child and Adolescent Psychiatry and Mental
Health (2015) 9:9. Online at http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4396787/

Kringelbach, Martin L et al. (2009). Towards a functional neuroanatomy of pleasure and happiness. Trends in
Cognitive Sciences 13(11) November 2009; 479-487. Online at http://www.ncbi.nlm.nih.gov/pmc/articles/

PMC3008353/

Kringelbach, Martin L et al. (2010). The Functional Neuroanatomy of Pleasure and Happiness. Discovery
Medlicine 9(49) June 2010; 579-587. Online at http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3008353/

Kruijver, Frank (2004). Sex in the brain. Gender differences in the human hypothalamus and adjacent areas.
Relationship to transsexualism, sexual orientation, sex hormone receptors and endocrine status. Dissertation,
Faculty of Medicine, University of Amsterdam, 2004. Web link: http://dare.uva.nl/document/75961

Lawrence, Anne A (2014). Gender Assignment Dysphoria in the DSM-5. Archives of Sexual Behaviour (2014)
43:1263-1266.

Littman L (2018) Rapid-onset gender dysphoria in adolescents and young adults: A study of parental reports.
PLoS ONE 13(8):0202330. https://doi.org/10.1371/journal.pone.0202330

Lombardo, Michael V et al. (2012). Fetal testosterone influences sexually dimorphic grey matter in the human
brain. The Journal of Neuroscience 32(2) 674-680. Online at http://www.jneurosci.org/content/32/2/674

Lorenzo, Isabel Sanchez et al. (2015). Psychomedical care in gender identity dysphoria during adolescence.
Revista de Psiquiatria y Salud Mental 2015. Abstract online at http://www.sciencedirect.com/science/article/
pii/S188898911500097X

Mayer, Lawrence S et al. (2016). Sexuality and Gender: Findings from the Biological, Psychological and Social
Sciences. The New Atlantis 50 (Fall 2016). Online at http://www.thenewatlantis.com/docLib/
20160819 TNAS50SexualityandGender.pdf

Meybodi, Azadeh Mazaheri et al. (2014). Psychiatric Axis | Comorbidities among Patients with Gender
Dysphoria. Psychiatry Journal 2014. Online at http://www.hindawi.com/journals/psychiatry/2014/971814/

McCracken, Kate A et al. (2015). Transition from pediatric to adult surgery care for patients with disorders of
sexual development. Seminars in Pediatric Surgery 24(2015) 88-92. Online at http://www.sempedsurg.org/
article/S1055-8586(15)00010-4/abstract

30
© Copyright Joseph Parkinson 2017


http://www.ncbi.nlm.nih.gov/pubmed/25745554
http://www.ncbi.nlm.nih.gov/pubmed/431680
https://www.researchgate.net/publication/26882633_A_Five-Year_Follow-Up_Study_of_Swedish_Adults_with_Gender_Identity_Disorder
https://www.researchgate.net/publication/26882633_A_Five-Year_Follow-Up_Study_of_Swedish_Adults_with_Gender_Identity_Disorder
https://www.researchgate.net/publication/26882633_A_Five-Year_Follow-Up_Study_of_Swedish_Adults_with_Gender_Identity_Disorder
http://www.tandfonline.com/doi/pdf/10.1080/14681811.2015.1080678?needAccess=true
http://www.tandfonline.com/doi/pdf/10.1080/14681811.2015.1080678?needAccess=true
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4396787/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3008353/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3008353/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3008353/
http://dare.uva.nl/document/75961
https://doi.org/10.1371/journal.pone.0202330
http://www.jneurosci.org/content/32/2/674
http://www.sciencedirect.com/science/article/pii/S188898911500097X
http://www.sciencedirect.com/science/article/pii/S188898911500097X
http://www.thenewatlantis.com/docLib/20160819_TNA50SexualityandGender.pdf
http://www.thenewatlantis.com/docLib/20160819_TNA50SexualityandGender.pdf
http://www.hindawi.com/journals/psychiatry/2014/971814/
http://www.sempedsurg.org/article/S1055-8586(15)00010-4/abstract
http://www.sempedsurg.org/article/S1055-8586(15)00010-4/abstract

Mendonca, Berenice B (2014). Gender assignment in patients with disorder of sexual development. Current
opinion in Endocrinology, Diabetes and Obesity 21(6) 2014. Online at journals.lww.com/co-endocrinology/
Abstract/2014/12000/Gender_assignment_in_patients_with_disorder_of_sex.14.aspx

Mitchell, Charlotte (2015). Rise in gender dysphoria cases. Medical Journal of Australia Insight, 27 January
2015. Online at https://www.mja.com.au/insight/2015/2/rise-gender-dysphoria-cases

Monash Health (2016). Gender Dysphoria Clinic: Information Pack for Potential Clients. Online at http://
www.monashhealth.org/page/gender_dysphoria

Moore, Eva et al. (2013). Endocrine Treatment of Transsexual Persons: A Review of Treatment Regimes,
Outcomes and Adverse Effects. Journal of Clinical Endocrinology and Metabolism 88(8):3467-3473. Online at
http://www.ncbi.nlm.nih.gov/pubmed/12915619

Nesse, Randolph M (2004). Natural selection and the elusiveness of happiness. Philosophical Transactions of
the Royal Society London B (2004) 359, 1333-1347. Online at http://www-personal.umich.edu/~nesse/Articles/
Nesse-EvolElusiveHappiness-ProcRoyalSoc-2004.pdf

Ngun, Tuck C et al. (2011). The Genetics of Sex Differences in Brain and Behavior. Frontiers in
Neuroendocrinology 2011 April; 32(2):227-246. Online at http://www.ncbi.nlm.nih.gov/pmc/articles/

PMC3030621/

Ocal, G et al. (2010). Disorders of sexual development: An overview of 18 years experience in the Pediatric
Endocrinology Department of Ankara University. Journal of Pediatric Endocrinology and Metabolism 23,
1123-1132 (2010). Online at http://www.degruyter.com/view/j/jpem.2010.23.issue-11/jpem.2010.177/
jpem.2010.177.xml

Ocal, Goniil (2011). Current concepts in disorders of sexual development. Journal of Clinical Research in
Pediatric Endocrinology 2011 Sept; 3(3): 105-114. Online at http://www.ncbi.nIm.nih.gov/pubmed/21911322

Olson, Johanna et al. (2015). Baseline physiologic and psychosocial characteristics of transgender youth seeking
care for gender dysphoria. Journal of Adolescent Health 57 (2015)374-380. Online at http://
www.jahonline.org/article/S1054-139X(15)00216-5/pdf

Organisation of Intersex International Australia (2013).0n the number of intersex people. Online at https://
oii.org.au/16601/intersex-numbers/

Parkinson, Patrick (n.d.) The Controversy over the Safe Schools Program — Finding the Sensible Centre. Sydney
Law School: Legal Studies Research Paper 16/83. Online at https://papers.ssrn.com/sol3/papers.cfm?
abstract _id=2839084

Peper, Jiska S et al. (2012). Sex steroids and the organisation of the human brain. The Journal of Neuroscience
May 16, 2012; 32(20):6745-6746. Web link: http://www.jneurosci.org/content/32/20/6745.full.pdf

Ruigrok, Amber N V et al. (2014). A meta-analysis of sex difference in human brain structure. Neuroscience and
Biobehavioural Reviews 2014 Feb; 39(100): 34-50 Online at http://www.ncbi.nlm.nih.gov/pmc/articles/

PMC3969295/

Savic, lvanka et al. (2010). Sexual differentiation of the human brain in relation to gender identity and sexual
orientation. Progress in Brain Research 2010. Abstract online at http://www.ncbi.nlm.nih.gov/pubmed/
21094885

Simonsen, Rikke Kildevaeld et al. (2016). Long-Term Follow-Up of Individuals Undergoing Sex-Reassignment
Surgery: Somatic Morbidity and Cause of Death. Sexual Medicine 2016; 4:e60-e68. Online at http://
www.ncbi.nlm.nih.gov/pmc/articles/PMC4822482/

31
© Copyright Joseph Parkinson 2017


http://journals.lww.com/co-endocrinology/Abstract/2014/12000/Gender_assignment_in_patients_with_disorder_of_sex.14.aspx
http://journals.lww.com/co-endocrinology/Abstract/2014/12000/Gender_assignment_in_patients_with_disorder_of_sex.14.aspx
http://journals.lww.com/co-endocrinology/Abstract/2014/12000/Gender_assignment_in_patients_with_disorder_of_sex.14.aspx
https://www.mja.com.au/insight/2015/2/rise-gender-dysphoria-cases
http://www.monashhealth.org/page/gender_dysphoria
http://www.monashhealth.org/page/gender_dysphoria
http://www.ncbi.nlm.nih.gov/pubmed/12915619
http://www-personal.umich.edu/~nesse/Articles/Nesse-EvolElusiveHappiness-ProcRoyalSoc-2004.pdf
http://www-personal.umich.edu/~nesse/Articles/Nesse-EvolElusiveHappiness-ProcRoyalSoc-2004.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3030621/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3030621/
http://www.degruyter.com/view/j/jpem.2010.23.issue-11/jpem.2010.177/jpem.2010.177.xml
http://www.degruyter.com/view/j/jpem.2010.23.issue-11/jpem.2010.177/jpem.2010.177.xml
http://www.ncbi.nlm.nih.gov/pubmed/21911322
http://www.jahonline.org/article/S1054-139X(15)00216-5/pdf
http://www.jahonline.org/article/S1054-139X(15)00216-5/pdf
https://oii.org.au/16601/intersex-numbers/
https://oii.org.au/16601/intersex-numbers/
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=2839084
https://papers.ssrn.com/sol3/papers.cfm?abstract_id=2839084
http://www.jneurosci.org/content/32/20/6745.full.pdf
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3969295/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3969295/
http://www.ncbi.nlm.nih.gov/pubmed/21094885
http://www.ncbi.nlm.nih.gov/pubmed/21094885
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4822482/
http://www.ncbi.nlm.nih.gov/pmc/articles/PMC4822482/

Spack, Norman P et al. (2012). Children and adolescents with gender identity disorder referred to a pediatric
medical center. Pediatrics 2012; 129:418-425. Online at http://pediatrics.aappublications.org/content/
pediatrics/early/2012/02/15/peds.2011-0907.full.pdf

Steensma, Thomas D.et al. (2010). Desisting and persisting gender dysphoria after childhood: A qualitative
follow-up study. Clinical Child Psychology and Psychiatry 16(4) 499-516. Online at https://
www.ncbi.nlm.nih.gov/pubmed/21216800

, (2011). Gender Transitioning before Puberty? Archives of Sexual Behaviour (2011) 40:649-650. Online at
https://www.ncbi.nlm.nih.gov/pubmed/21373942

—, (2013). From Gender Variant to Gender Dysphoria: Psychosexual development of gender atypical children
and adolescents. Dissertation, Vrije Universiteit Amsterdam, 2013. Web link: http://dare.ubvu.vu.nl/handle/

1871/40250

Strickland, Steven (2014). To treat or not to treat: legal responses to transgender young people. Online at
http://www.familycourt.gov.au/wps/wcm/connect/af23685e-3f1e-4295-a8b4-d0458cd96ec0/Speech+-
+Strickland+-+Transgender+Young.pdf?MOD=AJPERES&CONVERT_TO=url&CACHEID=af23685e-3f1e-4295-
a8b4-d0458cd96ecO

Udry, J Richard (2000). Biological limits of gender construction. American Sociological Review 2000. Abstract
online at http://psycnet.apa.org/psycinfo/2000-05135-006

Veale, Jaimie F et al. (2010). Biological and psychological correlates of adult gender-variant identities: A review.
Personality and Individual Differences 2010. Abstract online at http://www.sciencedirect.com/science/article/
pii/S0191886909004620

Veale, Jaimie F (2011). Biological and psychosocial correlates of gender-variant and gender-typical identities.
Doctoral thesis, Massey University, New Zealand 2011. Full download available at http://
www.jaimieveale.com/wp-content/uploads/2012/09/PhD-thesis.pdf

Whitehall, John (2016). Gender Dysphoria and Surgical Abuse. Quadrant Online December 15, 2016. Online at
https://quadrant.org.au/magazine/2016/12/gender-dysphoria-child-surgical-abuse/

Williams, Nicola (2018). Suicide Facts and Myths. Online at https://www.transgendertrend.com/the-suicide-

myth/

World Health Organisation (2010). The ICD-10 Classification of Mental and Behavioural Disorders: Clinical
descriptions and diagnostic guidelines. Online at http://apps.who.int/classifications/icd10/browse/2010/en

World Professional Association for Transgender Health [WPATH] (2011). Standards of Care for the Health of
Transsexual, Transgender, and Gender Nonconforming People. Seventh Version. Online at http://
www.wpath.org/site_page.cfm?pk_association webpage menu=1351

Worrell, L A (2010). Sexual differentiation of the brain related to gender identity: beyond hormones. Masters
thesis, Faculty of Medicine, University of Utrecht 2010. Online at http://dspace.library.uu.nl/bitstream/
handle/1874/182733/Thesis.pdf?sequence=1

Some Catholic Contributions

Bayley, Carol (2016). Transgender Persons and Catholic Healthcare. Health Care Ethics USA 24(1) Winter 2016.
Online at https://www.chausa.org/docs/default-source/hceusa/transgender-persons-and-catholic-
healthcare.pdf?sfvrsn=2

32
© Copyright Joseph Parkinson 2017


http://pediatrics.aappublications.org/content/pediatrics/early/2012/02/15/peds.2011-0907.full.pdf
http://pediatrics.aappublications.org/content/pediatrics/early/2012/02/15/peds.2011-0907.full.pdf
https://www.ncbi.nlm.nih.gov/pubmed/21216800
https://www.ncbi.nlm.nih.gov/pubmed/21216800
https://www.ncbi.nlm.nih.gov/pubmed/21373942
http://dare.ubvu.vu.nl/handle/1871/40250
http://dare.ubvu.vu.nl/handle/1871/40250
http://www.familycourt.gov.au/wps/wcm/connect/af23685e-3f1e-4295-a8b4-d0458cd96ec0/Speech+-+Strickland+-+Transgender+Young.pdf?MOD=AJPERES&CONVERT_TO=url&CACHEID=af23685e-3f1e-4295-a8b4-d0458cd96ec0
http://www.familycourt.gov.au/wps/wcm/connect/af23685e-3f1e-4295-a8b4-d0458cd96ec0/Speech+-+Strickland+-+Transgender+Young.pdf?MOD=AJPERES&CONVERT_TO=url&CACHEID=af23685e-3f1e-4295-a8b4-d0458cd96ec0
http://www.familycourt.gov.au/wps/wcm/connect/af23685e-3f1e-4295-a8b4-d0458cd96ec0/Speech+-+Strickland+-+Transgender+Young.pdf?MOD=AJPERES&CONVERT_TO=url&CACHEID=af23685e-3f1e-4295-a8b4-d0458cd96ec0
http://psycnet.apa.org/psycinfo/2000-05135-006
http://www.sciencedirect.com/science/article/pii/S0191886909004620
http://www.sciencedirect.com/science/article/pii/S0191886909004620
http://www.jaimieveale.com/wp-content/uploads/2012/09/PhD-thesis.pdf
http://www.jaimieveale.com/wp-content/uploads/2012/09/PhD-thesis.pdf
https://quadrant.org.au/magazine/2016/12/gender-dysphoria-child-surgical-abuse/
https://www.transgendertrend.com/the-suicide-myth/
https://www.transgendertrend.com/the-suicide-myth/
http://apps.who.int/classifications/icd10/browse/2010/en
http://www.wpath.org/site_page.cfm?pk_association_webpage_menu=1351
http://www.wpath.org/site_page.cfm?pk_association_webpage_menu=1351
http://dspace.library.uu.nl/bitstream/handle/1874/182733/Thesis.pdf?sequence=1
http://dspace.library.uu.nl/bitstream/handle/1874/182733/Thesis.pdf?sequence=1
https://www.chausa.org/docs/default-source/hceusa/transgender-persons-and-catholic-healthcare.pdf?sfvrsn=2
https://www.chausa.org/docs/default-source/hceusa/transgender-persons-and-catholic-healthcare.pdf?sfvrsn=2
https://www.chausa.org/docs/default-source/hceusa/transgender-persons-and-catholic-healthcare.pdf?sfvrsn=2

Benedict XVI, Pope (2005). Encyclical Letter “Deus caritas est” On Christian Love. 25 December 2005.
Catechism of the Catholic Church. Homebush NSW: St Pauls 1994.

Catholic Education Commission of Western Australia (2010). Dealing with Bullying, Harassment, Aggression
and Violence (Students). Policy 2-D6. Version 3, 2010.

Catholic Education Office of Western Australia (n.d.). The Teaching of Human Sexuality: Guidelines for Catholic
Schools in Western Australia.

Catholic Health Australia (2001). Code of Ethical Standards for Catholic Health and Aged Care Services in
Australia. Canberra: CHA 2001.

Daly, Todd W (2016). Gender dysphoria and the Ethics of Transsexual (ie Gender Reassignment) Surgery. Ethics
and Medicine 32(1) 2016:39-53.

Davis SJ, Henry (1959). Moral and Pastoral Theology. Eighth edition. London: Sheed & Ward, 1959.

Gremmels, Becket (2016). Sex reassignment surgery and the Catholic moral tradition: Insight from Pope Pius XI|
on the Principle of Totality. Health Care Ethics USA 24(1) Winter 2016. Online at https://www.chausa.org/
docs/default-source/hceusa/sex-reassignment-surgery-and-the-catholic-moral-tradition.pdf?sfvrsn=2

Holy See Delegation (2008). Statement at the 6319 Session of the General Assembly of the United Nations on the
Declaration of Human Rights, Sexual Orientation and Gender Identity (18 December 2008). Online at http://
www.vatican.va/roman_curia/secretariat_state/2008/documents/rc_seg-st 20081218 statement-sexual-
orientation_en.html

John Paul ll, Pope (1984). Apostolic Letter “Salvifici doloris” On the Christian Meaning of Human Suffering. 11
February 1984.

Lenhart OFM Cap., Erik (2015). People born with Intersex Conditions: Pastoral and Bioethical Considerations.
National Catholic Bioethics Quarterly 15:3, Autumn 2015, 453-463.

Navarette SJ, Urban (2014; originally 1997). Transsexualism and the Canonical Order. National Catholic
Bioethics Quarterly 14:1, Spring 2014, 105-118.

Pacholczyk, Tad (2016). Seeing through the Intersex Confusion. Making Sense of Bioethics June 2016. Online:
http://www.ncbcenter.org/files/4114/6887/6363/MSOB132 Seeing_through_the_Intersex_Confusion.pdf

Parkinson, Joseph (2014). Pastoral care for school students who experience same-sex attraction. Chisholm
Health Ethics Bulletin 19(4) Winter 2014. 1-4.

Sacred Congregation for Catholic Education (1977). The Catholic School. 19 March 1977. Online at http://
www.vatican.va/roman_curia/congregations/ccatheduc/documents/
rc_con_ccatheduc_doc 19770319 catholic-school_en.html

—(1982). Lay Catholics in Schools: Witnesses to Faith. 15 October 1982. Online at http://www. vatican.va/
roman_curia/congregations/ccatheduc/documents/rc_con_ccatheduc_doc 19821015 lay-
catholics_en.html

—(1988). The Religious Dimension of Education in a Catholic School. 7 April 1988. Online at http://
www.vatican.va/roman_curia/congregations/ccatheduc/documents/
rc_con_ccatheduc_doc 19880407 catholic-school_en.html

—(1997). The Catholic School on the Threshold of the Third Millennium. 28 December 1997. Online at http://
www.vatican.va/roman_curia/congregations/ccatheduc/documents/rc
con_ccatheduc_doc 27041998 school2000 en.html

33
© Copyright Joseph Parkinson 2017


https://www.chausa.org/docs/default-source/hceusa/sex-reassignment-surgery-and-the-catholic-moral-tradition.pdf?sfvrsn=2
https://www.chausa.org/docs/default-source/hceusa/sex-reassignment-surgery-and-the-catholic-moral-tradition.pdf?sfvrsn=2
https://www.chausa.org/docs/default-source/hceusa/sex-reassignment-surgery-and-the-catholic-moral-tradition.pdf?sfvrsn=2
http://www.vatican.va/roman_curia/secretariat_state/2008/documents/rc_seg-st_20081218_statement-sexual-orientation_en.html
http://www.vatican.va/roman_curia/secretariat_state/2008/documents/rc_seg-st_20081218_statement-sexual-orientation_en.html
http://www.vatican.va/roman_curia/secretariat_state/2008/documents/rc_seg-st_20081218_statement-sexual-orientation_en.html
http://www.vatican.va/roman_curia/secretariat_state/2008/documents/rc_seg-st_20081218_statement-sexual-orientation_en.html
http://www.ncbcenter.org/files/4114/6887/6363/MSOB132_Seeing_through_the_Intersex_Confusion.pdf
http://www.vatican.va/roman_curia/congregations/ccatheduc/documents/rc_con_ccatheduc_doc_19770319_catholic-school_en.html
http://www.vatican.va/roman_curia/congregations/ccatheduc/documents/rc_con_ccatheduc_doc_19770319_catholic-school_en.html
http://www.vatican.va/roman_curia/congregations/ccatheduc/documents/rc_con_ccatheduc_doc_19770319_catholic-school_en.html
http://www.vatican.va/roman_curia/congregations/ccatheduc/documents/rc_%2520con_ccatheduc_doc_27041998_school2000_en.html
http://www.vatican.va/roman_curia/congregations/ccatheduc/documents/rc_%2520con_ccatheduc_doc_27041998_school2000_en.html
http://www.vatican.va/roman_curia/congregations/ccatheduc/documents/rc_%2520con_ccatheduc_doc_27041998_school2000_en.html

—(2007). Educating Together in Catholic Schools. A Shared Mission between Consecrated Persons and the Lay
Faithful. 8 September 2007. Online at http://www.vatican.va /roman_curia/congregations/
ccatheduc/index.htm

—(20009). Circular Letter to the Presidents of Bishops’ Conferences on Religious Education in Schools. 5 May
2009. Online at http://www.vatican.va/roman_curia/congregations /ccatheduc/documents/
rc_con_ccatheduc_doc_20090505_circ-insegn-relig_en.html

—(2014). Instrumentum laboris: Educating Today and Tomorrow: A Renewing Passion. 7 April 2014. Online at
http://www.vatican.va/roman_curia/congregations/ccatheduc /documents/
rc_con_ccatheduc_doc 20140407 educare-oggi-e-domani_en.html

Second Vatican Ecumenical Council, Pastoral Constitution ‘Gaudium et spes’ On the Church in the Modern
World (7 December 1965).

Tobin, Bernadette (2016). A key issue in the current discussion of ‘transgenderism’. Bioethics Outlook 27(2)
2016:8-12.

—, (2017). Gender and personal identity: two views. Bioethics Outlook 28(1) March 2017:1-8.

Tonti-Filippini, Nicholas (2012). Sex Reassignment and Catholic Schools. National Catholic Bioethics Quarterly
12:1, Spring 2012, 85-97.

Media Comment and Opinion

ABC News (2015). ‘1 am not a man or a woman’: what it means to be genderqueer. Online at http://
www.abc.net.au/news/2015-09-01/what-it-means-to-be-genderqueer/6727080

Adams, Stephen (2017). Bridging the Divide. Medicus 57(3) April 2017, 18-21.

Alstin, Zac (2015). A new identity will not make you happy. MercatorNet 29 October 2015. Online at http://
www.mercatornet.com/articles/view/a-new-identity-will-not-make-you-happy/17090

Arndt, Bettina (2017). The Coercive Politics of Inclusion. Online at http://www.bettinaarndt.com.au/news/the-
coercive-politics-of-inclusion/

Berger, Joseph (2013). Submission to the House of Commons Standing Committee on Justice and Human
Rights, regarding Bill C-279. Online at _https://arpacanada.ca/attachments/article/1724/
Testimony%200f%20Dr.%20Berger%20re%20c279.pdf

Boggs, Will (2014). Good Psychological Outcomes for Young Adults Treated for Gender Dysphoria. Online at
http://www.psychcongress.com/article/good-psychological-outcomes-young-adults-treated-gender-dysphoria

Boghani, Priyanka (2015). When transgender kids transition, medical risks are both known and unknown.
Online at http://www.pbs.org/wgbh/frontline/article/when-transgender-kids-transition-medical-risks-are-
both-known-and-unknown/

Brody, Jane E (2016). Being Transgender as a Fact of Nature. New York Times 13 June 2016. Online at http://
well.blogs.nytimes.com/2016/06/13/transsexualism-as-a-fact-of-nature/?login=email&emc=etal& r=0

Case, Mary Anne (2016). The gender agenda. The Tablet 10 September 2016, 4-5.

Castle, David Jonathon (2017). Body dysmorphia disorder and cosmetic surgery: are surgeons too quick to nip
and tuck? Online at http://www.abc.net.au/news/2017-04-19/body-dysmorphic-disorder-are-surgeons-too-
quick-to-nip-tuck/8454276

34
© Copyright Joseph Parkinson 2017


http://www.vatican.va/roman_curia/congregations%2520/ccatheduc/documents/rc_con_ccatheduc_doc_20090505_circ-insegn-relig_en.html
http://www.vatican.va/roman_curia/congregations%2520/ccatheduc/documents/rc_con_ccatheduc_doc_20090505_circ-insegn-relig_en.html
http://www.vatican.va/roman_curia/congregations%2520/ccatheduc/documents/rc_con_ccatheduc_doc_20090505_circ-insegn-relig_en.html
http://www.vatican.va/roman_curia/congregations/ccatheduc%2520/documents/rc_con_ccatheduc_doc_20140407_educare-oggi-e-domani_en.html
http://www.vatican.va/roman_curia/congregations/ccatheduc%2520/documents/rc_con_ccatheduc_doc_20140407_educare-oggi-e-domani_en.html
http://www.abc.net.au/news/2015-09-01/what-it-means-to-be-genderqueer/6727080
http://www.abc.net.au/news/2015-09-01/what-it-means-to-be-genderqueer/6727080
http://www.mercatornet.com/articles/view/a-new-identity-will-not-make-you-happy/17090
http://www.mercatornet.com/articles/view/a-new-identity-will-not-make-you-happy/17090
http://www.bettinaarndt.com.au/news/the-coercive-politics-of-inclusion/
http://www.bettinaarndt.com.au/news/the-coercive-politics-of-inclusion/
https://arpacanada.ca/attachments/article/1724/%2520Testimony%2520of%2520Dr.%2520Berger%2520re%2520c279.pdf
https://arpacanada.ca/attachments/article/1724/%2520Testimony%2520of%2520Dr.%2520Berger%2520re%2520c279.pdf
https://arpacanada.ca/attachments/article/1724/%2520Testimony%2520of%2520Dr.%2520Berger%2520re%2520c279.pdf
http://www.psychcongress.com/article/good-psychological-outcomes-young-adults-treated-gender-dysphoria
http://www.pbs.org/wgbh/frontline/article/when-transgender-kids-transition-medical-risks-are-both-known-and-unknown/
http://www.pbs.org/wgbh/frontline/article/when-transgender-kids-transition-medical-risks-are-both-known-and-unknown/
http://www.pbs.org/wgbh/frontline/article/when-transgender-kids-transition-medical-risks-are-both-known-and-unknown/
http://well.blogs.nytimes.com/2016/06/13/transsexualism-as-a-fact-of-nature/?login=email&emc=eta1&_r=0
http://well.blogs.nytimes.com/2016/06/13/transsexualism-as-a-fact-of-nature/?login=email&emc=eta1&_r=0
http://well.blogs.nytimes.com/2016/06/13/transsexualism-as-a-fact-of-nature/?login=email&emc=eta1&_r=0
http://www.abc.net.au/news/2017-04-19/body-dysmorphic-disorder-are-surgeons-too-quick-to-nip-tuck/8454276
http://www.abc.net.au/news/2017-04-19/body-dysmorphic-disorder-are-surgeons-too-quick-to-nip-tuck/8454276
http://www.abc.net.au/news/2017-04-19/body-dysmorphic-disorder-are-surgeons-too-quick-to-nip-tuck/8454276

Devine, Miranda (2016). Let kids be kids — Stop playing God with young lives. Online at http://
www.dailytelegraph.com.au/rendezview/let-kids-be-kids-stop-playing-god-with-young-lives/news-story/
e5e3bd836c6b6b4a63d2a738ed2587af

—, (2017). An epidemic of transgender children is Safe Schools’ legacy. Online at http://
www.dailytelegraph.com.au/rendezview/an-epidemic-of-transgender-children-is-safe-schools-legacy/news-
story/085d5681f6bc3dae2357302ab2bee227

Gruenke, Jennifer (2015). Rethinking the Conservative Approach to Transgenderism. Online at http://
www.thepublicdiscourse.com/2015/07/15377/

Hagen, Margaret A (2016). Transgenderism has no basis in science or law. Public Discourse: The Witherspoon
Institute 13 January 2016. Online at http://www.thepublicdiscourse.com/2016/01/16143/

Hancock, James (2016). Transgender community calls for fast-racked mental health services to avoid lengthy
wait for hormones. Online at http://www.abc.net.au/news/2016-11-21/transgender-community-calls-for-fast-
tracked-psych-services/8043390

Heyer, Walt (2015). “Sex Change” Surgery : What Bruce Jenner, Dianne Sawyer, and You Should Know. Online
at http://www.thepublicdiscourse.com/2015/04/14905/

—, (2016). The Danish Girl: People aren’t born transgender, but playing dress-up can spark psychological
problems. Online at http://www.thepublicdiscourse.com/2016/01/16191/

—, (2017a). I was just like the ‘trans’ 9-year-old in National Geographic. Now | know it’s pure fantasy. Online at
https://www.lifesitenews.com/opinion/a-nine-year-old-boy-is-spreading-a-contagion-of-mass-delusion

—, (2017b). The Experiment on our Children: doctors don’t know who the real trans kids are. Online at http://
www.thepublicdiscourse.com/2017/06/19512/

Jeffreys, Sheila (2011). Eugenics and the practice of transgendering children. Online at http://
theconversation.com/eugenics-and-the-practice-of-transgendering-children-3838

Kay, Barbara (2016). There is not just one ‘trans’ narrative. MercatorNet 2 June 2016. Online at http://
www.mercatornet.com/conjugality/view/there-is-not-just-one-trans-narrative/18161

Kelly, Fiona (2016). Explainer: what treatment do young children receive for gender dysphoria and is it
irreversible? Online at http://theconversation.com/explainer-what-treatment-do-young-children-receive-for-
gender-dysphoria-and-is-it-irreversible-64759

Kirsten, Katherine (2016). Transgender Conformity. Online at https://www.firstthings.com/article/2016/12/
transgender-conformity

Kipnis, Ken (2014). Ethics, Morality, and Pediatric Gender Dysphoria. The American Journal of Bioethics 14:1,
January 2014. Online at http://www.freepaperdownload.us/1413/Article166943.htm

Loudon, Gina (2015). The dark, untold story of transgenderism. Online at http://www.wnd.com/2015/06/
untold-dark-story-of-transgenderism/

Lucke, Jayne (). What’s the point of sex? It frames gender expression and identity — or does it? Online at http://
theconversation.com/whats-the-point-of-sex-it-frames-gender-expression-and-identity-or-does-it-67849

McHugh, Paul (2014). Transgender Surgery Isn’t the Solution. The Wall Street Journal 12 June 2014. Online at
http://www.wsj.com/articles/paul-mchugh-transgender-surgery-isnt-the-solution-1402615120

— (2015). Transgenderism: a pathogenic meme. Public Discourse: The Witherspoon Institute 10 June 2015.
Online at http://www.thepublicdiscourse.com/2015/06/15145/

35
© Copyright Joseph Parkinson 2017


http://www.dailytelegraph.com.au/rendezview/let-kids-be-kids-stop-playing-god-with-young-lives/news-story/e5e3bd836c6b6b4a63d2a738ed2587af
http://www.dailytelegraph.com.au/rendezview/let-kids-be-kids-stop-playing-god-with-young-lives/news-story/e5e3bd836c6b6b4a63d2a738ed2587af
http://www.dailytelegraph.com.au/rendezview/let-kids-be-kids-stop-playing-god-with-young-lives/news-story/e5e3bd836c6b6b4a63d2a738ed2587af
http://www.dailytelegraph.com.au/rendezview/an-epidemic-of-transgender-children-is-safe-schools-legacy/news-story/085d5681f6bc3dae2357302ab2bee227
http://www.dailytelegraph.com.au/rendezview/an-epidemic-of-transgender-children-is-safe-schools-legacy/news-story/085d5681f6bc3dae2357302ab2bee227
http://www.dailytelegraph.com.au/rendezview/an-epidemic-of-transgender-children-is-safe-schools-legacy/news-story/085d5681f6bc3dae2357302ab2bee227
http://www.thepublicdiscourse.com/2015/07/15377/
http://www.thepublicdiscourse.com/2015/07/15377/
http://www.thepublicdiscourse.com/2016/01/16143/
http://www.abc.net.au/news/2016-11-21/transgender-community-calls-for-fast-tracked-psych-services/8043390
http://www.abc.net.au/news/2016-11-21/transgender-community-calls-for-fast-tracked-psych-services/8043390
http://www.abc.net.au/news/2016-11-21/transgender-community-calls-for-fast-tracked-psych-services/8043390
http://www.thepublicdiscourse.com/2015/04/14905/
http://www.thepublicdiscourse.com/2016/01/16191/
https://www.lifesitenews.com/opinion/a-nine-year-old-boy-is-spreading-a-contagion-of-mass-delusion
http://winst.us7.list-manage.com/track/click?u=776f667a54759f3894cdd0eee&id=bb1f8925bd&e=f807a2201f
http://winst.us7.list-manage.com/track/click?u=776f667a54759f3894cdd0eee&id=bb1f8925bd&e=f807a2201f
http://theconversation.com/eugenics-and-the-practice-of-transgendering-children-3838
http://theconversation.com/eugenics-and-the-practice-of-transgendering-children-3838
http://www.mercatornet.com/conjugality/view/there-is-not-just-one-trans-narrative/18161
http://www.mercatornet.com/conjugality/view/there-is-not-just-one-trans-narrative/18161
http://theconversation.com/explainer-what-treatment-do-young-children-receive-for-gender-dysphoria-and-is-it-irreversible-64759
http://theconversation.com/explainer-what-treatment-do-young-children-receive-for-gender-dysphoria-and-is-it-irreversible-64759
http://theconversation.com/explainer-what-treatment-do-young-children-receive-for-gender-dysphoria-and-is-it-irreversible-64759
https://www.firstthings.com/article/2016/12/transgender-conformity
https://www.firstthings.com/article/2016/12/transgender-conformity
http://www.freepaperdownload.us/1413/Article166943.htm
http://www.wnd.com/2015/06/untold-dark-story-of-transgenderism/
http://www.wnd.com/2015/06/untold-dark-story-of-transgenderism/
http://theconversation.com/whats-the-point-of-sex-it-frames-gender-expression-and-identity-or-does-it-67849
http://theconversation.com/whats-the-point-of-sex-it-frames-gender-expression-and-identity-or-does-it-67849
http://theconversation.com/whats-the-point-of-sex-it-frames-gender-expression-and-identity-or-does-it-67849
http://www.wsj.com/articles/paul-mchugh-transgender-surgery-isnt-the-solution-1402615120
http://www.thepublicdiscourse.com/2015/06/15145/

Meyer, Walter J (2012). Gender Identity Disorder: An Emerging Problem for Pediatricians. Pediatrics 129(3)
March 2012. 571-573. Online at http://pediatrics.aappublications.org/content/pediatrics/129/3/571 full.pdf

Milbank, John (2017). Long read: What liberal intellectuals get wrong about transgenderism. Online at http://
www.catholicherald.co.uk/commentandblogs/2017/01/13/long-read-what-liberal-intellectuals-get-wrong-
about-transgenderism/

Miller, Claire Cain (2015).The Search for the Best Estimate of the Transgender Population. New York Times,
June 8 2015. Online at https://www.nytimes.com/2015/06/09/upshot/the-search-for-the-best-estimate-of-the-
transgender-population.html?_r=0

Mitchell, Charlotte (2015). Rise in gender dysphoria cases. MJA InSight 2/27 January 2015. Online at https://
www.doctorportal.com.au/mjainsight/2015/2/rise-gender-dysphoria-cases/

Norton, John (2011). Vatican says ‘sex-change;’ operation does not change person’s gender. Catholic News
Service 19 September 2011. Online at http://ncronline.org/news/vatican-says-sex-change-operation-does-not-
change-persons-gender

O’Leary, Cathy (2017). “More kids referred for gender help.” The West Australian 24 April 2017, 3.

Pollock, Haley (2015). Why are so many boys in this small town raised as girls? The intersex children of Salinas.
Second Nexus, 29 October 2015. Online at http://secondnexus.com/social-commentary-and-trends/the-
intersex-children-of-salinas/

Regnerus, Mark (2016). Where did transgenderism come from? MercatorNet 3 June 2016. Online at http://
www.mercatornet.com/conjugality/view/where-did-transgenderism-come-from/18176

Reisman, Judith (2017a). How the transgender agenda harms children. Online at https://
www.mercatornet.com/conjugality/view/how-the-transgender-agenda-harms-children/19384

—, (2017b). Supreme Court of the United States, Brief of Amici Curiae No 16-273. Online at http://
www.scotusblog.com/wp-content/uploads/2017/01/16-273-amicus-petitioner-
dr._judith_reisman_and_the_child protection_institute.pdf

Schumm, Walter R (6 June2016). Why? We hanker after instant gratification. MercatorNet 6 June 206. Online at
http://www.mercatornet.com/conjugality/view/why-we-hanker-after-instant-gratification/18172

Shaban, Bigad et al. (2017). Transgender Kids could get Hormone Therapy at Earlier Ages. Online at http://
www.nbcbayarea.com/investigations/Transgender-Kids-Eligible-for-Earlier-Medical-Intervention-Under-New-
Guidelines-423082734.html?utm_source=The+Witherspoon+institute&utm_campaign=0078e19ec7-
RSS_EMAIL_CAMPAIGN&utm_medium=email&utm_term=0_15ce6af37b-0078e19ec7-84163977

Sher, Jonathon (2015). Suicide rate much higher for transgender Canadians: Study. Toronto Sun, 8 June 2015.
Online at http://www.torontosun.com/2015/06/08/suicide-rate-much-higher-for-transgender-canadians-

study#

Somerville, Margaret (2016). It didn’t happen overnight. MercatorNet 7 June 2016. Online at http://
www.mercatornet.com/conjugality/view/it-didnt-happen-overnight/18189

Stanton, Glenn T (2016). The Scientific Objectivity of Gender Difference. MercatorNet 14 April 2016. Online at
http://www.mercatornet.com/articles/view/the-scientific-objectivity-of-gender-difference/17903

Tuininga, Matthew (2016). The Problem with Gender Studies. Online at http://www.thepublicdiscourse.com/
2016/07/17119/

36
© Copyright Joseph Parkinson 2017


http://pediatrics.aappublications.org/content/pediatrics/129/3/571.full.pdf
http://www.catholicherald.co.uk/commentandblogs/2017/01/13/long-read-what-liberal-intellectuals-get-wrong-about-transgenderism/
http://www.catholicherald.co.uk/commentandblogs/2017/01/13/long-read-what-liberal-intellectuals-get-wrong-about-transgenderism/
http://www.catholicherald.co.uk/commentandblogs/2017/01/13/long-read-what-liberal-intellectuals-get-wrong-about-transgenderism/
http://www.catholicherald.co.uk/commentandblogs/2017/01/13/long-read-what-liberal-intellectuals-get-wrong-about-transgenderism/
https://www.nytimes.com/2015/06/09/upshot/the-search-for-the-best-estimate-of-the-transgender-population.html?_r=0
https://www.nytimes.com/2015/06/09/upshot/the-search-for-the-best-estimate-of-the-transgender-population.html?_r=0
https://www.nytimes.com/2015/06/09/upshot/the-search-for-the-best-estimate-of-the-transgender-population.html?_r=0
https://www.doctorportal.com.au/mjainsight/2015/2/rise-gender-dysphoria-cases/
https://www.doctorportal.com.au/mjainsight/2015/2/rise-gender-dysphoria-cases/
http://ncronline.org/news/vatican-says-sex-change-operation-does-not-change-persons-gender
http://ncronline.org/news/vatican-says-sex-change-operation-does-not-change-persons-gender
http://secondnexus.com/social-commentary-and-trends/the-intersex-children-of-salinas/
http://secondnexus.com/social-commentary-and-trends/the-intersex-children-of-salinas/
http://www.mercatornet.com/conjugality/view/where-did-transgenderism-come-from/18176
http://www.mercatornet.com/conjugality/view/where-did-transgenderism-come-from/18176
https://www.mercatornet.com/conjugality/view/how-the-transgender-agenda-harms-children/19384
https://www.mercatornet.com/conjugality/view/how-the-transgender-agenda-harms-children/19384
http://www.scotusblog.com/wp-content/uploads/2017/01/16-273-amicus-petitioner-dr._judith_reisman_and_the_child_protection_institute.pdf
http://www.scotusblog.com/wp-content/uploads/2017/01/16-273-amicus-petitioner-dr._judith_reisman_and_the_child_protection_institute.pdf
http://www.scotusblog.com/wp-content/uploads/2017/01/16-273-amicus-petitioner-dr._judith_reisman_and_the_child_protection_institute.pdf
http://www.mercatornet.com/conjugality/view/why-we-hanker-after-instant-gratification/18172
http://www.torontosun.com/2015/06/08/suicide-rate-much-higher-for-transgender-canadians-study
http://www.torontosun.com/2015/06/08/suicide-rate-much-higher-for-transgender-canadians-study
http://www.mercatornet.com/conjugality/view/it-didnt-happen-overnight/18189
http://www.mercatornet.com/conjugality/view/it-didnt-happen-overnight/18189
http://www.mercatornet.com/articles/view/the-scientific-objectivity-of-gender-difference/17903
http://www.thepublicdiscourse.com/2016/07/17119/
http://www.thepublicdiscourse.com/2016/07/17119/

van den Aardweg, Gerard (2015). Transgenderism: an endless quest for ‘the real me’. MercatorNet 19 October
2015. Online at http://www.mercatornet.com/articles/view/transgenderism-an-endless-quest-for-the-real-

me/17029

Vickery, Kara (2015), “Perth transgender clinic sees 26 children a year.” PerthNow 13 June 2015. Online at
http://www.perthnow.com.au/lifestyle/perth-transgender-clinic-sees-26-children-a-year/news-story/
€2907ff5af7191ac5b0c36ee59f86c24

37
© Copyright Joseph Parkinson 2017


http://www.mercatornet.com/articles/view/transgenderism-an-endless-quest-for-the-real-me/17029
http://www.mercatornet.com/articles/view/transgenderism-an-endless-quest-for-the-real-me/17029
http://www.perthnow.com.au/lifestyle/perth-transgender-clinic-sees-26-children-a-year/news-story/c2907ff5af7191ac5b0c36ee59f86c24
http://www.perthnow.com.au/lifestyle/perth-transgender-clinic-sees-26-children-a-year/news-story/c2907ff5af7191ac5b0c36ee59f86c24

