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CELEBRATING DIVERSITY
Today’s school communities include gender non-conforming students and students with different
sexual orientations. This gives schools a wonderful opportunity to celebrate diversity and
uniqueness, to empower young people to transcend stereotypes, and to encourage everyone to be
themselves.

SEXUAL ORIENTATION AND GENDER IDENTITY
Sexual orientation refers to whether a person is romantically or sexually attracted to people of the
same or the opposite biological sex. Sexual orientation describes how you feel about other people;
for example whether you are heterosexual, gay, lesbian or bisexual – or even asexual.
Gender identity and gender expression refer to whether people feel that their birth sex aligns with
stereotypically masculine or feminine traits and behaviors, and how they wish to express
themselves and be seen in society. Gender identity describes how you feel about yourself – for
example, whether you identify as transgender or non-binary.
Not everyone feels they have a gender identity, but we all seem to have a sexual orientation. Most
of us discover this during adolescence, and it usually endures for the rest of our lives. I It is important
to note that some people have described how they utilized their gender identity as a form of sexual
repression, due to unacknowledged feelings of internalized homophobia.

SEX AND GENDER
Sex relates to biology and the two sexes: male and female. We all have chromosomes (XY for males
and XX for females*) within almost every cell of our bodies and our brains, determining our physical
development along male or female pathways.
Sex differences are important, and are acknowledged within society, whether in single-sex toilets,
changing-rooms and accommodation, or most sports. Within schools, sex is also significant in
biology lessons and within curricular materials on sex education.
Gender relates to culturally influenced, masculine and feminine societal expectations of behavior,
aptitudes and appearance based upon sex.
It is gender, not sex, which influences school policies regarding uniforms, hair-length, jewelry and
make-up. Gender can also influence assumptions we make about what recreational activities boys
or girls will prefer, and what academic strengths boys and girls will have.
*Although all people are born either male or female, some people have different chromosome combinations which, on very
rare occasions, can make it more challenging to ascertain which sex they are at birth. People who are born with these
differences are described under the umbrella term of Differences of Sexual Development (DSDs), previously known as
“intersex”. There are over 40 unique and rare medical conditions that can impact sex development in males and females.
Find out more.

TRANSGENDER IDENTIFICATION AND GENDER DYSPHORIA
Many people who feel that their gender does not align with their sex identify as transgender or nonbinary. Some people who identify as transgender or non-binary experience “gender dysphoria,” a
severe type of distress or impairment in functioning due to a feeling of misalignment between
gender and sex.
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There is no equivalent condition to gender dysphoria experienced in terms of sexual orientation. For
example, there is no equivalent condition experience by people who are lesbian, gay or bisexual.
Historical evidence shows that when gender dysphoria presents in childhood, most cases resolve
naturally, with 61%-98% of children reidentifying with their biological sex during puberty. No studies
to date have evaluated the natural course and rate of gender dysphoria resolution among the new
cohort of adolescents presenting with adolescent-onset gender dysphoria.
In recent years, the number of young people being referred to specialist clinics for gender dysphoria
has increased dramatically. Many with gender dysphoria also have Autism Spectrum Disorder (ASD)
or ADHD diagnoses. Other mental health diagnoses and childhood trauma also occur at higher rates
among those with gender dysphoria. This is a significantly under-researched and fast-growing
phenomenon; this is why we encourage a cautious and compassionate approach.
We believe that this new phenomenon of large numbers of young people questioning their gender
is best described as “Rapid Onset Gender Dysphoria”. This description, coined in 2018 by American
public health researcher Lisa Littman, provides what we believe is the best account of the new
cohort of gender-questioning adolescents. While it is not a diagnosis, this description factors in the
strong role of social influence among these children, as well as the significant levels of
comorbidities (co-occurring conditions and diagnoses).
While the term is not universally accepted, the research upon which it is based has stood the test
of substantial academic scrutiny.

AFFIRMATION AND SOCIAL TRANSITION
Many transgender organizations advise schools to “affirm” students’ gender identities by using the
names and pronouns students request, and letting students use the bathroom that matches their
gender identity. This is known as social transition.
While well-intentioned, affirming a student’s gender identity or publicly celebrating a transgender
student’s courage are not neutral actions: they can unintentionally influence students’ identity
formation. Identity formation is an important psychosocial stage of development for young people
between 12 and 25 years old.
The role of the school is to foster a tolerant and caring approach to all students and to ensure that
there is no bullying or hostility towards any student. It is not the role of the school to influence
identity formation. Social transition is a powerful psychotherapeutic intervention and so it should
not be carried out without clinical supervision.

There is no right or wrong way to be a boy or a girl.
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AFFIRMATION AND THERAPY
We have serious concerns about affirmation-only therapy, which we believe forecloses other
options for the therapeutic client. While it is important to affirm the depth of the young person’s
feelings, affirmation can stray into confirmation unless the therapist retains the ability to explore the
whole picture. Affirmative-only therapists use a model which prevents them from taking a depthperspective of the young person’s feelings. This risks glossing over other factors which may be
causing them to question their gender identity. We strongly believe that therapists’ hands should
not be tied in this way.

MEDICAL TRANSITION
Children and young people with gender dysphoria who socially transition are more likely to continue
to feel unhappiness with their birth sex, and go on to medical interventions including puberty
blockers, cross-sex hormones and surgery. As social transition is a therapeutic intervention that
increases the likelihood of medical transition, schools must liaise with parents to ensure this is an
appropriate step to take.
Over 95% of young people with gender issues who take medication to delay the progression of
puberty of their birth sex go on to take cross-sex hormones. Recent reviews of the latest research
on medical interventions for gender-dysphoric youth in the UK (see also here and here), Finland and
Sweden found that the evidence of the benefits of these treatments did not outweigh their risks.
The gender identity affirmative approach is a new approach to gender, and is not supported by any
long-term evidence. Some people are very positive towards this approach; some are very negative.
A recent legal case in the UK analyzed 3000 pages of evidence and found that puberty blockers
should not be prescribed without considerable caution.
The sharp rises in the number of people detransitioning has not yet been analyzed. A recent study
shows that the causes of gender distress may only become clear with the benefit of hindsight:
factors such as trauma and unmetabolized grief may have profound effects on young minds.
Research has found that many patients with childhood-onset gender distress who are not treated
with affirmative social transition or medical interventions grow up to be lesbian, gay or bisexual.

SUICIDE
Every suicide is a terrible tragedy.
Young people suffering from gender dysphoria are an extremely vulnerable group deserving of
support. Although high suicide rates among people who identify as transgender are frequently
mentioned, the data show that suicidality rate among young people referred for gender issues is
about the same as those referred for other mental health difficulties. In other words, suicide
statistics are misused.
There is currently no evidence showing that social or medical transition reduces the risk of suicide
among young people with gender dysphoria.
Young people are particularly susceptible to suicide contagion; the adults around them should
therefore avoid any speculation about direct links to a single cause or “trigger” for a suicide.
Speaking responsibly about suicide is an acquired skill. Teachers worried about this can complete
suicide skills programs to ensure that they are well-equipped to deal appropriately with this complex
matter.
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WORKING WITH PARENTS AND GUARDIANS
Schools should work in partnership with parents and guardians. Gender dysphoria and transidentification are complex phenomena beyond the remit and training of educators: schools should
consult directly with the parents or guardians of any students experiencing these issues, to
determine the appropriate support the school can provide. They should also consider the wider
student population in the process of doing this.
Schools should also be aware of the role that online influencers can have in young people’s lives.
These influences, while they may seem positive to the young person, can often be pernicious,
encouraging young people to seek short-term solutions for complex problems which deserve a
more thoughtful analysis.

WHAT WE RECOMMEND
These recommendations list the steps we believe schools can take to ensure that they are dealing
with issues of gender sensitively and equitably, without putting staff or students at undue risk.
It is important to note that this is a quickly developing area, and the suggestions below do not
constitute a “code of conduct”. School leaders must assure themselves that they can back up their
policies with robust logic, and be sure that policies are compliant with all local laws.
• In all cases, we recommend that schools develop a sex and gender policy, so as not to end up
creating policy “on the fly”; that schools carry out rigorous risk assessments relating to all sex
and gender policies; and that schools also carry out impact assessments to ensure that all
members of the school community are considered when policies are being drafted.
• We recommend an approach that seeks to avoid political or ideological positions, and instead
focuses on the many psychological ways educators may positively use their unique skills when
working with individuals with gender-related distress.
• Certain legal challenges to school policy have already taken place in countries around the world
vis-à-vis names, toilets, uniforms, and sleeping arrangements for overnight visits. Schools need
to prepare for these issues. It is recommended that a flexible approach is taken so as to avoid
unnecessary, time-consuming challenges to policy.
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• Toilets, changing rooms and sports activities can be very challenging. Menstruation anxiety
causes serious shame for females, and so females often seek the privacy of the single-sex toilet.
However, single-sex toilets cause serious anxiety for gender dysphoric youths. We recommend
that schools should provide a single occupancy space for children with gender dysphoria. This
is not necessarily easy, but some creative options can be explored to meet this issue.
• Uniforms can also cause distress, as students may request permission to wear opposite sex
uniforms. We recommend that schools offer a flexible approach to uniforms.
• Activities which require students to sleep away from home can be fraught. It is recommended
that residential dormitories remain single-sex; however, all students must be freely given a
realistic option as to whether they wish to partake in these activities.
• Social transition is a powerful therapeutic intervention that should not be undertaken without
clinical supervision. School authorities need to maintain professional records according to the
legal requirements. This helps to avoid confusion in correspondence and communications.
Names might be changed – students have used alternative names for generations – but this
does not mean that educators are forced to accept these name changes. This is a matter
between the educators, the parents, the relevant mental health professionals, and the student.
• Schools should liaise with parents before any social transition takes place, as this is an
intervention with far-reaching consequences.
• Pronouns have recently become a controversial issue. Schools have never before changed
pronouns for students and the long-term impact of this policy remains unknown. Young people
who are exploring their gender identity might be exploring their sexual orientation and their overall
identity simultaneously. This is a period of flux and uncertainty for the young person, and it is
seldom helpful for adults to concretize every idea and belief of the child.
• Educators should affirm students’ emotions and beliefs, and it is certainly important to affirm
and to support students to express themselves in an open-minded setting. However, affirming is
not the same thing as confirming.
• Students’ defenses can manifest through a fixation on language. This may require a robust but
understanding and flexible approach from the educator.
• The language and terminology involved in gender-related issues is constantly changing, and this
may lead educators to the mistaken belief that they do not understand the issues at hand. It is
helpful to take some time to learn the language, terminology and acronyms, so these do not
become superficial obstacles to the provision of appropriate support.
• A cautious, least-invasive-first approach is mirrored in general clinical best practice, and it is
recommended that educators take a similarly cautious approach.
• Educators should be aware that gender dysphoria is highly likely to occur with comorbidities,
such as ASD, ADHD, anxiety and other conditions.
• Schools should provide suicide skills training so that educators do not inadvertently increase the
risk of suicide.
• As teenagers experiencing gender dysphoria mature and progress through adolescence and into
adulthood, the majority of them might be able to one day accept and happily live with their
biological sex, adult body and sexual orientation. This is why we advocate for a cautious, noninterventionist approach for children.
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Genspect offers a range of training programmes for schools,
covering topics such as inclusivity, gender identity, sexual
orientation, mental health, scientific research, and how to
provide practical solutions to conflict.
Our trainings mix group exercises and individual reflections with engaging contributions from the
presenters, complemented by downloadable digital resources that empower participants to reflect
on the challenges they face in today’s climate.
Our team can also provide you with digital materials in advance of delivery, giving you an opportunity
to reflect on the topics we cover and participate more actively in the sessions. We are also happy to
make resources available after each training event.
…an engaging, entertaining, informative and knowledgeable presenter.
She was very open about there being opposing views to hers and facilitated
an open undefended discussion amongst the group.
Room for questions; not just reading from slides…
knew her subject matter and was an experienced presenter.
I am leaving with many new ideas and food for thought around ways
in which I can further my knowledge in this interesting topic!

To learn more about our
Schools Training Program,
email info@genspect.org.
We’d be delighted to meet
you, and discuss the needs
of your school community
in greater detail.

8

9

FURTHER READING
Biggs, M. (2020). ‘Puberty Blockers and suicidality in adolescents suffering from Gender Dysphoria’.
Archives of Sexual Behavior, 49, 2227–2229.
Cantor, J. M. (2019). ‘Transgender and gender diverse children and adolescents: Fact-checking of
AAP policy.’ Journal of Sex & Marital Therapy, 1–7.
D’Angelo, R., Syrulnik, E., Ayad, S., Marchiano, L., Kenny, D. T., & Clarke, P. (2020). ‘One size does not
fit all: In support of psychotherapy for Gender Dysphoria’. Archives of Sexual Behavior, 50, 7–16.
de Freitas, L. D., Léda-Rêgo, G., Bezerra-Filho, S., & Miranda-Scippa, Â. (2020). ‘Psychiatric disorders
in individuals diagnosed with gender dysphoria: A systematic review’. Psychiatry and Clinical
Neurosciences, 74(2), 99–104.
de Vries A. L. C., Steensma T. D., Doreleijers T. A. H., & Cohen-Kettenis P. T. (2011). ‘Puberty
suppression in adolescents with gender identity disorder: a prospective follow-up study’. J Sex Med,
8, 2276–83.
Dhejne, C., Lichtenstein, P., Boman, M., Johansson, A. L. V., Långström, N., & Landén, M. (2011).
‘Long-term follow-up of transsexual persons undergoing sex reassignment surgery: Cohort study in
Sweden’. PLoS ONE, 6(2).
Erikson, E. H. (1968). ‘Identity, youth and crisis.’ New York: W. W. Norton.
Evans, S., & Evans, M. (2021). Gender Dysphoria: A Therapeutic Model for Working with Children,
Adolescents and Young Adults. Phoenix Publishing.
Genspect (2021). ‘Stats For Gender.’ Web database.
Griffin, L., Clyde, K., Byng, R., & Bewley, S. (2020). ‘Sex, gender and gender identity: a re-evaluation of
the evidence’. BJPsych Bulletin, 1–9.
Kaltiala-Heino, R., Bergman, H., Työläjärvi, M., & Frisen, L. (2018). ‘Gender dysphoria in adolescence:
current perspectives’. Adolescent Health, Medicine and Therapeutics, 9, 31–41.
O’Malley, S., & Ayad, S. (2021-). Gender: A Wider Lens. Podcast.
Shah, K., McCormack, C. E., & Bradbury, N. A. (2014). ‘Do you know the sex of your cells?’ American
Journal of Physiology: Cell Physiology, 306(1), C3–C18.
Singh, D., Bradley, S. J., & Zucker, K. J. (2021). ‘A follow-up study of boys with Gender Identity
Disorder’. Frontiers in Psychiatry, 12 (March).
Steensma, T. D., Biemond, R., De Boer, F., & Cohen-Kettenis, P. T. (2011). ‘Desisting and persisting
gender dysphoria after childhood: A qualitative follow-up study’. Clinical Child Psychology and
Psychiatry, 16(4), 499–516.
Steensma, T. D., McGuire, J. K., Kreukels, B. P. C., Beekman, A. J., & Cohen-Kettenis, P. T. (2013).
‘Factors associated with desistence and persistence of childhood gender dysphoria: A quantitative
follow-up study’. Journal of the American Academy of Child and Adolescent Psychiatry, 52(6), 582–
590.
Wren, B. (2019). ‘Reflections on ‘Thinking an Ethics of Gender Exploration: Against Delaying
Transition for Transgender and Gender Variant Youth’’. Journal of Clinical Child Psychology and
Psychiatry, 24(2), 237–240.
Zucker, K. J. (2020). ‘Debate: Different strokes for different folks’. Child and Adolescent Mental
Health, 25(1), 36–37.
Written by Stella O’Malley, Psychotherapist and Executive Director of Genspect

