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Gender-incongruent youth may present to gender-afﬁrming medical care (GAMC)
later in adolescence and puberty when hormone blockers provide less beneﬁt. Factors
inﬂuencing age of presentation to GAMC have not been described.
BACKGROUND:

abstract

METHODS: A sequential mixed methods study. Participants were categorized on the basis of age at
presentation to GAMC. Youth presenting at $15 years comprised the older-presenting youth,
whereas those presenting at ,15 years comprised the younger-presenting youth. Caregivers
were categorized on the basis of the youth’s age of presentation. Twenty-four individuals were
interviewed, 6 youth and 6 caregivers from each age category. Thematic analysis identiﬁed
themes related to timing of presentation to GAMC. Themes differentially endorsed between
older and younger youth or between caregivers of older and younger youth were used to
design a questionnaire distributed to 193 youths and 187 caregivers. Responses were
compared between age groups for youths and caregivers.
RESULTS: Five themes differed between age groups: validity of gender identity, gender journey
barriers, inﬂuential networks, perceptions of medical therapy, and health care system
interactions. Questionnaires were completed by 121 youths and 121 caregivers. Compared
with younger-presenting youth, older-presenting youth recognized gender incongruence at
older ages, were less likely to have caregivers who helped them access care or LGBTQ1
(lesbian, gay, bisexual, transgender, queer) family members, more often endorsed familial
religious afﬁliations, and experienced greater youth-caregiver disagreement around
importance of GAMC.

Family environment appears to be a key determinant of when youth present to
GAMC. Whether this association occurs through affecting transgender identity formation and
recognition requires further study.

CONCLUSIONS:
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WHAT’S KNOWN ON THIS SUBJECT: Gender-incongruent youth
face barriers to gender-afﬁrming care and often present to
care later in adolescence and puberty when hormone
blockers provide less beneﬁt. Factors inﬂuencing age of
presentation to care have not been described.
WHAT THIS STUDY ADDS: With this mixed methods study, we
identiﬁed family-related differences between youth who
presented to gender-afﬁrming care at older versus younger
ages. Our ﬁndings suggest family environment is an
important determinant of the age at which genderincongruent youth present to care.
To cite: Sorbara JC, Ngo HL, Palmert MR. Factors
Associated With Age of Presentation to Gender-Afﬁrming
Medical Care. Pediatrics. 2021;147(4):e2020026674

ARTICLE

Gender-incongruent youth often
experience distress from the
discrepancy between sex assigned at
birth and experienced gender1 and
have high rates of mental health
problems.2–9 Although the use of
hormone blockers and/or genderafﬁrming hormones (genderafﬁrming medical care [GAMC]) can
provide psychological beneﬁt,10,11
some youth present to care at older
ages and in late stages of puberty.2–5,7
The timing of presentation to GAMC is
relevant because hormone blockers
can prevent unwanted physical
changes when initiated before
puberty is complete.12 In addition,
although a cause-effect relationship
has not been established, an
association between later
presentation to GAMC and worse
mental health among genderincongruent youth has been
identiﬁed.2
13,14

Barriers to GAMC
as well as the
care-seeking experiences15–17 and
decision-making processes18,19 of
gender-incongruent youth have been
described. However, the important
questions of whether genderincongruent youth who present for
GAMC at older ages have different
care-seeking experiences or face
different barriers than youth who
present younger have not been
addressed.
Given the lack of data regarding
factors that inﬂuence timing of
presentation to GAMC, we performed
a mixed methods study to explore and
compare care-seeking experiences of
older and younger youth seeking
GAMC, including assessment of both
youth and caregivers.

METHODS
This study was conducted at the
Transgender Youth Clinic at The
Hospital for Sick Children in Toronto,
Canada, an interdisciplinary clinic
that provides GAMC to pubertal youth
(,18 years of age) with gender
dysphoria.2,4,20,21 Data collection and

analyses were approved by the
hospital as a quality improvement
project designed to better understand
access to care.

Study Design
We performed a sequential
exploratory mixed methods study
with a qualitative phase
(semistructured interviews) and
subsequent quantitative phase
(questionnaire design and
survey).22,23 Youth who presented to
the clinic at $15 years of age were
classiﬁed as older-presenting youth,
whereas those ,15 at presentation
were classiﬁed as younger-presenting
youth; this is a cutoff that assures the
majority of older youth have
experienced signiﬁcant pubertal
development before presentation.

Qualitative Data Collection
Youth and caregivers seen in the
Transgender Youth Clinic over a 3month period with conversational
proﬁciency in English were eligible to
participate in semistructured
interviews, excluding those who had
initiated GAMC before the ﬁrst clinic
visit. Stratiﬁed purposeful sampling
based on age at ﬁrst clinic visit was
used to identify candidates.
Additional features such as assigned
sex and current medical therapy were
considered during candidate selection
to increase variability within each age
stratum. Informed consent was
obtained separately from youth and
caregivers for the interview and its
audio recording.
Each participant was interviewed
alone and in private. Interviews
occurred on the same day as a clinical
encounter. One member of the study
team conducted all interviews using
a script that asked open-ended
questions to explore youths’ journeys
to GAMC. Topics, informed by clinical
experience and existing
literature,13–15,17,24 included the
gender history; clinic referral process;
health care experiences; support
systems; family, cultural, and religious
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perspectives; and requests for
unscripted input. The interview
sample size was determined a priori
and consisted of 6 participants in
each of the following categories:
older-presenting youth, caregivers of
older-presenting youth, youngerpresenting youth, and caregivers of
younger-presenting youth.

Thematic Analysis
Audio recordings were transcribed
verbatim and analyzed by using
Dedoose version 8.2.14.25 Thematic
analysis was used to analyze
transcripts and identify factors
inﬂuencing the timing of presentation
to GAMC.26–28 All transcripts were
coded by a primary coder (J.C.S.) and
1 of 3 secondary coders. Regular
meetings between the primary and
secondary coders resolved
discrepancies and reﬁned the evolving
code tree until a semiﬁnal code tree
was created. An additional reader then
reviewed the transcripts, and the code
tree was then further reﬁned in
discussion with the primary coder.
Topics were then organized into
themes reported to inﬂuence timing of
presentation to GAMC.
Theme presence in a given transcript
was used to determine each theme’s
case count. Theme case counts were
tallied within each of the 4 interview
groups, allowing for comparison of
representation between older and
younger youth and the caregivers of
older and younger youth. Themes
with case counts differing by $3 (at
least half of the group size) were
considered to be differentially
represented between age groups.

Quantitative Data Collection
Separate questionnaires were
designed for youth and caregivers.
Themes differentially represented
between age groups served as the
foundation for questions and response
choices. Demographic and gender
history data were also collected.
Questionnaires were reviewed for
content and face validity by
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a pediatric endocrinologist, an
adolescent medicine physician, and
a nurse practitioner who care for
transgender youth; a pediatrician
with experience in qualitative
research; and a psychologist in the
ﬁeld of gender identity. Revised
questionnaires were reviewed by 2
pediatric endocrinology trainees for
usability, readability, and length. After
further revision, questionnaires were
piloted with 2 clinic patients and 4
caregivers for feedback related to
readability, usability, and language.
Final versions of the youth and
caregiver questionnaires contained
44 and 49 items, respectively, and
required 20 to 25 minutes to
complete. Single and multiple choice,
open-ended, and 7-item Likert-type
scale questions were used
(Supplemental Table 7).
Questionnaires were administered on
paper to youth and caregivers
between December 2018 and May
2019. Only follow-up patients were
included to reduce burden at initial
consultations. Respondents
completed the questionnaire only
once, and only 1 caregiver responded
per youth. Youth could participate if
their caregiver declined and vice
versa. Questionnaires were
anonymous, and details regarding
those who declined participation
were not recorded. However, numbers
of questionnaires distributed were
documented. Quantitative data were
managed by using Research Electronic
Data Capture.29

Statistical Analysis
Unclear responses (ie, 2 answers
chosen despite requirement for
a single response) were classiﬁed as
unanswered30 and excluded from
analyses. Descriptive statistics were
used to summarize responses among
groups. Continuous variables were not
normally distributed and were
reported as median and interquartile
range (IQR) and compared between
groups by using the Mann–Whitney U
test. Categorical variables were

TABLE 1 Characteristics of Youth Interview Participants (N = 12)
Youth

Older-Presenting
Youth
(n = 6)

Younger-Presenting
Youth
(n = 6)

Age at ﬁrst visit, median (IQR), y
Age at interview, median (IQR), y
AFAB, No. (%)
Medical therapy at time of interview, No. (%)
None
Hormone blockers only
Hormone blockers and gender-afﬁrming
hormones

15.9 (15.3, 16.7)
18.0 (16.7, 18.0)
3 (50)

13.2 (12.9, 14.5)
13.8 (12.6, 14.9)
5 (83)

1 (17)
2 (33)
3 (50)

2 (33)
3 (50)
1 (17)

reported as percentages. Pearson’s x2
or Fisher’s exact test was used to test
for association between variables and
age categories.
Seven-item Likert-type scale
questions were used to explore
whether youth or caregivers
perceived religious afﬁliations,
ethnicity, family members, living
situation, school environment, and
friends to have impacted timing of
presentation to GAMC. Responses
were assigned a score from 23
(“delayed ﬁrst clinic visit a lot”) to 13
(“helped me/young person come to
clinic much sooner”) (Supplemental
Table 7). For these questions, if
responses were placed between
options, the option closest to the
response was used; if responses were
in the middle of 2 options, the less
extreme was used. Factors were
classiﬁed as hindering if they were
viewed as having delayed care
(negative scores) or helping if they
were perceived to have led to earlier
care (positive scores). Factors with
neutral responses were classiﬁed as
neither helping nor hindering. For
each respondent, positive and
negative scores were tallied to reﬂect
the totality of both positive and
negative inﬂuences on the youth’s
ability to access GAMC. A “net help
score” was derived by the difference
between the total helping score and
the absolute value of the total
hindering score. Scores were
compared between groups by using
the Mann–Whitney U test.
Responses regarding importance and
timing of GAMC were scored from 23
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(GMAC “very unimportant”/“should
not start for a very long time”) to 13
(“very important”/“should start as
soon as possible”) (Supplemental
Table 7). Differences between youth
and caregiver responses represented
the degree of youth-caregiver (dyad)
agreement, with absolute values
ranging from 0 (complete agreement)
to 6 (maximal disagreement). Rates of
complete agreement and degree of
youth-caregiver agreement were
compared between older-presenting
and younger-presenting dyads by
using Pearson’s x2 test and the
Mann–Whitney U test, respectively.
Statistical analyses were conducted
by using SPSS 25.0 (IBM SPSS
Statistics, IBM Corporation).31

RESULTS
Qualitative Interviews
To identify themes regarding careseeking experiences, 24 participants
were interviewed (Tables 1 and 2).
Two-thirds of youth were assigned
female at birth (AFAB) and 75% of
caregivers were of AFAB youth,
consistent with our clinic population
of ∼75% AFAB youth.2,4,20 Age-based
differences in theme representation
were identiﬁed for 5 themes
(summarized below) and 9
subthemes related to timing of
presentation to GAMC (see Table 3
for illustrative quotes).

Validity of Gender Identity
Youth and caregivers described
looking to the youth’s gender
expression to interpret and evaluate

3

TABLE 2 Characteristics of Caregiver Interview Participants (N = 12)
Caregivers

Caregivers of OlderPresenting Youth
(n = 6)

Caregivers of YoungerPresenting Youth
(n = 6)

3 (50)
3 (50)
15.5 (15.2, 16.7)

6 (100)
0 (0)
12.9 (12.5, 14.8)

4 (67)
2 (33)

5 (83)
1 (17)

Role, No. (%)
Mother
Father
Youth age at ﬁrst visit, median (IQR), y
Youth assigned sex at birth, No. (%)
Female
Male
Medical therapy at time of interview,
No. (%)
None
Hormone blockers only
Hormone blockers and genderafﬁrming hormones

gender incongruence. Youngerpresenting youth and caregivers
recalled expression of the identiﬁed
gender in childhood, prompting
subsequent feelings of expectedness
and acceptance. Conversely, more
caregivers of older-presenting
youth described a lack of indication
of gender incongruence in
childhood and inconsistencies in
gender expression after coming
out. Some of these caregivers
expressed concern that their child’s
transgender identity was externally
motivated.

Gender Journey Barriers
Religion was perceived by older
youth and caregivers as a barrier to
expression or exploration of gender
identity. Additionally, older youth and
caregivers described discomfort
discussing gender identity, which
they viewed as delaying presentation
to care.

1 (17)
3 (50)
2 (33)

2 (33)
0 (0)
4 (67)

Initial Perceptions of Medical Therapy
The importance of medical therapy
was a common theme. However,
caregivers of younger-presenting
youth felt that initiation of medical
intervention was time sensitive
and described urgency related to
possible mental health beneﬁts.

Health Care System Interactions
Whereas younger youth initially
discussed gender identity with their
primary care provider (PCP), olderpresenting youth discussed genderrelated concerns with allied health
professionals before having
discussions with a physician.
Younger youth experienced
a streamlined pathway to clinic,
being referred directly from their
PCP. Conversely, older-presenting
youth and their caregivers described
interacting with more providers
before Transgender Youth Clinic
referral.

Inﬂuential Networks
Younger youth and caregivers cited
connections to the lesbian, gay,
bisexual, transgender, queer
(LGBTQ1) community as a facilitator
of care-seeking experiences.
Conversely, older youth and
caregivers described having to
navigate family tensions related to
the youth’s gender incongruence,
which complicated care seeking.

Quantitative Questionnaires
Questionnaires were designed on the
basis of identiﬁed themes, and 380
were distributed to eligible youth (n =
193) and caregivers (n = 187) in
clinic over 6 months. Questionnaires
were completed by 121 youth (62
older-presenting, 59 youngerpresenting) and 121 caregivers (55 of
older-presenting youth, 66 of
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younger-presenting youth) for an
overall response rate of 64%. Fiftytwo older-presenting and 57
younger-presenting youth-caregiver
dyads participated (see Table 4 for
demographics).

Similarities Between Older and Younger
Youth and Caregivers
In contrast to the qualitative ﬁndings,
we did not identify age-based
differences in the proportions of
caregivers who reported recognizing
their child’s gender incongruence
before them coming out or who
endorsed questioning their child’s
feelings about gender identity
(Supplemental Table 8). Among
caregivers who did question the
gender identity, similar numbers of
caregivers of older- and youngerpresenting youth reported absence of
recognized childhood signs, lack of
corresponding gender expression, or
concern around external motivators
as the most signiﬁcant reason for
questioning their child’s gender
identity. Most youth, regardless of
age category, reported waiting to
come out after recognizing their
gender identity, indicating median
wait times of 1.5 to 2 years.
During the interviews, older youth
and their caregivers described
gender-related family tensions more
often, but no age-based differences
were observed in the quantitative
study.
Questionnaires also did not reveal
differences in health care system
interactions between older and
younger youth and their caregivers.
The proportions of youth and
caregivers who identiﬁed the PCP as
the initial health care system contact
and who endorsed interactions with
multiple different physicians before
Transgender Youth Clinic referral
were similar between age groups.
Most questionnaire respondents,
regardless of age, reported a sense
of urgency with respect to GAMC
initiation.
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TABLE 3 Interview Themes Differentially Endorsed Between Older-Presenting Youth and Caregivers and Younger-Presenting Youth and Caregivers
Themes (1–5) and Subthemes
(a and b)
1. Validity of gender identity
a. Gender expression

b. External factors

2. Gender journey barriers
a. Religion

b. Discomfort discussing
gender identity

3. Inﬂuential networks
a. LGBTQ1 community

b. Family

Older-Presenting Youth and Caregivers

Younger-Presenting Youth and Caregivers

Lack of expression of afﬁrmed gender
Early expression of afﬁrmed gender
OlderC of AFAB youth: I didn’t see any...I don’t know, there [were] no
YoungerC of AFAB youth: I was not surprised at all. I birthed 4 girls, and
signs… there was nothing really when she was growing up, right? I
so having the 3 older female siblings, I could see the difference in
was really close to her and you know we had a good father-daughter
[my child] right from the very beginning, well, I would say probably
relationship and... never, never once was it mentioned or hinted or, or
from 2 or 3 years old. It did not come as a surprise to me at all
any sign or anything ‘till, like I said, 12, 13 maybe…
when he told me.
Concern that gender incongruence is externally motivated
—
OlderC of AMAB youth: …[she’s] very impressionable and [she’s] very
—
naïve and if somebody tells [her] what to do... from my perspective, I
could be wrong… [she] was looking for something, cause [she’s]
looking for friends and looking for a group…I think it was the timing
[and] that [she] was looking for something so desperately to ﬁt in.
Religious tensions as barrier to expression or exploration of afﬁrmed
gender
AMAB OlderY: I grew up in a pretty religious community… there were
a lot of stereotypical things that were...done and expected and I was
just really sensitive… I had to change who I was and I had to just act
the way everyone else did. So I just knew all the stereotypes from
a young [age] and I started placing them on myself.
Youth unwillingness to discuss gender incongruence

—

AFAB OlderY: [If I would have done something differently], I think I
would’ve spoken up earlier and not have been so shy about the way I
feel. Cause that…kinda held me back too… so if I had [spoken] up
earlier I could have gotten better help I think and more support.

—

—

—

—
—

LGBTQ1 groups and individuals as resources
AFAB YoungerY: I probably wouldn’t have got here that smoothly or fast
or even at all if I was in a mainstream school…my therapist before
was transgender so if I hadn’t been seeing like trans people or like
LGBTQ people or like been around them, I’m not sure how I would
have got here.
—
Family tensions
AFAB OlderY: It’s kind of a struggle cause my mom she was against it and
—
stuff like that, so I had to use other people’s support to get me where I
needed … at the time I was still under 18 so [my mom] was “I’m not
consenting to [medical intervention]” so we were trying to ﬁnd ways
to work around it so that I could get to where I wanted to get to.

4. Initial perceptions of
medical therapy
a. Time sensitive

—
—

5. Health care system
interactions
a. Initial health care system Allied health before medical involvement
contact for genderrelated issues
OlderY AFAB: I saw a social worker... for like a year I think, maybe more,
about gender. We would just talk about it once a month, maybe twice,
but it wasn’t really getting anywhere cause just talking to someone
who’s learning about it also didn’t do very [much] for me, so I decided
I wanted to take another step [and] asked, “How do I stop this from
happening?”
b. Transgender youth clinic Multiple health care contacts before clinic referral
referral process
OlderC of AFAB youth: I agreed to take her to the family doctor. We saw
the family doctor and he said that he’s not going to prescribe
anything… and then she got referred to a specialist…and he
referred her here.

Sense of urgency related to medical assessment or therapy
YoungerC of AFAB youth: … we knew that [medical intervention]
needed to happen right away from, for medical transition [and]
hormone therapy because…when he looks in the mirror he’s
distressed because he doesn’t look like himself, how he knows he
ought to be.

PCP as initial contact

YoungerC of AFAB youth: And I was not familiar with the whole process
myself… we just decided that we would contact our family doctor
and try to ﬁgure out… what resources there were. [We] just started
the journey right then with our family doctor.

Referral made by PCP soon after disclosure of gender-related concerns
YoungerC of AFAB youth: …when he said he wanted to be a boy, which
was the summer of grade, which was grade 7, I brought him to [the]
pediatrician…who referred us here.

Themes highlight differences between age groups based on summative case code counts. Illustrative quotes appear after participant descriptor and colon. AMAB, assigned male at birth;
OlderC, caregiver of older-presenting youth; OlderY, older-presenting youth; YoungerC, caregiver of younger-presenting youth; YoungerY, younger-presenting youth; —, not applicable.
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Differences Between Older and Younger
Youth and Caregivers
Older-presenting youth recognized
their gender incongruence at older
ages than younger-presenting youth
(Table 5), but intervals between
recognition of gender identity, coming
out, and clinic referral were similar
for both age groups (Supplemental
Table 8). Caregivers of younger
youth reported more often than
caregivers of older youth that
uncertainty around how to describe
feelings related to gender identity
delayed coming out (Fig 1A).
Discomfort around discussing
gender and concerns around family
response were endorsed more
frequently by caregivers of older
compared with younger youth as
reasons for waiting to come out
(Fig 1A).
Rates of personal religious afﬁliation
were similar among youth from both
age groups (Supplemental Table 8).
However, older-presenting youth and
their caregivers were more likely to
report that their family identiﬁed
with a speciﬁc religion (Table 5,
Supplemental Table 8) and to view
family religion as a reason for
waiting to come out (Fig 1A)
compared with younger-presenting
youth and their caregivers. Fewer
older than younger youth had
caregivers who helped them access
GAMC. Although .80% of youth and
caregivers reported connections to
the LGBTQ1 community, fewer
older than younger youth reported
having LGBTQ1 family members
(Table 5, Fig 1B, Supplemental
Table 8).
When youth-caregiver dyads were
assessed, youth from both age groups
reported waiting longer to come out
after recognizing their gender
identity than the delay perceived by
their caregivers (2.0 years [IQR
0.33–4.25] vs 0.0 years [IQR
0.00–0.21]; P , .001). Youth from
both age groups felt more strongly
about the importance and urgency

of GAMC than their caregivers.
However, youth-caregiver discrepancy
related to importance of GAMC
was greater within older dyads
compared with younger dyads
(Table 6).
Finally, net help scores were
calculated to reﬂect the totality
(number and degree) of helping and
hindering factors reported to impact
access to GAMC. Older youth
endorsed signiﬁcantly lower net help
scores than younger youth (Table 5,
Fig 1C).

DISCUSSION
Why many gender-incongruent youth
present to GAMC later in adolescence
and puberty2–5,7 is an important
unanswered clinical question. To
begin to address this knowledge gap,
we conducted a sequential
exploratory mixed methods study and
have identiﬁed several factors among
transgender youth and their
caregivers associated with age of
presentation to GAMC.
Familial, but not personal, religious
afﬁliation was endorsed more often
by older-presenting youth and their
caregivers than by youngerpresenting youth and their caregivers.
Older-presenting youth were also less
likely to have LGBTQ1 family
members. Given reported
associations between religiosity and
transphobia,32–34 it is possible that
gender-incongruent youth from
religious families feel less supported
around their gender identities and
are more reluctant to disclose gender
incongruence. Parental support13,16,17
and the ways in which a young
person’s transgender identity impacts
their family35 have been shown to
inﬂuence the ability of genderincongruent youth to access GAMC.
That fewer older than younger youth
had a caregiver who helped them
access GAMC suggests another factor
that could lead to their later
presentation to care. Overall, olderpresenting youth reported having less
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support in accessing GAMC and lower
net help scores (which included
support attributed to caregivers,
school, and peers) than youngerpresenting youth.
It is interesting that the times from
recognition of gender incongruence
to coming out and to GAMC referral
were similar for older- and youngerpresenting youth. These data raise the
possibility that family environment
may act upstream of the care-seeking
journey, impacting timing of
presentation to GAMC by inﬂuencing
when youth recognize their gender
incongruence. Family adjustment and
impact have been previously
implicated in the development of
transgender identities,35 and as
quotes in Table 3 suggest, religious
environments and lack of examples of
sexual and gender diversity may
reinforce gender stereotypes.
Conversely, the presence of LGBTQ1
family members may promote
sensitivity to feelings of gender
incongruence and provide examples
that challenge traditionally held
norms. Parental support as well as
connectedness to family, school, and
peers have been identiﬁed by others
as protective factors for the mental
health of transgender youth,36–42
ﬁndings consistent with our
hypothesis that these same factors
may act upstream to inﬂuence the
processes of formation and
recognition of one’s transgender
identity, ultimately impacting when
youth present to care.
Our data point to another interesting
aspect regarding recognition of
gender incongruence. Both youngerand older-presenting youth
recognized their gender incongruence
before their caregivers, and
consistent with what we2 and
others7,15 have reported, both groups
waited a number of years to come out
after recognizing their gender
identity. Conversely, caregivers
reported recognizing their child’s
gender incongruence and their child
coming out as nearly
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TABLE 4 Demographic Characteristics of Questionnaire Respondents
Older-Presenting Youth
(n = 62)

YoungerPresenting
Youth
(n = 59)

P

Caregivers of
Older-Presenting
Youth
(n = 55)

Caregivers of
Younger-Presenting
Youth
(n = 66)

P

17.3 (16.5, 17.6)
16.1 (15.6, 16.9)
15.5 (15.0, 16.0)
49 (79)

15.9 (14.7, 16.7)
14.0 (13.1, 14.3)
13.2 (12.8, 14.0)
47 (80)

,.001
,.001
,.001
.93
.50b and .14c
—
—
—
—

17.3 (16.3, 17.5)
16.0 (15.3, 16.7)
15.3 (15.0, 16.0)
44 (80)

15.9 (14.9, 16.6)
14.0 (13.0, 14.4)
13.0 (13.0, 14.0)
52 (79)

36 (66)
10 (18)
7 (13)
2 (4)

46
13
6
1

Youth current age, median (IQR), y
Youth age at ﬁrst visit, median (IQR), y
Youth age at referral, median (IQR), y
AFAB, No. (%)
Youth gender identity, No. (%)
Male/trans male
Female/trans female
Nonbinarya
Option not listed
Role, No. (%)
Mother
Father
Parent
Other (stepparent, adoptive parent,
grandparent, legal guardian, other)
Self-reported ethnicity, No. (%)
White
People of color (African Canadian,
Asian, Hispanic, Southeast Asian,
Middle Eastern or Arab, Indigenous
[First Nations, Inuit, Metis], other)
.1 ethnicity
Household income, No. (%), CAD$
,25 000
25 000–49 999
50 000–74 999
75 000–99 999
100 000–249 999
$250 000
Educational attainment, No. (%)
Some high school
High school diploma
Some college or university
College or university degree or
diploma
Master’s, doctorate, other
professional degree

—
—
—
—

—
—
—
—

—
—
—
—

38 (69)
7 (13)
6 (11)
3 (5)

45 (68)
7 (11)
8 (12)
6 (9)

,.001
,.001
,.001
.90
.79b and .35c
—
—
—
—
.91b
—
—
—
—

48 (77)
8 (13)

46 (78)
2 (3)

.16b
—
—

45 (82)
6 (11)

52 (79)
4 (6)

.37b
—
—

6 (10)

8 (14)

—

4 (7)

9 (14)

—
—
—
—
—
—

—
—
—
—
—
—

—
—
—
—
—
—

4 (7)
6 (11)
8 (15)
8 (15)
16 (29)
4 (7)

5
6
10
16
21
3

(8)
(9)
(15)
(24)
(32)
(5)

—
—
—
—

—
—
—
—

—
—
—
—

2 (4)
6 (11)
13 (24)
23 (42)

3
5
12
34

(5)
(8)
(18)
(52)

—
.88b
—
—
—
—
—
—
.84b
—
—
—
—

—

—

—

9 (16)

12 (18)

—

38 (61)
10 (16)
9 (15)
3 (5)

42
11
4
2

(71)
(19)
(7)
(3)

(70)
(20)
(9)
(2)

CAD$, Canadian dollar; —, not applicable.
a Includes agender and gender-ﬂuid identities.
b P value reﬂects comparison of distribution of all responses between groups and was calculated using only the number of subjects who provided a response.
c P value reﬂects comparison of distribution between binary gender responses (male/trans male and female/trans female) and responses that were not explicitly binary (nonbinary and
option not listed). Frequencies may not add up to 100 because of rounding and/or small numbers who did not respond.

contemporaneous events. These
ﬁndings contrast descriptions of
apparently rapid development of
gender dysphoria among older
adolescents.43 Instead, our data
suggest that perceived rapidity may
reﬂect caregiver unawareness of both
the existence and duration of their
child’s transgender identity before an
explicit disclosure.
Although our study’s quantitative and
qualitative ﬁndings mostly aligned,
some age-based differences in themes
were not observed in the survey

results. For example, questionnaire
data did not reﬂect age-based
differences in the perceived urgency
of GAMC. Rather, initial perceptions of
GAMC differed by role, with youth
attributing more importance and
urgency to GAMC than their
caregivers. Quantitative analyses did
reveal that greater youth-caregiver
disagreement regarding the
importance of GAMC was associated
with later presentation to care.
Additionally, the propensity of olderpresenting youth, rather than
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younger-presenting youth, to have
interacted with multiple providers
before GAMC referral was not
reﬂected in the quantitative data
where approximately equal numbers
(20%) of youth and caregivers from
both age groups endorsed this
experience (Supplemental Table 8).
Whereas the qualitative phase
provided insight into individual
experiences and revealed areas
for further focus, quantitative
methods allowed those experiences
to be evaluated within a larger
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TABLE 5 Statistically Different Youth and Caregiver Questionnaire Responses by Age Category
Older-Presenting
Youth (n = 62)

Younger-Presenting
Youth (n = 59)

P

Caregivers of OlderPresenting Youth (n = 55)

Caregivers of YoungerPresenting Youth (n = 66)

P

14.3 (13.3, 15.1); n = 51

12.0 (11.0, 13.0); n = 66

,.001

14.7 (14.0, 15.3); n = 50

12.4 (11.0, 13.1); n = 63

,.001

27 (50); n = 54

19 (29); n = 65

.02

—
16 (30); n = 54

—
20 (31); n = 64

—
.85

0.0 (0.0–3.0)

0.50 (0.0–4.0)

.31

Elements of gender journey
Age at recognition of gender
12.5 (11.1, 14.0); n = 9.5 (7.0, 11.8); n = 58 ,.001
incongruence, median (IQR), y
60
Age at coming out, median (IQR), y 14.3 (13.5, 15.1); n = 12.6 (11.9, 13.2); n = ,.001
59
55
Religion
Family afﬁliated with religious
33 (53); n = 62
15 (27); n = 56
.004
group, No. (%)
Inﬂuential networks
$1 helpful caregiver, No. (%)
26 (44); n = 59
41 (75); n = 55
.001
LGBTQ1 family member, No. (%)
13 (21); n = 61
25 (45); n = 55
.006
Helping and hindering factors
Net help score, median (IQR)
0.0 (0.0–3.0)
3.0 (0.0–6.0)
.003

Responses that differed signiﬁcantly by age category are displayed. The number of respondents for each question is noted beside the response value. Additional response data can be
found in Supplemental Table 8. —, not applicable.

population. In this way, one set
of results does not discredit the
other; rather, the results highlight
the value of a mixed methods
approach.
The ﬁndings from this quality
improvement initiative have
implications for clinical practice.
Factors related to family environment
did not appear to delay presentation
to GAMC once the youth had
recognized and communicated their
transgender identity. However, the
later recognition is an important
piece of clinical data, potentially
identifying youth whose families may
be struggling more with acceptance of
the transgender identity and who

available local services and stressing
the need for timely referrals.

may beneﬁt from more support as
they navigate their youth’s gender
journey. Our ﬁndings also suggest
that exposure to individuals from the
LGBTQ1 community is associated
with earlier recognition of
transgender identity, emphasizing the
importance of LGBTQ1 visibility in
society. Although outside the realm of
direct clinical practice, pediatric
health care providers do have a role
in advocating for LGBTQ1
representation in various settings,
including schools and health care
environments. Finally, our data
highlight opportunities to address
potential delays in accessing GAMC by
enhancing PCP’s knowledge of

This study has limitations. As
a retrospective study, it is subject to
recall bias. Participants did not know
of our intention to analyze responses
by age, but they were informed of
a focus on care-seeking experiences,
which may have inﬂuenced their
responses. Our questionnaire
response rate was high (64%), but we
did not collect data for those who
declined to participate and cannot
evaluate if our respondents are fully
representative of our clinic. However,
anonymity was deliberate to promote
truthfulness of responses, and the
age-based differences we identiﬁed

TABLE 6 Paired Youth-Caregiver Questionnaire Responses
Youth
(n = 109)
Elements of gender journey
Age of recognition of gender incongruence,
11.3 (8.0, 13.0);
median (IQR), y
n = 107
Time from recognition of gender
2.0 (0.3, 4.3);
incongruence to coming out, median (IQR),
n = 103
y
Importance of GAMC
Considered “very important,” No. (%)
87 (80); n = 109
Degree of response difference, median (IQR)
—
Urgency of GAMC
Should start “as soon as possible,” No. (%) 56 (51); n = 109
Response difference, median (IQR)
—

Caregivers
(n = 109)

P

Older-Presenting
Dyads (n = 52)

Younger-Presenting
Dyads (n = 57)

P

13.0 (12.0, 14.0);
n = 105
0.0 (0.0, 0.2);
n = 102

,.001

—

—

—

,.001

—

—

—

54 (50); n = 109
—

,.001
—

—
1 (0.0, 3.0); n = 52

—
0 (0.0, 2.0); n = 57

—
.03

32 (30); n = 107
—

.001
—

—
1 (0.0, 2.0); n = 50

—
0 (0.0, 2.0); n = 57

—
.20

Paired youth-caregiver data are displayed. Dyads refer to youth-caregiver pairs. The number of respondents for each question is noted beside the response value. Additional response
data can be found in Supplemental Table 9. —, not applicable.
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FIGURE 1
Distribution of selected questionnaire responses and net help scores by role and age category. Net help score is deﬁned as the difference between the total
helping and the absolute value of the total hindering score. Scores represent the degree of support youth or caregivers reported related to accessing GAMC
and are presented as median (red line) and IQR (black lines). A, Reasons why youth waited to come out about their gender identity. B, Connections to the
LGBTQ1 community at the time of initial Transgender Youth Clinic visit. C, Net help scores endorsed by youth and caregivers. * P , .05. OlderC, caregiver of
older-presenting youth; OlderY, older-presenting youth; YoungerC, caregiver of younger-presenting youth; YoungerY, younger-presenting youth.
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remain valid among the participants
even if the group was not fully
representative of our clinic.
We acknowledge that our analysis
cannot capture experiences of all
gender-incongruent youth.
Participants were limited to those
who accessed GAMC at a tertiary care
hospital and, similar to other studies
involving gender-incongruent
persons,44,45 were predominantly
white. They also were of high
socioeconomic status. However, the
question posed (regarding what
factors affect timing of presentation
to GAMC) necessitates the use of
a clinic-based sample.

CONCLUSIONS
Older age and later pubertal stage at
presentation to GAMC have been

associated with higher rates of mental
health problems among transgender
youth2 and can result in less beneﬁt
from hormonal blockade for some
youth. Our novel data reveal that
youth who presented to GAMC at
older ages recognized their gender
incongruence later, were less likely to
have caregivers who helped them
access GAMC or to have LGBTQ1
family members, were more likely to
endorse a familial religious afﬁliation,
experienced greater youth-caregiver
disagreement around the importance
of medical intervention and, overall,
endorsed less support in accessing
care. Our data suggest environment
may be a determinant of transgender
identity formation and recognition,
affecting when youth present to
GAMC. Further research is needed to
validate our ﬁndings and develop

strategies to facilitate timely access to
GAMC.
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