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abstractBACKGROUND: According to international transgender care guidelines, an important prerequisite
for puberty suppression (PS) is transgender adolescents’ competence to give informed consent
(IC). In society, there is doubt whether transgender adolescents are capable of this, which in
some countries has even led to limited access to this intervention. Therefore, this study
examined transgender adolescents’medical decision-making competence (MDC) to give IC for
starting PS in a structured, replicable way. Additionally, potential associated variables on MDC,
such as age, intelligence, sex, psychological functioning, were investigated.

METHODS: A cross-sectional semistructured interview study with 74 transgender adolescents
(aged 10–18 years; 16 birth-assigned boys, 58 birth-assigned girls) within two Dutch
specialized gender-identity clinics was performed. To assess MDC, judgements based on the
reference standard (clinical assessment) and the MacArthur Competence Assessment Tool for
Treatment (MacCAT-T), a validated semistructured interview, were used.

RESULTS: Of the transgender adolescents, 93.2% (reference standard judgements; 69 of 74) and
89.2% (MacCAT-T judgements; 66 of 74) were assessed competent to consent. Intermethod
agreement was 87.8% (65 of 74). Interrater agreements of the reference standard and MacCAT-
T-based judgements were 89.2% (198 of 222) and 86.5% (192 of 222), respectively. IQ and sex
were both significantly related to MacCAT-T total score, whereas age, level of emotional and
behavioral challenges, and diagnostic trajectories duration were not.

CONCLUSIONS: By using the MacCAT-T and clinicians’ assessments, 93.2% and 89.2%,
respectively, of the transgender adolescents in this study were assessed competent to consent
for starting PS.

Full article can be found online at www.pediatrics.org/cgi/doi/10.1542/peds.2020-049643

aDepartment of Child and Adolescent Psychiatry, Leiden University Medical Center Curium, Leiden University
Medical Center, Oegstgeest, the Netherlands; bDepartment of Child and Adolescent Psychiatry, Amsterdam
University Medical Center, Location VUmc, VU University, Amsterdam, the Netherlands; cDepartment of Medical
Ethics and Health Law, Leiden University Medical Center, Leiden, the Netherlands; and dDepartment of Child and
Adolescent Psychiatry, Amsterdam University Medical Center and University of Amsterdam, Amsterdam, the
Netherlands

Dr A. de Vries and Dr I. Hein conceptualized and designed the study, conducted the initial
analyses, and critically reviewed and revised the manuscript; Dr M. de Vries conceptualized and
designed the study and critically reviewed and revised the manuscript; Dr A. van der Miesen
conducted the initial analyses and critically reviewed and revised the manuscript; Dr L.
Vrouenraets collected data, conducted the initial analyses, and drafted the initial manuscript.
All authors approved the final manuscript as submitted and agree to be accountable for all
aspects of the work.

DOI: https://doi.org/10.1542/peds.2020-049643

Accepted for publication Jul 15, 2021

WHAT’S KNOWN ON THIS SUBJECT: According to
international transgender care guidelines, an important
prerequisite for puberty suppression is transgender
adolescents’ competence to give informed consent (IC).
However, some doubt adolescents’ability to provide valid
IC because of their age and potential consequences of this
decision.

WHAT THIS STUDY ADDS: This study presents empirical
outcomes of assessment of transgender adolescents’
medical decision-making competence (MDC) to give IC for
starting puberty suppression. In addition, potential
associated variables on MDC, such as age, intelligence,
sex, and psychological functioning, are presented.
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In December 2020, the High Court
of Justice in London ruled that, in
the United Kingdom, transgender
minors aged #15 years are highly
unlikely to fully understand the
long-term effect of puberty
suppression (PS) (gonadotropin-
releasing hormone agonist) and to
give informed consent (IC).1 Other
countries and states have
considered or applied similar age-
based restrictions in access to this
care as well.2 However, evidence
regarding transgender minors’
medical decision-making
competence (MDC) was lacking until
now. To our knowledge, the current
study is the first to present
empirical outcomes of assessment of
transgender minors’ MDC.

Transgender people have a feeling
of discrepancy between their birth-
assigned sex and gender identity.3 In
this article, the term “(birth-
assigned) sex” is used for an
anatomic or chromosomal
determination, as opposed to
gender, which refers to an internal
sense of self as man, woman,
another gender or no gender. When
puberty starts, transgender minors
have to deal with body changes they
abhor. In the 1990s, the Dutch
introduced treatment with PS, which
allows transgender adolescents to
further mature and accrue life
experience before decisions are
made regarding successive gender-
affirming treatment with permanent
physical changes.4–6

In the Netherlands, transgender
adolescents undergo a diagnostic
trajectory, including a psycho-
diagnostic assessment and several
monthly sessions with a mental
health provider over a longer period
of time (usually �6 months), when
assessing eligibility for PS. PS at
early stages of puberty improves
psychological functioning and
ameliorates general functioning, and
physical outcome may be better.7–9

As far as currently known, the

effects of this treatment are fully
reversible when discontinued.6

However, there are worries about
the impact of PS on physical,
cognitive, and psychosocial
development and the capability of
making decisions about this
treatment with profound
implications (eg, regarding fertility)
at this young age.9–11 Minors’ MDC
for interventions is a major issue in
pediatric ethics. Therefore,
according to the international
guidelines, one of the criteria for
transgender adolescents to start PS
is having sufficient mental capacity
to give IC.6,12 Of note,
gonadotropin-releasing hormone
agonists are standard of care for
treatment in children with
precocious puberty.13

Minors are a protected population
and, in most circumstances, not
accorded the legal right to consent.
Local jurisdictions determine age
limits for minors’ alleged MDC,
which vary widely between
countries.14,15 Research reveals that
minors who have not yet reached
the legally set age for MDC often
have the mental capacity to
understand the implications of a
decision.16 In contrast, minors may
differ from adults by not yet having
developed stable long-term goals in
life and basing their decisions on
values that might change.17

Additionally, minors are not as likely
as adults to consider the benefits
and risks associated with a
decision.18 In our study, to deal with
discrepancies between local laws
and international jurisdictions, we
focused on adolescents’ decision-
making competence or capacity for
giving consent regarding the
decision to start treatment with PS,
regardless of the legal age to give IC
(alone or together with their
parents). In the context of our study,
legally, parents have to give consent
when the child is aged <12 years;
between the ages of 12 and 15

years, parents and child both have
to give consent; and at age $16
years, the child is allowed to give
consent independently.

MDC describes the capacities needed
for making an autonomous medical
decision.19 To reach MDC, a person
needs to fulfill 4 criteria: (1)
understand the information relevant
to one’s condition and the proposed
treatment; (2) appreciate the nature
of one’s circumstances, including
one’s current medical situation and
the underlying values; (3) reason
about benefits and potential risks of
the options; and (4) be able to
express a choice.20 MDC is relative
to a specific task and context. It is 1
of the 3 prerequisites for giving a
valid IC, next to being well-informed
and without coercion.21,22

In pediatric daily practice, MDC is
generally assessed implicitly and in
an unstructured way, which may
lead to inconsistencies.23 A study in
which researchers reviewed 23
existing measures reveals that the
MacArthur Competence Assessment
Tool for Treatment (MacCAT-T) has
the most empirical support for
assessing MDC.19,24–26 The MacCAT-T
proved reliable in assessing mental
competence in adult patients with
dementia, schizophrenia, and other
psychiatric conditions.27–29

The cognitive, emotional, and social
abilities of minors develop over time
and so do their decision-making
capacities.15 Age is often considered
to be the best determinant for
assessing MDC.30 Some research
reveals that 12 years is a common
age to reach MDC.31 Other research
reveals that minors <12 years of
age may be capable of making well-
considered decisions and that
minors from the age of 9 years are
capable of understanding the issues
involved in clinical trials.32,33

Contributing factors for MDC are
intelligence and psychological
functioning.30,34 People with limited
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cognitive capacities may have more
difficulty understanding
information.34 Research suggests
that psychiatric conditions and
psychopathology might impair
MDC.27–29

Little research exists regarding
minors’ MDC.35 Specifically, there is
no empirical evidence on
transgender adolescents’ MDC to
decide on PS. In clinical practice and
policy making, age standards
prescribed by law may have too
much influence on the clinicians’
assessments.35 In addition,
clinicians’ assessments of MDC are
influenced by their personal
subjective views of what is in the
adolescent’s best interest.36 The
right balance needs to be struck
between respecting transgender
adolescents’ autonomy and
protecting adolescents who are not
fully capable of making these
decisions themselves.23

To fill the gaps in knowledge
regarding transgender adolescents’
MDC, in this cross-sectional
semistructured interview study, we
aimed to answer the following
questions:

1. Are transgender adolescents com-
petent to give IC for starting PS,
according to the standard IC
procedure and the MacCAT-T?

2. What is the intermethod agree-
ment between MDC judgements
based on the standard IC
procedure and the MacCAT-T?

3. What is the interrater agreement
regarding MDC judgements
between raters using the
standard IC procedure and the
MacCAT-T?

4. To what extent are age,
intelligence, psychological
functioning, duration of the
diagnostic trajectory, sex, and
family situation associated
with transgender adolescents’
MDC for starting PS?

METHODS

Participants

Participants were transgender
adolescents visiting the Center of
Expertise on Gender Dysphoria of
the Amsterdam University Medical
Centers, Location VUmc in
Amsterdam, the Netherlands,
between January 1, 2016, and
December 31, 2017, or visiting the
gender-identity clinic of Leiden
University Medical Center, Leiden
University Medical Center Curium, in
Leiden, the Netherlands, between
March 1, 2017, and December 31,
2017. The researchers identified the
adolescents who were about to start
PS through the medical files, and the
adolescents and their parents were
invited by the involved clinician to
participate. The study protocol was
approved by the institutional review
boards of the participating
institutions. Written information
was provided, and signed IC for
participation was obtained from all
participants and their parents.

All adolescents visiting the clinics
were eligible for study participation;
there was no selection process. Not
speaking Dutch and being cisgender
were exclusion criteria. In this study,
no distinction was made in
describing the gender identity of the
participants other than being
transgender. The adolescents who
participated in the study were, as
recommended by the Standards of
Care, at least at Tanner stage 2.12

The clinics’ protocols use PS until
age 17 years to prepare for more
definite affirming treatment by
hormones and, in some individual
cases, >17 years when creating rest
and time for further gender-identity
exploration are indicated. Seventy-
four adolescents participated,
whereas 206 eligible adolescents
were not reached or did not want to
or could not participate (Fig 1).
There were no significant differences
between the participating and

nonparticipating adolescents with

regard to demographics (Table 1).

Measures

Demographics

Adolescents’ demographic
characteristics obtained from the
medical files were date of birth, sex,
family situation, date of the first
contact at the clinic, and date of the
IC session. Family situation was
categorized into (1) living with both
parents and (2) other.

Medical Decision-Making Competence

The MacCAT-T is a quantitative,
semistructured interview used to
assess the 4 MDC criteria and takes
15 to 20 minutes.19,20 In this study,
the Dutch version modified for
children and adolescents was
used.35 In the current study, the
disclosure of information was
adapted to treatment with PS in
transgender adolescents.15,19,35

Examples of interview-questions are
“what would be possible
consequences if you would choose
to undergo this intervention, and
what if you would not?” The tool
provides a total score and subscale
scores for each of the 4 MDC
criteria. An overall cutoff score for
MDC is not provided. The assessor
weighs the subscale scores, along
with contextual information (eg,
substantial risks of treatment, far-
reaching consequences, and whether
there is support of caregivers), and
judges MDC in each individual case.
Recent research revealed that the 4
MDC criteria constitute a continuum
or single trait in children.16

Full-Scale Intelligence

Full-scale IQ was assessed by the
Dutch Wechsler Intelligence Scale
for Children in adolescents aged #16
years and by the Dutch Wechsler
Adult Intelligence Scale in
adolescents aged >16 years.37,38
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Child Behavior Checklist

The parent-reported Child Behavior
Checklist (CBCL) was used to assess
behavioral and emotional
difficulties.39,40 The total-problem T
score was calculated as age-
standardized measure of total
behavioral and emotional
difficulties.

Procedures

Both gender-identity clinics that
participate in the study follow the
Standards of Care and the Endocrine
Society clinical practice
guidelines.6,12 The diagnostic
trajectory, which is spread over a
longer period of time, concludes
with a session for signing a printed

IC statement by adolescents and
parents. This standard IC session
was videotaped and used to
establish the reference standard for
MDC in this study (see below),
similar to previous studies.16,35

After the IC session, the MacCAT-T
interview was administered by one
of the researchers, which was also
videotaped, to provide the MacCAT-
T–based judgements of MDC.

A panel of 12 experts (including
child psychiatrists, pediatric
endocrinologists, child psychologists,
and master thesis medical students)
was trained in judging MDC on the
basis of the 4 criteria, which are
currently considered the generally
accepted reference
standard.16,24,41,42

Reference Standard

Of each IC video, 3 MDC judgements
were performed: 2 by experts and 1
by the clinician involved in the
diagnostic trajectory. These
judgements were used for
establishing the reference standard.

MacCAT-T

Each MacCAT-T video was also
judged by 3 different experts, who
rated the subscale scores, total
score, and their MDC judgement.
These assessments were used for
the MacCAT-T–based judgements.
The experts received the videos in
random order, blinded to other
judgements or adolescents’
characteristics.

Statistical Analyses

All statistical analyses were
performed by using SPSS, version 26
(IBM SPSS Statistics, IBM
Corporation).43 Both for the
reference standard and MacCAT-
T–based judgements, MDC was
considered present when at least 2
out of 3 judgements were positive.35

The proportion of adolescents
assessed positive on MDC was
described as a raw percentage. The

280 Eligible adolescents

197 Adolescents who chose not to
participate or were missed during the
inclusion phase

83 Video recording of the IC
session

9 Unavailable
2 Lost to follow-up the MacCAT-T
7 Failure of video storage

74 Participating adolescents

FIGURE 1
Flowchart of Adolescent Participation.

TABLE 1 Comparison of Characteristics of Participating and Nonparticipating Adolescents MacCAT-
T

Variables Participating Adolescents Nonparticipating Adolescents P

Age, y .09
N 73a 206
Mean 14.71 15.18
Range 10.63–18.34 10.10–18.36

Total IQ .65
N 70b 195c

Mean 100.21 99.17
Range 66–144 61–144

Assigned sex, n (%) .39
Birth-assigned female 58 (78.4) 151 (73.3)
Birth-assigned male 16 (21.6) 55 (26.7)

CBCL total-problem T score .25
N 57d 183e

Mean 60.42 58.78
Range 42–77 34–80

Duration of diagnostic trajectory, mo .43
N 73a 206
Mean 9.55 10.29
Range 4–26 3–59

Family situation, n (%) .16
With both parents 39 (52.7) 128 (62.1)
Other 35 (47.3) 78 (37.9)

Age refers to age at the IC session; total IQ refers to full-scale IQ; CBCL refers to Child Behavior Checklist.
a Date of starting with puberty-suppressing treatment was unknown for one participating adolescent.
b Total IQ was missing for four participating adolescents.
c Total IQ was missing for 11 nonparticipating adolescents.
d CBCL total-problem T score was missing for 17 participating adolescents.
e CBCL total-problem T score was missing for 23 nonparticipating adolescents.
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correlation between the reference
standard and MacCAT-T–based
judgements, as a measure of
intermethod agreement, was also
described as a raw percentage.
Interrater agreement of the 3
reference standard and 3 MacCAT-
T–based judgements, which is the
overall percentage of mean fractions
of agreement between the 3 raters,
were calculated as raw percentages.

To discern potential associations
between MacCAT-T total-scale
scores and our main variables of
interest (age, intelligence, CBCL
total-problem T score, and duration
of the diagnostic trajectory),
demographic characteristics were
identified as relevant control
variables (eg, gender, family
situation, and clinic location) as a
first step. Second, multiple linear
regression was used to identify
variables correlated to the MacCAT-T
total scores with pairwise deletion of
missing variables.

RESULTS

Baseline Characteristics

Participants’ baseline characteristics
are listed in Table 2.

MDC

After the reference standard and
MacCAT-T–based judgements,
respectively, 93.2% (69 of 74) and
89.2% (66 of 74) of the adolescents
were positive on MDC for starting
PS. Table 3 shows characteristics of
participants who were judged not
competent.

Intermethod Agreement

The reference standard and
MacCAT-T–based judgements
correlated in 87.8% (65 of 74) of
the cases (see Table 4).

Interrater Agreement

The interrater agreement of the
reference standard and MacCAT-
T–based judgements for the 3

experts were 89.2% (198 of 222)
and 86.5% (192 of 222),
respectively.

Variables Related to MacCAT-T
Scores

Sex was significantly associated with
MacCAT-T score (t[72] 5 �3.045;
P 5 .003); birth-assigned girls
showed a higher total score. Both
family status and clinic location
were not significantly associated
with MacCAT-T score. Therefore, a
multiple linear regression analysis
was conducted with only sex as
control variable and age,
intelligence, psychological
functioning, and duration of the
diagnostic trajectory as the main
variables of interest, with the
MacCAT-T score as the dependent
variable. Table 5 shows the results
of the multiple linear regression
analysis. A significant regression
equation was found (F(5,52) 5
3.685; P 5 .006). Sex and full-scale
intelligence are both significantly
related to the MacCAT-T score when
each one was corrected for the
other 3 variables (respectively, b 5
3.636; t(52) 5 2.685; P 5 .010; and
b 5 0.088; t(52) 5 2.381; P 5 .02).
Age at the IC session, CBCL total-
problem T score and duration of the
diagnostic trajectory were not
significantly correlated.

DISCUSSION

The current study revealed that
93.2% and 89.2% of the transgender
adolescents who were about to start
PS and were participating in this
study were competent to give IC on
the basis of the standard clinical
assessment and when using the
MacCAT-T interview, respectively.
This is a reassuring finding, which
reveals that guidelines that require
understanding the pros and cons of
the treatment and capacity for IC for
starting PS are followed for these
participants.6,12 This study was
performed after several sessions
with adolescents and parents aimed

at obtaining understanding of the
consequences of PS, including not
only the short-term, with regard to
suppression of further feminization
or virilization, but also long-term
considerations of bone development,
surgical options, and fertility.44

This study further looked into
several variables potentially
associated with MDC. Of the
examined variables, higher
intelligence and sex (birth-assigned
girls) were associated with higher
MacCAT-T scores. The association of
a higher intelligence with MDC is in
line with other research.45,46 The
birth-assigned girls in our study
might have had a more advanced
puberty compared with the birth-
assigned boys, which might be
related to a deeper understanding of
the consequences of PS.47 Contrary
to our expectations and earlier
research, age was not correlated to
MacCAT-T scores in this study.
Although the participants seem like
a representative sample, it may be
too homogeneous, with regard to
age, to detect a significant effect
because the sample included few
participants aged #11 years. Most
research suggests that MDC is
reached little before the age of 12
years.16,32,33 Finally, no association
between duration of the diagnostic
trajectory or behavioral and
emotional difficulties was found.
This finding was also against our
expectation because psychological
difficulties can interfere with MDC.
However, one of the criteria for
starting PS applied at the Dutch
gender-identity clinics is “having no
interfering psychosocial
difficulties.”6,12 Therefore, by
protocol, adolescents with severe
psychosocial difficulties might have
been referred for appropriate
treatment before deciding on PS.

The results of this study confirm the
feasibility of the Dutch version of the
MacCAT-T for children and adolescents
in assessing transgender adolescents’
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MDC; the interrater agreement of the
reference standard and MacCAT-
T–based judgements were both high
(respectively, 89.2% and 86.5%).
Furthermore, the results of this
study offer first indications of
validity of the MacCAT-T for judging
transgender adolescents’ MDC
(intermethod agreement was
87.8%), and the MacCAT-T could
therefore be used in clinical
practice when MDC assessment is
difficult. The MacCAT-T should not
necessarily replace (a part of) the

usual implicit assessment of MDC.
However, in individual cases of doubt
on MDC, the MacCAT-T could be
used as a structured tool to underpin
MDC assessment more objectively.
Therefore, the tool will not be a
barrier for access to care but can be
used for due diligence. In the
MacCAT-T, contextual information is
weighted in the assessment, which
may include parental support. It is
expected that these results will be
generalizable to other clinics because
findings are in line with other

research on the use of the MacCAT-T
in youth (eg, in a population deciding
on predictive genetic testing, in youth
with HIV infection, and in a sample
of adolescents with psychiatric
conditions).35,48,49 Findings regarding
the age for established MDC are
congruent.

Although the study results reveal
that most adolescents are
considered competent to give IC for
starting PS, nevertheless 6.8% to
10.8% are not, respectively,
reference standard–based and
MacCAT-T based. In all of these 11
adolescents assessed incompetent,
except for one, the involved clinician
had no doubts about the MDC.
Possibly, the more positive
judgement by these clinicians may
be explained by their judgement on
the basis of several sessions and not
on a single assessment. In the one
adolescent that was assessed
incompetent by the involved
clinician, the clinician added that
she considered the adolescent’s
mother competent to give (proxy)
consent. So, in cases in which there
is doubt regarding adolescents'
MDC, clinicians may more heavily
depend on the parents’ IC.50

Subsequently, time on PS could
more explicitly be used to prepare
MDC for treatment with lasting
effects of gender-affirming
hormones.

This is in line with statements in a
recent qualitative study that the
best interest for an individual
should be taken into account when
deciding whether to start PS.51

Other research reveals also that
MDC assessment is regularly
influenced by the clinicians’ ideas of
what is in the child’s best
interest.36 This might mean that
some clinicians start PS in
transgender adolescents who are
assessed incompetent to consent on
the basis of the principle of best
interest.

TABLE 2 Descriptive Statistics for Characteristics of the Participants

Variables Birth-Assigned Boys Birth-Assigned Girls Total P

Age, y .15
n 16 58 74
Mean 14.02 14.87 14.69
Range 12.02–17.11 10.63–18.34 10.63–18.34

Total IQ .82
n 15 55 70a

Mean 99.47 100.42 100.21
Range 82–131 66–144 66–144

CBCL total-problem T score .91
n 13 48 61b

Mean 60.62 60.94 60.87
Range 44–72 42–77 42–77
Percentage in clinical range, %c 38.5 43.7 42.6 .73

Duration of diagnostic trajectory, mo .64
n 16 58 74
Mean 9.25 8.69 8.81
Range 4–18 2–26 2–26

Family situation, n (%) .71
With both parents 8 (50.0) 32 (55.2) 40 (54,1)
Other 8 (50.0) 26 (44.8) 34 (45.9)

Age refers to age at the IC session; total IQ refers to full-scale IQ; CBCL refers to Child Behavior Checklist.
a Total IQ was missing for four participants.
b CBCL total-problem T score was missing for 13 participants.
c Clinical range: t $ 64 (Achenbach, 20011).

TABLE 3 Characteristics of Participants Judged Not Competent by Using the Reference Standard
and/or MacCAT-T

Participant Assigned Sex
Reference
Standard MacCAT-T Age, y Total IQ

Duration of Diagnostic
Trajectory, mo

1 Female Incompetent Incompetent 12 69 7
2 Male Incompetent Incompetent 12 84 10
3 Female Competent Incompetent 11 93 15
4 Male Competent Incompetent 13 Missing 5
5 Male Competent Incompetent 12 96 12
6 Female Competent Incompetent 12 79 8
7 Female Competent Incompetent 17 66 10
8 Female Competent Incompetent 11 79 10
9 Female Incompetent Competent 11 Missing 7
10 Male Incompetent Competent 12 101 8
11 Female Incompetent Competent 10 110 13

Age refers to age at the IC session; total IQ refers to full-scale IQ.
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In addition, the results of the
current study do not answer
questions on how to respect the
developing autonomy of
incompetent adolescents
ethically. In the aforementioned
qualitative interview study, some
clinicians stated that transgender
minors should at least partially
depend on their parents to make
decisions regarding PS.51 It could
be that the parents’ role and
responsibility should be more
pronounced when an adolescent
is deemed incompetent to
consent.50

Of note, the focus of this study was
not on the putative association
between MDC and having no regrets
later in life about the decision to
start PS. Competent transgender
adolescents who begin PS may still
potentially have regrets about the
decision.

There are strengths and limitations
to the current study. The study’s

standardized nature provided a
reproducible and interrater-reliable
method for assessing MDC in
transgender adolescents who were
about to start PS. Nevertheless,
because of the study’s design to
only include adolescents who were
about to start PS after a diagnostic
trajectory, the sample contained
relatively few adolescents aged <12
years, with low intelligence,
showing serious (interfering)
psychiatric conditions or
psychopathology, and relatively
few birth-assigned boys.
Additionally, adolescent’s Tanner
stage was not investigated in this
study as a potential associated
variable on MDC. Furthermore, on
the basis of the current results, one
cannot conclude with certainty
whether the exploration and
explanation during the diagnostic
trajectory is essential in helping the
transgender adolescents becoming
competent to consent to PS or that
MDC was already reached before
the diagnostic trajectory.

In future work, researchers should
especially focus on transgender
adolescents aged <12 years starting
this treatment, particularly birth-
assigned girls who may benefit from
PS as early as 9 years of age.
Additional research is needed for
adolescents with lower intelligence,
serious developmental conditions, or
psychopathology, for birth-assigned
boys, and participants in early
stages of puberty. More research is
needed regarding the question what
to do when an adolescent is
incompetent to consent to the
treatment; for example, what are the
parents’ and the involved clinician’s
role and responsibility in such a
situation? In addition, qualitative
research focused on the role of MDC
in clinical practice and the principle
of best interest are encouraged.

CONCLUSION

It is reassuring that the majority of
the transgender adolescents
participating in this study seem to
have thoroughly thought about PS,
understand what PS involves, and
are deemed competent to decide.
However, this might not be
similar for all other contexts,
particularly because our study
cohort had extensive and thorough
diagnostic evaluation before the
MDC assessment as opposed to
adolescents without this support.
Additionally, the study results
indicate feasibility and validity of
the MacCAT-T in clinical practice.
Nevertheless, as long as there
are only limited data on transgender
adolescents’ MDC for starting PS, an
individualized approach is highly
important for this group.
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TABLE 5 Multiple Linear Regression Analysis Comparing the Effect of Age, Full-Scale Intelligence,
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Step 2
Constant 18.560 — 4.977 32.143
Age 0.476 .08 �0.056 1.008
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