The lack of scien c basis for the medical
pathway of treatment of childhood gender
dysphoria.
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Mr G Hunt
Dear Sir,
I write to thank you for your concern about the
increasing number of Australian children reported
to be su ering from gender dysphoria, a new
phenomenon. I look back to the experience of Dr
Robert Kosky when he was Director of Psychiatric
Services at the Perth Princess Margaret Hospital
for Children, and WA State Director of Child and
Adolescent Psychiatry Services and reported his
experience with only 8 confused children in the
ve years from 1979 to 19841. Now almost 2-3
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Submission to the Federal Minister for Health,
Mr G Hunt.

children are being presented to the Perth
children’s hospital every week.
I refer to my own discussions in 2016 with 28 of
my paediatric colleagues in Australia from whose
931 cumula ve years of prac ce only 12 cases
could be recalled: 10 with associated mental
disorder and 2 vic ms of prolonged sexual abuse.
Indeed, when I was in general paediatrics, at the
forefront of child abuse in Western Sydney, for a
child to a est to be of the opposite sex was taken
to be sugges ve of abuse. Nevertheless, in my
excess of 50 prac ce in paediatrics, no child was
ever brought to me with concerns of confusion in
gender iden ty. Nor was confusion over gender
ever raised by a parent or carer in in mate
discussions of sexual behaviours of their children.
Now, the numbers of children being brought to
children’s hospitals with gender confusion are
increasing markedly. Across Australia, they may
have arisen from 211 in 2014 to 727 in 2018,
giving a total of 2415 children and adolescents
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who may currently be undergoing therapy. To
permit perspec ve, about 960 children and
adolescents develop cancer each year in
Australia.2
In a survey conducted by WA Telethon, it is
reported that of 602 transgendering
correspondents aged from 14-25, 58.3% have
transi oned socially, 4.7% are taking puberty
blockers, 28.3% are taking cross sex hormones,
34% would like to start cross sex hormones, 6.3%
have undergone gender con rming surgery and
20.9% intend to undergo it in the future. 3
Given there are no plausible biological causes for
what can be described as an epidemic, it is
appropriate for health authori es to inves gate
the problem. In the UK, it is reported that the
‘explosion in the number of children wan ng to
change sex has prompted an inquiry by ministers’
with Penny Mordaunt, the Minister for Women
and Equali es, declaring she wanted ‘to
understand the reasons behind a 4,400 per cent
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increase in girls being referred for transi oning
treatment in the past decade’. The Minister is
reported to have declared ‘o cials will look into
the role of social media and the teaching of
transgender issues in schools as part of their
inquiries’4.
Therefore, the Federal Minister for Health is
requested to inves gate the outbreak of gender
dysphoria in Australia, especially because it
appears to have an infec ous characteris c. For
example, in the same year in a high school in
Western Sydney, several girls were reported to
me to have ‘suddenly’ evinced concerns over
their gender iden ty.
The rela onship between gender confusion and
co-incidental mental disorder has long been
recognised.56789 Proponents of medicalisa on
declare the dysphoria may cause the mental
disorder, but there are con rma ons of it
presen ng a er the onset of mental disease, as
part of its manifesta ons10. Au sm spectrum
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disease, presen ng in early childhood is known to
be associated with later gender dysphoria,
perhaps related to xa on of ideas11.
It is thus recognised that children expressing
confusion over their gender are vulnerable
children, su ering broadly, who deserve a
considered approach to diagnosis and treatment.
One symptom should not predominate but be
seen to represent an underlying complexity. To
give a medical analogy, just because children with
pneumonia may vomit, their illness should not be
ascribed to infec on of the intes nes rather than
the lungs.
With this in mind, vulnerable children with a
symptom of gender confusion should not be
denied the bene ts of extensive support from
tradi onal psychological, psychiatric and family
therapy. It should not be forgo en that such
therapy is known to have been e ec ve in the
past for children with disordered apprecia on of
their gender iden ty12131415161718 It is widely
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reported that most children with gender
dysphoria will orientate to natal gender through
puberty19.
The Minister is requested to review the evidence
for the posi ve e ect of tradi onal
psychological, psychiatric and family therapy
The ques on to the Minister is thus ‘why are
children rushed into a pathway of medicalisa on
when it has been proven that suppor ve ‘wait and
see’ will su ce. I, personally, have heard the sad
refrain from a number of parents that their
confused children were submi ed to a brief
ques onnaire followed by a short consulta on,
a er which the diagnosis of ‘being born in the
wrong body’ was made. The parents were then
advised to ‘say good bye to their former son/
daughter and welcome their new daughter/son’.
Almost universally, a empts at consola on for the
parents were based on the argument ‘it is be er
to have a live daughter/son than a dead son/
daughter’. Almost universally, counselling was
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then o ered: to the parent to accept the new
reality, not for the child to resolve the former.
The Minister is requested to inves gate the
extent of psychological, psychiatric and family
therapy which has been made available to
children who are now receiving hormone therapy
and who have received surgical interven on in
the process of approxima ng the external
features of the opposite sex. How many sessions
were held? How long did the sessions last? Who
supervised the sessions? On what basis was it
deemed necessary to implement hormonal
therapy?
At this stage, the issue of likelihood of suicide
should be addressed. There is, in fact, li le
evidence on the associa on between gender
dysphoria per se and childhood suicide20. Selfharm is reported in many children and
adolescents2122 and, certainly in the cohort with
gender dysphoria. A large UK study wondered if
the numbers threatening self-harm in their cohort
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of dysphoric children “simply re ect trends in the
general popula on’23. An ar cle in the Journal of
Homosexuality concludes “very few suicide
decedents (sic)” have been iden ed as having
“minority sexual orienta on” in studies in North
America: 3 of 120 adolescent suicides in New
York, and 4 of 55 in Quebec”; and warns
conclusions based on “small numbers ... must be
regarded as tenta ve”24.
It should, however, be emphasised that gender
dysphoria is associated with co-morbid mental
disorders recognised for a propensity for selfharm25. The children are, in general, at risk, and
should be supported by tradi onal psychiatric
therapy.
Gender dysphoric children are also at risk because
of their associated high rate of family disorder,
whose stresses are known to a ect all children26.
It should, moreover, be emphasised that
preven on of suicide may be more e ec vely
implemented by helping the child become
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‘comfortable’ in the skin in which it was born. The
suicide rate in transgendered adults has been
reported to be at least 20 mes higher than in the
ordinary popula on272829

The Minister is requested to inves gate the role
of gender dysphoria in suicides in Australia,
no ng that answering ‘Yes’ to a ques on to a
child or adolescent as to whether they ever felt
like harming themselves, though of deep
concern, is not necessarily an expression of
intent. The Minister should be aware of the
powerful tool for manipula on that exists in an
alleged threat of suicide.
In England, it was reported ‘there are concerns
among some MPs that drug treatment is being
o ered too readily to children - some of them as
young as 10 - without fully understanding what
lies behind their desire to change sex’.
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The administra on of gender drugs is usually
preceded by ‘social a rma on’ of a child’s
protesta on that it is born in the wrong body.
There appears to have been a change in the
epidemiology of this phenomenon which should
be appreciated by authori es. In the era of the
1970’s to 80’s, most confusion, as reported by
Robert Kosky, concerned young males who were
found to be in a pathological rela onship of
symbiosis with their mothers. Typically, the single
mother had been abandoned by an adult male,
and persuaded in her mind to feel more
comfortable with the boy the more he aped the
female persona. Others have pointed to a higher
than expected prevalence of psychological
problems of mothers303132. In Kosky’s experience,
when separated from the mother, the child
reverted to natal iden ty.
In current experience, gender confusion is more
prevalent in in young adolescent natal girls when
it has a rapid onset and appears associated with
social media33.
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In either case, there is a need for tradi onal
psychiatric explora on and standard therapy
before a super cial process of con rma on
(described above) and subsequent progress to
social a rma on in which all the authori es of
the adolescent from medical personnel, to
parents, to schools, to the media, a rm the
choice of the child to a empt to iden fy a gender
contrary to the direc on of chromosomes.
The Minister is requested to inves gate the
associa on of gender dysphoria with social
media, and the promo on of the ideology of
gender uidity in schools.
Social a rma on of a child’s or adolescent’s
iden ca on with the opposite sex is dangerous
because it is likely to lead to hormonal therapy
and even surgery, whose risks will be explained
below. Given gender confused children are almost
always su ering from mental disorder including
au sm, depression and anxiety, they will, of
course, appreciate all the extra a en on,
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rendering them all the more suscep ble to the
enthusiasm of adults for their change in iden ty.
Are these vulnerable children capable of
mustering the strength to deny the in uence of
the authority gures and to declare ‘No, I realise I
really am a boy/girl’. It is not surprising then that
most children who have been socially a rmed
progress to the next step, drug therapy, which
may be administered at the earliest signs of
puberty which typically appear from 9-11 years of
age.
The Minister is requested to review laws which
compel school and other authori es to take part
in the social transi on of a vulnerable child
whose body iden ca on is contrary to its
chromosomes34. To be aware that par cipa on in
an experimental procedure that will lead to
irretrievable interven on in a child is a challenge
to many consciences. This is of special concern
when it is widely publicised that most a ected
children will revert to natal gender without
interven on.
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From social a rma on, the next step is the
introduc on of ‘puberty blockers’. These are
analogues of natural hormones which were
developed in the 70’s and shown capable of
blocking the cascade of hormones that began
deep in the brain and progressed to the gonads,
causing them to release testosterone and
oestrogen. These sex hormones s mulate
development of secondary characteris cs,
including cerebral sexualisa on.
They were administered for pathological, early
development of puberty which they blocked, and
to adults su ering from diseases worsened by
con nued produc on of sex hormones, for
example, prostate cancer in men and
endometriosis in women.
They began to be employed in the medical
treatment of childhood gender dysphoria in the
80’s, in order, allegedly , to reduce distress caused
by the appearance of unwanted sex
characteris cs, and to give the child more me to
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contemplate its sexual iden ty and procrea ve
future. Repeatedly, and under oath in Family
Court of Australia proceedings, proponents
declared their e ects to be ‘safe and en rely
reversible’.
Research on sheep has proven the above claim to
be wrong. In universi es in Glasgow and Oslo, the
administra on of blockers has resulted in
demonstra ve e ect on the limbic system which
has hypertrophied, and in which the ac on of
many genes has been found to altered. In
response, it has been demonstrated that the
cogni ve performance of the sheep has been
reduced, and emo onal lability
increased35363738394041.
Studies on execu ve func on of adult humans on
blockers has found an associated reduc on in
cogni ve and psychological performance though
confounders such as age, pathology and
treatment could not be discounted42434445.
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Furthermore, research on intes nal disorders in
women receiving blockers to reduce the e ect of
oestrogen in endometriosis, reveals an associa on
with marked reduc on of the number of intes nal
neurons46, raising the possibility of a widespread
role for the hormone speci cally blocked in the
brain4748.
Therefore, the claim of safety for the use of
blockers in children is not substan ated by
interna onal research. It should not be
overlooked that puberty is associated with a great
development of cerebral anatomy, from
organisa on, to myelina on, to apoptosis.
Administra on of any drug shown to a ect
neuronal ssue should be undertaken only with
rigorous scien c basis.
The Minister is requested to inves gate why
interna onal research is being ignored, and why
blockers are being administered to children
without scien c substan a on. Their
uncontrolled use amounts to experimenta on.
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Their use without full disclosure of known side
e ects is both unethical and medico-legally
dangerous.
The Minister is pointed to the conclusions of the
Rogers vs Whi aker legal case49 in which was
con rmed an obliga on by a medical prac oner
to reveal even a one in ten thousand possibility of
material side e ect of therapy. Given public
hospitals are involved in the administra on of a
drug with undisclosed but proven side e ects
revealed in laboratory animals, and strongly
suggested e ects in humans, who will be
responsible for compensa on when these already
vulnerable children claim handicaps are the result
of un-informed treatment?
The e ect of blockers on nerve cells is only part of
the problem of their administra on. It is claimed
their use will permit me for contempla on of
sexual iden ty but there are indica ons that the
primary hormone blocked plays a central role in
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sexualisa on, as well as a secondary role in
s mula ng testosterone and oestrogen.
The blocked hormone certainly plays a role in the
limbic system which eventually integrates
memory, emo ons, and cogni on into execu ve
func on, ie into the internal ‘world view’ of the
brain and its associated ambi ons, iden es and
decisions.
However, widespread that the blocked hormone
plays a widespread role in the brain is suggested
by the presence of its special receptors in the
cerebrum and spinal cord50. It has been also
shown to be associated with a ‘sex centre’ in the
midbrain which was iden ed in the 70’s. If the
blocked hormone is injected into the midbrain of
an immature animal, it provokes precocious
sexualised behaviour: young female animals
prepare for moun ng and males to
oblige5152535455. This sexualising e ect is blocked
by puberty blockers56.
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The sexualising e ect of the brain was already
ini ated several weeks a er concep on through a
male speci c e ect of a gene on the Y
chromosome. This e ect seems to be further
ac vated in puberty through the added e ect of
the sex hormones, testosterone and oestrogen, as
part of their overall e ect on male/female
characterisa on.
A great deal is unknown about the gene c and
hormonal bases of sexual matura on but
su cient is known to ques on the validity of the
claim that blockers permit me to contemplate
sexual iden ty and procrea ve future. How can
that future be contemplated appropriately in a
child who whose sexualising in uences have been
neutered by drugs? How can a child be expected
to develop a ‘world view’ including iden ty when
its limbic system has been a ected?
The Minister is requested to inves gate the claim
that blocking of puberty will permit appropriate
contempla on of gender iden ty in vulnerable

ff

ti

ti

ti

ti

ti

fl

ti

ff

ti

ti

ti

ft

ff

ff

ff

ff

ti

ti

ti

fi

ti

ffi

ti

18

children. This claim is being promoted in public
hospitals and has no scien c basis.
Given the pressures of social a rma on and then
the neutering e ect of blockers, it is not surprising
reports claim most children on blockers progress
to the next stage, the administra on of cross sex
hormones to s mulate the desired external
appearance.
Though proponents of cross sex therapy list many
complica ons of such therapy, I could nd no
reference in eg Family Court proceedings or
proclaimed Guidelines for management of gender
dysphoria to any e ects on the brain.
The research by Hulsho et al which reveals a rate
of shrinkage of the grey ma er of the male brain
on oestrogens at a rate 10 mes that of ageing,
a er only four months of treatment57. Others
have also demonstrated changes on adult
brains5859. There are no reports available on the
e ect of cross sex hormones on the developing
brains of children and adolescents.
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Administra on of cross sex hormones has a
suppressing e ect on the natural gonads. Just how
long it takes for the suppression to become
permanent is unknown, but chemical castra on is
the end result. Proponents of childhood
transgendering con rm this by sugges ng eggs of
females and biopsies of tes cles might be taken
before undertaking cross sex hormones in order to
procure ar cial concep ons in the future.
Interna onal guidelines suggest cross sex
hormones not be given to adolescents under the
age of 16. The Guidelines of the Royal Melbourne
Children’s Hospital have no age limit.
The Minister is requested to inves gate the
experimental administra on of cross sex
hormones on children and adolescents. Why are
they able to be given contrary to interna onal
sugges on, and why are they given without full
explana on of possible e ect. The Minister
should be aware the hormones had a
demonstrable e ect on adult brains a er only 4
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months of treatment. Children are likely to be
receiving them for life.
Surgery is the next step in the medical
programme of transgendering therapy.
Interna onal advice is that irreversible therapy
should not be undertaken under the age of 18
years but, already in Australia, at least ve natal
girls have had bilateral mastectomies under that
age. Two were aged een one sixteen and two
seventeen.
Proponents of transi oning argue the procedures
are jus ed by the claim they are ‘reversible’.
The Minister for Health is requested to dissociate
from the sophistry that a female breast is merely
a cosme c appendage replaceable by silicon
sacs.
Lest it be concluded I am a lone physician
emphasising the lack of scien c bases for
declara ons of the experimental nature of
medical interven on in childhood gender
dysphoria, I refer to an ar cle published in a

fi

fi

ti

ti

ft

fi

ti

ti

ti

fi

ti

ti

ti

21

recent, pres gious journal, ‘Paediatrics’, by
clinicians at the Royal Hospital for Children in
Melbourne: a hospital noted for its leadership in
promo on of the medical pathway for dysphoria.
The authors conducted a literature search on
hormonal treatment of young people from 1946
to 2017, nding only 13 publica ons of relevance.
They declared this scarcity was ‘problema c’,
concluding the studies ‘neglected several key
outcomes’ including ‘psychological symptoms’, the
impact on fer lity, the possibility of side e ects on
growth and cardiovascular func on, and the
manner of withdrawal from treatment, especially
with regret60.
The Melbourne authors are not the only ones to
complain of lack of data. Others have complained
of ‘limited long term data’61, ‘small numbers from
one clinic’62, ‘reliance on clinical impressions’63,
“lack of randomized controlled trials…thus best
evidence available is characterised as ‘expert
opinion’ which is in uenced by prevailing cultural
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belief systems and theore cal orienta ons’64, and
‘lack of consensus regarding appropriate
interven on or even appropriate goals of
interven on’65.
In a Special Review in the Journal of
Homosexuality concerning “The treatment of
gender dysphoric/gender variant children and
adolescents” David Schwartz (2012)66 a child
psychiatrist from New York, emphasised the lack
of scien c data regarding medical interven on
and concluded with the reassurance that a ected
children would naturally desist. He declared
the long term psychological and physiological
consequences of ... (the medical pathway) ...
are unknown and, as is the case with all selfselected popula ons, very di cult to assess
owing to problems of (lack of experimental)
control and limited sample numbers.
Schwartz highlighted concerns, including
dependence on “clinical impression”, “usage of
anecdotal data”, suspension of “natural
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scep cism” in “favor of literality” of children’s and
adolescents’ claims, unques oning “cer tude”,
and lack of considera on of “poten al
disadvantages”.
Yet another review of recent research by Fuss et.
al. (2015) concluded that
more longitudinal research ... is needed to
compare di erent strategies of care and to see
long term results especially in those minors
with comorbid psychiatric disorders. The lack
of evidence is even more pressing
considering ... the drama cally increasing
number of referrals to gender clinics ...67.
The Minister is requested to review the lack of
evidence for posi ve e ect of the massive
interven on into the minds and bodies of
children. Lack of evidence for e ect and denial of
side e ects renders the medical pathway of
treatment of childhood gender dysphoria
experimental.
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I address my requests to the Federal and States
Ministers for Health, and to governance of
Children’s Hospital because I am aware of no
na onal precedent for such widespread
unsubstan ated medical prac ce. In my opinion
an ideology, gender uidity, has been imposed on
a sec on of the medical and broader community
with the full force of manipulated law. Such
experimental prac ce confronts all conven ons of
human rights for children that began with the
Nuremberg Trials a er World War 2.
I am aware a request for considera on has been
delegated by the Federal Minister to the Royal
Australasian College of Physicians (RACP) to which
I belong, and there are bene ts for at least, the
acknowledgement of the need for inves ga on.
However, the RACP is ill ed, in my opinion, for
an inves ga on of such gravity. It is a er all, an
organisa on primarily dedicated to the educa on
of physicians. Interpreta on of ethical issues that
transcend the ac vi es of physicians and involve
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par cipatory social workers, psychologists,
psychiatrists and surgeons are beyond its purview.
The issue really belongs to Ministries of Health
and governance bodies of children’s hospitals.
A er all, the la er provided ethical clearance for
the procedures, and con nue to support the
prac ce with administra ve sta , building space
and the salaries of the par cipants.
I fully appreciate the sensi vity of the ma er. I am
aware of the pain and su ering of pa ents, and
the commitment of sta of children’s hospitals to
the ‘best interests’ of children. I have no cri cism
of the commitment of sta in children’s clinics. I
have wri en a number of ar cles in various
publica ons, especially Quadrant Magazine to
which readers may go for further informa on,
including references. This far, no objec ons have
been raised to my interpreta on of scien c
references.
Finally, the Minister is referred to the unfortunate
case of Finch vs Southern Health in which a young
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man who underwent sex change surgery in
Monash Medical Centre. He subsequently alleged
an underlying psychological condi on had not
been diagnosed by the hospital and that he had
been inappropriately treated.68 The Melbourne
Age reported ‘AUSTRALIA'S only sex-change clinic
has been temporarily shut down and its
controversial director forced to quit amid growing
claims that pa ents with psychiatric problems
have been wrongly diagnosed as transsexuals and
encouraged to have radical gender reassignment
surgery.
The Sunday Age has been told at least eight
former pa ents of the Gender Dysphoria Clinic at
Melbourne's Monash Medical Centre believe they
may have been misdiagnosed. Some have tried to
commit suicide while struggling to live as the
opposite sex a er the irreversible opera ons’69.
The Minister is requested to contemplate the
number of children likely to allege their
psychological problems had been minimised and
their lives irretrievably altered a er entering the
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medical pathway for treatment of the childhood
confusion.
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