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Gender incongruence of childhood in the ICD-11: 
controversies, proposal, and rationale
Jack Drescher, Peggy T Cohen-Kettenis, Geo! rey M Reed

As part of the development of the eleventh revision of the International Classifi cation of Diseases (ICD-11), WHO 
appointed a Working Group on Sexual Disorders and Sexual Health to recommend changes necessary in the 
classifi cation of mental and behavioural disorders in ICD-10 that are related to sexuality and gender identity. This 
Personal View focuses on the Working Group’s proposals to include the diagnosis gender incongruence of childhood 
in ICD-11 and to move gender incongruence of childhood out of the mental and behavioural disorders chapter of 
ICD-11. We outline the history of ICD and DSM child gender diagnoses, expert consensus, knowledge gaps, and 
controversies related to the diagnosis and treatment of extremely gender-variant children. We argue that retaining the 
gender incongruence of childhood category is justifi ed as a basis to structure clinical care and to ensure access to 
appropriate services for this vulnerable population, which provides opportunities for education and informed consent, 
the development of standards and pathways of care to help guide clinicians and family members, and a basis for 
future research e! orts.

Introduction
WHO is revising the eleventh revision of ICD (ICD-11), 
which is expected to be approved by the World Health 
Assembly, WHO’s governing body, in May, 2018. The 
Working Group on Classifi cation of Sexual Disorders 
and Sexual Health (WGSDSH) was nominated by WHO 
to assess clinical and research evidence to inform 
revision of diagnostic categories related to sexuality and 
gender identity in ICD-10, and to make recommendations 
about whether and how these categories should be 
represented in ICD-11. The WGSDSH has recommended 
the inclusion of a diagnostic category called gender 
incongruence of childhood to replace the ICD-10 
diagnosis of gender identity disorder of childhood 
(F64.2) and also recommended movement of the 
diagnosis out of the ICD-11 chapter on mental and 
behavioural disorders. This paper presents the rationale 
for the WGSDSH’s recommendations related to this 
category and lines of evidence considered. The results 
of fi eld studies testing various aspects of these 
recommendations will be used to refi ne or change the 
proposal before submission of ICD-11 to the World 
Health Assembly for approval.

Expert consensus and present knowledge gaps
Summaries of general and specifi c issues related to the 
classifi cation of mental and behavioural disorder in 
children in ICD-11 have been published previously,1,2 but 
these reviews did not consider the diagnostic categories 
related to gender identity. Panel 1 outlines the history of 
classifi cation of extreme gender variance in children in 
ICD and the American Psychiatric Association (APA) 
DSM. The table shows movement of classifi cations 
through di! erent parent categories in successive 
revisions of both systems.

In 2012, a series of articles was published about the 
treatment of children with gender identity disorder of 
childhood, which highlighted similarities and di! erences 
in expert clinical practices in the Netherlands, Canada, 

and the USA.6–11 In view of the range of perspectives, 
ethical issues, and other controversies associated with 
di! erent clinical approaches, e! orts were made to 
establish what, if any, consensus existed among this 
group of experts (panel 2).11,12

Nevertheless, much information about childhood 
gender variance and transgender identifi cation remains 
unknown and experts disagree about treatment 
approaches. Although the APA Task Force on Treatment 
of Gender Identity Disorder13 found su"  cient consensus 
of expert opinion to justify treatment guidelines for adults 
and adolescents in 2012, controversies about the treatment 
of prepubertal children made development of consensus-
based treatment guidelines for children impossible. 
Panel 3 outlines important areas for future research.

Diagnosis and treatment controversies
Controversies exist about diagnostic categories related 
to childhood gender identity in both ICD and DSM.14 
The fi rst main controversy directly related to ICD-11 is 
whether a childhood diagnosis should exist at all. The 
second, related controversy is what clinical approach 
should be taken for gender incongruent or transgender-
identifi ed, prepubertal children.

For purposes of this Personal View, and in accordance 
with WGSDSH recommendations, we use the terms 
gender incongruence and gender incongruent rather 
than the terms gender dysphoria and gender dysphoric 
as defi ned in DSM-5. The rationale is that dysphoria 
refers to a state of unhappiness or psychological distress; 
the defi nition of distress as the diagnosis’ central feature, 
refl ected in its name, is inconsistent with the WGSDSH’s 
recommendation to remove it from the ICD-11 chapter 
on mental and behavioural disorders.

Diagnostic controversy
Since the 1990s, a small, but growing, scientifi c literature 
has challenged the validity and motivations for gender 
diagnoses in general and childhood gender diagnosis in 
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particular. Most criticisms refer to the DSM diagnosis, 
but apply to parallel categories in ICD. For example, after 
the removal of homosexuality from DSM-II in 1973,15 and 
the subsequent inclusion of gender identity disorder 
of childhood in DSM-III, queer theory academic 
Eve Kosofsky Sedgwick16 speculated that gender identity 
disorder of childhood was a backdoor way to restore the 
homosexuality diagnosis that provided a rationale for the 
treatment of children to prevent adult homosexuality. 

Richard Isay17 concurred, arguing that gender identity 
disorder of childhood labelled pre-homosexual boys as 
mentally disordered. Zucker and Spitzer4 responded to 
this point in their 2005 paper. In their critique of the 
validity of DSM-IV criteria, Bartlett and colleagues,18 
recommended the removal of gender identity disorder 
of childhood diagnoses. Ehrbar and colleagues19 raised 
concerns that clinicians often cannot distinguish gender 
non-conformity in children from children intrinsically 
distressed by gender variance.

Governments and governmental organisations have 
also taken positions on the issue of gender diagnoses. In 
2009, Sweden’s National Board of Health and Welfare 
removed gender identity disorder of childhood from 
Sweden’s version of ICD-10 and retained the adult 
diagnosis of transsexualism, claiming that medical 
evidence for the gender identity disorder of childhood 
diagnosis was unclear, the diagnosis had potential to 
harm transgender people, and its removal did little harm 
to the health statistics system.20 However, Norway, which 
followed Sweden in removing several sexual disorders 
categories from its national version of ICD-10 in 2010, 
retained the gender identity disorder of childhood 
diagnosis.20 In a unanimous resolution, the European 
Parliament called on WHO “to withdraw gender identity 
disorders from the [ICD’s] list of mental and behavioural 
disorders, and to ensure a non-pathologising reclassi-
fi cation”, but did not call for the deletion of either the 
adult or child category.21

During the DSM-5 developmental process, numerous 
lesbian, gay, bisexual, and transgender (LGBT) advocacy 
groups called for the removal of gender diagnoses.14 
During the revision of ICD-11, strong opposition from 
some groups to retain a childhood diagnosis has been 
communicated to the WGSDSH and WHO. One advocacy 
group, Global Action for Trans* Equality (GATE),22 
asserted there is no “clear consensus among researchers 
and health care providers with regard to the need for or 
global applicability of such a diagnosis”, “gender variance 
in childhood does not require any medical interventions 
such as hormone therapy or surgical procedures”, and 
“attaching a medical diagnosis to gender diversity in 

Panel !: History of diagnoses related to gender identity in children

ICD-9 (1975)3

ICD-9 was the fi rst edition of ICD to include a specifi c category related to extreme gender 
variance in children. The category disorders of sexual identity was included under the parent 
category of sexual deviations and disorders, and defi ned as “behaviour occurring in 
preadolescents of immature psychosexuality which is similar to that shown in sexual 
deviations described under transvestism…and transsexualism.”

DSM-III (1980)
The category of gender identity disorder of childhood fi rst appeared in DSM-III. 
Zucker and Spitzer4 reviewed the rationale for its introduction in the DSM. Among the 
factors cited for inclusion of any DSM-III diagnosis were “clinical utility, acceptability to 
clinicians of various theoretical persuasions…reliability and validity”. They noted that, by 
the 1970s, there was an emerging clinical and research literature and a clear description of 
the phenomenology of gender identity disorder of childhood, such that “expert 
consensus clearly concluded that there was su!  cient indication of clinical usefulness and 
acceptability” for the condition to be included in DSM-III, even in the absence of formal 
fi eld trials.

ICD-10 (1990)5

The category name was changed to gender identity disorder of childhood, consistent with 
DSM, and placed in an entirely new parent category, gender identity disorders, which also 
included the diagnosis of transsexualism, applicable to adults.

DSM-IV (1994) and DSM-IV-TR (2000)
The name of the category remained as gender identity disorder of childhood, but it was 
moved to a new parent category, sexual and gender identity disorders, in which it was 
clustered with sexual dysfunctions and paraphilias.

DSM-5 (2013)
The category name was changed to gender dysphoria in children and grouped with other 
gender diagnoses in a parent category of their own, gender dysphoria. 

Classifi cation system Parent category Diagnosis name

1975* ICD-9 Sexual deviations and disorders Disorders of psychosocial identity

1980 DSM-III Psychosexual disorders Gender identity disorder of childhood

1987 DSM-III-R Disorders usually fi rst evident in infancy, childhood, or adolescence Gender identity disorder of childhood

1990* ICD-10 Gender identity disorders Gender identity disorder of childhood

1994 DSM-IV Sexual and gender identity disorders Gender identity disorder in children

2000 DSM-IV-TR Sexual and gender identity disorders Gender identity disorder in children

2013 DSM-5 Gender dysphoria Gender dysphoria in children

2018 ICD-11 Gender incongruence (proposed; in chapter “Conditions related to 
sexual health”)

Gender incongruence of childhood (proposed)

*ICD-9 was approved by the World Health Assembly in 1975 and published in 1977; ICD-10 was approved by the World Health Assembly in 1990 and published in 1992.

Table: Childhood gender diagnoses in the ICD and DSM
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childhood contradicts WHO’s commitment to respecting 
rather than pathologizing sexual diversity”. They also 
argued that “the proposed GIC [gender incongruence 
of childhood] category amounts to a re-pathologization of 
homosexuality”. Instead, GATE recommended use of 
categories from the ICD chapter on factors infl uencing 
health status and encounters with health services. 
Commonly referred to as Z codes (from ICD-10 chapter Z), 
these categories do not represent disorders or diseases, 
but rather other reasons people might need health 
services, such as routine examinations, contraceptive 
management, or various types of counselling. GATE 
asserted that codes added to this section could provide 
justifi cation for necessary services to gender-variant 
children and their families.

Arguments for retaining the diagnosis23–26 include the 
need of children with gender incongruence to access 
specialised, complex care with interventions in family 
and social environments; the wish to minimise 
diagnostic stigma by the narrowing of clinical criteria to 
exclude gender atypical behaviour unrelated to gender 
incongruence; and the need to di! erentiate prepubertal 
children with gender incongruence as a separate 
population27—for whom treatment approaches are 
di! erent—from individuals whose gender incongruence 
either persists into or fi rst develops in adolescence or 
adulthood.

Drawing further attention to expert controversies, a 
2013 consensus meeting of the World Professional 
Association for Transgender Health (WPATH) produced 
a split vote on whether WPATH should recommend 
WHO remove the gender incongruence of childhood 
diagnosis in ICD-11.28 A survey among all WPATH 
members resulted in a similar divide in voting.29

Finally, terminology in this specialty is controversial. 
People who support removal of the diagnosis typically 
prefer normalising terms (ie, gender variance or gender 
diversity) to terms they view as more pathologising (ie, 
gender identity disorder, gender dysphoria, or gender 
incongruence).

Treatment controversies
APA’s 2012 Task Force13 described three distinct approaches 
to child treatment, concluding “opinions di! er regarding 
the questions of whether or not minimization of gender 
atypical behaviors and prevention of adult transsexualism 
are acceptable goals of therapy”.

The fi rst approach focuses on the improvement 
of comfort with birth assigned gender. This type of 
approach could assume that decreasing persistence of 
transgender identifi cation into adolescence, and 
therefore adult transsexualism, could be a desirable 
outcome because of perceived social stigma and, for 
many, lifetime need for medical treatment.10 However, 
no empirical research has shown that discouragement 
of cross-gender behaviour and play leads to desistence 
of gender incongruence in childhood.

By contrast, the second approach described does not 
make direct e! orts to decrease gender incongruence or 
gender atypical behaviours.6 The gender identity’s 
developmental trajectory is allowed to unfold without 
therapeutic intervention. Puberty suppression in early 
stages of puberty is regarded as part of a prolonged 
diagnostic procedure. Coexisting social or emotional 

Panel ": Points of expert agreement about extreme gender variance in children

• Children and adolescents presenting for clinical assessment, treatment related to 
extreme gender variance, or both, are a heterogeneous group.

• Despite attention in popular media, the number of prepubertal children who met 
diagnostic criteria for gender identity disorder of childhood as described in the 
DSM-IV* and the ICD-10 was low in the general population. Although relatively small, 
the number of prepubertal children presenting to gender clinics in the past decade has 
been increasing.

• In most children included in follow-up studies, even those who met DSM or ICD diagnostic 
criteria for gender identity disorder of childhood, transgender identifi cation does not 
persist into adolescence. The scientifi c literature calls these children so-called desisters.

• Prospective studies suggest that most children who desist grow up to be cisgender 
(non-transgender) with a homosexual orientation; a smaller proportion become 
cisgender, heterosexual adults.

• No method exists at present to predict, at an individual level, which children with a 
cross-gender identifi cation will or will not persist into adolescence or beyond.

• Gender identity disorder of childhood that persists into adolescence is more likely to 
lead to persistence of gender identity disorder into adulthood.

• The presentations and needs of prepubertal children with gender identity disorder of 
childhood di" er from those of transgender adolescents, and di" erent clinical 
approaches are needed for the two age groups.

*The available scientifi c literature in this specialty, from which the above points are taken, is almost entirely based on the DSM-IV 
diagnostic criteria. For this reason, the DSM-IV diagnostic category name, gender identity disorder of childhood, is used in this panel. 

Panel #: Key research questions related to gender variance and transgender 
identifi cation in children

• What is the prevalence of gender variance and transgender identifi cation among 
children and adolescents in the general population?

• What are the contributions of biology, psychosocial environment, psychological 
characteristics, and experience to the development of any gender identity?

• What are appropriate assessment methods for such studies and for assessment of the 
e" ects of various treatments?

• To what extent is distress attributable to gender variance in children? To what extent 
is distress attributable to society’s non-acceptance of gender atypicality, including 
experiences of stigma and violence?

• Why does transgender identifi cation in most children desist around puberty, and 
persist into adolescence and adulthood in others?

• What factors predict persistence or desistence in transgender-identifi ed children?
• Which transgender-identifi ed children do and do not benefi t from social transition at 

a young age?
• What are the consequences of social transition and re-transition among desisters?
• Which treatment approaches for which populations are associated with positive, 

long-term, medical outcomes and psychological outcomes in transgender-identifi ed 
children?

• What barriers to needed care and support for gender-variant children exist, and how 
do they vary by population subgroup? 
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problems are addressed by psychological or psychiatric 
interventions. In some cases, these interventions reduce 
identifi cation with another gender, but this is not a goal of 
intervention. Because gender incongruence of childhood 
often does not persist into adolescence and no reliable 
markers at an individual level can predict in whom it will 
or will not persist, no therapeutic targets exist with respect 
to long-term gender identity outcome. Persisters are 
assisted socially and medically in the transition into 
adolescence. Desisters are assisted in adjusting back to 
their natal gender, if they have already socially transitioned.

The third approach described is to support prepubertal 
children in social transitioning to the desired gender 
role without medical or surgical intervention.8 Social 
transition can begin as early as the age of 4 years. This 
approach avoids diagnostic categories (except perhaps as 
a practical matter for insurance reimbursement) and 
asserts that diagnoses “pathologize perfectly healthy 
children who are simply expressing their authentic 
gender identity”. In addition to psychological treatment 
and counselling, medications are o! ered at puberty’s 
onset to suppress unwanted secondary sex characteristics. 
This approach presumes adult transgender outcomes are 
not an adverse consequence. Moreover, the approach 
seems to be based on two assumptions: that it is currently 
possible to predict persistence with some accuracy, and 
that children who transition, but later desist, can revert to 
their natal gender with no ill e! ects. However, this group 
has not published empirical evidence to support either 
assumption. In practice, many clinicians working in this 
specialty seem to combine elements of the second and 
third approaches described above, depending on the 
individual child.

The WPATH30 notes the current evidence base is 
insu"  cient to predict long-term outcomes of social 
transition in early childhood, and calls for outcomes 
research to support future clinical recommendations.

Placement of gender identity disorder of 
childhood in ICD-11
The recommendations and rationale for the retention 
and placement of gender identity diagnostic categories, 
published by WGSDSH,31 did not specifi cally address 
the childhood category. The WGSDSH unanimously 
recommended the retention of a diagnosis renamed 
gender incongruence of adolescence and adulthood. 
Recommendation of the removal of gender diagnoses 
from the ICD-11 chapter on mental and behavioural 
disorders was also unanimous. Although not 
unanimous, most members of the WGSDSH recom-
mended retention of a gender incongruence of 
childhood diagnosis.

Two WHO Advisory Groups, Mental and Behavioural 
Disorders and Genitourinary and Reproductive Medicine, 
subsequently endorsed these recommendations. Based 
on the WGSDSH’s proposals, gender incongruence of 
adolescence and adulthood and gender incongruence of 

childhood have been suggested to reside in a newly 
created chapter, conditions related to sexual health.32 The 
WGSDSH had described several options for placement  
of categories related to gender identity,31 including 
placement in a chapter on conditions related to sexual 
health. The WGSDSH clearly recognised that sexuality 
and gender identity are distinct, but regarded placement 
in this new chapter as a substantial improvement over the 
current inclusion of gender identity categories in the 
mental and behavioural disorders. The other groups of 
categories included in the chapter on conditions related 
to sexual health are sexual dysfunctions, changes in 
female anatomy, and changes in male anatomy.

Current proposals for categories and defi nitions in 
ICD-11 have not been formally approved by WHO, are 
subject to public comment, fi eld tests, and revision based 
on the results of those processes, and ultimately require 
World Health Assembly approval. Registered users on 
the WHO ICD-11 beta draft platform may provide 
comments on the website.

Rationale and discussion
Stigma versus access to care
Two of the authors of this Personal View (JD and PTC-K) 
were members of the DSM-5 Workgroup on Sexual and 
Gender and Identity Disorders and the WHO Working 
Group on Sexual Disorders and Sexual Health in ICD-11. 
The challenge to both groups was reconciling 
consideration of stigma associated with a mental disorder 
diagnosis, which motivates most calls for removing 
gender diagnoses, and maintenance of a! ected 
individuals’ access to care (as health-care systems in 
most countries require a diagnosis to obtain needed 
treatment that is covered by national health systems or 
third party payers).

Arguments for removal use gender variance and 
similar terms to reinforce a narrative of normal gender 
expression. Yet, access to treatment for any health 
condition, with few exceptions, requires a diagnosis. 
Medical diagnoses are either explicitly or implicitly 
embedded in narratives of pathology.14 In everyday 
language, the problem with depathologisation is that it 
could be paraphrased as, “why should insurance or 
national health systems pay for treatment if you are not 
sick?”

In the DSM-5 development process, e! orts to reduce 
stigma included a name change and a narrower defi nition 
of diagnostic criteria. Similarly, ICD-11’s proposed 
diagnostic guidelines for gender incongruence of 
childhood defi ne the category narrowly, emphasising 
that gender variance, in and of itself, is not a diagnosable 
condition.

Another way to reduce stigma is to move gender 
diagnoses out of the ICD chapter on mental and 
behavioural disorders. In DSM-5, which only contains 
mental disorders, gender diagnoses could have been 
moved into the V code section. However, third party 

For the WHO ICD-11 beta draft 
see http://apps.who.int/

classifications/icd11/
browse/l-m/en
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payers in the USA and other countries do not reimburse 
V code services or the equivalent ICD Z codes.31 
Recommendations by advocacy groups calling for the 
adoption of a diagnostic system for gender diagnoses 
using Z codes,22 therefore, do not seem persuasively 
based on an understanding of the complex systems in 
which contemporary health care is delivered.

WHO’s 2015 report32 about sexual health, human 
rights, and the law suggests that although service 
availability for transgender people is increasing, “there 
are still very few non-discriminatory, appropriate health 
services available and accessible to transgender and 
gender variant people”. Furthermore, health professionals 
often do not have the technical competence needed to 
provide services because of a scarcity of appropriate 
medical curricula, health standards, and professional 
training programmes at the international level.30,33–35 Poor 
access to information and appropriate health services 
could have serious behavioural and mental health 
consequences, such as increased HIV-related risk 
behaviour, anxiety, depression, substance abuse, and 
suicide.36–38 Additionally, many transgender people obtain 
hormones of dubious quality through illicit markets or 
online and without medical supervision,39–43 often from 
an early age.44,45 In one urban sample in the USA, more 
than 70% of male-to-female transgender youth (aged 
16–25 years) reported taking hormones from a non-
medical source.45 Health problems resulting from 
improper dosing and scarce monitoring can include liver 
damage, blood clotting, deep vein thrombosis, 
hypertension, tumours, and potentially harmful impacts 
on pubertal growth.46–48 In some countries, transgender 
people undergo crude castration methods by unqualifi ed 
people, sometimes done at puberty, with serious risks 
such as urinary stricture, sepsis, and even death.35,49 Even 
in countries that recognise the need for transgender-
related health services with availability of relevant 
expertise, private and public insurers often do not o! er, 
or might specifi cally exclude, coverage for these 
services.20,50

Moving gender incongruence of childhood to an 
ancillary chapter listing other reasons for health services, 
or removing it from ICD entirely, essentially defi ning it 
as a social phenomenon, is likely to reduce coverage 
of related health services and discourage e! orts to 
provide and necessitate appropriate training of health 
professionals. In view of the current status of health 
services for transgender and gender-variant people 
around the world, removal is problematic and 
counterproductive.

Among professionals in this specialty, a broad 
consensus exists that children with gender incongruence 
need access to care that, regardless of clinical approach 
or how these approaches relate to diagnostic categories, 
is often complex and involves interventions involving 
families and social environments. By contrast with DSM, 
ICD contains a wide variety of diagnostic codes, which 

leads to other possible placements of gender diagnoses 
still within core chapters of the classifi cation. The most 
practical proposal within current ICD structure is to 
move gender diagnoses out of mental disorders into the 
new chapter conditions related to sexual health.51

However, until recently, opponents of retaining an ICD 
child gender diagnosis objected to labelling children with 
a mental disorder. In the wake of the WGSDSH’s 
recommendations, opponents reconfi gured arguments 
about a mental disorder stigma to hypothetical stigma 
associated with a medical disorder. This new shift can be 
seen as advocates’ e! orts to position WHO as labelling 
these children as abnormal or unnatural if retaining a 
child gender diagnosis, while removal of the diagnosis or 
inclusion in the Z codes could be broadly interpreted as 
an international body declaring these children as 
perfectly normal. However, it seems unlikely that 
substantial stigma would be attached to a medical 
diagnosis. Further, advocates of normalisation can 
reasonably assert that gender incongruence of childhood 
is no di! erent than other ICD diagnoses, such as single 
spontaneous delivery (O80) and menopausal and female 
climacteric states (N95.1), phenomena medicalised long 
ago to provide access to care despite being natural life 
events and not pathological in any strict sense.

Desistence and persistence
Gender incongruence in most children does not persist 
into adolescence and adulthood. So far, no proven 
mechanism to predict desistence or persistence has been 
established by evidence. Findings from a Dutch study52 
about prepubertal gender incongruent children followed 
into late adolescence or early adulthood suggests that at a 
group level, severity or extremeness of gender variance is a 
predictor of persistence, but at an individual level there is 
substantial overlap between so-called persisters and 
desisters. Gender incongruence was more likely to persist 
into adolescence and adulthood in older children and girls 
than in younger children and boys. Importantly for this 
discussion, early social transitioning also predicted 
persistence in boys, independently of gender dysphoria.

In view of how little is known about distinguishing 
desisters from persisters, some persisters could 
experience harm by clinical e! orts to discourage cross-
gender interests. Conversely, some desisters might be 
encouraged to socially transition, and could subsequently 
have to transition back to their natal gender; whether this 
activity is benign or harmful has not been su"  ciently 
studied to provide a valid basis for clinical decision 
making and policy.53

Because of the paucity of research distinguishing 
desisters from persisters, informed consent requirements 
mean that, whatever treatment approach used, caretakers 
need accurate information about the uncertainty of how a 
gender incongruent child’s development might unfold.54 
Failure to provide such information could, potentially, 
have harmful e! ects. More research is needed to guide 
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caretakers and clinicians in the complex clinical inter-
ventions and decision making processes surrounding 
gender incongruent, prepubescent children. Retention of 
gender incongruence of childhood as a diagnosis would 
further improve the chances that needed research will be 
funded and done.

Early onset versus later onset gender incongruence
Most children with gender incongruence of childhood 
grow up to be gay and cisgender (non-transgender). 
They seem to be a distinct cohort that di! ers from 
individuals who fi rst experience gender incongruence 
in adolescence or adulthood. Many birth-assigned male 
adults with gender incongruence did not have a 
childhood diagnosis nor did they come to clinical 
attention before puberty.55 Therefore, retention of a 
child diagnosis alerts clinicians that a prepubescent 
child’s clinical presentation does not seamlessly develop 
into an adolescent and adult diagnosis and that an adult 
diagnosis does not always develop from a childhood 
diagnosis. Delineation of separate diagnoses provides 
an opportunity for the development and implementation 
of distinct diagnostically based treatment pathways and 
standards of care in health systems. This will help 
reduce medical, psychological, and behavioural risks 
and improve outcomes for those who do go on to 
develop a transgender identity as adolescents and 
adults.

Politics and polemics
The revision of DSM-5’s gender diagnoses generated 
concerned responses in the LGBT community.14 These 
concerns included claims that clinical e! orts to make 
gender dysphoric children more comfortable with their 
bodies amounted to “reparative therapy” and citations 
of professional organisations’ condemnations of these 
approaches as unethical. Yet, as one of the authors of this 
Personal View (JD) can attest after two decades of work in 
the specialty of sexual orientation change e! orts, major 
professional position statements on this topic focused on 
e! orts to change homosexuality; none addressed e! orts 
to change gender identity.56,57 Nevertheless, in the USA, 
California, Illinois, New Jersey, Oregon, and Washington, 
DC, and Canada’s Ontario province, have banned 
licensed practitioners from practising conversion therapy 
in minors younger than 18 years, including banning 
e! orts to change a child’s gender expression.

So, on what basis should WHO ultimately make a 
decision? The opinions of civil society and advocacy 
groups who have been in communication with WHO 
about these issues diverge in many respects, and nature 
of the constituency and representativeness of these 
groups are unclear. Health professionals knowledgeable 
about this specialty have a range of views. Governments 
of WHO Member States are the authority structure for 
WHO, but, even among European Governments who 
have considered these issues, positions have not been 

uniform. For this reason, access to actual data regarding 
the usefulness and risks of these categories in health 
classifi cations is crucial for decision making on whether 
or not to keep them.58 Towards that end, WHO is carrying 
out two specifi c tasks.

First, a detailed legal and policy assessment is being 
done in selected countries in di! erent WHO regions. 
The assessment provides an analysis of relevant legal, 
regulatory, and policy environments related to gender 
identity and its e! ects on transgender people, and their 
potential impact on the implementation of a proposed 
new ICD-11 classifi cation of gender incongruence, with 
specifi c attention to childhood diagnosis.

Second, WHO is undertaking fi eld studies related to 
validity, clinical use, and acceptability to service users of 
these diagnostic categories, which are specifi cally 
intended to provide useful information related to 
whether or not they should be retained. Unpublished 
data collected in Mexico,59 for example, suggest 
transgender people recruited through a large transgender 
health services clinic (that provides general care, not just 
transition services) and who received a diagnosis at an 
early age, saw the diagnosis as having a protective 
function, which helped to reduce stigma and promote 
availability of support interventions to help them live 
healthy lives. A variety of di! erent methods will be 
needed to gain an accurate view of the needs and 
perspectives of a! ected populations in di! erent parts of 
the world.

Conclusion
WHO’s mandate in the development of ICD-11 is a 
pragmatic one, based on public health and clinical 
objectives. The guiding question underlying the 
development of ICD-11 can be framed as follows: based 
on the best evidence available today, which health 
categories should the world’s global health authority 
tell its Member States are important to track as a basis 
for public health reporting and the structure of clinical 
care? And how should those categories be defi ned and 
operationalised? The WGSDSH’s recommendation for 
the removal of categories related to gender identity 
from the mental and behavioural disorders chapter, as 
refl ected in proposals for ICD-11, is already a major 
advance in destigmatising these conditions. We believe 
that retention of the diagnosis of gender incongruence 
of childhood in ICD-11 provides better opportunities 
for education and informed consent, the development 
of standards and pathways of care to help guide 
clinicians and family members, and future research 
e! orts.
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