
 1 

Sexual and Gender Psychiatry: An In-

Depth Guide 

Introduction 

Sexual and Gender Psychiatry is a specialized field of mental health that addresses 

the diverse aspects of human sexuality and gender identity in relation to 

psychological well-being. It encompasses the understanding and treatment of issues 

related to sexual orientation, gender identity, sexual dysfunctions, and gender 

dysphoria, recognizing how these factors intersect with mental health. Over the past 

several decades, this field has evolved from pathologizing variations in sexuality and 

gender to an affirming, evidence-based approach that emphasizes human diversity 

and patient-centered care. Today, sexual and gender psychiatry combines historical 

insights with current scientific research to provide compassionate, culturally 

competent care for LGBTQIA+ individuals and anyone experiencing sexuality or 

gender-related mental health concerns. 

Overview: Historical Evolution and Current 

Understanding 

Homosexuality and Gender Identity in Psychiatric History: In the early and mid-

20th century, homosexuality and gender variance were largely viewed as mental 

pathologies. Homosexuality was listed as a mental disorder in the DSM (Diagnostic 

and Statistical Manual) until 1973, when the American Psychiatric Association voted 

to remove it 

pmc.ncbi.nlm.nih.gov 

. This landmark decision (implemented in the 1974 DSM-II update) acknowledged 

that same-sex orientation is not an illness, ending decades of stigmatization in 

diagnostic manuals 

pmc.ncbi.nlm.nih.gov 

. In 1980, Transsexualism (later termed Gender Identity Disorder) first appeared as a 

diagnosis in DSM-III, reflecting the then-prevailing view that identifying with a gender 

different from one’s sex assigned at birth was pathological 

psychiatry.org 

. Over time, advocacy and research drove a paradigm shift. DSM-5 (2013) replaced 

“Gender Identity Disorder” with Gender Dysphoria, focusing on the distress arising 

from the incongruence between one’s experienced gender and assigned sex, rather 

than labeling the identity itself as disordered 

psychiatry.org 

https://pmc.ncbi.nlm.nih.gov/articles/PMC4695779/#:~:text=In%201973%2C%20the%20American%20Psychiatric,eventually%20led%20to%20its%20removal
https://pmc.ncbi.nlm.nih.gov/articles/PMC4695779/#:~:text=In%201973%2C%20the%20American%20Psychiatric,eventually%20led%20to%20its%20removal
https://www.psychiatry.org/psychiatrists/diversity/education/transgender-and-gender-nonconforming-patients/history-and-epidemiology#:~:text=1970s
https://www.psychiatry.org/psychiatrists/diversity/education/transgender-and-gender-nonconforming-patients/history-and-epidemiology#:~:text=21st%20Century
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. In parallel, the World Health Organization’s ICD-11 (2019) removed 

“transsexualism” from the mental disorders chapter, introducing the term Gender 

Incongruence in a new sexual health chapter 

who.int 

. This change reflects the modern understanding that transgender and gender-

diverse identities are not inherently pathological, and aims to reduce stigma while 

still enabling access to care 

who.int 

. 

Key Concepts – Gender Identity, Sexual Orientation, Sexual Dysfunction, 

Gender Dysphoria: Gender identity refers to one’s internal sense of being male, 

female, both, neither, or somewhere along the gender spectrum. It is distinct from 

biological sex and from gender expression (how one presents gender through 

appearance or behavior). Sexual orientation describes enduring patterns of 

emotional, romantic, or sexual attraction to others (commonly heterosexual, 

homosexual, bisexual, etc.), and like gender identity, it is now firmly recognized as a 

natural variation of human diversity – not a disorder. Sexual dysfunctions are 

disturbances in sexual response or desire that cause distress (such as erectile 

dysfunction, genito-pelvic pain, or hypoactive sexual desire). These can have 

medical or psychological causes, and psychiatrists approach them from a 

biopsychosocial perspective. Gender dysphoria is the clinically significant distress or 

impairment resulting from a discrepancy between a person’s gender identity and 

their sex assigned at birth (and the associated primary/secondary sex 

characteristics) 

nhs.uk 

 

nhs.uk 

. It is important to note that not all transgender or non-binary people experience 

gender dysphoria; the term only applies when that incongruence causes distress. 

Current understanding emphasizes that gender dysphoria is a treatable condition 

(through gender-affirming measures) and not a mental illness in itself 

nhs.uk 

. The removal of homosexuality from diagnostic manuals and the reframing of trans-

related diagnoses signify a broader evolution: psychiatry increasingly recognizes 

sexual and gender diversity as part of the human condition, with focus on alleviating 

distress and discrimination rather than “fixing” identity. 

Intersection with Psychiatric Diagnoses: Sexual and gender minority individuals 

(LGBTQIA+) face unique mental health considerations. Higher rates of depression, 

anxiety, substance use, and suicide are observed in these populations, not because 

of their identities per se, but due to minority stress – the chronic stress from stigma, 

discrimination, family rejection, and social exclusion 

https://www.who.int/standards/classifications/frequently-asked-questions/gender-incongruence-and-transgender-health-in-the-icd#:~:text=ICD,such%20can%20cause%20enormous%20stigma
https://www.who.int/standards/classifications/frequently-asked-questions/gender-incongruence-and-transgender-health-in-the-icd#:~:text=respectively,such%20can%20cause%20enormous%20stigma
https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=Gender%20dysphoria%20is%20not%20a,problems%20because%20of%20gender%20dysphoria
https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=Gender%20dysphoria%20is%20not%20a,problems%20because%20of%20gender%20dysphoria
https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=sometimes%20surgery%20to%20express%20their,gender%20identity
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pmc.ncbi.nlm.nih.gov 

. For example, LGBTQ+ youth who endure bullying or lack family acceptance have 

elevated risks of mental health issues and suicidal behavior 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. Understanding this, sexual and gender psychiatry integrates concepts of trauma 

and social stress: many patients suffer from trauma (e.g. hate violence or childhood 

rejection) and benefit from trauma-informed care approaches. It is also crucial for 

clinicians to distinguish these issues from other diagnoses; for instance, 

differentiating gender dysphoria from body dysmorphic disorder, or recognizing when 

sexual dysfunction is a side effect of medication versus a psychological issue. 

Overall, modern practice views diverse sexual orientations and gender identities as 

normal variations. The psychiatric role is to support individuals in coping with societal 

challenges, treat co-occurring mental disorders (which are often related to external 

stressors), and help manage any distress related to sexuality or gender with 

evidence-based interventions, rather than attempting to change one’s identity. 

Major Trends in Sexual and Gender Psychiatry 

Advances in Diagnosis and Classification 

The past decade has seen significant shifts in how sexual and gender-related 

conditions are diagnosed and classified. The DSM-5 and DSM-5-TR introduced 

important updates to terminology and criteria to better reflect current knowledge and 

reduce stigma. For example, DSM-5-TR (2022) updated the language in the Gender 

Dysphoria criteria, replacing phrases like “desired gender” with “experienced gender” 

and “cross-sex” with “gender-affirming,” aligning the text with respectful, up-to-date 

terminology 

onlinelibrary.wiley.com 

. It also added a post-transition specifier for Gender Dysphoria, recognizing 

individuals who have undergone medical transition but may still need support 

psychiatryonline.org 

. On the international front, ICD-11 (implemented in 2022) made a historic change by 

moving gender identity-related diagnoses out of the mental disorders category. 

Gender Incongruence of Adolescence/Adulthood and of Childhood are now listed 

under “Conditions related to sexual health,” affirming that transgender identities are 

not inherently psychiatric disorders 

who.int 

. This reclassification was driven by both scientific evidence and human rights 

considerations, aiming to facilitate access to care without the burden of 

pathologization 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=LGBTQ%2B%20youth%20experience%20numerous%20stressors,11%20Peer
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=for%20transgender%20youth%2C%20exclusions%20of,substance%20use%2C%2035%20earlier%20substance
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=LGBTQ%2B%20youth%20also%20face%20identity,behaviors%20to%20providers%2C%20and%20fewer
https://onlinelibrary.wiley.com/doi/full/10.1002/wps.20989#:~:text=Reflecting%20the%20evolving%20terminology%20in,%E2%80%9Cexperienced%20gender%E2%80%9D%3B%20%E2%80%9Cnatal%20male%2Fnatal
https://psychiatryonline.org/doi/full/10.1176/appi.pn.2022.03.3.28#:~:text=Facts%20About%20DSM,affirming%20medical%20procedure%2C%E2%80%9D%20and
https://www.who.int/standards/classifications/frequently-asked-questions/gender-incongruence-and-transgender-health-in-the-icd#:~:text=ICD,such%20can%20cause%20enormous%20stigma
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who.int 

. Similarly, the ICD-11 revisited sexual disorders: it introduced an integrated 

approach to sexual dysfunctions (abandoning the rigid separation of 

“psychological” vs. “organic” causes) 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

and added Compulsive Sexual Behavior Disorder under impulse control 

disorders, marking the first time excessive sexual behavior (sometimes termed 

“hypersexuality”) is formally recognized in an international classification 

pmc.ncbi.nlm.nih.gov 

. These diagnostic advances reflect a trend toward more nuanced and inclusive 

frameworks – distinguishing between identities and disorders, and updating 

categories based on current research. Psychiatrists now focus on diagnosing 

treatable symptoms (like dysphoria, dysfunction, or trauma) rather than labeling 

identities as illnesses. 

Multidisciplinary Care Models 

Because sexual and gender health spans biological, psychological, and social 

domains, multidisciplinary care has become a gold standard. Comprehensive 

Gender Clinics and Sexual Health Teams have emerged, bringing together 

psychiatrists, psychologists, endocrinologists, urologists/gynecologists, and 

surgeons to provide coordinated care. For example, integrated transgender health 

programs (such as those in academic medical centers in the U.S. and the NHS 

Gender Identity Clinics in the UK) offer “one-stop” services: mental health 

counseling, hormone therapy, voice therapy, and surgical treatment in a coordinated 

fashion 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. Studies indicate that such multidisciplinary clinics are not only feasible but greatly 

desired by patients, as they streamline care and ensure professionals work in sync 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. In practice, a transgender patient might have psychotherapy and endocrinology 

appointments on the same day, with providers collaborating on treatment plans. 

Likewise, sexual dysfunction clinics often involve psychiatrists (or sex therapists) 

working alongside medical doctors to address both mind and body aspects of 

conditions like erectile disorder or vulvodynia. Case management and peer 

support are frequently included, acknowledging that social support and navigation of 

services (e.g. legal name changes, support groups) are part of holistic care. This 

https://www.who.int/standards/classifications/frequently-asked-questions/gender-incongruence-and-transgender-health-in-the-icd#:~:text=respectively,such%20can%20cause%20enormous%20stigma
https://pmc.ncbi.nlm.nih.gov/articles/PMC5032510/#:~:text=The%20ICD%E2%80%9010%20classification%20of%20Sexual,7%20%2C%20%2037%2C%209
https://pmc.ncbi.nlm.nih.gov/articles/PMC5032510/#:~:text=The%20Working%20Group%20on%20Sexual,of%20the%20Genitourinary%20System%2040
https://pmc.ncbi.nlm.nih.gov/articles/PMC5032510/#:~:text=Disorders%20related%20to%20sexuality%20and,a%20mental%20disorder%20in%20DSM%E2%80%905
https://pmc.ncbi.nlm.nih.gov/articles/PMC9829131/#:~:text=We%20created%20the%20UCHealth%20Integrated,care%20for%20the%20TGD%20population
https://pmc.ncbi.nlm.nih.gov/articles/PMC9829131/#:~:text=Introduction
https://pmc.ncbi.nlm.nih.gov/articles/PMC9829131/#:~:text=We%20created%20the%20UCHealth%20Integrated,care%20for%20the%20TGD%20population
https://pmc.ncbi.nlm.nih.gov/articles/PMC9829131/#:~:text=multidisciplinary%20integrated%20clinic%20is%20a,care%20for%20the%20TGD%20population
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team-based model extends to youth gender services as well, where child 

psychiatrists or pediatric psychologists, pediatric endocrinologists, social workers, 

and family therapists form a network around the young person and family. A 

narrative review of gender-diverse youth care notes that close collaboration among 

disciplines (medical and mental health providers jointly assessing new patients) 

improves outcomes and family satisfaction 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. Overall, the trend is toward integrated care, where mental health professionals are 

embedded in medical settings and vice versa, ensuring that patients receive well-

rounded support. This multidisciplinary approach recognizes that sexual and gender 

well-being is not isolated – it involves mental state, physical health, relationships, 

and community, all of which are best addressed by a collaborative team. 

Sociocultural, Legal, and Political Influences 

Psychiatry does not exist in a vacuum; sociocultural and legal factors strongly 

influence sexual and gender mental health. In recent years, rapidly shifting social 

attitudes and laws have both positive and negative impacts. On the positive side, 

increased societal acceptance of LGBTQ+ people and legal protections (such as 

anti-discrimination laws and marriage equality) have corresponded with improved 

mental health outcomes. One remarkable study found that in U.S. states that 

legalized same-sex marriage, suicide attempt rates among high school students 

dropped by 7%, and among LGB youth specifically by 14% 

pbs.org 

 

pbs.org 

. This suggests that inclusive policies (like marriage equality) can literally save lives 

by reducing social stigma and validating LGBTQ+ identities. In many Western 

countries, the past two decades saw the decriminalization of homosexuality (e.g. 

India in 2018), legalization of same-sex marriage (e.g. all US states by 2015, much 

of Europe by 2020), and the enactment of hate crime laws – all of which create a 

more supportive environment for sexual minorities. However, political backlashes 

and ongoing discrimination continue to pose serious challenges. For instance, in 

some regions there has been contentious public debate and legislation aimed at 

restricting gender-affirming care for transgender youth or limiting transgender 

individuals’ participation in public life. Research shows that anti-LGBTQ+ policies 

and rhetoric contribute to minority stress. LGBTQ+ youth report worsened 

depression and anxiety when exposed to hostile social climates, such as laws 

excluding them or public campaigns against their rights 

pmc.ncbi.nlm.nih.gov 

 

https://pmc.ncbi.nlm.nih.gov/articles/PMC5549539/#:~:text=Multidisciplinary%20GDC
https://pmc.ncbi.nlm.nih.gov/articles/PMC5549539/#:~:text=GDC%2C%20a%20twice,Our%20endocrinologist%20typically
https://www.pbs.org/newshour/health/same-sex-marriage-fewer-youth-suicide#:~:text=The%20researchers%20found%20that%20suicide,attempts%20falling%20by%2014%20percent
https://www.pbs.org/newshour/health/same-sex-marriage-fewer-youth-suicide#:~:text=aged%2010%20to%2024,prevent%20suicide%20among%20LGBT%20youth
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=LGBTQ%2B%20youth%20experience%20numerous%20stressors,11%20Peer
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pmc.ncbi.nlm.nih.gov 

. The field of sexual and gender psychiatry closely monitors these trends, as they 

often correlate with spikes in stress-related disorders, trauma symptoms, and help-

seeking. Additionally, sociocultural movements have influenced psychiatric practice: 

the visibility of transgender and non-binary people in media has increased public 

awareness, leading more individuals to seek care and more clinicians to pursue 

training in gender-affirming practices. Public education campaigns (for example, 

about the harms of “conversion therapy” or the reality of intersex individuals) have 

also reframed societal understanding. In summary, major sociocultural trends – 

greater visibility and acceptance on one hand, and politicization of LGBTQ+ 

healthcare on the other – are directly shaping the landscape in which sexual and 

gender psychiatry operates. Clinicians are increasingly called upon to advocate for 

patients in the face of legal barriers and to be sensitive to the cultural context of each 

patient, understanding that factors like religion, ethnicity, and local politics will 

influence how a person experiences their gender or sexuality. 

Increasing Visibility and Inclusion (Transgender, Non-Binary, Intersex 

Individuals) 

A defining trend of the 21st century is the broadening inclusion of diverse gender 

identities and sex characteristics in both society and healthcare. Transgender 

individuals (those whose gender identity does not align with their birth-assigned sex) 

are now more visible than ever, leading to greater demand for competent mental 

health services. Surveys estimate that approximately 1.4 million adults in the U.S. 

identified as transgender by the late 2010s, with especially sharp increases in young 

people openly identifying as trans or non-binary 

pmc.ncbi.nlm.nih.gov 

. Likewise, a growing number of people identify outside the gender binary (e.g. 

genderqueer, agender, bigender). Psychiatry has adapted by recognizing non-binary 

identities in diagnostic and clinical language – for example, DSM-5 notes that gender 

dysphoria can apply to “male, female, or alternative gender identities,” and 

healthcare forms are gradually moving beyond checkboxes of just “M” or “F.” 

Treatment guidelines (such as the World Professional Association for Transgender 

Health’s Standards of Care version 8) explicitly include non-binary and gender-

diverse people, acknowledging their unique needs (for instance, desire for partial 

medical interventions or different pronoun use). The inclusion of intersex individuals 

– those born with variations in sex characteristics (chromosomes, hormones, or 

anatomy) that do not fit typical definitions of male or female – has also gained 

attention. Historically, intersex children often underwent non-consensual surgeries in 

infancy to “normalize” their genitals, a practice now widely questioned on ethical 

grounds. Today, intersex advocates and many professionals call for deferring such 

surgeries until the individual can consent, due to evidence of psychological harm 

from these interventions 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=LGBTQ%2B%20youth%20also%20face%20identity,behaviors%20to%20providers%2C%20and%20fewer
https://pmc.ncbi.nlm.nih.gov/articles/PMC9829131/#:~:text=Transgender%20and%20gender%20diverse%20,as%20something%20else.%2022
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reuters.com 

. Several countries (starting with Malta in 2015) have banned or strictly limited non-

consensual intersex surgeries, reflecting a trend toward bodily autonomy. From a 

psychiatric perspective, intersex individuals may face distinct mental health 

challenges, often stemming from secrecy, shame, or trauma related to medical 

procedures 

reuters.com 

. The field now works to provide affirming care for intersex people, including therapy 

to process past medical trauma and support in identity development. Overall, the 

increasing visibility of transgender, non-binary, and intersex people has pushed 

sexual and gender psychiatry to be more inclusive and tailored. Clinicians are 

learning to use appropriate pronouns, to understand gender beyond binary models, 

and to factor in the experiences of those whose bodies or identities have been 

marginalized. This inclusive approach is bolstered by emerging research and the 

voices of lived experience, ensuring that mental health practices serve the full 

spectrum of human gender and sexuality. 

Evidence-Based Treatment Approaches 

Psychotherapy Modalities 

Psychotherapy is a cornerstone of treatment in sexual and gender psychiatry, with 

approaches evolving to meet the needs of LGBTQ+ clients and those experiencing 

sexual or gender-related distress. One important paradigm is affirmative therapy – 

a therapeutic stance that validates and supports a person’s sexual orientation and 

gender identity, rather than treating them as symptoms of an illness. Therapists 

practicing LGBTQ+-affirmative therapy create a safe space free of judgment, helping 

clients cope with stigma, internalized negative beliefs, and relationship issues. This 

approach is often integrated with evidence-based techniques like Cognitive 

Behavioral Therapy (CBT). In fact, multiple randomized controlled trials have shown 

that affirmative CBT tailored to sexual minority stress can significantly reduce 

depression, anxiety, and minority stress symptoms in LGBTQ+ individuals 

medicine.yale.edu 

 

medicine.yale.edu 

. These outcomes underscore that when therapy addresses the unique challenges of 

being LGBTQ+ (such as coming out, discrimination, identity conflict), it leads to 

better mental health than generic therapy. Key elements of affirmative therapy 

include helping clients build a positive identity, strengthening social supports (family, 

community), and bolstering coping skills for dealing with prejudice. 

For those dealing with gender dysphoria, psychotherapy can provide crucial 

support during the process of exploring one’s gender and navigating transition. 

https://www.reuters.com/article/world/germany-bans-surgeries-on-intersex-babies-but-loopholes-feared-idUSKBN2BI2MB/#:~:text=About%201.7,expected%20of%20males%20or%20females
https://www.reuters.com/article/world/germany-bans-surgeries-on-intersex-babies-but-loopholes-feared-idUSKBN2BI2MB/#:~:text=Research%20suggests%20that%20unnecessary%20surgeries,welcomed%20the%20ban%20in%20Germany
https://medicine.yale.edu/lgbtqmentalhealth/projects/mental-health-care/#:~:text=clinical%20experts%20and%20show%20associations,of%20the%20American%20Psychological%20Association
https://medicine.yale.edu/lgbtqmentalhealth/projects/mental-health-care/#:~:text=funding%2C%20we%20have%20developed%20and,of%20the%20American%20Psychological%20Association
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Gender-affirmative counseling assists individuals in clarifying their gender identity 

and feelings, processing any anxiety or depression related to dysphoria, and 

weighing decisions such as coming out or pursuing medical interventions 

pubmed.ncbi.nlm.nih.gov 

. Therapists often use a client-centered approach, allowing the person to lead the 

conversation about their goals (whether that’s social transition, medical transition, or 

simply finding ways to be comfortable without transition). Family therapy is also 

evidence-based, particularly for youth – involving the family to educate and improve 

acceptance has been shown to improve outcomes for transgender youth. Trauma-

informed care is another vital framework, as many sexual and gender minority 

individuals have trauma histories (e.g. bullying, assault). Trauma-focused therapies 

(like EMDR or trauma-focused CBT) can be employed to help patients process and 

heal from these experiences, while the therapy environment is structured to ensure 

safety, empowerment, and trust. For instance, a gay or trans person with PTSD from 

a hate crime would benefit from a therapist who understands the context of that 

trauma and avoids re-traumatizing practices, fostering a sense of control for the 

client. 

In treating sexual dysfunctions with psychological components (e.g. psychogenic 

erectile dysfunction, vaginismus, or low desire), therapists may utilize sex therapy 

techniques in conjunction with CBT or mindfulness strategies. Classic sex therapy 

methods, pioneered by Masters and Johnson, such as sensate focus exercises (a 

gradual, non-demand approach to intimacy) remain in use and have a strong track 

record of reducing performance anxiety and improving sexual response. Modern 

enhancements include CBT for sexual dysfunction, which helps individuals and 

couples identify and challenge negative thoughts (like sexual shame or fear of 

failure) and develop healthier attitudes toward sex. There is also growing evidence 

for mindfulness-based sex therapy (especially in female sexual interest/arousal 

disorders), which trains clients to stay present and decrease anxiety during sexual 

activity. Importantly, therapy for sexual issues often involves the patient’s partner (if 

applicable) and addresses relationship dynamics, communication, and expectations. 

Couples therapy can be integral when mismatched desires or anxieties are causing 

conflict, ensuring both parties work together towards improvement. Overall, the 

psychotherapy repertoire in this field is rich: whether it’s helping a young transgender 

person build resilience (using an affirmative, strengths-based approach) or guiding a 

couple through exercises to rekindle sexual intimacy, interventions are grounded in 

evidence and cultural competence. Mental health professionals are increasingly 

trained in these modalities, and professional guidelines (like the American 

Psychological Association’s guidelines for working with LGBTQ+ clients) stress the 

importance of affirmative and informed therapeutic practices. 

Pharmacological Treatments 

https://pubmed.ncbi.nlm.nih.gov/39443069#:~:text=effective%20gender,future%20research%20and%20intervention%20approaches
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Medication-based treatments play a supportive role in sexual and gender psychiatry, 

particularly for managing sexual dysfunctions and certain aspects of gender-related 

care. For sexual dysfunctions (when caused or accompanied by physiological 

factors), pharmacotherapy can be quite effective. A prime example is erectile 

dysfunction (ED): first-line treatment is with PDE5 inhibitor drugs (such as sildenafil, 

tadalafil), which facilitate erections by enhancing blood flow. These medications have 

revolutionized ED treatment and are widely prescribed, often by primary care or 

urologists, but psychiatrists should be knowledgeable about them because ED can 

have psychological causes and consequences. In fact, for men whose ED is 

primarily psychogenic, combining PDE5 inhibitors with sex therapy or CBT yields 

better outcomes than either alone 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. For premature ejaculation (PE), certain antidepressants are used off-label for their 

side effect of delaying orgasm – notably SSRIs like paroxetine or the tricyclic 

clomipramine can prolong latency and are recommended pharmacological options 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. Dapoxetine, a short-acting SSRI specifically developed for PE, is approved in some 

countries. Topical anesthetic creams or sprays are another treatment for PE that a 

psychiatrist might advise about, as they reduce penile sensation. In female sexual 

interest/arousal disorder (low libido in women), the first FDA-approved medication 

is flibanserin, a non-hormonal daily pill that modulates neurotransmitters; flibanserin 

shows modest benefit and is considered in select premenopausal women 

pmc.ncbi.nlm.nih.gov 

. More recently, bremelanotide (a melanocortin agonist injection) was approved for 

generalized hypoactive sexual desire in women, offering an as-needed option. 

Psychiatrists often collaborate with gynecologists or sexual medicine specialists for 

these treatments, ensuring the patient’s mental and physical factors are jointly 

addressed. 

An important area of pharmacology in this field is managing the sexual side effects of 

psychiatric medications. Many psychotropics, especially SSRI antidepressants and 

antipsychotics, can cause treatment-emergent sexual dysfunction (e.g. reduced 

libido, anorgasmia, erectile difficulties). For patients who develop these side effects, 

psychiatrists employ strategies like dose reduction, switching to another medication 

with a lower risk (for example, switching an SSRI to bupropion or mirtazapine which 

tend to be more “sex-friendly”), or adding an antidote medication. One common 

adjunct is bupropion, an activating antidepressant that can counteract SSRI-

induced sexual dysfunction and is supported by some evidence. Other approaches 

include scheduling drug holidays (short breaks from the SSRI before sexual activity, 

https://pmc.ncbi.nlm.nih.gov/articles/PMC5310110/#:~:text=Pharmacological%20treatment%20for%20erectile%20dysfunction
https://pmc.ncbi.nlm.nih.gov/articles/PMC5310110/#:~:text=match%20at%20L1153%20In%20terms,It
https://pmc.ncbi.nlm.nih.gov/articles/PMC5310110/#:~:text=Pharmacological%20management%20of%20Premature%20Ejaculation,PME
https://pmc.ncbi.nlm.nih.gov/articles/PMC5310110/#:~:text=Pharmacological%20treatment%20of%20premature%20ejaculation,antidepressants%20and%20selective%20serotonin%20reuptake
https://pmc.ncbi.nlm.nih.gov/articles/PMC5310110/#:~:text=Pharmacological%20treatment%20of%20premature%20ejaculation,antidepressants%20and%20selective%20serotonin%20reuptake
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though this isn’t always practical) or using PDE5 inhibitors in men who develop 

SSRI-related ED. It’s crucial for clinicians to ask about sexual side effects routinely, 

as many patients may be embarrassed to volunteer these symptoms, and untreated 

sexual side effects can lead to poor medication adherence or relationship strain 

frontiersin.org 

 

bestpractice.bmj.com 

. Addressing sexual health as part of psychiatric prescribing embodies the holistic 

ethos of this field. 

In transgender healthcare, psychiatrists may be involved in hormone therapy 

indirectly, by monitoring mood and mental health during hormone treatment or 

managing psychotropic medication regimens in tandem with hormones. Cross-sex 

hormone therapy (also called gender-affirming hormone therapy, GAHT) – 

estrogen/progesterone for transfeminine individuals and testosterone for 

transmasculine individuals – is primarily managed by endocrinologists. However, it 

has important psychiatric implications. For many trans people, starting GAHT is 

associated with reductions in gender dysphoria and improvements in depression and 

anxiety symptoms 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

, a finding confirmed by systematic reviews 

nature.com 

. Psychiatrists should be aware that during the initial phases of hormone therapy, 

some individuals experience mood fluctuations; for example, testosterone can 

sometimes cause irritability or heightened aggression in the short term, and high-

dose estrogen may contribute to mood swings until levels stabilize. Close 

collaboration between psychiatric and medical providers is ideal – for instance, if a 

patient on testosterone has pre-existing bipolar disorder, the team should monitor for 

any mood switch. Another pharmacological aspect is puberty blockers (GnRH 

analogues) used in adolescents with gender dysphoria to pause puberty. While 

these are also endocrinologist-prescribed, mental health professionals often help 

assess the appropriateness of this intervention and support the youth through the 

process. Blockers are considered reversible and can greatly ease acute distress by 

preventing unwanted physical changes, thus often improving the adolescent’s mental 

state. Psychiatrists may also see transgender patients who take gender-affirming 

hormones and need adjustments in their psych meds – for example, adjusting doses 

of lithium or certain antidepressants that might be affected by changes in weight or 

metabolism during hormone therapy. 

https://www.frontiersin.org/journals/psychiatry/articles/10.3389/fpsyt.2022.999922/full#:~:text=Sexual%20dysfunction%20among%20people%20with,interventions%20with%20special%20attention
https://bestpractice.bmj.com/topics/en-us/352#:~:text=Sexual%20dysfunction%20in%20women%20,and%20psychotherapy%2C%20mitigation%20of
https://pmc.ncbi.nlm.nih.gov/articles/PMC11888058/#:~:text=In%20this%20observational%20study%2C%20adults,to%20better%20understand%20these%20findings
https://pmc.ncbi.nlm.nih.gov/articles/PMC11888058/#:~:text=Conclusions
https://www.nature.com/articles/s41562-023-01605-w#:~:text=A%20systematic%20review%20of%20psychosocial,for%20quality%20of%20life
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Lastly, there is the category of pharmacological interventions for paraphilic 

disorders (intense atypical sexual interests that may lead to harmful behavior, such 

as pedophilic disorder). In cases where risk reduction is critical, psychiatrists might 

use medications to lower sex drive, such as anti-androgens (e.g. 

medroxyprogesterone acetate) or GnRH analogues, alongside psychotherapy. 

These treatments raise ethical considerations and are usually reserved for severe 

cases under careful monitoring. 

In summary, medications in sexual and gender psychiatry serve to either treat sexual 

function issues or support gender-affirming processes. The use of such 

pharmacological tools is always individualized – considering efficacy, side effects, 

and, importantly, the patient’s own values and consent. Psychiatrists work hand-in-

hand with patients (and often other specialists) to ensure that medication, when 

used, enhances quality of life in alignment with the patient’s sexual health and 

gender goals. 

Hormone Therapy and Psychiatric Implications 

Gender-affirming hormone therapy (GAHT) is a medical intervention with 

profound relevance to mental health. Numerous studies have demonstrated that 

enabling transgender individuals to undergo hormonal transition markedly improves 

psychiatric outcomes. By aligning one’s physical secondary sex characteristics with 

gender identity, GAHT often alleviates the core distress of gender dysphoria. A 

systematic review of hormone therapy in transgender adults found consistent 

reductions in depressive symptoms and psychological distress after starting 

hormones 

nature.com 

. Likewise, research focusing on youth has shown that those who access hormones 

have better mental health metrics over time than those who do not. In a large U.S. 

survey study, transgender people who began hormones in adolescence had 

significantly lower odds of lifetime suicidal ideation and substance abuse compared 

to those who waited until adulthood or were unable to access hormones 

med.stanford.edu 

 

med.stanford.edu 

. Furthermore, individuals who received hormones at any age had better mental 

health outcomes than those who desired hormones but never received them 

med.stanford.edu 

. These findings underscore that timely access to GAHT can be life-changing and 

even life-saving from a psychiatric perspective. 

For psychiatrists, it’s important to appreciate not only these benefits but also the 

mental health management aspects during hormone treatment. Many patients 

https://www.nature.com/articles/s41562-023-01605-w#:~:text=A%20systematic%20review%20of%20psychosocial,for%20quality%20of%20life
https://med.stanford.edu/news/all-news/2022/01/mental-health-hormone-treatment-transgender-people.html#:~:text=The%20new%20study%20found%20that,but%20never%20received%20the%20treatment
https://med.stanford.edu/news/all-news/2022/01/mental-health-hormone-treatment-transgender-people.html#:~:text=adolescence%20had%20fewer%20thoughts%20of,but%20never%20received%20the%20treatment
https://med.stanford.edu/news/all-news/2022/01/mental-health-hormone-treatment-transgender-people.html#:~:text=The%20new%20study%20found%20that,but%20never%20received%20the%20treatment
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describe positive emotional changes on GAHT – for example, trans women on 

estrogen often report feeling calmer or more in touch with their emotions, while trans 

men on testosterone may experience increased confidence 

psychologytoday.com 

 

facialteam.eu 

. However, hormonal shifts can sometimes unmask or exacerbate psychiatric 

symptoms. Some transmasculine patients note heightened anger or libido in the 

initial months of testosterone therapy, and some transfeminine patients might feel 

transient moodiness with estradiol dose adjustments. These effects are usually 

temporary and manageable. Regular mental health check-ins during the early stages 

of hormone therapy help address any emerging issues. In collaboration with the 

hormone-prescribing doctor, psychiatrists can differentiate between expected 

hormone-related mood changes and independent psychiatric conditions. If a patient 

has conditions like bipolar disorder, careful timing and monitoring of hormone 

initiation is advisable. 

There are also psychiatric considerations in hormone regimens. For instance, if 

a trans woman is taking high doses of estrogen and a testosterone blocker, she 

might experience fatigue or changes in libido that interplay with her mood or anxiety 

levels. Psychotropic medication doses might need adjustment if significant 

physiological changes (like weight gain or metabolic shifts) occur on GAHT. Another 

area is fertility and family planning – beginning GAHT can impact fertility 

(testosterone can reduce ovulation, estrogen/testosterone blockers can lower sperm 

counts). This reality can cause stress or grief for some patients who might want 

biological children. Mental health professionals routinely discuss these topics before 

hormones are initiated, exploring options like sperm or egg banking and helping 

patients process emotions regarding fertility and future family plans. 

It’s also worth noting the role of hormonal treatments in cisgender individuals 

and their psychiatric implications. For example, treating menopausal symptoms 

with hormone replacement (estrogen) can have mood effects, and conversely, 

abrupt hormonal changes (like surgical menopause or androgen deprivation therapy 

in prostate cancer) can induce depression or mood swings that fall under the 

psychiatrist’s purview. In men with certain sexual disorders like hypogonadism-

related low libido, testosterone replacement can improve both mood and sexual 

desire if medically indicated. 

In summary, hormone therapies intersect with mental health in multifaceted ways. 

GAHT is a cornerstone of gender-affirming care with robust evidence of mental 

health benefits 

pmc.ncbi.nlm.nih.gov 

https://www.psychologytoday.com/us/blog/evidence-based-living/202310/the-psychological-impacts-of-gender-affirming-hormone-therapy#:~:text=The%20Psychological%20Impacts%20of%20Gender,psychological%20distress%20in%20transgender%20people
https://facialteam.eu/blog/hrt-therapy-how-it-affects-your-emotions/#:~:text=HRT%20Therapy%2C%20How%20it%20Affects,symptoms%20related%20to%20depression%2C
https://pmc.ncbi.nlm.nih.gov/articles/PMC11888058/#:~:text=In%20this%20observational%20study%2C%20adults,to%20better%20understand%20these%20findings
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, reinforcing the ethical imperative to make it accessible. Psychiatrists support 

patients through this process by ensuring psychological readiness, providing 

counseling on changes and challenges, and adjusting psychiatric treatment plans as 

needed. When hormone therapy is part of a patient’s journey, integrated care – 

where endocrinologists and mental health professionals communicate – offers the 

best outcomes, addressing the individual as a whole. 

Surgical Pathways and Mental Health Evaluations 

For some individuals, gender-affirming surgeries (also known as sex reassignment 

or gender confirmation surgeries) or other sexual surgeries (like those to address 

anatomical issues causing dysfunction) are pivotal steps with significant 

psychological impact. In transgender care, surgical interventions – e.g. chest 

masculinization (“top surgery”), breast augmentation, hysterectomy, phalloplasty or 

vaginoplasty (“bottom surgery”) – can greatly relieve gender dysphoria and improve 

mental health-related quality of life. Studies generally find high satisfaction rates and 

improved well-being post-surgery among trans patients who undergo these 

procedures, although rigorous long-term mental health outcomes studies are 

ongoing. 

Historically, access to gender-affirming surgeries was gated by stringent 

psychological evaluation requirements. The WPATH Standards of Care (SoC) 

Version 7 (2011) specified that for genital surgeries, two independent letters from 

mental health professionals were needed, confirming the diagnosis of gender 

dysphoria and readiness for surgery 

cranects.com 

 

cranects.com 

. One letter was required for chest or breast surgeries 

cranects.com 

. The intent was to ensure patients had been assessed for capacity, informed 

consent, and any mental health conditions were reasonably well-controlled. In 

practice, this meant individuals often had to spend months or years in therapy before 

surgeons (or insurers) would approve the procedure. While this model helped some 

patients prepare, it was also experienced by others as a barrier or form of “gate-

keeping,” especially if access to qualified mental health professionals was limited. 

In recent years, there’s been movement toward an informed consent model for 

adults: many clinics and surgical programs now allow adults who are well-informed 

of risks/benefits and firmly requesting surgery to proceed with fewer hurdles. 

WPATH SoC Version 8 (2022) reflects this by indicating that only one psychosocial 

assessment letter is generally needed (and in some cases, a robust informed 

https://cranects.com/letters/#:~:text=Top%20Surgery%2C%20Breast%20Augmentation%20%26,Facial%20Feminization%20Surgery
https://cranects.com/letters/#:~:text=Two%20Letters%20from%20two%20different,licensed%20mental%20health%20specialists
https://cranects.com/letters/#:~:text=Top%20Surgery%2C%20Breast%20Augmentation%20%26,Facial%20Feminization%20Surgery
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consent process alone may suffice), a change aiming to respect patient autonomy 

while still ensuring appropriate evaluation 

cranects.com 

 

cranects.com 

. Nonetheless, mental health professionals remain central in surgical pathways – not 

as gatekeepers, but as facilitators. Psychiatrists or clinical psychologists often 

perform readiness evaluations, which involve confirming the persistence of gender 

dysphoria, ensuring the patient has thought through the irreversible aspects of 

surgery, and verifying that any co-occurring mental health conditions (like severe 

depression or uncontrolled psychosis) are managed such that surgery and post-op 

recovery won’t be compromised 

cranects.com 

 

cranects.com 

. They also assess social support and aftercare plans, since recovery can be 

intensive. These evaluations are typically collaborative; the goal is to help the patient 

(and the surgical team) make sure everything is in place for a safe and satisfactory 

outcome. 

From an ethical standpoint, the role of the mental health assessor is delicate – 

upholding standards of care without unduly restricting access. Most clinicians 

approach this by viewing the referral letter as part of the care continuum: often the 

mental health professional has known the patient for some time (through therapy or 

clinic visits) and can confidently endorse their readiness. If concerns arise (for 

example, unrealistic surgical expectations or unstable housing that could impede 

recovery), these are addressed by working with the patient on problem-solving, not 

by issuing an outright denial. Importantly, current guidelines emphasize that being 

LGBTQ+ or seeking gender confirmation is not in itself a sign of mental illness, so 

evaluations focus on the individual’s circumstances and supports, not on second-

guessing their identity. 

Beyond transgender-related surgeries, sexual psychiatry also sometimes involves 

consultation around other surgeries. For instance, a patient with extreme dysphoria 

about primary sex characteristics (like a non-intersex man wanting an orchiectomy 

due to longstanding body aversion) might seek psychiatric input. Or consider 

intersex individuals: today, many intersex teens or adults seek surgeries to address 

complications from procedures done in infancy or to undergo gender-affirming 

surgeries aligned with their true gender identity (if it differs from the sex they were 

raised). These situations benefit from sensitive mental health support, as they often 

carry trauma from past medical experiences. Psychiatrists can help intersex clients 

process feelings about their bodies and advocate for them in multidisciplinary 

meetings regarding surgical decisions. 

https://cranects.com/letters/#:~:text=If%20you%20are%20pursuing%20surgery,a%20licensed%20mental%20health%20provider
https://cranects.com/letters/#:~:text=agreement%20along%20with%20your%20deposit%2C,a%20licensed%20mental%20health%20provider
https://cranects.com/letters/#:~:text=,body%20as%20congruent%20as%20possible
https://cranects.com/letters/#:~:text=,another%20mental%20health%20disorder%3B%20and
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In summary, surgical pathways in this field underscore the interplay of body and 

mind. The job of mental health professionals is to prepare and support patients 

through what are often life-altering procedures. This includes thorough pre-surgical 

evaluations, ongoing therapy if needed (e.g. some patients want therapy to navigate 

the social transition around surgery or to cope with fears), and post-surgical follow-

up for issues like adjusting to a new body image or managing any mood reactions. 

When done in a patient-centered manner, mental health involvement in surgical care 

maximizes the likelihood that surgery will indeed be a positive, affirming step in the 

patient’s journey. 

 

 

Integrated and Intersectional Care Models 

Modern sexual and gender psychiatry increasingly advocates for integrated care 

models that not only bring multiple disciplines together (as discussed) but also 

integrate care across different aspects of a patient’s identity and life context. The 

concept of intersectional care recognizes that individuals are shaped by multiple 

identities (e.g. race, gender, sexual orientation, socioeconomic status) and that these 

intersections influence their healthcare experiences. For example, a Black 

transgender woman may face transphobia, sexism, and racism – all contributing to 

her stress and access to care. An intersectional approach means the care team is 

attentive to all these factors. Culturally competent providers acknowledge and 

address disparities: they might connect the patient with a transgender support group 

for people of color, or ensure referrals to community resources that understand her 

unique cultural background. Intersectionality in practice can also mean recognizing 

how religious or cultural values interface with sexual and gender issues; for instance, 

providing therapy that helps a patient reconcile their queer identity with their faith, if 

that is a source of internal conflict. 

Integrated care extends to combining mental health with primary care and other 

services. Many LGBTQ+ individuals, wary of discrimination, benefit from one-stop 

clinics (like community health centers specializing in LGBTQ+ health) where they 

can receive counseling, medical care, and social services in a cohesive manner. 

Research suggests that when clinics adopt LGBTQ+-affirming practices institution-

wide (from front-desk training to inclusive forms and signage), patient engagement 

and outcomes improve 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

https://pmc.ncbi.nlm.nih.gov/articles/PMC9829131/#:~:text=Transgender%20and%20gender%20diverse%20,care%20for%20the%20TGD%20population
https://pmc.ncbi.nlm.nih.gov/articles/PMC9829131/#:~:text=Transgender%20and%20gender%20diverse%20,as%20something%20else.%2022
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. Telehealth has further enabled integrated care by connecting patients in 

underserved areas with specialists in sexual and gender health remotely, ensuring 

that geographic location is less of a barrier. Particularly since the COVID-19 

pandemic, telepsychiatry and teletherapy for LGBTQ+ care have expanded – this is 

a form of integration across space, bringing expertise to the patient’s home. Studies 

indicate that telehealth can be highly acceptable and effective for LGBTQIA+ 

patients, as it can provide access to affirming providers that local services might lack 

iristelehealth.com 

. For example, a non-binary youth in a rural town might see an affirming psychiatrist 

through a telehealth program, rather than struggle with a local provider who lacks 

relevant training. 

Integrated care models also emphasize peer support and community linkage. 

Peer-led programs (like support groups for survivors of conversion therapy, or 

mentorship programs for trans youth) complement professional treatment. Many 

mental health clinics now maintain up-to-date resource lists to link clients with 

community organizations for social support, legal aid (for issues like name changes 

or discrimination cases), and housing or employment assistance, recognizing these 

social determinants deeply affect mental well-being 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. 

In practice, an integrated & intersectional approach might look like this: A 

transgender teenager experiencing anxiety is seen at a multidisciplinary clinic. Their 

treatment plan involves therapy (to build coping skills and resilience), family therapy 

(to educate and improve family acceptance), coordination with an endocrinologist for 

possible puberty blockers or hormones, regular communication with the school (to 

ensure a safe environment), and referral to a local LGBTQ youth group. The 

providers consider the teen’s ethnicity and religious background to ensure 

interventions are respectful and inclusive (perhaps linking the family with an 

accepting faith-based counselor). Such a wraparound strategy addresses the whole 

person. 

This trend aligns with broader movements in healthcare toward patient-centered 

medical homes and holistic care. In sexual and gender psychiatry specifically, it’s a 

response to the recognition that marginalization often fragments care – so we strive 

to defragment it. By doing so, we do not only treat an illness or issue in isolation; we 

help patients thrive in all dimensions of their identity. 

 

https://iristelehealth.com/blog/improving-lgbtqia-youth-mental-health-care-and-access/#:~:text=Telehealth%20can%20make%20mental%20health,there%20might%20not%20be
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=Education%20and%20Clinical%20Training
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=psychiatry%20trainees,on%20their%20development%20or%20impact
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Clinical Training and Education: Standards and 

Gaps 

Current Training Standards 

Training for mental health professionals in sexual and gender diversity has 

historically been inconsistent, but recent efforts are aiming to standardize and 

improve competencies. At the undergraduate medical education level, a landmark 

2011 survey revealed that medical schools devoted a median of only 5 hours to 

LGBTQ-related content across the entire curriculum 

pmc.ncbi.nlm.nih.gov 

. In fact, one-third of med students reported receiving zero hours of clinical training 

on LGBTQ health issues during their clinical rotations 

pmc.ncbi.nlm.nih.gov 

. This deficit extends into residency: over half of psychiatry residency programs in 

the U.S. provided fewer than 5 hours of dedicated LGBTQ-specific training as of a 

few years ago 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. These numbers highlight a significant gap given the complexity of sexual and 

gender health. However, awareness of this gap has led to positive changes. The 

Accreditation Council for Graduate Medical Education (ACGME) in the U.S. revised 

its program requirements in 2020 to explicitly include competency in working with 

diverse patient populations, naming gender and sexual orientation as important 

dimensions 

pmc.ncbi.nlm.nih.gov 

. While it stops short of mandating a set number of hours on LGBTQ topics, it signals 

to programs that these are expected skills. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=Literature%20on%20the%20quantity%20and,there%20are%20no%20published%20studies
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=Literature%20on%20the%20quantity%20and,there%20are%20no%20published%20studies
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=during%20their%20preclinical%20years%2C%20and,in%20child%20psychiatry%20fellowship%20training
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=by%20institution,in%20child%20psychiatry%20fellowship%20training
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=in%20clinical%20rotations,focused%20content%20at%20the%20GME
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Professional organizations have also stepped up. The American Psychiatric 

Association (APA) and the Association of LGBTQ+ Psychiatrists (AGLP) 

collaborated to produce a model curriculum for general psychiatry training 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. This curriculum outlines key topics (like terminology, minority stress, affirmative 

therapy techniques, and the medical aspects of transition) and provides resources 

for program directors to implement. Similarly, the Royal College of Psychiatrists in 

the UK has issued position statements and training guidelines emphasizing the 

importance of competence in areas such as gender dysphoria and managing sexual 

side effects of medications. 

Some training programs have established special rotations or electives in sexual 

and gender psychiatry. For example, child psychiatry fellows at certain institutions 

(like UCSF in the U.S.) can do rotations in a Gender Psychiatry clinic where they 

learn hands-on about supporting transgender youth 

gender.ucsf.edu 

 

gender.ucsf.edu 

. A few institutions have even launched one-year fellowships in LGBTQ health or 

sexual health for psychiatrists, though these are relatively new and not yet 

widespread. In allied fields, there are fellowships in sexual medicine or sex therapy 

(often open to psychiatrists, psychologists, or urologists) that provide advanced 

training in treating sexual dysfunction and paraphilias. 

Continuing Medical Education (CME) is another avenue: many conferences now 

include workshops on transgender healthcare, LGBTQ youth suicide prevention, and 

updates on DSM/ICD changes. The World Professional Association for Transgender 

Health (WPATH) offers certification courses for providers (including mental health 

professionals) to become more proficient in transgender care. Additionally, online 

training modules and webinars have proliferated (e.g. the U.S. National LGBTQIA+ 

Health Education Center provides free webinars on topics like “affirming care for 

non-binary patients” and “telehealth for LGBTQ youth” 

lgbtqiahealtheducation.org 

 

lgbtqiahealtheducation.org 

). 

Taken together, the “standard” for training is still coalescing, but the trajectory is 

clear: sexual and gender psychiatry is becoming recognized as a competency that 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=training%20requirements%20on%20LGBTQ%2B%20mental,curriculum%20falls%20short%20of%20providing
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=members%20and%20outside%20organizations,of%20Excellence%20on%20LGBTQ%2B%20Behavioral
https://gender.ucsf.edu/#:~:text=Teaching%20Overview
https://gender.ucsf.edu/#:~:text=mental%20health%20professionals%20to%20provide%C2%A0evidence,supporting%20transgender%20youth%20mental%20health
https://www.lgbtqiahealtheducation.org/collection/lgbtqia-telehealth-toolkit/#:~:text=Just%20like%20with%20physical%20spaces%2C,telehealth%20programs%20for%20LGBTQIA%2B%20communities
https://www.lgbtqiahealtheducation.org/collection/lgbtqia-telehealth-toolkit/#:~:text=Telehealth%20for%20LGBTQIA%2B%20Youth
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every mental health clinician should have at least basic training in, with opportunities 

for interested clinicians to specialize further. The ideal core competencies for a new 

psychiatrist now include: ability to take a complete sexual history comfortably, 

knowledge of how to assess and diagnose gender dysphoria, familiarity with 

treatment protocols for common sexual dysfunctions, understanding of minority 

stress and how to apply affirmative therapy principles, and awareness of community 

resources. Boards and licensing exams have started to include LGBTQ health 

questions, reinforcing that this is not an “optional” topic. The field is moving toward 

making culturally responsive care for LGBTQ+ individuals a normative part of 

psychiatric education, just as one would expect training in how to treat, say, 

depression or schizophrenia. 

Gaps and Challenges in Education 

Despite improvements, significant gaps remain in training. Many trainees still report 

feeling underprepared to handle sexual health issues or gender diversity in practice. 

For example, a psychiatry resident might graduate having never counseled a patient 

through coming out, or having never initiated a conversation about a patient’s sexual 

functioning due to discomfort. Surveys have shown that the presence of LGBTQ+ 

faculty in a program correlates with better training – programs with an openly LGBTQ 

mentor or educator tend to cover more content and provide better role modeling 

pmc.ncbi.nlm.nih.gov 

. Unfortunately, not all programs have such faculty, and stigma can persist within 

medical education itself. Some trainees hesitate to ask questions or pursue cases in 

this domain for fear of saying something incorrect or offending, indicating a need for 

more open, blame-free learning environments. 

One educational challenge is bridging the knowledge gap between theoretical 

knowledge and real-world clinical skills. A resident may learn the textbook criteria 

for gender dysphoria or the side effects of SSRIs on sexual function, but not know 

how to broach these sensitive topics with empathy. Communication skills training – 

through role-plays or standardized patient encounters focusing on sexual history-

taking or discussing gender – is still not universally implemented. Additionally, 

medical training often compartmentalizes topics. Trainees might learn about “sexual 

disorders” in one lecture and “cultural psychiatry” in another, without integration. An 

intersectional approach to training (e.g. discussing how race and sexuality intersect 

in a therapy scenario) is often missing, even though that reflects real patient 

experiences. 

Another gap is in advanced or specialty training. While generalists need a 

baseline competency, there is also a need for specialists – psychiatrists who become 

true experts in sexual medicine or transgender mental health. Formal fellowship 

opportunities in these niches are limited. This can make it hard for new psychiatrists 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=their%20development%20or%20impact
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to gain expertise unless they seek out mentors or ad-hoc additional training. 

Moreover, research training in this field is crucial to advance the science, but young 

researchers may find limited funding or academic positions focused on sexual and 

gender psychiatry (though this is slowly changing with more research interest in 

LGBTQ health). 

Internationally, training disparities exist as well. In some countries, homosexuality 

and transgender identity are still stigmatized or even criminalized, making open 

training on these topics difficult. Trainees in those regions may not have access to 

the latest knowledge or may even be taught outdated, pathologizing concepts. 

Efforts by global organizations and online platforms are trying to fill those gaps by 

providing resources accessible anywhere. For instance, the International Association 

of Psychiatry and Law has modules condemning conversion therapy and educating 

about gender-affirming care which can be used in places where local expertise is 

lacking. 

In summary, while psychiatric education is catching up, it hasn’t fully caught up 

yet. The results are uneven – some new clinicians are well-equipped, others not at 

all. To address this, many have called for more formal inclusion of sexual and gender 

health in curricula, evaluation of trainee competencies in this area, and expansion of 

fellowship programs. The goal is that future generations of psychiatrists will consider 

topics like sexual orientation and gender identity as standard parts of assessment 

and care, no different than asking about any other aspect of a patient’s life. Until 

then, ongoing advocacy and curriculum development are needed. On the job, many 

current practitioners are supplementing their knowledge through CME and 

consultation with colleagues who specialize in these issues, a reminder that learning 

in this field is truly lifelong. 
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Ethical Issues, Controversies, and Debates 

Gender-Affirming Care in Youth 

One of the most debated issues in sexual and gender psychiatry today is the 

provision of gender-affirming medical care (hormones and puberty blockers) to 

transgender youth. Ethically, this raises questions about minors’ capacity to consent, 

the potential reversibility (or irreversibility) of treatments, and the balance between 

intervention and watchful waiting. Leading medical organizations (APA, American 

Academy of Pediatrics, Endocrine Society, WPATH) agree that gender-affirming 

care, including puberty suppression and hormone therapy, can be appropriate for 

adolescents diagnosed with persistent gender dysphoria, and that such care when 

indicated can prevent suffering and reduce suicide risk 

med.stanford.edu 

 

med.stanford.edu 

. Indeed, as noted earlier, evidence shows improved mental health outcomes for 

those who receive treatment in adolescence compared to those who wait 

med.stanford.edu 

. Blockers (GnRH analogues) given at Tanner stage 2 or 3 of puberty effectively 

pause further pubertal development, buying time for the youth and family to further 

explore gender without the distress of a maturing body diverging from the child’s 

identity. These blockers are considered reversible (puberty resumes if the 

medication is stopped). Around age 16 (sometimes earlier, case by case), youth who 

are certain of their transgender identity may start gender-affirming hormones, which 

produce largely irreversible changes aligned with their experienced gender. 

The ethical principle of beneficence supports providing these interventions to 

alleviate severe distress and reduce risk (such as self-harm), while non-maleficence 

requires caution and ensuring the treatments are appropriate for that individual. 

Opponents of youth transition argue that adolescents might later regret decisions or 

that underlying mental health issues might be driving dysphoria. However, regret 

rates among youth who have properly been assessed are very low according to 

longitudinal studies, and there is no evidence that therapies like blockers “cause” 

dysphoria – rather, they treat it. Psychiatrists play a critical role in careful 

https://med.stanford.edu/news/all-news/2022/01/mental-health-hormone-treatment-transgender-people.html#:~:text=The%20new%20study%20found%20that,but%20never%20received%20the%20treatment
https://med.stanford.edu/news/all-news/2022/01/mental-health-hormone-treatment-transgender-people.html#:~:text=adolescence%20had%20fewer%20thoughts%20of,but%20never%20received%20the%20treatment
https://med.stanford.edu/news/all-news/2022/01/mental-health-hormone-treatment-transgender-people.html#:~:text=The%20new%20study%20found%20that,but%20never%20received%20the%20treatment
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assessment: evaluating the consistency, insistency, and persistence of a young 

person’s gender identity; diagnosing any co-occurring issues (like autism or trauma, 

which may co-occur with dysphoria but do not negate it); and educating families. An 

ethical approach involves a multidisciplinary team and informed consent/assent 

process: parents or guardians and the youth (if old enough to have capacity) are 

counseled extensively about risks (for example, potential impacts on fertility or bone 

density), benefits, and uncertainties. Some clinics utilize ethics committees or formal 

protocols given the high stakes. 

Debate also exists around the appropriate age and criteria for various interventions. 

For instance, some European countries (Finland, Sweden) have recently tightened 

eligibility for youth hormones, citing the need for more evidence, and prioritizing 

psychological support in some cases. Others, like the United Kingdom, have 

conducted independent reviews (the Cass Review) to improve youth gender 

services; in the UK the focus is on expanding services and data collection, not 

banning care. In contrast, several U.S. states have attempted to legally ban or limit 

gender-affirming care for minors, putting politics at odds with medical consensus. 

These bans raise profound ethical issues, as they may force doctors to withhold 

standard care, and families to either forgo treatment or travel out-of-state. The 

mental health toll of legislative bans – increased fear, minority stress among trans 

youth – has been noted by providers and researchers. Psychiatrists often advocate 

for their young patients in these arenas, emphasizing that decisions should be 

individualized and guided by medical experts, not blanket legislation. 

In summary, gender-affirming care for youth is a field where ethics, evidence, and 

emotions intersect. The prevailing expert view is that for carefully assessed youth, 

such care is ethical and beneficial, aligning with the youth’s right to receive timely 

healthcare. Ongoing research is nevertheless crucial to continue evaluating long-

term outcomes (physical and mental), and mental health professionals remain 

central in providing support before, during, and after any medical interventions for 

minors. 

Conversion Practices (Attempts to Change Orientation or Gender 

Identity) 

So-called “conversion therapy” – practices aiming to change an individual’s sexual 

orientation from gay/bi to straight or their gender identity from trans to cisgender – is 

widely regarded as unethical and harmful. Historically, psychiatric institutions were 

complicit in such practices (ranging from psychoanalysis trying to uncover childhood 

causes of homosexuality, to aversive conditioning or even shock treatments). Today, 

decades of lived experience and research have led all major health organizations to 

condemn conversion therapy. The American Psychiatric Association explicitly 

opposes any treatment based on the assumption that diverse orientations or gender 

identities are illnesses, instead encouraging affirmative approaches 
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psychiatry.org 

. In a 2024 position statement, the APA noted that conversion therapies lack efficacy 

and carry significant risks of harm, especially given the coercion often involved 

psychiatry.org 

 

psychiatry.org 

. Reported harms include depression, anxiety, trauma symptoms, sexual 

dysfunction, and suicidality among survivors of these practices. The ethical stance 

here centers on patient autonomy and well-being: attempting to force a fundamental 

change in someone’s identity against their will (often minors forced by parents) 

violates the principle “do no harm” and an individual’s dignity. 

Rigorous scientific reviews find no reliable evidence that sexual orientation can be 

willfully changed; at most, people can be pressured into behavior change or 

suppression of feelings, at great psychological cost 

psychiatry.org 

. Gender identity conversion efforts have similarly been found to correlate with poor 

mental health outcomes, including a higher rate of suicide attempts among those 

subjected to them 

gender.ucsf.edu 

. As a result, many jurisdictions have begun to ban conversion therapy. Legally, over 

a dozen countries (e.g. Canada, Germany, Brazil, France, New Zealand, etc.) and 

many U.S. states and Australian states have enacted laws prohibiting licensed 

providers from performing conversion therapy on minors 

statista.com 

 

statista.com 

. Some places extend the ban to adults or unlicensed religious counselors as well. 

Enforcement and definitions vary, but the trend is clear: conversion therapy is 

increasingly seen not as “therapy” at all, but as a harmful practice to be eradicated. 

The United Nations independent expert on sexual orientation and gender identity has 

called these practices tantamount to torture in certain cases and urged a global ban 

ohchr.org 

 

ohchr.org 

. 

From a psychiatric perspective, one controversial nuance is dealing with patients 

who present expressing a wish to change their orientation or identity (often due to 

intense internal or external conflict). The ethical approach is to provide support to 

explore and reduce that conflict – for example, therapy can help a religious gay 

person find self-acceptance and reconcile faith with identity, but it would be unethical 

to try to make them straight. The line can sometimes seem blurry to outside 

https://www.psychiatry.org/getattachment/3d23f2f4-1497-4537-b4de-fe32fe8761bf/Position-Conversion-Therapy.pdf#:~:text=APA%20opposes%20the%20practice%20of,Health%20Disparities%20APA%20Official%20Actions
https://www.psychiatry.org/getattachment/3d23f2f4-1497-4537-b4de-fe32fe8761bf/Position-Conversion-Therapy.pdf#:~:text=Practices%20to%20change%20sexual%20orientation,potential%20harms%20and%20lack%20of
https://www.psychiatry.org/getattachment/3d23f2f4-1497-4537-b4de-fe32fe8761bf/Position-Conversion-Therapy.pdf#:~:text=APA%20opposes%20the%20practice%20of,Health%20Disparities%20APA%20Official%20Actions
https://www.psychiatry.org/getattachment/3d23f2f4-1497-4537-b4de-fe32fe8761bf/Position-Conversion-Therapy.pdf#:~:text=the%20Diagnostic%20and%20Statistical%20Manual,carry%20significant%20risks%20of%20harm
https://gender.ucsf.edu/#:~:text=identity%20conversion%20efforts%20,affirming%20Care%20for%20Transgender
https://www.statista.com/chart/27674/map-of-where-conversion-therapy-is-banned/#:~:text=Chart%3A%20Where%20%27Conversion%20Therapy%27%20Is,France%2C%20Malta%20and%20New%20Zealand
https://www.statista.com/chart/27674/map-of-where-conversion-therapy-is-banned/#:~:text=Conversion%20therapy%20has%20been%20banned,France%2C%20Malta%20and%20New%20Zealand
https://www.ohchr.org/en/stories/2020/07/conversion-therapy-can-amount-torture-and-should-be-banned-says-un-expert#:~:text=%27Conversion%20therapy%27%20can%20amount%20to,expert%20on%20sexual%20orientation
https://www.ohchr.org/en/stories/2020/07/conversion-therapy-can-amount-torture-and-should-be-banned-says-un-expert#:~:text=LGBT%20persons%20endure%20severe%20pain,expert%20on%20sexual%20orientation
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observers, but professional guidelines make it clear: the therapist should never have 

a goal to change orientation/identity; the goal is to help the patient achieve integrity 

and mental health (which evidence shows is only possible via self-acceptance, not 

conversion). Sometimes families ask clinicians to “check if it’s a phase” or similar – 

even entertaining that framework can be harmful. Thus, mental health professionals 

must communicate with families about acceptance and the dangers of rejection. 

Another debate concerns so-called “gender exploratory therapy” – some 

practitioners claim they don’t do conversion therapy but take a more probing stance 

(often long-term psychotherapy) before any gender affirmation, especially in youth. 

Critics argue this can be conversion therapy in disguise if the underlying intent is to 

prevent transition. The field wrestles with what is just good comprehensive care 

versus what becomes obstructive. Generally, a balanced stance is: exploration is a 

normal part of therapy if done in a supportive, non-directive manner – but if a 

clinician has an agenda to direct the outcome (consciously or not) away from 

transition, that crosses into unethical territory. 

In conclusion, the consensus in sexual and gender psychiatry is that attempting to 

change a person’s innate sexual orientation or core gender identity is unethical. The 

role of therapy is to help people be who they are and thrive, not to make them 

someone they’re not. Conversion practices violate this principle and contribute to 

significant psychological damage, which is why they are being actively rooted out in 

healthcare policy and law. Psychiatrists have been vocal in advocacy against 

conversion therapy and in helping repair its legacy by providing affirmative, healing 

care to those who have endured it. 

Access Disparities and Barriers to Care 

While the knowledge and tools to provide quality sexual and gender psychiatry 

services have expanded, not everyone can equally access these benefits. There are 

significant disparities in availability and quality of care based on geography, socio-

economic status, race/ethnicity, and other factors. Geographical disparities are 

stark: in many rural areas or conservative regions, there may be few or no mental 

health providers competent in LGBTQ+ issues or comfortable addressing sexual 

concerns. For instance, an LGBTQ+ youth in a small town might not have any local 

therapist who understands their identity, leading to unaddressed needs or 

necessitating travel to an urban center. Even in countries with national health 

services, specialized clinics (like gender identity clinics) tend to be centralized in 

cities, resulting in long travel distances and wait times. The NHS Gender Dysphoria 

Clinics in England, for example, have faced notorious waiting lists often exceeding 

2–3 years due to demand far outstripping capacity 

nhs.uk 

https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=Waiting%20times
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. Long waits can exacerbate distress; a young trans person might experience 

worsening depression or self-harm while awaiting an initial appointment. Efforts are 

underway to expand regional services and use teleconsultations to mitigate this, but 

the gap remains in many regions. 

Economic and insurance barriers also significantly impact access. In the United 

States, prior to 2014 many insurance plans explicitly excluded coverage for gender 

transition-related care (calling it “cosmetic” or not medically necessary). Although the 

Affordable Care Act and subsequent policies improved coverage, inconsistencies 

remain – some plans may still deny certain surgeries or have networks without 

experienced providers. Even getting basic therapy can be challenging if providers 

don’t take insurance and out-of-pocket costs are high. Lower-income LGBTQ+ 

individuals and sex therapy patients may struggle to afford the often lengthy 

counseling processes if not covered. By contrast, countries with universal healthcare 

(like Canada or much of Europe) generally cover at least some aspects of gender-

affirming care and basic mental health care, but other barriers (like wait times or 

bureaucratic hurdles) can still create disparities between those who can afford 

private options and those who rely on the public system. 

Minority and intersectional disparities are another concern. LGBTQ+ people of 

color, for example, often face higher rates of adverse experiences yet encounter 

additional barriers to care. A national survey found that among LGBTQ+ youth who 

wanted mental health care, those who were Black, Latinx, or Asian were even less 

likely to get it than their white peers 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. Reasons include provider bias (conscious or unconscious), lack of culturally 

matched providers, and mistrust of healthcare systems. Transgender women of color 

in particular face an epidemic of violence and socio-economic marginalization, but 

may be the least likely to have access to affirming mental health or substance use 

treatment. Initiatives to train more providers from these communities and to deliver 

services in community-based settings (like LGBTQ community centers or through 

mobile clinics) are attempting to bridge this gap. 

Another disparity is in intersex healthcare: many intersex individuals have felt 

invisible in medical systems, with their needs overlooked or inappropriately 

managed. Only recently are mental health services being formulated specifically for 

intersex people, such as support in dealing with past surgeries or guidance in 

making informed choices about their bodies. The availability of providers 

knowledgeable about intersex issues is very limited. 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=occurring%20within%20the%20broader%20U,28
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=last%20year%20but%20were%20unable,7
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Additionally, legal and policy factors create disparities: in places where LGBTQ+ 

identities lack legal protection or recognition, individuals may fear seeking help or 

may not be able to safely do so. For example, consider a gay person in a country 

where homosexuality is criminalized – they might avoid mental health services 

altogether to not risk exposure. Even in more accepting countries, youth under 18 

may need parental consent for therapy or treatment, which is a barrier if the parents 

are not supportive. A transgender teen with unsupportive parents effectively cannot 

access hormones or even certain counseling in many jurisdictions, unless child 

protective services become involved for severe cases – an extreme and rare route. 

Psychiatrists and advocates are actively working to reduce these disparities. 

Strategies include training primary care and general mental health providers in basic 

LGBTQ+ care (to extend reach beyond specialists), increasing telehealth services 

(some platforms specifically connect LGBTQ clients to queer-friendly clinicians), 

sliding scale clinics and non-profits to cover those with low income, and policy 

advocacy (e.g. pushing for Medicare/Medicaid to cover gender-affirming care, or for 

state/federal funding for LGBTQ health programs). On an individual level, clinicians 

strive to make their practices more welcoming: displaying inclusive symbols, using 

intake forms that allow people to self-identify their names/pronouns/relationships, 

and educating office staff. Trust-building is key, as many LGBTQ+ people have 

encountered insensitive or hostile providers before and may be reticent to seek care 

again 

pmc.ncbi.nlm.nih.gov 

 

pmc.ncbi.nlm.nih.gov 

. 

In conclusion, while progress in science and acceptance has been tremendous, 

ensuring equitable access to sexual and gender psychiatry services is an ongoing 

challenge. Bridging this gap is a top ethical priority: without access, the best 

practices and treatments mean little. Thus, the field is not only about refining 

therapies, but also about implementing systems so that all who need those therapies 

can actually receive them, regardless of who they are or where they live. 

Additional Ethical Considerations: Intersex Interventions and 

Informed Consent 

Another ethical frontier in this realm involves the treatment of individuals with 

differences in sex development (intersex traits) and the question of surgical 

interventions without consent. For decades, infants born with ambiguous genitalia or 

other intersex conditions were often subjected to surgeries in infancy to assign them 

a sex, often without clear long-term outcome data and certainly without the patient’s 

consent. Many of those individuals later reported significant trauma, loss of sexual 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=LGBTQ%2B%20youth%20also%20face%20identity,do%20attempt%20to%20access%20health
https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=invalidation%20of%20their%20identities,40
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function, and gender identity issues when the assigned sex did not match their 

identity. The current ethical consensus is shifting toward deferring non-emergency, 

appearance-altering surgeries until the person can participate in the decision. 

Malta’s law in 2015 was the first to ban unnecessary surgery on intersex infants, 

and since then countries like Portugal, Germany (2021), and Iceland have 

implemented legal protections as well 

reuters.com 

 

ilga-europe.org 

. These laws align with the human rights principle that everyone has a right to bodily 

autonomy. Psychiatrists and psychologists can have a role here by working with 

families of intersex newborns, helping them cope with uncertainty and societal 

pressure to “normalize,” and educating that variation in sex development is not an 

emergency – the child can grow, and later help decide what (if any) interventions 

they want. This approach can prevent a great deal of psychological harm. 

When intersex youth or adults do seek care, either to address functional issues or to 

undergo gender-affirming procedures (if their gender identity differed from the sex 

they were raised), mental health support is key to processing feelings and decisions. 

The ethical imperative is to center the patient’s well-being and autonomy after a 

history where those were often ignored. 

In all these ethical issues – from youth transitions to conversion therapy to intersex 

rights – a common thread is the importance of patient autonomy, informed 

consent, and beneficence. Sexual and gender psychiatry has had to grapple with 

past mistakes where these were not adequately respected. The field is committed to 

not repeating those mistakes by using research to guide care, listening to patient 

communities, and foregrounding human rights in clinical decision-making. 

 

 

 

 

 

Global Perspectives and Regional Developments 

https://www.reuters.com/article/world/germany-bans-surgeries-on-intersex-babies-but-loopholes-feared-idUSKBN2BI2MB/#:~:text=feared%20www,warned%20on%20Friday%20that
https://www.ilga-europe.org/blog/children-born-intersex-are-at-risk-in-most-european-countries-heres-why/#:~:text=Intersex%20children%20are%20at%20risk,medical%20interventions%20on%20intersex%20children
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Sexual and gender psychiatry has seen advances worldwide, but local context 

matters. Here we highlight the state of the field in the UK, USA, and EU (as key 

regions), and note developments in other parts of the world such as Canada, 

Australia, Argentina, India, and Nordic countries. While the overarching principles of 

care are shared, access to services, legal frameworks, and cultural attitudes differ 

across regions, influencing how this specialized field operates. 

United Kingdom (UK) 

In the UK, mental health care for sexual and gender matters is largely delivered 

through the National Health Service (NHS) as well as private practitioners. The NHS 

established specialized Gender Identity Clinics (GICs) decades ago – the 

Tavistock Clinic’s Gender Identity Development Service (GIDS) for youth (est. late 

1980s) and several adult GICs (London, Leeds, Sheffield, etc.). These clinics have 

multidisciplinary teams (typically including psychiatrists, psychologists, and 

endocrine specialists). Within the NHS system, a person with gender dysphoria 

usually needs a referral to a GIC for assessment and diagnosis before accessing 

hormone therapy or surgeries. One can be referred by their GP (general practitioner) 

directly, as no prior mental health assessment is required at the GP level 

nhs.uk 

 

nhs.uk 

. However, due to increased demand (referrals surged exponentially in the 2010s), 

waiting times have become very long 

nhs.uk 

, which has been a point of significant concern and media attention. In response, the 

NHS is restructuring services: the single youth GIDS in London is being replaced 

(after the Cass Review’s recommendations) by multiple regional centers to increase 

capacity, and new pilot adult clinics are being opened in underserved areas. The 

Cass Review (an independent review of NHS gender identity services for youth) in 

2022 recommended more research on puberty blockers and a holistic approach, but 

did not call for stopping care; rather it emphasized careful assessment and data 

collection moving forward. The debate around youth gender care has been intense in 

the UK, drawing political scrutiny, but professional bodies like the Royal College of 

Psychiatrists have supported evidence-based, affirmative practices while agreeing 

more longitudinal research is needed. 

Apart from gender services, the UK has been progressive in some areas (for 

example, the Gender Recognition Act 2004 allowed transgender people to change 

their legal gender, though it required a psychiatric report among other criteria – 

something advocates want to simplify). Conversion therapy: as of 2025, the UK 

government has announced intentions to ban conversion therapy for sexual 

orientation (with debate ongoing about including gender identity in the ban), aligning 

https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=How%20to%20get%20help
https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=See%20a%20GP%20if%20you,child%20may%20have%20gender%20dysphoria
https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=Waiting%20times
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with professional consensus that these practices are harmful. Ethically, UK clinicians 

follow NHS and BPS (British Psychological Society) guidelines that reject conversion 

efforts. 

For sexual dysfunction and sexual health, the UK has specialist centers like the 

London-based Portman Clinic (which historically treated paraphilias with 

psychoanalytic methods) and the Institute of Psychosexual Medicine which trains 

doctors in managing psychosexual issues. Psychiatrists often collaborate with 

genitourinary medicine (GUM) clinics and organizations like Relate (relationship 

counseling) or the sexual health charity Brook (for young people). The NHS covers 

treatments for sexual dysfunction if there is a demonstrable medical/psychological 

need (for instance, Viagra is available on the NHS for certain conditions; sex therapy 

might be available in some locales, though often limited). 

Notably, the UK’s approach often involves more psychotherapy (many GICs require 

patients to engage in therapy or at least several assessment sessions before 

hormones), whereas some other countries allow quicker medical intervention 

through informed consent. British psychiatry also has a strong tradition of 

involvement in gender services – many of the GIC leads are consultant psychiatrists. 

Research and training: The UK contributes significant research, especially through 

centers like University College London and University of Birmingham on gender and 

sexuality topics. Yet, like elsewhere, training in these issues has been variable. The 

Royal College of Psychiatrists has a Special Interest Group (SIG) for LGBTQ+ 

mental health that provides guidance and training events. Recent initiatives aim to 

ensure all trainees get exposure to sexual medicine and gender identity cases. 

In summary, the UK has a publicly funded structure for sexual and gender psychiatry 

that, while comprehensive in design, struggles with demand and political crosswinds. 

Ongoing reforms seek to uphold the NHS principles of equitable care while 

modernizing to current standards. Public discourse is active, with considerable input 

from professional bodies, patient advocacy groups (like Stonewall, Mermaids for 

trans youth support, and Gendered Intelligence), and policy makers. 

United States (USA) 

The USA presents a dual landscape: world-leading research and centers of 

excellence alongside deep regional disparities and politicization. On one hand, many 

of the seminal research findings in sexual and gender psychiatry have come from 

U.S. institutions – from the removal of homosexuality from DSM in 1973 driven by 

APA activism 

pmc.ncbi.nlm.nih.gov 

https://pmc.ncbi.nlm.nih.gov/articles/PMC4695779/#:~:text=In%201973%2C%20the%20American%20Psychiatric,eventually%20led%20to%20its%20removal
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, to ongoing large-scale studies on transgender health at places like Fenway Institute 

and UCLA’s Williams Institute. Major cities host specialized clinics, such as Fenway 

Health in Boston, the UCSF and Stanford programs in California, and Callen-Lorde 

in New York, which provide comprehensive care. The U.S. also has strong 

professional organizations: the American Psychiatric Association has issued position 

statements (supporting gender-affirming care, opposing conversion therapy, etc.), 

and the Association of LGBTQ+ Psychiatrists (AGLP) provides networking and 

education for providers. The World Professional Association for Transgender Health 

(WPATH), while international, has many U.S. members and often pilots training here. 

On the other hand, the U.S. healthcare system is fragmented. Access to specialized 

care depends heavily on insurance and geography. Some states mandate insurance 

coverage for gender dysphoria treatments, while others do not. The ACA’s non-

discrimination section has been interpreted to protect transgender care coverage, 

but enforcement varies. There are renowned private gender clinics that operate on 

an informed consent model (meaning adults can obtain HRT without referral letters, 

just after medical consult), which some patients prefer to avoid gatekeeping; 

however, those without insurance or in rural areas may not reach such clinics. 

Telehealth startups like Folx Health and Plume emerged to meet demand by 

providing hormone therapy nationwide via telemedicine, a novel development 

indicating how technology can bridge geographic gaps 

storm3.com 

 

storm3.com 

. A recent study even documented improved depression and anxiety scores in 

transgender adults after 3 months of starting hormones through a telehealth service 

pmc.ncbi.nlm.nih.gov 

, suggesting the viability of these models in delivering mental health benefits. 

The sociopolitical environment in the U.S. is highly polarized on transgender issues. 

As of 2025, over 20 states have laws banning conversion therapy for minors (for 

orientation and often gender identity), in line with the expert consensus. 

Simultaneously, several states have passed or attempted to pass laws restricting 

transgender youth from accessing puberty blockers or hormones, even labeling it 

“child abuse” in extreme cases – a stance diametrically opposed to medical 

authority. These legal battles create confusion and fear; in states with bans, families 

of trans youth have uprooted their lives to move to jurisdictions where care is 

available. Psychiatrists in those states face ethical dilemmas: following state law vs. 

providing what they know to be standard of care. The APA and other medical groups 

have publicly opposed such bans, citing evidence that withholding care can harm 

youth and that decisions should be made by patients, their families, and doctors. 

This tension between state politics and medical practice is a uniquely American 

challenge at the moment. 

https://storm3.com/resources/industry-insights/healthtechs-lgbtqia-healthcare-2023/#:~:text=FOLX%20Health
https://storm3.com/resources/industry-insights/healthtechs-lgbtqia-healthcare-2023/#:~:text=Plume
https://pmc.ncbi.nlm.nih.gov/articles/PMC11888058/#:~:text=In%20this%20observational%20study%2C%20adults,to%20better%20understand%20these%20findings
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For sexual orientation issues, the U.S. has largely moved past pathologizing (with 

DSM changes long ago and broad acceptance of gay marriage since 2015). But 

LGBTQ+ youth suicide remains a serious concern, with studies finding almost half of 

LGBTQ teens have seriously considered suicide, and rates are higher in 

unsupportive environments 

hrc.org 

 

pbs.org 

. Organizations like The Trevor Project provide 24/7 crisis intervention (via phone, 

text, chat) for LGBTQ youth and have become critical resources 

thetrevorproject.org 

. Psychiatrists often recommend such supports in safety planning for high-risk youth. 

The visibility of issues like bullying, the need for inclusive school policies, and trauma 

from hate crimes keep sexual orientation in the psychiatric purview as far as 

advocacy and preventative mental health. 

Training in the U.S. is improving but inconsistent (as noted, residency programs 

vary). However, being a large country, the U.S. has many specialists who focus on 

subfields: e.g., there are “sex therapists” (often psychologists or counselors certified 

by AASECT), and a number of academic psychiatrists specialize in sexual 

dysfunction or paraphilias. Some forensic psychiatrists work with cases of paraphilic 

disorders, balancing public safety with rehabilitation – for instance, providing anti-

androgen treatment to high-risk offenders in a manner respecting human rights. The 

U.S. also has centers dedicated to Women’s Mental Health that cover reproductive 

psychiatry and sometimes sexual health postpartum or in menopause. 

In summary, the USA has cutting-edge care if you can get it, and a dynamic scene 

of innovation and research, yet is marred by inequities and contentious politics 

especially around trans youth. It’s a place where one state might have a 

multidisciplinary gender clinic embedded in a children’s hospital, while a neighboring 

state legally bars doctors from providing the exact same care. Such contrasts make 

the role of professional guidelines, federal policy, and telehealth crucial in ensuring 

continuity of care regardless of where patients reside. 

Europe (EU) 

Across Europe, approaches to sexual and gender psychiatry are diverse but 

generally progressive in Western and Northern Europe, with more variability in 

Eastern and Southern Europe. The ICD-11 changes (depathologizing trans 

identities by moving Gender Incongruence out of mental disorders) were driven in 

part by European advocacy and research, and European Union member states are 

gradually implementing ICD-11 in their health systems. Many European countries 

have national healthcare that covers transgender health services. For example, 

https://www.hrc.org/resources/mental-health-resources-in-the-lgbtq-community#:~:text=LGBTQ%2B%20%26%20BIPOC%20Communities%20%C2%B7,StrongHearts%20Helpline%3A%20%C2%B7%20THRIVE%20Lifeline
https://www.pbs.org/newshour/health/same-sex-marriage-fewer-youth-suicide#:~:text=Suicide%20is%20the%2010th,prevent%20suicide%20among%20LGBT%20youth
https://www.thetrevorproject.org/#:~:text=People%20www,advocacy%20for%20LGBTQ%2B%20young
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Belgium, Spain, and the Netherlands cover hormone therapy and necessary 

surgeries as part of basic insurance. The Netherlands, in particular, has been a 

pioneer: the Amsterdam Gender Clinic (VU University Medical Center) was the first 

to use puberty blockers for adolescents in the late 1980s and has published 

extensively on long-term outcomes of what’s sometimes called the “Dutch protocol.” 

Dutch research has shown that carefully selected teens on blockers and hormones 

can do very well into adulthood, which set a model adopted in other countries 

pubmed.ncbi.nlm.nih.gov 
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. Recently, however, even Dutch clinicians are re-evaluating criteria in light of 

increased referrals and diversity of patient experiences (e.g. more non-binary youth 

seeking partial interventions). 

In Scandinavia, there have been shifts: Sweden’s Karolinska Hospital in 2021 

limited hormone therapy for minors to research settings (citing concerns about 

overdiagnosis), and Finland in 2020 issued guidelines emphasizing psychosocial 

support first for youth. These moves were portrayed by some media as “bans,” but in 

practice both countries still allow treatment case-by-case and did not outlaw care. 

They illustrate a more cautious, protocol-driven approach, reflective of smaller 

patient numbers and centralized care. In contrast, Norway, Denmark, and Iceland 

generally follow WPATH standards; Denmark was actually the first country to 

remove transgender identities from its national list of mental illnesses (in 2017, 

ahead of WHO), and has streamlined legal gender change processes. The Nordic 

countries also universally ban conversion therapy (at least for minors, and in some 

cases entirely) and have robust anti-discrimination laws. Mental health support is 

integrated in their gender services, but capacity issues (especially in Finland and 

Sweden with recent policy changes) mean some patients travel to private clinics 

elsewhere or feel they must go out of country for timely care. 

In Germany and France, both countries have banned conversion therapy for minors 

(Germany in 2020, France in 2022). Germany’s healthcare system (social insurance 

model) covers trans healthcare with a requirement of psychological assessment; 

German law since 2011 removed sterilization and surgery requirements for legal 

gender change, aligning legal practice with human rights. France removed the 

diagnosis of “transsexualism” from mental disorders in 2010 (national classification) 

and has publicly funded gender teams in cities like Paris and Lyon. French 

psychiatry historically had more gatekeeping (in decades past requiring inpatient 

evaluations), but has shifted to informed consent and multidisciplinary care. Spain in 

2023 passed a law allowing gender self-identification legally without needing a 

medical report, indicative of a broader trend in some European countries separating 

legal gender from medical process. Spanish regions like Andalusia have established 

https://pubmed.ncbi.nlm.nih.gov/39443069#:~:text=Gender,highlight%20differing%20mental%20health%20support
https://pubmed.ncbi.nlm.nih.gov/39443069#:~:text=effective%20gender,future%20research%20and%20intervention%20approaches
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training programs and services for trans health; Spain and Malta are also among 

those explicitly banning intersex infant surgeries by law 

ilga-europe.org 

. 

In Eastern Europe, attitudes and services lag behind. Poland, Hungary, Russia have 

taken anti-LGBTQ stances politically, which hampers development of dedicated 

services. Trans people in some Eastern European countries must go through 

onerous court procedures or are denied legal recognition. Conversion therapy isn’t 

banned in most of these countries and may even be practiced by fringe 

professionals. LGBTQ individuals often rely on small networks of friendly clinicians 

(sometimes NGOs compile lists of “rainbow-friendly” doctors). Nonetheless, even in 

these countries, there are committed mental health professionals and activists 

pushing for change, sometimes working in partnership with Western colleagues. The 

European Union, through bodies like the European Parliament, has encouraged 

member states to outlaw conversion therapy and improve trans healthcare access, 

but health policy largely remains a national matter. 

In terms of research and collaboration, Europe has organizations like EPATH 

(European Professional Association for Transgender Health) which convenes 

biannual conferences sharing research and best practices across Europe. The 

European Society for Sexual Medicine (ESSM) deals more with medical aspects of 

sexual function, but includes psychological research in its scope, reflecting 

integrated care models for issues like erectile dysfunction or low desire. European 

guidelines (for example, the UK’s College of Sexual and Relationship Therapists 

standards, or the German Standards for trans healthcare) often influence 

neighboring countries. Training programs such as the European School of Sexual 

Medicine provide intensive courses for clinicians (including psychiatrists) to become 

experts in managing sexual disorders. 

Overall, Europe shows a mix: generally strong legal protections in the west (the EU 

classifies anti-LGBT discrimination as a violation of fundamental rights), with more 

state-supported healthcare for these issues than in the U.S., but with intra-Europe 

differences. The trajectory is toward more affirming care, less pathology, and greater 

autonomy (e.g., several countries now allow a third gender “X” on passports or IDs, 

and a few like Denmark and Switzerland allow legal gender change based on self-

declaration). Challenges remain in ensuring smaller or less-resourced countries can 

provide up-to-date services and in overcoming remaining stigma particularly in 

traditional pockets. European psychiatrists often engage in cross-cultural training 

and share protocols via EU-funded projects to uplift standards across the continent. 

Other Noteworthy Developments Around the World 

https://www.ilga-europe.org/blog/children-born-intersex-are-at-risk-in-most-european-countries-heres-why/#:~:text=Intersex%20children%20are%20at%20risk,medical%20interventions%20on%20intersex%20children
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• Canada: Canada is considered to have one of the most robust LGBTQ+ 

rights frameworks. In 2022, a federal ban on conversion therapy took effect, 

criminalizing any practice that seeks to change a person’s orientation or 

gender identity 

canada.ca 

 

policyoptions.irpp.org 

. Healthcare in Canada is provincial, and most provinces cover gender-

affirming surgeries (some require prior approval, but processes have been 

improving). Hormone therapy is usually covered or at least accessible through 

endocrinologists or gender clinics often without cost. Many provinces have 

specialized gender clinics (e.g., Toronto’s CAMH Adult Gender Identity Clinic, 

Montreal’s Gender Clinic, etc.), and wait times vary but can be long in some 

places. Canadian research (e.g., by Dr. Greta Bauer and colleagues) has 

provided important data on trans population health and outcomes. 

Additionally, Canada’s approach to youth is generally affirmative: guidelines 

from groups like the Canadian Pediatric Endocrine Group align with WPATH. 

Some unique issues include providing care in very remote areas (telehealth 

has been crucial for reaching trans youth in the far North, for example) and 

addressing the needs of Indigenous Two-Spirit people through culturally 

sensitive programs. Canadian psychiatrists also have contributed to the 

literature on LGBTQ+ mental health in refugee and immigrant populations, as 

Canada accepts many LGBTQ refugees from countries where they face 

persecution. 

• Australia and New Zealand: Both have made significant strides. Australia’s 

states have been passing conversion therapy bans (e.g. Victoria and 

Queensland enacted bans covering health professionals). Australia has 

gender clinics in major cities (Sydney, Melbourne, Perth), and the 

Australia/New Zealand Professional Association for Transgender Health 

(ANZPATH) provides regional guidelines. Public hospitals often provide 

gender-affirming care, but capacity issues exist (for instance, a Melbourne 

clinic had to stop taking new adult patients for a period due to demand). A 

notable case was a few years ago: Australia’s family court used to require 

court approval for minors to start hormones (even if all doctors, parents, and 

child agreed) – a process that was criticized as harmful delay. After advocacy, 

that requirement was removed (except in disputed cases), making it easier for 

trans youth to access timely treatment. New Zealand passed a national ban 

on conversion therapy in 2022 with near-unanimous political support, and has 

strong protections for LGBTQ people; its public health system covers gender-

https://www.canada.ca/en/department-justice/news/2021/12/joint-statement-by-minister-lametti-and-minister-ien-on-legislation-to-criminalize-conversion-therapy-receiving-royal-assent.html#:~:text=Bill%20C,for%20LGBTQ2%20communities%20in%20Canada
https://policyoptions.irpp.org/magazines/january-2022/canadas-ban-on-conversion-therapy-could-impact-far-more-than-that/#:~:text=Canada%27s%20ban%20on%20conversion%20therapy,gender%20identity%2C%20or%20gender%20expression
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affirming care, although there are calls to improve timeliness. Culturally, the 

Maori concept of takatāpui (a traditional term encompassing LGBTQ 

identities) and recognition of third genders in some Pacific Island cultures (like 

Samoa’s fa’afafine) influence a culturally inclusive approach in that region. 

• Latin America: Several Latin American countries have become leaders in 

legal rights. Argentina, in 2012, enacted one of the world’s most progressive 

Gender Identity Laws – allowing people to change their legal gender without 

any medical or judicial requirements, and mandating both public and private 

healthcare to cover hormone therapies and surgeries as part of the basic 

plan. This means in Argentina, someone can go to a hospital and get gender-

affirming treatment largely for free, with a simple administrative process. From 

a psychiatric perspective, this removed the requirement for psychiatric 

evaluation for legal change, reducing gatekeeping. Argentina also banned 

conversion therapy indirectly by professional ethics codes and has a vibrant 

trans community involvement in healthcare design. Brazil’s public health 

system covers gender transition care (since 2008) and banned conversion 

therapy via its Federal Psychology Council in 1999 (one of the first to do so). 

However, availability of specialized services in Brazil is limited given the 

population size, and there have been political challenges, especially under 

leadership that was less supportive of LGBTQ rights. 

Mexico has some states with conversion therapy bans and city clinics (like 

specialized clinics in Mexico City for trans people), but in other areas resources are 

scant. Colombia, Chile, Uruguay and others have gradually improved legal 

recognition and medical protocols. Many Latin American countries face the challenge 

of having progressive laws “on paper” but limited trained providers to fulfill the 

promise of those laws; thus international training collaborations (with WPATH etc.) 

have been important. 

• India and South Asia: In India, homosexuality was decriminalized in 2018 by 

the Supreme Court, a huge step that also removed a major psychological 

burden (prior to that, being gay was not just stigmatized but illegal). The 

Indian Psychiatric Society issued statements that homosexuality is not an 

illness and opposed conversion therapy. In 2022, the National Medical 

Commission of India followed by officially declaring conversion therapy 

misconduct, effectively banning it among medical professionals. India also 

legally recognizes a third gender (“transgender” as an umbrella, including 

Hijra communities) following a 2014 Supreme Court judgment (NALSA). A 

Transgender Persons Act in 2019 set the stage for welfare measures, though 

its implementation has been critiqued. Access to gender-affirming care in 

India is uneven – a few government hospitals and many private 

endocrinologists and surgeons offer services, but insurance rarely covers it 

and costs can be high. Mental health support specifically for trans people is 

limited; however, a number of NGOs (like Humsafar Trust, Nazariya, etc.) and 
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community initiatives fill gaps, offering counseling and peer support. 

Culturally, South Asia has had recognized gender-diverse roles (Hijras, 

Aravanis, etc.) for centuries, which psychiatrists in the region factor into 

understanding patients’ experiences. Pakistan and Bangladesh also legally 

recognize third gender status for Hijras and have some transgender welfare 

programs, but LGBTQ issues outside that context remain taboo (with 

homosexuality still criminalized, which drives many gay people to hide or seek 

help covertly). Efforts by mental health professionals in those countries focus 

on gradually educating peers and the public under challenging conditions. 

• Middle East and Africa: These regions are quite heterogeneous. Some 

countries like Iran paradoxically allow and even subsidize gender 

reassignment surgeries (as a religiously sanctioned “cure” for transsexuality) 

but harshly punish homosexuality. This leads to a complex scenario where, in 

Iran, there is a state-supported pathway for trans people (albeit within a very 

binary framework and often under pressure), and Iranian surgeons perform a 

high number of sex reassignment surgeries. Mental health care in that 

process may be more focused on assessment to confirm transsexuality and 

ensure no “contraindications” than on ongoing support and identity exploration 

as seen in Western models. Conversely, in many countries in the Middle East 

and Africa, being LGBTQ is heavily stigmatized or criminalized, so formal 

services are scarce. Some underground networks of friendly clinicians exist, 

and online support has become vital for those populations. Israel stands out in 

the Middle East as relatively progressive: it has advanced healthcare and 

many LGBTQ-friendly services; conversion therapy is broadly condemned (a 

bill to ban it narrowly failed but many cities ban use of public funds for it), and 

Tel Aviv is known for LGBTQ support systems. South Africa, in Africa, has the 

most progressive laws (protecting sexual orientation/gender identity in its 

constitution and providing gender marker changes), but other African nations 

range from those debating progressive laws to others enforcing strict anti-

LGBTQ laws (like Nigeria, Uganda). Mental health professionals in these 

regions often partner with international bodies (like the International Lesbian 

and Gay Association or local NGOs) to gain training and resources. 

In summary, globally we see a patchwork: some countries forging ahead with 

inclusive, well-researched policies and integrated services (like Argentina’s legal 

framework or Canada’s ban on conversion therapy), others improving gradually 

(e.g. Japan recently starting to discuss removing sterilization requirements for legal 

gender change, some countries banning conversion therapy for minors), and others 

still lagging or regressing due to political climates. Notably, a global trend is the 

influence of professional guidelines – even in places without local expertise, 

clinicians can refer to WPATH Standards of Care, WHO’s ICD-11, or online training 

to guide their practice. The field of sexual and gender psychiatry inherently has an 

international aspect because human sexuality and gender expression transcend 

borders, but how they’re treated depends on local culture, religion, and law. 
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International cooperation, research and advocacy remain crucial to uplift standards 

everywhere. 

 

 

 

 

 

 

 

 

Resources and Where to Seek Help 

Finding appropriate support for sexual and gender-related mental health issues is 

vital. Below is a compilation of resources – spanning national organizations, clinical 

training centers, and digital health services – that individuals (or professionals 

seeking referrals/training) can turn to. These resources are organized by region for 

convenience, though many offer information and services globally. 

International and Professional Resources 

• World Professional Association for Transgender Health (WPATH): The 

leading international body setting Standards of Care for transgender health. 

Their website (wpath.org) has public education materials and a global 

provider directory of members who offer gender-affirming services. WPATH 

also provides certification courses for clinicians. 

• International Association for Sexual Health (WAS): An umbrella 

organization promoting sexual health and sexual rights worldwide. They offer 

policy statements and host congresses on sexual health, useful for staying 

informed of global best practices. 
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• UN Free & Equal Campaign: A United Nations human rights initiative 

providing fact sheets, toolkits, and videos in multiple languages that can be 

empowering resources for LGBTQ+ individuals and allies. 

• WHO Resources: The World Health Organization provides publications on 

sexual health (for instance, the 2015 “Sexual Health, Human Rights, and the 

Law” report) and specific Q&As on topics like gender incongruence 

who.int 

, which can help individuals understand health system changes like ICD-11. 

United Kingdom 

• NHS Gender Dysphoria Clinics: The NHS website lists all gender identity 

clinics in England with contact details 

nhs.uk 

 

nhs.uk 

. Notable ones include the London GIC (now moving from Charing Cross to a 

new service structure) and clinics in Sheffield, Leeds, Newcastle, Manchester, 

and others. There are separate services for children/teens (a new Children 

and Young People’s Gender Service is being established post-Cass). 

Referral is typically via GP, but the NHS page explains how to self-refer or get 

referred 

nhs.uk 

 

nhs.uk 

. 

• Gender Identity Research & Education Society (GIRES): A UK charity 

providing research, training, and an extensive list of support resources for 

trans, non-binary, and intersex people. GIRES’ website has informative 

guides (e.g., for families, for navigating the NHS system) and a directory of 

local support groups. 

• Stonewall UK: The largest LGBTQ+ rights organization in the UK. While 

known for advocacy, Stonewall also offers practical resources, including a 

https://www.who.int/standards/classifications/frequently-asked-questions/gender-incongruence-and-transgender-health-in-the-icd#:~:text=ICD,such%20can%20cause%20enormous%20stigma
https://www.nhs.uk/nhs-services/how-to-find-an-nhs-gender-identity-clinic/#:~:text=Gender%20dysphoria%20clinics%20in%20London,and%20the%20southeast
https://www.nhs.uk/nhs-services/how-to-find-an-nhs-gender-identity-clinic/#:~:text=Gender%20dysphoria%20clinics%20in%20the,north
https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=How%20to%20get%20help
https://www.nhs.uk/conditions/gender-dysphoria/#:~:text=You%20can%20self,GDC%20your%20detailed%20medical%20history
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“What’s in my area” search tool to find local LGBTQ-friendly services and a 

guide on LGBT mental health support. 

• Mind LGBTQ: Mind, the mental health charity, has dedicated pages for 

LGBTQ mental health, outlining issues and listing where to seek help. They 

also run MindLine Trans+, a confidential helpline for trans, non-binary, and 

questioning individuals staffed by trans volunteers (available two evenings a 

week). 

• Mermaids UK: A charity focused on transgender and gender-diverse youth 

(up to 25) and their families. Mermaids offers a helpline, web chat, parent 

support groups, and even legal advocacy. It’s a key support for families 

navigating a child’s transition and can complement NHS care by providing 

community and interim support during waits. 

• Relate: For sexual and relationship therapy, Relate is a well-known 

organization in the UK. They offer counseling for couples and individuals, 

including for sexual problems or intimacy issues. Many Relate centers have 

therapists trained in psychosexual therapy; fees are on a sliding scale. 

• Clinical Training Centers in UK: For professionals or those interested in 

expert care, noteworthy centers include the Tavistock and Portman NHS 

Foundation Trust (known historically for gender identity development 

services and ongoing training in gender and psychosexual psychotherapy) 

and University College London Hospitals (UCLH) Psychosexual 

Medicine unit, which offers specialized clinics for sexual dysfunction and runs 

training diplomas for doctors in psychosexual medicine. 

United States 

• The Trevor Project: The leading crisis intervention and suicide prevention 

organization for LGBTQ+ youth. They offer 24/7 services including 

TrevorLifeline (phone), TrevorText, and TrevorChat 

thetrevorproject.org 

. Young people in crisis can reach out any time (contacts are on their website 

and easy to find via a quick search). The Trevor Project also publishes an 

annual National Survey on LGBTQ Youth Mental Health which can be a 

validating resource to show youth they are not alone in their struggles. 

• Trans Lifeline: A peer-support crisis hotline run by and for transgender 

people (available in the U.S. and Canada). Uniquely, it provides not just 

emotional support but also a Microgrants program that offers financial help 

for trans people (like fees for name changes or updating IDs). The hotline is 

often cited as a lifeline especially for those who may not trust mainstream 

services. 

https://www.thetrevorproject.org/#:~:text=People%20www,advocacy%20for%20LGBTQ%2B%20young
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• LGBT National Help Center: Runs multiple hotlines: the LGBT National 

Hotline (all ages), the LGBT National Youth Talkline (for under 25), and the 

LGBT Senior Hotline (for 50+). They provide telephone and online chat peer-

support and also maintain a huge database of local resources across the U.S. 

(which they can look up for callers seeking services in their area). 

• Psychology Today Therapist Finder: While not LGBTQ-specific, this 

popular online directory allows filtering for therapists by specialty – including 

“Gay/LGBTQ Issues” or “Gender Identity.” Many profiles detail a provider’s 

experience with transgender clients or sexual dysfunction. It’s a good starting 

point to find local mental health professionals who advertise as affirming and 

knowledgeable. 

• GLMA (Gay and Lesbian Medical Association) Provider Directory: GLMA, 

an organization of LGBTQ healthcare professionals, maintains a directory of 

LGBTQ-friendly providers (doctors, mental health providers, etc.) in the U.S. 

Patients can search by location and specialty to find a clinician who has 

signed on as culturally competent in LGBTQ health. 

• Plume and Folx Health: These are telehealth services focused on 

transgender care. Plume (getplume.co) operates in many states, offering 

gender-affirming hormone therapy through an app-based service – they 

connect patients with clinicians who can prescribe hormones and provide 

letters for surgery if needed, all via telemedicine. Folx Health (folxhealth.com) 

similarly provides HRT and also general LGBTQ+-competent primary care 

and counseling subscriptions. Such services can be particularly useful for 

people in areas without local specialists, though they are usually private pay 

(Folx recently started accepting some insurances). 

• AASECT Directory: For issues around sexuality (such as sexual 

dysfunctions, kink, polyamory, etc.), the American Association of Sexuality 

Educators, Counselors and Therapists certifies professionals in sex therapy. 

Their online directory can help find a certified sex therapist in your region. 

These therapists are well-versed in both the psychological and some 

physiological aspects of sexual function concerns. 

• U.S. Training Centers (for referral or consultation): Notable examples 

include Callen-Lorde Community Health Center in NYC (a federally 

qualified health center specializing in LGBTQ health), Fenway Health in 

Boston (which also houses the National LGBT Health Education Center, 

offering provider training 

lgbtqiahealtheducation.org 

), and UCSF’s Center of Excellence for Transgender Health (which 

provides resources and conducted key research). Academic hospitals like 

those at UCSF, UCLA, University of Michigan, and Emory have dedicated 

LGBTQ or gender clinics which often have mental health providers as part of 

https://www.lgbtqiahealtheducation.org/collection/lgbtqia-telehealth-toolkit/#:~:text=Just%20like%20with%20physical%20spaces%2C,telehealth%20programs%20for%20LGBTQIA%2B%20communities
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the team and might accept outside referrals or consultations for complex 

cases. 

Europe (selected examples) 

• Transgender Europe (TGEU): An advocacy network covering many 

European nations. Their website provides a directory of country-specific trans 

organizations and sometimes community-sourced maps of services. They 

also publish the “Trans Rights Map” and updates on legal changes. While 

geared towards advocacy, it’s a starting point to find support groups or trans-

led services in various countries. 

• ILGA-Europe: The European region of the International Lesbian, Gay, 

Bisexual, Trans and Intersex Association. ILGA-Europe’s site has a country-

by-country rundown of the legal situation and a directory of member 

organizations in each country, many of which offer support services or can 

connect individuals to counseling and legal help. 

• National LGBTQ Organizations: Most European countries have at least one. 

For instance, Lambda Warszawa in Poland provides an LGBT helpline and 

counseling; Le Refuge in France offers shelter and support to young LGBTQ 

people in crisis; RFSL in Sweden (the Swedish Federation for LGBTQ Rights) 

runs support services and even an LGBTQ-certified psychotherapy unit in 

Stockholm. Searching for the country name + LGBT association usually yields 

the main group, which can then direct to health-related resources. 

• European Network of Sexual Medicine & EFS: For sexual dysfunction, the 

European Society for Sexual Medicine (ESSM) and the European Federation 

of Sexology (EFS) have listings of accredited sexual medicine specialists and 

sex therapists across Europe. Many European countries also have their own 

sexology organizations that can help find certified professionals (e.g., 

Germany’s DGfS, the UK’s College of Sexual and Relationship Therapists). 

• Online Communities and Tele-support: In countries or regions where local 

support is scarce (e.g., the Balkans or Middle East), online support 

communities often fill the gap. For example, forums like Empty Closets or 

regional Discord groups allow LGBTQ+ individuals to seek peer advice 

anonymously. While not formal therapy, these can be life-saving for those 

who are isolated. Additionally, some international helplines like Switchboard 

(based in the UK, but takes Skype calls internationally) or Q Life (an 

Australian service accessible online) can be accessed from anywhere for 

support in English. 

Telepsychiatry and Digital Health Resources 

Digital technology has become a powerful tool in sexual and gender psychiatry, 

expanding access and anonymity: 
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• Telepsychiatry Platforms: Many mainstream telehealth platforms (Teladoc, 

BetterHelp, Pride Counseling) now offer the ability to choose providers who 

specialize in LGBTQ+ issues or sexual health. For example, Pride Counseling 

is a service specifically connecting clients with therapists knowledgeable 

about LGBTQ+ matters, conducted via app messaging and video sessions. 

• Mobile Apps for Well-being: A number of apps cater to mental health with 

an inclusive approach. Apps like TalkLife or Bliss provide anonymized 

support communities including for LGBTQ users. Specific apps like Moodily 

have sections for tracking dysphoria. While these are not a replacement for 

therapy, they can be adjunct self-help tools. 

• Online Directories for Gender-Affirming Providers: Besides GLMA and 

WPATH’s list, sites like TransHealthCare (a community-driven site) list 

surgeons and clinics worldwide known for trans healthcare, including patient 

reviews. Rad Remedy is a U.S.-centric platform where LGBTQ individuals 

rate and recommend providers (from therapists to voice trainers). 

• Educational Websites: Sometimes understanding and information is the first 

step to seeking help. Quality websites like the NHS Inform – Gender 

Dysphoria page or Planned Parenthood’s sexual orientation and gender 

pages can clarify definitions and options, helping people feel more confident 

to reach out. The CDC’s LGBTQ Health pages and Office of Population 

Affairs (OPA) resources on Gender-Affirming Care also compile data and 

resources that can empower individuals with knowledge (for instance, OPA’s 

fact sheet states evidence that gender-affirming care improves mental well-

being 

opa.hhs.gov 

, which can reassure someone considering seeking that care). 

• Forums for Sexual Concerns: If someone is dealing with a sexual 

dysfunction and unsure where to turn, moderated forums like the Reddit 

subreddit r/Sex or r/AskGayMen/AskLesbians (for orientation-specific 

advice) sometimes have health professionals chiming in or at least can point 

towards resources. Caution is needed with online advice, but these can 

highlight common experiences and break the ice before one talks to a doctor. 

When seeking help, it’s important to remember that if the first attempt doesn’t yield a 

supportive response, keep trying – unfortunately not all providers are up to date, but 

many are. Using the above directories and resources increases the likelihood of 

connecting with an informed, affirmative professional. Advocacy organizations often 

will help if someone encounters discrimination in healthcare, by providing referrals or 

even legal assistance. No one should have to navigate these issues alone – there 

are communities and professionals worldwide dedicated to helping people live 

authentic, sexually healthy, and mentally fulfilling lives. 

https://opa.hhs.gov/sites/default/files/2023-08/gender-affirming-care-young-people.pdf#:~:text=%5BPDF%5D%20Gender,gender%20diverse%20children%20and%20adolescents
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Ongoing and Future Research Directions 

Sexual and gender psychiatry is a dynamic field, and many areas are ripe for further 

research. As society and medicine continue to evolve, future studies will shape how 

care is delivered. Here are several key research directions on the horizon: 

• Long-Term Outcomes of Gender-Affirming Care: While short and medium-

term benefits of puberty blockers and hormones for transgender youth and 

adults are supported by current research (e.g., reduced depression and 

anxiety 

pmc.ncbi.nlm.nih.gov 

), long-term longitudinal studies are needed. Future research will likely track 

cohorts of transgender individuals over decades to assess outcomes like 

cognitive development, bone health, cardiovascular health, and overall life 

satisfaction after early medical intervention. These studies will help refine 

treatment protocols (for instance, the optimal timing of interventions) and 

address any areas of risk. As part of this, more data on those who 

detransition (cease or reverse transition) is being collected, to understand 

their experiences and ensure the care model can flexibly support them too, 

without undermining access for the majority who don’t regret transition. 

• Brain and Biological Research: Advances in neuroimaging and 

endocrinology open doors to exploring the biological underpinnings of gender 

identity and sexual orientation – not to pathologize, but to better understand 

human diversity. Ongoing projects are using fMRI and other tools to see if 

https://pmc.ncbi.nlm.nih.gov/articles/PMC11888058/#:~:text=In%20this%20observational%20study%2C%20adults,to%20better%20understand%20these%20findings
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there are brain network differences associated with gender dysphoria that 

could, for example, predict who might benefit most from certain interventions. 

Similarly, research into pheromones, genetics, and prenatal hormone 

exposure aims to elucidate factors influencing sexual orientation. Importantly, 

this research is conducted under ethical guidance that it’s not about finding a 

“cure” (since none is needed) but about deepening knowledge and perhaps 

addressing ancillary issues (like why LGBT people have different prevalence 

of some neurological conditions, etc.). 

• Minority Stress and Resilience: The minority stress model (which attributes 

high mental health burden in LGBTQ+ populations to chronic stress from 

stigma) is well-established 

pmc.ncbi.nlm.nih.gov 

. Future research is shifting from documenting stress to testing interventions 

that mitigate it. This includes studies on resilience factors – e.g., what 

coping strategies or community factors most protect LGBTQ+ youth from 

depression? Trials of interventions like support groups, Gay-Straight Alliances 

in schools, or family acceptance programs are likely. Early evidence suggests 

that when families of LGBTQ youth receive education and learn affirming 

behaviors, the youth’s risk of suicide and substance abuse drops significantly. 

Scaling such family-focused interventions is a future goal. There’s also 

interest in structural interventions: for instance, how do changes in public 

policy (like anti-discrimination laws or conversely, anti-trans laws) 

quantitatively affect community mental health? Such research can powerfully 

inform advocacy by drawing direct lines between policy and psychological 

outcomes 

pbs.org 

• Digital Therapeutics and AI: With therapy apps and telehealth becoming 

common, researchers will study how effective these modalities are specifically 

for sexual and gender minority clients. Can a guided online CBT program help 

reduce internalized homophobia? Can virtual reality be used to alleviate social 

anxiety in transgender individuals by allowing gradual exposure in a controlled 

virtual environment? Early pilot programs (some using VR for public speaking 

anxiety in trans youth, for example) are promising. Artificial Intelligence might 

also contribute: for instance, AI-driven chatbots like Woebot could potentially 

be trained in LGBTQ+-affirmative language to provide immediate support or 

psychoeducation. Ethical oversight is crucial here (ensuring AI gives sound 

advice and maintains privacy), and research will need to validate these tools 

against traditional therapy. 

• Sexual Dysfunction Innovations: On the sexual health side, 

pharmacological research is ongoing for better treatments of female sexual 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=for%20transgender%20youth%2C%20exclusions%20of,37%2C17
https://www.pbs.org/newshour/health/same-sex-marriage-fewer-youth-suicide#:~:text=aged%2010%20to%2024,prevent%20suicide%20among%20LGBT%20youth
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disorders and male libido issues. New central-acting medications (modulating 

dopamine, melanocortin, etc.) are being trialed which could augment the 

therapeutic arsenal. Additionally, the concept of “sexual wellbeing” is 

expanding beyond just dysfunction vs. normal to a more personalized 

approach – future studies might look at how mindfulness, yoga, or novel 

therapies (like sensate focus 2.0 with modern twists) can be optimized. The 

role of psychophysiology (measuring things like genital blood flow or neural 

responses during arousal) in tailoring sex therapy is another niche being 

explored. For example, could a person’s arousal patterns (measured in a lab) 

predict which therapy techniques they’ll respond best to? Such precision 

sexual medicine is an emerging idea. 

• Paraphilias and Compulsive Sexual Behavior: The inclusion of Compulsive 

Sexual Behavior Disorder in ICD-11 has spurred research into hypersexuality, 

examining it as a behavioral addiction or impulse control issue. Future 

research will likely test treatments such as naltrexone (an opioid blocker used 

in addiction) or behavioral addictions therapy models for people with out-of-

control sexual behavior (while taking care to differentiate it from simply having 

a high but healthy sex drive). In the paraphilic disorders realm, the focus is on 

prevention and rehabilitation: developing better risk assessment tools and 

therapeutic interventions (perhaps including neuromodulation or new 

medications) that can help people with pedophilic disorder, for example, 

control urges and avoid harmful behavior, without simply resorting to 

incarceration. This is a sensitive area needing collaboration between forensic 

psychiatry, ethics, and neuroscience. 

• Training and Implementation Research: As awareness of the need for 

training grows, research is being done on how best to train clinicians in sexual 

and gender health. Trials of curriculum enhancements are underway – for 

instance, does a simulation-based workshop on transgender care improve 

doctors’ knowledge and attitudes more than a lecture-based one? Does 

including LGBTQ people in training sessions (as standardized patients or 

guest speakers) lead to measurably better clinical skills in trainees? Early 

results suggest that interactive and lived-experience-informed sessions 

produce more empathetic providers 

pmc.ncbi.nlm.nih.gov 

. Implementation science – figuring out how to get guidelines put into routine 

practice – is very relevant in this field. Researchers might examine, say, an 

intervention to increase routine HIV and STD screening in psychiatric clinics 

for high-risk populations, or to ensure every mental health intake form in a 

system is inclusive (and then measure patient satisfaction). 

• Global Health and Cultural Research: As mentioned, much of the world still 

lacks research; future studies will likely focus on understudied regions and 

https://pmc.ncbi.nlm.nih.gov/articles/PMC10932474/#:~:text=their%20development%20or%20impact
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groups. For example, exploring the mental health of LGBTQ+ individuals in 

sub-Saharan Africa in the context of criminalization, or understanding the 

outcomes of India’s approach of legally recognizing trans identities and 

providing third-gender quotas in education/jobs. Culturally specific 

phenomena, like the two-spirit identity among some North American 

Indigenous peoples or the role of Hijra communities in South Asia, deserve 

dedicated research to inform culturally attuned care. By broadening the 

geographic focus of research, the field will gain insights into universal 

principles versus culture-bound expressions of gender/sexuality and tailor 

interventions accordingly. 

• Ethical and Policy Research: With so many ethical questions, research isn’t 

just biomedical – it’s also in law, ethics, and sociology. We can expect 

continued research on topics like: outcomes of legal gender self-identification 

policies (do they improve mental health and societal acceptance? early signs 

from places like Ireland and Argentina suggest yes); evaluating the impact of 

banning conversion therapy (e.g., do bans reduce the prevalence of those 

practices and lead to more people seeking legitimate therapy?); and the 

effects of integrating sexual orientation/gender identity data collection into 

health systems (so far, places that do so find it helps identify disparities, which 

is a net positive for public health). 

In conclusion, sexual and gender psychiatry will continue to advance on multiple 

fronts. The overarching theme of future research is refining our approaches to be 

maximally effective and inclusive – whether that’s personalizing a treatment plan for 

an individual’s unique needs or ensuring entire communities benefit from supportive 

policies. As new evidence emerges, it will be incorporated into updates of guidelines 

(like future DSM or ICD revisions, or new Standards of Care from WPATH). The 

ultimate goal of these research endeavours is to improve the mental health and 

quality of life of individuals across the spectra of sexuality and gender, and to inform 

society on how to create environments that allow people to thrive without fear or 

undue barriers. The coming years promise not only scientific discovery but also 

hopefully continued progress in social understanding, so that the science and society 

evolve hand in hand. 

Sources: 
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