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ABSTRACT

Background: It is currently unknown whether there are differences in desire for gender affirming medical treat-
ment (GAMT) between binary and non-binary transgender individuals, although the latter seek treatment less
prevalently.

Aim: To investigate differences between binary and non-binary individuals on received GAMT, desire for
GAMT, and motives for (not) wanting GAMT, and to explore the association between having an unfulfilled
treatment desire and general and sexual well-being.

Methods: We conducted an online questionnaire in a community sample of 125 transgender men, 72 transgen-
der women, and 62 non-binary transgender individuals (age:M = 30.4, SD = 11.31, range 18-69).

Outcome measures: Undergone GAMT, GAMT desire, motives for (not) wanting (further) GAMT, Utrecht
Gender Dysphoria Scale, Satisfaction With Life Scale, Hospital Anxiety and Depression Scale, Global Measure
of Sexual Satisfaction, transgender-specific body image worries, and sexual self-concept discrepancies.

Results: Binary transgender participants reported having undergone more GAMT procedures than non-binary
transgender participants (P < .001 for both gender affirming hormone treatment (GAHT) and gender affirming
surgery (GAS)). While binary participants reported a stronger desire for GAHT compared to non-binary partici-
pants (X2(1, N = 93) = 32.63, P < .001), the groups did not differ in their desire for GAS (X2(1,
N = 247) = 0.68, P = .411). Binary and non-binary participants reported similar reasons for wanting treatment,
mostly related to body and/or gender incongruence and gender affirmation. In terms of not wanting treatment,
the non-binary group reported their gender identity as the most important reason, while the binary group mostly
mentioned
possible medical complications. The majority of both groups had an unfulfilled treatment desire (69% of binary
participants and 64.5% of non-binary participants), which was related to lower levels of general life satisfaction
(P < .001) and sexual satisfaction (P = .005), more anxiety (P = .006) and transgender-specific body image
worries (P < .001), and larger sexual self-concept discrepancies (P < .001 for actual and/or ideal, P < .001 for
actual and/or ought).

Clinical implications: Systemic barriers to GAMT (especially GAS) should be removed not only for binary but
also for non-binary identifying transgender individuals to decrease the discrepancy between treatment desire and
actually seeking treatment.

Strengths & limitations: This study was the first to systematically investigate differences in treatment desire
motives between binary and non-binary transgender individuals, while also showing the possible negative conse-
quences of an unfulfilled treatment desire. Given the online character of the study, results may not generalize to
the broader transgender community.
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Conclusion: Similarly to binary transgender individuals, many non-binary transgender individuals have a desire
for GAMT, and not being able to receive GAMT has a negative effect on their mental and sexual health. Further
efforts should be made to make GAMT accessible for all transgender individuals, regardless of gender identity.
Kennis M, Duecker F, T’Sjoen G, et al. Gender Affirming Medical Treatment Desire and Treatment
Motives in Binary and Non-Binary Transgender Individuals. J Sex Med 2022;19:1173−1184.
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INTRODUCTION

‘Transgender’ is often used as an umbrella term to indicate
individuals who do not (always or completely) identify with the
gender that was assigned to them at birth. Most transgender indi-
viduals identify within the gender binary,1,2 being a man or a
woman. Recently, however, transgender individuals whose identity
is outside the traditional binary have become more visible, leading
to a better understanding of gender diversity.3 While sometimes
these individuals identify themselves as non-binary, they can apply
various labels to themselves, such as ‘agender,’ ‘genderqueer,’ or
‘third gender,’4,5 and might not identify as transgender.6 Through-
out this manuscript, we use the term ‘binary transgender’ to indi-
cate individuals who identify as transgender and identify with a
binary gender (ie, trans men and trans women), and we use the
term ‘non-binary transgender’ to indicate individuals who identify
as transgender and do not identify with a binary gender.

Some transgender individuals, but not all,7 experience gender
dysphoria, which refers to distress caused by the incongruence
between gender identity and sex assigned at birth.8 In order to
alleviate this distress, some transgender individuals opt for gender
affirming medical treatment (GAMT). This includes various
medical procedures as described by the World Professional Asso-
ciation of Transgender Health,9 such as gender affirming hor-
mone treatment (GAHT) and gender affirming surgeries (GAS).
For instance, individuals with a female sex assigned at birth can
receive testosterone as GAHT to de-feminize and/or masculinize
their body, while individuals with a male sex assigned at birth
can receive androgen blockers and estrogen. In terms of GAS,
various procedures are available, targeting both primary sex char-
acteristics (eg, vaginoplasty, phalloplasty) and secondary sex char-
acteristics (eg, mastectomy, facial feminization surgery). In
Western Europe and North America, GAMT is typically pro-
vided by an interdisciplinary team including endocrinologists,
surgeons, psychologists, speech therapists, and sexologists.9,10

Previous studies have shown that non-binary transgender indi-
viduals are less likely to seek GAMT at a gender clinic than binary
transgender individuals.11-15 It has not yet been systematically
investigated whether this is truly the case because non-binary indi-
viduals have less treatment desire, as some have suggested,16 or
because they cannot access GAMT. For instance, Jones et al.17
suggested that non-binary identifying individuals experience less
body dissatisfaction and gender incongruence than binary trans-
gender individuals, which might indicate that GAMT is less cru-
cial for their well-being. Specifically, this study found that non-
binary individuals report higher levels of body satisfaction with
sex-specific body parts such as chest and genitalia, which are typi-
cally targeted by GAMT. However, other authors10,18 have argued
that lower rates of non-binary individuals receiving GAMT are
not due to a lower need in this group, but due to an implicit
binary framework in gender clinics and other obstacles to GAMT
for non-binary individuals. Such obstacles can lead to non-binary
transgender individuals hiding their non-binary identity in order
to be eligible for GAMT.3 This might then distort figures on
treatment desire in non-binary individuals.

It is of great importance to understand what transgender indi-
viduals’ motives are for undergoing treatment and why non-binary
transgender individuals are less likely to apply for GAMT than
binary transgender individuals. Several studies have indicated that
in binary transgender individuals, GAMT improves mental19-21

and sexual well-being.22,23 A recent study has suggested that it is
not GAMT in itself that improves sexual well-being, but that it is
the fulfillment of treatment desire that positively affects factors such
as sexual agency, sexual pleasure, and sexual esteem.24 For
instance, transgender women with a fulfilled treatment desire
reported more sexual pleasure than those with an unfulfilled treat-
ment desire, and transgender men with a fulfilled treatment desire
reported more sexual esteem than those with an unfulfilled treat-
ment desire. It is therefore essential to investigate how prevalent
an unfulfilled treatment desire is in both binary and non-binary
individuals, and whether an improvement in sexual well-being is
an important motive to undergo GAMT.

For the current study, we conducted an online survey in a
community sample of adult binary and non-binary transgender
individuals in order to investigate differences in undergone
GAMT and treatment desire between binary and non-binary
transgender individuals. Based on previous literature, we expect to
find that the non-binary sample reports having undergone less
GAMT (as in18), and having less desire for such treatment (as
in25, where participants were briefly asked about treatment desire).
We also investigated the most common motives for (not) wanting
J Sex Med 2022;19:1173−1184
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GAMT and differences herein between binary and non-binary
transgender individuals. Given that Jones et al.17 reported lower
gender incongruence and higher body satisfaction in non-binary
individuals, we expect that binary transgender individuals will
more often report motives related to gender dysphoria and body
incongruence for wanting treatment than non-binary transgender
individuals, and that the latter will more often report not having
the need for GAMT compared to binary transgender individuals
as a reason for not wanting treatment. Finally, we investigated the
association between treatment desire status and general and sexual
well-being by comparing groups of binary and non-binary trans-
gender individuals with no treatment desire, an unfulfilled treat-
ment desire, and a fulfilled treatment desire. We thereby focused
on variables that are typically targeted by GAMT (gender dyspho-
ria and transgender-specific body image worries), variables that are
typically more negative in transgender individuals than in cisgen-
der individuals (anxiety, depression, and general life satisfaction26),
and variables that are likely to be affected by GAMT (actual/ideal
sexual self-concept discrepancies and sexual satisfaction27).
//academ
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METHOD

Participants
Participants were required to be at least 18 years old and

could complete the questionnaire in Dutch or English (all ques-
tionnaires were back-to-back translated). In total, 514 partici-
pants completed at least part of the survey. Six were removed
from the dataset because they were too young or did not provide
information about their age; five were removed because they did
not enter any information on gender identity; 21 were removed
because of a clearly invalid response profile (eg, no variation in
response throughout the questionnaires, or completing the sur-
vey in less than 5 minutes). Based on the information about sex
assigned at birth and gender identity provided, participants were
assigned to one of five groups: transgender men (those who indi-
cated a female sex assigned at birth and a male gender identity,
N = 125), transgender women (those who indicated a male sex
assigned at birth and a female gender identity, N = 72), cisgender
men (those who indicated a male sex assigned at birth and a male
gender identity, N = 98), cisgender women (those who indicated
a female sex assigned at birth and a female gender identity,
N = 107), non-binary and/or other (those who indicated a gen-
der identity other than ‘man’ or ‘woman,’ N = 80). We also
included a question on whether participants identified as trans-
gender. All transgender men and women replied ‘yes’ to this
question, and all cisgender men and women replied ‘no’ to this
question, confirming the group assignments. Of the non-binary
and/or other identity group, 18 participants indicated not identi-
fying as transgender. For the current analyses, we included only
participants who explicitly indicated having a transgender iden-
tity, resulting in a total sample size of 259 participants (125
transgender men, 72 transgender women, and 62 non-binary
transgender individuals).
J Sex Med 2022;19:1173−1184
Procedure
This study was approved by the Ethics Review Committee

Psychology and Neuroscience (ERCPN) of Maastricht Univer-
sity (approval code: 225_95_07_2020). The survey was pro-
grammed in Qualtrics and was administered online between July
16 and October 2, 2020. Transgender participants were mainly
recruited online via social media in the LGBTQI+ (Lesbian,
Gay, Bisexual, Transgender, Queer, Intersex, plus others) com-
munity (eg, Facebook groups targeted towards the transgender
community, Twitter messages including transgender-related
hashtags, Facebook pages of transgender support organizations).
Recruitment materials were presented in English and Dutch,
reflecting the languages the survey could be completed in. We
asked participants who had completed the survey to spread the
link among potentially interested people in their network.

All participants declared informed consent at the beginning of
the survey. Participants could enter a raffle for a €10 gift voucher
at the end of the survey (one voucher per 20 participants; partici-
pants were made aware of the odds). The email addresses pro-
vided for the raffle were stored separately from questionnaire
responses and removed after the vouchers had been distributed.
In total, the procedure took 15-25 minutes per participant.
Measures
Demographics. The survey included open questions on age,
country of residence, mother tongue, and number of children,
and multiple-choice questions on educational level, occupation,
housing, and relationship status and length. Sexual orientation
was assessed by presenting 2 sliding scales (one for men, one for
women) on which participants could indicate how much they
were attracted to these genders in general (scored from 0 to 100,
with lower scores indicating lower attraction). Sex assigned at
birth was assessed via a multiple-choice question including Male,
Female, Intersex, and an open option. Gender identity was
assessed via a multiple-choice question including Man, Woman,
Non-Binary, and an open option. Responses from participants
who indicated identifying with another gender identity using the
open option were all inspected, with any indication of the partici-
pant not identifying fully within the gender binary resulting in
an assignment to the non-binary group (eg, ‘non-binary trans-
man’). Finally, participants were asked whether they identified as
transgender, in which case they were also asked when they had
first become aware of their transgender identity and whether
they had received a diagnosis of Gender Dysphoria.
Received and Desired Gender Affirming Medical Treat-
ment. First, all transgender participants indicated whether they
were currently on a waiting list for an intake consultation,
GAHT, and/or GAS. Then, participants were asked whether
they had already received some form of GAMT. Those who indi-
cated that they did, completed further questions about how long
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ago this had been and how satisfied they were with the GAMT.
Participants also indicated whether they desired (further)
GAMT.

Based on the responses on the questions outlined above, we
divided participants into three groups. The No Treatment Desire
(No TD) group consisted of those who indicated not having
received GAHT or undergone GAS, and not planning to do so
in the future. The Unfulfilled Treatment Desire (Unfulfilled
TD) group consisted of participants who indicated wanting
GAHT and/or (further) GAS in the future. The Fulfilled Treat-
ment Desire (Fulfilled TD) group consisted of those who indi-
cated already having received GAHT and/or undergone GAS,
and not wanting any further treatment in the future.
nloaded from
 https://academ
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Motives for (not) Wanting Treatment. Based on partici-
pants’ responses on the questions about received GAMT and
treatment desire, we presented multiple-choice questions asking
why participants had already received GAMT, why they desired
(further) GAMT, or why they did not desire (further) GAMT.
These items were based on expert opinion and were checked
with people from the transgender community before launching
the study. All questions about treatment motives included an
open option where participants could describe motives that were
not presented in the lists.
jsm
/article/19/7/1173/6961287 by guest on 01 June 2025
Gender Dysphoria. Feelings of gender dysphoria were
assessed using the Utrecht Gender Dysphoria Scale
(UGDS28,29), which has two different versions depending on sex
assigned at birth (male and/or female). Each version consists of
12 items which participants rated on a 5-point scale ranging
from 1 = ‘Entirely disagree’ to 5 = ‘Entirely agree’. Because some
of the questions would not apply to transgender people who
have already undergone certain types of GAMT (eg “I hate hav-
ing breasts” for a transgender man who has undergone mastec-
tomy), we included the response option ‘Not applicable,’ which
was scored to one (low gender dysphoria). Participants’ final
score on the UGDS was calculated by averaging the scores for all
items, with the final scores ranging from one (no gender dyspho-
ria) to five (high gender dysphoria). Both versions had high reli-
ability in our sample (Cronbach’s a = .88 for male sex assigned
at birth version; Cronbach’s a = .85 for female sex assigned at
birth version).
Sexual Satisfaction. Sexual satisfaction was assessed using the
Global Measure of Sexual Satisfaction (GMSEX30), a 5-item
measure assessing satisfaction on a 7-point scale (eg, 1 = ‘Unsatis-
fying’ and 7 = ‘Satisfying’). Scores ranged from 7 to 35, with
higher scores indicating higher sexual satisfaction. The scale
showed sufficient reliability in our sample (Cronbach’s a = .96).
Sexual Self-Concept Discrepancies. We developed a con-
cise measure of two types of sexual self-concept (SSC)
discrepancies (based on31): actual/ideal and actual/ought.
Actual/ideal SSC discrepancies indicate how far away people
consider themselves to be from whom they ideally would
want to be sexually. Actual/ought SSC discrepancies, on the
other hand, indicate how far away people consider themselves
to be from whom they think they should be sexually. The
following text was presented to participants for the actual/
ideal item:

“Think about your actual sexual self-concept, and your ideal sex-
ual self-concept. Your actual self-concept entails all the ideas and
feelings you have about who you currently are as a sexual person.
Your ideal sexual self-concept entails all the ideas and feelings you
have about who you ideally would want to be as a sexual person.
How far away is your actual sexual self-concept from your ideal sex-
ual self-concept?”

The phrasing was identical for the actual/ought item, except
‘ought’ was used instead of ‘ideal,’ and ‘who you should be’
instead of ‘who you ideally would want to be.’ Participants used
a sliding scale to indicate how large the discrepancies between
their self-concepts are. Positions on the scale were coded into a
score ranging from 0 = ‘Entirely overlapping’ to 100 = ‘Very far
away,’ with higher scores indicating a higher SSC discrepancy.
Transgender-Specific Body Image Worries. We assessed
transgender-specific body image worries using the T-WORRY.32

The scale consists of seven items (Cronbach’s a = .79), represent-
ing worries transgender people could have while having sex, to be
rated on a five-point scale ranging from 1 = ‘Not at all’ to
5 = ‘Very’. The T-WORRY questionnaire covers both general
body image anxiety (eg, “When I think about having sex, I worry
that other people think my body is unattractive”) and trans-
related anxiety (eg, “When I think about having sex, I worry that
once I’m naked, people will not see me as the gender I am”).
Sum scores ranged from 5 to 35, with higher scores indicating
more worries.
General Life Satisfaction
Life satisfaction was assessed using the Satisfaction With Life

Scale (SWLS33). The questionnaire consists of 5 items (eg, “So
far I have gotten the important things I want in life”) (Cron-
bach’s a = .89) which are rated on a seven-point Likert scale
ranging from 1 = ‘Strongly disagree’ to 7 = ‘Strongly agree’. Sum
scores ranged from 7 to 35, with higher scores indicating higher
life satisfaction.
Anxiety and Depression. We assessed anxiety and depres-
sion using the Hospital Anxiety and Depression Scale
(HADS34). The questionnaire interleaves a seven-item anxiety
scale (eg, “I feel tense or ‘wound up’”) (Cronbach’s a = .86) with
a seven-item depression scale (eg, “I feel cheerful,” reverse item)
(Cronbach’s a = .77), presenting participants four response
J Sex Med 2022;19:1173−1184
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options per statement. For each scale, scores range from 0 to 21,
with higher scores indicating higher anxiety/depression.
Other Questionnaires. Participants also completed a ques-
tionnaire on Sexual Self-Concept (35; adapted by36). This ques-
tionnaire will however not be included in the analyses presented
in this manuscript, but will be presented elsewhere.37
D
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Analysis
All statistical analyses were performed using the software

JASP.38 We applied a significance threshold of P = .05 for all
analyses, and applied a Bonferroni correction when investigating
multiple variables at once (such as variables on general and sexual
well-being). Group differences were analyzed using independent-
samples t-tests in the case of continuous variables, and chi-square
tests of independence in the case of categorical variables.
https://academ
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RESULTS

Sample Descriptives
Descriptive statistics are presented in Table 1. The mean age

of the total sample was 30.4 years (SD = 11.31, range 18-69,
N = 259). Binary and non-binary transgender groups did not dif-
fer in terms of age, attraction to men, and attraction to women.
Groups also did not differ on educational level, relationship sta-
tus, and housing. The 2 groups did differ, however, on sex
assigned at birth. While in both groups there was a majority of
participants indicating they had a female sex assigned at birth,
this proportion was higher in the non-binary sample than in the
binary sample. Furthermore, the groups differed on when they
indicated becoming aware of their transgender identity, with
most binary participants indicating this happened during mid
childhood or around the start of puberty and most non-binary
participants indicating that this happened later, during adoles-
cence or young adulthood. Finally, groups differed in the fre-
quency with which they indicated having a diagnosis of gender
dysphoria or gender incongruence, with the majority (79.57%)
of the binary sample indicating that they had such a diagnosis
and the majority (58.07%) of the non-binary sample indicating
that they had not.
Differences in Received and Desired GAMT between
Binary and Non-Binary Transgender Participants

The non-binary and binary groups differed in frequency with
which participants reported already having received GAHT (X2

(1, N = 249) = 47.89, P < .001) and undergone GAS (X2 (1,
N = 244) = 15.77, P < .001). In the binary group, 74.9%
(N = 140) of participants indicated already having received
GAHT, compared to only 25.8% (N = 16) in the non-binary
group. Similarly, the proportion of those who indicated already
having undergone (one or multiple) GAS was higher in the
J Sex Med 2022;19:1173−1184
binary group (N = 97, 53.3%) compared to the non-binary
group (N = 15, 24.2%).

Among the participants that indicated not (yet) having
received GAHT, we also found a difference between the binary
and non-binary groups in the frequency with which participants
reported having a desire for GAHT in the future (X2 (1,
N = 93) = 32.63, P < .001), with most binary participants indi-
cating that they would still want this (N = 39, 83%), compared
to a lower proportion of the non-binary participants (N = 11,
23.9%). In terms of (additional) GAS, however, the groups did
not differ in the extent to which they indicated having a desire
for this (X2 (1, N = 247) = 0.68, P = 0.411), with 67%
(N = 124) of the binary sample expressing such a desire, and
61.3% (N = 38) of the non-binary sample.

In the binary group, 69% (N = 123) of the participants were
allocated to the Unfulfilled TD group, 29.4% (N = 55) to the
Fulfilled TD group, and 1.6% (N = 3) to the No TD group. In
the non-binary group, these percentages were respectively 64.5%
(N = 40), 16.1% (N = 10), and 19.4% (N = 12). Hence, the
binary and non-binary groups differed significantly in their treat-
ment desire status (X2 (2, N = 249) = 27.64, P < .001), since
binary participants more often reported Fulfilled TD and non-
binary participants more often reported No TD.
Motives for Wanting GAMT and Differences
between Binary and Non-Binary Transgender
Participants

Table 2 presents how frequently participants indicated having
a certain motive for already receiving or still wanting GAHT. “I
want(ed) to change my body,” “I want(ed) to feel more mascu-
line/feminine,” and “I want(ed) people to see me for a man/
woman” were most frequently indicated by both binary and
non-binary participants. The table also presents the frequency of
the motives for having undergone or still wanting GAS. For the
binary group, the most common motives were similar to those
for receiving and/or wanting GAHT. For the non-binary group,
however, “It would make it easier to wear the clothes that fit my
gender identity” was most frequently indicated, together with “I
want(ed) to change my body.”

For both GAHT and GAS, motives related to norms and
group assimilation such as “It is what transgender people do”
and “Others expect(ed) me to” were rarely selected by both
groups (between 0 and 3.9%).
Motives for not Wanting GAMT and Differences
between Binary and Non-Binary Transgender
Participants

Table 3 presents the motives for not wanting GAHT and for
not wanting (additional) GAS. In the binary group, the most
common motive for not wanting GAHT was “I am afraid of
other people’s reactions” and the most common motive for not
wanting GAS was “I am afraid of negative medical



Table 1. Descriptive statistics and group differences on age, attraction, relationship status, educational level, employment status, housing,
sex assigned at birth, time of realization of trans identity, gender dysphoria/gender incongruence diagnosis, and country of residence.

Binary transgender
group

Non-binary
transgender group

Group
difference

Continuous variables M M t
SD SD P

Age 31.06 28.32 1.67
11.48 10.60 .097

Attraction to women 67.18 72.93 -1.14
33.64 31.28 .255

Attraction to men 52.97 62.41 -1.72
35.88 36.66 .086

Categorical variables N (%) N (%) X2

P
Relationship status In a relationship 91 (16.19) 35 (56.45) 1.99

Not in a relationship 106 (53.81) 27 (53.55) .159
Educational level No HS degree 6 (3.10) 1 (1.61) 5.92

HS degree 78 (40) 15 (24.19) .052
Higher education 111 (56.92) 46 (74.19)

Employment status Employed 100 (50.76) 26 (41.94) 1.65
Student 61 (30.96) 24 (38.71) .439
Unemployed/retired 36 (18.27) 12 (19.36)

Housing Living alone 64 (32.82) 15 (24.19) 2.89
Partner 51 (26.15) 19 (30.65) .410
With parents/family 52 (26.67) 15 (24.19)
Student housing/with friends 28 (14.36) 13 (20.97)

Sex assigned at birth Female 125 (63.45) 50 (80.65) 6.36
Male 72 (36.55) 12 (19.36) .012*

Realization of trans identity Early childhood 26 (13.90) 1 (1.61) 26.29
Mid childhood 54 (28.88) 8 (12.90) < .001*
Late childhood 22 (11.77) 9 (14.52)
Start puberty 30 (16.04) 8 (12.90)
Adolescence 26 (13.90) 17 (27.42)
Young adulthood 14 (7.49) 14 (22.58)
Mid adulthood 11 (5.88) 4 (6.45)
Late adulthood 4 (2.14) 1 (1.61)

GD/GI diagnosis Yes 148 (79.57) 26 (41.94) 31.46
No 38 (20.43) 36 (58.07) < .001*

Country of residence The Netherlands 122 (61.93) 44 (70.97) 4.23
Belgium 42 (21.32) 6 (9.68) .237
United Stated of America 22 (11.17) 8 (12.90)
Other 11 (5.58) 4 (6.45)

*Significant P values (<.05).
GD = gender dysphoria; GI = gender incongruence; M = mean; SD = standard deviation.
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consequences.” Non-binary participants, however, indicated “I
don’t entirely feel like a man/woman” as the most important
motive for not wanting GAHT or GAS.
Differences in General and Sexual Well-being
between UTD and FTD

Because the sample size of the No TD group was too
small (n = 15), we only compared groups with Unfulfilled
TD and Fulfilled TD on general and sexual well-being
(Table 4). The Fulfilled TD group scored significantly better
than the Unfulfilled TD group on general life satisfaction,
anxiety, sexual satisfaction, transgender-specific body image
worries, and actual and/or ideal and actual and/or ought sex-
ual self-concept discrepancies. Follow-up analyses of the
transgender-specific body image worries measure revealed that
the 2 groups differed on the trans-related anxiety subscale
only (P = .002), and not on the general body image anxiety
subscale (P = .06). There were no group differences on gen-
der dysphoria and depression scores.
J Sex Med 2022;19:1173−1184



Table 2. Frequencies with which participants indicated having (had) a certain motive for having received GAMT or wanting to receive
GAMT.

GAHT GAS

Binary transgender
group

Non-binary
transgender group

Binary transgender
group

Non-binary
transgender group

I want(ed) to change my
body

142 (79.8%) 23 (62.2%) 148 (74%) 31 (68.9%)

I hate(d) my body without
it

93 (52.2%) 6 (16.2%) 119 (59.5%) 23 (51.1%)

I want(ed) to feel more
masculine/feminine

139 (78.1%) 17 (45.9%) 147 (73.5% 19 (42.2%)

I want(ed) people to see
me for a man/woman

143 (80.3%) 9 (24.3%) 118 (59%) 11 (24.4%)

It would make it easier to
wear the clothes that fit
my gender identity

105 (52.5%) 28 (62.2%)

It is/was required for a
legal sex change

14 (7%) 0 (0%)

It is what transgender
people do

7 (3.9%) 0 (0%) 7 (3.5%) 1 (2.2%)

Others expect(ed) me to 3 (1.7%) 0 (0%) 1 (0.5%) 1 (2.2%)
I want(ed) to improve my
sex life

24 (13.5%) 4 (10.8%) 68 (34%) 7 (15.6%)

GAMT = gender affirming medical treatment; GAHT = gender affirming hormone treatment; GAS = gender affirming surgery.
Note: Participants could indicate multiple answers.

Table 3. Frequencies with which participants indicated not wanting to receive GAMT.

GAHT GAS

Binary transgender
group

Non-binary
transgender group

Binary transgender
group

Non-binary
transgender group

I am happy with my body as it is 0 (0%) 6 (17.1%) 19 (25.3%) 9 (30%)
I don’t need it to feel more masculine/
feminine

2 (25%) 7 (20%) 23 (30.7%) 9 (30%)

My environment does not approve of it 2 (25%) 7 (20%) 4 (5.3%) 4 (13.3%)
I am afraid of other people’s reactions 3 (37.5%) 5 (14.3%) 4 (5.3%) 3 (10%)
It might affect my fertility 0 (0%) 2 (5.7%) 7 (9.3%) 3 (10%)
I am afraid of negative medical
consequences

2 (25%) 7 (20%) 43 (57.3%) 13 (43.3%)

I think it might have a negative
influence on my sex life

1 (12.5%) 5 (14.3%) 13 (17.3%) 5 (16.7%)

My doctor discourages it 0 (0%) 0 (0%) 3 (4%) 0 (0%)
It is too expensive 1 (12.5%) 2 (5.7%) 22 (29.3%) 7 (23.3%)
From a practical viewpoint it hasn’t
been convenient

0 (0%) 2 (5.7%) 14 (18.7%) 8 (26.7%)

I’m afraid I might regret it later 1 (12.5%) 4 (11.4%) 14 (18.7%) 10 (33.3%)
I don’t entirely feel like a man/woman 0 (0%) 22 (62.9%) 5 (6.7%) 16 (53.3%)

GAMT = gender affirming medical treatment; GAHT = gender affirming hormone treatment; GAS = gender affirming surgery.
Note: Participants could indicate multiple answers.
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DISCUSSION

The current study aimed to investigate differences in (motives
for) gender affirming medical treatment desire between binary
and non-binary transgender individuals, and to examine the
J Sex Med 2022;19:1173−1184
relation between a(n) (un)fulfilled treatment desire and general
and sexual well-being. Overall, we found that binary and non-
binary transgender individuals differ little in the extent to which
they desire GAMT, specifically GAS, and in the reasons for desir-
ing this. Furthermore, we found that having an unfulfilled



Table 4. Group differences between FTD and UTD on gender dysphoria (UGDS), general life satisfaction (GLS), anxiety and depression
(HADS), sexual satisfaction (GMSEX), transgender-specific body image worries (T-WORRY), and actual/ideal and actual/ought sexual
self-concept discrepancies.

FTDM
(SD)

UTDM
(SD) t P

Gender dysphoria 4.08 (.76) 4.27 (.59) -2.07 .040
General life satisfaction 22.07 (7.22) 17.49 (7.00) 4.07 <.001*
Anxiety 7.352 (4.38) 9.47 (4.93) -2.77 .006*
Depression 5.20 (3.97) 6.35 (3.79) -1.88 .062
Sexual satisfaction 26.48 (7.76) 22.36 (9.51) 2.85 .005*
Transgender-specific body image worries 14.09 (5.64) 17.54 (6.33) -3.51 <.001*
Actual/ideal sexual self-concept discrepancy 41.38 (27.73) 59.22 (27.15) -4.03 <.001*
Actual/ought sexual self-concept discrepancy 37.81 (28.43) 56.05 (27.89) -3.97 <.001*

*Significance threshold is P < .006 (Bonferroni correction: .05/8).
FTD = fulfilled treatment desire; M = mean; SD = standard deviation; UTD = unfulfilled treatment desire.
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treatment desire is negatively associated with variables related to
general and sexual well-being. We will discuss our findings in
detail below.
//academ
ic.oup.com

/jsm
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Differences in Treatment (Desire) between Binary
and Non-Binary Transgender Individuals

For both GAHT and GAS, the majority of our binary sample
indicated having received and/or undergone these forms of
GAMT, while the majority of the non-binary sample did not.
This is in line with our prediction that non-binary participants
would have undergone GAMT less often compared to binary
participants. When it comes to treatment desire, we found that
non-binary participants desired GAHT less often compared to
binary participants, but we found no difference for GAS. The
majority of both binary and non-binary participants indicated
having a desire for GAS, contrary to our prediction that non-
binary participants would not as often desire GAMT procedures.
In our sample, this was driven by many non-binary participants
(who mostly had a female sex assigned at birth) desiring mastec-
tomy (breast removal).

The fact that many non-binary participants desired GAS
suggests that the majority of both binary and non-binary par-
ticipants had an Unfulfilled TD. This is especially striking in
the non-binary group given the relatively low rates at which
this group actually seeks GAMT. There seems a discrepancy
between the rate at which non-binary transgender people
report wanting GAMT, and the rate at which they receive
this. Historically this could be explained by the diagnostic cri-
teria for gender dysphoria (Eyssel et al., 2017), which in the
Diagnostic and Statistical Manual of Mental Disorders, 4th Edi-
tion39 and International Classification of Diseases, 10th Revi-
sion40 explicitly stated that someone had to identify with the
gender opposite to the one assigned at birth in order to receive
the diagnosis. While this criterion has been abolished in the
most recent updates of the DSM8 and ICD,41 several authors
have argued that more recently GAMT is still relatively
restricted for non-binary identifying individuals,18 especially
when healthcare providers assume ‘traditional’ trajectories for
a transition.42

Finally, the 2 groups differed in the extent to which they
reported having No TD. While the percentage of participants in
the binary group was close to zero, about one in 5 non-binary
participants indicated having No TD. While most non-binary
individuals indicated that they have an Unfulfilled TD, there
seems to be a considerable proportion that manages to live
according to their gender identity without medical procedures
(see also24). This finding highlights that having a transgender
identity cannot be equated with having a desire for GAMT, and
warrants individualized treatment procedures for transgender
individuals.
Motives for Wanting Treatment
Previous research has suggested that non-binary transgen-

der individuals suffer less from body dissatisfaction and gen-
der incongruence than binary transgender individuals.17 We
therefore expected that binary and non-binary participants
would report different motives for wanting GAMT, with
non-binary participants less frequently mentioning motives
related to body and/or gender dysphoria. This was however
not confirmed: motives such as wanting to change one’s
body, wanting to feel more masculine or feminine, and
wanting to be seen as a woman or a man by other people
were most prevalent in both participant groups when it
came to desiring GAHT. This is not necessarily in contra-
diction with Jones et al.’s17 findings as it is plausible that
although non-binary transgender people experience less
body incongruence than binary transgender people, they still
experience sufficient incongruence to prompt a desire for
GAMT. The fact that non-binary transgender individuals
struggle with body and/or gender dysphoria to such an
extent that it prompts a desire for GAMT, implicates that
this variable is an important therapeutic focus not only in
binary identifying transgender individuals, but in non-
binary individuals as well.
J Sex Med 2022;19:1173−1184
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In the context of desiring GAS, binary participants reported
similar motives as for wanting GAHT. Non-binary participants,
however, often indicated that they wanted to change their body
via surgery so it would be easier to wear the clothes that fit their
gender identity. Van de Grift et al.43 showed that in binary trans-
gender men, mastectomy has positive effects that go beyond sat-
isfaction with chest appearance, indicating that this procedure
can have great social impact on people who desire it. By having a
mastectomy, non-binary individuals can more easily wear certain
clothes without looking feminine, not only increasing body satis-
faction but facilitating gender affirmation in social interactions as
well.

Several treatment motives were hardly selected by any of
our participants. The least frequently selected motives related
to norms and group assimilation. This suggests that our par-
ticipants did not desire GAMT because they want to be part
of a ‘transgender group,’ and that they did not feel peer pres-
sure or want to be part of a trend. Finally, only a small
group of our participants indicated that improving their sex
life is and/or was a motive for desiring GAMT. While several
studies have shown that GAMT can improve sexual well-
being,22,23 this does not seem to be the main reason for
transgender individuals to undergo such treatment.
.com
/jsm

/article/19/7/1173/6961287 by guest on 01 June 2025
Motives for not Wanting Treatment
While most participants in our study had an UTD, a consid-

erable part of the sample indicated not desiring (further) GAMT.
We predicted that non-binary participants would indicate more
often not having the need for GAMT, but, similarly to binary
participants, they did not often select motives such as “I am
happy with my body as it is” or “I don’t need it to feel more mas-
culine/feminine.” This suggests that not having a treatment
desire does not necessarily indicate satisfaction with one’s
body.24 Instead, they most frequently indicated that not identify-
ing within the gender binary is what keeps them from desiring
GAMT. Many GAMT procedures target secondary sex charac-
teristics, such as breasts in transgender women and facial hair in
transgender men. For non-binary identifying transgender indi-
viduals, these characteristics might be considered undesirable
because they do not fit their gender identity better than the sex
characteristics associated with their sex assigned at birth.

In the binary sample, fear of medical consequences was often
mentioned as a motive for not wanting GAS. This is possibly
related to fact that especially masculinizing genital surgery
(metoidioplasty and/or phalloplasty) may sometimes result in
complications.44,45 Therefore, transgender men in our sample
might have opted not to pursue this GAMT step.
Relation between Treatment Desire and General and
Sexual Well-being

We found that, compared to individuals with a Fulfilled TD,
individuals with an Unfulfilled TD reported lower levels of
J Sex Med 2022;19:1173−1184
general life satisfaction, sexual satisfaction, and more anxiety,
body image worries, sexual satisfaction, and sexual self-concept
discrepancies. They did not, however, report more gender dys-
phoria or depression.

These findings are in line with previous studies indicating that
GAMT can improve general19-21 and sexual well-being.22,23

However, while most previous studies focus on the effects of
GAMT in itself, this is one of the first studies that focuses on the
fulfillment of treatment desire instead. While these two
approaches are highly related, one could argue that the latter is
more inclusive. For instance, as previously reported11,18 and as
shown in our sample, only a minority of non-binary transgender
individuals will opt for GAHT. Studies investigating the effects
of GAHT itself are therefore likely to miss out on the experiences
of non-binary individuals. When studying (the fulfillment of)
treatment desire and its effects on well-being, participants with
more variable treatment paths and GAMT wishes should be
included.

The finding that the group with an Unfulfilled TD scored
lower on sexual well-being variables than the FTD group is in
line with Nikkelen and Kreukels.24 Interestingly, the Unfulfilled
TD and Fulfilled TD groups did not differ on depression and
gender dysphoria. Especially the lack of a difference on gender
dysphoria is striking, as GAMT typically aims to alleviate gender
dysphoria. Possibly, this is due to the proportion of participants
that had already received GAMT in the Unfulfilled TD group,
alleviating part of the gender dysphoria in this group. Another
explanation is that even when individuals desire no further
GAMT, they may still experience gender dysphoria to a certain
degree. In any case, the lack of a difference on gender dysphoria
indicates that a gender dysphoria score only cannot be considered
a good indicator of an individual’s need for GAMT.

Overall, the differences between the Unfulfilled TD and Ful-
filled TD groups highlight the negative consequences of having
an Unfulfilled TD for general and sexual well-being. Given that
most participants reported having an Unfulfilled TD, this find-
ing is worrisome. Our findings emphasize the importance of
deconstructing treatment barriers for all transgender and gender
diverse individuals. Previous research has shown that these bar-
riers can be both personal (eg, unsupportive family members)
and structural (eg, unsuited treatment protocols),46 indicating
the need for interventions aimed both at creating greater accep-
tance of gender diversity and at improving accessibility of
GAMT at the level of health care providers.
Future Directions
Future research should aim to further understand why some

transgender individuals are not accessing the treatment they
desire, and how these individuals can cope with an unfulfilled
treatment desire. Specifically, interventions targeting general and
sexual well-being should be designed for individuals with an
unfulfilled treatment desire. In this context, it would be useful to
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investigate a larger sample with no treatment desire in order to
map how they cope with gender incongruence without having
GAMT. Additionally, research should target the development of
interventions effective at removing treatment barriers, such as
trainings for health care providers specifically aimed at under-
standing non-binary identities. Furthermore, we found in our
study that very few individuals indicate motives related to norms
or group assimilation as a reason for desiring GAMT. Since cer-
tain movements frame transgender identities as an ‘ideology’ or
‘hype,’ we consider it important that future research aims to rep-
licate and expand our findings by specifically investigating these
narratives. Finally, given the relatively high proportion of trans-
gender men in our sample indicating fear of medical consequen-
ces as the main motive for not wanting GAS, future studies
should aim at developing methods that lower the risk of medical
complications associated with masculinizing genital surgery.44,45
rom
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Limitations
Although this is the first study to map differences in GAMT,

treatment desire, and treatment motives between binary and non-
binary transgender individuals as well as the consequences of an
Unfulfilled TD in a transgender community sample, some limita-
tions need to be taken into account. First, conducting the study
via an online survey creates a selection bias, only reaching partici-
pants who feel comfortable in an online environment and have
(private) access to internet. This resulted in a relatively young,
Western sample, limiting generalizability. The snowball sampling
method likely amplified this bias.47 Second, while all question-
naires showed sufficient reliability in all subgroups, only our meas-
ures of transgender-specific body image worries and gender
dysphoria were validated in transgender samples. The latter,
unfortunately, is tailored towards binary identifying individuals
(making it less appropriate and non-validated for non-binary indi-
viduals), although a revised version has recently been published.48

We tailored all questions to be appropriate for binary and non-
binary transgender individuals where needed. Nevertheless, we
received feedback that the questionnaire was not always suitable
for asexual or polyamorous individuals, and that our assessment
of sexual orientation relied on a binary framework. This excludes
perspectives of individuals who are attracted to non-binary indi-
viduals, or who are attracted to gender non-conformity, which we
will take into account in future studies. Third, participants were
allowed to leave questions open or leave the survey early, resulting
in dropout throughout the survey. However, the dropout was rel-
atively small (15%), and the participants who dropped out of the
survey did not differ on any of the demographic or other variables
compared to participants who did complete the entire survey.
CONCLUSION

In this online questionnaire study investigating GAMT desire
(motives), themajority of binary and non-binary transgender partici-
pants indicated having an unfulfilled treatment desire. Both groups
indicated that their motives for GAMT were mostly related to body
and/or gender incongruence and a need for gender affirmation.
Among those that reported not wanting (further) GAMT, binary
participants mostly indicated this to be the case because of worries
about medical consequences, while non-binary participants indi-
cated that they desire no GAMT because of their non-binary iden-
tity. Finally, we found that having an unfulfilled treatment desire is
related to lower levels of general and sexual well-being. This indicates
that, just like binary transgender individuals, many non-binary trans-
gender individuals have a desire for GAMT, and that not being able
to receive GAMT has a negative effect on their mental health. Fur-
ther efforts should be made to make GAMT accessible for all trans-
gender individuals, regardless of gender identity.
ACKNOWLEDGMENTS

We would like to thank Jessica Alleva and Margot Kennis for
the time they put in the back-to-back translation of the question-
naires. We would also like to acknowledge the contributions of
the people who provided their feedback on the transgender
friendliness of the questionnaires, as well as the transgender and
LGBTQI+ support organisations who advertised it. Finally, we
would like to thank our participants who put their time in
responding to our survey.
Corresponding Author: Mathilde Kennis, MSc, Maastricht Uni-
versity, Cognitive Neuroscience, Maastricht, The Netherlands;
E-mail: mathilde.kennis@maastrichtuniversity.nl

Conflict of Interest: The authors report no conflicts of interest.

Funding: This work was supported by the NWO under a Research
Talent Grant 2018 [number: 406.18.513] and by a crowdfunding
campaign to raise money for transgender studies at Maastricht
University.
STATEMENT OF AUTHORSHIP

Conceptualization: MK, FD, ATS, MD; Methodology: MK,
FD, MDW; Formal analysis: MK; Investigation: MK; Writing -
Original draft: MK; Writing - Review & editing: FD, GT, ATS,
MD; Supervision: FD, GT, ATS, MD; Funding acquisition:
MK, ATS, MD.
REFERENCES
1. Being trans in the European Union. Comparative analysis of
EU LGBT survey data, European Union Agency for Fundamen-
tal Rights; 2014.

2. Grant JM, Mottet LA, Tanis J, et al. Injustice at every turn: A
report of the national, transgender discrimination survey.
Washington: National Center for, Transgender Equality and
National Gay and Lesbian Task Force Website; 2021.
J Sex Med 2022;19:1173−1184

mailto:mathilde.kennis@maastrichtuniversity.nl
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0002
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0002
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0002
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0002


Binary and Non-Binary Transgender Individuals 1183

D
ow

nloaded from
 https://academ

ic.oup.com
/jsm

/article/19/7/1173/6961287 by guest on 01 June 2025
3. Richards C, Bouman WP, Seal L, et al. Non-binary or gender-
queer genders. Int Rev Psychiatry 2016;28:95–102. doi:
10.3109/09540261.2015.1106446.

4. Bockting WO. Psychotherapy and the real-life experience:
From gender dichotomy to, gender diversity. Sexologies
2008;17:211–224. doi: 10.1016/j.sexol.2008.08.001.

5. Davidson S. Gender inequality: nonbinary transgender people
in the workplace. Cogent Soc Sci 2016;2:1–12. doi: 10.1080/
23311886.2016.1236511.

6. James SE, Herman JL, Rankin S, et al. The Report of the
2015 U.S. Transgender. Survey. Washington, DC: National
Center for Transgender Equality; 2016.

7. Fiani CN, Han JH. Navigating identity: experiences of binary
and non-binary, transgender and gender non-confirming
(TGNC) adults. Transgender Health 2019;20:181–194. doi:
10.1080/15532739.2018.1426074.

8. American Psychiatric Association. Diagnostic and statistical
manual of mental disorders. 5th edition. Washington, DC:
American Psychiatric Publishing; 2013.

9. World Professional Association for Transgender Health.
Standards of care for the, health of transsexual, transgender,
and gender nonconforming people (7th ed.), 2020. Available
at: https://www.wpath.org/publications/soc. Accessed April 7,
2022.

10. Eyssel J, Koehler A, Dekker A, et al. Needs and concerns of
transgender individuals, regarding interdisciplinary transgen-
der health care: a non-clinical online survey. PLoS ONE
2017;12:e0183014. doi: 10.1371/journal.pone.0183014.

11. Beek TF, Kreukels BPC, Cohen-Kettenis PT, et al. Partial gen-
der request and, underlying motives of applicants for gender
affirming interventions. J Sex Med 2015;12:2201–2205. doi:
10.1111/jsm.13033.

12. Clark BA, Veale JF, TownsendM, et al. Non-binary youth: Access
to gender-, affirming primary health care. Transgender Health
2018;19:158–169. doi: 10.1080/15532739.2017.1394954.

13. Doan PL. To count or not to count: queering measurement
and the transgender, community. Women Stud Q 2016;
44:89–110. doi: 10.1353/wsq.2016.0037.

14. Jones BA, Brewin N, Richards C, et al. Investigating the outcome
of the initial, assessment at a national transgender health service:
time to review the process? Transgender Health 2017;18:427–
432. doi: 10.1080/15532739.2017.1372838.

15. Thorne N, Witcomb GL, Nieder T, et al. A comparison of
mental health, symptomatology and levels of social
support in young treatment seeking, transgender
individuals who identify as binary and non-binary. Trans-
gender Health 2019;20:241–250. doi: 10.1080/15532739.
2018.1452660.

16. Scheim AI, Bauer GR. Sex and gender diversity among trans-
gender persons in, Ontario, Canada: results from a respon-
dent-driven sampling survey. J Sex Res 2015;52:1–14. doi:
10.1080/00224499.2014.893553.

17. Jones BA, Bouman WP, Haycraft E, et al. Gender congruence
and body satisfaction, in nonbinary transgender people: a case
J Sex Med 2022;19:1173−1184
control study. Transgender Health 2019;20:263–274. doi:
10.1080/15532739.2018.1538840.

18. Koehler A, Eyssel J, Nieder TO. Genders and individual treat-
ment progress in, (non-)binary trans individuals. J Sex Med
2018;15:102–113. doi: 10.1016/j.jsxm.2017.11.007.

19. Aldridge Z, Patel S, Guo B, et al. Long-term effect of gender-
affirming hormone, treatment on depression and anxiety
symptoms in transgender people: a prospective cohort study.
Andrology 2021;9:1808–1816. doi: 10.1111/andr.12884.

20. Baker KE, Wilson LM, Sharma R, et al. Hormone therapy,
mental health, and, quality of life among transgender people:
systematic review. J Endoc Soc 2021;5:1–16. doi: 10.1210/
jendso/bvab011.

21. Dhejne C, Van Vlerken R, Heylens G, et al. Mental health and
gender dysphoria: a review of the literature. Int Rev Psychia-
try 2016;28:44–57.

22. Constantino A, Cerpolini S, Alvisi S, et al. A prospective study
on sexual function, and mood in female-to-male transsexuals
during testosterone administration and, after sex reassign-
ment surgery. J Sex Marital Ther 2013;39:321–335. doi:
10.1080/0092623X.2012.736920.

23. Klein C, Gorzalka BB. Sexual functioning in transsexuals following
hormone, therapy and genital surgery: a review. J Sex Med
2009;6:2922–2939. doi: 10.1111/j.1743-6109.2009.01370.x.

24. Nikkelen SWC, Kreukels BPC. Sexual experiences in transgender
people: The, role of, desire for gender-confirming interventions,
psychological well-being, and satisfaction. J Sex Marital Ther
2018;44:370–381. doi: 10.1080/0092623X.2017.1405303.

25. Burgwal A, Gvianishvili N, Hard V, et al. Health disparities
between binary and non, binary trans people: a community-
driven survey. Transgender Health 2019;21:218–229. doi:
10.1080/15532739.2019.1629370.

26. Anderssen N, Sivertsen B, Lonning KJ, et al. Life satisfaction
and mental health, among transgender students in Norway.
BMC Public Health 2020;20:138. doi: 10.1186/s12889-020-
8228-5.

27. Zavlin D, Schaff J, Lell�e J-D, et al. Male-to-female sex reas-
signment surgery using, the combined vaginoplasty technique:
Satisfaction of transgender patients with, aesthetic, func-
tional, and sexual outcomes. Aesthetic Plast Surg
2018;42:178–187. doi: 10.1007/s00266-017-1003-z.

28. Cohen-Kettenis PT, van Goozen SHM. Sex reassignment of
adolescent transsexuals: a follow-up study. J Am Acad Child
Adolesc Psych 1997;36:263–271. doi: 10.1097/00004583-
199702000-00017.

29. Steensma TD, Kreukels BPC, J€urgensen M, et al. The Utrecht
Gender Dysphoria, Scale: a validation study. In “From gender vari-
ance to gender dysphoria:, Psychosexual development of gender
atypical children and adolescents”. Ridderprint Amsterdam
2013:41–56.

30. Lawrance K, Byers ES. Sexual satisfaction in long-term het-
erosexual, relationships: the interpersonal exchange model of
sexual satisfaction. Pers Relatsh 1995;2:267–285. doi:
10.1111/j.1475-6811.1995.tb00092.x.

https://doi.org/10.3109/09540261.2015.1106446
https://doi.org/10.1016/j.sexol.2008.08.001
https://doi.org/10.1080/23311886.2016.1236511
https://doi.org/10.1080/23311886.2016.1236511
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0006
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0006
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0006
https://doi.org/10.1080/15532739.2018.1426074
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0008
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0008
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0008
https://www.wpath.org/publications/soc
https://doi.org/10.1371/journal.pone.0183014
https://doi.org/10.1111/jsm.13033
https://doi.org/10.1080/15532739.2017.1394954
https://doi.org/10.1353/wsq.2016.0037
https://doi.org/10.1080/15532739.2017.1372838
https://doi.org/10.1080/15532739.2018.1452660
https://doi.org/10.1080/15532739.2018.1452660
https://doi.org/10.1080/00224499.2014.893553
https://doi.org/10.1080/15532739.2018.1538840
https://doi.org/10.1016/j.jsxm.2017.11.007
https://doi.org/10.1111/andr.12884
https://doi.org/10.1210/jendso/bvab011
https://doi.org/10.1210/jendso/bvab011
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0021
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0021
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0021
https://doi.org/10.1080/0092623X.2012.736920
https://doi.org/10.1111/j.1743-6109.2009.01370.x
https://doi.org/10.1080/0092623X.2017.1405303
https://doi.org/10.1080/15532739.2019.1629370
https://doi.org/10.1186/s12889-020-8228-5
https://doi.org/10.1186/s12889-020-8228-5
https://doi.org/10.1007/s00266-017-1003-z
https://doi.org/10.1097/00004583-199702000-00017
https://doi.org/10.1097/00004583-199702000-00017
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0029
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0029
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0029
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0029
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0029
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0029
https://doi.org/10.1111/j.1475-6811.1995.tb00092.x


1184 Kennis et al

D
ow

nloaded from
 https://academ

ic.oup.com
/jsm

/article/19/7/1173/6961287
31. Higgins ET. Self-discrepancy: a theory relating self and affect.
Psychol Rev 1987;94:319–340. doi: 10.1037/0033-
295X.94.3.319.

32. Dharma C, Scheim AI, Bauer GR. Exploratory factor analysis of
two sexual, health scales for transgender people: Trans-Specific
Condom/Barrier, Negotiation Self-Efficacy (T-Barrier) and Trans-
Specific Sexual Body Image, (T-Worries). Arch Sex Behav
2019;48:1563–1572. doi: 10.1007/s10508-018-1383-4.

33. Diener E, Emmons RA, Larsen RJ, et al. The Satisfaction With
Life Scale. J Pers Assess 1985;49:71–75. doi: 10.1207/
s15327752jpa4901_13.

34. Zigmund AS, Snaith RP. The hospital anxiety and depression
scale. Acta Psychiatr Scand 1983;67:361–370. doi: 10.1111/
j.1600-0447.1983.tb09716.x.

35. Buzwell S, Rosenthal D. Constructing a sexual self: Adoles-
cents’ sexual self-, perceptions and sexual risk taking. J Res
Adolesc 1996;6:489–513.

36. Deutsch AR, Hoffman L, Wilcox BL. Sexual self-concept: Test-
ing a hypothetical, model for men and women. J Sex Res
2014;51:932–945. doi: 10.1080/00224499.2013.805315.

37. Kennis M, Duecker F, T’Sjoen G, et al. Sexual self-concept dis-
crepancies mediate, the relation between gender dysphoria
and sexual esteem and sexual attitudes in, binary transgender
individuals. J Sex Res 2021 E-pub ahead of print. doi:
10.1080/00224499.2021.1951643.

38. JASP Team. JASP (Version 0.14)[Computer software] 2020.
Available at: https://jasp-stats.org/download. Accessed April
7, 2022.

39. American Psychiatric Association. Diagnostic and statistical
manual of mental disorders. 4th edition. Washington DC:
American Psychiatric Publishing; 1994.

40. World Health Organization. The ICD-10 classification of mental
and behavioural, disorders. Geneva, Switzerland: World Health
Organization; 1993.
 b
41. World Health Organization. International classification of
diseases for mortality and morbidity statistics (11th
Revision). Geneva, Switzerland: World Health Organization;
2018.

42. Nieder TO, Richter-Appelt H. Tertium non datur—either/or
reactions to, transsexualism amongst health care profes-
sionals: the situation past and present, and its relevance
to the future. Psychol Sex 2011;2:224–243. doi: 10.1080/
19419899.2010.545955.

43. Van de Grift TC, Kreukels BPC, Elfering L, et al. Body image in
transmen:, Multidimensional measurement and the effects of
mastectomy. J Sex Med 2016;13:1778–1786. doi: 10.1016/j.
jsxm.2016.09.003.

44. Falcone M, Preto M, Blecher G, et al. Total phallic construction
techniques in, transgender men: an updated narrative review.
Transl Androl Urol 2021;10:2583–2595. doi: 10.21037/tau-
20-1340.

45. Waterschoot M, Hoebeke P, Verla W, et al. Urethral com-
plications after, metoidioplasty for genital gender affirming
surgery. J Sex Med 2021;18:1271–1279. doi: 10.1016/j.
jsxm.2020.06.023.

46. Ross MC, van de Grift TC, Elaut E, et al. Experienced
barriers of care within, European treatment seeking trans-
gender individuals: A multicenter ENIGI, follow-up study.
Transgender Health; 2021. doi: 10.1080/26895269.2021.
1964409.

47. Waters J. Snowball sampling: a cautionary tale involving a
study of older drug, users. Int J Soc Res Methodol
2015;18:367–380. doi: 10.1080/13645579.2014.953316.

48. McGuire JK, Berg D, Catalpa JM, et al. Utrecht Gender Dys-
phoria Scale − Gender, Spectrum (UGDS-GS): Construct
validity among transgender, nonbinary, and, LGBQ samples.
Transgender Health 2020;21:194–208. doi: 10.1080/
26895269.2020.1723460.
J Sex Med 2022;19:1173−1184

y guest on 01 June 2025

https://doi.org/10.1037/0033-295X.94.3.319
https://doi.org/10.1037/0033-295X.94.3.319
https://doi.org/10.1007/s10508-018-1383-4
https://doi.org/10.1207/s15327752jpa4901_13
https://doi.org/10.1207/s15327752jpa4901_13
https://doi.org/10.1111/j.1600-0447.1983.tb09716.x
https://doi.org/10.1111/j.1600-0447.1983.tb09716.x
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0035
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0035
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0035
https://doi.org/10.1080/00224499.2013.805315
https://doi.org/10.1080/00224499.2021.1951643
https://jasp-stats.org/download
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0039
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0039
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0039
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0040
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0040
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0040
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0041
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0041
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0041
http://refhub.elsevier.com/S1743-6095(22)01236-X/sbref0041
https://doi.org/10.1080/19419899.2010.545955
https://doi.org/10.1080/19419899.2010.545955
https://doi.org/10.1016/j.jsxm.2016.09.003
https://doi.org/10.1016/j.jsxm.2016.09.003
https://doi.org/10.21037/tau-20-1340
https://doi.org/10.21037/tau-20-1340
https://doi.org/10.1016/j.jsxm.2020.06.023
https://doi.org/10.1016/j.jsxm.2020.06.023
https://doi.org/10.1080/26895269.2021.1964409
https://doi.org/10.1080/26895269.2021.1964409
https://doi.org/10.1080/13645579.2014.953316
https://doi.org/10.1080/26895269.2020.1723460
https://doi.org/10.1080/26895269.2020.1723460

	Gender Affirming Medical Treatment Desire and Treatment Motives in Binary and Non-Binary Transgender Individuals
	INTRODUCTION
	METHOD
	Participants
	Procedure
	Measures
	Demographics
	Received and Desired Gender Affirming Medical Treatment
	Motives for (not) Wanting Treatment
	Gender Dysphoria
	Sexual Satisfaction
	Sexual Self-Concept Discrepancies
	Transgender-Specific Body Image Worries

	General Life Satisfaction
	Anxiety and Depression
	Other Questionnaires

	Analysis

	Results
	Sample Descriptives
	Differences in Received and Desired GAMT between Binary and Non-Binary Transgender Participants
	Motives for Wanting GAMT and Differences between Binary and Non-Binary Transgender Participants
	Motives for not Wanting GAMT and Differences between Binary and Non-Binary Transgender Participants
	Differences in General and Sexual Well-being between UTD and FTD

	DISCUSSION
	Differences in Treatment (Desire) between Binary and Non-Binary Transgender Individuals
	Motives for Wanting Treatment
	Motives for not Wanting Treatment
	Relation between Treatment Desire and General and Sexual Well-being
	Future Directions
	Limitations

	CONCLUSION
	ACKNOWLEDGMENTS
	STATEMENT OF AUTHORSHIP
	REFERENCES


