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Abstract

Introduction

Gender-affirming care for transgender children and adolescents has become increasingly contested
following recent regulatory changes. Although public and regulatory debates have largely focused on
medical interventions, less is known about how healthcare professionals understand and enact care
within changing regulatory contexts. This study explored professionals’ perspectives on gender-affirming
care, transition, and the implications of Brazil's Federal Council of Medicine Resolution No. 2,427/2025.

Methods

A qualitative study was conducted using four online focus groups, held between January and March
2026, with 15 multidisciplinary healthcare professionals involved in the care of transgender children and
adolescents in Brazil. Discussions were audio-recorded, transcribed verbatim, and analyzed using
qualitative content analysis combining deductive and inductive approaches.

Results

Professionals described gender-affirming care as a longitudinal, relational, multidisciplinary, and
intersectoral process extending beyond medical interventions to include family support, school
collaboration, psychosocial care, and advocacy. Participants perceived the resolution as misaligned with
this model of care and described divergent interpretations of its transitional provision, resulting in
heterogeneous practices regarding treatment eligibility and continuity. They also reported increased
legal involvement, psychosocial demands, regulatory uncertainty, and concerns about self-medication
and unsupervised hormone use.

Conclusions

Professionals experienced the resolution not only as a restriction on medical interventions but as a
disruption of a longitudinal model of care, with heterogeneous implementation across services and a
shift of clinical work toward legal, psychosocial, and harm-reduction demands.

Policy Implications

Regulatory frameworks should recognize the multidimensional nature of gender-affirming care, provide
clear implementation guidance, protect continuity of care, and incorporate the perspectives of healthcare
professionals, transgender young people, and their families.

INTRODUCTION

Transgender and gender-diverse children and adolescents experience substantial disparities in mental

health, quality of life, and access to healthcare, largely driven by stigma, discrimination, and barriers to

gender affirmation rather than by gender diversity itself (Gutiérrez et al., 2024; Hendricks & Testa, 2012;
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Kearns et al., 2021; Malpas et al., 2022; Meyer, 2003). Over the past decade, an expanding body of
evidence has suggested that gender-affirming care, including social, psychological, and, when
appropriate, medical interventions, is associated with improvements in psychological well-being,
reductions in depression and suicidality, and better overall functioning among transgender youth (Chen
et al., 2023; Gutiérrez et al., 2024; Tordoff et al., 2022). Accordingly, major professional organizations
recommend that care for transgender children and adolescents be individualized, developmentally
appropriate, and delivered by multidisciplinary teams capable of supporting young people and their
families across different stages of development (Coleman et al., 2022; Rafferty, 2018).

Unlike many areas of pediatric healthcare, however, gender-affirming care is characterized by
considerable uncertainty. Clinical decisions frequently unfold over years of follow-up and require
balancing developmental changes, evolving identities, family expectations, ethical considerations, and
the best available scientific evidence (Coleman et al., 2022; Olson-Kennedy et al., 2019). Rather than
focusing exclusively on medical interventions, care involves continuous dialogue with children,
adolescents, and caregivers, allowing decisions to emerge from an ongoing process of multidisciplinary
assessment and shared decision-making (Belmont et al., 2024; Coleman et al., 2022; Malpas et al., 2022;
Puckett et al., 2019; Rafferty, 2018; Stamm et al., 2025). In this context, longitudinal follow-up is a central
component of pediatric gender-affirming care, encompassing ongoing assessment, dialogue, and
coordination across developmental stages.

Despite this, access to gender-affirming care has become increasingly contested worldwide (Gualano et
al., 2026; Gutiérrez et al., 2024; Kraschel et al., 2022; Longobardi et al., 2025; Noone et al., 2025). In
England, the 2024 Cass Review recommended a more cautious approach to medical interventions for
transgender children and adolescents, emphasizing comprehensive psychosocial assessment and
support, recommending clinical trials to evaluate puberty suppression, and advising extreme caution
regarding gender-affirming hormones for adolescents under 18 (Cass, 2024). National Health Service
England subsequently implemented changes to clinical pathways and prescribing policies, including
restrictions on the routine provision of puberty-suppressing hormones to minors (NHSE, 2024). In the
United States, these changes have increasingly affected the organization and continuity of clinical
services. In January 2025, Children’s National Hospital paused prescriptions of puberty blockers and
hormone therapy for transgender youth following a federal executive order, while maintaining mental
health counseling, social support, and other supportive services (CNH, 2025). In August 2025, Michigan
Medicine announced that it would discontinue puberty blockers and gender-affirming hormonal therapy
for minors, citing a federal criminal and civil investigation and escalating external threats and risks
(Masson, 2025). Such developments illustrate that regulatory changes may extend beyond decisions
regarding specific medical interventions, reshaping how gender-affirming care is organized and
delivered. These changes have generated uncertainty not only for transgender children and adolescents
and their families, but also for the professionals responsible for providing their care, who must reconcile
evolving regulations with clinical judgment, ethical responsibilities, and patients’ needs (Stamm et al.,
2025).
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In Brazil, these debates culminated in the publication of Resolution No. 2,427/2025 by the Federal
Council of Medicine (CFM), which replaced Resolution No. 2,265/2019 and introduced more restrictive
criteria for gender-affirming medical interventions in children and adolescents. Under the previous
resolution, puberty suppression for gender incongruence was considered experimental and restricted to
approved research protocols, while gender-affirming hormone therapy could be initiated from the age of
16 under specified clinical and follow-up requirements. The 2025 resolution prohibited puberty
suppression for gender incongruence or gender dysphoria in children and adolescents, raised the
minimum age for gender-affirming hormone therapy to 18, and established a minimum age of 21 for
gender-affirming surgeries with potential sterilizing effects. It also introduced a requirement for at least
one year of medical evaluation, emphasizing psychiatric and endocrinological follow-up, before the
initiation of gender-affirming hormone therapy (Medicina, 2019, 2025). Although recent research has
begun to document how transgender adolescents and caregivers experience Brazil's changing regulatory
landscape, less is known about how healthcare professionals directly involved in their care interpret and
navigate these changes in everyday clinical practice. In a recent qualitative study, transgender
adolescents and caregivers described the new CFM resolution as harmful and disconnected from
scientific evidence, while emphasizing that gender-affirming interventions are preceded by long-term,
multidisciplinary clinical follow-up (Mazzolani, Cordeiro de Oliveira, et al., 2025; Mazzolani, Longobardi, et
al., 2025). These findings provide important perspectives from those receiving and supporting care, but
the perspectives of the professionals responsible for delivering that care have not yet been examined in
the Brazilian context. Understanding their experiences is particularly important because healthcare
professionals must translate changing regulations into clinical practice while balancing clinical
judgment, ethical responsibilities, multidisciplinary collaboration, and the needs of young people and
their families.

Examining this perspective may also clarify whether and how regulatory frameworks correspond to the
broader processes through which gender-affirming care is understood and delivered in clinical settings.
We therefore aimed to explore (i) how healthcare professionals understand and provide care for
transgender children and adolescents, and (ii) how they perceived and navigated the implementation of
CFM Resolution No. 2,427/2025, including its implications for clinical decision-making, the organization
and continuity of care, and interactions with young people and their families.

METHODS

This study draws on data generated within a larger project aimed at investigating experiences and health
outcomes in transgender lives. Here, we used descriptive qualitative focus group discussions and open-
ended survey responses to explore how healthcare professionals understand, negotiate, and provide
care for transgender children and adolescents in a changing clinical and sociopolitical context.

The study received approval from the local Ethics Committee (Commission for Analysis of Research
Projects — CAPPesq; approval number: 83553224.2.0000.0068), and all participants provided electronic
informed consent before taking part.
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Participants

Eligible participants were healthcare professionals involved in the care of transgender children and/or
adolescents in Brazil. Potential participants were identified through a mapping of Brazilian healthcare
services providing care to transgender children and/or adolescents. The mapping identified seven
healthcare centers providing care to both transgender children and adolescents and two additional
centers providing care to transgender adolescents but not children. Representatives from nine
specialized centers were contacted and invited to disseminate the study invitation among colleagues.
Eight healthcare professionals from four of these centers participated in the study: five from the
Transdisciplinary Gender Identity and Sexual Orientation Service at the Clinical Hospital of the University
of Sdo Paulo Medical School (AMTIGOS), and one each from the Reference Center for Comprehensive
Trans-Specific Healthcare (CRAIST), the Aquarela Program (NESA-UERJ), and the Gender and Sexuality
Outpatient Clinic at the University of Campinas (UNICAMP). To broaden recruitment beyond these
specialized centers, the study invitation was also disseminated through the SAMPA Trans Network,
through which an additional seven healthcare professionals were recruited, bringing the total sample to
15 participants. Professionals from different disciplines and levels of care were invited, including
physicians, psychologists, social workers, nurses, and other professionals working in specialized gender
identity services or related healthcare settings.

Twenty-two healthcare professionals completed the online informed consent form and expressed
interest in participating; 15 participated in the focus groups, and the remaining seven were unable to
attend owing to scheduling constraints. All participants received information about the aims and
procedures of the study before agreeing to participate. Sociodemographic and professional
characteristics were collected through a structured online questionnaire completed prior to data
collection.

Study design

Four online focus group discussions were conducted between January and March 2026 using a secure
videoconferencing platform (Google Meet). The online format was chosen to facilitate participation from
professionals working in different services and geographic locations across Brazil. Focus groups were
selected to explore how experiences and meanings were collectively constructed and negotiated
through interaction among professionals working within similar clinical and regulatory contexts, allowing
both shared and divergent perspectives to emerge.

Four focus group discussions were conducted with the 15 participating professionals. Group size ranged
from two to six participants, as attendance varied across sessions. Participants from different
healthcare services were brought together in the same focus groups. The groups were initially planned to
include more participants; however, coordinating the schedules of professionals with highly specialized
clinical roles resulted in smaller groups in some sessions. Each discussion lasted between 75 and 130
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minutes. One group required a second meeting to complete the planned discussion, whereas the
remaining groups were completed in a single session.

A semi-structured discussion guide with open-ended questions was used (SM1 in Supplementary
Material). The guide addressed topics related to childhood and adolescence, body and development,
gender transition, family dynamics, school experiences, healthcare encounters, public and community
interactions, and future perspectives.

All focus groups were moderated by experienced qualitative researchers (BCM, PhD, cisgender woman;
LCO, BSc, cisgender woman; FE, MSc, cisgender woman; or FS, PhD, cisgender woman), with support
from trained co-moderators (BAL, BSc, cisgender man; SB, BSc, transgender man; LA, BSc, cisgender
man; MMB, BSc, cisgender woman), who assisted with logistics and recorded field notes. At the
beginning of each session, participants were informed about the objectives and procedures of the study.
Oral consent for audio recording was obtained, and confidentiality and anonymity were assured
throughout transcription and analysis. Only moderators and participants were present.

Research team and positionality

Focus groups were conducted by researchers with previous experience in qualitative research and focus
group facilitation. At the time of data collection, the research team included professionals from different
disciplines, including psychiatry, psychology, nutrition, physical education, anthropology, and public
health, reflecting the multidisciplinary perspective of the broader research project.

Some participants were members of the Transdisciplinary Gender Identity and Sexual Orientation Service
(AMTIGOS) at the Institute of Psychiatry, University of Sdo Paulo, and therefore were already familiar
with some members of the research team. BCM occasionally attended pediatric consultations and
caregiver support groups as part of the broader research project and contributed to discussions related
to nutrition and lifestyle when relevant. BAL and MMB were psychologists involved in the clinical care of
transgender pre-adolescents at AMTIGOS while also serving as researchers within the broader project.
The remaining researchers were not involved in the participants' routine clinical activities. These pre-
existing professional and institutional relationships were considered relevant to the research process, as
they could have influenced participants' interactions with the research team and their willingness to
express particular views.

The research team also included members who had previously contributed to research and public
discussions concerning Resolution No. 2,427/2025. Although this prior involvement provided contextual
knowledge of the regulatory changes and their implications for clinical practice, it also meant that
researchers brought pre-existing perspectives to the topic under investigation. The potential influence of
these perspectives on data collection and interpretation was therefore considered as part of the team's
reflexive approach.
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Before each focus group, participants were informed about the aims of the broader research project, the
researchers' professional roles, and that the study sought to explore healthcare professionals'
perspectives on the care of transgender children and adolescents. Throughout data collection and
analysis, the research team held regular reflexive discussions to examine how their disciplinary
backgrounds, professional experiences, and prior involvement with transgender healthcare could shape
data collection and interpretation.

Data analysis

Descriptive quantitative data on participants’ characteristics are reported as mean + standard deviation
and range [min—max] for continuous variables, and as absolute and relative frequencies for categorical
variables. All focus group recordings were transcribed verbatim by BCM, who also checked the
transcripts against the original recordings to ensure accuracy. All analyses were conducted in Brazilian
Portuguese to preserve semantic and contextual nuances, and excerpts were translated only at the
stage of manuscript preparation. Transcripts were not returned to participants for comments or
correction, and participants did not review preliminary findings.

The qualitative material was examined using content analysis, following the procedures described by
Burnard et al. (2008), combining deductive and inductive approaches. A preliminary coding framework
was first developed based on the study aims and the discussion guide. This was followed by an
inductive analytic phase using the cutting-and-sorting technique proposed by Bernard et al. (2016),
supported by the MAXQDA software.

In the first step of analysis, two researchers (BCM and BAL) independently read the transcripts and
produced analytic memos. Subsequently, one researcher (BCM) conducted open coding, identifying core
meanings within each excerpt and constructing a codebook based on the approach proposed by
MacQueen et al. (1998) in combination with Burnard’s method. The codebook was then reviewed and
discussed by BCM and BAL and submitted to validation by the full research team. For the purposes of
the present analyses, codes related to healthcare encounters, gender transition, childhood and
adolescence, relationship with the body, and professionals’ perceptions of the Brazilian Federal Council
of Medicine (CFM) resolution were examined (SM2 in Supplementary Material). Reporting followed the
COREQ checklist (Tong et al., 2007) (SM3 in Supplementary Material).

After this stage, two researchers (BCM and BAL) independently coded the entire dataset. Interrater
agreement was evaluated using Cohen'’s kappa coefficient (Cohen, 1960). The two coding versions were
compared, disagreements were discussed, and a final classification was established by consensus. To
document the level of agreement in the finalized coding framework, Cohen's kappa coefficient (Cohen,
1960) was then calculated in MAXQDA based on the final coding of 371 coded segments, using a
minimum code overlap rate of 90% at the segment level. The resulting kappa coefficient demonstrated
excellent agreement (k = 0.983).
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Participants’ statements were anonymized using the letter P followed by a number (1-15).

RESULTS
Participants’ characteristics and context

A total of 15 healthcare professionals participated in the study (Table 1). Participants had a mean age of
47.8 years (SD = 10.2; range 34-64). All identified as cisgender and reported a mean of 7.8 years of
experience working with transgender children and adolescents (SD = 4.9; range 0.7-16). Most
participants identified as women (73.3%) and as White (60.0%). The sample included psychologists
(40.0%), psychiatrists (20.0%), social workers (13.3%), endocrinologists (13.3%), one anthropologist
(6.7%), and one nurse (6.7%), reflecting the multidisciplinary nature of gender-affirming care.
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Table 1
Characteristics of Participants (n = 15).

Healthcare professionals  SD [min-max]

or %
(mean or n)

Age 47.8 10.2 [34-64]
Gender
Cisgender women 11 73.3
Cisgender men 4 26.7
Race*
White 9 60.0
"Pardo"/Brown 4 26.7
Black 2 13.3
Occupation
Anthropologist 1 6.7
Social worker 2 13.3
Psychologist 6 40.0
Psychiatrist 3 20.0
Endocrinologist 2 13.3
Nurse 1 6.7
Years working with transgender 7.8 4.9[0.7-16]
children/adolescents (years)
Outpatient clinic location
Minas Gerais 2 13.3
Rio de Janeiro 1 6.7
Séo Paulo 12 80.0
Type of outpatient clinic
Municipal/State SUS Network 7 46.7
University Hospital SUS 8 53.3

Legend: SD = standard deviation. *Race was self-reported using fixed categories: White, Black, Asian,
and “Pardo”/Brown (a term used in Brazil to describe individuals of mixed racial backgrounds).
**Some professionals worked across more than one level of care; therefore, frequencies do not total
100%.
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Healthcare professionals  SD [min-max]

or %
(mean or n)

Level of care**
Primary 3 20.0
Secondary 12 80.0
Tertiary 6 40.0
Population served
Children and adolescents 5 33.3
Only adolescents 10 66.7

Legend: SD = standard deviation. *Race was self-reported using fixed categories: White, Black, Asian,
and “Pardo”/Brown (a term used in Brazil to describe individuals of mixed racial backgrounds).
**Some professionals worked across more than one level of care; therefore, frequencies do not total
100%.

Participants were recruited from services located in three Brazilian states, predominantly Sdo Paulo
(80.0%), followed by Minas Gerais (13.3%) and Rio de Janeiro (6.7%). They worked in university hospital
services (53.3%) or in municipal or state services (46.7%), all within Brazil's Unified Health System (SUS),
representing different levels of care, including primary, secondary, and tertiary settings. Most
professionals worked with adolescents exclusively (66.7%), while the remainder provided care to both
children and adolescents (33.3%).

Professionals described working in highly heterogeneous settings, including specialized gender clinics,
university-based programs, hospital outpatient services, community mental health services, and primary-
care-linked initiatives. Services differed considerably in their history, team composition, referral
pathways, and approaches to care. While some were structured around endocrinological follow-up and
medical transition, others emphasized psychosocial support, family work, group activities, and
coordination with schools and community networks.

Participants also highlighted important differences in the populations served. Some services primarily
followed white, middle-class adolescents with substantial family support, whereas others reported
caring for socially vulnerable youth from peripheral areas and racialized backgrounds. Several
professionals noted that referral mechanisms and local availability of services influenced which children
and adolescents were able to access specialized care.

Encounters in healthcare settings

Healthcare encounters were described as extending well beyond direct clinical interactions,
encompassing ongoing work with families, schools, legal institutions, and broader protection networks.
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Participants portrayed gender-affirming care as a process that unfolds across clinical, social, and
institutional contexts, requiring professionals to negotiate multiple demands while maintaining
continuity of care.

A recurrent feature of these encounters was the need to articulate care across sectors. Participants
described working with schools, the judiciary, professional councils, other healthcare services, and
broader protection networks, sometimes assuming responsibilities that extended beyond traditional
clinical roles. These activities were portrayed as important for protecting children’s and adolescents’
rights and maintaining continuity of care, but also as emotionally demanding and time-consuming.

When we think about caring for children, we need to create spaces that are prepared to welcome both
children and their families. Once care extends beyond the family, to schools and other social settings, it
requires different and often more complex strategies. (...) It is not enough to care for the child in isolation
within the clinic. (P13, 40 years old, cisgender woman, psychologist)

Schools were particularly prominent in these accounts, both as settings that could contribute to distress
and as potential sites for health promotion and broader social change.

Schools are fundamental in this process, both as spaces that can contribute to distress and as settings that
can promote health. We work directly with schools to foster these discussions. Even if our actions are
limited, they allow us to engage with the community, and we see that these initiatives have a very positive
impact on the lives of the adolescents we follow, as well as many others we would not otherwise reach. (P6,
37 years old, cisgender man, psychologist)

Families also emerged as central actors throughout healthcare encounters. Rather than focusing
exclusively on children and adolescents, participants described family support, education and guidance
as integral to clinical practice. At the same time, professionals acknowledged that families often seek
certainty regarding the future, whereas healthcare teams frequently need to work within conditions of
uncertainty.

The greatest challenge is managing the anxiety of children and their families. Many arrive seeking specific
interventions, but we need to listen to each child and adolescent and develop an individualized care plan.
We also need to listen when the adolescent wants to wait. (P12, 41 years old, cisgender man, psychiatrist)

These accounts positioned family work not as an adjunct to clinical care, but as part of the ongoing
therapeutic process.

Uncertainty was also repeatedly described as part of everyday care. Participants characterized
childhood and adolescence as developmental periods in which definitive answers are rarely possible,
requiring professionals to balance protection with openness to future possibilities. Rather than providing
certainty, they described their role as creating conditions in which children and adolescents could
develop while preserving their well-being (P1, 57 years old, cisgender woman, anthropologist: "Childhood
is a space of possibilities.").
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Across these accounts, participants described care as extending beyond medical interventions to
include emotional support, family guidance, advocacy, protection of rights, educational actions, and
coordination with other sectors.

There is a common assumption that if a young person is transgender, they will necessarily need hormone
therapy or surgery. But every transition is unique. Gender-affirming clinics are not defined by providing
medical procedures alone, they are defined by welcoming children, adolescents, and their families while
addressing the many issues that shape their lives. (P13, 40 years old, cisgender woman, psychologist)

These accounts illustrate how the work of gender-affirming care extends across multiple relational and
institutional contexts, encompassing forms of support and coordination that are not captured by the
provision of specific medical interventions.

Transition process

The transition process was described as a continuous, singular and non-linear experience, marked by
different temporalities and developmental needs. Rather than being understood as a specific event or a
process restricted to hormone therapy, transition was portrayed as a dynamic trajectory involving social,
bodily and relational transformations.

Across the focus groups, participants emphasized that children and adolescents may move through
different stages of exploration and affirmation over time. Changes in trajectory were not necessarily
interpreted as expressions of uncertainty, failure, or inadequate clinical care, nor were they necessarily
understood as changes in gender identity. Rather, participants described them as part of the
developmental process itself (P3, 62 years old, cisgender woman, psychologist: "Everyone transitions,
and each person does so in their own time.").

Among children, transition was predominantly described through social experiences rather than medical
interventions. Changes in names, clothing, participation in gendered activities, family recognition and
everyday interactions emerged as central elements of this process. In these accounts, care was directed
less toward medical interventions and more toward creating conditions that allowed children to express
their identities and participate in social life in more comfortable and affirming ways.

It's really about making those first years more possible and happier. | think the issue of the body comes
together with the possibility of broader care. That's what they want to talk about. They want to figure out
how they're going to move through the world with our support, and the team needs to be prepared for that
different role. (P1, 57 years old, cisgender woman, anthropologist)

In contrast, participants described adolescence as a period in which bodily concerns become
increasingly central to the transition process. Hormone therapy frequently emerged as an important
expectation among adolescents and their families, making the management of anxiety surrounding
bodily changes a recurring challenge reported by professionals (P14, 36 years old, cisgender woman,
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nurse: "If they could, they would ask in the very first appointment when they could start hormone
therapy."). Narratives also revealed that adolescents commonly sought guidance about bodily changes
and their implications for everyday life and sexuality (P1, 57 years old, cisgender woman, anthropologist:
"They want to talk about binders, prostheses, and how they will have sex using their penis.").

Across these accounts, professionals described their role as continuously negotiating expectations
regarding the possibilities and limits of transition. Unrealistic expectations surrounding hormone therapy
were mentioned as recurring in conversations with adolescents.

Overall, transition was portrayed as a process requiring continuous follow-up, negotiation of
expectations and recognition of each individual's unique trajectory. Professionals described their work
as balancing the wishes of adolescents and their families with the clinical, ethical and regulatory limits
that shape gender-affirming care.

Healthcare Professionals' Responses to the New
Resolution

Opinions and Feelings

Healthcare professionals overwhelmingly perceived CFM Resolution No. 2,427/2025 as misaligned with
the clinical practice and model of care they had developed with transgender children and adolescents.
Rather than viewing the resolution simply as a restriction on specific medical interventions, participants
described it as removing a resource that professionals understood as central to patients' well-being.

It is a form of violence; yet another institutional and political act of violence against this population because
it deprives us of a resource that is invaluable as emotional life support. (P13, cisgender woman, 40 years,
psychologist)

Participants also questioned the scientific basis underpinning the resolution. They argued that the
evidence used to support its recommendations was selective, misinterpreted, and methodologically
weak. In particular, professionals questioned estimates of regret and detransition, arguing that
discontinuing follow-up at a public healthcare service should not necessarily be interpreted as regret
about gender transition or a desire to detransition.

The cases classified as regret were not cases in which people requested detransition or a new transition,
but cases in which people stopped attending the service. That is a very significant distinction, including in
the discourse. (P1, 57 years old, cisgender woman, anthropologist)

More broadly, participants argued that the evidence underpinning the resolution did not adequately
reflect the Brazilian model of care for transgender children and adolescents. They emphasized that
specialized Brazilian services provide continuous longitudinal follow-up, regular multidisciplinary
assessments, and individualized clinical decision-making tailored to each patient's needs.
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For example, when puberty suppression is prescribed, there are concerns about bone health. The
medication used is the same one prescribed for children with precocious puberty. Because it is used for a
longer period, it may indeed have effects on bone health. However, these patients are monitored extremely
closely, with continuous examinations. The care is so rigorous, specialized, and carefully delivered that it is
difficult to understand why a regulation would prohibit something that has been achieved through such
careful practice and that has enormous value for these individuals. (P15, cisgender woman, 55 years,
psychologist)

Ideological influences on the decision-making process, particularly in relation to the rise of political
conservatism in Brazil, were perceived by most participants (P3, cisgender woman, 62 years old,
psychologist: “What we are witnessing is a situation in which politics is interfering where it should not.
What should prevail is healthcare, above any ideology - the well-being of patients.”). Participants viewed
this as undue interference by the CFM in public policy development and as part of a progressive
weakening of the Ministry of Health as a technical body, with increasing political influence over
healthcare decisions. In this context, some participants expressed concern about the potential broader
social consequences of conservative ideologies' growing influence on clinical practice (P15, cisgender
woman, 55 years old, psychologist: “Everyone is afraid. People are afraid of what might happen next. If a
right that | once had can be taken away, what else could happen?”).

Healthcare professionals reported feelings of helplessness, powerlessness, and indignation as the
predominant emotional responses to the new resolution. They described being particularly affected by
their inability to adequately address the distress and suffering experienced by their patients, despite their
confidence in the quality of the care they provide and their disagreement with the rationale underlying the
resolution (P12, cisgender man, 41 years old, psychiatrist: “We feel, in a way, controlled by something we
fundamentally disagree with.").

Actions and positioning

In response to the new resolution, healthcare professionals described adopting several strategies to
ensure the continuity of care for transgender children and adolescents while remaining compliant with
the current legal framework. They described relying on mutual professional support by sharing
experiences, exchanging clinical perspectives, and engaging in collective advocacy against the
resolution.

Following the enactment of the CFM resolution, most services discontinued puberty suppression and
gender-affirming hormone therapy for patients under 18. One service, however, interpreted the
transitional provision differently, understanding “follow-up care” as comprehensive multidisciplinary care
rather than as ongoing medical treatment. Under this interpretation, adolescents already enrolled in the
service were considered to be under ongoing care and could continue along their clinical pathways.

We read the resolution and adopted what we believed was a reasonable interpretation. The resolution
stated that nothing would change for adolescents who were already receiving follow-up care. For us, follow-
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up begins the moment a patient enters our service - they are already under our care. We did not interpret
follow-up as meaning hormone treatment alone; we understood it as comprehensive care. Therefore, from
the moment they entered our service, they were already receiving follow-up care. If they would only become
eligible for puberty blockers two or three years later because of their age, they were still already under
follow-up. [...] We believed we were acting within the resolution because, when it states that someone must
already be receiving follow-up, it is referring to care. And care is provided by the entire multidisciplinary
team, not restricted to hormone therapy. (P1, cisgender woman, 57 years old, anthropologist)

Most services, however, understood that both puberty suppression and hormone therapy were prohibited
for patients under 18 unless treatment had begun before the resolution took effect. In these
circumstances, professionals informed families about the possibility of seeking access to these medical
interventions through individual legal action, and multidisciplinary teams prepared medical reports and
expert opinions, contributed with technical documentation, and participated in court hearings as
specialized expert services. Professionals also emphasized providing emotional support and a
welcoming environment for families through active listening.

In the context of these restrictions, harm reduction emerged as another important strategy adopted by
healthcare teams. Professionals described providing guidance on the risks associated with
unsupervised use of gender-affirming hormones and helping patients make informed decisions by
discussing the potential risks and benefits of different healthcare choices.

What | used to do before, until they reached 16, and what | do now until they reach 18, is essentially harm
reduction - talking about the risks. When they start relying heavily on information from the internet, | tell
them: that person is not responsible for your health. I've seen transgender girls applying estrogen gel three
times a day. | tell them, ‘You're going to end up with a thrombosis because you're using so much estrogen
just to try to develop more breast tissue.’ (P7, cisgender woman, 53 years old, endocrinologist),

Finally, participants emphasized the growing need to invest in the training of healthcare professionals
with expertise in transgender health, particularly in the care of children and adolescents. They also
highlighted the importance of disseminating scientifically grounded information across healthcare and
other professional fields as a strategy to counter misinformation and politically driven narratives
surrounding transgender healthcare.

Impact on clinical practice

Healthcare professionals reported that the new resolution had affected clinical practice, including both
the organization of healthcare services and the mental health of transgender children, adolescents, and
their families. The most frequently described consequences were related to mental health, including
increased psychological distress, anxiety, fear, and uncertainty among patients, with some participants
reporting cases of suicidal ideation. Participants also reported an increased demand for psychiatric
care.
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It deprives us of a resource - a resource that is invaluable as emotional life support. Access to this type of
treatment is not only a mental health resource but also a resource for overall well-being. (P13, cisgender
woman, 40 years old, psychologist)

According to participants, many patients experienced frustration due to restrictions on access to care,
which, in their view, increased the risk of self-medication and the unsupervised use of gender-affirming
hormones, particularly among adolescents approaching the age of 16 years, the age at which hormone
therapy had been permitted under the previous regulation.

The adolescent will no longer receive healthcare; instead, they will turn to the unregulated market. They do
not care about the law. They are far more concerned with coping with the desperation they are experiencing.
As a result, they will lose access to proper healthcare, placing themselves at considerable risk. (P15,
cisgender woman, 55 years old, psychologist)

The resolution also required healthcare services to reorganize their clinical practice in order to respond
to demands arising from the regulation itself. Many services became involved in legal proceedings
initiated by patients and their families, while also having to closely monitor successive regulatory
changes, which participants described as inconsistent and evolving over time.

We continue providing care and doing our work, but instead of helping these families move forward, we now
have to deal with this new demand - the fear and anxiety about what might happen next, knowing that they
no longer have access to certain rights and that the age requirements for treatment have changed. These
new demands, in my view, end up delaying the entire mental healthcare process and the developmental
trajectory of these families. (P12, cisgender man, 41 years old, psychiatrist)

Taken together, participants described the regulatory change as affecting not only access to specific
medical interventions, but also the organization, continuity, and broader therapeutic work of gender-
affirming care.

DISCUSSION

This study explored how healthcare professionals understand and provide care for transgender children
and adolescents as well as how they perceived and responded to CFM Resolution No. 2,427/2025 and
how the regulation affected their provision of gender-affirming care in Brazil. Overall, participants
perceived a marked mismatch between the regulatory framework and the clinical model of care they had
developed with transgender children and adolescents. Rather than viewing the resolution as a discrete
restriction on specific medical interventions, professionals described it as a regulatory change that
disrupted a broader, longitudinal, multidisciplinary, and relational model of care. This mismatch was
particularly evident in the divergent interpretations of the resolution's transitional clause and in the
reorganization of clinical practice that followed its implementation.
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Consistent with international guidelines (Coleman et al., 2022; Rafferty, 2018), participants described
multidisciplinary follow-up as a therapeutic process that includes psychological support, family work,
developmental assessment, shared decision-making, and ongoing negotiation of expectations. Within
this perspective, the value of longitudinal care does not depend on whether it ultimately culminates in
puberty suppression or hormone therapy. Instead, accompanying children, adolescents, and families
through developmental uncertainty was itself understood as one of the primary goals of gender-
affirming practice (Belmont et al., 2024; Malpas et al., 2022; Puckett et al., 2019; Riggs et al., 2020;
Stamm, 2026).

This understanding of care also helps explain one of the most interesting findings of the present study:
the markedly different interpretations professionals gave to the resolution's transitional clause regarding
adolescents already "under follow-up". Rather than reflecting merely different legal strategies or political
positions, these interpretations emerged from different conceptions of what constitutes care itself. For
the service that understood follow-up as beginning with entry into multidisciplinary care, regardless of
whether hormonal treatment had started, this interpretation reflected an established clinical model in
which accompaniment, rather than medication, defines the therapeutic process. Thus, ambiguous
regulatory language interacted with pre-existing clinical viewpoints, producing different yet internally
coherent forms of implementation across services.

The uncertainty introduced by the new regulation therefore extended beyond questions of legal
interpretation and became embedded in professionals' everyday clinical work. Participants described
repeatedly having to negotiate between scientific evidence, professional ethics, institutional policies,
regulatory ambiguity, and the expectations of adolescents and their families. Rather than involving
isolated treatment decisions, clinical practice became characterized by continuous justification,
documentation, and negotiation across multiple audiences with different understandings of what
constitutes appropriate care. Within this context, professionals frequently reported feelings of
helplessness, powerlessness, and indignation, experiences consistent with descriptions of moral
distress among providers of gender-affirming care working under legislative restrictions elsewhere
(Stamm et al., 2025).

This mismatch may partly reflect the narrow biomedical framing of pediatric gender-affirming care in
public and regulatory debates. While these debates have largely focused on puberty suppression and
hormone therapy (NHSE, 2024), participants described care as encompassing a broader set of relational,
psychosocial, and institutional practices, including family support, school liaison, advocacy, harm
reduction, and coordination across services. Similar dimensions have been described by transgender
adolescents and their families (Belmont et al., 2024; Brecht et al., 2025; Hale et al., 2021; Malpas et al.,
2022; Puckett et al., 2019).

Importantly, participants described the resolution as reshaping not only treatment eligibility but also the
organization of everyday clinical work. Rather than simply restricting access to puberty suppression or
hormone therapy, the new regulation redirected professionals' efforts toward responding to families'
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uncertainty, producing technical reports, participating in legal proceedings, monitoring successive
regulatory changes, and expanding psychiatric and psychosocial support. These findings suggest that
restrictive policies affect healthcare services not only through the treatments they prohibit, but also by
transforming how professional time, attention, and institutional resources are allocated. Similar patterns
have been described among providers working under legislative restrictions in other countries, where
legal uncertainty and documentation demands became major drivers of clinical disruption and
professional distress (Stamm et al., 2025).

Another noteworthy finding concerns the emergence of harm reduction as an important clinical strategy
following the resolution. Rather than abandoning adolescents who could no longer access medical
interventions, professionals described providing guidance about the risks of unsupervised hormone use
and supporting safer decision-making. These concerns resonate with those expressed by transgender
adolescents and caregivers in our previous study, who similarly described restrictive access to gender-
affirming care as potentially increasing psychological distress, uncertainty, and the risk of seeking
hormones outside formal healthcare settings (Mazzolani, Cordeiro de Oliveira, et al., 2025). This
convergence is important because it suggests that the consequences identified by healthcare
professionals were not restricted to the clinical perspective, but were also experienced and anticipated
by young people and their caregivers. Nevertheless, these perspectives appear to have been
insufficiently considered in the regulatory process.

The findings are also consistent with international studies showing that barriers to gender-affirming care,
including restrictive clinical pathways, long waiting times, and limited access to specialized services,
may increase the likelihood that transgender individuals seek hormones outside formal healthcare
systems (Burgwal et al., 2019; Burgwal & Motmans, 2021; Kearns et al., 2021). Data from the U.S.
Transgender Survey similarly indicate that a substantial proportion of transgender people report previous
use of non-prescribed hormones because of barriers to healthcare, including cost, limited access to
knowledgeable providers, and anticipated discrimination within healthcare settings (James et al., 2016;
James et al., 2024). Recent qualitative research further suggests that, in these contexts, transgender
communities often develop informal networks to exchange information about hormone use, dosing,
laboratory monitoring, and strategies to reduce the risks associated with self-managed treatment
(August-Rae et al., 2024). In this context, the harm-reduction practices described by professionals can be
understood as an attempt to preserve therapeutic relationships and reduce foreseeable risks when
access to formal treatment is restricted.

Considered alongside our previous findings from transgender adolescents and caregivers (Mazzolani,
Cordeiro de Oliveira, et al., 2025), the present results point to a consistent misalignment between the
regulatory framework established by Resolution No. 2,427/2025 and the perspectives of those directly
involved in gender-affirming care. While adolescents and caregivers described the implications of the
resolution in relation to their needs, experiences, and access to care, healthcare professionals
emphasized the challenges it posed to clinical practice, continuity of care, and the provision of
appropriate support. Taken together, these findings suggest that the resolution has implications across
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the care process, affecting both those seeking care and those responsible for providing it. The
convergence of perspectives across these studies reinforces the importance of incorporating the
experiences and needs of transgender young people, their families, and healthcare professionals into
policy development and the regulation of gender-affirming care.

Implications for Policy and Practice

Taken together, these findings carry important implications for the regulation of pediatric gender-
affirming care. First, regulatory frameworks should recognize that pharmacological interventions do not
constitute the entirety of gender-affirming care, while also recognizing that the possibility of accessing
puberty suppression or gender-affirming hormone therapy, when clinically indicated, may be an
important component of comprehensive care. Participants described these interventions as embedded
within a broader model of longitudinal, multidisciplinary, and relational care rather than as isolated
treatments (Coleman et al., 2022; Rafferty, 2018). Thus, framing gender-affirming care primarily around
the prescription of specific medical interventions risks overlooking the broader care process, whereas
restricting access to these interventions may also compromise the comprehensiveness and continuity of
care for adolescents who may benefit from them. Second, regulatory changes should provide clear and
consistent guidance for clinical practice. In the present study, ambiguity in the interpretation of the
resolution's transitional provision contributed to heterogeneous approaches across services, with
professionals adopting different interpretations of who could continue treatment. This normative
uncertainty had consequences beyond clinical decision-making, generating legal insecurity for
professionals and increasing uncertainty and anxiety among adolescents and their caregivers. Clearer
implementation guidance is therefore essential to reduce variability in clinical conduct and to protect
continuity of care. Third, institutions and professional bodies should anticipate that abrupt regulatory
changes can place healthcare professionals in positions of sustained moral, clinical, and legal
uncertainty. Mechanisms such as clear implementation guidance, legal support, and structured spaces
for professional debriefing may help mitigate these effects, particularly in contexts where providers must
reconcile regulatory requirements with clinical judgment and patients' needs (Stamm et al., 2025).
Finally, policymakers seeking to regulate pediatric gender-affirming care should engage directly with the
perspectives of those who provide, receive, and support this care. Considered alongside our previous
findings with transgender adolescents and caregivers, the present results suggest a broader
misalignment between the regulatory framework and the perspectives of key actors involved in gender-
affirming care. Regulatory decisions should therefore incorporate clinical expertise, the lived experiences
of transgender young people and their families, and the practical realities of care delivery. In Brazil, the
findings of this study reinforce calls to reassess Resolution No. 2,427/2025 in light of emerging evidence
and its potential implications for gender-affirming care.

Limitations

This study has several limitations that should be considered when interpreting the findings. First,
although professionals from services across Brazil were invited, all participants were ultimately recruited
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from the Southeast region, limiting the transferability of the findings to other regions with potentially
different healthcare infrastructures, access to specialized services, and sociocultural contexts.
Recruitment also depended on professionals’ availability and willingness to participate, which may have
introduced self-selection bias. In particular, professionals with stronger views about Resolution No.
2,427/2025 may have been more likely to participate, potentially influencing the perspectives
represented in the study. Second, the sample was relatively small, and some focus groups included
fewer participants than initially planned because of difficulties coordinating schedules among
specialized professionals. One focus group included only two participants, which may have limited the
diversity of perspectives and opportunities for interaction compared with larger groups. Although the
multidisciplinary composition of the sample contributed to the diversity of perspectives, the findings
may not capture the full range of professional experiences and interpretations. In addition, all
participants identified as cisgender, meaning that the study did not capture the perspectives of
transgender and non-binary healthcare professionals. Third, some participants were affiliated with
AMTIGOS, where members of the research team also worked clinically or conducted research. These
pre-existing professional and institutional relationships, together with the research team's prior
involvement in discussions concerning the resolution, may have influenced recruitment, group
interactions, or data interpretation. Although the team engaged in reflexive discussions throughout data
collection and analysis, the potential influence of these relationships and prior perspectives cannot be
entirely excluded. Finally, the reported consequences of the resolution for patients' mental health,
including psychological distress and suicidal ideation, as well as concerns about self-medication and
unsupervised hormone use, were based on healthcare professionals' accounts rather than direct
assessments of patients or systematic measurements of these outcomes. These findings therefore
reflect professionals' perceptions and clinical experiences and should not be interpreted as establishing
the incidence, magnitude, or causal effects of the regulatory changes on these outcomes. As a
qualitative study, the aim was not statistical generalization, but an in-depth exploration of professional
perspectives on gender-affirming care within a specific regulatory and healthcare context.

CONCLUSION

In conclusion, our findings suggest that the effects of Resolution No. 2,427/2025 extend beyond
restrictions on specific medical interventions. Healthcare professionals described the regulation as
disrupting a broader model of longitudinal, multidisciplinary, and relational care, while generating
uncertainty in clinical decision-making and reshaping the organization of everyday practice. The findings
also highlight how restrictive regulatory frameworks may create unintended consequences, including
increased reliance on harm-reduction practices and disruption of continuity of care. More broadly, the
study underscores the importance of understanding gender-affirming care as a process that extends
beyond pharmacological interventions and depends on stable therapeutic relationships, multidisciplinary
support, and clear regulatory guidance.
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