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Abstract
Introduction Sweden has one of the world’s longest histories of providing subsidized gender-confirming medical procedures for
people with trans experiences. However, until 2015, Swedish trans-specific healthcare lacked formal guidelines.
Methods In this study, we analyse the Swedish guidelines for trans-specific healthcare from 2015 using Bacchi’s approach:
“What’s the problem represented to be?” Following this approach, we analyse problem representations in the guidelines with
special focus on evaluation, diagnosis of gender dysphoria and criteria for access to care.
Results Three problem representations were identified in our analysis: “the problem of (non)linear gender”, “the mental health
paradox” and “gender dysphoria as a psychiatric, psychological and psychosocial problem”. Together, these problem represen-
tations construct gender dysphoria as a psychopathology and allocate the decision-making power to mental health care providers.
Hence, the guidelines reconstruct the gatekeeping function among care providers while undermining care seekers’ ability to attain
self-determination. While the guidelines do allow for non-linear embodiment, they simultaneously reconstruct a linear relation-
ship between gender identity and social gender role. Mental healthiness and, for migrants, having a residence permit seem to be
favoured in the evaluation of gender dysphoria and for access to gender-confirming medical procedures, while aspects of gender
euphoria are silenced.
Conclusions We conclude that the guidelines resemble, and have similar effects to, the psychomedical understandings of gender
dysphoria prevalent in medical research and practice. At the same time, the guidelines attempt to depathologize trans experiences
and open up space for new subjectivities to be eligible for access to gender-confirming medical procedures.
Policy Implication The knowledge from this study can be useful when constructing, revising or analysing guidelines for trans-
specific healthcare in several contexts.
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Abbreviations
DSM Diagnostic and Statistical Manual of Mental

Disorders
ICD International Statistical Classification of Diseases and

Related Health Problems

SKS Swedish Knowledge Support
RLE Real Life Experience
WPR What’s the problem represented to be?

Background

For at least a hundred years, experiences of non-linear gender
have been reported in the medical literature (Benjamin, 1966;
Hirschfeld, 1910), and many people with such experiences
have sought access to gender-confirming medical procedures
(Dhejne, Öberg, Arver, & Landen, 2014; Lane et al., 2018).
While access to care is dependent on private means in many
countries, trans-specific care in Sweden is included in the
general healthcare insurance. However, several studies have
shown that access to trans-specific care, both in Sweden and
elsewhere, is conditional and that gender is normatively
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constructed in such care (Bremer, 2011; Dewey & Gesbeck,
2017; Linander, Alm, Goicolea, & Harryson, 2019; Spade,
2006).

In 1972, Sweden was the first country in the world to in-
troduce a law regulating access to legal and genital gender
reassignment (SFS, 1972:119). However, in 2010, a govern-
ment report concluded that Swedish trans-specific care prac-
tices lacked conformity in terms of evaluation, treatment and
waiting times (The National Board of Health and Welfare,
2010). Following this, in 2015, the National Board of Health
and Welfare published and disseminated guidelines
concerning the “evaluation, healthcare and treatment” of adult
persons with gender dysphoria throughout the Swedish
healthcare system (The National Board of Health and
Welfare, 2015). These guidelines are the focus of our analysis.

Policies have become increasingly important in the organi-
zation and governing of healthcare practices (Coveney, 2010;
Walt et al., 2008). Policies can be analysed in different ways,
and the focus of policy analysis has shifted somewhat away
from asking “what governments do, why they do it and what
difference does it make?” (Coveney, 2010, p. 515) to focus
more on policy as productive. This means asking questions
about how policies provide tools for government by giving
shape to and constructing problems in particular ways, rather
than merely providing solutions to already existing problems
(Bacchi, 2009; Coveney, 2010).

Following such cues, the aim of this study is to analyse
problem representations in the Swedish guidelines for trans-
specific healthcare (SKS), using Bacchi’s post-structural
approach “What’s the problem represented to be?” (WPR)
approach (Bacchi, 1999, 2009). We will focus on problem
representations in the recommendations for the evaluation
and diagnosis of gender dysphoria and in the criteria for access
to gender-confirming medical procedures in the guidelines.
This can provide insights into constructions of gender identity
and mental health, as well as elucidating processes of
decision-making and access to care.

In line with this approach, we see policy suggestions
for specific actions and solutions as building on an in-
herent understanding of a problem while simultaneously
constructing that problem, regardless of what articulated
problems the policy is said to address. This suggests
that there are multiple ways to understand a phenome-
non and that by emphasizing one particular understand-
ing, policies block and silence alternative understand-
ings. Analysing the Swedish guidelines for trans-
specific healthcare may thus provide important insights
into what the problem of “gender dysphoria” and trans-
specific care is represented to be. Such representations
may have consequences that extend beyond those of
care-seekers. For example, the way in which trans bod-
ies are constructed as deviant and in need of correction
affects how gender itself is constructed.

As previous research based on interviews with care-
seekers has shown, access to gender-confirming medical
procedures is connected to gender norms (Bremer, 2011;
Dewey & Gesbeck, 2017; Linander et al., 2019).
Consequently, analysing the formal guidelines is an im-
portant endeavour, which may provide insights into the
regulation of knowledge and individual subjects through
policies. To the best of our knowledge, these guidelines
have not been analysed before.

Methods

Methodological and Theoretical Approach

Bacchi draws upon Foucauldian perspectives on power and
problematization in order to develop her tool for critically
analysing policies (Bacchi, 1999, 2009). A basic assumption
in Bacchi’s approach is that policies do not (only) address
existing problems, but (also) produce and give shape to prob-
lems (Bacchi, 1999). Such an approach stems from the under-
standing that problematization is not about representing a pre-
existing object but is rather a set of practices entering into a
terrain of competing constructions of truth and falsehood. It is
impossible to represent, or to have contact with, a value-free
or interpretation-free reality and, therefore, the representation
of problems in policies is not a set of objective descriptions of
a pre-existing reality but rather consists of contested claims
about the nature and existence of social problems (Bacchi,
1999). By analysing the proposals, suggestions and solutions
in policy documents that are supposed to address a problem,
we can learn something about how that “phenomenon” is
constructed.

This approach means asking what implications these par-
ticular representations of the problems may have. Bacchi ac-
counts for three effects of problem representations (Bacchi,
2009). Discursive effects focus on how problem representa-
tions contribute to shaping knowledge about a “phenome-
non”, for instance, how gender dysphoria itself is understood.
Subjectification effects mean that policies contribute to con-
structing particular subjects, such as normal and knowledge-
able care-providers and care-seekers. Lived effects focus on
material consequences, such as access to care or care-seekers’
ability to make decisions about medical procedures. It is es-
pecially important to discuss the lived effects for care-seekers,
because studies of trans-specific healthcare have been criti-
cized for lacking such a perspective (Bremer, 2011; Spade,
2006).

Using the WPR method does not mean that we understand
the authors or responsible institutions behind the guidelines as
having any particular intentions beyond the problem they set
out to address. Instead, we understand the production of pol-
icy to consist of contested claims about the nature and
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existence of problems, and that policy development is affected
by and may affect dominant discourses. Hence, this paper
aims to problematize and highlight things that are taken for
granted, making it possible to scrutinize them and open up
possibilities for change (Foucault, 1991, p. 84).

The WPR approach has a critical theoretical underpin-
ning (Bacchi, 2009) but does not provide a normative
theoretical framework when it comes to trans experiences,
so we will use theoretical and ethical insights from trans
studies in the analysis. Trans studies scholars have point-
ed out that people with trans experiences have not been
treated as legitimate knowers (experts) of their own lives
in regard to trans-specific healthcare (Stryker, 2006). In
line with Spade, we have “a desire for a deregulation of
gender express ions and the promot ion of se l f -
determination of gender and sexual expression” (Spade,
2006, p. 319), and thus take an affirmative approach to
individuals’ autonomy, self-determination and access to
gender-confirming medical procedures.

Feminist research has demonstrated the importance of
gender for the organization of society, in terms of labour,
violence, care and health to name but a few aspects. To a
great extent, gender also organizes our identities, relations
and desires (Connell, 2012). While some argue for a bi-
nary understanding of gender, as an inherent biological
essence, post-structural feminists and trans studies
scholars have argued for an understanding of the gendered
subject as constructed within the surrounding context
(Butler, 1990; Elliot, 2016; Stryker, 2006). Our
understanding of gendered bodies is contextual and can-
not be reduced to our knowledge of sex differences. The
differentiation of bodies into normal or deviant is hence
produced within a specific social context and the position
of “the normal” is constructed through repeated construc-
tions of the Other (Butler, 2009; Spade, 2006).

Material—SKS

The Swedish Knowledge Support (SKS), “Good
healthcare for adults with gender dysphoria”, is a 117-
page document published in 2015 by the National Board
of Health and Welfare (The National Board of Health and
Welfare, 2015), a government agency working to ensure
good and equal health, social welfare and healthcare for
the Swedish population. The SKS contains 37 recommen-
dations for trans-specific healthcare. The National Board
of Health and Welfare led the work on the guidelines,
with one expert group responsible for the research and
another for prioritizing the recommendations. Most of
these experts work clinically within trans-specific
healthcare as psychiatrists, endocrinologists, surgeons,
voice therapists, social workers, psychologists etc. The
aims of the guidelines are stated as developing healthcare

and treatment for adults with gender dysphoria and pro-
viding equal care for care-seekers. The targeted groups for
SKS are healthcare providers within the field of trans-
specific care and decision-makers.

Analytical Method

Bacchi’s WPR approach suggests seven questions for
analysing policy documents (Bacchi, 2009), of which we have
used the first six (see Table 1).1 In the first analytical step, IL
read and reread the guidelines with the questions in mind and
made notes in the margin. In the second step, recommenda-
tions (understood as suggestions or solutions to the problem)
that dealt with evaluation, diagnosis and criteria for access
were chosen and thoroughly analysed in relation to questions
1–3 (see Table 1). When relevant, parts of the description and
explanation for the recommendations were also included in
the analysis. This analysis (of questions 1–3) resulted in the
identification of three principal problem representations,
which were discussed in detail and revised with the other co-
authors. In the next step, questions 4–5 were used to analyse
the three problem representations we identified in the previous
step. This analysis was grouped into two themes, one dealing
with care-providers and another with care-seekers. The sixth
question is used and addressed in the concluding discussion.

Results and Discussion

By analysing the recommendations within the guidelines, we
identified three principal problem representations: (a) the
problem of (non)linear gender, (b) the mental health paradox
and (c) gender dysphoria as a psychiatric, psychological and
psychosocial problem. After describing these three problem
representations, we will discuss the silences and effects pro-
duced by them (questions 4–5).

The Problems, their Assumptions and Genealogy

The Problem of (Non)Linear Gender

In the recommendation for the length of the evaluation, it is
stated:

The length of the evaluation should be individualized
according to the person’s social and medical situation.
You [the evaluator] should be especially careful before
initiating treatment that includes physical change if the

1 The seventh question is “Apply this list of questions to your own problem
representations” (Bacchi, 2009, p. 2). This question is a suggestion to turn a
critical gaze on your own analysis and conclusions. Although relevant, we find
this aspect to be beyond the scope of this particular paper.
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patient has just recently begun to explore their identity
or alternative gender expression. It is not necessary for
the person to have lifelong knowledge about their gen-
der dysphoria, but caution is needed if the gender dys-
phoria is episodic or recently discovered. (p. 35)

Suggesting cautionwhendealingwith care-seekerswho lack
a long-term and stable knowledge of their gender dysphoria
and using the concept of “discovery” assumes that gender
dysphoria is an inherent condition that is always already there
tobediscovered (Q1,Q2).Thesamerepresentationcanapply
to the term“episodic”, since suchanexperienceunderminesa
stable gender identity and ultimately makes a diagnosis of
gender dysphoria impossible. Hence, gender dysphoria, and
consequently also gender identity, is discursively construct-
ed as a stable condition that does not change over time. A
similar representation can be seen in the recommendation
for access to surgery, which demands that gender-identity
problems are “persistent” and “well-documented” (p. 52).
In addition to the idea of a persistent gender stability, this
recommendation also suggests that lack of documentation
makes the diagnosis less substantiated. This implies that
care-seekers’experiencesandoralaccountsare less trustwor-
thy than care-providers’ accounts, such as medical records.
This type of representation of a stable gender has a long his-
tory inmedical researchandpractice (Q3) andcanbe found in
the1968governmental preparatory report for the current law,
in which it is stated that the typical transsexual has experi-
enced belonging to the other sex since before school age
(SOU, 1968:28, p. 26).

This temporal aspect of gender identity, gender dysphoria
and the evaluation process is also present in the recommenda-
tions for real-life experiences (RLEs), a phase of the evalua-
tion in which the care-seeker is expected to live according to
their identified gender:

Healthcare should offer persons who are evaluated for
gender dysphoria help to plan and adjust a period of time
when they live in the social role that matches the gender
identity in which they want to be confirmed. (p. 36,
recommendation for “living in accordance with one’s
gender identity”)

The formal motivation for retaining RLE as a part of the eval-
uation is that it makes it easier for the care-seeker to know
whether living in their desired gender meets their expectations
and that this reduces the risk of regret after irreversible treat-
ment (p. 36). Regret is here represented as the problem to be
solved (Q1). It alludes to the idea that care-seekers want to
achieve a stable gender identity but that regret and a desire to
“return” to the gender assigned at birth may be a problem (Q2)
(see also Shuster, 2016). However, the prevalence of post-
surgical regret is extremely low and, in addition, the guidelines
state that there is no evidence in research that RLE reduces the
risk of regret. Instead, the recommendation is based on clinical
experience and international guidelines (p. 36). A historical
representation (Q3) of the problem of unrealistic expectations
among care-seekers can be found in Benjamin’s warning to his
patients: “the operation, even if successful, does not change you
into a woman. Your inborn sex will remain male. You must be
aware of this fact” (Benjamin, 1963, p. 293).

According to the guidelines, healthcare providers can have
an advisory function in the decision about legal gender con-
firmation, and the guidelines state that the evaluator can, and
often does, provide a certificate for the RLE period to the
Legal Advisory Board. The requirement that a medical author-
ity must provide a certificate implies that there is a problem
with the trustworthiness of the applicant (Q2). According to
Swedish law, an applicant for legal gender confirmation must
“for a period of time [have] appeared in accordance with that
gender identity” (SFS, 1972:119). However, the guidelines do

Table 1 Analytical questions and
how they are used in the analysis
(Bacchi, 2009, p. 2)

Questions: How they are used in the analysis:

1. What is the problem represented to be in the
guidelines for trans-specific healthcare?

Recommendations were analysed with these
questions in focus and thematized into four
problems.2. What presuppositions or assumptions underlie this

representation of the problem?

3. How has this representation of the “problem” come
about? (genealogy)

4. What is left unproblematic in this problem
representation? Where are the silences? Can the
problem be thought of differently?

The three problems identified (using questions 1–3)
were analysed using these questions. The results
were grouped into two themes, one about
care-providers and one about care-seekers.5. What effects are produced by this representation of

the problem?

6. How/where has this representation of the problem
been produced, disseminated and defended? How
has it been (or could it be) questioned, disrupted and
replaced?

This question is dealt with in the concluding
discussion
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not use the legislation to justify the RLE. “A period of time” in
the legal paragraph is interpreted in the guidelines as: “one
year is common in this context. In individual cases a longer
or a shorter time period may be justified” (p. 13). Historically
(Q3), it has been similarly argued that care-seekers should “for
at least some years /.../ demonstrate their abilities to master a
life in the opposite sex role” (SOU, 1968:28, p. 31).

In the recommendation for RLE, the social gender role is
discursively connected to gender identity. While the guide-
lines do allow for non-stereotypical gender performances in
relation to the RLE, the discursive connection between gender
role and gender identity still assumes that there is only a single
social gender role possible for each gender identity (Q2). A
similar formulation can be found in the recommendation for
the provision of appliances (in the evaluation chapter):

The healthcare provider should offer appliances such as
wigs, breast prostheses, penile prostheses and binders
(breast bandage) in order to facilitate patients to live in
the social role that matches the gender identity in which
they want to be confirmed. (p. 37)

This suggests that care-seekers have a problem in matching
their gender identity with their social role (Q1) and need as-
sistance to do so. Together with the recommendation for RLE
and the Swedish legislation on legal and genital gender reas-
signment, which requires that an applicant has “consistently
appeared in accordance with that gender identity, for example
in the family, in school, at the workplace and in other public
contexts” (p. 13), this indicates a problem of mismatching or
inconsistent appearance among care-seekers. This assumption
can be interpreted to mean that, when the social gender role
does not match the self-proclaimed gender identity, authentic-
ity can be questioned (Q2). Following this logic, the social
gender role becomes the visible and measurable dimension
of gender identity. That the social gender role is an extension
of gender identity in dominant medical discourses is some-
thing feminist researchers have highlighted (Alm, 2006;
Butler, 1990). However, while some feminist and trans
scholars have identified a biologically deterministic under-
standing of gender and trans experiences within
psychomedical discourse (Elliot, 2016; Sanger, 2008), gender
identity is not visibly constructed as a biological essence in the
SKS guidelines. However, it is still naturalized as a fixed
essence that is stable over time.

In contrast to the problem of non-linear gender, the guide-
lines state that care-seekers do not have to want to undergo all
the available medical procedures in order to be eligible for
access to care and that “two individuals who have the same
diagnosis will not necessarily receive the same care interven-
tions” (p. 22). Hence, the guidelines seem to be intended to
solve a problem of a rigidly standardized care approach and a
problem of care-seekers having received inappropriate care (p.

22). An “all or nothing” approach is visible in the governmen-
tal report of 1968, which states that a “strong demand for all
interventions” is an important diagnostic sign (SOU, 1968:28,
p. 29, our emphasis). Similarly, critical scholars have shown
that a demand for surgery is implicitly constructed as a re-
quired symptom of transsexualism (Alm, 2006, 2018;
Kroon, 2008). This has been argued as being a way of ensur-
ing that the trans embodiment becomes as linear as possible
(Alm, 2018). It thus seems as though the current guidelines
deviate from these previous assumptions and demands, open-
ing up the possibility for care-seekers to undergo only some of
the available medical procedures if they do not want or need
them all, or are unable to proceed with some. Hence, the
problem representation of (non)linear gender is double-edged.
On the one hand, there is a problem of non-linearity in the
relationship between a person’s social gender role and their
gender identity and in relation to the stability of gender iden-
tity. Such non-linearity is a problem that can supposedly be
solved by an individualized real-life experience (RLE) of suit-
able length, and appliances that can facilitate the matching
between social gender role and gender identity. On the other
hand, there is a problem with a care model that is too stan-
dardized. This is resolved by recommending flexibility with
regard to which medical procedures care-seekers wish to
undergo.

The Mental Health Paradox

For all surgical interventions mentioned in the knowl-
edge support’s text and recommendations, the following
general criteria apply:

/…/ If pronounced medical or mental issues exist, they
must be evaluated and treated as far as possible. (p. 52)

The recommendation above suggests that it is problematic to
grant access to surgical interventions for a care-seeker with
untreated medical or mental issues (Q1). Hence, it suggests
that care-seekers are more appropriate candidates for gender-
confirming surgical procedures if they are mentally healthy.
The guidelines also state that untreated mental illness can
make the evaluation and treatment more difficult (p. 32), but
it is not explained why. At the same time, it is stated that “the
diagnostic evaluation should not be unnecessarily delayed by
psychiatric comorbidity” (p. 32, our emphasis).

In the guidelines, gender dysphoria is defined as “psycho-
logical suffering and/or impaired functioning in everyday life
that is caused by the gender identity not matching the regis-
tered sex” (p. 113). Hence, the diagnosis requires the presence
of psychological suffering/impaired functioning, and a diag-
nosis is necessary for access to care, but paradoxically, the
guidelines state that access to medical procedures should be
postponed until after treatment of any mental ill health.

313Sex Res Soc Policy (2021) 18:309–320



Adding to this paradox, research shows that care-seekers’
mental health improves after access to medical procedures
(Dhejne, Van Vlerken, Heylens, & Arcelus, 2016). Studies
have also shown that the evaluation process and waiting for
medical procedures themselves contribute to mental ill health
(Bremer, 2011; Linander, Alm, Hammarström, & Harryson,
2017). Previous research confirms that mental stability has
been privileged in the evaluation and has facilitated access
to care (Bremer, 2011; Dewey & Gesbeck, 2017).

In addition to this, the guidelines highlight that mental ill-
ness among people with trans experiences can stem frommar-
ginal iza t ion, discr iminat ion, c isnormat ivi ty and
heteronormativity. Even back in 1968, the government report
(Q3) pointed out that it is difficult to appear in the opposite
gender role in society and that psychological issues are an
“adequate reaction to the basic problem” (SOU, 1968:28, p.
27). However, the “basic problem”—transsexualism—is rep-
resented as an individual pathology in the 1968 governmental
report (SOU, 1968:28) and the focus on mental health and
mental healthcare providers in the SKS guidelines seems to
build upon and reproduce this notion. In the next section, we
will look more closely at this construction of the problem.

Gender Dysphoria as a Psychiatric, Psychological
and Psychosocial Problem

Diagnosing gender dysphoria should be undertaken by
care professionals who have competence to use the
DSM and ICD [diagnostic tools] systems, and who have
documented capacity to recognize and diagnose coexis-
tent psychiatric problems and differential diagnoses. In
addition, those diagnosing should have good knowledge
and experience of gender dysphoria, or alternatively be
supervised by someone who has. (p. 32)

The focus on mental health professionals presupposes that
care-seekers have a problem of a psychiatric or psychological
character (Q1). These recommendations, together with the
diagnostic criteria for gender dysphoria in DSM-5
(American Psychiatric Association, 2013), also builds on the
premise that it is possible for an external evaluator to diagnose
gender dysphoria (Q2). This evaluator has to possess a certain
kind of knowledge—psychiatric knowledge. The concept of
“suspected gender dysphoria” appears several times in the
guidelines (pp. 40, 41, 42). When gender dysphoria is concep-
tualized as something that can be suspected, it is assumed (Q2)
that it can be decided upon or diagnosed by healthcare pro-
viders but is not something that care-seekers themselves can
know and decide upon.

Since 1980, trans experiences have been formally catego-
rized as a psychiatric illness, but also before this trans experi-
ences were medicalized and associated with mental illness

(Dewey & Gesbeck, 2017) (Q3). Endocrinologist Benjamin
stated as early as 1966 that psychiatric evaluation should pre-
cede access to surgery (Benjamin, 1966). Similarly, the guide-
lines’ recommendation about diagnosing gender dysphoria
frames care-providers as competent to identify “coexisting
psychiatric problems” (Q1). The use of the concepts
“coexisting” and “comorbidity” (p. 32) suggests that the pri-
mary problem (gender dysphoria) is psychiatric and that it
constitutes a mental health problem. This representation of
the problem might be connected to an understanding of trans
experiences as an individual psychopathology, or as a mental
illness in itself (Q2).

Psychosocial dimensions that are relevant to the evalu-
ation of gender dysphoria include the person’s access to
support from those close to them. (p. 34, recommenda-
tion for psychosocial evaluation)

According to the guidelines, it is important to evaluate the
care-seeker’s psychosocial resources (e.g. “finances, accom-
modation, employment, relationships, children and plans for
the future”) (p. 34) and to examine their non-medical needs, in
order for the “treatment” to be successful (Q1). This implies
that care-seekers may have psychosocial problems that require
evaluation (Q2). While the guidelines do not state how the
results of this part of the evaluation should affect the possibil-
ities of accessing care, the government report of 1968 states
(Q3): “before medical and legal interventions, the social cir-
cumstances should be under control and a beneficial environ-
ment should be created”, adding that “sometimes the social
position or other circumstances suggest a restrained approach
to profoundmedical or legal interventions” (p. 31). A previous
study showed that social factors such as occupational choice
and marital status have been reasons for the denial of access to
gender-confirming medical procedures in a range of contexts
(Denny, 1992).

Several additional recommendations concern psychosocial
problems:

Healthcare should offer persons with gender dysphoria
or suspected gender dysphoria therapy and counselling
in order to explore their gender identity and limit mental
ill health. (p. 41, recommendation for therapy and
counselling)

Healthcare should offer psychosocial support to people
with gender dysphoria or suspected gender dysphoria.
This kind of support can be relevant during the evalua-
tion and treatment period and after sex-correcting treat-
ment. (p. 42, recommendation for psychosocial support)
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According to these suggestions, care-seekers are expected to
have psychosocial problems that can be resolved through sup-
port, therapy and counselling (Q1). The recommendation for
therapy and counselling assumes that care-seekers need to
explore their gender identity, that they are able to do so in
therapy and that therapy limits mental ill health (Q2). The
guidelines mention a wide range of aims for psychotherapy
and psychosocial interventions: opportunities to explore one’s
gender identity, deal with internalized transphobia, get support
from social networks, improve body image, be able to deal
with psychological challenges and contribute to better social
adaptation (p. 22, p. 40). While some of these factors are
obviously connected to social conditions for people with trans
experiences, the recommendations in the guidelines target the
individual care-seeker. At the same time, the guidelines also
state that mental health issues among people with trans expe-
riences can be due to vulnerability and discrimination con-
nected to cisnormativity and heteronormativity (p. 32).

According to the guidelines, the psychosocial evaluation
should also preferably include meetings with close family and
friends. This assumes that relatives have information that eval-
uators need, information that the care-seekers themselves can-
not provide (Q2). It can also be interpreted as an opportunity
to corroborate care-seekers’ accounts, and if so, it
delegitimizes the care-seeker’s role as an expert on their own
experiences and feelings.

Another aim of the recommendation for therapy and
counselling is to “create realistic strategies to achieve success
in one’s relationships, education and working life” (p. 40).
“Improved functioning and assimilation into working life”
(pp. 90, 92) is also used to justify the economic costs of all
the recommendations in the guidelines. This assumes that ac-
cess to gender-confirmingmedical procedures may create suc-
cess in working life (Q2) (see also Alm, 2006; SOU, 1968:28).

Psychosocial support is also said to potentially reduce the
risk of regret through better support from relatives; hence,
psychosocial support contributes to resolving the supposed
problem of regret (Q1). The function of therapy and psycho-
social support is not only to benefit the care-seeker but is also
said to be essential in order for the evaluating team to feel
confident about the evaluation result and for them to make
well-informed decisions with regard to “treatment” (p. 8).
The emphasis on psychosocial interventions and the fact that
they are not only for the sake of the care-seekers might imply
that these interventions are a part of the evaluation process
(but categorized as an intervention) and a way of retaining
the gatekeeping function among the mental health profes-
sionals within trans-specific healthcare (Q2).

For migrants not holding a residence permit, the guidelines
suggest that the treating medical doctor should decide on what
is “healthcare that cannot wait” (p. 23), which is the key
phrase in the law on access to healthcare for undocumented
migrants and asylum seekers. This assumes that gender-

confirming medical procedures are not, in and of themselves,
healthcare that cannot wait, at least for some people (Q2). An
exception in the guidelines is made for people who have al-
ready started on hormones in their home country, who should
be referred to trans-specific healthcare for continued treat-
ment; hence, this constitutes healthcare that cannot wait.

Silences and Effects

The problems represented in the guidelines that we have iden-
tified through analysing the recommendations are: “the prob-
lem of (non)linear gender”, “the mental health paradox” and
“gender dysphoria as a psychiatric, psychological and psycho-
social problem”. These problem representations enable some
kinds of action and intervention, while others are silenced or
suppressed. By allocating the decision-making power to
healthcare professionals with psychiatric knowledge, these
representations of the problem silence the autonomy and
self-determination of care-seekers and construct an unknowl-
edgeable care-seeking subject. The evaluator’s function as the
person who diagnoses, provides a certificate to the Legal
Advisory Board and referral for medical procedures and offers
psychosocial support and therapy also silences the relation-
ship of dependency between the care-seeker and the care-
provider and conceals the effects of such dependency on the
therapeutic relationship and quality of care (Hale, 2007;
Linander et al., 2017; Shuster, 2016; SOU, 2017:92). These
problem representations also block alternative models of
decision-making in trans-specific healthcare, such as an in-
formed consent model.

We also argue that these problem representations silence a
critical analysis of cisnormativity, although it is mentioned in
the guidelines, along with heteronormativity, as a cause of
vulnerability and mental ill health. For example, the fact that
the guidelines are reconstructing the same normality that they
describe as problematic is silenced. A concrete example is
how the emphasis on matching a person’s social role with
their gender identity silences the fact that only certain social
gender roles are intelligible in society (Butler, 2009). The
insistence on “consistent gender appearance” furthermore pre-
cludes the possibility that gender appearances do not have to
be either stable over time or consistent in terms of the use and
mixing of different clothes and attributes in a given moment,
because gender performance, from our perspective, is depen-
dent on both a temporal and spatial context. When mentioned
in the guidelines, cisnormativity is also reshaped within a
medicalization discourse; it is still the people with trans expe-
riences who are constructed as vulnerable; it is not society that
is creating situations of vulnerability. Additionally, the exten-
sive focus on psychiatric/psychological evaluation and knowl-
edge silences the possibility that it could be physical features
or the social context that is problematic. This construction

315Sex Res Soc Policy (2021) 18:309–320



might contribute to paternalistic approaches and further pa-
thologize and medicalize trans experiences.

The problem representations also silence the possibility of
a gender-euphoric subject, an individual who does not suffer
psychologically from their gender identity but enjoys altering
gender expressions and using gender-transforming technolo-
gies (see Preciado, 2013). Gender euphoria can be seen as the
positive homologue of gender dysphoria and, if silenced,
might conceal important reasons for gendered bodily alter-
ations (Ashley, 2019). A gender-euphoric subject might not
be eligible for state-funded gender-confirming medical proce-
dures but, regardless of that, they are silenced in the guidelines
and, hence, have no space either inside or outside state-funded
trans-specific healthcare.

The problem representations described above have two
overarching subjectification effects, one for care-seekers and
one for healthcare providers. In relation to these two different
subjectification effects, we will now also discuss the discur-
sive and lived effects and the silencing of different under-
standings of the problem. We begin with a discussion on
healthcare providers because the effects of these constructions
ultimately have discursive, subjectification and lived effects
for care-seekers.

Psychiatric or Psychological Healthcare Providers Deciding
on Access to Care

The recommendations in the SKS construct the whole of
trans-specific healthcare as a specialized type of care. The
healthcare-providing subject who is competent to decide upon
access to care is someone who works in a multidisciplinary
team and has psychiatric/psychological knowledge. This rep-
resentation can be traced in references to the “suspicion” and
“detection” of gender dysphoria, which alludes to the idea that
care-providers are the principal knowledgeable subjects.

The problem representations reconstruct and preserve the
gatekeeping function within certain specialized teams. This
specialization might become a hindrance if care-seekers are
dissatisfied with the care they receive from one team and seek
alternatives. It also constructs formal trans-specific healthcare
as having a monopoly. Even though state-funded healthcare
may not provide care for everyone, and may exclude, for
example, a gender-euphoric individual, the recommendation
in the guidelines provides no room outside trans-specific
healthcare for providing gender-confirming medical
procedures.

Hence, care-providers outside of formal trans-specific
healthcare are positioned as unknowledgeable and are not
trusted to make the right decisions about access to gender-
confirming medical procedures. This might have lived effects
in terms of improving the opportunities for care-seekers to
meet knowledgeable care-providers and not get “stuck” in
other parts of healthcare (see also Linander et al., 2017). The

problem representations can also contribute to more geo-
graphically equal care if these teams adhere to the guidelines
(which has, however, been questioned (SOU, 2017:92) and
problematised (Shuster, 2016)) because the guidelines provide
detailed descriptions of different medical procedures and
which medical procedures should be offered and subsidized.
However, the specialized approach can also create geograph-
ical inequalities due to some people living far away from the
centralized team and having to travel long distances to access
care.

The Care-Seeker (Un)Deserving of Access to Care

The subjects who are constructed as deserving access to care
are suffering but mentally healthy, hold a residence permit (if
not yet citizens) and are people who have a consistent gender
identity and appearance over time. By providing recommen-
dations intended to resolve the “all or nothing approach”, the
guidelines also enable a subject who has, or wants to have, a
non-linear embodiment as being eligible for care. This might
have lived effects; for example, in terms of increased access to
care for non-binary people (Linander et al., 2019). However,
the guidelines still have subjectification effects relating to lin-
ear gender. Since gender identity and social gender roles are
socially constructed as binary, either male or female, non-
binary care-seekers might have difficulty in becoming intelli-
gible as deserving care. Similarly, binary-identified care-
seekers who do not perform gender in stereotypical ways
might have difficulties in meeting the criteria for consistency
in gender expression. One lived effect that these constructions
of gender identity and social gender roles can have in care
practices is that, in order to pass the evaluation, the care-
seeker has to perform gender in particular and stereotypical
ways that match the normative ideals of how gender identity is
connected to a certain social gender role.

In the guidelines, it is supposed that the problem of regret
will be resolved through RLE and psychosocial support. The
problem of regret and how it is represented discursively con-
structs gender as stable, and a change in gender identity after
receiving gender-confirming medical procedures is perceived
as a failure. The guidelines do point out that, among those few
who do regret undergoing gender-confirming medical proce-
dures, this regret is associated with poor surgical results and
lack of support from their social network. Still, the conceptu-
alization of regret silences a more fluid understanding of gen-
der identity. Hence, the subject who is eligible for access to
care must have had a consistent gender identity over time and
is expected to continue with this in the future. This discursive
construction of gender as stable can have the effect that the
evaluation continues to focus on and privilege childhood be-
haviour and a consistent social gender role and performance
over time (Linander et al., 2019).
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Adapting the length of the evaluation to individual needs
might limit unnecessary waiting time, but it might also in-
crease the waiting time for someone who has mental or med-
ical issues or has episodically or recently “discovered” gender
dysphoria. The subject who can be diagnosed with gender
dysphoria is expected to be suffering. Hence, in order to gain
access, the care-seeker has to suffer precisely the “right”
amount: enough to be distressing, but not so much that it
can be classified as a mental illness. Apart from the fact that
such an understanding is a paradox, the risk of arbitrary as-
sessment cannot be ignored.

The emphasis on psychiatric knowledge, evaluation and
psychosocial therapy and support reinforces gender dysphoria
as a psychopathology. However, the focus on psychosocial
support might also have effects in terms of improved access
to follow-up and continued support, which previous studies
have shown to be lacking (Linander et al., 2017). The guide-
lines do not completely silence the relationship of dependency
between care-seeker and care-provider, because they do dis-
cuss the dual roles of evaluators: both evaluating the need for
care and providing support. However, this does not seem to
prevent a reproduction of the gatekeeping function allocated
to mental health care providers.

Discursively, the guidelines construct gender-confirming
medical procedures as a way to create respectable and produc-
tive working citizens who can contribute to society (Denny,
2004; Foucault, 1990). Thus, a subject who is constructed as
eligible for gender-confirming medical procedures could be
interpreted as someone with the potential to become such a
citizen. In addition, according to the guidelines, the care-
seeking subject’s social life should also be thoroughly evaluat-
ed before they are granted access. There might be a socioeco-
nomic lived effect of these constructions, as care-seekers may
have different levels of opportunity to present a well-ordered
social life, in terms of socioeconomic situation and symbolic
resources related to class (Bremer, 2011; SOU, 1968:28).

The recommendations relating to care provision for people
without a residence permit, together with the answers from
different teams in a survey (SOU, 2017:92), indicate that asy-
lum seekers who have not started taking hormones prior to
entering Sweden will not be granted access to the evaluation
or to medical procedures. This suggests that trans-specific
healthcare is constructed as healthcare that can wait, and asy-
lum seekers and undocumented migrants are constructed as
not deserving of care. For other groups who are constructed as
vulnerable in the guidelines, trans-specific healthcare should
make an effort to provide care. This can have lived effects in
terms of more equal access to care, although the idea that care-
seekers will become productive citizens after access contra-
dicts such ambitions. The exception is thus asylum seekers
and undocumented migrants, who are not constructed as de-
serving of the same kind of efforts to enable their access to
care.

Concluding Discussion

Denny (2004) argues that trans-specific healthcare providers
have been affected, and partially changed, through practice
due to an overall change in the understanding of trans experi-
ences. The guidelines analysed in this paper seem to have
been influenced by a less linear and more non-binary concep-
tualization of gender than previous versions, whichmay create
opportunities for gender-non-conforming people to become
eligible for access to gender-confirming medical procedures.
These guidelines, like the diagnostic criteria in the latest ver-
sion of DSM (American Psychiatric Association, 2013), at-
tempt to decouple gender incongruence from the distress
caused by gender variation and hence represent steps towards
depathologization. The guidelines also acknowledge
cisnormativity as a cause of mental ill health and vulnerability.
At the same time, two of the three problem representations
that we have identified tie into psychiatric/psychological or
mental issues, and through these representations, the guide-
lines reinforce the belief that trans experiences are an individ-
ual psychopathology.

Gender dysphoria, as a phenomenon, is still constructed in a
similar way to older models, such as the transsexual model
(Denny, 2004). This is also apparent in the representation of
gender identity as an essence, which is stable over time. This
(bio)medicalized understanding of trans experiences is not able
to see the connections between the distress of gender dysphoria
and the distress caused by societal prejudice or violence. The
individualized construction of gender-identity problems si-
lences the societal discourses that construct non-normative gen-
der identity as in need of correction (Burke, 2011; Winters,
2006). Hence, in order to provide alternative problem represen-
tations and enable other kinds of action, this understanding of
trans experiences and gender needs to be discussed and chal-
lenged. Such alternatives should not, however, fall into the trap
of jeopardizing access to care by constructing gender-
confirming medical procedures as cosmetic (Denny, 2004).

From a post-structural perspective, gender dysphoria can
be understood as constructed in time and space, since the
specific meaning of the phenomenon is contested and depen-
dent upon (psycho)medical knowledge production and social
norms of gender. This is not to suggest that the sense of gen-
dered self of people with trans experiences is not “real”
(Butler, 2014), but it locates the “problematic” nature of this
gender identity and the related psychosocial problems within a
social context that often renders trans embodiment unintelli-
gible and positions people with trans experiences at risk of
different forms of violence (Butler, 2009; Kennedy, 2013).
A post-structural lens can also facilitate an understanding of
the diagnostic practice as a negotiation of power, meaning and
space for action, which is influenced by history, social norms
and politics (McGann, 2011). Such an understanding enables
critical examinations of how different norms shape clinical
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practice and how people with specific positions and knowl-
edge, in this case psychiatric care-providers, gain greater
space for action.

During the last two decades, decision-making models with-
in trans-specific healthcare have increasingly been discussed
(Denny, 2004; Deutsch, 2012; Dewey & Gesbeck, 2017;
Pimenoff & Pfäfflin, 2011). A central issue within this discus-
sion has concerned access to gender-confirming medical pro-
cedures: who should decide on care-seekers’ access to care,
how should this be done and what role should mental
healthcare professionals take? An informed consent approach
to hormonal treatment has been used in several US contexts,
and this has been accompanied by an affirming and non-
pathologizing approach to trans experiences. In a US context,
the informed consent model typically means that you do not
need approval or a letter from a mental health professional (or
two) to start on hormones (Davidson et al., 2013; Deutsch,
2012; Winters, 2006). However, in many cases, these so-
called informed consent models have involved some kind of
gatekeeping or assessment, for example by a general practi-
tioner or endocrinologist assessing the psychosocial situation,
“readiness” and possible need for mental health assessment
(Coleman et al., 2011; Davidson et al., 2013; Deutsch,
2012). The discussion around informed consent models needs
to be positioned in relation to differences in healthcare sys-
tems. For example, the issues with different decision-making
models are probably different in contexts where care-users are
dependent on healthcare insurance or pay for medical proce-
dures themselves compared to welfare states such as Sweden,
where tax revenue pays for gender-confirming medical proce-
dures. In Sweden, informed-consent models have not yet been
widely discussed, and this study might serve as a contribution
to such a discussion, in which not only different decision-
making models have to be considered, but also what factors
the decisions on access to care should be based upon.

Implications

The SKS will probably be revised in the next couple of years
(SOU, 2017:92), and we believe that the issues addressed in
this paper can be useful in such a revision. We also see a need
for deeper involvement in the revision process by care-seekers
with a broad range of experiences in order to address some of
the issues raised in this study (T’Sjoen, Motmans, Arcelus, &
Bouman, 2017). In addition to this, we argue that it is impor-
tant for the guidelines to be implemented by all of the involved
teams in Sweden. We believe that this is important despite the
critique brought forward in our analysis because, in these
guidelines, some important steps have been taken in the right
direction based on ideals of self-determination and trans-
affirmative healthcare.

Our analysis also has implications for a broader context
because the Swedish guidelines have been strongly influenced

by the international guidelines issued by the World
Professional Association for Transgender Health (Coleman
et al., 2011). The discourses and issues described and
discussed in this study are thus not unique to Sweden and
are connected to more general psychomedical discourses
about trans experience and gender dysphoria. Thus, the cri-
tique presented here can also be useful when constructing,
revising or analysing guidelines for trans-specific healthcare
in other contexts.
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