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Abstract
Introduction  Barriers to publicly-funded gender-affirming surgery (GAS) in Australia have been identified as costly with 
limited availability of qualified providers and lack of public hospital systems performing/offering these services. Our 
study explores barriers, facilitators, and potential implications for expanding, and improving publicly-funded GAS in 
Australia from the perspectives of an Australian cohort of gender-affirming clinicians.
Methods  We conducted semi-structured interviews with eight clinicians in 2021 who currently work within gender-
affirming health services in Australia. Through ecological systems theory, gender minority stress framework, and reflexive 
thematic analysis, themes and subthemes were developed.
Results  Our study identified three themes and five sub-themes exploring the barriers and facilitators to publicly-funded 
GAS in Australia. Gender-affirming clinicians indicated establishing a surgical center for excellence in trans and non-binary 
healthcare is an essential facilitator needed to implement publicly-funded GAS. This would allow for a best-practice 
decentralized model of gender-affirming care to be realized in future to optimize health and wellbeing among trans 
and non-binary persons.
Conclusions  There remain substantial barriers, specifically at exosystem and macrosystem levels, within the public health 
service needing urgent attention. Implications of findings are relevant to funding, clinical practice, research, and policy 
within and beyond Australia.
Policy Implications  The substantial barriers within the public health service sector could be improved through a growing 
support, and a changing socio-political-cultural milieu; ultimately informing publicly-funded GAS as the most sustainable 
course of action and policy reform.

Keywords  Trans and non-binary · Clinicians · Gender-affirming surgery · Ecological systems theory · Gender minority 
stress · Australia

1  Introduction

‘Trans and non-binary’ is an inclusive term for people whose gender is different from that presumed at birth [1]. There are 
many self-identifiers that people may use over time: trans, non-binary, genderqueer, genderfluid, hijra, kathoey, waria, Sis-
tergirl and Brotherboy (within the Australian Indigenous context where the authors are located; [2, 3]). Estimates of trans 
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and non-binary persons within the wider population vary, with Goodman et al. [4] estimating worldwide ranges from 0.1 to 
2.7%, depending on location and criteria. Trans and non-binary people experience disproportionately high mistreatment, 
discrimination, and harassment compared to the general population [1, 5, 6]. As a result, members of trans and non-binary 
communities experience greater suicidality, psychological distress, anxiety, depression, and trauma [5, 7, 8].

Additionally, some trans and non-binary persons experience gender dysphoria (GD), which is clinically significant distress 
resulting from non-congruent physical characteristics or a general sense of non-congruence [9, 10]. Gender-Affirming Surgery 
(GAS) is an empirically supported intervention for adults experiencing GD and constitutes many varied procedures [8, 11, 12]. 
In 2019 the Australian Queensland Human Rights Act asserted the right to trans and non-binary healthcare to be provided 
free of discrimination [13]. The United Nations and World Health Organization have both called for publicly-funded GAS as 
a human right due to psychological harms caused by GD [14, 15].

Within the aforementioned context, this research builds upon research exploring access to GAS [8, 16, 17]. Barriers to 
publicly-funded GAS in Australia have been identified as cost, limited availability of qualified providers, and lack of public 
hospital systems performing/offering these services [8]. This study explores identified barriers and examines facilitators 
through the perspectives of clinicians currently working in gender-affirming healthcare against the overarching research 
question: “What are the barriers to GAS provision for trans and non-binary persons within the Australian hospital system, 
and what determines the viability of making such surgeries available in the future?”.

Given the bureaucracy of healthcare, studying gender-affirming care from the trans and non-binary perspectives consti-
tutes a small (yet invaluable) part of the overall landscape given most clinicians have policies/procedures, and medicolegal 
responsibilities to navigate [18]. Trans and non-binary people are not always empowered to make decisions nor clearly 
informed of healthcare implications [1]. Instituting publicly-funded GAS within the existing healthcare bureaucracy requires 
relativism (neutral evaluation within context) to understand where changes could be most effectively implemented. The 
impacts of current structures upon trans and non-binary people can be understood as a systemic issue that has dire conse-
quences for individuals. Thus, this research seeks to be considered in concert with research that centralizes trans and non-
binary perspectives, with a thorough understanding of structural limitations from clinicians’ perspectives to allow for more 
targeted advocacy to institute publicly-funded GAS in Australia.

1.1 � Gender minority stress and structural stigma

The gender minority stress (GMS) model, adapted from Meyer’s Minority Stress Model [19] is a cognitive frame used to 
evaluate psychological and physiological health needs of trans and non-binary people and the effects of discrimination 
and demonstrable structural stigma [20]. The GMS model including distal stress specifically, provides a useful method to 
conceptualize events/actions (e.g., rejection, discrimination, prejudice) external to the trans and non-binary individual that 
adversely influence physiological and psychological health outcomes. The ensuing cognitive adaptations resulting from distal 
stressors, are proximal stress (e.g., internalized transphobia, fear of rejection, concealment). Proximal stress is used here to 
conceptualize individual experiences of structural issues.

When assessing barriers to gender-affirming healthcare, consideration of structural stigma is essential as it is found to 
decrease access [1]. An intersectional framework must be considered for trans and non-binary people with multifaceted iden-
tities, such as ethnicity, sexuality, or disability, which may further stigmatize and render individuals vulnerable to additional 
discrimination [6, 21–25]. Moreover, structural stigma leverages a history of the psychiatric discipline pathologizing trans and 
non-binary peoples’ experiences, a distal stress, which results in expected and perceived discrimination, a proximal stress [26].

1.2 � Medical gender‑affirmation and gender‑affirming surgery

Medical affirmation of one’s gender, referred to in the DSM-5 as physical intervention, is individual, personalized and can 
change over time. As the trans and non-binary community is heterogeneous, medical affirmation including hormone 
therapy (HT) and/or GAS are not always desired [12].

The 2018 Australian Trans and Gender Diverse Sexual Health Survey reported that 66.3% of respondents (out of 1,613 
participants) were either currently accessing HT or planned to in the future [27]. Medical affirmation may encompass 
additional factors such as fertility preservation, permanent hair removal, ongoing hormone prescriptions, and managing 
related health concerns, such as cancer screenings, and pregnancy post-transition [28, 29].

GAS is defined as the surgical alteration of non-congruent physical characteristics that contribute to/are the source of 
GD [30]. GAS may include a series of surgeries that encompass but are not limited to chest, genital, facial feminization, 
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vocal cords, and thyroid cartilage [12, 30]. There are a wide variety of surgeries and techniques. Accurate estimates of cost 
in Australia, are lacking with concentration of services within the private sector [31], with estimates provided in Table 1.

The 2021 Health and Well-Being of Transgender Australians report has provided estimates for a range of GAS proce-
dures amongst trans and non-binary Australians [32]. For those presumed male at birth: facial feminization (6% have 
had, 63% want someday, 31% don’t want; n = 372), genital surgery/vaginoplasty (18% have had, 64% want someday, 
18% don’t want; n = 384), and breast augmentation (9% have had, 54% want someday, 37% don’t want; n = 362) had the 
largest gap between demand for services and the number of services rendered [32]. For those presumed female at birth: 
genital surgery/phalloplasty (2% have had, 44% want someday, 54% don’t want; n = 481) and chest surgery/mastectomy 
(31% have had, 58% want someday, 11% don’t want; n = 511) had the largest gap between demand for services and the 
number of services rendered [32].

Most trans and non-binary people who require surgery to alleviate GD cannot access GAS in Australia, and elsewhere, 
due to barriers, such as costs of private services, lack of public services, and structural stigma [1, 17, 33]. Individuals need 
to consider GAS free of barriers to ensure best possible outcomes for mental health and quality of life [8].

2 � Theoretical framework

Structural stigma is encountered by trans and non-binary people when accessing medical treatment and obtaining 
medical gender-affirmation, due to many implicit and explicit sociocultural forces [1]. The procedures/surgeries consti-
tuting GAS are subject to sociocultural forces embodied by clinicians and mechanisms within the internal bureaucracy 
of healthcare.

Bronfenbrenner’s [34] Ecological Systems Theory (EST) that considers individual, interpersonal, community, and soci-
etal levels, is a widely accepted model that can be used to explore social influences impacting public health [35]. EST 
provides a framework to examine operationalized stigma and impacts upon GAS, as relevant to publicly-funded in GAS 
in Australia [1].

The first four levels of EST are mapped onto the Australian public health system (with specific focus on the state of 
Queensland where the Authors are located) (see Fig. 1). The microsystem is representative of clinicians who directly 
administer gender-affirming care. The mesosystem represents current models for care, the World Professional Association 
for Transgender Health Standards of Care Version 8 which many consider ‘gold standard’, and Informed Consent Models. 
The exosystem represents trans and gender diversity education provided to clinicians throughout training/continuing 
professional development. The macrosystem represents the biomedical system (BMS) as the foundation of public health, 
and how this situates trans and non-binary people within existing medical systems ontology, and government funding 
hierarchy. The fifth level of EST, the chronosystem, has been omitted as it was beyond the current study scope.

2.1 � Microsystem: the individual

The microsystem is characterized by direct interaction with a clinician. However, it is essential to note that access to clini-
cians in Australia, such as Queensland, who are confident and experienced in gender-affirming care is often restricted 
due to long waitlists. Additionally, some trans and non-binary people avoid healthcare to avert perceived discrimination, 
receiving psychologically damaging care, or being denied services [1, 29]. Cost of private healthcare is another consider-
able barrier [33], also contributing to long waitlists within public healthcare.

Table 1   Estimated cost of GAS 
procedures

Procedure Estimated cost

Vaginoplasty $30,000 AUD
Mastectomy $12,000 AUD
Phalloplasty $80,000 AUD
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2.2 � Mesosystem: the interpersonal

Guidelines for accessing GAS within Australia are often interpreted within a linear model of gender-affirming medical 
care, with GAS situated at the end of the process and hormone treatment situated as the first step. The two current 
guidelines are the Standards of Care for the Health of Transgender and Gender Diverse People (SOC) Version 8, and the 
Informed Consent Model (ICM) [12, 36]. The SOC-8, developed by the World Professional Association for Transgender 
Health (WPATH), provides specific criteria for initiation of HT, chest surgery and genital surgery and utilizes the diagnosis 
of GD as a requirement for accessing GAS [12].

The ICM is put forward as an alternative to the SOC, operationalized through facilitating patient’s decisional autonomy 
instead of requiring ‘proof of assessment’ (i.e., diagnosis of GD; [36]). While the medical community recognizes ICMs 
generally as part of patient-centered care, implicit bias, and dominant social norms impact gender medical-affirmation 
processes, particularly clinician competency, medico-legal concerns, and attitudinal views regarding trans and non-
binary people [18, 37–39].

2.3 � Exosystem: the community

The exosystem is characterized by the traditional education (i.e., university curriculum and continuing professional 
development) clinicians receive regarding gender-affirming healthcare, and trans and non-binary people. Clinicians, 
who are not immune to social norms and implicit biases may react to negative public sentiment, instances of detransi-
tion, and surgical regret if they have not previously received relevant education, by hesitating to offer GAS [40, 41]. As 
such, clinician education is vital due to perceived or actual discrimination, which may discourage trans and non-binary 
people from accessing medical care [18, 42]. However, as highlighted by Stroumsa et al. [43], without addressing distal 
stress factors and social norms, increasing the number of education hours alone will not be sufficient.

Fig. 1   The first four levels 
of Bronfenbrenner’s EST 
mapped onto the Australian 
public health system, with 
specific focus on Queensland  
(Adapted from Noursi et al. 
[35])
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2.4 � Macrosystem: the societal

The Macrosystem is characterized by locating GAS within a biomedical system (BMS). The BMS assumes health as a 
default based upon a normative, cisgendered body. This system diagnoses disease/disorders in order to return the body 
to health, or an ’absence of disease’ [44]. Therefore, the BMS is primarily concerned with measurable deviation from the 
normative as illness.

In this model, non-cisnormative gender is recognized as a malady requiring repair and contributes to cisgenderist 
ideology [45]. Within the public health system, cisgenderism describes delegitimization of a trans and non-binary per-
son’s knowledge of their gender and body and constitutes a distal stress factor contributing to poorer psychological/
physiological outcomes [20, 45].

3 � Methods

This study set out to understand the barriers/facilitators to publicly-funded GAS provision for trans and non-binary 
persons within Australian public health. The theories and methods chosen, and how they are used to explore GAS are 
influenced by the research team’s subjective interpretation, perspective, and positioning; and affect research outcomes 
[46]. The authors of this article comprise a research team collectively committed to documenting the individual, interper-
sonal, community and societal barriers, for a group of gender-affirming healthcare providers, to provide publicly-funded 
GAS in Australia, and better understanding the economic, clinical and professional viability of making GAS publicly-
available in the near future. Our scholarship spans disciplines of gender and trans studies, sociology, clinical and health 
psychology, and sexual health. The authors have been intimately engaged in trans rights, health research and practice, 
and advocacy within and beyond the Australian primary care environment for up to 27 years, and collectively we have 
more than 50 years of experience in the field. Our authorship team includes researchers of trans and cisgender lived 
and embodied experiences spanning sexual orientations (pansexual, heterosexual, homosexual), immigrant statuses 
(immigrant, first generation, Native-born), and ethnic and cultural backgrounds (Hispanic-American, North African, White 
Australian, and White European descent). Importantly, the research team have at different junctures of their lives felt 
the structural barriers to accessing medical care in Australia and elsewhere because of their gender identity, sexual-
ity, ethnicity, accessibility, and cost.

As GAS is situated within broader public health system bureaucracy, and research domain where competing narra-
tives and conflicting perceptions exist, research regarding GAS needs to be cognizant of this context and its impacts on 
research about GAS [47]. EST is used here as a method to account for differences within levels of bureaucracy, includ-
ing multiple motivations/perspectives within and between systems [34]. Critical realism is used to unpack ontological 
assumptions according to the overall aim of instituting publicly-funded GAS in the Australian public health system [47].

To address the overarching research question eight participants, all of whom currently work within gender-affirming 
healthcare services in Queensland, Australia were purposively recruited (see Participants in Table 2 below). The average 
length of career is 18 years and ranged from 6–30 years. Three participants were in non-metropolitan Queensland, and 
five located in metropolitan Queensland.

Central to ethics considerations for this project was confidentiality, the participants were situated in the public eye, 
drawn from a small and overlapping cohort, and exposed to the possibility of referencing sensitive, and potentially 

Table 2   Demographic 
characteristics of all 
participants

Pseudonym Discipline Location

Avery Sexual Health Physician Non-metropolitan
Charlie Sexual Health Physician Non-metropolitan
Hayden Sexual Health Physician Metropolitan
Morgan General Practitioner (Physician) Metropolitan
Kim Social Worker Metropolitan
Alex Psychologist Metropolitan
Sam Psychologist Metropolitan
Bailey Psychologist Non-metropolitan
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identifying patient information. Prior to recruitment and data collection, the project was approved by the authors’ univer-
sity ethics board—University of Southern Queensland’s Human Research Ethics Committee (Approval No: H20REA289). 
Participant briefing was provided both verbally and through a formal participant information sheet, written informed 
consent sought, and no incentives offered for their time. All interviews were conducted by the lead author via Zoom 
between May–September, 2021 with the help of an interview guide specifically developed for this study, and validated 
through piloting. Interviews ranged between 33–56 min (M = 43 min). Transcription was completed via automatic cap-
tion within Panopto, and the original interview was then reviewed, and transcript edited to ensure verbatim capture. 
Participants were provided the interview transcript and were able to request changes. No participant requested changes.

To make meaning of the interview data, this paper uses thematic analysis in “generating” and “defining” themes [46]. 
More specifically, Braun and Clark [46] encourage scholars making use of thematic analysis to do so with the help of 
their revised six-step guide. This six-phased guide of thematic analysis consists of familiarizing yourself with your data; 
generating initial codes; generating (initial) themes; reviewing themes; defining and naming themes; and producing 
the report [46]. While the six phases were “applied flexibly” and informed by our theoretical frameworks, the steps were 
chronologically applied with the end goal of capturing the “uniting idea” of a theme [46]. As a result, the thematic analysis 
yielded three major themes, which together unpack the barriers/facilitators concerning publicly-funded GAS through the 
perspectives of clinicians who work within/around the bureaucracy of accessing GAS: (1) “I don’t know how its ever going 
to happen”; (2) “Hope against hope”; and (3) “Not if, when.” Identification of individual participant extracts was through 
a discrete gender-neutral first-name pseudonym as it better represented the informal, and person-centered approach 
within the interview encounters.

4 � Results

4.1 � “I don’t know how it’s ever going to happen”

This first theme depicts the damage of public misconceptions in relation to the prospect of publicly-funded GAS. Kim 
shared their thoughts on the matter:

I don’t know how it’s ever going to happen… It’s still such a controversial area … because I still think there’s such 
a lack of understanding about … how it’s surgery, it isn’t a choice or an elective kind of option… until the majority 
can see that perspective… until they can understand that it is just as serious and life threatening as someone who’s 
got cancer or … other ‘acceptable’ medical conditions, then it’s not going to change.

This theme captures participant concerns that GAS is a misunderstood intervention within the wider medical com-
munity and this perception impedes progress of publicly-funded GAS. Two subthemes expound these concerns as 
operationalized barriers: “Resistance of the wider medical community” and “Zero-sum bias.”

4.1.1 � Resistance of the wider medical community

Seven participants expressed the general medical community are largely uninformed about gender-affirming care in 
relation to GAS. Morgan provided an example: “Sometimes they will have been to another GP first who has either referred 
them on or just said, ‘no, I can’t help you.’” Another participant, Sam, also described an example: “Some GPs sometimes 
say ‘no’ … or ‘I don’t think I have the expertise for that,’ even if they’ve received a comprehensive letter from the prescrib-
ing physician.” These represent the exosystem impacting the microsystem within the EST mapped on to Queensland 
public health system.

When attempting to identify the attitudinal component of the resistance in the broader medical community, two 
participants attributed this to “unwillingness to unlearn and re-learn” and “a lack of identifying one’s own responsibility 
in upskilling.” This can significantly impact access to medical affirmation in non-metropolitan areas as one participant, 
Charlie, alluded to “GPs are not going to [provide medical affirmation for trans and non-binary patients]. Doesn’t matter 
how much education you do; these patients are high maintenance. GPs on the whole are not going to see them.”

Three participants described trying to avoid referring trans and non-binary persons to clinicians who would refuse 
treatment by utilizing lists of providers recommended by trans and non-binary patients. Participant Kim described this: 
“We keep a list of all gender-friendly clinicians… allied health, psychiatry, medical, and surgical… That list is growing, 
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but it’s still pretty abysmal.” These lists are then used as unofficial referral pathways and are a pragmatic way of bypassing 
clinicians that lack knowledge/confidence in gender-affirming care.

Participants also mentioned other clinicians who express their willingness to treat trans and non-binary people as 
the only necessary component, resulting in psychologically-damaging care as illustrated in Alex’s retelling of a client’s 
experience as a trans man receiving obstetric care:

They become the show pony of the ward, all of those sorts of awful stories that you hear… Their obstetrician, when 
they were doing an examination said, “Oh, I half expected a penis to be here!” … [and] “Oh, we’ve got a seahorse! 
Right, medical students, nursing students, every student in the whole hospital system come along!”

This instance described by Alex illustrates psychologically damaging care trans and non-binary people can experience 
when attempting to access healthcare. It also demonstrates the willingness of clinicians to provide gender-affirming 
care is not the sole factor influencing the quality of care.

Clinicians inadvertently harming trans and non-binary people were also mentioned as a potential reason for clinicians 
refusing treatment. As articulated by Alex: “They are scared of doing the wrong things.” This fear can also act as further 
justification for requiring a psychiatric diagnosis to ensure they do not ‘harm’ their patient. However, participants also 
noted some disciplines were lacking competency, specifically psychiatry. Morgan stated, “It can be really challenging 
to find mental health professionals, especially psychiatrists, who have got knowledge and understanding and empathy 
for trans people.” In explanation and elaboration, Charlie noted psychiatrists were “overwhelmed at the moment with 
other things and they just don’t want to take on gender.” Charlie’s assessment frames the lack of psychiatric care for trans 
and non-binary persons as a tension between “gender” and “other things,” and “gender” as something that would draw 
resources away from an already established need.

Additionally, participants reported some trans and non-binary persons communicated to their clinician they felt the 
psychiatrist was engaged in misattribution. Alex commented, “So I inevitably hear from clients that the psychiatrist thinks 
I’m trans because I have a trauma history, or they think I’m trans because I’m autistic or I can’t be trans because I’m autistic.” 
One participant reported anecdotal observation of higher autism spectrum disorder and attention-deficit hyperactivity 
disorder in the cohort. Misattribution was also interpreted as a reluctance of psychiatry to provide a GD diagnosis out of 
a desire to minimize medicolegal risk. Avery described this fear when talking to colleagues:

They’re almost horrified when I say, “Oh yeah I just start people on hormones when they want them.” It’s like, “Oh, 
my God, how can you do that? That’s so brave. Aren’t you afraid of being sued?” I was like “For 30 years, I’ve been 
doing it. No problems yet. Maybe one day, but I haven’t had a problem with it.” … I think some people … think I’m 
a bit of a cowboy with this, but it’s the way it’s always done before the gatekeeper model came in.

Avery’s use of the term “gatekeeper model” references the formal diagnosis of GD as needing to be obtained before 
any treatment.

This macrosystem impact of medicolegal risk extends into gatekeeping within gender-affirming care more broadly, 
which Morgan spoke intimately about:

I’ve always used an informed consent model. I didn’t call it that at the beginning. I just called it people telling me 
what they wanted to do with their body and me helping them. And then I discovered that there were lots of people 
who thought that was a bad thing and that we should be getting everyone to go see psychiatrists and get this 
diagnosis… back then it was called gender identity disorder, it was even more uncomfortable. But you had to do 
that to refer people to surgery, and you still do.

That informed consent has not extended to surgery, illustrates the ongoing impact of the mesosystem and 
macrosystem.

One consequence constitutes a particularly cruel double-bind that subjects trans and non-binary persons who travel 
overseas for GAS vulnerable to potentially life-threatening complications, as discussed by Hayden:

Someone who comes back from Thailand with vaginoplasty, who then, for example, develops infections or stric-
tures, I can understand why a local surgeon would be very reluctant to take on the medicolegal risk of trying to 
repair the damage ... That’s tiger country for a local surgeon.

All participants knew of or cared for trans and non-binary people who had travelled overseas to access GAS. Some 
reported their patients saw it as a “holiday.” Travelling for surgery is a practical workaround when considering few options 
available in Queensland. There is little to no public GAS; and only three procedures were identified as publicly-funded in 
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some capacity, though it was restricted and specific to non-metropolitan areas: hysterectomy, gonadectomy, and mas-
tectomy. Facial feminization surgery was said by most participants to be completely unavailable, though one participant, 
Morgan, stated otherwise: “we really only got one [person] that does stuff up here and it’s not been a big part of [their] 
practice.” This informality is unsurprising, given there is no referral pathway to public GAS, hence the overemphasis on 
private services and confusion around service availability.

4.1.2 � Zero‑sum bias

Also illustrated within the theme is the comparison of GAS with more “acceptable medical treatments.” Participants often 
framed the zero-sum1 bias when speaking about funding and politics within the macrosystem. This was clearly illustrated 
by Avery when discussing chest surgery for trans women:

But at the moment, female cancer survivors can’t get chest surgery to have breasts. So how do you politically sell 
transgender women getting breasts when cancer survivors can’t even get breasts? No politician is going to go 
down that path and not unreasonably. The answer is, everyone who wants breast should be able to have breasts 
but that requires a lot more funding being put into the system, which governments will not do.

Avery frames GAS within a hierarchical macrosystem that positions GAS at the bottom of the governmental funding 
model. However, the quote also implies a lack of funding for the purpose of this surgery, thus the funding model itself 
operates in artificial scarcity.

Participants also explained this hierarchical positioning, where trans and non-binary people are seen to be using surgi-
cal resources meant for other purposes, when describing a double standard for surgeries. For example, Alex explained, 
“You’ve got breast cancer. Yes, you can access this on public funding, but no, you can’t have it for any other reason if you 
are trans.” In this quote, Alex is describing the procedure of mastectomy, which is a routinely performed procedure that 
Medicare reimburses (Medicare is the publicly-funded universal healthcare insurance scheme in Australia). However, in 
a rare point of consensus, all participants agreed that Medicare, as a federal apparatus, was not sufficient to fund GAS. 
Instead, most participants suggested that GAS would require funding directly through state hospitals.

Embedded within the discussion of Medicare’s limitations, participants stressed funding needed to be protected from 
political intransigence, and moral panic, a potential impact of the macrosystem. Hayden felt the best way to prevent 
“arbitrary closure” of a gender service was to position it within a hospital instead of sexual health services, and referenced 
the history of HIV services in Queensland as a lesson learned:

The Newman government wanted to shut it down completely… They did get rid of about 70 percent of the staff 
for that service (sexual health service). That was a pretty extreme maneuver… I thought there’s no way you would 
put a service as vulnerable as a gender service in that service (sexual health service) and expect it to survive.

Participants understood their work was subject to zero-sum bias due to political pressure exerted by the macrosystem. 
However, the participants themselves were not operating under this fallacy but attempted to navigate around it. Hayden 
illustrated this by comparing GAS to other high-cost surgeries:

It’s also about priorities… just think of what goes on in the burns unit…the renal unit, the coronary care unit, inten-
sive care itself, they’re all very, very expensive services. It wouldn’t take much management if there was political will.

The participants expressed a detailed understanding of substantial structural and attitudinal barriers within the EST 
mapped on to the Queensland public health system. While the particular emphasis on the barriers did not necessarily 
translate to individual pessimism, participants active in advocacy and regular engagement with the trans and non-binary 
community, outside of a medical context, expressed a greater degree of hope.

4.2 � Hoping against hope

This second theme depicts the double-edged dilemma of maintaining hope of accessing surgery even if it is “unrealistic.” 
Most participants used hope of accessing GAS to motivate themselves and the trans and non-binary people in their care 

1  Zero-sum bias is described as a situation where resources gained by one party are matched by corresponding losses to another party 
when the situation is non-zero-sum (56).
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against dysphoria while also acknowledging the current reality that most who require GAS will not be able to access it. 
Bailey provided this description “It’s sort of like the door is there somewhere, but they can’t find the door, and if you do 
find the door, it’s permanently locked.”

4.2.1 � The mirage of private surgery in Queensland, Australia

Clinicians described “no pathway” for surgery. Participants talked about clients or patients who do not have sufficient 
funds for private surgery as “stuck.” Participants also described the idea of trans and non-binary persons self-funding 
their private surgeries as a “pipe dream” and “unrealistic.” Additionally, Alex characterized the $80,000 genital surgery 
price tag as “…absolutely beyond a joke” and stressed that surgical costs are not straightforward:

It’s not just one surgery, often it’ll be two or three surgeries. And each time there’s associated costs of hospitaliza-
tion and recovery, let alone the cost of not going to work and not earning that income and things like that, running 
out leave.

Despite this cost barrier, most participants saw several strategies to raise funds for surgery, with varying degrees of 
viability: accessing superannuation on compassionate grounds, support from parents/familial inheritance, and working 
multiple jobs. Crowdfunding, winning the lottery, and selling one’s home were also discussed as less popular options. 
Morgan also discussed concerns about the potential long-term ramifications of accessing superannuation: “$20,000 out 
of your super now could be worth $200,000 in 30 years’ time. That’s the whole idea of super.”

Bailey also described the sequelae experienced by trans and non-binary people who suffer with GD but are unable 
to envision ever being able to pay for surgery:

I think most people rule it out before their minds will even consider it… and have already ruled it out as impos-
sible … and have tried to accommodate that into their psyches. Which may be further depressing, distressing, and 
contribute to hopelessness, helplessness, social isolation, and a range of other things.

For participants who provided psychological support during this period of waiting for surgery with no means of obtain-
ing it, their approach was managing GD and a feeling of “stamp[ing] time.” Morgan described the delineation individuals 
are often forced to make in order to function in their daily lives:

It’s a massive cause of ongoing depression and dysphoria for many people. Absolutely. It’s huge… they certainly 
see that as being a goal that’s unachievable for them. It gives them ongoing daily pain and anguish… Some people 
are able to compartmentalize that and just get on with their lives, accepting that they can’t do it. For other people, 
it becomes a huge thing that drags them down and stops them from being able to get on with their lives.

This example illustrates the importance of support and the unique psychological vulnerability that can be exacerbated 
by the mirage of surgery. The balance between hope and the complexity of accessing GAS creates severe consequences 
for trans and non-binary people due to their vulnerable position and the power-relation between them and the clinical/
medical system, as Charlie shared:

We have several patients who have attempted self-harm and at least two successful suicides. Now, we don’t know 
why those patients committed suicide, but definitely we have a considerable number of patients who do attempt 
self-harm… if a patient attempts self-harm and if they’re ok and they’ve sort of kind of regretted it a bit, they’ll say 
go back to your GP for long term care. There’s nothing within the public health system to support these people … 
definitely not to support transgender.

4.3 � Not if, when

This last theme depicts the certainty amongst participants that publicly-funded GAS is inevitable and will become a 
reality in Queensland/Australia, as articulated by Hayden: “Demand is escalating. Demand is … a direct expression of 
how stigma and discrimination are declining in the community… hundreds of people are coming forward, who even 
10 years ago, would not have dreamt of coming forward.”

This theme describes participant views of how increases in demand are seen as a critical mass to leverage to achieve 
publicly-funded GAS. Despite the participants working in an under-resourced and stigmatized medical discipline; with 
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formidable barriers, including the resistance of the wider medical community, participants speak of substantial changes 
happening across all systems may result in publicly-funded GAS.

4.3.1 � Reaching critical mass

Seven out of the eight participants described a significant increase in demand for their services since early 2020. Kim 
described the increase in demand as “overwhelming” and “huge… We’re on track to double the number of patients this 
year from last year.”

It is important to acknowledge the emergence of COVID-19 in early 2020 and subsequent ongoing efforts and lock-
downs to restrict the spread within Queensland. Sam saw a potential connection: “A lot of people … would tell us anec-
dotally …’Oh, it’s now or never,’ like the worlds going to end anyway. I might as well.”

Concerning increasing demand, Kim directly referenced the social milieu: “More celebrities come out and things, like 
all those things help people. Individuals being brave about their circumstances and who they are, is slowly helping.”

While the increase in demand presents possibilities and potential leverage there is also a feeling of expectation, as 
illustrated by Avery “I think what we have to do as clinicians and advocates, is try and find a way for the public system 
to fund it.”

4.3.2 � The best way forward

While all participants were united in the greater cause of providing high-quality medical care to trans and non-binary 
people, however, two different approaches of how best to achieve publicly-funded GAS was identified.

The first group, which formed the majority, believed there is growing societal acceptance of gender-affirming care as 
demonstrated by their educational work progressing within the microsystem and exosystem, and saw this as a result of 
movement within the macrosystem. This group also saw wider trans and non-binary advocacy, and recent research as 
the beginnings of potential change in the macrosystem and centered depathologization in their approach. All of these 
participants were part of private networks dedicated to upskilling and resourcing other clinicians. The exploding popular-
ity of these networks, and the frequency at which participants suggested them, seemed to suggest that these networks 
are seen as a vital component in achieving publicly-funded GAS. Hayden made the connection explicit when discussing 
one specific network: “that one network represents a lot of political influence if it’s exerted on the powers that be.”

The second group did not expect greater societal acceptance to directly translate to resources for gender affirming 
healthcare. The expectation amongst this group is that the process of achieving publicly-funded GAS would be long and 
arduous and would consist of many hard-fought individual milestones. This group attempted to use the mesosystem 
and macrosystem-established diagnosis of GD to establish a pathway. In their approach, they centered publicly-funded 
GAS as a highly effective treatment for an illness. Using this approach, one of the participants, Charlie, secured a list that 
included an “in principle” public surgical option for hysterectomy in specific non-metropolitan locations. This previous 
success led to another recent strategic appeal to focus on one specific surgery, mastectomy, arguing that the Austral-
ian Queensland Human Rights Act of 2019 provided a sufficient foundation for the procedure and that the procedure 
provided the most effective treatment of GD for their patients. It is important to note that the procedure of mastectomy 
does not include chest shaping, which could result in a need for further procedures and expense. However, while they 
were able to secure another publicly-funded GAS procedure for their patients theoretically, there was no public acknowl-
edgement from any hospitals, and Charlie themselves stressed this was still not a certainty: “They’ve agreed in principle 
to do it. But now we actually have to set up the pathway.”

Additionally, in negotiation for publicly-funded mastectomy for trans and non-binary people, Charlie stressed that 
“we want to establish that and not contaminate the conversation with anything else that we might need down the track.” 
The expectation in this statement is that each GAS procedure requires individual advocacy and a large need for leverage.

When participants discussed the fine details of potential publicly-funded GAS, such as centralized vs decentralized 
availability, an idea of a surgical center of excellence began to take shape. As illustrated by Morgan when discussing 
Brisbane as the potential site of publicly-funded GAS:

Honestly, I think that that would be the best way to start out …and I don’t think you could decentralize it until you 
had a center of excellence that had ongoing mentoring and registrars and surgeons coming through, because 
otherwise, where is your workforce going to come from? … I think you do need a central center of excellence but 
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it needs to be attached to, or part of, a public hospital so that it can be funded through Queensland Health and 
whatever federal funding for the hospitals to be able to offer the surgery to people without that massive price tag.

Five participants concurred with the idea of a center of excellence: “Yes, I feel like that is a long overdue, unmet need” 
and “I think a center of surgical excellence somewhere in the state would be really, really very helpful.” In addition to 
providing GAS, participants listed other obstacles a center of excellence could help ameliorate: “students learning how 
to treat people appropriately and respectfully” and the “ability to succession plan and to train … having all the specialists 
all together.” When asked to envision the impact of an established surgical center of excellence in Brisbane, Kim struggled 
to contain their excitement: “I just can’t even imagine what it would be like and how much that would change a lot of 
people’s lives. I just think it would be incredible … I don’t even have words.”

However, when discussing a surgical center for excellence, Hayden stressed that strategies need to be considered in 
response to ideologically opposed groups who would be galvanized by the possibility of such a center:

That would be heavily opposed … as being something of a scandal, that the government should even consider 
such an outrageous suggestion. And it would need very strong advocacy for it to be able to jump all of the political 
hurdles necessary to get funding.

5 � Discussion

There are substantial barriers to GAS provision in Australia as identified by the cohort of gender-affirming clinicians in 
Queensland, such as attitudinal barriers within the state’s medical community. These barriers are illustrated in the lack of 
clinician training [18], which leads to denial of care, and the positioning of government funding as a struggle for compet-
ing priorities and resources [38]. Additionally, there are structural barriers that result in a lack of resources that form the 
basis of gender-affirming healthcare and constitute the failure of Australia, through the case of Queensland, to provide 
best practice, evidence-based care, in the form of GAS. The lack of resources results in insufficient pathways to public 
GAS and leaves GAS isolated in the private healthcare. Potential facilitators to achieve publicly-funded GAS were identi-
fied. The increasing demand for services could be utilized as a critical mass to leverage for an increase in government 
funding [11]. Additionally, a surgical center for excellence in Brisbane, was identified as a facilitator of surgical training 
and to ensure high quality healthcare [33].

Bronfenbrenner’s [34] Ecological Systems Theory (EST) was utilized to map the first four levels of EST onto the Austral-
ian public health system and provided a framework to examine the barriers and challenges to publicly-funded in GAS 
in Australia.

The lack of clinical education (exosystem) regarding GAS as a means of improving health/wellbeing of trans and 
non-binary patients was implicated in the refusal by clinicians to treat individuals (microsystem) contributing to further 
distal stress [1, 20]. This lack of education (exosystem) and the lack of funding for GAS (macrosystem) also serves as a 
mechanism whereby some clinicians, who are potentially attitudinally averse to gender-affirming medical treatment, 
do not feel engagement with trans and non-binary people is required [1, 22, 48, 49].

Upskilling and remaining current with the literature are essential to ensure clinician lack of knowledge or understand-
ing, does not contribute to the othering/alienation associated with poorer health outcomes [18, 20]. Further complicat-
ing matters, the range of literature available also includes empirically unsupported concepts such as autogynephilia 
and rapid-onset GD that are used as arguments against gender-affirming care [50, 51]. A clinician’s discernment of the 
literature may also be guided by limited previous exposure to the topic often received during their university training 
[8, 18, 42].

Fear that a clinician administering GAS would be seen to have committed malpractice if there were not sufficient 
safeguards to ensure a person was not accidentally misidentified as needing GAS was cited by participants and demon-
strates the impact of the macrosystem. The fear is centered around a cisgendered person being subjected to GAS [52, 
53]. It centers cisnormativity within trans and non-binary healthcare [52, 53]. This could account for the interpretation 
of the SOC as requiring a psychiatric diagnosis of GD for medicolegal protection [54]. Given that the psychiatrist is the 
macrosystem’s legitimizing authority for psychological matters, their approval is sought.

Despite GAS being an evidence-based treatment for GD, the service is not widely available in Queensland [8, 11]. 
There are only a few private options in Queensland for GAS which can cost between “$10,000 and $80,000” depending 
on the procedure [55]. Genital surgery is the most expensive procedure and the hardest to obtain without travel outside 
Queensland. There is currently only one private option providing genital surgeries, and there is a substantial waiting list.
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Resistance of the wider medical community and lack of clinicians upskilling to treat trans and non-binary patients 
can also be explained as motivation derived from the macrosystem, in the form of scarcity of government funding. The 
implication is that to fund GAS, funds must be diverted from an already established need. This positioning of GAS as 
competition for limited resources, constitutes a zero-sum bias that allows ongoing justification for depriving GAS of 
government funding.

The political view that any gains made in the trans and non-binary healthcare space means a corresponding loss of 
resources from cisnormative services is a zero-sum bias to maintain the macrosystem hierarchy. The hierarchy positions 
cis women above trans women as the more acceptable surgical need, and in direct competition for limited resources 
[38, 56]. A cis woman wanting to restore their breasts after illness is understood by the BMS foundational concepts as 
returning to health and wellbeing [57].

This bias leads to the delegitimization of GAS and positions it as a neutral or elective procedure, permitted but not 
urgent, despite the active harm this does to trans and non-binary people [8, 17, 20, 45, 58–60].

Participants active in advocacy and regular engagement with the trans and non-binary community, outside of a medi-
cal context, expressed a greater degree of hope. This finding was in line with a recent call by Ashley and Domínguez 
[37] for clinicians to engage more broadly with the trans and non-binary community. However, despite hope, barriers 
persist, resulting in the current gap between procedures performed, and demand [32] Our theme “Hoping against 
Hope” described the reality of under-resourced marginalized healthcare that is unable to provide evidence-based best 
practice care due to resistance from the wider medical community (exosystem) and zero-sum biases (macrosystem; [1, 
33]). In addition, this theme explored limitations and frustrations participants encounter as they tried to support the 
wellbeing of the trans and non-binary people in their care to navigate private surgical options and manage distressing 
incongruence [10].

Clinicians described “no pathway” for surgery, and this accords with current research [1, 33]. The cost barrier of GAS 
is well established in the literature, both as a practical barrier for individuals and a structural component of stigma [1, 8, 
17, 23, 33]. The 2018 Australian Trans and Gender Diverse Sexual Health Survey reported 42.7% of the respondents as 
having an annual income under $40,000 [27]. Needing a surgery that is perceived as permanently beyond resources can 
have a detrimental impact upon health [8], and constitutes both distal and proximal stress factors [20]. It also reinforces 
the exosystem and macrosystem impacts that have isolated GAS within private healthcare [1].

The balance between hope as motivation against distressing incongruence and the complexity/inability to access GAS 
is treacherous for clinicians and for trans and non-binary persons [37], and thus precludes the obvious; that some studies 
suggest that the most effective support for those needing GAS is not endless hope; it is publicly-funded GAS [59, 60].

Access to GAS needs to be considered urgent by the microsystem and the macrosystem, specifically government 
funding to ensure the best possible physiological and psychological health outcomes [7, 20]. The prolonged wait for 
surgery constitutes a detrimental impact on trans and non-binary people’s health and wellbeing [17, 20, 58–60]. Yet, the 
ecological system’s model mapped on to the Queensland public health system imposes a hierarchy, most explicitly at 
the macrosystem level, which actively restricts and limits GAS and delegitimizes gender-affirming healthcare through 
inadequate funding [1].

Despite this, the participants interviewed for this study described their sense that growing support and a changing 
socio-political-cultural milieu will ultimately lead to publicly-funded GAS as the most sustainable course of action. Whilst 
visibility and representation in popular media were often cited as progress; this can constitute a gap between reality 
and perception [61, 62]. The recent rise of anti-trans legislation debate within both Australia and the USA, can be seen 
as a result of greater visibility which exposed the existing lack of protection to political intransigence and moral panic, 
impacts of the macrosystem [63].

Implications of this study could aid further exploration within gender-affirming care in Australia, specifically the experi-
ence of trans and non-binary people. Further research into the greater clinician cohort in Australia, specific to awareness, 
sensitivity, and skills training in caring for trans and non-binary people is necessary and urgent. Insights from this study 
may also be used to further understand how changes within marginalized healthcare bureaucracy are filtered through 
clinician practices, and ultimately experienced by a trans and non-binary patient. In addition, how this dynamic may 
shape, limit, and force an impersonal approach to what GAS is and how this limitation shapes the outgroup perception 
of the largely heterogeneous trans and non-binary community, needs to be better understood.

Limitations of this study include the lack of some clinician disciplines, such as endocrinologists, psychiatrists, and 
most notably, surgeons who performs GAS. Studies exploring a greater diversity of clinical disciplines, such as endocri-
nologists, surgeons, and psychiatrists would increase the depth of knowledge about clinicians’ perspectives on GAS in 
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Australia, and Queensland more specifically. Studies engaging participants in more generalized medical settings, would 
also increase the awareness of a diverse range of clinical perspectives.

This research sits within a deficit-based approach. Thus, it does not allow for a greater understanding of GAS as a com-
ponent of resilience, joy, and fortification against distal and proximal stress for trans and non-binary persons. Additionally, 
this research would benefit from a mirrored investigation that focuses on trans and non-binary people’s perspectives [64]. 
Combining both perspectives would provide a comprehensive understanding of the structural limitations and allow for 
more targeted advocacy capable of greater individual, interpersonal, community, and societal impact [64].

6 � Conclusions

In conclusion, this study explored barriers and facilitators to publicly GAS in Australia, utilising the perspective of a 
relevant cohort of clinicians and financial stakeholders in Queensland. Findings indicate that there is little to no pub-
licly-funded GAS in Queensland and that the procedures that exist are not widely accessible. The participants shared 
that establishing a surgical centre for excellence in trans and gender diverse healthcare is essential for implementing 
publicly-funded GAS. A surgical centre for excellence would allow for the possibility of a high-quality decentralised 
model of gender-affirming care in the future. There are still substantial barriers in place, specifically at the exosystem 
and macrosystem levels, of Queensland’s public health service that need to be urgently addressed.
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