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Introduction
1. [bookmark: _Toc199857027]The Queensland Human Rights Commission (the QHRC) is an independent statutory body established under the Anti-Discrimination Act 1991, with functions under that Act and the Human Rights Act 2019 (Human Rights Act) to promote an understanding, acceptance, and public discussion of human rights in Queensland.
2. The Independent review of Stage 1 and Stage 2 hormone therapies in Queensland’s public paediatrics gender services (the Review) requested submissions in response to specific questions, via a webform. The QHRC’s responses to those questions are included below. 
[bookmark: _Toc204760984]Question 1: What range of hormone treatments do you understand are available for gender dysphoria in children and adolescents?
The Queensland Human Rights Commission (QHRC) understands ‘stage 1 treatment’ refers to puberty suppressant hormones or ‘puberty blockers’. Puberty blockers are medications used to suppress the production of sex hormones. This suppresses the development of secondary sex characteristics (e.g., breast and hip development, voice deepening, facial hair growth). By delaying these changes, trans young people are afforded more time to consider whether they wish to take any further steps to affirm their lived gender e.g., via stage 2 hormone treatment. These medications have been safely used for decades in children with early (precocious) puberty and are reversible.
The QHRC understands ‘stage 2 treatment’ refers to the administration of medications containing sex hormones (either oestrogen or testosterone), to support the development of sex characteristics that align with a person’s gender. For example, oestrogen helps to make a person’s body more feminine, whereas testosterone helps to make a person’s body more masculine through features such as a deeper voice and facial hair growth. Some aspects of Stage 2 treatment are irreversible without surgical intervention.
There is a comprehensive body of high-quality evidence which documents the positive impact of gender-affirming treatments, including stage 1 and 2 hormone treatment. The use of hormone treatment is also widely supported by major medical and international organisations, both in Australia and internationally (see for example: the Australian Medical Association, the Royal Australian College of General Practitioners, the Royal Australasian College of Physicians, the Endocrine Society of Australia, and the Australian Psychological Society, American Academy of Pediatrics, American Medical Association). 
[bookmark: _Toc204760985]Question 2: As well as the views and preferences of children and adolescents and their families, what other factors do you think a practitioner should consider when deciding whether to prescribe the following: 
[bookmark: _Toc204760986]Question 2a. Factors for no medication or hormone treatments?
The QHRC does not consider it is necessary to make recommendations in relation to additional factors a health practitioner should consider when prescribing hormone treatments. The factors a practitioner should consider when recommending a course of treatment are captured by the relevant guidelines.  
The Medical Board of Australia Good medical practice: a code of conduct for doctors in Australia sets out standards of ethical and professional conduct for doctors. The code of conduct requires: an assessment of the patient; respecting patients’ rights to make their own decisions; working within the practitioner’s scope of expertise; considering the balance of benefit and harm in all decisions; communicating effectively; providing treatment options based on the best available information; only recommending treatment where there is an identified therapeutic need and a clinically recognised treatment; clinical efficacy and benefit for the patient; and ensuring personal views do not affect care of patients. These requirements are reflected and adapted for the treatment and care of children in gender dysphoria in the relevant, specific guidelines.
The Queensland Children’s Gender Service (QCGS) provides specialist care to trans and gender diverse children and their families in the public health system Queensland. Per the QCGS website, the care provided by the QCGS is informed by the Australian Standards of Care and Treatment Guidelines for Trans and Gender Diverse Children and Adolescents (v1.4) (ASOCTG guidelines) and the World Professional Association for Transgender Health’s Standards of Care for the Health of Transgender and Gender Diverse People (v8) (WPATH guidelines). 
The ASOCTG guidelines make recommendations based on empirical evidence, clinical consensus, and the results of non-randomised and observational studies. They were developed in consultation with professionals working with trans and gender diverse people across Australia and New Zealand from multiple disciplines, trans and gender diverse support organisations, as well as trans children and their families. The ASOCTG guidelines are peer reviewed and endorsed by Australian Professional Association for Trans Health (AusPath) and Professional Association for Transgender Health Aotearoa (PATHA). 
The WPATH guidelines contain recommendations intended to optimise patient care, informed by a systematic review of evidence, and an assessment of the benefits and harms of alternative care options. The WPATH guidelines are broadly endorsed by organisations all over the world. 
The ASOCTG guidelines contain detailed criteria which must be met before a health practitioner may prescribe hormone treatments, including:
· diagnosis of gender dysphoria in adolescence by a mental health clinician with relevant expertise in child and adolescent development, psychopathology, and experience with children and adolescents with gender dysphoria;
· medical assessment including fertility counselling; and 
· the treating team agrees commencement of treatment is in the child’s best interests and informed consent has been obtained (ASOCTG guidelines, p23-24).
The ASOCTG guidelines further list recommendations for medical examination and investigations which should be undertaken prior to prescription of hormone treatment. The guidelines also provide that an optimal model of care involves a coordinated multidisciplinary team which can include child and adolescent psychiatry, paediatrics, adolescent medicine, paediatric endocrinology, clinical psychology, gynaecology, andrology, fertility services, speech therapy, general practice and nursing (ASOCTG guidelines, p11).
One year ago, the QCGS was independently evaluated by a panel of experts (Queensland Children’s Gender Service: external clinical service evaluation) (the Evaluation). The Evaluation found that despite stagnant funding and a high caseload, clinical practice was consistent with the current national and international guidelines (the ASOCTG and WPATH guidelines) (p7). The Evaluation found the QCGS’ clinical intake, assessment, intervention, and provision of education and information was person-centred and comprehensive (p7). 
In relation to considerations prior to medical treatment, the Evaluation found that before treatment is considered, ‘extensive exploration of psychological, medical, family and social issues is undertaken as part of a comprehensive assessment process’ (p56). Further, medical treatment is considered within the context of developmental age. The Evaluation states ‘mental health practitioners provide developmentally scaffolded, evidence-informed education on the risk/benefit profile of the proposed treatment and assessment of the adolescent’s ability to consent… in collaboration with doctors’ (p56). Further, the Evaluation found QCGS processes for assessing performance and incidents are appropriate (p65).
The independent Evaluation has demonstrated that the QCGS is operating appropriately according to relevant guidelines, including in relation to what factors are considered prior to deciding upon a treatment route.  
[bookmark: _Toc204760987]Question 2b. Factors for Stage 1 hormone treatment?
Please refer to response to 2a ‘Factors for no medication or hormone treatments’.
[bookmark: _Toc204760988]Question 2c. Factors for Stage 2 hormone treatment?
Please refer to response to 2a ‘Factors for no medication or hormone treatments’.
[bookmark: _Toc204760989]Question 2d. Factors for other treatment options?
Please refer to response to 2a ‘Factors for no medication or hormone treatments’.
In relation to the provision of ‘alternative’ treatments to hormone treatments, the QHRC additionally notes the findings of the 2024 Sax Institute review ‘Evidence for effective interventions for children and young people with gender dysphoria: an Evidence Check rapid review’ which noted ‘[t]here is a lack of evidence from which to draw any conclusions regarding the effectiveness of psychosocial interventions for treating children and young people with gender dysphoria’ (p140). 
[bookmark: _Toc204760990]Question 3. Concerns have been raised about reversibility or irreversibility of hormone treatment. Do you have concerns about this for:
[bookmark: _Toc204760991]Question 3a. Concerns for Stage 1 hormone treatment?
As with any other form of healthcare, children and their families should be facilitated to choose treatment based on a risk to benefit analysis, which necessarily includes consideration of the reversibility or irreversibility of treatment, informed by the expertise, knowledge, and ethical responsibilities of their treating team. For the treatment of gender dysphoria, this is further guided by specialist guidelines, as discussed in the QHRC’s response to question 2 of this webform. Many medical treatments are irreversible. There is no reason hormone treatments should be given special consideration. 
In Australia, a competent child (i.e., who possesses sufficient understanding and intelligence to understand the nature and implications of medical treatment) may consent to medical treatment, regardless of its reversibility or irreversibility (Gillick v West Norfolk and Wisbech AHA AC 112 ((HL)) 1986). Where a child is not competent, their legal guardian/s may consent to medical treatment in the child’s best interests except in limited circumstances, such as where the treatment is not considered to be therapeutic (Secretary, Department of Health and Community Services v JWB and SMB (Marion’s Case)). 
The High Court has confirmed that competent children and/or their legal guardian/s may consent to gender affirming hormone treatment (stage 1 and 2) without court or other oversight (Re Kelvin [2017] FamCAFC 258). Court intervention is only needed where there is a dispute between medical advice and parental consent or a dispute over the child’s competency. Further, in Re A (2022) 11 QR 1 the Queensland Supreme Court confirmed that once it is concluded that a child is competent, they should not be denied the opportunity to consent to hormone treatment, even in the absence of the consent of both parents. The Supreme Court further clarified that to deny a child any such opportunity would be inconsistent with their human rights. 
Preventing a child, or their guardians, from making their own decisions in relation to health care limits the child’s and guardian’s human rights to equality, privacy, protection of children and families and to access to health services which are protected in Queensland by the Human Rights Act 2019 (Qld) (HRA). Where children or their guardians are prevented from consenting to treatment which has been prescribed to address psychological distress and/or mitigate risks of self-harm and suicide, the child’s rights to life and protection from cruel, inhuman and degrading treatment (s 16 and 17) are also limited.
Under the HRA, any limits on human rights created by government actions or decisions must be justified, having regard to the limitation’s purpose, and the evidence that the limitation would help achieve the purpose, is least restrictive of rights, and on balance, is more important than preserving the human rights that have been limited (section 8/13, HRA). Proper consideration of human rights normally involves consultation with people affected by the decision, particularly decisions affecting children.
A policy position or decision that generally limits or prevents a form of health treatment for a particular health condition, despite its proven safety and effectiveness, would need to identify human rights affected by the decision, and consider whether those limitations are demonstrably justified, primarily having regard to the best interests of the child. Irreversibility of treatment is not determinative of what is in the best interests of the child. 
As discussed at 2a. above, a recent independent evaluation of the Queensland Children’s Gender Service (QCGS) (Queensland Children’s Gender Service: external clinical service evaluation) (the Evaluation) found the QCGS was providing care, including in relation to the provision of hormone treatment, in line with peer reviewed, widely endorsed national and international guidelines. The Evaluation also found the QCGS’s procedures for obtaining informed consent prior to prescription of hormone treatment is comprehensive (p7). The Evaluation further notes QCGS has clear guidance on the steps to be followed by clinicians when obtaining informed consent, including discussing treatment benefits, risks and side effects, (p57). 
[bookmark: _Toc204760992]Question 3b. Concerns for Stage 2 hormone treatment?
Please refer to response to 3a ‘Concerns for Stage 1 hormone Treatment’. The QHRC has no concerns about the reversibility or irreversibility of stage 1 or 2 hormone treatment. 
[bookmark: _Toc204760993]Questions 3c. What are they?
Please refer to response to 3a ‘Concerns for Stage 1 hormone Treatment’. The QHRC has no concerns about the reversibility or irreversibility of stage 1 or 2 hormone treatment. 
[bookmark: _Toc204760994]Question 4: Do you have any other concerns about the impacts of Stage 1 and/or Stage 2 hormone treatments for children and adolescents in the short, medium and/or long term?
The QHRC has no concerns about the impacts of stage 1 or 2 hormone treatment in the short, medium or long term. Health treatments can involve negative side effects, however, will still be clinically recommended when outweighed by the positive benefits the treatment provides. There is a comprehensive body of high-quality evidence which documents the positive impact of gender-affirming treatments, including stage 1 and 2 hormone treatment. The use of hormone treatment is also widely supported by major medical and international organisations, both in Australia and internationally (see for example: the Australian Medical Association, the Royal Australian College of General Practitioners, the Royal Australasian College of Physicians, the Endocrine Society of Australia, and the Australian Psychological Society, the American Medical Association, the American Academy of Pediatrics). 
The most recent and comprehensive review of the evidence in relation to gender affirming hormone treatment for children was published in August 2024 by J Strohecker and M Hoffman: Gender-Affirming Medical Treatments For Pediatric Patients With Gender Dysphoria (the Utah review). The Utah review found the ‘consensus of the evidence supports that hormone treatments are safe and effective in terms of mental health, psychosocial outcomes, and the induction of body changes in children’ (p90).
The Sax Institute review: Evidence for effective interventions for children and young people with gender dysphoria, published in February 2024, also found in relation to Stage 1 hormone therapy ‘[p]uberty suppression for [trans and gender diverse] adolescents appears to be effective, safe, well tolerated and reversible, thus allowing the adolescent to explore their gender identity before embarking on irreversible, or partially irreversible, treatment (NHMRC levels III-2–IV)’. In relation to Stage 2 hormone therapy, the review found ‘improved body image, decreased body dissatisfaction, reduced gender dysphoria and improved psychological wellbeing (NHMRC levels III-2–IV and below; includes one qualitative study).’
The Evidence Brief: Puberty Blockers, 2024 and Evidence Brief: Gender Affirming Hormone Therapy, 2024 documents developed by the Australian Professional Association for Trans Health (AusPath) and Transcend further provide multiple, peer-reviewed studies, which evidence the following statements:
· Hormone treatments result in improvements to mental wellbeing.
· Stage 2 treatment results in increased body satisfaction and gender congruence, as well as improved general wellbeing and life satisfaction. 
· Trans children receiving gender-affirming hormones have better mental wellbeing than trans children who have not accessed gender-affirming hormones.
Importantly, the QHRC is not aware of any empirical evidence which demonstrates that stage 1 treatment has caused detriment. Puberty blocking medications have been used to safely treat precocious (early) puberty in young people for decades, before they were first utilised as a treatment option for trans and gender diverse children.
As raised by Equality Australia and other organisations, the Panel may receive submissions concerning retransition and regret, bone density, cognitive development, and fertility. In relation to these, the QHRC emphasises:
· Retransition and regret: the Utah review found based on 32 studies, ‘there is virtually no regret associated with receiving the treatments, even in the very small percentages of patients who ultimately discontinued them. Reasons for discontinuing [gender-affirming hormone treatment] are varied, but changed minds about gender identities is only a very minor proportion overall.’ (p91) 
· Bone density: many medications cause changes in bone density. Bone density is actively monitored. There are medications that can improve bone density. 
· Cognitive development: cognitive decline is not an observed concern in trans communities. 
· Fertility: hormone treatment for trans women does not lead to permanent infertility. In Queensland, fertility counselling must be provided prior to commencement of hormone treatment (see Australian Standards of Care and Treatment Guidelines for Trans and Gender Diverse Children and Adolescents (version 1.4 p23-24).
[bookmark: _Toc204760995]Question 5: How much information about the short, medium and/or long-term risks and/or benefits of Stage 1 and Stage 2 hormone treatment do you think a treating team should provide to a child or adolescent (and/or their parent or carer) before commencing treatment?
All medical treatments require informed consent. Informed consent means a patient has received sufficient information, in a way they can understand, including on the risks and/or benefits to enable them to make an informed decision and give voluntary permission for the treatment to proceed. 
The Queensland Health Guide to Informed Decision making in Healthcare (the Guidelines) provide that for informed consent to be valid:
· the patient must receive advice on the diagnosis;
· the recommended healthcare, inc. expected benefits, common adverse effects, and alternative health care options;
· the material risks; 
· any significant long-term physical, emotional, mental, social, sexual, or other expected outcomes; 
· the degree of certainty of any diagnosis;
· the degree of certainty about therapeutic outcome; 
· whether the health care is conventional or experimental; and 
· the anticipated recovery implications (p8). 
The patient must also have capacity to make a decision; the consent must be voluntarily given, free from manipulation or influence; the discussion between the patient and health practitioner must be transparent, balanced and involves two-way communication; and the patient must be able to clearly understand the information and have sufficient time to consider and clarify information in order to make an informed decision (p8).  
The Queensland Children’s Gender Service (QCGS) employ the Guidelines to obtain informed consent. The Queensland Children’s Gender Service: external clinical service evaluation (the Evaluation) found the informed consent process for commencement of hormone treatment is comprehensive (p7). Specifically, the Evaluation notes QCGS has clear guidance on the steps to be followed by all clinicians when obtaining informed consent, including discussing treatment benefits, risks and side effects, as well as presenting all information in a developmentally appropriate way (p57). 
The Evaluation also notes there was no evidence of children, or their families being hurried or coerced into making decisions about medical intervention. Moreover, following comprehensive assessment, only 12% of children had been prescribed puberty blockers, and 17% had been prescribed gender affirming hormone treatment. (p58) Out of the total cohort of children who attended an initial session between February 2023 and April 2023, the majority (71%) had not been prescribed medical treatment in the 12 months following intake (p58).
In relation to the below question (Question 6) about how a treating team would know a child or adolescent has understood the information given to them:
The Queensland Health Guide to Informed Decision making in Healthcare (Guidelines) indicate what should be considered when obtaining informed consent. Regarding children, the Guidelines elaborate on how health practitioners should assess a child is competent to give informed consent. This involves considering whether the child has sufficient understanding.
The Guidelines align with well-established law on the circumstances in which children are permitted to consent to medical care (Gillick v West Norfolk and Wisbech AHA AC 112 ((HL)) 1986).  Specifically, and in line with the relevant law on the circumstances in which children are permitted to consent to medical care (Gillick), the Guidelines provide that a child is competent to give informed consent where they have sufficient understanding, intelligence and maturity to appreciate the nature, consequences, and risks of the proposed health care, and the alternatives including the consequences of not receiving care. This is referred to as ‘Gillick competency’. When assessing a child’s competency, the guidelines indicate the following matters must be considered:
· the age, attitude, and maturity of the child,
· the child’s intelligence and education,
· the child’s social circumstances and history,
· the nature of the child’s condition,
· the complexity of the proposed care, including the need for follow up or supervision,
· the seriousness of the risks,
· the consequences if the child does not have the treatment, and
· where the consequences, include death or permanent disability, that the child understands permanence of death or disability and the profound nature of the decision (p48). 
Where a child is not competent to consent, their legal guardians may consent to medical treatment on their behalf. However, a parent can only consent to procedures that are in the child’s best interest (Secretary, Department of Health and Community Services v JWB and SMB (Marion’s Case)). Where the competency of the child to give consent is in dispute, or there is a dispute between medical advice and parental consent, the court can be asked to intervene and, if appropriate, provide its consent to the treatment. The QCGS has also developed guidance on obtaining consent in circumstances where there is parental dispute, no capacity, and for children in care of the State.
[bookmark: _Toc204760996]Question 6: How would a treating team know that a child or adolescent (and/or their parent or carer) has understood the information given to them about those risks and/or benefits?
All medical treatments require informed consent. Clinicians must obtain informed consent from children and adults for serious and non-serious treatments every day. 
The Guide to Informed Decision making in Healthcare (Guidelines) indicate what should be considered when obtaining informed consent. Regarding children, the Guidelines elaborate on how health practitioners should assess a child is competent to give informed consent. This involves considering whether the child has sufficient understanding. The Guidelines align with well-established law on the circumstances in which children are permitted to consent to medical care (Gillick). 
The Queensland Children’s Gender Service (QCGS) use the Guidelines. The External clinical service evaluation (the Evaluation) found the QCGS informed consent process for commencement of hormone treatment is comprehensive (p7). The Evaluation notes QCGS has clear information on obtaining consent, including discussing benefits, risks, and side effects. 
[bookmark: _Toc204760997]Question 7: In your view, are there areas of current practice relating to Stage 1 and/or Stage 2 hormone treatment for children and adolescents that lack sufficient evidence?
[bookmark: _Toc204760998]Question 7a: If so, what is the impact of the evidence gap on clinical care?
An assessment of human rights compatibility must be based on the evidence. While there is a perception among non-experts that there is limited data on the use of gender affirming hormone treatments in paediatric patients with gender dysphoria, this is untrue. There is a comprehensive body of high-quality evidence which documents the positive impact of gender-affirming treatments, including stage 1 and 2. The use of hormone treatments is also widely supported by medical and international organisations, in Australia and internationally. For references, refer to answer to Question 4. 
Further research to inform clinical care, including of gender diverse children, is welcome. However, there is no evidence gap which justifies obstruction or cessation of care. Gaps in clinical evidence in paediatric care are common because it is often difficult to secure approvals to study children and/or it is unlikely to be profitable. It is not typical to ‘pause’ or refuse medical care due to an evidence gap without evidence of harm, particularly where there is no suitable available alternative treatment. For example, recent studies suggest there is no clinically significant difference between SSRI (anti-depressant) medications and placebos. However, these medications continue to be prescribed. ‘A rule that requires an intervention to be absolutely free of risk would rule out much of current medical practice’ (Kraschel KL, et al. 2022, Legislation restricting gender-affirming care for transgender youth: Politics eclipse healthcare, p4). 
The Terms of Reference for this review direct the Panel to consider the Independent Review of Gender Identity Services for Children and Young People: Final Report, 2024 (the Cass Review). A key finding of the Cass Review was ‘[the provision of hormone treatment] is an area of remarkably weak evidence’ (p13). The Cass Review is not peer-reviewed research and has been widely discredited and condemned worldwide (see for example: McNamara M et al. 2024 An Evidence Based Critique of “The Cas Review” on gender affirming care for adolescent gender dysphoria; Kennedy N, 2025 Harming children: the Effects of the UK puberty blocker ban; Aaron, D et al. 2025 The future of gender-affirming care - a law policy perspective on the Cass Review; and Noone, C. 2025 Critically appraising the Cass report: Methodological flaws and unsupported claims). 
The use and evaluation of research by the Cass Review has been widely criticised for failing to follow established standards for evaluating evidence and evidence quality and for discussing evidence quality in a manner that is not scientifically sound (McNamara M, p3). Further, the Review misinterprets and misrepresents its own data (McNamara M, p4). Conclusions drawn by the review do not follow from the results of the research identified. For example, the Cass Review identifies literature deemed ‘high quality’ which shows a reduction in suicidality following gender affirming hormones, but concludes there is no clear effect of hormone therapy reducing suicidality (p76 and 195). 
Another criticism of the Cass Review is that it downplays the importance of the voices of children, their families, and clinical practitioners (Kennedy, p3). As noted by the German guidelines on treatment of gender incongruence in children: ‘The subjective experience of a person is an essential component of our understanding of human life and, therefore, of illness. In medicine, it is routinely a sufficient reason for treatment.’ (p. 125) (Kennedy, p3).
Finally, the premise of the Cass Review was that a lack of clinical experience in a given field connotes reliability. In no other field of science or medicine is expertise considered bias (McNamara M, p3). To the contrary, expertise in the relevant field is broadly considered necessary for the legitimacy of any research, particularly where that research makes clinical recommendations. Of the known authors of the Cass Review, none appear to have research nor clinical experience in trans health care. Many authors also remain unnamed, removing any opportunity to assess conflicts of interest (McNamara M, p3). 
The National Health and Medical Research Council (NHMRC) is the pre-eminent authority for the development of clinical guidelines in Australia. The NHMRC publishes standards for the creation of guidelines (NHMRC Standards for Guidelines). Standard 3 instructs that guidelines should be guided by a development group composed of an ‘appropriate mix of expertise and experience, including relevant end users… representative of those most likely to be affected’. The Standard continues it is important to get membership right, as their judgement influences interpretation of evidence and recommendations. 
As the Panel does not include specialists in trans and gender diverse health care or persons with lived experience, the QHRC firmly encourages the panel to seek out the input of clinicians with direct experience as well as persons with lived experience. 
[bookmark: _Toc204760999]Question 7b: What questions do you think further research should address?
In relation to the above Question 7a ‘If so, what is the impact of the evidence gap on clinical care?’ the QHRC additionally submits: Section 26 of the Human Rights Act 2019 (Qld) (HRA) provides that (2) every child has the right, without discrimination, to the protection that is needed by the child, and is in the child’s best interests, because of being a child. The protection that is needed by the child is informed by the Convention on the Rights of the Child (CRC) which requires that in all matters affecting the child, the views of the child be given due weight in accordance with their age and maturity (Article 12). Section 15 of the HRA protects the right to recognition and equality before the law, the right to equal enjoyment of human rights and to equal and effective protection against discrimination. Section 15 is informed by the Convention on the Convention on the Rights of Persons with Disabilities which requires that people with a condition such as gender dysphoria be actively involved in decision-making processes relating to them (Article 4(3), 12). 
In relation to this question (Question 7b’ What questions do you think further research should address?’), the QHRC welcomes further research to inform clinical care, including clinical care of gender diverse children. However, the QHRC reiterates the consensus that there is no evidence gap which could justify the cessation of care.
[bookmark: _Toc204761000]Question 8: Do you think this area of care has appropriate:
[bookmark: _Toc204761001]Question 8a: clinical oversight?
Adequate accountability and oversight mechanisms support compatibility with human rights. The QHRC has confidence in the clinical oversight of the Queensland Children’s Gender Service (QCGS) service as evidenced by the recent evaluation. Just one year ago, the QCGS was independently evaluated (Queensland Children’s Gender Service: external clinical service evaluation) (the Evaluation) by a panel of experts. The Evaluation found that despite stagnant funding and a high caseload, clinical practice was consistent with the current national and international guidelines (the ASOCTG and WPATH guidelines). The Evaluation identifies the QCGS routinely collects comprehensive data pertaining to patient safety and quality indicators, activity, financial variance, and workforce with relevant indicators reported and escalated as appropriate to service leads and divisional leads. The Evaluation further finds clinical incidents, serious complaints, monitoring of the waitlist, and clinical audits were all captured, reported and managed appropriately (p65). The quality improvement portfolio was also found to be focussed on provision of education including to clinicians and improving the measurement and understanding of the long-term outcomes of treatment of gender dysphoria in children and adolescents (p57). 
[bookmark: _Toc204761002]Question 8b: governance oversight?
Effective clinical governance systems support the maintenance and continuous improvement of the safety and quality of health services, and ensuring that they are person centred, safe and effective. (Australian Commission on Safety and Quality in Health Care, National Safety and Quality Health Service Standards, Second edition - 2021) Ineffective clinical governance systems are likely to lead to decisions and actions that are incompatible with human rights. 
The independent evaluation of the Queensland Children’s Gender Service (QCGS) (Queensland Children’s Gender Service: external clinical service evaluation) (the Evaluation) found the current positioning of the QCGS within the Division of Child and Youth Mental Health Services seems to appropriately accommodate the service’s overall functions and objectives and provides effective governance for the service (p29). 
The Evaluation also found that while the care provided by QCGS at regional sites is comprehensive, the QCGS is limited in its clinical outreach which creates barriers for children across the state. The Evaluation recommended Queensland Health should consider creating a statewide network with formal partnerships between Hospital and Health Services to deliver clinical services for children and adolescents with diverse gender experiences with the QCGS to function as the tertiary centre for complex clinical cases, education and training, research and coordination, and ensuring care around the state is consistent with national and international guidelines. The QHRC supports this recommendation.
[bookmark: _Toc204761003]Question 8c: regulatory oversight?
In Queensland, the provision of medical care is carefully regulated. The QHRC finds no justification for regulating the provision of hormone treatment in a manner that is different to the regulation of other forms of clinical care. 
In relation to registered health practitioners, the Australian Health Practitioner Regulation Agency (APHRA), the Office of the Health Ombudsman, and approximately 15 health practitioner registration boards work together to oversee the performance in line with relevant guidelines and codes of conduct. In relation to health services, a range of Health Service Directives support the delivery of safe and high-quality health care by requiring Hospital and Health Services to ensure health professionals are credentialed and have a defined scope of clinical practice, and require monitoring, reporting and response, and maintenance of accreditation of services against the National Safety and Quality Health Service Standards. 
[bookmark: _Toc204761004]Question 8d: Why/ why not?
Please refer to answers to questions 8a, b, and c ‘Do you think this area of care has appropriate clinical oversight; governance oversight; and regulatory oversight’.
[bookmark: _Toc204761005]Question 9: Should additional oversight or regulation be in place? If so, what?
The QHRC finds no justification for requiring additional clinical oversight, nor regulating the provision of hormone treatments in a manner that is different to the regulation of other forms of clinical care. As noted in response to question 8a and c. above, just one year ago, the Queensland Children’s Gender Service (QCGS) was independently evaluated (Queensland Children’s Gender Service: external clinical service evaluation) (the Evaluation) by a panel of experts. 
The Evaluation found that despite stagnant funding and a high caseload, clinical practice was consistent with the current national and international guidelines (the ASOCTG and WPATH guidelines). The Evaluation identifies the QCGS routinely collects comprehensive data pertaining to patient safety and quality indicators, activity, financial variance, and workforce with relevant indicators reported and escalated as appropriate to service leads and divisional leads. Clinical incidents, serious complaints, monitoring of the waitlist, and clinical audits were all captured, reported and managed appropriately (p65). 
Additionally, the provision of medical care in Queensland is carefully regulated. In relation to registered health practitioners, the Australian Health Practitioner Regulation Agency (AHPRA), the Office of the Health Ombudsman, and approximately 15 health practitioner registration boards work together to oversee the performance in line with relevant guidelines and codes of conduct. In relation to health services, a range of Health Service Directives support the delivery of safe and high-quality health care by requiring Hospital and Health Services to ensure health professionals are credentialed and have a defined scope of clinical practice, and require monitoring, reporting and response, and maintenance of accreditation of services against the National Safety and Quality Health Service Standards. 
Additionally, as the Panel will be aware, the ASOCTG guidelines are currently under review by the National Health and Medical Research Council (NHMRC). The NHMRC is the pre-eminent authority for the development of clinical guidelines in Australia. To support national consistency, this review should take care not to make recommendations which could conflict with the guidelines under development by the NHMRC. 
[bookmark: _Toc204761006]Question 10: Is there anything else that you would like to raise about the current evidence base and ethical considerations for the use of Stage 1 and Stage 2 hormone treatments for children and adolescents?
The obstruction of access to hormone treatments disrupts not only the role of providers in offering evidence-based care but also limits children’s and parent’s rights. 
The following rights, protected by the Human Rights Act 2019 (Qld) (HRA), may be limited by a decision to obstruct access to hormone treatments:
1. life and to freedom from cruel treatment (s 16, 17, HRA)
Given the evidence in relation to risk of self-harm and suicide amongst children who are diagnosed with gender dysphoria and are denied gender affirming care (Clark, et al. 2021, This Wasn't a Split-Second Decision": An Empirical Ethical Analysis of Transgender Youth Capacity, Rights, and Authority to Consent to Hormone Therapy, p153) the obstruction of access to hormone treatments may limit children’s rights to life and freedom from cruel treatment. 
2. protection in child’s best interests (s 26(2), HRA)
This right is informed by the Convention on the Rights of the Child (Certain Children v Minister for Families and Children (No 2)), which recognises: the best interests of the child are the primary consideration; a child’s right to preserve their identity, and to have their views given due weight. Given the evidence on the positive effects of hormone treatments and the risks of denying access, obstruction of access is unlikely to be in a child’s best interests and may limit children’s rights to protection. Any blanket restrictions which do not permit consideration of individual best interests, and their views, will similarly limit this right. 
3. protection of families (s 26(1), HRA)
This right recognises the importance of the family unit and obliges the state to protect families against unwarranted interference with family decision-making. Blanket obstruction of access to hormone treatments cannot be justified on the basis of evidence and therefore may amount to unwarranted interference with family decision-making, limiting the right of families to protection. 
4. privacy (s 25(1), HRA)
The right ‘protects the individual’s interest in the freedom of their personal and social sphere... This encompasses their right to individual identity (including sexual identity)…and to physical and psychological integrity’ (Kracke v Mental Health Review Board (General)). Only lawful, non-arbitrary intrusions may occur. ‘Arbitrary’ interferences are those which are not proportionate to a legitimate aim’ (Jurecek v Director, Transport Safety Victoria). Given the evidence hormone treatments are safe and effective, obstruction of access could be considered arbitrary as it is not proportionate to any ostensible aim of protecting children, thereby limiting the right to privacy. 
5. equality (s15, HRA)
This right protects the right to equal enjoyment of human rights, and effective protection against discrimination. A person faced with barriers to treatment because they are a child, because of the illness being treated, or because of their gender identity, may be the victim of discrimination on the basis of age or gender identity, limiting their right to equality.
6. access health services (s37(1), HRA)
Any blanket restriction would only apply to public care. A restriction of this nature would result in children who cannot afford private care being unable to access care. This would result in limits on children’s right to access to health services.  
Requirements under the HRA
Section 58, HRA requires public entities to properly consider human rights and to make decisions compatibility with human rights. While the Panel is not a public entity, the Panel should be conscious of the need to protect human rights. The Panel should also be aware that Queensland Health is a public entity which must make decisions compatibly with human rights, including when making any directive regarding hormone treatments. 
A decision will be compatible with human rights where it does not limit rights or where any limits are justifiable (s13, HRA). A limit will be justifiable where the limit is for a legitimate purpose and there is a rational connection between the limit and the purpose. Additionally, where there is no less restrictive alternative and the limit on rights is proportionate.
Across the world, access to hormone treatments have been obstructed for the ostensible purpose of protecting children. Given the wealth of supportive evidence for hormone treatments and the risks associated with refusing treatment, the QHRC does not believe obstruction of access to hormone treatments is capable of achieving any ostensible purpose of protecting children. To the contrary, obstructing access is likely to cause harm to children. Additionally, any directive which blanketly obstructs access to hormone treatments would not permit consideration of the impacts on an individual child’s rights, including of their best interests. This approach cannot be considered least restrictive and therefore would amount to an unjustified limit on children’s human rights. 


[bookmark: _Toc204761007]Appendix 1: Expanded response to Question 10
Due to the character limit on submissions to the Panel, the Commission was unable to provide a fulsome submission in response to Question 10. The below is an expanded response to Question 10. 

State bans or directives which obstruct access to gender-affirming care disrupt not only the role of providers in offering evidence-based care but also limit children’s and parent’s rights. 
The following rights, protected by the Human Rights Act 2019 (Qld) (Human Rights Act), may be limited by a decision to obstruct access to hormone treatments:
Right to life and right to be free from cruel inhuman or degrading treatment
Section 16 of the Human Rights Act provides that every person has the right to life and the right not to be arbitrarily deprived of life. The right to life under confers both positive and negative duties on public entities to take positive steps to protect life, and to investigate deaths caused by a violation of the right to life (Waratah Coal v Youth Verdict (No 6) [2022] QLC 21 [1452]). 
Section 17 of the Human Rights Act provides that a person must not be subjected to torture or treatment in a cruel, inhuman or degrading way or subject to medical or scientific experimentation or treatment without their full, free an informed consent. 
The European Court of Human Rights has held that a public authority with statutory powers to protect children has a positive duty to act where it knows or should have known that a particular child is at risk of harm (Z v United Kingdom (2001) EHCR [73]–[74]). The United Kingdom Supreme Court has also found that public authorities hold a positive duty to protect children from the real and immediate risk of self-harm where they are or ought to be aware and it is within their power to prevent (Rabone v Pennine Care NHS Trust [2012] UKSC 2 [23], [104]). 
Given the evidence in relation to risk of self-harm and suicide amongst children who are diagnosed with gender dysphoria and who are denied gender affirming care (see for example: Clark DBA, 2021, Virani A. This Wasn't a Split-Second Decision": An Empirical Ethical Analysis of Transgender Youth Capacity, Rights, and Authority to Consent to Hormone Therapy, p153) and the evidence that children receiving gender-affirming hormones have better mental wellbeing than trans children who have not accessed gender-affirming hormones (AusPath and Transcend, 2024, Evidence brief: Gender-affirming hormone therapy) blanketly obstructing access to hormone treatment could limit children’s rights to freedom from cruel, inhuman and degrading treatment, and to life. 
Rights of the child 
Section 26 of the Human Rights Act provides that (2) every child has the right, without discrimination, to the protection that is needed by the child, and is in the child’s best interests, because of being a child. The right is stronger than non-interference and extends to positive measures for protection of children. The protection that is needed by the child is informed by the Convention on the Rights of the Child (CRC). (Certain Children v Minister for Families and Children (No 2) (2017) 52 VR 441) 
The CRC recognises:
· the best interests of the child shall be a primary consideration (Article 3)
· a child has a right to preserve their identity (Article 8)
· in all matters affecting the child, the views of the child be given due weight in accordance with the age and maturity of the child (Article 12)
A child’s best interests are dynamic and should be adjusted and defined on an individual basis.
Given the evidence on the positive impacts of hormone treatment and the risks of denying access where hormone treatments are clinically indicated, the obstruction of access to hormone treatment is unlikely to be in a child’s best interests thereby limiting children’s rights to protection in their best interests. Any blanket restrictions on access which do not permit consideration of an individual child’s best interests, and their views on the matter will similarly limit a child’s rights to protection. 
Right to protection of family
Section 26(1) of the Human Rights Act provides that families are entitled to be protected by society and the state. This right recognises the importance of the family unit and the ability for parents to direct the care of their children. It also obliges the state to protect families against unwarranted interference with family decision-making. Blanket obstruction of access to hormone treatment cannot be justified on the basis of evidence and therefore amounts to unwarranted interference with family decision-making limiting the right to protection of the family. 
Right to freedom of expression 

Section 21 of the Human Rights Act provides that every person has the right to freedom of expression which includes the freedom to seek, receive, and impart information and ideas of all kinds. The right to freedom of opinion and expression is a foundational right and an indispensable condition for the full development of the person. (Human Rights Committee, General Comment No, 34). The right has a wide scope, protecting almost all forms of expression, including verbal, or through art or conduct. Where a child is prevented from expressing their identity by taking steps to affirm their gender, this right will be limited. 

Right to privacy

Section 25(1) of the Human Rights Act provides a person has the right not to have the person’s privacy, family, home or correspondence unlawfully or arbitrarily interfered with. The scope of the right to privacy is broad. Per Bell J in Kracke v Mental Health Review Board (General) 2009 VCAT 646 [619] ‘it protects the individual’s interest in the freedom of their personal and social sphere in the broad sense. This encompasses their right to individual identity (including sexual identity) and personal development, to establish and develop meaningful social relations and to physical and psychological integrity, including personal security and mental stability.’

Only lawful and non-arbitrary intrusions may occur. ‘Arbitrarily’ extends to interferences which, are ‘capricious, unpredictable or unjust and also to interferences which, in those circumstances, are unreasonable in the sense of not being proportionate to a legitimate aim sought’ (Jurecek v Director, Transport Safety Victoria [2016] VSC 285).

Given the evidence that hormone treatments are safe and effective, and evidence that obstructing access can cause significant harm, any legislation or directive which blanketly restricts access to hormone treatment could be considered arbitrary in that it is not proportionate to any ostensible aim of protecting children and therefore amounts to an arbitrary limit on the right to privacy. 

Equality

Section 15 of the Human Rights Act protects the right to recognition and equality before the law, the right to equal enjoyment of human rights, and to equal and effective protection against discrimination. Discrimination includes ‘direct discrimination or indirect discrimination’, within the meaning of the Anti-Discrimination Act 1991 (Qld) (Anti-Discrimination Act). At a minimum, therefore, it extends to discrimination on the grounds recognised in the Anti-Discrimination Act. Those grounds include age and gender identity. Direct discrimination occurs when a person treats, or proposes to treat, a person with an attribute less favourably than another person without the attribute (section 10, Anti-Discrimination Act).

A person faced with barriers to treatment because they are a child, because of the illness being treated, or because of their gender identity, may be the victim of discrimination, thereby limiting their right to equality.
Right to access health services
Section 37(1) provides ‘every person has the right to access health services without discrimination’. Like the right to education, the right to health services is an access right. Section 37(1) is modelled on article 12 of the International Covenant on Economic, Social and Cultural Rights (ICESCR). The ICESCR Committee explains accessibility has physical, economic, informational, non-discrimination dimensions. The Committee also notes an essential element of the right to health includes health services that are scientifically and medically appropriate and of good quality (ICESCR Committee, General Comment 14 [12](d)).
Blanket restrictions on access to hormone treatment may be discriminatory on the basis of age and gender identity as described above. As a blanket restriction would only apply to public care, a restriction of this nature would also result in children who cannot afford to pay for private care being unable to access this form of medical care. This would result in limits on children’s right to access to health services.  
Requirements under the Human Rights Act
The Human Rights Act, section 58 requires public entities to properly consider human rights when making decisions and to make decisions compatibility with human rights (section 13). While the Panel is not a public entity, the Panel should be conscious of the need to protect rights. The Panel should also be aware that Queensland Health is a public entity which must make decisions compatibly with human rights, including when establishing any directive or policy with respect to hormone treatments. 
A decision will be compatible with human rights where it does not limit human rights or where any limits are reasonable and justifiable (section 13, Human Rights Act). In determining whether a limit is justifiable, a number of factors must be considered (section 13, Human Rights Act). First the limit on rights must be for a legitimate purpose which is consistent with a free and democratic society and there must be a rational connection between the limitation on rights and the legitimate purpose (the limit must help to achieve the purpose). Additionally, there must be no less restrictive, reasonably available alternative and the limit on rights must be proportionate, taking into account the importance of the purpose of the limitation and the importance of preserving the relevant rights.
Across the world, access to hormone treatment have been obstructed for the ostensible purpose of protecting children. Given the wealth of supportive evidence for hormone therapy as a medical intervention for children diagnosed with gender dysphoria based on the benefits (e.g. improving mental health), the low risks of associated harms, and the risks associated with refusing treatment (e.g., self-harm and suicidality), the QHRC does not believe that obstruction of access to hormone treatments is capable of achieving any ostensible purpose of protecting children. To the contrary, obstructing access is likely to cause harm to children. Additionally, any policy or directive which blanketly obstructs access to hormone treatments would not permit the consideration on the impacts on an individual child’s rights, including any consideration of their best interests. This approach cannot be considered least restrictive and therefore amounts to an unjustified limit on children’s human rights. 
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