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Abstract 

This thesis critically analyses Sweden’s National Guidelines for Treatment of Young People with 

Gender Dysphoria, with the aim of providing recommendations for amending the guidelines to 

provide better access to gender affirming treatment for young non-binary people. Using Critical 

Discourse Analysis, supplemented with a group dialogue with three non-binary persons, the 

National Guidelines are analysed through the theoretical lens of performativity, Dean Spade’s 

theories on the population-management mode of power, and critical age studies. In the analysis, I 

point out what seems to be a lack of critical trans and age studies among the authors, and argue 

that this is hurting the knowledge production which results in the guidelines. Further, I argue that 

the National Guidelines are formulated in ways that render non-binary youth unintelligible, by 

using a binary language on sex/gender and through restricting treatments based on assigned gender 

at birth. Lastly, I argue that the National Guidelines implicitly make negative value judgments 

about trans bodies, and undervalue young people’s ability to know their own gender identity. To 

close off the thesis, I suggest points to consider for future versions of the National Guidelines, 

including changes to treatment criterions, measures to improve patient safety, and a broadening of 

research expertise in the author groups. 
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Introduction 

Background and purpose 

The purpose of this thesis is to critically analyse the National Guidelines for Treatment of Young1 

People with Gender Dysphoria2, that are managed by the Swedish National Board of Health and 

Welfare3 (see Socialstyrelsen 2015a), and to formulate recommendations on how to amend them.  

The National Guidelines, which were implemented in 2015, are one of the more prominent and 

tone giving operationalisations of sex/gender/trans-politics. Their importance is in other words 

hard to overstate. They set up recommendation which determine how health care providers should 

think and act when working with young people with gender dysphoria, i.e. what treatments are 

available to whom, under which circumstances, how laws on medicine should be interpreted, etc. 

There are separate guidelines that govern how to treat adults with gender dysphoria. The National 

Guidelines are based on the guidelines for adults, and modified to take into account the legal and 

medical differences between treating adults and youth. In this thesis, I want to centre on what the 

National Guidelines do, rather than what they are.  

While the guidelines concern trans people in general, my focus will be on non-binary youths in 

particular. I have this focus for the following reasons: Swedish law currently only recognises male 

and female sex/genders, and non-binary genders are in the position of being less intelligible than 

binary genders in public and/or everyday discourses.  

Briefly explained, “non-binary” as used in this thesis refers to any person whose gender does not 

match the one they were assigned at birth, and who is neither a man nor a woman. There are many 

ways to be non-binary, and non-binary genders are not limited to being more or less a man or 

woman, as if on a linear scale with the binary genders at either end. One illustration of how non-

binary genders can be understood is illustrated in figure 1 (on page 3). Although the picture is 

facetious in its explanation, I think it carries the point across. In this thesis, I use “trans people” to 

refer to all people whose gender does not (always) correspond to the one they were assigned at 

 
1 Unless otherwise specified, “minor”, “youth”, “young people”, “child” will be used interchangeably, meaning “under 

the age of 18”, from here on. 
2 Unless otherwise specified, I mean these guidelines when I write ”the National Guidelines” (capitalised) from here 

on. 
3 Socialstyrelsen in Swedish 
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birth, i.e. people with both binary and non-binary gender identities; I use “non-binary people” to 

specifically refer to people whose gender identities do not fit within a binary frame4.  

The intention of this thesis is to make visible how seemingly neutral policies, bureaucracy, and 

discourses affect the material realities of non-binary people and our life chances. The aim of the 

analysis is to answer the following questions: 

• How is the question of youth’s ability to consent to medical interventions framed and 

argued in the National Guidelines?  

• Considering that Sweden only recognises two legal sexes/genders, how are non-binary 

and/or gender non-norm-conforming youth represented in the National Guidelines? 

• What normative discourses appear through the National Guidelines? 

• If needed, how can the National Guidelines be amended to improve Sweden’s gender 

affirming health care for non-binary youth?  

 
4 A non-binary person might not identify as trans, how common this is varies depending on cultural contexts (Vincent, 

2018). I use “non-binary” as a subset of “trans” as it is common in Sweden and reflects how government reports and 

policies use the words (see SOU 2017:92). 
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Figure 1: Infographic jokingly illustrating how one can understand gender, and especially variations of being non-binary. 

Instead of viewing gender as either “boy” or “girl”, or a “mix” of the two, the image suggests that a non-binary person’s gender 

identity might fluctuate between various degrees of “boy” or “girl”, or be completely disconnected from variants of “boy” or 

“girl”. The inclusion of a wave, alluding to quantum mechanics, suggests that one’s gender identity can vary over time and be 

uncertain.  (ineffectualdemon, 2020) 

 

Trans Issues - Recent Developments  

Sweden is typically characterised as the leading nation in the world when it comes to gender and 

LGBTQI+ equality (Alm et al, 2021). The narrative of Swedish exceptionalism implies the (near) 

end of inequality in any social spheres, which can lead to denial of inequalities in Sweden that are 

still affecting people outside of the white-cis-hetero-middle class hegemony (ibid.). Case in point: 

only eight years have passed since sterilisation ceased to be a prerequisite for changing one’s legal 

sex/gender in Sweden, and be eligible for gender affirming healthcare. Before it was ruled 

unconstitutional, to even be considered for gender affirming health care or a new personal identity 

number5, one had to not only be unmarried, but also unable or willing to become unable, to 

procreate. This included a prohibition for trans people to freeze and save gametes (Kammarrätten 

 
5 Personnummer in Swedish 
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i Stockholm, 2012; Motion 2011/12:So496). While sterilisation is no longer demanded of people 

in need of gender affirming health care or legal sex/gender changes, there are still miles of red tape 

to navigate if that is to become reality. Being diagnosed with transsexualism is still required for a 

legal sex/gender change, and the process for being diagnosed usually takes years and renders non-

binary people invisible, because of the strong binary language in legal and medical bureaucracy 

(RFSL Ungdom, 2019; 1177 Vårdguiden, 2016).  

Further, the past decade has seen an increase in the targeting of young trans and non-binary people 

by anti-gender activists and organisations; their rhetoric focuses on the idea that the ease of access 

to gender affirming health care and increased acceptance of trans people in general, and non-binary 

people in particular, allegedly is motivated by “gender ideology” (see Paternotte & Kuhar, 2018). 

It is claimed that gender ideology either misunderstands or is made out to purposefully ignore 

objective biological and medical science (ibid.). Recent examples of this include the Gender 

Identity Challenge Skandinavia [sic] (GENID) network, Abigail Shrier’s recently published, and 

popular, “Irreversible Damage”, as well as Swedish author Kajsa Ekman’s “Om könets existens” 

(“on the existence of sex/gender”). They all claim to have derived their worries about, what they 

perceive as, a disproportionate increase of young trans people, from a clear understanding of what 

the “facts” say about sex and gender6 (Ekman, 2021; Shrier, 2020; GENID, n.d.a.). In their view, 

Swedish trans health care is too liberal with prescribing gender affirming treatments, and 

(“allegedly”) trans children are not the best judges of what their needs are; their rhetoric is one of 

“protecting” young people from medical interventions, which are claimed to be something they 

will regret (see Ekman, 2021; GENID, n.d.b). 

Based on these complex and problematic circumstances, I feel that now is a good time to critically 

analyse the National Guidelines. 

 
6 Even though the position of sex/gender binary biological essentialism is, at best, a gross simplification of how 

modern medical/political classifications of sex/gender are contingent constructions made from cherry picked 

biological research (see Fausto-Sterling, 1992; West & Zimmermann, 1987). 
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Research field overview 

Literature search 

The literature reviewed in this chapter has been found by doing keyword searches of the databases 

of the University Library of the University of Gothenburg. The databases used include, but are not 

limited to, Pubmed, Scopus, KVINNSAM, and Gender studies database. The search phrases used 

include “transgender”, “non-binary”, “age autonomy”, “transgender policy”, “transgender health 

care”, “non-binary health care”, “transgender sterilisation”, as well as Swedish versions of the 

same phrases. I have also searched the Swedish Government’s webpages for Government Reports 

(SOUs) with keywords “sterilisation”, “trans”, “non-binary”. Literature has also been 

recommended to me by lecturers at the gender studies unit at GU, as well as by my supervisor. 

When choosing which texts to include in this review, I have prioritised literature on trans 

healthcare published after 2014 (when forced sterilisations of trans people were ruled 

unconstitutional in Sweden) in general and literature on non-binary health care and non-binary 

health care policy proposals in particular. I have also reviewed the reference lists of these articles 

to find commonly cited works of relevance to the thesis subject. The literature reviewed here is 

from Nordic and North American sources (with the exception of one from the Netherlands, used 

in the National Guidelines). 

My literature search found no papers that specifically critique or analyse the National Guidelines. 

The body of literature in this chapter shows that there are complex relations between the power 

axes connecting to the knowledge production used to motivate laws, policies and practices 

governing the lives of trans and non-binary people, and young people. In my opinion, this shows 

a need for a critical examination of the National Guidelines. 

Literature review 

The first theme I found in the literature concerns how societal discourses firmly anchored in cis-

hetero norms concretely affect trans and non-binary people. Starting with the access to health care 

and effects on one’s mental and physical health as a non-binary person. According to a 2017 

government report, in Sweden, trans people in general suffer from significantly worse general 

health than the rest of the population, and non-binary people’s health is significantly worse than 

binary trans people’s (SOU 2017:92). Non-binary people in Sweden have worse interactions with 

primary health care providers than the rest of the population (ibid.). Common testimonies include 
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constant misgendering, lacking knowledge on transness in general and non-binarity in particular, 

or disregard for said knowledge (ibid.). The same is claimed in a master’s thesis by Andersson 

(2019) on non-binary people’s experiences with Swedish health care. Interestingly, this seems to 

be the case in Norway as well, as similar claims are made in Sørlie’s 2018 article on laws that 

regulates access to trans health care in Norway. Overall, misgendering and signalling the 

unintelligibility of non-binary people from primary health care providers are often brought up as 

sources for mistrust for the health care system by non-binary people. Trans and non-binary people 

have less access to primary health care, and the treatment received is problematic to the extent that 

it is suggested to constitute a threat to patient safety in Sweden (Andersson, 2019; SOU 2017:92; 

Sørlie, 2018).  Another example of having to get over obstacles to receive care is Skovgaard, Viola 

Marie & Friis Thing’s 2017 publication, which shows how trans people seeking gender affirming 

care in Denmark7, as a rule, have to be well versed in the legal-medical systems, and able to play 

along with stereotypical conceptions of what a trans person is, just to get the care they need and 

be seen as “valid” by the health care providers.  

On the topic of how the state has treated trans people in the last century, Sweden’s history of 

explicitly eugenic motivated sterilisation programmes is present in the literature. These 

programmes have been documented and problematised in government reports from SOU 1968:28, 

on intersex people’s genders, to SOU 2017:92, on the situation for trans people in Sweden. The 

forced sterilisation programmes targeting various groups of people deemed by the state to be 

undesirable continued up until 1975. Although consent was ostensibly needed for sterilisations to 

be legally carried out after 1975, it was still a prerequisite for obtaining irreversible gender 

affirming medical interventions, such as genital surgeries, until 2014 (SOU 2017:92). Between 

1935 and 1975 around 63000 sterilisations were made officially by the state, out of which about 

50% were made without documented coercion (SOU 2000:20). On the same topic, A.J. Lowik 

(2018) points out that eugenicist programmes in the USA, Canada and Sweden, among other 

countries, have been argued by the state and proponents of “scientific racism” to be important 

measure to protect future children from bad genes, feeblemindedness, etc. 

Another theme is one of existing in everyday spaces and contexts, that are at the very least 

implicitly binary-cis-normatively coded. For many non-binary people, it is an exercise in 

 
7 Where only two clinics are authorised to administer most gender affirming health care. 
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navigating gatekeeping and presenting in ways which do not compromise one’s mental and 

physical safety. This theme has been written about both in Swedish news media and, for example, 

Garrison’s 2018 interview study with trans people (Garrison, 2018; SVT Nyheter, 2017). A good 

illustration of the theme is Lowik’s 2020 paper “Betwixt, Between, Besides: Reflections on 

Moving Beyond the Binary in Reproductive Health Care”. Lowik illustrates how receiving 

reproductive health care as a non-binary person in Canada is lined with hurdles and difficulties 

that cis-people do not have to handle, such as misgenderings, etc. which in themselves hinder equal 

access to health care for non-binary people. Similar points are brought up by the Swedish 

Federation for Gay, Lesbian, Bi, Trans, Queer and Intersex people (RFSL) in their study on how 

even participating in exercise and sport often is an arduous and painfully exhausting undertaking 

for trans and non-binary people8 (RFSL, 2020).  

The next theme, which is the topic of trans people with migratory status, further exemplifies the 

effects of one’s sex/gender/sexuality being read as unintelligible. Trans and/or non-binary people 

seeking asylum in Sweden have to go through the Swedish Migration Agency, and often the 

Swedish migration courts as well. Being misrecognised as trans and/or non-binary by the agency 

or courts often leads to deportation to states where one’s existence as LGBTQI+ can be the basis 

for violence, harassment, or even murder approved by the state (Gröndahl, 2020a). These cases 

are not outliers but, sadly, extremely common in Sweden9 (ibid.). LGBTQI+ asylum cases also 

highlight how the construction of the sex/gender binary which is taken for granted in everyday 

discourses are highly intertwined with the power of coloniality; Gröndahl phrases it as Western 

understandings of sex/gender that work to disregard and mistrust experiences not matching the 

administrators’ preconceptions. Asylum seekers whose sex/gender/sexualities are not conforming 

to what is intelligible in Swedish common discourse are accused of leaning on stereotypes, of not 

understanding what norm breaking gender or sexuality entails, and as not being credible as 

LGBTQI+ people (ibid.). In summary, sex/gender/sexuality expressions and identities not 

common in the Global North are viewed with suspicion by the state, if they are recognised as real 

at all. This has fatal outcomes for trans and non-binary people seeking asylum in Sweden. 

 
8 The added reservation is an acknowledgement of other systemic oppressions also entangled with sex/gender, such 

as Racism, class, and ableism, which also affect one’s access to both examples (reproductive health care and sports).  
9 Gröndahl and I reviewed over 2000 LGBTQI asylum cases in the fall of 2020, about 60% of which were rejected 

because of a, generally arbitrarily motivated, perceived lack of credibility and trustworthiness about the seeker’s 

LGBTQI status (Gröndahl, 2020b). 
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According to a study on data gathering in Sweden, Canada and the USA, there is a lack of data 

and research on non-binary people in general, despite it being, according to the authors, an 

unproblematic thing to include in most surveys and statistical data collection without it reducing 

the validity of the answers from binary trans or cis-people taking surveys (Medeiros, Forest & 

Öhberg, 2019). SOU 2017:92 is in agreement with the above claim and proposes that non-binary 

people should be included in statistical data. Judging by Swedish Government reports and papers 

by trans scholars, there seems to be less available research on non-binary children and/or young 

people; this epistemological blind spot is often remarked upon in research on adult trans people 

(see SOU 2017:92; Andersson, 2019; Odland, 2020). Odland, in their 2020 article, which closely 

analyses the government report on trans people in Sweden (SOU 2017:92) expands on the question 

of why data and measurability are important to consider when it comes to trans people. Odland 

brings up two important points. First, in government reports, discrimination and reproduction of 

harmful practices and conceptions of trans people are often characterised as effects of knowledge 

gaps among individuals within state institutions. Odland posits that this is a dangerously simplified 

representation of what power is and how it operates. Describing operations of government 

institutions as neutral and “beyond power”, simply lacking in know-how, thoroughly conceals 

systematic practices with consequences that range from gatekeeping to death (Odland, 2020: 48-

51; see also Gröndahl, 2020). Second, measurability is central in Swedish equality politics, 

according to Odland. Suggestions in SOU 2017:92 of instituting a third legal gender marker in 

Sweden, as well as gender neutral personal identity numbers, aim to make it easier for trans people 

to navigate the comparatively huge bureaucracy which relies on gender markers, and also to 

provide the state, specifically the Swedish National Council for Crime Prevention10, tools for 

gathering data on non-binary people (Odland, 2020). The problem with trusting that everything is 

measurable is, according to Odland, that if something is difficult to classify, it will be folded into 

other available categories, which in turn makes data less reliable (ibid.). Additionally, according 

to Odland, having a gender-neutral marker in one’s i.d. can carry with it a higher risk for violence, 

physical and non-physical alike, when dealing with state institutions. If one already occupies a 

precarious power position relative to e.g. the police; this has the potential of increasing the 

likelihood of being disbelieved and the target of harassment (ibid.).  

 
10 Brottsförebyggande rådet 
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During the literature search, I found that on the topic of  the effects of puberty blocking hormone 

treatments, there seems to be an overlap in argumentations between studies from the field of 

medicine, and from the field of sexuality studies. More specifically, the overlap seems to be in 

discussions of whether risks and benefits of the treatments justify administering them to young 

people with gender dysphoria. Steensma, Cohen & Kettenis (2011), discussing a study on 

“developmental trajectories of persistence and desistence of childhood gender dysphoria” 

(Steensma et al, 2010: 499), suggest that the use of puberty blockers for children who are believed 

to have gender dysphoria might have higher risks than benefits. They cite two reasons for their 

suggestion. First, a higher rate of youth in the study desisted in their treatment compared to ones 

that went on with further gender affirming treatments. Second, they judge the social circumstances 

associated with gender affirming treatment (being teased by classmates, etc) to be stressful enough 

to warrant carefulness in prescribing puberty blockers (Steensma, Cohen  & Kettenis, 2011). 

Another article discussing puberty blockers, by Giordano (2014), makes the argument that the 

benefits vastly outweigh risks, and that it would be unethical not to offer puberty blockers for 

children with suspected gender dysphoria. Giordano’s reasons for this stance include that:  

it immediately reduces the patient’s suffering [...] improves the precision of the diagnosis [... is 

can] help identifying children who are false positives [and] it reduces the invasiveness of future 

surgery. (Giordano, 2014: 209-210) 

Giordano also makes a moral-philosophical point against the common objection that it is wrong to 

disrupt the so-called natural development of children through gender affirming treatment. She 

argues that pain, suffering, and illnesses that medicine has developed to alleviate and cure are also 

part of nature; the appeal to nature is, in Giordano’s view, a logical fallacy and an insufficient 

argument against the use of puberty blockers as a treatment for children with gender dysphoria. I 

have not found any papers on medical treatments for non-binary children with gender dysphoria.  

Another theme that I identified is that of trans health care policy motivations in Norway and 

Sweden, respectively; two articles discuss this topic. First, Alm & Lund Engebretsen (2020) talk 

about the question of ease of access to trans specific health care is one where political debate, 

welfare bureaucracy, and the medico-legal intersect. As of 2019, the ICD-11 frames gender 

incongruence as a matter of sexual health rather than a mental disorder, and recommends allowing 

self-identification of one’s gender, which also includes non-binary people (Alm & Lund 
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Engebretsen, 2020). Norway, as opposed to Sweden, has allowed self-declarations of legal gender 

since 2016, when castration stopped being a prerequisite, over the age of 16 (Sørlie, 2018). Even 

with self-declaration as praxis for legal gender changes, Sørlie argues that it does not remedy the 

major problems of actually accessing the treatment one might need as a trans person; in Norwegian 

health care practices, only people diagnosed with transsexualism are acknowledged as “in need” 

of gender affirming health care (ibid.). This stands in contrast to the core of legal self-declaration 

of gender, as trans people are not viewed as the ones best equipped to determine whether they are 

in need of trans specific health care (ibid.). Both Sørlie and Alm & Lund Engebretsen argue that 

medical, and to some degree juridical, gatekeeping, i.e. what criterions have to be fulfilled to 

receive health care, as well as who has the power to interpret them,  is a significant threat to the 

health, mental as well as physical, of trans and non-binary people (Sørlie, 2018; Alm & Lund 

Engebretsen, 2020). Sørlie points out the following:  

The Constitution of the World Health organisation defines ‘health’ as ‘a state of complete physical, 

mental and social well-being and not merely the absence of disease or infirmity’ (Sørlie, 2018: 

309, my emphasis) 

According to Sørlie, this would imply a need for less gatekeeping in trans health care (if trans 

people’s good health is its goal), as there is significant evidence for a correlation between receiving 

trans specific health care and social/mental well-being. The high threshold levels of the 

prerequisites for receiving trans health care in Sweden is not necessarily something based in 

evidence-based discussions, according to Alm & Lund Engebretsen. They claim that that there are 

political motivations behind arguments from groups within and outside of medico-juridical 

institutions for redundant stringency in law and policies regulating trans health care (2020). One 

example is demands for double-blind11 trials to prove the effectiveness of gender affirming care, 

disregarding the body of evidence which already supports it (ibid.). The effect, according to Alm 

& Lund Engebretsen, is that claiming a need for e.g. double-blind trials while the ethics of such 

trials would require “study [designs] that most ethical councils would find highly problematic” 

(Alm & Lund Engebretsen: 52) essentially becomes a deadlock-situation where care should be 

restricted, and there are no “safe” ways to increase accessibility (ibid.). Once again, the appearance 

 
11 Double-blind trials are ways of circumventing the placebo effect when testing medical treatments’ effectiveness. In 

a double-blind trial, neither the person evaluating, nor the person that have received treatment, know which treatment 

alternative they have been given (Vetenskapsrådet, n.d.). 
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of neutral science seems to be used to preserve the gender binary and cis-norms, as well as 

maintaining the political status quo (ibid.). Given the amount of data already available (albeit 

lacking data from double-blind trials), Sørlie argues that it is not unreasonable to assume that the 

benefit of making trans-specific health care more accessible outweighs negative effects of, for 

example, the small fraction of people who will regret getting the treatment (2018). 

Another theme that I discovered in the literature search is that of whether youth should have access 

to medical interventions in gender affirming health care, and under what circumstances. One recent 

Australian study by Riggs, Barholomaeus, & Pullen Sansfaçon addresses this from the perspective 

of mapping out regret among people who have received gender affirming health care. They have 

researched transgender youth who have/are undergoing gender affirming treatment and their 

parents seem to support the reasoning above. The study shows positive impacts on the health of 

participating trans youth whose parents who are supportive of their gender explorations, under the 

assumption that the children know who they are (and are not), “including when the child might 

voice changes in their understanding of themselves” (Riggs, Barholomaeus, & Pullen Sansfaçon, 

2020: 7; 6-13).  

The final theme from the literature search is biased science and transphobia. One influential 

example is Littman’s 2018 article “Parent reports of adolescents and young adults perceived to 

show signs of a rapid onset of gender dysphoria”. Based on survey answers from parents who 

claim that their children suddenly and without warning start experiencing gender dysphoria 

(Littman, 2018). Littman’s conclusion from analysing the respondents’ answers is that, among 

other things, social media and trendiness cause young girls to want to be trans, and that gender 

dysphoria is socially contagious (ibid.). The article has been harshly criticised for its lacking 

methodological rigidity by, among others, Ashley (2020) and Restar (2019). Ashley argues that 

the hypothesis of ROGD and Littman’s article amount to little more than pseudo-science and 

points out how Littman selectively recruited parents from openly anti-trans online forums, as well 

as excluded any input from the youth in question (Ashley, 2020; see also Restar, 2019). Even 

though Littman has issued a correction where the conclusions of the 2018 article are toned down 

(Littman, 2019), the original article has, and is still being, cited by anti-trans activists (Ashley, 

2020), including medical researchers wanting to keep researching RODG (see Hutchinson, Midgen 

& Spiliadis, 2019). For example, Abigail Shrier’s transphobic, bestselling, and influential book 
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“Irreversible Damage: the Transgender Craze Seducing our Daughters” frequently cites Littman, 

as does Kajsa Ekman in the recently published “Om könets existens” (English: On the existence 

of sex/gender) (Shrier, 2020; Fonesca, 2021; Ekman, 2021).  

Theory 

The theoretical framework guiding my analysis of the national guidelines is based in Butler’s 

theory of performativity, Spade’s and theories on state power and population control, as well as 

norm-critical theories of age and agency. The construction of normative gendered coherence and 

intelligibility in the National Guidelines is central to my critique of them. Therefore, in my 

analysis, I complement the theory of performativity with theories of the population-management 

mode of power. In Foucault’s words, neutral-sounding, scientific discourses on sex/gender are 

both prime tools used by the ones in power to distribute life chances, and they are rooted in 

perceptions of what is real, intelligible, and possible (Foucault, 2002; Butler, 2004). Both Butler 

and Spade take off in these core ideas, they point out the instability of seemingly stable systems 

of power, and how they can be further de-stabilised.  

Performativity 

Performativity, in a nutshell, is a theory claiming that gender norms are unstable and fluctuating.  

Gender norms have to be repeated indefinitely in pursuit of matching the (unobtainable) goal of 

“perfect” gendered embodiment of being a man or woman, and gender identities are contained in 

these repeated performances. Even if norms seem stable, they are still, according to Butler, 

destabilised with each repetition, albeit in very small increments. As Butler puts in in the preface 

of Gender Trouble: 

The view that gender is performative [means] that what we take to be an internal essence 

of gender is manufactured through a sustained set of acts, posited through the gender 

stylization of the body. (Butler, 1999: xv, my emphasis) 

That sex/gender is socially constructed does not, in other words, mean that it is nonsensically 

empty of meaning and substitutable for anything at a moment’s notice, as bad faith arguments 
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would make it out to be.12 Performativity of sex/gender can be understood as legitimation through 

repetition, a process that takes time and effort: 

[Things that] make up gender are not intrinsic to the body. Instead, gender is a negotiated social 

achievement, which we constantly (if not necessarily consciously) work to defend (Garrison, 2018: 

615-616, my emphasis) 

Through collective repetition, a few combinations of attributes (such as sex/gender/sexuality) are 

constructed as coherent and causally following one another. Some sets of attributes (e.g. has penis 

and testicles, is a man, is straight) become are treated as natural, stable, and intelligible through 

the performativity of gender; those who do not conform become discursively unintelligible, i.e. a 

discursive impossibility (Butler, 1999). Even the disruption of norms can be tricky to notice, as 

disruptions often are forced into a “close” intelligible category, as a form of approximation (See 

Butler, 2004). Butler argues, and I agree, that unintelligibility and the almost non-existence that 

follows from it is a force which pushes towards oppression and institutional violence (ibid.). I do 

not limit discourses to speech acts, but also include material, bureaucratic and legal organisation. 

The hegemony of binary sex/gender norms are present from how citizens of a state are categorised 

to whether someone has access to bathrooms or changing rooms. 

The State, Population Control, Trans Health Care Regulations 

The topic of the methods and mechanics by which states control their populations is covered in 

this section, as well as how they tie into today’s trans health care regulations in Sweden13.  

Overt measures such as previously mentioned sterilisations are not the only ways for states to 

execute power over its populations. Dean Spade, in Normal Life, argues that liberal rights-based 

legal systems are inefficient at combatting discrimination and marginalisation; Spade also makes 

the case for two ways of understanding regulatory power: the disciplinary mode of power, and the 

population-management mode of power (2015). As it is an influential book in the field of trans 

studies, and as other articles covered in this literature review and this theory section have multiple 

 
12 For instance, the standard online forum phrase to ridicule the existence of trans people: “I identify as an attack 

helicopter.”  
13 Spade’s theories below are explicitly argued with examples from the USA. Despite the differences between the 

USA and Sweden (different health care systems, government structures etc), Spade’s arguments are still useful for 

analysing state control and trans issues in Sweden. This has already been done by scholars such as Alm (2021). 
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references to Normal Life (e.g. Odland, 2020; Alm, 2018; Alm, 2021), its core arguments are 

reiterated below.  

According to Spade (2015), power is dispersed among multiple actors, including institutional 

practices and financial interests which influence the creation and implementation of laws. Spade 

explains:  

This way of understanding the dispersion of power helps us realize that power is not simply about 

certain individuals being targeted for death or exclusion by a ruler, but instead about the creation 

of norms that distribute vulnerability and security. (Spade, 2015: 4, my emphasis) 

Spade argues that the conception of states as managers of the naturally normal is wrong. Rather, 

the way states organise and legislate, while claiming neutrality in law and policies, mandates what 

is normal. In the case of trans people, Spade points out that the “normal” organisations of ID-

documents, sex segregation (in sports, bathrooms etc) and health care in effect have “[produced] 

systemic norms and regularities that make trans people’s lives administratively impossible” 

(Spade, 2015: 12). Despite having rules and laws that officially make discrimination illegal, or 

including marginalised groups of people to be protected under hate-crime laws, states still “operate 

in ways that disadvantage whole populations[, which is not primarily due] to individual bias” 

(Spade, 2015: 9). These two types of regulations (non-discrimination and hate-crime laws) are not, 

according to Spade, enough to improve the life chances, and quality of life of trans people. As an 

example, if someone wants to fire or evict a trans person, they are not going to explicitly name 

transness as a basis of terminating contracts, but rather find other loopholes and technicalities to 

reach the same goal of termination. Related to this, Spade notes that having the funds and/or time 

(the amount of “free” time one has is also dependent on class and finances) to go through courts 

combating any wrongful contract terminations is something people on the margin seldom have 

(ibid.).  Further, declaring systems to be non-racist or non-transphobic on account of racialised14 

and/or trans people being included in anti-discrimination rules and hate-crime laws does not 

address the norms making such legislations seem necessary (ibid.). When explaining the 

mechanics of the powers used by the state, Spade draws parallels to racism in the USA15. Racism, 

 
14 I have opted to use “racialised” instead of terms like “people of colour” when talking about people who experience 

racism. This is because I want to draw attention away from essentialist (and biologically speaking, nonsensical) 

notions of different human “races”, and highlight that racism is a power dynamic and “race” is a social construct. 
15 Because it is assumed that most readers are familiar with racism than with transphobia, I think. 
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Spade argues, is not limited to individual action; racialised people are systematically excluded 

through patterns of policy interpretations. When they are enacted through a lens of bias against 

racialised people, they lead to low compensation for labour, and a myriad of other things which 

compound and lead to precarious living situations, even though they are not legally interpreted as 

violations of rights. This, according to Spade, means that non-discrimination rights are not enough 

since they are systematically interpreted too narrowly to make enough difference (ibid.). 

What Spade calls the disciplinary mode of power are normative assumptions of what a good person 

is and what the normal and proper is, as well as what is not normal or proper. What the normal and 

proper is, is, according to Spade, repeated to us throughout our lives via “institutional locations 

such as medicine, the social sciences, and education” (Spade, 2015: 52). As it is impossible to 

meet every criterion of the norms, “[it] generates a lifetime of self- and external policing that keeps 

us occupied with our personal reform efforts” (Spade, 2015: 53). One example of how this mode 

of power works, as far as I understand Spade, is the double punishment of women’s sexual 

practices, i.e. if she has too many partners, she is marked as promiscuous, but too few and she is 

called a prude.  

The population-management mode of power, according to Spade, is how state institutions are used 

to distribute security, insecurity, and life-chances within the population. The programs that fall 

under the population-management category are generally worded as neutral rules and practices, 

with the purpose of “promoting, protecting, and enhancing the life of the national population” 

(Spade, 2015: 57). By directing resources and control measures differently depending on 

geography and demographics, conceptions of what groups of people are desirable and 

unquestionably part of the state, and who “should be characterized as ‘drains’ or ‘threats’ to that 

population” (ibid.). Two examples of the population-management mode of power brought up by 

Spade are policing and health care, whose influence, Spade argues, on trans people works in similar 

ways as on racialised people. Both institutions are officially meant to operate in the best interest 

of a state’s population, to provide security and good health, but they illustrate how interpretations 

of seemingly unproblematic (neutral/apolitical) policies and laws lead to a mal-distribution of life 

chances. For example, if an area has a higher police presence than other areas, the risk of being 

targeted by police harassment, and increasing the police presence in an area can be motivated by 

alleged higher rates of gang violence or drug use than other areas (ibid.). In the case of drugs, 
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racialised people are more likely to be incarcerated for drug use, whereas white people are more 

likely to be sent to therapy or private drug treatments, as:  

“[People] in the wealthy community are more likely to have private spaces away from police 

surveillance to but and use drugs, and are more likely to get drugs through safer, less criminalized 

channels like prescriptions from doctors” (Spade, 2015: 66). 

One recent example of neutral sounding language obscuring potential mal-distributions of safety 

and surveillance from Sweden is how Demokraterna, a political party with seats in the municipal 

government of Göteborg, want to (re)institute neighbourhood police in vulnerable areas16 to 

combat criminality, while being silent on increased rates of illegal use of heavy drugs (e.g. cocaine) 

among young people in wealthy and predominantly white areas of Göteborg (Demokraterna, 2020; 

Tjulander, 2019). Framing policies as colour blind, or austerity policies and privatisations as a 

question of “freedom of choice” (see Moderata Samlingspartiet, n.d.; Liberalerna, n.d.) does not 

only, according to Spade, obscure their impacts on marginalised people, they also “pretend the 

playing field is equal, and thus any loss or gain in opportunity based on the category is harmful 

and creates inequality” (2015, 43). These mechanics are not purely theoretical ones but have been 

systematically implemented; for example, as Atwater, former chair of the RNC, and adviser to US 

presidents Reagan and H. W. Bush revealed in an interview in 1981: 

You start out in 1954 by saying, “N****r, n****r, n****r.” By 1968 you can’t say “n****r”—that 

hurts you, backfires. So you say stuff like forced busing, states’ rights, and all that stuff, and you’re 

getting so abstract. Now, you’re talking about cutting taxes, and all these things you’re talking 

about are totally economic things and a by-product of them is, blacks get hurt worse than whites.… 

“We want to cut this,” is much more abstract than even the busing thing and a hell of a lot more 

abstract than “N****r, n****r.” (Atwater, 1981 cited Perlstein, 2012, my emphasis and redactions)   

According to Spade, healthcare functions as an arena for population-management in similar ways. 

The way resources are distributed, and who has access to what healthcare, is based on statistics 

that identify which categories of the population is in need of what interventions (2015). The 

categories that are used and addressed by the state and its institutions, critically, are not neutral but 

a reflection of whom the state is interested in distributing life chances to (ibid.). At the same time, 

 
16 ”Utsatta områden” in Swedish, a term used by Swedish Police to describe “geographically limited areas 

characterised by a low socio economic status, where criminals have influence over the community” (Polisen, 2017, 

my translation) 
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categorisations can also be used to expand control over populations; being mentioned in policies 

does not solve the question of how life chances are distributed in practice (ibid.). 

The way bureaucracy, states and their institutions, rights and the population-management mode of 

power intersects with the lives and health care of trans and intersex people has been the topic of 

quite a few research publications recently. As shall be elaborated on below, although official 

state/institutional rhetoric is similar on issues of intersex people to those of trans and non-binary 

people, the implementation of laws varies wildly between the two groups. 

In agreement with Spade, Suess Schwend (2020) points out that in the Global North, the 

bureaucracy which governs what medical interventions should be available to whom, and how 

they systematise safety and accountability, is not set up to be able to handle the problems facing 

trans people. On the one hand, for instance, pathologizing being trans is a way of constituting us 

as the “other” and the “deviant”. On the other hand, access to correct health care, gender affirming 

and otherwise, is predicated on there being a diagnosis present, to justify medical interventions 

(ibid.). Suess Schwend argues for two factors that hamper knowledge production on both intersex, 

as well as trans and non-binary people: First, trans and intersex people tend to be excluded from 

knowledge production on their own experiences, which tends to lead to problematic depictions of 

what the lived experiences of trans and intersex are like in scientific literature (ibid.). Second, non-

binary people are not a homogenous group of people. Third, being intersex does not imply being 

non-binary or trans, which Suess Schwend means tends to be conflated in non-intersex-cis 

scholars’ and activists’ rights argumentations. According to Suess Schwend, the voices of trans 

and intersex people are not only reduced to being one side of the discourse, but they are 

systematically excluded from having real influence and a seat at the table in policy making. 

Especially trans people from the Global South are, according to Suess Schwend, being ignored in 

Western knowledge production; they tend to be treated either as research objects, or being the site 

for a romanticised exotification:  

of third gender/sex options in non-Western cultures that can adversely affect people who transit 

between genders and/or whose bodies do not fit into socially established sex/gender models (Suess 

Schwend, 2020: 805). 

In Swedish contexts, the issues of knowledge production mentioned in the last paragraphs is 

exemplified in Alm’s 2018 “What constitutes an (in)significant organ”. In it, Alm critically 
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analyses the history of the significance assigned to genitals and genital surgeries in Swedish 

medical and legal discourse, from the 1968 government report “The Sex of Intersexuals” (SOU 

1968:28) and forward. Alm notes how medical care and interventions for trans and intersex people 

seem to be rooted in “[creating] a coherently sexed and gendered individual” (Alm, 2018: 231). 

For intersex people, this usually means surgically aligning the (infant) body they are born in with 

combinations of physical attributes and legal gender markers intelligible to legal and social norms, 

motivated as an effort to alleviate the pain of having a body which is not corresponding to one’s 

(assigned) identity (ibid.). For adult trans people, the goal of creating intelligible identities brings 

with it expectations that (believable) trans people are heterosexual, have strong negative feelings 

about their bodies “and an intense wish to go through genital surgery and hormonal treatment” 

(Alm, 2018: 232). Recent (the past decade) arguments for imposing heavy regulations on gender 

affirming health care for adult trans people is that genital surgeries are “life changing [acts]” (SOU, 

2014:91 cited Alm, 2018: 235), which people need to be protected from doing, without knowing 

with absolute certainty that it is what they medically need (Alm, 2018). At the same time, equally 

life changing genital surgeries on intersex children are done without their consent, even if they are 

not strictly speaking necessary, for the aesthetic reason of aligning what their bodies look like with 

societal norms (ibid.). There is both a lack of data confirming that better well-being follows early 

non-consensual genital surgeries, as well as testimonies from intersex activists and scholars, 

arguing that it does not make their lives better (ibid.). At the same time, there is scientific evidence 

for increased well-being being tied to gender affirming health care for trans people, as well as 

testimonies from trans activists and scholars further adding to it (ibid.). It seems, according to Alm, 

that it takes more than raw data to change praxis and policies so that trans and intersex people are 

not harmed by it; trans and intersex people are needed in the knowledge production and 

formulation of laws, legal interpretation and adjustment of medical praxis, as opposed to simply 

being research objects (ibid.). 

The Power Dynamics of Age and Moral Adultism 

Sundhall & Davet (2020) use the concept of chrononormativity from the field of critical age studies 

as a framework for understanding the norms, laws, and policies that decide the many ways that 

young people are treated and thought of. Age categorisations, according to Sundhall & Davet, are 

often tied to productivity and whether one is able to produce value for the state (ibid.), and the age 

of majority has historically been tied to whether one has a state mandate for self-determination 
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over one’s economy and/or right to influence politics (e.g. via voting) (ibid.). Who is and is not a 

child is not a neutral distinction, but rather regulated by national and international laws and 

policies; even standardised time keeping is a relatively new phenomenon in Sweden, which has 

had a national normalised time for less than 200 years (ibid.).  Sundhall & Davet describe 

chrononormativity as the hegemonic views on what one should be doing at which points in one’s 

life, based on notions of reproduction and labour (ibid.). Breaking norms by not adhering to the 

gender binary, not having children, having children in norm-breaking constellations can be 

markers of failure when seen through a lens of chrononormativity; not following the set out “age-

schedule” is viewed as strange and abrasive, regardless of whether it is what a person wants (ibid.). 

Jaffe (2018), in the JSTOR Daily article “Queer Time: The Alternative to ‘Adulting’”, uses queer 

time as a way of explaining the frictions between chrononormative age-schedules and how some 

queer people’s experiences of life events, and aging, can be understood. The conceptions of age 

and maturity tied to chrononormative are not limited to reaching goals, such as getting married, 

they are also expressed in terms of leaving certain things behind, i.e. outgrowing phases (ibid.). 

According to Jaffe: 

Queer people’s relationships to normative developmental timelines don’t come about simply 

because many skirt or shun heterosexual imperatives of marriage and reproduction. Queer lives are 

notable for their lack of “chrononormativity,” starting in childhood. (Jaffe, 2018). 

I think this notion of queer time is useful to have as a starting point in discussions and analyses of 

policies that regulate the lives of young people, as it shines a light on expectations grounded in 

chrononormativity that tend to be unproblematically viewed as a part of growing up (ibid.). 

Sundhall & Davet (2020) exemplifies this with children expressing queerness, for instance in 

questioning their assigned sex or presumed heterosexuality. They suggest that it can be viewed as 

a threat to their ability to follow age-schedules and thus a threat to the future project that children’s 

lives tend to be treated as. Further, age limits tend to be framed as made to either give rights to or 

protect children, and as they are based on a perception of time as something linear, where everyone 

supposedly follows the same age-schedule, chrono-normativity clearly has material consequences 

for everyone (ibid.). In the context of trans health care, the age of majority as a threshold for 

receiving care is framed as a way to protect children from making life changing medical 

interventions (ibid.). At the same time, the age of consent in Sweden is 15, and having sex, 

potential pregnancies and/or abortions are also (in some cases permanently) life changing. 
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Sundhall & Davet also note, as has been mentioned in previous sections, that life changing, 

cosmetic surgeries are made before children are deemed able to consent to similar gender affirming 

procedures. This too is framed as a form of protection, in this case from being unnormal (ibid.). 

The contradictions in how discourses on protecting children is, according to Sundhall & Davet, 

reason to re-consider different age limits, while also remembering that: 

In critically considering the meaning of age, it [...] becomes unavoidable to view age limits as 

concrete regulations of a society’s citizens according to the categorisations: 

productive/unproductive, profitable/non-profitable, responsible/in need of care, capable/incapable 

etc (Sundhall & Davet, 2020: 48, my translation) 

Both Lucke and Thoreson, writing in the SAGE Handbook of Global Sexualities (2020), are in 

agreement with Sundhall & Davet and elaborate on the construction of children as a group and on 

knowledge production on children. Lucke’s argumentation centres on the effects on hegemonic 

beliefs in Europe and North America that what separates children from adults is “innocence” and 

more specifically innocence on sexualiy (including gender), i.e. lacking conceptions of 

sex/lust/desire/gender (Lucke, 2020). Despite the widespread belief, Lucke points out that there is 

a lack of research on sexuality and sexual practices in prepubescent children, except for when 

sexual abuse is the topic, even if understandings for attraction and desire are present before the 

start of puberty (ibid.). Lucke argues that the construction of children as innocent motivates 

conceptions of the “normal” child as someone who should be kept unaware of the “perversions” 

of adulthood, and is a source of friction when children show curiosity or express 

desires/attractions/thoughts of gender that go against the norm (ibid.). On the topic of “protecting” 

children from becoming aware of and exploring sex(ualities) and gender, Thoreson argues that:  

children are bearers of rights related to their gender and sexuality and [...] gender and sexuality are 

too often used to deprive children of the rights to which they are entitled. (Throeson, 2020: 666) 

The quote above is framed by Thoreson with examples of how policing, controlling, and 

monitoring transgender youth in schools have major consequences on their health; forcing trans 

youth into spaces and body policing them to behave in ways that “match” their assigned sex is 

linked to higher risks of physical violence, and somatic/mental health problems (ibid.). According 

to Thoreson, such sex/gender policing, as well as withholding information about sexual 

development and sexual practices should be viewed as infringing on the rights of children, as a 
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lack of accurate information on possible practices and medical information hinders one’s ability 

to discover what is right for oneself, rather than being forced into having comparatively limited 

choices (ibid.). 

Routinely prioritising the adults that children are expected to become, rather than children’s 

current desires, should, according to Lucke, be problematised more than it currently is. The 

potential future desires of children, interpreted through the normative lens of how adult are 

supposed to feel and act, is argued as being nothing more than “moral adultism[, a] preoccupation 

with adult moral status, behaviour, values, preferences etc. [resulting in] that children’s future 

selves have priority over their current desires” (Wiesemann, 2016 cited Lucke, 2020: 107, my 

emphasis).  Adding to this framing, Thoreson points out how little, if any, influence children have 

over policies governing them, as they tend to be “crafted with input from parents, religious lobbies, 

and political appointees without meaningful contributions from the youth who are most directly 

affected by restrictions on their bodily autonomy” (Thoreson, 2020: 682).  

In agreement with the views presented in this section, my analysis of the National Guidelines 

below is based in the assumptions that a life does not need follow chrononormative age-schedules 

to be desirable or good. I also assume that, in decisions about how they are to be treated, children’s 

actual present desires and needs should be given honest considerations, and treated as trustworthy.  

Method 

Overview 

In practice, the thesis was produced in three stages. First, a critical analysis of the National 

Guidelines was done using mainly Critical Discourse Analysis (CDA) to map out answers to the 

research questions above. The analysis also relies Butler’s theory of performativity as tools to 

connect the CDA of the text in the National Guidelines to what effects they might have on the 

world around them.  

Second, once tentative analyses had answered the research questions, I discussed the National 

Guidelines in a dialogue with a group of three non-binary people on what change recommendations 

should be made, with the findings in mind. Informed by Participatory Action Research, the purpose 

of the dialogue was to incorporate knowledge which might not be strictly academic, but rather 

based in the lived experience of people which the National Guidelines have real-life influence 
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over17  (see Fals-Borda, 1987). The reason that the group discussion was held after I had analysed 

the National Guidelines is because I wanted the people in the group to have as much of an 

opportunity as possible to critique my findings and to affect the final recommendations (see below) 

in the thesis, instead of being reduced to a signature on an informed consent form (see Suess 

Schwend, 2020). Like Arnstein wrote in the iconic paper “A ladder of citizen participation”: 

“[there] is a critical difference between going through the empty ritual of participation and having 

the real power needed to affect the outcome of the process” (Arnstein, 1969: 216). This thesis is a 

part of the knowledge production being done at the University of Gothenburg18 and I think it would 

be misguided to not make a genuine effort to at least try to move up the ladder, as it were (see 

Appendix 1). Knowledge production informing policy- and law-making processes have recently 

been criticised by LGBTQI-activists and scholars for not giving the people affected by the 

regulations a seat at the table (see the research field overview below). I want my contributions to 

the field to be a part of an academic tradition that is inclusive in its knowledge production rather, 

than exclusive, when possible and appropriate. The dialogue was structured informally, with no 

predetermined questions, chairperson, etc. The purpose of keeping it informal is mainly one of 

accessibility, as I believe many important voices can be lost due to a mistrust of institutional 

research/academia. The dialogue was held over an online video group call with a text chat 

available, participants were invited through trans friendly online groups on Facebook and Discord, 

and participants were encouraged to invite friends/acquaintances. To make participation easier and 

for the sake of anonymisation, the participants did not have to use their real name and could use 

pseudonyms during the meeting (e.g. their online handle). The recruitment posts informed 

participants about their right to at any point, for any reason, revoke consent to participate in the 

dialogue, as well as other practicalities (see Appendix 2). The audio and video from the meeting 

was not recorded and no transcript of the discussions was made, except for bullet point notes to 

summarise the discussion. My notes do not include any names or pseudonyms used by the 

participants. For legal/ethical reasons, participants were required to be 15 years of age or older, 

complying with the ethical standards of the Swedish Research Council (2017). 

 
17 Even if the National Guidelines affect me on account of my non-binary-ness or my relationships to other trans and 

non-binary people, I am, at 30 years of age, old enough to not be severely personally affected by them. This puts 

considerable distance between me and emotional, and lived, experience of the effects of the National Guidelines. 
18 Albeit of negligible importance. 
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The last stage of the thesis was formulating recommendations for how the National Guidelines 

should be altered or amended in the future to suit the needs of the young trans and non-binary 

people whom they are supposed to help. The recommendations were based on the previously 

mentioned analyses and inputs that emerged during the dialogue. 

Critical Discourse Analysis 

The version of CDA that I lean on in this thesis is mainly informed by how it is explained by 

Fairclough. For Fairclough (2013), CDA is a theory and methodology which examines states of 

affairs and, importantly, makes value statements about them. For discourse analysis to be Critical, 

the discourses that are analysed need to be compared to a set of ethical considerations and see how 

they differ from one another (ibid.). CDA is, in other words, not descriptive but rather aimed at 

making changes according to ideas of justice (Reisigl, 2013). In the case of this thesis, the ethical 

value judgement underlying my analysis is that non-binary people in need of gender affirming 

health care deserve to receive it. Concepts from CDA and discourse analysis in general that are 

used in this thesis are discursive orders, interdiscursivity, and multivocality. Discursive orders are 

understood as the way that discourses within an analytical area relate to each other, i.e. which 

conditions, social practices and meaning making practices make sense or are possible within the 

area (Jørgensen & Philips, 2002). In this thesis, for example, I would say that the analytical area 

in question is that of institutional medical policy making. Within this area, I expect to encounter 

an order of discourses which includes trans-activist, medical public, medical research, and legal 

discourses (etc). Interdiscursivity is what happens when multiple discourses that are situated in the 

same order of discourses are used at the same time to express something (ibid.). An example of 

interdiscursivity, as I understand it, could be usage of language from trans-activist discourses in 

statements from conservative medical-legal actors. In this thesis interdiscursivity is used, as 

explained by Jørgensen & Philips, to notice how meanings either shift or remain the same by 

simultaneous multiple discourse usage, i.e. challenge or strengthen hegemony. Lastly, 

multivocality is overlapping with the concept of interdiscursivity, as it is a constant search after 

how the different voices in the text are used, when they are used and what meanings are omitted, 

created or reproduced by their usage (ibid.). As these concepts show, CDA can be centred both on 

how orders of discourse change over time, and on how actors within discourses act to maintain 

and change them and, consequently, their relation(s) to material reality (Fairclough, 2013). In other 

words, as Fairclough puts it, “CDA oscillates between a focus on structures [...] and a focus on 
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strategies” (Fairclough, 2013: 180, emphasis in original). I think this description of CDA shows it 

to be appropriate to use for analysing the National Guidelines, since they are both a result of 

broader political movements and ideologies in Sweden (as the literature on the Government 

Reports above show), as well as upholders of structures (by virtue of being a subset of the actual 

governing rules). 

Specifically, for this thesis, the CDA is an attempt to map how the “invisible” and the understated 

in the National Guidelines affect young non-binary people from receiving the health care they need 

(see Reisigl, 2013). This means identifying not only the hidden, intentionally or not, meanings 

behind what is being said in the National Guidelines, but also what is not being said. 

Positionality, ethics, and reasons 

The topic of this paper is more than a scholarly interest for me. Both people that matter to me, and 

myself, are affected by legislation and policy operationalisations that regulate trans health care, 

which makes it an emotional matter as well as an academically engaging area for me. During queer 

friendly and/or separatist events, both public ones (such as the Reclaim Pride festivals of 2018 and 

2019) and private ones, like gatherings at friends’ homes, experiences with Swedish trans health 

care has tended to be a topic of discussion characterised by exasperation; the recurring frustration 

that my trans and non-binary friends and acquaintances express about their contact with Swedish 

trans health care made me wonder what regulations lie behind these, seemingly, systemic 

problems. 

Even though public awareness and interest in non-binarity has increased over the past years19, the 

state of existence for non-binary people in Sweden is still a difficult one, as was shown in the 

research field overview. The National Guidelines are in a different position than the corresponding 

guidelines for adults, as children and youth are affected differently by, for instance, the power 

dynamics of age hierarchies. In my perception, the National Guidelines are getting a lot less 

attention than the counterparts for adults, which the research field overview below corroborates. I 

truly hope that this thesis will be one stepping-stone towards a safer, less painful, and less deadly, 

existence for trans and non-binary people. 

 
19 As an example, Google Trends (n.d.) for Sweden show a steady increase in searches for “ickebinär” (non-binary) 

since 2014. 
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Analysis 

The Structure of the National Guidelines 

The National Guidelines are a 147-page long document divided into 14 chapters, including two 

appendices. The first four, comparatively short chapters, are an introduction to the purpose of the 

guidelines and the process for writing them, as well as guidelines for what non-somatic20 measures 

to take when treating patients with gender dysphoria (or during evaluations of whether the patient 

has gender dysphoria). The main body of the document consists of eight chapters, each for a 

different kind of somatic treatment for gender dysphoria. Each treatment chapter in the National 

Guidelines starts with the NBHW’s short, formal recommendation(s) for particular treatment 

areas, e.g. “Health care providers should offer fertility preserving measures to youth with gender 

dysphoria who, having received consultation about fertility, wishes to get these measures” 

(Socialstyrelsen, 2015a: 90, my translation). The rest of each chapter consists of literature reviews 

of current research on the treatments, indications for when the treatments are warranted, and 

broader elaborations on the “why” behind each recommendation.  

Coming from the field of gender studies, my aim is not to evaluate any specific treatments or 

medications. Rather, based on both the literature of critical trans scholars, and the reviews of cited 

works in the National Guidelines, my interest lies in the motivations and arguments that are not 

purely a matter of the art of medicine, as it were. In my reading of the National Guidelines, I have 

identified three themes that are not spelled out in the text itself, but when approached from my 

theoretical standpoint as described in the theory chapter above, they stand out. The themes are:  

• Knowledge production and whose interpretations of what research matters 

• How the sex and gender binary is upheld within the framework of the National Guidelines 

• Value judgements about non-norm-confirming bodies, bodily autonomy for young people, 

and maturity 

 

Knowledge Production – Whose Interpretations Matter? 

Trans people... we’re always on the lookout for the next person we can trans, it’s all we wanna do. [They 

think that they] would’ve been recruited by the Transsexual Empire [if they were kids today], and forced 

to take hormones by the Dark Cabal of Endocrinologists 

 
20 Somatic meaning physical (as opposed to psychological/mental) 
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Natalie Wynn satirising TERFs and anti-gender movements (ContraPoints, 2021: 37:50-38:15) 

 

As mentioned in the literature review, calls from scholars to include people affected by policies 

and scholars with expertise in norm critique, have been made before. In my opinion, the 

information that is referred to in the National Guidelines, how it has been interpreted, and who has 

a say in what conclusions have been made confirms the need for a broader base of expertise when 

authoring these sorts of documents. The purpose of this section is to highlight details from the 

National Guidelines that I believe strengthens that claim. The importance of the whole picture is, 

in my opinion, greater than the sum of its parts. 

The National Guidelines are described as being based on three types of information, namely 

“scientific literature, international guidelines and recommendations, and well-tried experience” 

(Socialstyrelsen, 2015a: 9, my translation). The group responsible for compiling and evaluating 

the information consisted of  

one expert in classification, one informant [Swedish: informatör]21, one ethics expert, one lawyer, 

health economists, and method experts [...] Each group of experts [included, respectively,] 

representatives from the fields of social work, psychology, psychiatry, endocrinology, surgery, 

logopaedics, and reproduction medicine (Socialstyrelsen, 2015a: 9, my translation).  

To be clear: the fields of expertise present in the groups described above are, of course, crucial to 

include in health care guidelines. However, according to the descriptions cited, the groups lack 

people whose expertise is in the fields of either critical trans studies, norm-critique and/or 

intersectionality. Since time and resources are not infinite, it makes sense that not every scientific, 

academic, political, or activist knowledge base is consulted for all policy writing projects. In this 

instance, though, I believe the inclusion of people from a broader selection of fields related to trans 

issues would have benefited the quality of the final product of the National Guidelines. The first 

indication of this is the bank of information that the authors list as the basis for their 

recommendations. According to the authors: 

The scientific evidence making up the basis for most of the recommendations in [the 

National Guidelines] is of low or very low quality. [...] Most of the guidelines’ 

 
21 When the translation from Swedish to English either loses some nuance, or when I think there is ambiguity in the 

translation which is not explained by the context, I indicate the original Swedish word/phrase in brackets like above. 
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recommendations are based in both Swedish clinical experience and relevant international 

guidelines. (Socialstyrelsen, 2015a: 17, my translation) 

At a first glance, this seems like an appropriate method for selecting the information needed to 

argue for policy recommendations, since double-blind trials cannot be expected for treatment of 

young trans people (ibid.). One major problem with the descriptions cited in this section, however, 

is that there are neither standard definitions, nor a general consensus in Swedish government 

institutions of what “well-tried experience” means (Levi, 1997). According to The Swedish 

Agency for Health Technology Assessment and Assessment of Social Services (SAHTAASS), 

“well-tried experience” is not clearly legally defined, and tends to be used in policy motivations 

for (most) claims that are not backed by evidence of good quality (as in, statistical significance, 

double-blind trials etc.) (ibid.). Additionally, authors of the National Guidelines make no further 

specification of what sources the well-tried experience stems from other than a reference to “the 

various health care teams in Sweden and in international treatment guidelines” (Socialstyrelsen, 

2015a: 17, my translation). As has been pointed out by SAHTAASS, such referencing does not 

indicate what experience is deemed relevant, whether routines are based on guesswork, whether 

routines are based in (for instance) harmful conceptions of what a trans person is or wants etc 

(Levi, 1997). To be clear, I do not see it as inherently problematic to resort to solutions and 

knowledge produced outside of stringent clinical trials. The problem I see in the case of policies 

affecting trans people is that opinions and treatments of trans people in Sweden have a history of 

politically motivated violence (e.g. forced sterilisations). Given that the National Guidelines were 

written at the time when the Swedish state was forced by the courts to admit its mistreatment of 

trans people, transparency in who is behind well-tried experience-based information would make 

the National Guidelines more accessible to amendments in the future, because claims made in 

them would be easier to control for validity. This also prompts the question: why not utilise the 

well-tried experience and knowledge in the patient group? Like Andersson (2019) points out, there 

is a good number of testimonies about treatments from within the trans communities, as well as a 

good understanding of the medical procedures themselves. Additionally, trans people who are 

seeking, or have undergone, treatment are in the, for policy making purposes, valuable position of 

having the lived experience of how treatments affect them. 
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Another point that I want to draw attention to, despite its apparent insignificance, is what literature 

the authors have searched for in the research phase of writing the National Guidelines. The 

literature search documented in the National Guidelines includes search terms like “gender queer” 

(4 times) and “gender variant” (10 times), no searches were made for “non-binary”, “social 

construction”, “agender”, “gender fluid”, or their Swedish counterparts. Two search terms that 

were included are “autogynephilia” and “autoandrophilia” (6 searches respectively, chapters 

“Mastectomy”, pp. 54, 55; “Facial Surgery and Body Shape Modifications, pp. 80, 81; “Sexual 

and Reproductive Health”, p. 96, my translations). In the interest of fairness, I want to point out 

that the National Guidelines do not, thankfully, have any recommendations that specifically 

reference either autogynephilia or autoandrophilia. Further, I do not think that including a broad 

scope of terms related to one’s research is bad praxis either, even if it baffles me that the experts 

recruited to write policies affecting the lives of trans people would spend time on a theory which, 

already at the time of the authors’ writing process, had received quite serious critique concerning 

both its methodology and conclusion (Moser, 2010). I would assume that if either critical trans 

scholars, a group of trans people, or both were included in the expert groups, literature specifically 

on gender nonconforming, non-binary people would have been more likely to have been a part of 

the material that the National Guidelines were based on. Certainly, terms associated with the 

experience of non-binary people would not be outnumbered two to three by terms like 

“autogynephilia”. The absence of non-binary people in the text of the National Guidelines will be 

discussed in the next section, but had a more enby22  inclusive literature search have been made, 

perhaps there would have been recommendations, or even a norm-critical discussion, in the 

document which acknowledged sexed and gendered experiences outside of the binary. 

A different issue with knowledge production from groups with a narrow range of expertise is the 

interpretation of studies that touch on themes outside of their knowledge base. As part of my 

research into the National Guidelines, I have read some23 of the articles referenced by the authors 

when some of their claims seemed strange to my understanding of the issues, coming from a gender 

studies perspective and as a member of enby communities. One example is from the chapter on 

therapy and psychosocial support, which is aimed addressing the potential need for such support 

 
22 Term for “non-binary person” (from abbreviating non-binary to N.B., pronounced “en-bee”) 
23 Due to time and space limits for this thesis, I have only read a sample of the articles referenced in the National 

Guidelines 



  

29 

 

for both guardians and patients alike. The National Guidelines make it clear from the beginning 

that support from guardians, and them not punishing their child by means of psychological 

violence (guilt tripping, gaslighting etc about their gender dysphoria), is a factor that significantly 

reduces the risk of mental illness being caused during the child’s gender identity exploration 

(Socialstyrelsen, 2015). In the same chapter, the authors stress the need for guardians to know that 

the persistence of gender dysphoria into adolescence and adulthood, as well as their child’s future 

gender identity, is uncertain. They also stress, with reference to Steensma et al (2010), that “it is, 

for some children who have previously transitioned, stressful [Swedish: påfrestande] to have to 

share that they want to switch back to their previous gender identity, and go through the process 

once again“ (Socialstyrelsen, 2015: 21-22, my translation and emphasis). The wording in the 

guidelines makes it seem like the cited paper concludes that the reported source of stress comes 

from having to experience changes in one’s body and expected behaviour as a result of desisting 

with treatment(s). Steensma et al wrote the following about the results from their study: 

[A] number of girls indicated that going back to their actual gender role was a troublesome and 

arduous process. They had often been afraid of getting teased or excluded by their classmates if 

they would revert to their original gender role. [...] All girls reported feeling significant feelings of 

shame for their earlier boyish appearance. They were actually afraid that, later on, other children 

would learn about their masculine childhood, and make fun of their previous gender variance. 

(Steensma et al, 2010: 509-510, my emphasis) 

My interpretation of Steensma et al is that the children in the study are making a statement about 

their social environments, rather than about stress linked to their gender identities. Their article 

describes children’s anxieties about other people teasing them, and that other people would make 

fun of their process of dealing with gender dysphoria. The quoted article makes no claims about 

the children having apprehensions about the medical treatments or about bodily changes. Being 

bullied (or the fear thereof) surely makes the process of acting on a changed understanding of one’s 

gender identity stressing, but I think the way these findings are described in the National 

Guidelines misses the point Steensma et al are trying to make. The chapter these claims are in aims 

at regulating what information guardians of children with gender dysphoria are given about risk 

mitigation related to getting or not getting gender affirming health care (and of what type), and the 

likelihood of gender dysphoria persisting into adulthood. To me, this seems to be a 

misrepresentation of the findings of Steensma et al, that presents exploring one’s gender identity 
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in gender affirming health care as a more risk filled medical process than it actually is. It also 

demonstrates the multivocality within the text of the National Guidelines. The voices of Steensma 

et al and the children in their paper are used selectively in ways that allow the authors to make a 

point about risks with the treatments described that might not have had the same implications if 

one were to ask the children directly what they meant when interviewed in the study. The point 

about how desisting treatments can be a stressful process is amplified in the National Guidelines, 

but the children’s specific concerns about bullying have been completely left out. Additionally, as 

gender is performative, the embodiment of one’s gender identity is not a static state but rather one 

in constant fluctuation. Cis-people’s gender identities are bound to stylised repetitions of gendered 

acts just like trans people’s gender identities (Butler, 1999). Gender is not bound to (only) the 

physicality of one’s body, according to a performative understanding of bodies and identity. 

Genders do not exist in a vacuum, they are contingent on how other actors interpret, condone and 

sanction one’s gendered acts (ibid.). I would argue that just because cis-people can have an easier 

time being interpreted as coherently intelligible than trans people it does not mean that their gender 

identities are certain over time, in any metric other than familiar norm-conforming labels. This 

example concerns one reference of the over one hundred made in the National Guidelines. The 

authors’ interpretation of the research is in this case at least debatable, which prompts the question 

of how often this is the case when research is referenced in the National Guidelines. This further 

highlights a need for future research groups to include norm-critical trans scholars, and trans and 

non-binary people.  

Upholding the Sex/Gender binary 

Student: But what if I don’t exist according to our society? 

Professor: Well... Fuck society. 
Conversation from a seminar in 2020 

 

The purpose of this section is to argue that the way the National Guidelines are worded denies 

non-binary people’s existence, limits health care to a binary understanding of sex and gender, and 

upholds binary sex-gender norms. Before bringing in concrete examples from the text, I will 

briefly argue that this is not (only) a consequence of possible personal biases and epistemological 

blind spots on the side of the authors of the National Guidelines, but an example of how the 

population-management mode of power functions.  
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Power Structures Beyond the National Guidelines 

As has been mentioned previously, Sweden juridically recognises only two sexes/genders, and the 

sexed personal identity numbers are critical for Swedish bureaucracy (at least for the time being). 

It stands to reason, then, that it would be difficult for an institution bound by Swedish laws and 

Swedish bureaucracy to release guidelines that directly contradict the legal structures which 

govern it. Some of the examples that are mentioned further down in this section are written in ways 

that could be interpreted as enby inclusive, which could be an attempt from the authors to allow 

enough legal wiggle room for the trans health care teams to provide care that might go against 

conceptions of how binary trans people are supposed to be treated. It could also be an effort to 

achieve plausible deniability against accusations of being enby-phobic, or it could simply be a 

coincidence. Either way, looking at the National Guidelines through the lens of the population-

management mode of power reveals how some oppressions (like being denied the health care one 

might need) seem to appear as a consequence of how a society is organised on its fundamental 

levels, rather than out of personal malicious intent. For the recommendations I propose in a later 

chapter to become feasible, changes are probably going to be required in the way other parts of the 

Swedish state functions, rather than limited to health care guidelines. 

Compulsory Binarity and Conceptions of Transness 

The motivations given for the recommendations in the National Guidelines are mostly phrased as 

urges for care teams to facilitate extensive gender identity exploration by the youths they are 

treating. I think this can be seen as an expression of governmentality and population-management, 

as they are written as if they were a tool for giving rights to young people with gender dysphoria, 

while at the same time having effects that at times contradict the written intention. The National 

Guidelines are also, because they are a part of the complex system that is Swedish law an 

bureaucracy and thus have to fit in with that system, probably reiterating stances from the system 

on trans health care and how trans people in Sweden should be governed as a group. A few 

representative examples of formulations that seem to be open to gender exploration include the 

following:  

The interventions should aim at helping [guardians] support the child or youth’s exploration of their 

gender identity. [...] The exploration needs to be unconditional and without assuming that the child 

experiences that they have a particular gender identity” (Socialstyrelsen, 2015a: 20-21, my 

translation) 
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[The intervention] can help the young person in exploring the background of and the development 

of their gender identity, and more practically explore different possibilities of expressing gender 

(Socialstyrelsen, 2015a: 22-23, my translation) 

[Puberty blockers] can give the youth a possibility to explore their gender identity further 

(Socialstyrelsen, 2015a: 34, my translation) 

These phrasings notably lack binary gendering, and the explicit emphasis on allowing exploration 

without presumptions can charitably be interpreted as opening up for expressions and identities 

beyond the binary. I believe that such an interpretation is insufficiently nuanced when taking in 

other recurring ways of describing who (what bodies) some of the medical interventions are for, 

and what they are supposed to achieve.  

To start off, non-binary people are not mentioned once in the 147 pages that make up the National 

Guidelines, and there are no discussions on why that is the case to be found. I do not want to imply 

that the authors having refrained from defining or adding criterions for what non-binary people are 

is in and of itself is a bad thing, as that could create administrative problems for enbies that do not 

meet those definitions. The National Guidelines do not specifically define what/how women or 

men are either, but, as I argue below, the authors’ descriptions of treatments and motivations 

behind them seem to only acknowledge some binary gender identities. My reason for pointing out 

non-binary absence in the text of the National Guidelines is that not acknowledging that sex and 

gender are broader categories than the norm-conforming binary conceptions of genders grant, 

those preconceptions are tacitly approved of by the text. The way sex and gender are described 

and treated in the National Guidelines are a sort of gender performativity enacted by the authors, 

as they re-affirm the binary conceptions that are dominant within Swedish state bureaucracy and 

law. As an example of this, consider the goals of each medical intervention stated in the National 

Guidelines. When they are described in detail, they are phrased as either feminising AMAB 

patients, and masculinising AFAB patients, or as means to make bodies seem female or male (see 

below). I think that these apparent contradictions between strictly binary rules for the treatments  

on the one hand, and the seemingly open and non-binary expressed gender exploration 

recommendations can be seen as expressions of interdiscursivity within orders of discourses. I 

would like to point out two main types of discourses that I see in the text. First, the more 

conservative discourses that rely heavily on the definitions of sex and gender that match Swedish 
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law and bureaucracy that consistently reduce both biology, social interactions etc to “masculine” 

and “feminine”, “man” and “woman”. Second, the discourses that emphasise how youth’s potential 

uncertainty about their gender is a cause for affirming and non-judgmental exploration, without 

referencing a binary. The way I see both of these types of discourses used interdiscursively in the 

National Guidelines is to maintain an understanding of sex and gender that makes sense to Sweden 

as a state, while at the same time being careful to highlight a wish to be responsive to children’s 

needs. The problem as I see it here is that the free gender exploration that children are encouraged 

to be allowed to have only really acknowledges a few outcomes of that exploration as valid. Overly 

simplified, I would liken it to offering a free choice two available options, but highlighting the 

“free choice” without drawing attention to how only two options are available. With this in mind, 

if the National Guidelines had problematised the gender binary, non-binary people could have 

been made more intelligible for health care providers through the text. For example, the 

corresponding guidelines for adults have three paragraphs at the beginning of the document that 

acknowledge that the understanding for sex/gender identities is a field in constant evolution, as 

well as the existence of non-binary people (see Socialstyrelsen, 2015b). The same paragraphs also 

predict that changes to the Swedish guidelines will be made to reflect this with the 11th edition of 

the ICD24 (ibid.). Such discussions are not present in the National Guidelines.  

One particularity that makes it, in my opinion, necessary to discuss the social construction and 

performativity of gender especially in Swedish policies is the Swedish language itself. The word 

“kön” is used as both “sex” and “gender” in the National Guidelines, which, in my view, leaves 

some interpretations of nuances dependent on context and the reader’s preconceptions. In the 

National Guidelines, the way sex/gender is discussed is with an insistence on using words like “is” 

or “are” when talking about sex, and “experiences”, “feels like” or “the gender they wish 

for/experience” (Swedish: “det önskade könet”, “det upplevda könet”) about gender (see 

Socialstyrelsen 2015a: 30, 33, 38, 101). The authors have not used phrases like “assigned gender 

at birth”, which would be an admission of institutional wrong-doing that requires someone to do 

the assigning. Instead, they have opted to use “birth sex/gender” or “biological sex/gender”, 

phrases that pass the buck from state institutions to “biological facts” that are framed as “just the 

way things are”. Without an acknowledgement or problematisation of the power dynamics that 

 
24 The ICD-11 have shifted trans related issues from mental disorders to the section on sexual health, and is worded 

in a way that is not enby-excluding. The ICD-11 comes into effect in 2022 (World Health Organisation, 2020). 
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construct and uphold both social performances of gender and scientific classifications of sex, the 

language in the National Guidelines seems, to me, to imply that one dimension of sex/gender is 

real (sex), and one is more akin to a sort of make-believe (gender). The National Guidelines 

specifically stress the importance of health care providers having “[the competence] to treat care 

seekers in a respectful way, and to be knowledgeable and have suggestions for alleviating problems 

that the patients often encounter” (Socialstyrelsen, 2015a: 20, my translation). However, in my 

opinion, without a problematisation of biological essentialism and transnormativity25, care 

providers’ competence on trans people could remain limited to the narrow span of trans people 

that the National Guidelines describe and still be deemed sufficient.  

Despite the examples of passages written in a gender-neutral way, my interpretation is that the 

National Guidelines have the tendency of describing treatments in biologically essentialist ways. 

The descriptions of the results the treatments are supposed to achieve are without exceptions 

written in terms of feminising AMAB patients and masculinising AFAB patients, the implication 

being that trans people universally need treatments that make their bodies (which are made out to 

be firmly coupled with their gender) transform from one end of the perceived binary to the other. 

For example, the recommendations that are restricted based on AGAB (e.g. larynx surgeries, hip 

liposuctions, facial surgeries, chest enhancement surgeries, hair removal) are consistently 

described in terms of binary opposites. Hip liposuctions are only available for AFAB people to 

give them “a more masculine appearance” (Socialstyrelsen, 2015a: 75, my translation), larynx 

reductions are only available to AMAB people to give them “a more feminine appearance” 

(Socialstyrelsen, 2015a: 70, my translation). This, again, leaves little room for non-binary 

experiences that do not match the stereotypes of what are valid needs for AMAB or AFAB trans 

people to combat their dysphoria. It also limits the valid range of embodied expressions that binary 

trans people can have. Lest we forget, a feminine trans man is no less of a man than a masculine 

one, and a masculine trans woman is no less of a woman than a feminine one. Adhering to 

stereotypes, whether pop cultural or “scientific” in origin, is not a measurement of one’s gender 

identity’s validity.  

 
25 I.e. conceptions of who is trans “for real”, this is usually grounded in the claim that to be trans, one must want to 

undergo enough medical treatments, in the “right direction” (i.e. male to female, female to male) (see Alm, 2018; 

Garrison, 2018). 



  

35 

 

Another example of the gendered performativity in the text clearly shines through in the text is in 

the chapter on voice training, which exemplifies how gendered actions are repeated with the aim 

at reaching the level of the “perfect” image of how norm-conforming sex/gender “should” be done. 

The recommendations state that the goal of voice training for AMAB people has feminisation of 

the voice, and for AFAB people’s voices to achieve a “male range” (Socialstyrelsen, 2015a: 100). 

I can see how describing changes in one’s gendered performances as more feminine or more 

masculine as shorthand can be expedient, but documents such as the National Guidelines should, 

if inclusivity is a priority, use caution when making claims based on social contingents. Whether 

something is coded as masculine or feminine (or queer, for that matter) is dependent on time, 

space, cultural context and repetition; because of this, it is strange for the authors to describe voice 

frequency ranges as “male” or “female”26, as they do in the chapter on voice training.  

Another practical example of how the text repeatedly makes demands of understanding sex/gender 

and transness as binary is AGAB restricted interventions. Hair removal, larynx reductions, facial 

surgeries, and breast implants are only recommended as possible treatments for AMAB people, 

and hip liposuctions are only recommended as a potential treatment for AFAB people. In my view, 

such recommendations fit well with assumptions of binary sexes/genders, and echo the intentions 

of  “[creating] coherently sexed and gendered [individuals]” (Alm, 2018: 231), according to norms 

of what is intelligible, from earlier Swedish guidelines as discussed in the literature review. 

Following the logic of AGAB restrictions in the National Guidelines, for one, AFAB trans people, 

non-binary or not, whose gender dysphoria is triggered by increased hair growth from testosterone 

do not have access to a health care intervention that could alleviate their gender dysphoria; and it 

is based on what assumptions about their sex and gender the state had when they were born. To 

me, the implied assumption that gender dysphoria is only valid or possible to treat with 

interventions that shape bodies into forms that “pass” as cis-gender, and conform to norms of 

intelligibility, is a profoundly confounding one. Cis-people that are norm breaking in their gender 

expressions are not viewed as less of a “real” man/woman, so why should trans people not be 

allowed to break gender norms and still have access to gender affirming health care?  

The last thing I want to bring up in this section is Real Life Experience. RLE is described in the 

National Guidelines as a period when one does a social transition and “during a longer period of 

 
26 And in one case “gender-neutral”, presented as a failure to reach the so called “female” range. 
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time lives socially in accordance with one’s gender identity” (Socialstyrelsen, 2015a: 30). The 

stated purpose of RLE in the text is: 

To give the person an opportunity to explore how they are affected by living as a person of the 

desired [Swedish: önskade] sex [Swedish: könet] and whether life in this role corresponds to their 

expectations [and to] facilitate optimal support from care givers during potential sex reassignment 

treatment processes, based on the person’s needs. (Socialstyrelsen, 2015a: 30-31, my translation) 

The National Guidelines recommend RLE as a prerequisite for HRT and surgeries; the authors 

refer to the guidelines for treating adults with gender dysphoria, where RLE is described as both a 

way of helping patients get used to their new “social role” and as a part of the evaluation which 

determines whether access to the mentioned interventions is granted (Socialstyrelsen, 2015b). RLE 

usually takes 1-2 years (ibid.). The authors specify their interpretation of the Swedish laws 

regulating genital surgery in a footnote like this: 

[the] applicant needs to prove that they “for some time” have acted [Swedish: uppträtt] according 

to their experienced gender identity. [... The law] says nothing about how the person should provide 

proof for this prerequisite. It is common for the medical assessor to formally attest to the period 

when the person has lived according to their gender identity, which is documented in conjunction 

with the assessment. (Socialstyrelsen, 2015a: 30, my translation and emphasis) 

At first glance, RLE can look like a reasonable tool for reducing the regret frequency among people 

who get HRT or surgeries.  The recommendations and explanations of RLE in the National 

Guidelines do, however, seem to only make it a reasonable tool for a narrow span of the trans 

population (which, I would argue, excludes most non-binary people). I believe that this has its 

roots in previously discussed conceptions of who is trans enough, or trans in the “correct” way, 

i.e. adhering to stereotypical sex/gender binaries. The authors continuously return to the concept 

of “socially transitioning” (Swedish: social övergång), which centres around a “coming out” 

process that has a start and an end goal; the goal is to end up in the social role that matches their 

sex/gender, and, consequentially, to leave their previous social role. The authors do not specify 

what they mean by “social role”, but describe it in a few sentences across the document in the vein 

of “testing to live as [a person of their gender]” (Socialstyrelsen, 2015a: 30, my translation) and 

“living 100% as a girl” (Socialstyrelsen, 2015a: 104, my translation). Given the themes of 

compulsory binarity throughout the National Guidelines mentioned above, this prompts the 
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question of what a social role encompasses for it to be a valid “transition” in the eyes of the one 

assessing a patient. Further, what can a non-binary person do in order to “test” social roles that 

match their gender(s)? For example, gender fluid people might move between “boy mode”, “girl 

mode”, or “neutral mode”, something which the National Guidelines, as currently written, does 

not seem to be able to handle in affirming ways. Additionally, in contrast to other 

recommendations in the National Guidelines, there are no studies cited (qualitative or otherwise) 

that corroborate the effectiveness of RLE, instead, international guidelines and “well tried 

experience” are cited as motivations for routinely use of RLE, the same is true in the corresponding 

guidelines for adults. As RLE both takes a long time and is used to evaluate whether a person is to 

have access to trans health care, it should, in my view, at least be documented who is behind the 

opinion that this is a good tool for both documentation and regret prevention. This is another 

instance where the National Guidelines and trans health care overall in Sweden potentially could 

be improved significantly by “showing their work”, and by inclusion of people with lived 

experience of RLE, when the text is updated. Expecting gender identities, expressions, and 

dysphoria to stay persistent (which is one criterion for access to surgeries) over time and adhere to 

one juridically/bureaucratically intelligible role is a set of demands that both excludes trans people 

whose experiences do not match the norm-conforming conceptions of sex/gender binarity, and is 

unreasonably narrow in its judgments on who is doing transness “correctly”. When a person’s 

body changes due to HRT (as with puberty in cis-people), they are going to have to navigate those 

changes; the way people read and treat the person is likely also going to change as their bodies and 

appearances change, which also becomes new experiences to navigate and explore. In my view, it 

should be expected that a person’s gender identity/identities could change when different medical 

interventions are made and both body, and how others’ treat them change. This line of reasoning 

relies on an acknowledgement of the validity of non-binary experiences and a critical view of 

norms of binary sex/genders, which the National Guidelines, arguably, do not seem to support. 

 

 

 



  

38 

 

Implied Value Judgments, Bodily Autonomy, and Maturity 

Queer people [...] can’t mark time in the same way [as cis-hetero people can] and, as a disproportionally 

impoverished group, can’t expect to meet the milestones of career progression, home ownership and so 

on. This is a way that queer time fundamentally differs from hetero temporality. [Cis-]straight people 

have an itinerary to stick to. 

Curio on experiencing time as a queer person (2020: 07:46-08:08) 

 

This last section is meant as a contribution to a broader argument than the ones above, namely the 

question of what kinds of bodies and people are treated as valuable by Swedish institutional 

bureaucracy. This includes how the effects and risks of a medical intervention are weighed against 

their benefits. I also argue that the National Guidelines undervalue and underestimate young 

people’s abilities to know themselves, and that decisions on who they are/are allowed to be should 

ultimately be theirs to make.  

As discussed in the method chapter, there are more ways to interpret the meanings of a text than 

analysing what is explicitly spelled out. The question of what is not being said and why it is not 

being said can be a good analytical tool; just like the discussion in the previous section on how 

non-binary people are not mentioned in the National Guidelines, and what that says about its intent 

and effects. Two themes in the National Guidelines amplify each other, despite both being difficult 

to pin down on their own, in my opinion. One is how other people, both guardians and medical 

assessors, are given a mandate that is implicitly treated as equally important to that of the child in 

regard to whether they have gender dysphoria, and what kind of care they should have access to. 

The other is how bodies that have received gender affirming medical interventions are implied to 

be less inherently good than bodies that are allowed to develop “naturally”. 

The recommendations for when to consider HRT state the requirement of having “[persistent], 

well documented gender identity problems” (Socialstyrelsen 2015b: 52, my translation and 

emphasis). The National Guidelines specify that for youth to be considered eligible, their “[gender 

dysphoria needs to be ensured/proven], and their gender [Swedish: kön] identity firmly 

established” (Socialstyrelsen 2015a: 39, my translation). Like with most points raised in the 

previous sections in this chapter, these requirements seem reasonable until one asks how they are 

evaluated and whose judgments are considered. The process of documenting “gender identity 

problems” (Socialstyrelsen 2015a: 42, my translation) (i.e. RLE) is, as has already been discussed, 

arbitrary and enby-excluding, and there are no further specifications given (in the literature search 

or otherwise) about how to assess whether a gender identity is firmly established. The reasons 
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given for having the above-mentioned requirements is to prevent patients from making decisions 

that they will regret later in life, but there are no explanations given as to what constitutes a firmly 

established gender identity. As previously mentioned, self-identification of gender identity has 

been argued, in my opinion convincingly, to be a valid way of establishing what someone’s gender 

identity is; self-identification has already been implemented juridically in Norway for anyone of 

16 years of age and above, and has been a recommended as a part of establishing third genders and 

non-binary personal identification numbers in SOU 2017-92 (see Spade, 2015; Sørlie, 2018; Alm, 

2021). As the National Guidelines are currently formulated, whether a young person is trans is 

treated as something which is up to medical professionals and the guardians of the person, rather 

than what the young person’s opinion is. Consider, for example the following excerpts: 

With the child’s best interest in focus, the guardian should be given the possibility to weigh 

statistical information about children’s future gender identity [Swedish: könsidentitet] against 

possible consequences of not respecting the child’s wish to live according to their gender identity. 

(Socialstyrelsen, 2015a: 22, my translation) 

The age, puberty stage, sexual knowledge and sexual behaviours of both youth’s, and their parents’ 

attitudes towards, and consent to [HRT] varies between individuals. The care givers should, 

appropriately, consider this in the discussion [about HRT]. (Socialstyrelsen, 2015a: 91, my 

translation) 

These quotes are decent representations of recurring similar paragraphs in the National Guidelines. 

Notice that the children’s view of themselves is either implied to be wishful thinking, contrasted 

with statistics and whether parents are comfortable with having a trans kid, or that other people’s 

thoughts on the child’s identities are given as much weight as that of the child.  

The figure of a young person who is unsure about their identity and what they need in order to live 

a good life is one that I think is repeated through the manner in which the authors discuss young 

people. Consider these excerpts along with the examples above about who has the interpretative 

prerogative regarding a child’s gender identity: 

[...] help the young person in exploring the background and development of the gender identity 

(Socialstyrelsen, 2015a: 23, my translation and emphasis) 

[offer guardians help] in handling the uncertainty of the child’s future gender identity 

(Socialstyrelsen, 2015a: 20-21, my translation and emphasis) 
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Most children with gender dysphoria will after a time have a gender identity which corresponds to 

their birth sex [Swedish: födelsekön] (Socialstyrelsen, 2015a: 21, my translation) 

Give the person the opportunity to explore [a gender role] and see if life in that role corresponds to 

their expectations (Socialstyrelsen, 2015a: 30, my translation and emphasis) 

Like previous examples from the text, I do not view this tendency as unequivocally bad. The  

examples above could be interpreted as an urge to not assume that a child is cis or binary. At the 

same time, they also seem to imply that even young people who express that they do know their 

gender identity are to be treated as if their gender identity is uncertain, and in need for exploration. 

In my opinion, the third example above, claiming (without a source) that most children with gender 

dysphoria will grow into their AGAB27, is emblematic for the portrayal of young people in the 

guidelines. In my view, young people’s knowledge of themselves is being undervalued in the 

National Guidelines. Especially contrasted with how their guardians are given a say about their 

children’s gender identities that is on a par or greater than that of the young people. 

Based on the discussions from the theory section and literature review, my attitude is that children 

likely know themselves, and their desires, better than other people. Of course, the argument could 

be made that parents and medical professionals somehow do know the gender identities of children 

better than the children do, but, in my opinion, even if this were the case, it would still be a weak 

argument for denying a child the health care they need. My view (which is in agreement with the 

one stated National Guidelines) is that informed consent should be the required condition for 

whether a child should have access to medical interventions28, i.e. the child needs to understand 

the mechanics of treatments and what the effects may be, rather than what their parents’ attitudes 

towards trans people might be. The recommendations as written seem to allow guardians who do 

not respect their child’s transness, regardless of whether they know that the child is trans, to block 

the child from living with their gender identity and/or receiving the health care they might need. 

Even if it were the case that guardians know their child’s gender identity better than the child, the 

 
27 The authors do cite a study later in the same paragraph, which had researched children who had been assessed for 

gender dysphoria, where about 70% later identified with their AGAB. They did not say whether all children in the 

study actually had gender dysphoria, or if they also counted children that had been assessed but deemed not gender 

dysphoric. 
28 Besides conditions based on medical safety evaluations, of course. 
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power to negatively influence the likelihood for a child that has gender dysphoria to receive gender 

affirming health care seems strange to me.  

Regardless of whether a child with gender dysphoria comes to identify with their AGAB in the 

future, treating and alleviating their current gender dysphoria is not self-evidently a failure, even 

if some treatments were irreversible; consider that the treatments could result in a more painless 

adolescence and early adulthood. Further, AMAB bodies that have developed on estrogen, and 

AFAB bodies that have developed on testosterone, are neither ruined nor worse than bodies that 

have developed “naturally” (even if the opposite is an occurring argument in Swedish trans health 

care, see the results from the dialogue in the next chapter). In my view, the National Guidelines’ 

focus on avoiding HRT or surgeries, basically until few or no other alternatives for alleviating 

patients’ gender dysphoria remain, can be interpreted as an expression of moral adultism. For me, 

the charge of moral adultism especially makes sense when the hesitancy in the National Guidelines 

is contrasted with the routinely performed, and comparable, interventions on intersex children. In 

both cases, it seems that the underlying assumptions are that bodies that seem cis in both gender 

and sex, and is intelligible to the state’s binary bureaucracy, are what a reasonable adult should 

strive towards. In both cases of intersex and trans children, the wants of parents’ and medical 

professionals’ have the power to override the needs and/or consent of the (present and probably 

future) person on which the interventions are performed. The National Guidelines list, as 

mentioned above, multiple studies that corroborate the effectiveness in improving the life quality 

and reducing the gender dysphoria of patients that have received gender confirming care, and note 

the absence of studies where patients regret having gotten the same treatments29. Conversely, the 

opposite is true for the non-consensual treatments performed on intersex people (Alm, 2018). 

Procedures that are treated as necessary for a good life for intersex people are presented as worth 

avoiding for trans people, as the interventions would put their “good life” at risk. This contradiction 

was perplexing for me until taking into account the bureaucratic and norm-conforming pressure 

discussed in this chapter, positioning the binary and cis-gendered as normal and good, and the non-

binary and trans as deviant. 

 
29 NB, this does not mean that there are no people who regret getting gender affirming health care. It does, however, 

hint at how the effects of most gender affirming health care are overwhelmingly positive. 
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Lastly, I want to touch on the subject of being able to give informed consent. The National 

Guidelines stress that access to gender affirming medical treatment, the youth in question has to 

be mature enough to understand the effects of the treatments: 

The National Guidelines do not specify an age limit. It is instead emphasised that the youth needs 

to have reached sufficient maturity and understanding of the effects of the treatment and 

consequences. Such maturity is usually considered to be reached at around 16 years of age, but it 

can happen earlier or later in individual cases. (Socialstyrelsen, 2015a: 34, my translation) 

The authors do not elaborate on how the maturity of an adolescent should be assessed, nor do they 

provide any clarification for why 16 is considered a typical age for being capable of understanding 

effects and consequences of the treatments. The authors point out that hormones are given to cis-

youth with a delayed start to their puberties, and that the use of hormones pose no bigger risk than 

a puberty induced by the bodies’ own hormone production. It might seem to be a minor point, but 

it furthers my argument that treatments like HRT are not a question about medical risks, but about 

which bodies are desirable. If, as the National Guidelines repeatedly claim, the gender identities 

of youths are uncertain, and if one typically is mature enough to understand the effects of one’s 

body going through puberty at 16 years of age, why not delay everyone’s puberties until they are 

deemed mature enough to have a firmly anchored gender identity? Even if such a suggestion seems 

unserious, it makes sense to me if I were to follow the directions pointed out in the National 

Guidelines when authors discuss regret, maturity and insecurities about gender identities. For these 

reasons, I think the way the National Guidelines discuss and act on informed consent, and who has 

the power to decide over children’s bodies, is at least unsatisfactory and in need of revision. I also 

believe that the value judgements on which bodies are desirable further demonstrates the need for 

norm-critique to be explicitly discussed in future versions of the National Guidelines. Norm-

critique should permeate the knowledge production of future National Guidelines. 

 

 

Dialogue Results – Institutional Misconduct Presented as Health Care 

The dialogue meeting took the form of a 90-minute video call on the 27th of April 2021 using the 

conference program “Zoom”, and it consisted of me and three other trans people between 15 and 
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24 years old30 in various stages of their gender affirming health care. The call started with me 

briefly summarising the structure of National Guidelines, what they are, and my analysis of them. 

The topic for rest of the meeting was “our experiences with trans health care, what we need, and 

how it can be addressed through bureaucracy”. Apart from having a topic, the meeting was 

structured as an informal conversation (i.e. no speaking lists, chairpersons, set questions etc). The 

remainder of this chapter is a summary of themes and interesting points that were discussed during 

the meeting. Surprisingly to me, the participants were in agreement with my analysis, and what 

they shared about their contact with Sweden’s trans health care affirmed the arguments I made in 

the previous chapter31. 

A number of themes brought up by the participants had been experienced by all of them to some 

degree in their contact with their health care providers: care providers mistrusting them, using 

binary gendered language, (at best) stereotypical conceptions of non-binarity, and arguing against 

both hormone treatments and surgeries. The latter was exemplified by two of the participants, who 

recalled occasions on which they were warned against treatments on the grounds that if they later 

in life were to have a different gender identity than they currently had, their bodies would be 

“ruined/damaged” (Swedish: förstörd). Similar to the discussion of moral adultism in the theory 

chapter above (Lucke, 2020), the participants described (unprompted by me) that their current 

needs were unfavourably compared to the hypothetical needs of the person they might become. 

The participants also talked about that they had been treated both badly and adequately by different 

care professionals, and that the quality of how they were treated seemed to vary based on individual 

opinions on transness. One participant described how they were discouraged from exploring their 

gender identity and expression(s) by their health care provider, as the provider judged it to be less 

credible than if they would have had a fixed expression and identity; even if, according to the 

National Guidelines, the exploration of gender identity and expression(s) should be encouraged by 

health care providers (Socialstyrelsen, 2015a). The participants were in agreement that during 

assessment meetings, the way the health care providers spoke to them (e.g. insisting on using 

 
30 Everyone who expressed interest in participating was invited, the people who showed up to the meeting just 

happened to be in this age range.  
31 On a personal note: I was looking forward to finding frictions between my conclusions and the opinions and 

experiences shared during the meeting, as having one’s ideas challenged is both a great learning opportunity and 

usually results in more nuanced analyses. As far as I could judge, however, the participants and I seemed to be in 

agreement on the topics discussed. 
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gendered and binary language despite having been explicitly told that the participants were non-

binary) tended to trigger gender dysphoria and anxieties. The participants expressed that such 

conduct by the health care providers made it difficult for them to remain calm and “stable”, 

something which they suspected was used as motivation for them not being mature enough to 

understand the treatments that were discussed.  

In summary, the participants’ reactions to the recommendations in the next chapter were positive 

throughout the group32. The point about creating a system for patients who have issues with how 

care professionals behave towards them was suggested during the meeting. 

Recommendations for amending the National Guidelines 

As this thesis has to be contained within the limits of one university semester, there are limits to 

how much can be done with it, and I want to acknowledge these limitations before presenting my 

recommendations. With direct input from only three other enbies, and a sweeping critical discourse 

analysis of the National Guidelines, there is not a whole lot that can be said with certainty. Had I 

known at the beginning of my writing process, I would have, for instance, wanted to include 

interviews with health care professionals specialising in trans care for better insight into how the 

National Guidelines actually affect their treatment of young trans people. The recommendations I 

have formulated can hopefully be used as a springboard into further research, perhaps research 

projects where critical trans/age scholars and medical researchers are in collaboration. 

Based on the analysis and dialogue above, my opinion is that the following points should be 

considered when the next version of the National Guidelines are written. I believe that most of 

them can be addressed at the bureaucratic level which the SBHW is responsible for. In summary, 

it seems that trans health care in Sweden is affected by, and part of, a complex web of power 

relations, and I think that some fundamental changes are needed in the organisation of the nation 

if trans health care is going to become reasonably accessible for all people who need it. The 

following five recommendations might be possible to adopt by the SBHW even if changes to 

Swedish personal numbers and sex/gender recognition laws are not made. 

 
32 Their reactions included literal “thumbs up”, for instance. 
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1. Broaden the expertise within the expert groups responsible for researching and writing the 

National Guidelines. Include scholars from the fields of critical trans/intersex/age studies 

in each expert group. The research phase should include a search for testimonies from the 

patient group (i.e. youth with gender dysphoria, and people who have had gender dysphoria 

in their youth), the testimonies should be taken into account when new guidelines are 

formulated. 

2. In the next version of the National Guidelines, include a chapter dedicated to norm critique 

of the sex/gender-binary. The chapter should discuss the social construction of both gender 

and the sex binary. It should also highlight that gender can be non-binary and embodied in 

many non-norm-conforming ways, and still be no less real than binary genders (taking into 

account variations of gender fluidity, being agender, queer, demigender etc). This norm 

critique should permeate all chapters of the National Guidelines, and include how 

conceptions of Race, class, age, ableism etc intersect in the social constructions of gender. 

3. Consider replacing or reformulating RLE in a way that is grounded in the assumption that 

children are capable of knowing what their desires are, and what their gender identity is. 

Guardians’ power to deny their child gender affirming health care based on their comfort 

level with trans people should be significantly reduced. The prerequisite of living with a 

“social role” corresponding to one’s gender identity should be removed or rigorously 

reworked. 

4. The assigned gender at birth-restrictions for medical interventions (such as hip liposuction 

and hair removal) should be removed when medically possible. 

5. Investigate the possibility of establishing an infrastructure that would grant patients seeking 

gender affirming care the possibility to file complaints about their care providers’ conduct 

towards them. The complaints should be registered and investigated by a third party. The 

purpose of this measure is to spot misconduct based in transphobia or ignorance among 

health care providers, thus making gender affirming health care more accessible and safer 

for people of all ages by handling the problem areas discovered.  

Conclusion 

In this thesis, I have addressed the National Guidelines from the starting point of critically 

analysing how they present topics of children’s consent, gender non-conforming and non-binary 
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people. My method for analysing the National Guidelines has been based in Critical Discourse 

Analysis and a dialogue with three enbies. With a theoretical framework of performativity, the 

population-management mode of power, and chrono-normativity/queer temporality, I have 

analysed the National Guidelines from the perspective of what effects they seem to have on trans 

youth in general, and non-binary trans youth in particular. The first point I have made is that the 

group of people authoring the National Guidelines lack expertise from the point of critical trans 

studies. Trans people, young people, and people who have personally received gender affirming 

health care in Sweden are seemingly absent both in the team of authors and in their research. I 

point out that future amendments to the National Guidelines can benefit from including critical 

trans scholars, trans people and young people in the knowledge production processes. I have 

argued that the National Guidelines’ recommendations for treating gender dysphoria are 

formulated in a way which seems to only recognise a narrow span of ways of being trans, and that 

the language makes non-binary people seem to be recognised neither as possible nor intelligible. 

The National Guidelines also, according to my analysis, make implicit value judgment about 

bodies that have gone through gender affirming treatments (that they are worth less than bodies 

that have not). Furthermore, I conclude that the National Guidelines engage in a form of moral 

adultism where the current needs of a child, and their sense of identity, are valued disproportionally 

low in comparison to their guardians’ attitudes towards having a transgender child, and whether 

their medical practitioner deems that there is enough documentation of their gender dysphoria, and 

deems them “mature” enough to understand the effects of the treatments.  

The analysis has been presented to three enbies during a Zoom call in which we discussed personal 

experiences with Swedish gender affirming health care, and how to translate our needs into policy 

proposals. With this in mind, I have formulated five recommendations that I hope will be 

considered by the SBHW. I have recommended the following: broadening the range of expertise 

in the expert groups writing the National Guidelines, incorporating norm-critique and at least 

problematising binary sex/gender norms, restructuring or removing RLE, removing AGAB 

restrictions on medical interventions in gender affirming health care, and considering investigating 

the possibility of creating a system for making it easier for patients to report misconduct by their 

health care providers. 
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Further Remarks 

Reforming Swedish trans health care does not stop with the recommendations listed above. As 

amendments are made, more problem areas will surely be noticed. The recommendations above 

are meant to be practically possible to put in place and serve as a starting point in the work towards 

good trans health care in Sweden. Possible future critical research projects could also focus on 

corresponding guidelines for medical care for intersex people, as there seems to be a conflict 

between how the same interventions for intersex people and trans people are argued.  

As I was writing this thesis (in the spring of 2021), Karolinska Institutet (KI) in Sweden announced 

that they were stopping all non-clinical study related treatment for gender dysphoria using 

hormones or puberty blockers for people under the age of 18 (TT, 2021). The board of KI has cited 

disagreements with the National Guidelines as a reason for the decision, especially the conclusion 

that puberty blockers and hormones can be used despite the alleged lack of knowledge about the 

effects of the treatments (ibid.). They have also cited a U.K. court case that stopped treatments 

with puberty blockers for young people, even though that case had been overturned by the time 

KI’s new rules were put into place (Compton, 2021). More hospitals in Sweden have since 

followed suit. I believe that this clearly demonstrates an urgent need for both an update of the 

National Guidelines and more critical research on the subject of young people with gender 

dysphoria. The backlash against trans people in Sweden has only grown during the last few 

months, and I hope that critical trans scholars can and will mobilise and do what they can to help 

the lives of young trans people less vulnerable to the whims of sudden policy changes. 

Like I have already said, I believe that future changes are sorely needed even outside the realm of 

SBHW’s policies and guidelines, including a reformation of Sweden’s system of personal identity 

numbers to allow non-binary people legal recognition. Sweden’s personal identification numbers 

are a node of power where practical problems concerning trans people converge, and future 

research to help guide new amending policy proposals will likely be needed. Alas, such enormous 

systematic changes are beyond the scope of this thesis, which ends here.  
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Appendix 1 – Arnstein’s Ladder of Citizen Participation 

 

Fig.1: “A Ladder of Citizen Participation” (Arnstein, 1969: 217). 



  

 

 

Appendix 2 – Recruitment post 

Fokusgrupp till masteruppsats om vård av unga transpersoner  

Hej! Jag heter Dannie Milve, är 30 år, icke-binär och läser sista terminen på masterprogrammet 

Genuspraktiker vid Göteborgs Universitet. Under våren har jag granskat Socialstyrelsens riktlinjer 

som styr hur transvård av unga personer fungerar i Sverige. I min uppsats riktar jag ganska skarp 

kritik mot hur riktlinjerna ser ut. Till exempel kritiserar jag hur osynliga icke-binära är i 

dokumentet.  

Jag vill att unga transpersoner som faktiskt påverkas av reglerna jag har granskat ska få vara med 

och tycka till om vilka åtgärder jag kommer rekommendera till Socialstyrelsen i min uppsats. 

Du som är ung transperson (kille, tjej, icke-binär) är välkommen till ett gruppsamtal om vad just 

du/ni faktiskt behöver av transvården, och vad du/ni tycker borde ändras. Syftet är att uppsatsens 

slutsatser inte bara ska baseras på mina tolkningar, utan även på levd erfarenhet från personer som 

riktlinjerna har makt över. 

Information om samtalet 

Tid och plats: Tisdag den 27 april klockan 16:00-17:00, samtalet sker över Zoom 

Anmälan: Skicka ett mail till daniel.milve1@gmail.com så får du en länk till Zoommötet 

Anonymitet: Du är så anonym som det är möjligt att vara i den här typen av forskning. Inga namn 

kommer att dokumenteras, zoom-mötet kommer inte att spelas in, vare sig med bild eller ljud, 

samtalet kommer inte att transkriberas. Den enda dokumentation som kommer göras är att jag 

kommer ta personliga anteckningar där jag skriver upp de huvudsakliga teman som gruppen tar 

upp. Du kan ha din kamera avstängd, använda en pseudonym och använda textchatten istället för 

din mikrofon. 

Åldersgräns: På grund av Vetenskapsrådets riktlinjer måste du vara minst 15 år gammal för att 

kunna delta. 

Samtycke: Ditt deltagande är helt frivilligt och du är inte skyldig att göra någonting du inte vill. 

Du kan när som helst, av vilken anledning som helst, ta tillbaka ditt samtycke att delta i samtalet. 

T.ex. kan du mitt under mötet välja att du inte längre vill vara med och då lämna Zoom-mötet, du 

behöver inte förklara någonting. Genom att koppla upp dig mot Zoom-mötet ger du ditt samtycke 

till deltagande samt att du har tagit del av och förstått informationen som står här. 

Jag hoppas att vi ses den 27 april!  

Med värme 

Dannie (hen; they) 
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