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About this submission
Eden Openly publishes open-access evidence reviews on transgender health. This submission draws 
only on published literature and guidance, with no primary data or individual cases.

Much of the evidence comes from people in the community or from cisgender menopausal women; we 
label each such read-across. We state where evidence is limited, including where it is limited for the 
position we support. It concerns adults; the treatment of young people in detention, including puberty 
suppression, raises separate questions.

Summary
Our central point: in custody, an established hormone regimen should be changed or stopped only at 
the person's request or for an individual clinical reason. Uncertainty does not make a non-clinical 
interruption neutral; it is the interruption that needs justifying.

1. In custody the detaining authority controls access to medication. A non-clinical stop on arrest, 
admission or transfer is an interruption no clinician decided on.

2. After bilateral gonadectomy, prolonged inadequate replacement is an established risk to bone; the 
skeletal effect of short interruptions has not been quantified.

3. Withholding part of a regimen can cause under-replacement, but the effect is drug-specific.
4. Evidence on what interruption does is thin: one small trial of planned stopping, and qualitative reports 

from custody. Thin evidence is not evidence of safety.
5. Equivalence of care means prompt medication reconciliation and continuation without undue delay.

Question 5: what interrupting hormone therapy does
Bone. Oestradiol is a major regulator of bone turnover in women and men; its loss increases resorption 
relative to formation, causing net bone loss [2]. Testosterone also contributes, directly and through 
conversion to oestradiol [2]. Menopause guidance treats stopping hormone therapy as a planned 
decision in which symptoms may recur, and notes that its fracture protection decreases once treatment 
stops [1], although a 2024 review found no short-term rise above baseline after stopping [12]. These 
cisgender data establish plausibility, not the size or timing of harm from an unplanned interruption of 
gender-affirming treatment.

Timescales differ. A missed dose, an interruption of weeks or months, and years without replacement 
are different exposures. Depot injections and long-acting suppressants keep acting after supply stops, 
and symptoms and skeletal harm run on different timescales. The bone evidence concerns prolonged 
deficiency.

Planned short-term stopping. Nineteen trans women aged 59–78, all after gonadectomy, stopped 
transdermal oestradiol for about 12 weeks, then restarted [22]. Off treatment, 37% reported hot flushes 
and 26% mood swings, and responses varied widely. Total symptom and sleep scores changed little; 
somato-vegetative symptoms and sleep disturbance crossed the study's 10% threshold, but imprecisely. 
Mean depression, anxiety, quality of life and body image did not change. In this selected sample, the 
authors identified no psychological or body-image barrier for those wishing to stop. The trial was small, 
unblinded, uncontrolled and voluntary (30 eligible women declined, not wanting to stop), and measured 
no bone outcomes; it does not describe involuntary interruption in custody.

After bilateral gonadectomy. People who have had a bilateral gonadectomy need hormone 
replacement, surveillance or both to prevent the effects of chronic deficiency [15]. A review concludes 
that gonadectomy is not itself a risk factor for bone when hormones are taken correctly [13]. The 
Endocrine Society recommends bone-density measurement when osteoporosis risk factors exist, 
specifically in those who stop sex hormones after gonadectomy (a strong recommendation on low-quality 
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evidence) [15]. In a cross-sectional study of 57 trans women at least two years after surgery, 40% had 
low bone mass by male reference ranges (30% by female ranges). Low bone mass was associated with 
low oestradiol and with collecting less than 80% of prescribed oestrogen, though the design cannot show 
cause and 93% of participants had low vitamin D [4]. In an observational cohort of trans men with 
substantial loss to follow-up, bone-density Z-scores fell at three sites five years after bilateral 
oophorectomy, without a change in absolute bone density [5]. In older work, trans men who stopped 
testosterone or took it irregularly after surgery had lower bone density, which rose again when treatment 
resumed [13].

UCSF's 2016 guidance stated that there was then no evidence to support either continuing or stopping 
hormones in older trans women, and that after gonadectomy stopping around the age of natural 
menopause may reasonably be considered through individual, shared decision-making [16]. That is a 
clinical decision made with the patient, not an administrative consequence of detention.

Partial supply. The consequences of supplying only part of a regimen depend on the drugs. GnRH 
agonists suppress gonadal sex-steroid production. Spironolactone mainly blocks androgen action at the 
receptor, with a smaller and less reliable effect on testosterone synthesis, and 5α-reductase inhibitors do 
not lower testosterone [15, 16]. If potent gonadal suppression, for example from an active GnRH-agonist 
depot, continues while prescribed oestradiol is withheld, clinically important sex-steroid deficiency can 
result despite intact gonads. The same state cannot be assumed with spironolactone or a 5α-reductase 
inhibitor. Splitting a regimen across a custodial formulary therefore needs medication-specific clinical 
review. This is a mechanism; we hold no data on how often it occurs.

Mental health, at its true strength. A 2025 systematic review of 13 studies in adults found low-certainty 
evidence that gender-affirming hormone therapy may improve depression, suicidality and quality of life; 
its uncontrolled longitudinal studies were at serious to critical risk of bias [17]. Its one randomised trial 
(open-label, 64 adults starting testosterone) found greater three-month reductions in depressive 
symptoms and suicidality than delayed treatment [6]. A prospective cohort found lower depression 
scores at 18 months, though anxiety did not change significantly and only 20% of participants completed 
follow-up [7]. Improvement on starting does not establish an equal and opposite deterioration on 
stopping.

Two scoping reviews of healthcare for incarcerated trans people, covering 15 and 57 publications, 
identified no study designed to estimate the frequency, magnitude or causal effect of clinical outcomes 
after interruption of an established hormone prescription; reports of such outcomes are qualitative [14, 
21]. In interviews in one US county jail, a woman whose oestrogen injections stopped at intake described 
hot flashes and returning facial hair within a week [18]. A US survey analysis of 913 trans adults with 
incarceration histories found that, among those incarcerated for more than a year, living in a state whose 
prison system offered several trans-specific health services was associated with lower odds of reporting 
a lifetime suicide attempt [19]. The outcome was lifetime history and the policy measure was assigned by 
state of residence, so the analysis cannot show when attempts occurred or that policy caused the 
association.

The WPATH Standards of Care warn that abrupt withdrawal, or failure to start medically necessary 
hormones, carries a significant likelihood of depressed mood, increased dysphoria, suicidality and 
surgical self-treatment [8]. Its supporting citations are legal and case material and one clinical report, not 
studies of withdrawal [8]; the report describes four people in prison who attempted or completed genital 
self-surgery, three in detail [9]. Those detailed cases followed persistent denial of assessment and 
treatment, not withdrawal of a prescription [9]. They support concern about denial of indicated care; they 
do not estimate the effect or frequency of harm after withdrawal.

This evidence supports serious concern but does not measure how often harm occurs; our conclusion is 
a human-rights one, not a scientific finding.

Standards. In the text supporting its Statement 11.3, WPATH says that people entering an institution on 
an appropriate regimen should continue the same or similar therapy, and calls a "freeze frame" approach 
inappropriate and dangerous [8]. A 2026 US correctional-health position statement recommends 
continuing hormone medications on entry, with informed consent and subject to law, unless medically 
contraindicated, and an adequate medication supply on discharge to bridge care [23]. The Nelson 
Mandela Rules provide that prison administrations shall take account of prisoners' individual needs, in 
particular those of the most vulnerable (Rule 2(2)); that prisoners should enjoy the same standards of 
health care as in the community, delivered in a way that ensures continuity of treatment and care (Rule 
24); that every prisoner is examined on admission to identify health-care needs, including withdrawal 
symptoms from medication (Rule 30); that medical files follow the prisoner on transfer (Rule 26); and that 
clinical decisions may be taken only by health-care professionals and may not be overruled or ignored by 
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non-medical staff (Rule 27(2)) [10]. The expert-developed Yogyakarta Principles call on States to provide 
access in detention to hormonal or other therapy where desired (Principle 9(b)) [11], and their 2017 
additions call for policies on "access to and continuation of gender affirming treatment" for people 
deprived of liberty, and for hormonal therapy for asylum seekers [20]. These differ in status: clinical 
guidance, a professional position statement, UN minimum rules for prisoners, and expert human-rights 
principles.

Question 4: where continuity is lost
Transitions into, within and out of custody are recurrent points at which continuity can fail. In interviews 
with ten trans women of colour in a county men's jail in the southern US, seven reported hormone use 
and six reported disruption at intake, largely because they could not produce a prescription [18]. That 
shows the failure occurs, not how often. Continuity has also changed on transfer between a jail and a 
federal prison [14].

• Arrest and police custody: medication may not be with the person, and usual prescribers and 
pharmacies may be out of reach.

• Admission: the regimen must be reconciled promptly.
• Transfer: records, formularies and prescribers may change, including into immigration, psychiatric or 

social-care settings.
• Release: medication supplied at discharge may run out before community prescribing resumes.

Question 11: evidence gaps
• Neither scoping review, covering 15 and 57 publications, identified a study designed to estimate how 

often interrupting an established prescription in custody causes harm, how large the effect is or how 
fast it appears, for bone, symptoms, mental health or self-harm. Qualitative reports describe 
symptoms, but neither review analyses outcomes of interruption separately from failure to start 
treatment [14, 21].

• Bone evidence on withdrawal is cisgender or concerns poor adherence; none measures skeletal 
harm from interruptions of days, weeks or months.

• Neither review gives population-level estimates of how many people enter custody on hormone 
therapy, or how many keep it. The larger review found most evidence from the US, only three articles 
focused on trans men, and no primary study from Asia or Africa [21].

Data collection should record continuity of prescribed treatment as a measure of care quality, not 
anyone's gender history, respecting self-identification and "do no harm".

Question 12: measures
1. Reconcile medication on arrival from every available source: the person's account, labelled 

medicines, and pharmacy, prescriber and clinical records. Continue an established, appropriate 
regimen without undue delay; where documents are incomplete, decide clinically on interim supply 
rather than let paperwork cause a gap.

2. Change or stop established treatment only at the person's request or for an individual clinical reason, 
with medication-specific assessment, discussion where possible, documentation and monitoring.

3. Treat indicated sex-steroid therapy after bilateral gonadectomy as medically necessary chronic 
treatment while it is indicated, and do not interrupt it for non-clinical reasons.

4. Supply clinically coherent regimens: do not maintain potent gonadal suppression while withholding 
the replacement prescribed with it. Formulary substitutes should provide clinically appropriate same 
or similar therapy, monitored where needed.

5. After prolonged sex-hormone cessation following bilateral gonadectomy, assess osteoporosis risk 
and measure bone density when clinically indicated, as current guidance recommends [3, 15].

6. Ask national preventive mechanisms and national human rights institutions to monitor continuity of 
hormone treatment, including at transfer and release.

7. Include an adequate bridging supply of medication and linkage to community care in release 
planning.
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