AGP-related gender dysphoria: psychoeducation for young people

Understanding Feminine Embodiment Feelings, AGP,
and Transition Decisions

The core message

Your feelings are real and deserve respect. A sexual, romantic, euphoric, or body-focused pathway into
transfeminine identity does not make you fake, bad, or disqualified from transition. It does mean that important
decisions - especially medical decisions - should be made with clear self-knowledge, realistic expectations, and
enough time to think.

How to read this
This document is written to you, not about you. It is not a test you pass or fail.

You may recognise yourself strongly, partly, or not at all. Bring disagreements and questions to therapy rather than
forcing yourself into a label.

If a word feels loaded, pause and translate it into language that lets you think clearly. For example, some people
prefer 'feminine embodiment feelings' or 'autoheterosexual feelings' rather than 'autogynephilia'.

Important: This handout is psychoeducation, not a diagnosis, not medical advice, and not a decision about whether you
should transition. For medical decisions, especially if you are under 18, you need qualified clinical and medical
assessment in your local legal and healthcare context.
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1. Why this handout exists

This is not a generic transgender handout. It is for people who were classified male at birth, identify somewhere on the
transfeminine spectrum, and are considering social or medical transition, and where transition desire is emerging
around puberty or into adolescence. Many people in this group may experience gender dysphoria and trans feminine
identities that preceded by autogynephilic feelings, often shortened to AGP.

The goal is not to talk you out of being trans or into being trans. The goal is to give you a clearer map of one pathway
by which transfeminine feelings can develop, so that you can make decisions with less shame and more accuracy.

A useful distinction
Feelings are not the same thing as decisions. Your feelings may be deep, persistent, and important. Decisions about
hormones, fertility, surgery, school, family, dating, and adulthood still need careful thought.

Some young people hear about AGP and feel relieved: 'There is a name for this.' Others feel angry, exposed, or
invalidated: 'Are you saying my gender is just sexual?' Both reactions are understandable. The most helpful position is
usually neither denial nor shame. It is curiosity: what exactly happens for me, what does it mean, and what kind of life
would be most honest and liveable?

2. What AGP means in this document

Autogynephilia literally means 'love of oneself as a woman'. In this handout, AGP means a durable in which an AMAB
person experiences sexual arousal, gender euphoria, romantic longing, emotional warmth, comfort, or identity
reinforcement from imagining themselves as female/feminine, having a female or feminised body, or being seen and
treated by others in a feminine role.

The sexual part matters, but it is not the whole story. Before transition, the sexual or erotic component may be
obvious to you. It might involve fantasy, dressing, online identities, avatars, body-change fantasies, or masturbation.
Over time, the same pattern can become attached to identity, body image, social belonging, comfort, and dysphoria
and the sexual part might be relatively unimportant. After social transition or hormone treatment, the erotic charge
typically becomes less central while the identity and dysphoria remain very real.

AGP is a working formulation, not a verdict. If it fits, it may explain part of your pathway. If it only partly fits, that
matters too. If it does not fit, a clinician should not force it onto you.

Part of the pattern What it can feel like Clinical meaning

Erotic or arousal-based Arousal linked to imagining yourself as This can be clinically relevant
female/feminine, having breasts or a feminised without being shameful. It
body, wearing feminine clothing, or being desired demonstrates membership of the
in a feminine role. most common pathway to being a

trans woman.

Romantic or euphoric  Warmth, excitement, tenderness, longing, relief, = These emotions often matter more

or a feeling of 'this is me' when imagining a than raw arousal in the

feminine self. development of identity.
Identity-forming Increasing wish to be named, seen, dressed, An identity can emerge over time

grouped, or socially understood as feminine, and still become psychologically

transfeminine, non-binary, or female. real and important.
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Part of the pattern What it can feel like Clinical meaning
Dysphoric Distress about male puberty, facial/body hair, Dysphoria may grow when the
voice, muscle, genitals, social expectations of desired feminine self is repeatedly
men, or being read as male. contrasted with the actual body or
social role.
3. What AGP is not

Misconception More accurate message

It is not 'just a fetish'.

It is not proof that you are fake.

It is not proof that transition is
wrong.

It is not proof that transition is
right.

It is not something your parents
need to interrogate.

It is not simply pornography
addiction.

If the word AGP feels too toxic

The word fetish is often used to humiliate. AGP can include arousal, but it
may also involve attachment, identity, body image, dysphoria, and a wish for
a liveable social role.

Many human identities are shaped by sexuality, desire, love, imagination,
and social feedback. Sexual roots do not make an identity unreal.

AGP changes the formulation and informed-consent conversation. It does
not, by itself, decide whether social transition, hormones, or surgery will
help you. In fact, this pathway is well understood and the most common
pathway, so makes risks/benefits of transition easier to predict.

Feeling powerful euphoria from femininity does not automatically mean
every medical step is wise, urgent, or suited to your long-term goals.

Sexual details are best discussed privately with a clinician. Parents can
support safety, honesty, and decision-making without demanding intrusive
details.

Porn or online material can shape, intensify, or narrow fantasies, especially
if used compulsively, but pornography does not cause autogynephilia.
People with autogynephilic feelings might naturally seek out AGP theme
pornography (in the same way that gay, lesbian, bi, straight people seek out
what interests them).

You can still discuss the experience using less loaded terms: feminine embodiment feelings, female/feminine
embodiment fantasy, self-as-feminine sexuality, autoheterosexuality, or body-focused gender euphoria. The point is
not the word. The point is understanding the pattern and pathway.

4. How embodiment feelings can become identity and dysphoria

One way to understand AGP-related gender dysphoria is this: an AMAB person repeatedly experiences strong positive
feelings from imagining a feminine or female self. That imagined self becomes more detailed over time. It may become
associated with clothing, voice, name, body shape, sexuality, online community, comfort, and a sense of authenticity.
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Then puberty and social life can create a painful contrast. A deeper voice, facial hair, muscle, erections, being grouped
with men, or being treated as a young man may feel increasingly wrong because they clash with the feminine self that
has become emotionally important.

Emergent does not mean fake. Some identities appear very early in childhood. Others develop through adolescence,
sexuality, relationships, imagination, and culture. A later-developing identity can still be deeply meaningful (in fact,
there is no reason to think it would be less meaningful). The clinical question is not 'ls this fake?' The better question is:
'How did this develop, how stable is it, what problems is it solving, and what future will it create?'

A concise formulation

In an AGP-related pathway, AGP may be an important motivational and emotional engine, but it is not the whole
person. ldentity, dysphoria, mental health, neurodivergence, family responses, peer groups, online communities,
body changes, shame, and hope for the future all influence whether someone remains male-identified, becomes
gender-nonconforming, identifies as non-binary, or pursues a transfeminine or trans woman pathway.

5. Privacy, sexuality, shame, and integration

You are allowed to have privacy. Most young people do not want to describe masturbation, pornography, fantasies, or
sexual details to parents. That is normal. A clinician may need to ask about sexuality to understand dysphoria and
transition goals, but this should be done respectfully, privately, and with clear confidentiality limits.

Shame often creates a loop. You may try to stop all feminine fantasy or expression, throw things away, delete
accounts, promise yourself it is over, then feel the tension build until you return to it with even more shame. This
binge-purge pattern can make the feelings seem more 'compulsive' than they are, because shame keeps them secret
and unintegrated.

Repression Trying to destroy, deny, or disgust yourself Usually increases secrecy, shame,
out of the pattern. rigidity, and self-disgust — and building
up until it’s a crisis and you feel the
need to respond immediately.

Integration Finding a non-shaming, honest place for Usually the most psychologically mature
these feelings in your life while still thinking  aim. Integration may or may not include
clearly about consequences. transition, but ultimately the decision is

yours to make.

Confidentiality note

Ask your clinician directly: 'What can stay private between us, and what would you have to tell my parents or
someone else?' In most settings, safety risks such as suicidal intent, serious self-harm, are the types of information
that clinicians may need to disclose (if doing so in an emergency contact is needed to reduce likely harm or death).
Outside of this, your therapist does not have the right to disclose your personal information to parents or anyone
else.
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6. Different possible life pathways

There is no single approved way to live with AGP or transfeminine dysphoria. Discussing alternatives is not the same
as trying to stop you transitioning. It is part of informed consent. The mature question is not 'Which option proves | am

valid?' but 'Which option gives me the best chance of an honest, stable, liveable adulthood?'

LEYEL

Male identity with
private or selective
feminine expression

Gender-nonconforming
or androgynous male

Non-binary or
genderfluid social
pathway

Transfeminine or non-
binary pathway with
feminising hormones

Trans woman or
feminine transition with
hormones, no genital
surgery

Later surgical pathway

Could look like

Living publicly as male while
expressing femininity privately

or in selected contexts.

Remaining male-identified
while integrating feminine
clothing, hair, mannerisms,
aesthetics, or social roles.

Using a more flexible gender

category, perhaps with

name/pronoun or presentation
changes, without hormones at

first.

Using oestrogen and/or
androgen suppression to

feminise the body or reduce
testosterone-driven arousal
while using flexible identity

language.

Social transition toward being

read and treated as
female/feminine, with
hormones and no genital
surgery.

Considering surgeries such as

facial surgery, breast

Possible advantages

Avoids medical risks and
public transition; may
work if dysphoria is low
and shame is reduced.

Can reduce
compartmentalisation
without hormones or a
female identity claim.

Can reduce distress
around maleness while
preserving medical
options for later.

May address body
dysphoria and reduce
unwanted
erections/libido for some
people.

May fit people whose
main goals are
feminisation and social
recognition, not genital
surgery.

Can relieve specific
persistent dysphorias for

augmentation, voice surgery, or some people.

genital surgery later, usually

with adult-level consent.

7. Social transition and presentation choices

Social transition is not one single step. It can include a name, pronouns, clothes, hair, makeup, shaving, voice practice,

Questions or limits

May feel restrictive or
shame-based if it
becomes a way to hide a
central part of yourself.

May not address body-
focused dysphoria or
desire to exit the male
category.

May feel incomplete if
the main distress is body-
focused.

Breast growth and
fertility effects can be
long-lasting; social
ambiguity can be
stressful.

Passing concerns, stigma,
dating, fertility, sexual
function, and genital
incongruence may
remain.

Surgery is serious,
expensive, often
irreversible, and requires
careful adult-level
decision-making.

online profile, friendship groups, school/work disclosure, or asking to be treated as a girl, woman, or transfeminine

person.



Step

Low-stakes exploration

Selective disclosure

Public social transition

Presentation without
identity certainty

Online safety

Example

Trying clothing, hair, grooming, private
name use, journalling, or a supportive
online identity.

Telling one trusted friend, sibling, parent,
or clinician before broad public changes.

Changing name/pronouns or presentation
across school, work, family, or social
media.

Allowing feminine expression without
forcing a final label immediately.

AGP-related gender dysphoria: psychoeducation for young people

Useful questions

What feels relieving? What feels
performative? What becomes more
stable over time?

Who handles sensitive information
maturely? Who escalates drama?

Will this improve functioning, or
increase stress? What is the plan if
reactions are mixed?

Can | tolerate uncertainty while still
taking myself seriously?

Online communities can reduce loneliness, but they can also make one feel unsafe, or punish uncertainty in some
instances. Be careful about sharing explicit images or sexual details, especially if you are under 18.

8. Thinking carefully about hormones and blockers

Medical transition decisions should be neither rushed nor obstructed forever without a plan. The key question is:
what problem is the intervention meant to solve, how likely is it to solve that problem, and what are the costs of doing

it now, later, or not at all?

For AGP-related dysphoria, feminising hormones may be desired for several reasons: breast growth, softer skin, less

muscle mass, fat redistribution, reduced libido/erections, less testosterone-driven arousal, and a body that feels closer
to the imagined feminine self. These can be real benefits. They also come with trade-offs.

Possible effect Typical message Reversibility / consent issue

Reduced libido and
spontaneous erections

Breast growth

Softer skin, fat
redistribution, reduced
muscle mass/strength

Testicular volume and
sperm production

Often begins within 1-3 months. May reduce
unwanted arousal or distress about erections.

Often begins within 3-6 months and develops
over 2-3 years.

Usually gradual and variable; influenced by
age, genetics, activity, and hormone levels.

Can decrease with oestrogen and/or androgen
suppression.
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term. Discuss sperm preservation
before treatment.
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Possible effect Typical message Reversibility / consent issue
Facial and body hair Body hair may reduce somewhat. Facial hair Oestrogen does not remove an
usually needs laser or electrolysis for established beard pattern.

substantial change.

Voice Oestrogen does not feminise a voice that has  Voice therapy can help. Voice
already deepened through male puberty. surgery is separate and not a
first-line adolescent decision.

Mood and emotions Some people feel calmer, less driven by Hormones are not a complete
testosterone, or more at home in their body. mental health plan.
Others have mood instability or
disappointment.

Puberty blockers, if still in Can pause further pubertal changes under Require careful assessment,

puberty specialist care. monitoring of bone health and
development, and clear planning
about next steps.

Medication-specific risks

Different oestrogen forms, anti-androgens, GnRH analogues, and doses have different risks and monitoring
requirements. A prescriber should discuss blood tests, blood clot risk, liver and potassium issues where relevant,
bone health, sexual function, fertility, and interactions with other medications.

9. Evidence, uncertainty, and informed consent

The evidence base is mixed and uneven. Some studies of gender-affirming medical care in young people report
improvements in appearance congruence, depression, suicidality, or psychosocial functioning over short follow-up
periods. At the same time, reviews and guideline debates have highlighted limitations: many studies are observational,
follow-up is often short, long-term data are limited, and most research does not separate people by AGP-related versus
other developmental pathways.

This does not mean 'do nothing'. It means informed consent should be honest. A good decision does not require
certainty about everything. It does require enough understanding of benefits, risks, alternatives, unknowns, timing,
fertility, and your own reasons.

Issue What is known Practical implication
AGP-specific adolescent  Very limited as research often doesn’t The classic Dutch studies (involving
outcome data examine pathways to transition. puberty suppression at 12 and HRT at 16

were typically childhood onset cases).
However adult trans women studies are
likely majority AGP trans women.
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Issue What is known Practical implication

Adult transfeminine Often reassuring for satisfaction, but not Useful for context, likely can generalize

outcome data always pathway-specific and not a these to adolescent AGP trans women to
guarantee for you. some degree. However, unlike

adolescents, adult trans women have
typically had more experience in living in
the male role and thus more data on
how it doesn’t work for them

Adolescent hormone Suggest possible short-term benefits for Use as part of consent, not as a slogan.
data some youth, but with study-design limits
and ongoing debate.

Delay Can allow maturity, sexual/relationship May also allow further masculinisation,
experience, mental health treatment, and  deepen dysphoria, and damage trust if
clearer consent. delay has no plan.

Proceeding Can reduce dysphoria and make life feel Can create permanent or long-lasting
possible for some people. changes before adult life is fully tested.

A balanced position
Avoid both false certainty and endless avoidance. 'Transition will solve everything' is too simple. Mature care asks
what is actually happening for you, how persistent it is, what alternatives have been considered, and what level of
risk is proportionate.

10. Questions to ask yourself before a major step

You do not need perfect answers. But if you are considering public social transition, hormones, blockers, or surgery
later, these are the kinds of questions that show adult-level thinking.

1. What do | hope transition will change in my body, emotions, social life, sexuality, and future?

2. Which parts of my distress are specifically gender/body dysphoria, and which parts may be loneliness, depression,

anxiety, shame, autism/ADHD stress, social rejection, or body image distress?

What do | expect hormones to do, and what will they not do?

How would | feel about breast growth if | later stopped hormones?

How much do | care about having biological children? Have | discussed fertility preservation before treatment?

Can | imagine a good life as a feminine or gender-nonconforming male? A non-binary person? A transfeminine

person? A trans woman? What feels impossible, and why?

7. Am | making this decision from stable reflection, or from panic, shame, sexual intensity, online pressure, or fear of
masculinisation?

o v kAW

8. What would count as a good outcome one year from now? What would count as a bad outcome?
9. Who will support me if transition is harder socially than | expect?
10. Can | talk about risks and uncertainty without feeling that my whole identity is being attacked?
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Signal What it can mean

Green flags Persistent dysphoria over time; realistic expectations; ability to discuss risks; stable
functioning improving or actively supported; no secrecy around medication; willingness to
consider alternatives without feeling annihilated; supportive adults or peers.

Yellow flags Very recent onset with intense urgency; severe depression/anxiety untreated; inability to
discuss fertility or permanent effects; major online pressure; escalating family conflict;
compulsive porn/fantasy loops causing impairment.

Red flags Suicidal intent or self-harm crisis; buying hormones online without monitoring; coercive
relationships; homelessness risk; psychosis/mania; refusing all medical monitoring; adults
or online contacts sexualising you or pressuring secrecy.

Decision worksheet

Use this privately or with a clinician. You can leave blanks.

Prompt Your notes

The step | am considering

The problem | hope it solves

The benefits | expect

The effects | might not like

The effects that may be permanent or long-lasting
What | would gain by waiting 3-6 months

What | might lose by waiting 3-6 months

What support | need

11. Parents, clinicians, and conversations that help

A useful adult response has two parts: respect and realism. You should not be mocked, shamed, called fake, or
interrogated. You also should not be rushed into major medical decisions just to end conflict or anxiety.
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Relationship Reasonable expectations

What you can reasonably ask Use respectful language; do not ridicule sexual feelings; do not demand explicit
from parents details; help you access competent care; keep the relationship intact; think
carefully rather than panic.

What parents can reasonably Be honest at an age-appropriate level; participate in assessment; discuss risks
ask from you and alternatives; avoid secret medication use; keep working on school/work,
sleep, mental health, friendships, and family communication.

What you can ask from Do not deny AGP because it is controversial; do not weaponise AGP against
clinicians you; ask direct questions respectfully; explain hormones, fertility, timing,
mental health, and uncertainty; help the family talk without escalation.

A script you could adapt

"I know this is hard to talk about. | do not want to be shamed or treated as fake."

"I also understand that big decisions need more than strong feelings. | am willing to talk with a clinician about
dysphoria, sexuality, mental health, hormones, fertility, and different options."

"I do not want to describe private sexual details to the whole family, but | can discuss relevant things privately with
a clinician."

"What | need from you is respect and help staying connected while we work out what is true and what is wise."

Questions to bring to a clinician

Do you think AGP or feminine embodiment feelings are part of my pathway? If so, how does that affect assessment
and informed consent?

How stable and persistent does my dysphoria look over time?

What are the likely benefits and limits of oestrogen, anti-androgens, or puberty blockers in my specific case?

What fertility options should | understand before hormones?

What non-medical or lower-intensity options should | consider without shame or coercion?

How are autism/ADHD, anxiety, depression, compulsive sexual behaviour, social isolation, body image, and family
conflict being assessed?

What review points would we use if | socially transition or begin hormones?

12. Mental health, neurodivergence, and general functioning

Having autism, ADHD, anxiety, depression, trauma, social isolation, or body image distress does not make your
gender feelings fake. It does mean good care should treat the whole person. Gender transition is not a complete
mental health plan.

Area Why it matters Helpful response

Autism or ADHD May affect rigidity, social belonging, Use clear routines, concrete decision tools,
sensory comfort, online immersion, social coaching, sensory-aware
planning, and emotional regulation. clothing/presentation choices, and extra

time for consent.
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Area Why it matters Helpful response

Anxiety or depression  Can intensify urgency, hopelessness, Treat mood/anxiety directly while also
avoidance, and black-and-white thinking. addressing dysphoria.

Loneliness or social Can make online identity communities Build offline supports where possible; do
alienation feel like the only place you exist. not let one online group become your
whole reality.

Compulsive fantasy or  Can narrow arousal patterns, increase Address compulsivity without moral panic;
pornography use shame, or consume time. focus on functioning, choice, and
integration.

Body image and eating May overlap with gender dysphoria but Assess carefully; do not assume all body
concerns can also become a separate health risk. distress will resolve with transition.

13. When to seek urgent help

Get urgent help, or ask an adult to help you get urgent help, if any of these are happening:

e Suicidal thoughts with intent, self-harm, severe depression, panic, psychosis, mania, or rapid functional decline.

e Using unprescribed hormones, anti-androgens, or puberty blockers, buying medication online, or avoiding medical
monitoring.

e Severe family conflict, threats, violence, coercion, being kicked out, or homelessness risk.

e Extreme social isolation, school refusal, eating/body-image crisis, or inability to discuss risks and alternatives.

e Anolder person, partner, online contact, or community pressuring you sexually, medically, or socially in ways that
feel unsafe.

Immediate safety
If you might hurt yourself or someone else, contact local emergency services, a crisis line, or a trusted adult
immediately. If you are already in care, use the safety plan you made with your clinician.

14. Glossary

AGP / autogynephilia An AMAB pattern of arousal, euphoria, romantic longing, comfort, or identity
reinforcement related to imagining oneself as female/feminine or being
treated that way.

AMAB / birth-assigned male / A person whose sex was classified male at birth. Used descriptively, not as an
natal male insult.

Autoheterosexuality A less pathologising term some people use for AGP-like self-as-feminine sexual
or romantic feelings.

Feminine embodiment feelings A broad, less loaded phrase for arousal, euphoria, longing, or comfort linked to
having or imagining a feminine body or social role.
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Term Meaning in this handout

Gender dysphoria Distress related to incongruence between experienced gender/body needs and
assigned sex or social role.

Gender euphoria Positive emotion, relief, excitement, or comfort when your body, presentation,
or social treatment feels gender-congruent.

Ego-syntonic Experienced as fitting with the self: 'This is who | am' or 'This is what | want."'
Ego-dystonic Experienced as unwanted, shameful, intrusive, or inconsistent with the self.
Gynephilia Attraction to female or feminine people/bodies.

Androphilia Attraction to male or masculine people/bodies.

Analloerotic Having little outward-directed attraction to real people; erotic life may be

mainly self-directed or fantasy-based.

Pseudobisexuality Male-directed or receptive fantasy that is mainly mediated by imagining
oneself in a female/feminine role, rather than ordinary attraction to male
bodies. Some people dislike this term; it should be used carefully.

Informed consent Starting treatment after understanding benefits, risks, alternatives, unknowns,
reversibility, fertility, and timing. For minors, capacity and
parent/guardian/legal requirements vary.

WPATH World Professional Association for Transgender Health, publisher of Standards
of Care used internationally.
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