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Objectives

Attendees will increase 
knowledge about health 
disparities and risk of 
increased mental health 
disorders in gender diverse 
youth

1
Attendees will understand 
why familial and 
community support is 
paramount for these youth

2
Attendees will gain an 
understanding of the 
variability of medical care 
and treatment plan for 
gender diverse youth

3

Gender Dysphoria

History And Prevalence
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History
17th century – description of 

third-gender people in Native 
American nations

19th century – gender-variant 
people described by early 
sexologists (Ellis, Ulrichs, 

Hirschfeld)

1917 – Dr. Alan L Hart was 
first documented trans-male 

in the USA 

1966 – Johns Hopkins 
University opened first 

gender identity clinic for 
adults in the USA

1979 – World Professional 
Association for Transgender 

Health (WPATH) publishes 1st

edition

1980 – DSM-III included 
diagnostic group called 

“Gender Identity Disorders”

1987 – First gender clinic for 
children and adolescents 

opened in the Netherlands; 
Center of Expertise on 

Gender Dysphoria

1994 – DSM-IV changed 
nomenclature to Gender 

Identity Disorder

2002 – British Lord 
Chancellor's office stated that 

gender dysphoria is not a 
mental illness

2007 – Boston Children’s 
Hospital’s Gender 

Management Services 
(GeMS) started the first 

gender clinic to treat children 

2009 – Endocrine Society 
publishes first Clinical 

Practice Guidelines

2011 – Center of Expertise on 
Gender Dysphoria publishes 

protocols for transgender 
primary care “Dutch 

Protocol”

2012 – WPATH 7th Edition 
published

2013 – DSM-5 changed 
nomenclature to Gender 
dysphoria after a 14-year 

revision process

2017 – Endocrine Society 
publishes updated guidelines 

with updated language

Prevalence

– Number of adolescents contacting specialized gender identity services has risen 
considerably over the past decade across Europe and North America

– Prevalence of transgender identity

– Self reported in 0.5 to 1.3% of children, adolescents and adults in Canada

– Self reported by short 1-3 item questions in 0.17 to 1.3% of adolescents and young adults in USA

– School-based survey suggest 1.3% of 16–19-year-olds have potentially clinically significant 
gender dysphoria

– Number of people (UK, Belgium, Spain, USA, Canada) who seek treatment suggest:

– Male-to-female for management has a prevalence of 6.8/100,000 among adults

– Female-to-male for management has a prevalence of 2.6/100,000 among adults

Kaltialo-Heino et al, 2018
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Why is there 
an increase?

Total number of children 
and young people referred 
for gender management 
has risen exponentially 

since 2011

Feature - large proportion 
of birth-registered females 
from 2011 onwards seen in 

many countries

Previous 
overrepresentation of natal 
boys has equaled or turned 

to overrepresentation of 
natal girls

Natal girls now comprise 
from half to ~90% of 

clinical adolescent samples

No conclusion can be 
drawn as to why there are 

increases

Butler et al, 2017

Health disparities
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Mental Health 
Comorbidities

– Increased risk of

– Depression

– Anxiety

– Self harm 

– Suicidal ideation

– Suicide attempts

– Psychiatric hospitalizations

– Substance abuse

– Eating disorders

Kaltialo-Heino et al, 2018, Reisner et al, 2015

Mental Health - Transgender vs 
Cisgender Youth

Reisner et al, 2015

4-6 times more likely 
to have clinical 
depression 

3-4 times more likely 
to have a history of 
self-harm and/or 
suicidal behavior
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“Gender identity and gender expression do not cause 
mental health issues. Rather it is the impact of negative 
reactions to a person’s gender – the harassment, 
discrimination, and social stigma that they face – that 
creates the context for mental health issues.”

From “The Transgender Teen:  A Handbook for Parents and Professionals 
Supporting Transgender and Non-binary Teens” by Brill & Kenney 

Rejection 

– Family rejection
– 42% described parents as “not very” or “not at all” 

supportive

– 25% described parents as “somewhat” supportive

– 34% described parents as “very” supportive

– Loss of friends

– Rejection by community (e.g., church, school, 
etc.)

– Bullying

– Physical, verbal, or sexual harassment

– High rates of violence

– Trans people (16+) are FOUR times more 
likely to experience violent victimization 
(Flores et al., 2021)

– 2015 Maine Transgender Survey

Remember that coming out is lifelong process

K-12 STUDENTS
67% of those perceived as trans reported verbal harassment

26% experienced physical assault
4% experienced sexual assault 
18% faced such severe mistreatment that they left a K-12 school

COLLEGE STUDENTS

24% of those perceived as trans at college reported verbal, physical, or 
sexual harassment 

11
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Family 
rejection 

– LGBT youth are 8 times more likely to 
attempt suicide if their family is highly 
rejecting

– They are twice as likely to attempt 
suicide if their family is moderately 
rejecting

– It also increases risk for other 
negative psychological outcomes and 
homelessness

http://familyproject.sfsu.edu/

What does rejection look like?

13
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How does that impact your work?

Understand that this is an at-risk population

• This should lead to consideration/assessment of a family’s support of their gender 
diverse child and guide recommendations/interventions if they are engaging in 
rejecting behavior 

Family rejection dramatically increases risk for adverse outcomes

What happens when a family is 
supportive?

– Significantly decreases risk 
for mental health 
problems
– Rates of depression and 

anxiety become similar to 
that of cisgender youth 

– Higher self-esteem and life 
satisfaction

– Parents can also 
experience positive effects 
such as personal growth, 
closer relationships, social 
connection, and 
involvement in activism 

Olson et al, 2018
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What does family support look 
like?

Family support and 
acceptance

– Many variables impact a family’s acceptance of their 
child’s gender identity

– Knowledge and understanding of gender spectrum

– Grief/loss

– Religious beliefs

– Internalized transphobia

– Focus on how external factors are influencing their child (i.e., 
believing that this is a phase)

17
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How does that impact your work?

Partner

Partner with us to 
move the family 
towards acceptance

Establish

Establish what factors 
are impacting family 
support and 
acceptance

Address

Address factors 
impeding family 
support and 
acceptance
• Do they need more 

education?
• Do they need to connect 

with other parents? Or a 
mental health professional?

• Do they need more time?

Recognize

Recognize that the 
family can be learning 
and working through 
their own concerns 
while also moving 
towards acceptance

Northern Light 
Pediatric Gender Clinic
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Patient-Centered 5 Prong Approach

– We treat gender diverse and 
transgender children, adolescents, and 
young adults

– Our approach is patient-centered, and 
we work with patients and their 
families to determine if gender-
affirming medical interventions are 
right for them

Patient

Caregiver

TherapistPsychologist

Physician

Our Clinic: 
The timeline

Psychological evaluation (initial visit)

• 1-3 months after psychological evaluation 

Medical consultation 

• Meet every 3-6 months depending on patient 
need

Psychology follow-up

• Meet 3-6 months after initial medical 
consultation 

Medical follow-up
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Background

DSM-5 Diagnostic Criteria for Children

Strong 
desire to be 

of the 
other 

gender/insi
stence that 

they are 
the other 

gender

Strong 
preference 

in cross-
gender 
roles in 
make 

believe/fan
tasy play

Strong 
desire to 

cross-dress 
or simulate 

other 
gender 
attire

Strong 
preference 

for toys, 
games, 

activities of 
other 

gender

Strong 
avoidance 
of same-
gender 

typical toys, 
games, 

activities, 
clothes

Strong 
preference 

for 
playmates 
of other 
gender

Strong 
dislike of 

one’s 
sexual 

anatomy

Strong 
desire for 
primary 
and/or 

secondary 
sex 

characterist
ics to 
match 

expressed 
gender

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition

Marked incongruence between 
expressed/experienced gender and 
assigned gender of at least 6 
months duration manifested by at 
least 6 indicators

23
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DSM-5 Diagnostic Criteria for Adolescents & 
Adults

Marked 
incongruence 

between expressed 
gender and primary 
and/or secondary 
sex characteristics

In young 
adolescents –

marked 
incongruence 

between 
expressed gender 
and anticipated 
secondary sex 
characteristics

Strong desire to be 
rid of one’s primary 
and/or secondary 
sex characteristics

In young 
adolescents –

desire to prevent 
development of 

anticipated 
secondary sex 
characteristics

Strong desire for 
primary and/or 
secondary sex 

characteristics of 
other gender

Strong desire to be 
of the other gender 

or an alternate 
gender from 
assigned one

Strong desire to be 
treated as the 

other gender or  an 
alternate gender 

from assigned one

Strong conviction 
that one has the 

typical feelings and 
reactions of the 

other gender or an 
alternate gender 

from assigned one)

Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition

Marked incongruence between 
expressed/experienced gender and 
assigned gender of at least 6 months 
duration manifested by 2 or more 
indicators

Developmental Trajectories

– Gender creative behavior is common among 
young children

– Studies using older diagnostic criteria 
estimate ~50% of prepubertal children with 
gender dysphoria will not persist into 
adolescence

– This percentage is likely lower with more 
stringent diagnostic criteria

– Intensity of dysphoria is an important predictor

– Gender dysphoria that is diagnosed in 
adolescence is highly likely to persist 

– Both for teens that develop dysphoria during 
puberty and for those children whose 
dysphoria persists as they become adolescents

– No evidence that teens are experiencing 
“rapid-onset gender dysphoria” or being 
influenced by peers to become trans

Be careful when researching and reading articles about this population! Think critically about the 
source of the material and the authors

25
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Moving forward with treatment

– Has their identity been consistent? Is there evidence of persistent gender 
dysphoria?

Considerations: Fluidity of gender 

– Our approach: 

– Ideally, it has been at least 12 months since the patient has come out and socially 
transitioned 

– Letter of support from psychotherapist

Gerritse et al, 2018

Moving forward with treatment

– Are there any factors that could interfere with treatment?
– Severe mental health concerns (e.g., frequent psychiatric hospitalizations)

– Psychosocial stressors (e.g., DHHS involvement, transportation/housing instability)

– Lack of parental support or custodial issues

Considerations: Delaying treatment is NOT a neutral option

– Our approach: 
– Work with the family to address concerns and any barriers to treatment

– Communication with patient’s psychotherapist
– A letter of support is essential!

– Use treatment-specific consent form

Gerritse et al, 2018; Priest, 2019

27
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Moving forward with treatment

– Is the patient giving informed consent?

Considerations: Regret, treatment risks (e.g.,  potential effects on fertility)

– Our approach:

– Again, ensure that there has been persistent gender dysphoria and a persistent desire for 
hormone therapy

– Check for patient’s understanding of the effects and risks of treatment

– Use treatment-specific consent form

– Provide education on what the research says about treatment regret

Gerritse et al, 2018; Priest et al, 2019

Is this a phase?
Will my child regret treatment?

– Turban and colleagues (2021) performed secondary analyses on the 2015 US Transgender 
Survey

– Sample of 17,151 gender diverse adults who pursued gender affirmation

– 13.1% of respondents reported a history of retransition and the majority retransitioned
temporarily 

– Only 0.3% of the total sample retransitioned because they had doubt or uncertainty about 
their gender

– Those who pursue cross-sex hormone therapy were less likely to retransition 
decreased to 9%

29
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Why do people 
retransition?
– External pressures were 

cited as the top reasons for 
retransition

– Out of the 2242 
respondents with a history 
of retransition:

– 82.5% reported at least 
one external factor

– 15.9% reported at least 
one internal factor

TOP 15 REASONS FOR RETRANSITIONING, AT 
LEAST FOR A LITTLE WHILE

N (out of 2242 
respondents)

% of respondents 
with a history of 
retransition

Pressure from a parent 798 35.6%

It was just too hard for me 753 33.6%

Pressure from community or societal stigma 729 32.5%

I had trouble getting a job 603 26.9%

Pressure from other family members 580 25.9%

Pressure from spouse or partner 454 20.2%

Pressure from my employer 392 17.5%

Pressure from friends or roommates 319 14.2%

Fluctuations in identity or desire 235 10.5%

Pressure from a mental health professional 127 5.7%

Pressure from religion 121 5.4%

Psychological reasons 87 3.9%

Financial reasons 79 3.5%

Medical reasons 73 3.3%

Uncertainty or doubt around gender 54 2.4%

Turban et al., (2021)

Co-occurring Autism 
Spectrum with Gender 

Diversity
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Autism Spectrum 
Disorder

• early-emerging difficulties in social interactions and communication 
• Repetitive behavior
• Narrow interest
• Atypical sensory sensitivity

Group of neurodevelopmental conditions characterized

1-2% of general population is estimated to be autistic

Overrepresentation of youth with co-occurring ASD and GD

• Presence of gender variance in person with ASD varies between 3.8-7.2%
• Autistic symptoms/diagnosis was present in 5.5-21.3% of people with gender dysphoria 

(natal females)
• 2020 Dutch study - reported incidence of ASD was 7.8% someone with gender dysphoria

Two-way relationship

Atypical presentation

Strang et al, 2016.

Autistic Traits In Gender 
Diverse Individuals

UK study with 5 datasets

Used online survey about autism

One data-set came from PCP office

All studies included question about autism diagnosis
• 641, 860 people (mostly adult)
• 30,892 have ASD
• 3,777 identified as gender diverse
• 5% cis-gendered people have ASD vs. 24% of gender diverse 

people have ASD

Warrier et al, 2020.
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Medical 
management

Affirmation

– Early completely reversible social 
transition

– Parent and family acceptance offer 
critical protective factors

– Early Tanner 2 blockers to stop 
puberty; also fully reversible, safe

– Gender-affirming hormones 
partially reversible, safe

– Surgeries for severe dysphoria 

– Medical provider to sign 
documentation for gender 
marker change

35
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World Professional Association 
for Transgender Health

Long-lasting and 
intense pattern of 

gender 
nonconformity or 
gender dysphoria

Gender dysphoria 
emerged or 

worsened with 
onset of puberty

Any coexisting 
psychological, 

medical, or social 
problems that 
could interfere 
with treatment 

have been 
addressed

Patient and 
parent/legal 

guardian have 
given informed 

consent

Persistent, 
well 

document 
gender 

dysphoria

Capacity 
to make 

fully 
informed 
decision 

and 
consent to 
treatment

Age of 
majority

Mental 
health 

concerns 
must be 
treated

Criteria To Initiate 
Hormone Blockers

Criteria To Initiate Gender-
Affirming Hormones
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Initial Clinical Guidelines for 
Co-occurring ASD And GD

Emergency hospitalization in extreme cases to 
prevent self-harm mutilation

Assessment protocol which includes 
assessment of cognitive skills, 

communications, skills, emotional functioning, 
social cognition and capacity for self-advocacy

Structured interview to assess intensity and 
pervasiveness of gender dysphoria along with 

additional reports from outside sources

Treatment checklist must answer these 
questions before starting treatment:

• Is the gender dysphoria clear, urgent, 
pervasive and persistent over time?

• Does the gender dysphoria increase or 
decrease with intervention?

Consent

Our clinic has a consent form for gender-affirming medical interventions

For puberty blockers, we ask that all custodial caregivers sign the consent form 
because it is in the best interest of the patient to have both caregivers’ support.

• There are situations when this is not possible.
• We do our best to work with and educate caregivers
• If there are continued issues, from a legal standpoint, we can move forward with treatment with 

only one caregiver’s signature

For hormone replacement therapy, we require the consent of the patient and all 
custodial caregivers

39
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Hormone Blockers

Reports of the outcomes of puberty suppression treatment in adolescents have shown reasonable 
safety and good outcomes regarding patient satisfaction and psychosocial functioning

Significant inverse association between access to pubertal suppression and suicidality

Not indicated in a considerable proportion of gender dysphoric minors because of several reasons

• severe psychiatric comorbidity
• considerable instability of psychosocial support 
• onset of gender dysphoria later during puberty
• diagnostic uncertainty

Gender-Affirming Hormones

1. Demonstration of long-lasting and intense pattern of gender 
nonconformity or gender dysphoria

2. Making sure that any co-existing psychological, medical, or social 
problems that could interfere with treatment have been 
addressed (stability)

3. Obtaining informed consent from the 
parents/caretakers/guardians and the adolescent

4. WPATH and Endocrine Society Guidelines recommend the age of 
16 years

41

42



6/28/2022

22

Partially Reversible 
Intervention
– Adolescents may be eligible to begin 

feminizing/masculinizing hormone 
therapy, with parental consent

– In many countries, 16-year-olds are legal 
adults for medical decision-making and 
do not require parental consent

– Regimens for hormone therapy in gender 
dysphoric adolescents differ substantially 
from those used in adults

– Hormone regimens for youth are adapted 
to account for the somatic, emotional, 
and mental development that occurs 
throughout adolescence

Hembree et al, 2009

Adolescent

Caregiver

TherapistPsychologist

Physician

Endocrine Society Guidelines – Surveillance 
After Initiating Masculinizing Hormones

Evaluate 
patient every 
3 months in 

first year and 
then 1-2 

times per year

Measure 
testosterone 

every 3 
months until 
levels are in 

normal 
physiologic 
male range

Measure 
hgb/hct at 

baseline and 
every 3 

months for 
the first year 
and then 1-

2x/year

Monitor 
weight, blood 
pressure and 

lipids at 
regular 

intervals

Screen for 
osteoporosis

Ovariectomy 
can be 

considered 
after 

completion of 
hormone 
transition

If cervical 
tissue present 
– monitoring 

based on 
ACOG 

guidelines, 
breast exam 

based on ACS 
guidelines

Hembree et al, 2017
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Masculinizing Hormone Therapy

EFFECT ONSET (MONTHS) MAXIMUM (YEARS)
Skin oiliness/acne 1–6 1–2
Fat redistribution 1–6 2–5

Periods stop 2–6 -
Growth of clitoris 3–6 1–2

Thinning of inner vagina 3–6 1–2
Facial/body hair growth 6–12 4–5

Scalp hair loss 6–12

Increased muscle mass/strength 6–12 2–5
Deepening of voice 6–12 1–2

Increase in weight 
due to muscle 
mass and fat 
redistribution

Increased red 
blood cells with 
risk of stroke or 

heart attack

Liver inflammation

Thyroid problems
Increase in blood 

pressure and 
cholesterol levels

Increased risk of 
heart disease

Headaches
Increased risk of 

aggressiveness or 
irritability

Unknown effect on 
risk of breast, 

ovarian or uterine 
cancer

Increase in blood 
sugar and/or 

insulin resistance

Thinning of vaginal 
walls risk of 

irritation and 
infection

Less reliable pap 
smear testing

Ovarian cysts and 
changes in 

endometrial tissue

Endocrine Society Guidelines – Surveillance 
After Initiating Feminizing Hormones

Evaluate patient 
every 3 months in 
first year, then 1-
2x/year after that

Measure estradiol 
and testosterone 
every 3 months

For individuals on 
spironolactone 

measure electrolytes 
every 3 months in 

first year and 
annually after that

Routine cancer 
screening

Screening for 
osteoporosis at age 
60 years or sooner 

for those not 
compliant with 

hormone therapy

Hembree et al, 2017
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Feminizing Hormone Therapy

EFFECT ONSET 
(MONTHS) MAXIMUM (YEARS)

Decreased libido (sex drive) 1–3 -
Decreased spontaneous erections 1–3 -

Breast growth 3–6 2–3
Softening of skin/decreased 

oiliness 3–6
unknown

Redistribution of body fat 3–6 2–3

Decreased muscle mass & strength 3–6 1–2

Decreased terminal hair growth 3–6 >3
Decreased sperm production unknown >3

Voice changes none

Increased risk of 
blood clots

Elevated blood 
pressure

Cholesterol 
increase

Diabetes Nausea/vomiting Migraine 
headaches

Gallstones Liver 
inflammation

Possible increased 
risk for breast 

cancer

Withholding Treatment

Refusing

• Prolong gender dysphoria
• Contribute to appearance 

that could provoke abuse 
and stigmatization

• Increase psychiatric distress 
due to gender-related abuse

Withholding

• Withholding puberty 
suppression and subsequent 
feminizing or masculinizing 
hormone therapy is NOT a 
neutral option for 
adolescents

Nuttbrock et al, 2010
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Gender Clinics in 
Maine
– Northern Light’s Gender Clinic 

– Send a referral to the Pediatric Endocrinology Clinic

– Phone: (207) 275-4201

– Fax:  (207) 275- 4262

– Endocrinology and Diabetes Care services - EMMC - Northern Light Health

– Maine Medical’s Gender Clinic

– Send a referral to The Gender Clinic at MMP Pediatric Specialty Care

– Phone: (207) 662-5522 opt 5, opt 1 to reach a medical secretary

– Phone: (207) 662-5093 to leave direct message for Program Manager 
(Brandy)

– Fax: (207) 662-5528

– www.MMC.org/TheGenderClinic

SIMILARITIES DIFFERENCES

Adherence to World 
Professional 
Association for 
Transgender Health 
standards of care

Size

Multidisciplinary 
approach to 
treatment

Mental health 
treatment access 

Use of a treatment-
specific consent form

Resources
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Thank you!
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