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Gender dysphoria in children and adolescents –                
a disease far from pediatric practice?
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ABSTRACT 
Gender dysphoria is not a condition that the Romanian pediatrician commonly encounters in his/her practice. How-
ever, in light of the progress made in order to diagnose early and establish a correct treatment, as well as in the 
evolving context of society, including the one of our country, medical cases will not be long in coming. This paper 
aims to briefly review, the main characteristics of the disease and the role that the pediatrician can play in the life of 
the patient already diagnosed or not yet, with gender dysphoria.
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abbreviations 
DG – gender dysphoria 
DSM IV – Manual of diagnosis and statistics of mental disorders IV 
DSM V – Manual of diagnosis and statistics of mental disorders V 
WHO – World Health Organization 
ICD 11 –  International statistical classification of related diseases and health problems
WPATH –  World Association of Transgender Health Professionals 
GnRH – gonadotropin-releasing hormone

INTRODUCTION

Gender dysphoria (GD) or impairment of gender 
identity is the discomfort created by the mismatch  
between the genitals characteristic to certain sex  
assigned at birth and one’s own sense of belonging to 
a certain gender. This discrepancy can lead to anxie-
ty, restlessness, discomfort, dissatisfaction, suffering 
and so on, and can negatively influence the quality of 
life and functionality of the young person in various 
activities. Hence the need for interventions and treat-
ments that try to synchronize the physical and hor-
monal profile with what that person thinks and feels.

TERMINOLOGY

For a better understanding of the different notions 
used in the text, these are defined below.

Transgender person (or trans person): a person 
who has a different gender identity from the sex  
assigned at birth. This notion also includes non-binary 
people. The term transsexual, which was used in the 
past, is no longer recommended.

Transgender woman: a person with female gender 
identity and assigned male sex at birth.

Transgender man: a person with masculine gen-
der identity and assigned female sex at birth.
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Non-binary persons: persons who, regardless of 
the sex assigned at birth, have a gender identity that 
is not exclusively male or female, but is a combina-
tion of the two (genderqueer, bigender, pangender, 
genderfluid, or agender).

Cisgen person: the individual whose assigned sex 
at birth matches (is in accordance to) his or her gen-
der identity.

Gender incongruence: when a person’s identity, 
role or gender expression differs from the cultural 
norms recommended to a person of a certain sex.

Gender identity: the inner feeling of an individual 
to feel girl or woman, boy or man, neither, a combi-
nation of the two or multiple genders. Hence, it may 
or may not correspond to the sex assigned to the birth.

Gender expression: the way in which a person 
presents himself in the outside world as a certain gen-
der, which may not reflect the sex assigned at birth or 
gender identity and may be different in different en-
vironments for the same person, without being a sign 
of mental disorders. Includes attitude, outfit, cloth-
ing, hairstyle, accessories, voice and way of speak-
ing, physical characteristics.

Gender assigned at birth: this is established based 
on the genitals (male, female or hermaphrodite/inter-
sex), chromosomes and hormones. A distinction must 
be made between the notions of gender, gender iden-
tity and gender expression, as they are distinct enti-
ties.

Sexual orientation: the set of emotional, physical, 
spiritual factors and the gender of people to whom an 
individual is physically or emotionally attracted. It is 
completely different from the gender identity and 
should not be confused with it. Like cis individuals, 
trans individuals can be heterosexual, gay, lesbian, 
bisexual, asexual, and the sexual orientation of the 
latter relates to gender identity.

DEFINITION

Previously considered gender identity disorder in 
DSM IV, the condition becomes gender dysphoria in 
DSM V, and is defined as a severe discordance  
(incongruence) between the gender experienced or 
expressed by someone and the gender assigned to 
that person, manifested for at least 6 months through 
several aspects.

In children, there is necessary a total of at least 6 
of the 8 criteria below:

 – The expressed desire to be of the opposite (to 
the physical one) sex insisting that one is of the  
opposite sex;

 – Preference for the clothing/attire of the other 
sex (without sexual arousal like the case of 
transvestite fetishism);

 – Persistent preferences for the role of the 
opposite sex, games of “what would be” or 
persistent fantasies about having the opposite 
sex;

 – Intense desire to participate in stereotypical 
games for the opposite sex;

 – Preference for playing with those of the 
opposite sex;

 – Intense rejection of typical games/activities for 
the assigned gender;

 – An intense discomfort with one’s sexual 
anatomy;

 – A strong desire for primary and/or secondary 
sexual characters that match the gender he/she 
lives/experiences.

For adolescents/adults, at least 2 of the 6 criteria 
below are required:

 – Discordance (incongruence) between the 
gender experienced or expressed by someone 
and the primary and/or secondary characters 
(or the anticipated ones, in adolescents);

 – Intense desire to get rid of their primary and/or 
secondary sexual characters due to the 
discordance between the experienced/ 
expressed gender and these (in adolescents the 
desire to prevent the development of the 
anticipated secondary sexual characters);

 – Intense desire to have the primary/secondary 
sexual characters of the opposite sex;

 – Intense desire to be of the opposite sex (or of 
an alternative sex, different from the assigned 
one);

 – Intense desire to be treated as belonging to the 
opposite sex (or of an alternative sex, different 
from the assigned one);

 – Believing that they have feelings and reactions 
typical to the other gender (or to an alternative 
gender).

The disorder must be associated with significant 
clinical distress or with the impairment of social,  
occupational or other type of functionality.

In 2018, the WHO stopped classifying gender  
incongruity as a mental disorder and in ICD-11,  
approved in 2019, gender dysphoria is found in the 
chapter of „Sexual health related disorders“, thus  
reducing the stigma of these patients and providing 
the possibility of therapy access.

EPIDEMIOLOGICAL DATA

There is little data on the actual number of 
transgender people, much less on those affected by 
gender dysphoria. This is due to several factors in-
cluding differences in expression related to the cul-
ture of each country, to the stigmatization of these 
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patients, which leads to the avoidance of public dis-
closure, the lack of a clear definition, the fact that 
among cases with childhood onset many remit until 
adolescence. According to DSM V, the prevalence of 
GD is 5-14 per 1,000 adults born boys, and 2-3 for 
those born girls. The World Professional Association 
for Transgender Health (WPATH) (1) provides prev-
alence figures based on studies conducted on patients 
who address specialized centers, namely between 
1:11,900 and 1:45,000 for trans women and between 
1: 30,400 and 1: 200,000 for trans men. In recent 
years, these figures tend to increase with the increase 
in the number of people who address a specialist (in 
the UK, it has doubled during the last 5-6 years (2), 
while in Toronto the number has increased 4-5 times 
in 30 years (3)). In addition to the increase in inci-
dence, it seems that the sex ratio is also reversed, in 
favor of females at birth (4). A questionnaire applied 
to 2,730 San Francisco children in grades 6-8 showed 
that 1.3% identified as trans (5), and a similar ques-
tionnaire applied in Minnesota in 2016 to 80,929 stu-
dents in grades 9-11 showed a percentage of 3.6% of 
those born girls and 1.7% of those born boys of  
affirmative answers to the question on whether or not 
they considered themselves trans or non-binary (6). 
In Romania, the ACCEPT association estimates that 
there are at least 60,000 transgender people, whose 
needs are addressed by the medical system to a small 
extent.

CLINICAL MANIFESTATIONS

Gender identity encompasses the psychological 
aspects of behavior related to femininity or masculin-
ity (Robert Stoller), and DSM V defines it as the self-
identification of an individual as a man or a woman. 
A child begins to identify as belonging to a gender 
around the age of 2-3 years, and to this process con-
tributes the “whole” created by the external genitalia 
and parental and cultural attitudes, which make up 
cultural gender stereotypes (the perception we form 
given the cultural influence - school, church, art, 
press, film) and personal gender stereotypes (our 
own beliefs with regard to the attributes of genders). 
At the moment, in most societies, gender is consid-
ered binary (male or female) and other variants are 
vehemently rejected and denied. Meanwhile, a new 
perspective sees gender as a possible fluid, non-bina-
ry, a continuum of possibilities between masculine 
and feminine extremes, thus accepting various gen-
der identities. Hence the affirmative attitude of psy-
chotherapy recommended by GD specialists, meant 
to allow and accept the development and exploration 
of the child’s unique way of being, giving him/her the 

necessary encouragement and help during develop-
ment.

At a young age, children born boys may be inter-
ested in dolls, dresses (cross-dressing appears at the 
age of 4 in 75% of those who show it), makeup, 
women’s accessories, games with a female role, 
while girls can be mainly interested in physical ac-
tivities, male roles, short haircuts and express their 
contempt for women’s dresses and accessories. As 
they grow older, they begin to wonder why their bod-
ies look different than they feel and begin to feel anx-
ious that they are not trully perceived by those around 
them. With the development of the external genitals 
of the “fake gender”, they try to hide them in public. 
Those with a female phenotype prefer male under-
wear, refuse to wear feminine swimsuit in public, and 
hide their breasts by compressing them (breast bind-
ing). Meanwhile, those with a male phenotype prefer 
female underwear, allow their hair to grow long, 
compress their external genitals (tucking) to have a 
flat pubic area, urinate from a sitting position. Pu-
berty brings an additional degree of stress with the 
development of secondary sexual characteristics (es-
pecially the beggining of menstruation in those with 
female phenotype, or erections in those with male 
phenotype), which confirms the young person that 
he/she will have to live in a body that does not cor-
respond to their gender identity. Under these circum-
stances, many young people (44.3% of patients in a 
center specialized in GD) can develop associated 
psychopathologies: depression, anxiety, bipolar dis-
order, suicidal thoughts or attempts, self-harming be-
haviour, eating disorders, pervasive developmental 
disorder, ADHD, disorder of post-traumatic stress (7, 
8). Other problems associated with GD are the bad 
relationship with parents and their refusal to support 
them financially, running away from home, stigmati-
zation by colleagues (bullying) and rejection, harass-
ment or physical aggression, sexual abuse, poor 
school or academic results, substance abuse, risky 
sexual behavior, with increased chances for HIV in-
fection or other sexually transmitted diseases (9-11).

EVOLUTION

In evolution, childhood-related GD may or may 
not continue into adolescence, with the majority usu-
ally resolving into adolescence (12). However, se-
vere and persistent forms, as well as forms that wors-
en with puberty, are likely to be maintained for the 
long term (13). According to DSM V (14), the rates 
of GD that persist in adolescence and adulthood vary 
in the male phenotype between 2 and 30% and in the 
female between 12 and 50%.



Romanian JouRnal of PediatRics  – Vol. lXiX, no. 4, YeaR 2020278

The age at which the transgender individual pub-
licly reveals himself to family, friends, schoolmates 
and others around him/her varies and this is an  
extremely delicate time for them. Many prefer to do 
it in writing, with the help of a letter addressed to 
their parents, thus avoiding the reactions of others 
and leisurely choosing their words. The Internet is 
also an environment where transgender young people 
can “practice” how to reveal themselves, giving them 
a similar yet virtual world, hence some security and 
confidence, although it also involves certain risks.

TREATMENT

The etiology of GD is not known for sure and it is 
considered to be multifactorial. However, with the 
development of a database and the increasing number 
of GD-related studies in children and adolescents, 
some countries have also created appropriate treat-
ment protocols for this condition. The most widely 
used are those belonging to the World Professional 
Association for Transgender Health - WHPAT (1), 
the Society of Endocrinology (15), the Gender Clinic 
in Amsterdam (16) and the American Academy of 
Pediatrics (17). Removing the diagnosis of GD from 
the Mental Disorders chapter in ICD-11 has also 
paved the way for an easier medical approach. There 
are more and more specialized centers worldwide, 
they have multidisciplinary teams (mental health 
specialists, endocrinologists, urologists, surgeons, 
ENT specialists, social workers) trained for ap-
proaching patients with GD. These are signs that  
society is becoming more tolerant and governors  
accept the allocation of funds for the health of certain 
medical minorities. At the same time, the addressa-
bility and the demand for treatment coming from 
young transgens increased, yet it is difficult to estab-
lish whether it is an increase in the incidence or prev-
alence of the disease, or an increase in the “visibility” 
of patients (3).

Treatment for gender dysphoria is divided into 
psychological therapy and phenotype interventions.

PSYCHOLOGICAL THERAPY

Each patient must be approached individually in 
order to find a favorable and appropriate way explor-
ing their gender identity. Currently there are 3 types 
of psychological approach (18):

1. Affirmative – encourages the exploration of 
gender identity and supports the young person and 
family in their going through the desired treatment 
stages. It represents the therapy recommended by 
specialists in GD, and it is the one through which the 

patient is assured that he/she is accepted regardless of 
the evolution. This therapy includes individual therapy, 
group therapy for both the young person and for par-
ents, and family therapy.

2. Supportive – applies the principle “wait and 
see” how gender identity evolves with age and does 
not advocate for any gender intervention.

3. Corrective – tries to correct and align the gen-
der identity with the patient’s biological gender. 
These have been the most studied methods and are 
considered inappropriate today because they put the 
young person under such pressure that can be aggres-
sive or harmful (1,17).

The recommendation for psychological evalua-
tion should be made both to young people with gen-
der dysphoria and to those who, despite not experi-
encing stress and anxiety related to gender identity, 
seek to understand and know more details about their 
situation. Same applies to parents who experience 
difficult situations related to approving or disapprov-
ing their children’s identity. It is very important to 
counsel children who suffer from bullying at school 
or who have other concomitant psychiatric condi-
tions.

INTERVENTIONS ON THE PHENOTYPE 

Before anything else, patients should be evaluated 
by both a psychologist and a psychiatrist so as to  
determine if they meet the criteria necessary in order 
to be included in the diagnosis of Gender Dysphoria 
according to DSM V. Subsequently, the family and 
the young person are prepared for the next steps, they 
are being explained the benefits and risks of treat-
ment - medicinal or surgical, and the sacrifices in-
volved in assuming the life of the asserted gender 
identity, in order to limit unrealistic expectations. 
During this phase, there is also the assessment of pos-
sible psychological risk factors (concomitant diseas-
es) and social risk factors (lack of support), all these 
in case of unfavorable treatment results. 

The transition process is gradual, comprising  
reversible phases (social transition and medication 
meant to block puberty), partially reversible (hor-
mone therapy of the desired sex), and irreversible 
(surgery to redefine sex). Not all young trans people 
want corrective surgery and many give up or stay in 
one of the stages. 

Social transition consists in experiencing life in 
the desired role (real life). The young person starts 
living as if he/she belonged to the desired sex by 
adopting clothes, hairstyle, pronouns, and even  
another first name, while also hiding the signs of  
puberty. All of these measures usually alleviate the 
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distress of young trans people. The social transition 
before puberty is debatable and does not require hor-
monal treatment. There are also young people who 
want to make the transition only after starting the 
hormone treatment, since they are fearing the rejec-
tion/reactions of those around them. 

Hormone treatment to block puberty is indicated 
for young people whose belief in their gender identity 
is persistent, consistent and accentuated at puberty, 
who are relieved of the distress caused by their body 
developing “wrongly”, as well as for those who have 
not yet defined their beliefs with regard to their own 
gender identity (non-binary young people), to whom 
this approach offers additional time to consult with 
the mental health specialist. 

The recommendation is that treatment begin at 
Tanner 2 stage, which is confirmed by hormonal dos-
ing. It is the stage in which the secondary sexual 
characters are not sufficiently developed, so that  
expensive corrective surgeries with questionable re-
sults are avoided, yet they do not offer enough mate-
rial for possible subsequent vulvovaginoplasties. 
GnRH analogues to gonadectomy (or progestins if 
there is no GnRH) are used to suppress puberty and 
to inhibit the hormones of their own gonads. This 
treatment, known to be effective and safe in early  
puberty therapy, prevents the appearance of irrevers-
ible secondary sexual characteristics (breasts, thick-
ening of the voice, enlargement of the jaw, “Adam’s 
apple”, facial hair, too tall stature), has no negative 
effects on brain development, and is associated with 
better psychological functionality in adolescents with 
GD. Of course, the starting this type of treatment is 
not done without the written consent of the parents. 
The results reported for this treatment have shown 
that it is sufficiently safe and has good results when it 
comes to the patient’s satisfaction and psychosocial 
functionality, but the research is limited (19).

Most patients, however, ask for treatment during 
advanced stages of puberty, in Tanner stages 3, 4, or 
5. In these cases, GnRH analogues are associated 
with the hormones of the desired gender (cross-gen-
der hormones), helping in lowering their dose and 
obtaining the necessary level for the desired effect. 
They have the role of inducing puberty of the desired 
sex and maintaining an appropriate phenotype. Be-
fore starting the cross-gender therapy, the patient 
should be re-evaluated to see if he/she has psychoso-
cial support, if he/she understands the rational need 
to follow drug treatment, and the results and risks of 
treatment. The recommended age for this type of 
treatment is 16 y.o., the age at which, in some coun-
tries, young people have the legal right to make med-
ical decisions. There are also situations in which hor-

mone therapy could be started before the age of 16 
y.o., in very tall trans young women who need to 
close the growth cartilages, those with a well-estab-
lished gender identity before this age, and in order to 
reduce the trans young people’s anxiety caused by 
comparisons with the somatic pubertal development 
of their colleagues. 

Progressive testosterone administration in trans 
boys should keep the serum testosterone levels at half 
the normal ones for men. The treatment causes irre-
versible changes such as thickening of the voice and 
enlargement of the clitoris, as well as reversible 
changes (amenorrhea, moderate increase in facial 
and body hair depending on the pre-existing distribu-
tion, increased muscle mass, redistribution of body 
fat, increased sexual impulse, sometimes baldness in 
the temporal region). Possible side effects of this 
treatment are: thromboembolism, liver dysfunction, 
hypercholesterolemia, hypertriglyceridemia, endo-
metrial hyperplasia or cancer, which is why hysterec-
tomy is required after the real life stage. The patient 
has to be warned that, although he is amenorrheic, 
testosterone does not prevent pregnancy or sexually 
transmitted diseases, and that for this reason there are 
required contraception and protective measures. 
Trans female patients can also benefit from feminiza-
tion with lower doses of estrogen if they are adminis-
tered in parallel with GnRH analogues. Estrogens 
can cause irreversible breast augmentation, female 
contours, softer skin, reduced testicles, reduced sexu-
al arousal and calmness. Antiandrogens (spironolac-
tone or cyproterone acetate) may be added if estrogen 
does not sufficiently lower testosterone or facial hair. 
The risks of this treatment are high blood pressure, 
hyperglycemia, liver disorders, thromboembolism, 
stroke, breast fibroadenoma, prolactinoma, breast 
and ovarian neoplasms. The risk for cardiovascular 
mortality has not been proven. 

The follow-up of patients with hormone treatment 
should be done every 3 months in the first year and 
then, if the evolution is favorable and there are no 
unwanted effects, at 6 months. Trans boys will be 
monitored for testosterone levels, serum estradiol 
levels (compliance indicator), liver tests, lipid profile 
and serum prolactin. Trans girl patients will be moni-
tored for weight, lipid profile, blood glucose, blood 
count (for polycythemia), testosterone levels and 
liver function. Prior to surgery, screening is required 
for ovarian and uterine cancer in trans men and breast 
cancer in trans women. Adolescents should be warned 
that hormonal gender therapy causes infertility in 
those with suppressed endogenous puberty. In this 
case, certain methods can be used in order to preserve 
gametes, but these are expensive and not easy to  
approach.
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Gender affirmation surgery is performed after the 
age of 18 y.o., after at least 1 year of hormone treat-
ment and 3 years of psychological and real-life eval-
uation. The early identification of gender identity is-
sues and the prompt intervention can prevent massive 
gender confirmation operations. Mastectomy can be 
performed even in adolescence (20). For trans wom-
en, orchiectomy, penectomy, and reconstruction of 
the vagina and labia majora are performed, and for 
trans men, hysterectomy with annexectomy and mas-
tectomy, possibly phalloplasty. ENT surgery and 
phoniatrics are needed to change the voice. After sur-
gery, the doses of hormones are reduced and the de-
crease in bone density is evaluated at 6-12 months. 

CONCLUSIONS 

In conclusion, gender dysphoria is a condition 
that will be highlighted in the coming years, with  

increased public awareness and availability of infor-
mation in the media. It is necessary to educate the 
medical staff on gender identity issues in adolescents. 
There are already dedicated centers, with programs 
specifically addressed to gender disorders. Multidis-
ciplinary teams do not include, as standard, a pedia-
trician, but he may be the first to come into contact 
with the patient in his practice, to find the disorder 
and to refer him/her to a mental health specialist for 
evaluation. It is important that pediatricians are 
warned with regard to the dynamics of the disease 
and the patient’s particularities such as how to ad-
dress them, using their preferred first and last name, 
thus conveying the message that their identity and 
needs are recognized. Pediatricians can also become 
advocates for the needs and rights of their trans pa-
tients in society. 
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