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 Introduction

When considering the mental health of transgender and gender diverse (TGD) chil-
dren and adolescents, it is easy to imagine how the significant challenges of navigat-
ing this experience may be a source of stress, with resultant consequences for mental 
health. Although this chapter shows that indeed TGD youth may be a vulnerable 
population in this respect, there are clearly subgroups that function well and show 
few mental health difficulties. For example, pubertal adolescents who are supported 
by their parents, accepted by their peers, and receive medical gender affirming treat-
ment at specialized gender clinics may function well. Prepubertal gender diverse 
children who grow up with a supporting environment may not show any co-occur-
ring psychiatric condition. Nonetheless, in this chapter, we discuss the mental health 
difficulties that TGD children and adolescents may present with. Chapter 10 focuses 
on neurodevelopmental concerns. Many studies reveal concerning clinical range 
scores on depression scales and suicidality and parent and self-reported measures of 
emotional and behavioral problems that are often comparable to mental health 
clinic-referred populations. Though, differences exist between clinics and samples. 
For clinical practice, it is important to not only be aware of the mental health vulner-
abilities that exist in gender diverse youth, but also understand factors related to the 
psychological difficulties to help build resilience. This chapter discusses the factors 
that have been studied, as well as clinical implications.
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 Prevalence of Mental Health Difficulties in Various Samples 
of TGD Youth

Historically, most studies on psychopathology and psychological functioning of 
TGD youth have been performed in specialized gender identity clinics and came 
from just a limited number of such clinics. Most of the prepubertal children coming 
to these clinics met the diagnostic criteria for the diagnostic category used in the 
DSM- III- R and DSM-IV: gender identity disorder, and most pubertal adolescents 
had a request for medical affirmative treatment (gender reassignment at the time). 
The recent increase in visibility and recognition of gender diversity in youth has 
been paralleled by an increase in publications on other populations: high school 
samples, community samples, and Internet-recruited self-identified samples. In 
addition, several recent publications come from newer clinics presenting their chart 
data of a rapidly growing number of referrals, sometimes compared with matched 
controls. It is clear that the variability of the samples and used methods to measure 
mental health limit the comparability of the results. Still, most of these studies 
reveal high rates of mental health problems, although some exceptions exist.

Participants in early studies on this subject were mainly gender diverse pre-
pubertal children [1–5]. More recent studies, however, also focused on the psycho-
logical functioning of gender diverse adolescents. The results of these studies were 
that the prevalence rates of co-occurring mental health difficulties in gender diverse 
children and adolescents were higher when compared to children and adolescents 
from the general population. Two chart review studies that were conducted in the 
United Kingdom and the United States found that a significant proportion of the 
adolescents who were assessed at a gender clinic experienced depressive symptoms 
[6, 7]. Other, more recent clinical-sample-based studies reported that depression 
and anxiety disorders were two of the most common coexisting diagnoses in trans-
gender and gender diverse adolescents [8–14]. A chart review study that was pub-
lished in 2016 on 218 gender diverse youngsters (mean age 14 years) reported that 
45.7% of the assigned males at birth (AMABs) and 39.4% of the assigned females 
at birth (AFABs) experienced low mood/depression and that more than 20% of 
these youngsters (21.0% of AMABs and 23.4% of the AFABs) showed symptoms 
of anxiety [9]. A more recent chart review study on 1082 referred adolescents who 
identified as transgender or gender diverse matched with 21,317 cisgender enrollees 
(mean age unknown, age range 10–17  years) revealed that depressive disorders 
were found in 48.5% of the AMABs and 61.5% of the AFABs and that anxiety dis-
orders were found in 37.2% of the AMABs and 38.9% of the AFABs. Both disor-
ders occurred about five times more often among TGD adolescents compared with 
their matched cisgender peers [11]. Finally, a chart review study of 180 adolescents 
who identified as transgender and 180 matched cisgender-referred controls (mean 
age 19.6 years) reported that transgender youth had a twofold to threefold increased 
risk of depression and anxiety disorders [14]. Besides clinical sample-based studies 
that retrieved data regarding mental health directly from the subject’s file, there are 
also studies that measured the psychological functioning and occurring related dif-
ficulties of gender diverse adolescents through respondent-based psychiatric 
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interviews or psychological questionnaires [15–17]. De Vries et al. examined coex-
isting related difficulties in 105 TGD adolescents (mean age 14.6 years) who were 
referred to a gender identity clinic through the Diagnostic Interview Schedule for 
Children (DISC), a respondent-based psychiatric interview assessing all common 
DSM-IV Axis I mental disorders in children and adolescents [15, 18]. It was found 
that the majority (67.6%) of the 105 referred adolescents had no concurrent psychi-
atric disorder, while 32.4% had at least one and 15.2% had two or more comorbid 
diagnoses. Disorders that were the most common were social anxiety disorder 
(9.5%), major depression (8.6%), oppositional defiant disorder (8.6%), and specific 
phobia (7.6%). Anxiety disorders were the most common in the referred adolescents 
(21%), followed by mood disorders (12.4%) and disruptive disorders (11.4%). 
These relatively low percentages of psychiatric conditions compared to some other 
clinic samples were explained by the authors by the fact that the studied sample may 
be a selected sample supported by parents and growing up in an accepting (Dutch) 
environment [15].

The above studies used different measurements to examine coexisting related 
difficulties. However, since some of the studies used similar measures, cross-clinic 
comparisons can be made. For example, three studies that were performed in gender 
identity clinics in Los Angeles, Toronto, and Amsterdam used the Beck Depression 
Inventory II to measure whether there were depressive symptoms in the participating 
adolescents [16, 17, 19, 20]. A study that aimed to describe the baseline character-
istics of gender diverse adolescents (mean age 19.2 years) seeking care at a trans-
gender youth clinic in Los Angeles found that 24% of the sample had Beck 
depression scores in the mild-to-moderate depression range and 11% had scores in 
the severe- extreme depression range [16]. Another study on 203 gender diverse ado-
lescents (mean age 16.3 years) who were assessed in a transgender youth clinic in 
Toronto found that 41.6% of the AFABs and 34.4% of the AMABs had Beck depres-
sion scores in the severe-extreme depression range [17]. On the other hand, a Dutch 
follow-up study of 70 adolescents (mean age 16.6 years) who received puberty sup-
pression reported that the mean baseline Beck depression score of the adolescents 
was below the clinical range [19]. These lower rates of depression might reflect that 
these adolescents trust that they are helped and supported by receiving puberty sup-
pression to prevent suffering from puberty development. However, it is unclear what 
the reasons are for the different results between clinics; it might be due to different 
cultural, social, and clinical environments.

In addition to aforementioned occurring emotional difficulties among TGD ado-
lescents, there are also studies that found that adolescents who identify as gender 
diverse or transgender have a higher risk of developing an eating disorder [7–9]. 
Three chart review studies reported prevalence rates of eating disorders in referred 
gender diverse adolescents ranging from 4.8% to 13.3% [7–9]. However, these 
results concern young people who were referred to specialized gender identity clin-
ics, and it is unclear whether these percentages also apply to gender diverse young 
people in the rest of population.

Finally, up until now, only one case report of a gender diverse adolescent with 
psychosis has been published [21]. In this case report, Meijer et  al. described a 
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17-year-old adolescent AFAB who was diagnosed with bipolar schizoaffective 
disorder and who started with hormonal treatment at age 19 after his counselors 
from the gender clinic and his treating psychiatrist concluded that his gender 
dysphoria was a possible factor in the onset of his psychotic symptoms. Although 
when this person was 25  years old, after a mastectomy, hysterectomy, and 
metoidioplasty were performed, he experienced his second and last full-blown 
psychotic episode, his transgender identity never changed, and it was concluded that 
satisfaction with the gender-affirmative therapy was high and that gender-affirmative 
treatment could be possible and safe in this vulnerable population.

The above results are all based on gender diverse adolescents who presented for 
care at gender identity clinics which means that these may be different for gender 
diverse adolescents in the general population who may not have similar rates of 
mental health difficulties. However, two large community sample-based studies on 
mental health of TGD youth report similar results as the aforementioned studies 
[22, 23]. Clark et al. found that gender diverse adolescents (mean age unknown, age 
range 12–18  years), compared to their cisgender peers, reported a significantly 
higher rate of depressive symptoms (41.3% vs. 11.8%) [22], and Veale et  al. 
described that these youngsters (mean age unknown, age range 14–18  years) 
experienced significantly more emotional distress than their peers who do not 
experience gender incongruence [23].

The results discussed so far demonstrate that mental health difficulties occur 
more often in gender diverse children and adolescents compared to their cisgender 
peers. Nonetheless, there are two studies that showed that socially transitioned 
prepubertal transgender children and young transgender adolescents who are 
supported in their gender identity have developmentally normative levels of 
depression and only minimal elevations in anxiety [24, 25]. Like studies of selected 
clinical adolescent gender diverse samples that feel supported and trust that they 
will receive medical gender-affirming treatment [e.g., 15, 19], this suggests that 
social support and affirming transgender youth in their experienced gender identity 
instead of their sex assigned at birth may lead to better, or even normative, mental 
health outcomes.

A specific mental health concern in adult transgender individuals is the alarming 
reported high rates of suicide attempts [26]. There are also various studies that have 
focused on self-harm and suicidality in transgender and gender diverse children and 
adolescents. There is one clinical sample-based study in which exclusively 
prepubertal children (mean age unknown, age range 3–12 years) participated [27]. 
This study found that, by parent report, TGD children show an increased rate of 
self-harm/suicidality as they get older. Most of the studies in which adolescents 
participated are clinical sample based, and despite the fact that their methods differ 
greatly, their results are quite similar indicating that self-harm and suicidality are 
more common among TGD youth in comparison with their cisgender peers [7–11, 
13, 14, 16, 17, 28–31]. An American study that was published in 2007 revealed that 
nearly half of the 55 participants (mean age 17.5 years), who were recruited at two 
community centers providing services to LGBTQ+ youth in New  York City, 
reported serious thoughts about attempting suicide and one quarter reported a 
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history of suicide attempts [28]. A chart study on 125 adolescents who were seeking 
medical care at a gender identity clinic in London (mean age 13.6 years) that was 
published a few years later reported that 14% of the participants had thoughts of 
inflicting self-injury, 24% of the participants inflicted self-injury, and 10% of the 
participants made a suicide attempt before they were referred to the gender identity 
clinic [29]. When comparing AMABs with AFABs, it was found that the number of 
suicide attempts did not differ but that thoughts of inflicting self-injury were more 
common in AMABs and that inflicting self-injury was more common in AFABs. In 
one of the most recent retrospective chart review studies (mean age 17.1 years), in 
which a psychosocial assessment administered by medicine physicians was used to 
measure the prevalence of self-harm and suicidality among the participants, find-
ings were that 41.8% of the adolescents who identified as transgender self-harmed 
and that 30.3% of these adolescents made at least one suicide attempt [30]. It was 
also found that compared to AMABs, AFABs more frequently reported a history of 
suicide attempts and self-harming.

The results of the aforementioned studies on suicidality and self-harm are all 
based on gender identity clinic-referred adolescents and, therefore, may not be rep-
resentative of the young gender diverse population as a whole. However, there are 
only a few population-based studies on self-harm and suicidality among TGD ado-
lescents [22, 23, 32]. One of these studies, utilizing data collected through a survey 
that was held among New Zealand secondary school students in 2012 (mean age 
unknown, age range 12–18 years), reported that 45.5% of the students who identi-
fied as transgender self-harmed in the past 12 months and that 19.8% of the these 
students attempted suicide in the past [22]. In another study that was based on data 
derived from American high school students (mean age 15.4 years) who partici-
pated in a survey between 2013 and 2015, findings were that the prevalence of past 
12-month self-reported suicidal ideation was nearly twice as high for gender diverse 
youth compared with nontransgender youth [32]. The study also reported that 
depressive symptoms and school-based victimization were both significantly asso-
ciated with a higher risk of developing suicidal ideation among gender diverse ado-
lescents. From the above, it can be concluded that self-harm and suicidality are of 
significant concern also for young transgender and gender diverse people and 
require the clinicians’ full attention during the counseling of young gender diverse 
people.

 Factors Related to Mental Health of Gender diverse 
and Transgender Youth

Different factors may be related to the mental health difficulties of TGD youth. 
Apart from the distress of their gender dysphoria, one important hypothesis is that 
these problems are related to minority stress. That is, the increased distress stem-
ming from prejudice and rejection first observed in lesbian, gay, and bisexual 
minorities compared to heterosexual individuals [33]. Community sample studies 
show that youth who are gender diverse and have a gender different from their sex 
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assigned at birth may experience gender minority stress; compared to cisgender 
youth, the higher rates of bullying (up to 80%), harassment, and peer victimiza-
tion mediate the higher odds of substance use, psychological distress, low life 
satisfaction, depression, suicidal ideation, and self-harm [14, 34–39]. In a longi-
tudinal study following a sample of middle-school age children over time, chil-
dren who appraised themselves as gender nonconforming and also felt pressure to 
conform to gender norms were most likely to have internalizing problems [40]. 
Programs that increase acceptance and tolerance and help gender diverse youth to 
come out in schools improve the well-being of transgender youth [41].

In clinic-referred TGD youth, poor peer relation is one of the strongest investi-
gated predictors for behavioral and emotional problems. Although not a direct 
measure of victimization, these studies define poor peer relations by positive 
answers to parent-rated [42], teacher-rated [43], or self-rated [44] items like 
“Doesn’t get along with other kids,” “Gets teased a lot,” and “Not liked by other 
kids.” In three such studies, a direct comparison was made between youth referred 
to a Canadian and a Dutch gender identity clinic. Parents, teachers, and youth 
reported significantly more behavioral and emotional problems in the Canadian 
compared to the Dutch youth [2, 45, 46]. In all three studies, poor peer relations 
fully explained the differences in emotional and behavior problems across the two 
clinics [45, 46]. A more recent study on psychological functioning and peer rela-
tionship problems in adolescents across four European specialist gender services 
(The Netherlands, Belgium, the United Kingdom, and Switzerland) found differ-
ences across Europe. Overall, emotional and behavioral problems and peer rela-
tionship problems occurred most in adolescents from the United Kingdom, 
followed by Switzerland and Belgium. Adolescents from the Netherlands showed 
the least behavioral and emotional problems, and their peer relations were best 
[47]. Cross-clinic differences may, thus, reflect that in some societies there is more 
peer acceptance and tolerance to gender diverse youth than in others, and that 
accepting environments may foster superior mental health outcomes. This knowl-
edge is important when developing programs that help to improve the worrisome 
psychological functioning of transgender youth.

Of course the most important support one can get should come from the direct 
family. Young children, in particular, are fully dependent on their parents for 
receiving help and acceptance regarding their gender diverse behavior. But ado-
lescents as well are seldom able to seek affirming care without their parents’ 
support. Despite increased tolerance in Western societies, coming out as trans-
gender is for many youth still difficult out of fear for their parents’ reaction, 
whether it is justified or not. Adolescents who feel that their families accept and 
tolerate their sexual and/or gender minority identities have better self-esteem, 
social support, and general health, as well as less depression and suicidal ide-
ation [48]. In contrast, LGBT adolescents who have parents who try to change 
their gender-diversity or sexual orientation, either by themselves or by sending 
them to a religious leader, have more depression, suicidality, and less educational 
attainment in young adulthood [49]. Interventions that help to increase parents’ 
acceptance are needed.
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 Clinical Approach

The young TGD population is a vulnerable group in which mental health difficulties 
occur more often than in their cisgender peers. Since these difficulties are related to 
gender minority stress, creating a society that accepts and understands gender diver-
sity in youth and decreasing stigmatization around gender-diversity are of pivotal 
importance. Positive media attention, accepting school climates, and activities that 
empower LGBT youth may all be helpful in reaching that goal. For the individual 
gender diverse child or adolescent, however, it is crucial to identify occurring men-
tal health difficulties in time, and when treatment is needed, refer the adolescent to 
a mental health clinician. When a specialized gender clinic is far from home, mental 
health support should preferably occur in the surroundings of where the adolescent 
lives. The referring clinician should keep in mind that these local health-care pro-
viders might need support in working with gender diverse adolescents from trans-
gender specialists [50].

When medical affirming treatment is considered, it is important to recognize and 
observe emerging mental health difficulties, but mental health difficulties in 
themselves are not an absolute contraindication to starting medical interventions 
[51]. It has to be estimated, however, whether a decision regarding medical treatment 
with lifelong consequences can be deliberately considered and complied within the 
adolescent’s particular situation. If mental health difficulties interfere with a proper 
assessment of the feelings of gender dysphoria or if they impede a gender-affirmative 
treatment, specialized mental health care might be needed prior to the start of 
medical interventions.

In addition to mental health problems, other factors also play a part in deciding 
whether or not to start with gender-affirmative treatment. These factors include the 
capability to conform to a medical trajectory and the decision-making capacity of 
the adolescent. The decision-making capacity refers to one’s ability to utilize 
information about treatment options and to make a choice that is in line with one’s 
own values and preferences [52]. The decision-making capacity can vary per 
adolescent and per situation, and it is therefore essential to be estimated on a case- 
by- case basis.

Another factor that influences the decision regarding medical treatment is 
whether the adolescent is supported by their social environment. Some families 
experience a lot of stress because of the gender diversity and the desire for gender- 
affirmative treatment of the adolescent. One of the problems that might arise, for 
example, is when parents have different views on the diagnosis or treatment of their 
child [50]. When this is the case, it is necessary to reach out to both parents and to 
emphasize the importance of support from parents and the recognition of the gender 
identity of their child. In the most favorable situation, both parents support the 
decision to start with medical interventions before the treatment actually begins. 
Unfortunately, however, this is not always the case. If it is in the best interest of the 
adolescent, sometimes, this decision should be made without the approval of one or 
more caregivers, while taking into account certain relevant legal and ethical 
guidelines [50, 53].
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During the process of clinical assessment and transition, it is important to pay 
attention to issues such as support and social environment. Supportive therapy or 
counseling could help adolescents if they experience unpleasant or disappointing 
events during their transition [50]. Joining support groups or service-users groups 
could also offer empowerment to transitioning adolescents. Finally, clinicians should 
keep in mind that there are adolescents who have unrealistic expectations regarding 
their medical treatment and their transition. It is important to place these expectations 
in perspective so that disappointments can be avoided as much as possible [50].

 Clinical Vignette

Ian is a 15-year-old, who was assigned female at birth. From a young age, Ian has 
known that he does not feel like a girl but like a boy. Ian socially transitioned at age 14 
and has lived since then in the boy’s role, but he is upset about his changing body. Ian 
often feels worthless and gloomy, and he is very anxious about what his peers think of 
him. At certain times, his mood is so bleak and he is so anxious that he does not manage 
to attend school. Ian does not receive treatment for his mental health difficulties.

Ian’s father acknowledges the fact that his child is suffering from gender dyspho-
ria, but he does not support Ian’s identity. For example, Ian’s father still refers to Ian 
using a female name and pronouns. Ian’s father’s greatest concern is the fact that Ian 
does not attend school. Ian and his father often argue about Ian’s school absentee-
ism. Ian’s father indicates that Ian should try harder to attend school, and Ian states 
that it is not that simple. Ian’s mother is not involved in his care.

What could the clinician do?
It is important that the clinician establish a good relationship with Ian so that 

mutual trust arises.
Ian should be referred to psychiatric care for his mood and anxiety complaints. 

A point of attention in this treatment should be the self-image and self-acceptance 
of Ian. It is also important to involve Ian’s teachers at school and his school psy-
chologist in his treatment, so they become aware of Ian’s situation. They can pro-
vide insight into the quality of his peer relations, and they can offer him extra 
support when needed. Furthermore, family counseling should be provided in which 
father can learn to understand the importance of parental support and the recogni-
tion of Ian’s gender identity. Ian and his father can also work on developing a better 
relationship during this therapy. In addition, referring Ian to a support group may be 
considered. A support group could offer Ian recognition for his feelings and could 
provide empowerment. Finally, since Ian is suffering from his changing body, start-
ing medical treatment once Ian and his father have adequate care should be consid-
ered, as discussed in Chap. 14.
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