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Practice Gap

Pediatric primary care providers must recognize that developmentally

appropriate, gender-affirming approaches to the care of transgender and
gender-diverse youth are necessary to reduce comorbidities, including
high rates of suicide.

Ob] ectives After completing this article, readers should be able to:

1. Describe the developmental context for emerging gender identity in
children.

2. |dentify ways in which clinicians can explore gender development as a
part of routine pediatric care.

3. Recognize that early identification and affirmation of gender identity is
essential to engaging supports and promoting positive mental health
outcomes.

4. Describe approaches and options for care available to transgender and
gender-diverse youth and their families.

5. Recognize the potential medical and mental health disparities and risks
faced by this historically marginalized population.

INTRODUCTION

Pediatric primary care providers (PPCPs) establish care with patients at birth and
manage individuals throughout childhood, adolescence, and young adulthood.
Thus, pediatricians are uniquely situated to screen, identify, and care for trans-
gender and gender-diverse (TGD) youth. Large, systematic prevalence studies of
TGD identity in children have not been conducted. (1) A 2016 national survey
estimated that 0.6% of adults in the United States identify as transgender. This
is approximately 1.5 million people and is twice the prevalence found a decade
earlier. (2) Estimates suggest that today’s adolescents identify as transgender
more often than adults. (1)

As children and adolescents become increasingly aware of gender diver-
sity, PPCPs should be attentive to physical and emotional cues that point to
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gender-related distress. Early identification of potential dis-
tress, supported exploration of identity, and affirmation foster
healthy growth and development in a particularly vulnerable
population. It also leads to positive long-term health out-
comes, including decreased morbidity and mortality. (3)(4)
Although the American Academy of Pediatrics recommends
that TGD adolescents be supported and affirmed in their
gender, (5)(6) most PPCPs still lack confidence and sufficient
knowledge to provide care for TGD individuals. (7) Pediatric
providers should orient themselves to this important emerg-
ing area of pediatric practice and take steps toward use of a
gender-affirming, developmentally appropriate framework
that can improve early identification and positive health
interventions for a historically vulnerable population. (6) This
article provides a general overview of assessment and man-
agement planning for TGD youth in the primary care setting.

CLINICAL CASE

Alex is a G-year-old, identified as a female at birth, who
presents to the primary care clinic for a health supervision
visit. The medical record notes: “Mom reports that Alex has
mostly boys as friends, has an interest in activities that are
traditionally male, and sometimes wears brother’s clothes.” At
this G-year visit the PPCP explains that most children explore a
range of gender expressions and identities as they develop.
Several years later, at the 10-year health supervision visit, Alex
has entered puberty, and Alex’s mother reports discussing
expected body changes at home. During the review of antic-
ipatory guidance, the PPCP focuses on future pubertal
changes. Throughout this conversation, Alex grimaces and
hides behind a baseball cap. In response to this, the PPCP asks
about Alex's feelings related to pubertal development, includ-
ing changes in body, emotions, and social roles. Before Alex
can respond, mom interjects that Alex never wants to talk
about it and “wants to ignore puberty altogether.”

DEFINITIONS AND BACKGROUND

Society’s understanding and appreciation of the broad gender
diversity that exists has evolved over time and across countries
and cultures. Increasing numbers of persons—and youth in
particular—are exploring gender, with all its varied identities
and aspirations. Historically, TGD individuals have been
discriminated against, marginalized, and denied appropriate
medical care. With increased awareness and acceptance, TGD
youth today are increasingly looking to their PPCP to help
support, guide, and manage their gender care. (8) To effec-
tively discuss gender concerns, PPCPs should be familiar with
the appropriate (and evolving) vocabulary of gender care.

Pediatrics in Review

Gender is a defining and fundamental aspect of an
individual’s identity. It encompasses the inner sense of
being male, female, a combination of both, or somewhere
in between (gender identity) and the external way a person
presents themselves to (gender expression) and is interpreted
by (gender perception) the world. A person’s assigned gender
refers to the gender assignment made at birth, based on
biological sex, including anatomy, genetics, and hormones.
If a person’s asserted gender identity aligns with their
biological sex, they are considered cisgender. However, other
people insist that their gender behaviors, appearance, and/
or identity do not align with what is socially expected of their
assigned gender. As this incongruence persists and is felt
consistently over time, some gender-diverse individuals
may label themselves with the broad umbrella term trans-
gender. Traditionally, the medical community has associated
a transgender identity with the terms insistent, persistent, and
consistent, but many suggest that gender is more complex.
More specific labels continue to evolve to capture the
complexities of gender identity that people experience; for
example, gender fluid means that one’s gender may shift over
time or in different circumstances, nonbinary means that
one recognizes their gender to be something other than
male or female, and agender means that one feels gender is a
foreign concept to their identity. (9) Table 1 and the Figure
provide an overview of these terms.

Significant discomfort, or gender dysphoria, may develop in
a TGD individual due to the incongruence between gender
identity and assigned gender. It can also result when one’s
gender identity does not align with socially prescribed roles
and expectations based on the person’s assigned biological
sex at birth. (10) Gender dysphoria is highly associated with
depression, self-harm, suicidality, and eating disorders. (11)

Gender-affirmative care focuses on developmentally
appropriate, gender-inclusive management. It acknowl-
edges an individual’s unique gender experience within their
developmental trajectory and accommodates understanding
of gender diversity alongside gender questions and con-
cerns. (12) A gender-affirmative care model naturally builds
upon the family-centered, strengths-based focus of primary
care pediatrics to foster open communication, empathy, and
resiliency—all factors that are critical to supporting all
children and adolescents in their journey to adulthood. (13)

Sexual orientation refers to a person’s identity in relation
to the gender(s) to which they are sexually and romantically
attracted. As understanding of gender continues to evolve,
so do the options and labels for sexual orientation. However,
being gender diverse does not imply anything about who
someone is attracted to, and providers need to be careful not
to make assumptions. (6)
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TaBLE 1. Common Gender Terms and Definitions with Examples from
“The Gender Planet” (Fig) to Create a Child-Friendly Gender

Interview

TERM

DEFINITION

DEPICTION FROM “THE GENDER PLANET”

Assigned gender

An assignment made at birth based on biological sex
characteristics, including anatomy, genetics,
hormones, and other factors

The continent in which a person is born—usually
“Ladyland” or “Manlandia"—which are large and
diverse with different regions and subcultures (eg,
Ladyland contains “feminine foothills,” “tomboy
town”)

Gender identity

A deep internal sense of being female, male, a
combination of both, somewhere in between, or
neither

The continent, or more specific region/subculture, in
which a person decides they want to settle, usually in
a culture in which they feel affirmed

Gender expression

The external way a person expresses their gender (eg,
clothing, hairstyle, etc)

Regional variations in dress, behavior, and customs

Gender perception

The way others interpret a person’s gender expression

Stereotypes, prejudices, and assumptions about you
and your region/subculture made my other
regions/subcultures

Agender One who does not identify with any gender and feels that  Represented by a satellite well beyond the gender
gender is a foreign concept to their identity planet
Cisgender A person whose asserted gender identity aligns with their People who are born on one gender continent and

biological sex

settle there long-term

Gender diverse

People with gender behaviors, expressions, identities that
differ from those that are socially expected based on
their biological sex

Represents the wide diversity of regions and cultures
represented on the gender planet; there is also a
“Gender Diverse Island” where people identify as
being a blend of different gender cultures and
identities

Gender fluid

When a person’s gender identity is not fixed, it may shift
over time or in different circumstances

There is a "gender fluid” cruise boat that takes people
from one continent to another, sometimes to explore
or other places to settle; some people find they fit
best on the boat itself

Nonbinary, genderqueer,
etc

There are many labels that are used by people whose
gender identity is something other than entirely male
or female

These terms are represented by smaller varied islands:
“Third Gender Island” (other than Manlandia and
Ladyland); “Gender Neutral Island” (in between
Manlandia and Ladyland); and a range of new islands
(and terminology) that are being discovered

Transgender

When a person’s asserted gender identity persistently,
consistently, and insistently does not match their
biological sex (eg, persons assigned female at birth
may identify as male, transman, or transmasculine)

People who are born on one gender continent but cross
borders to live and settle outside their assigned
continent

“The Gender Planet” is used with permission from The Gender Book (http.//www.thegenderbook.com).

CLINICAL APPROACH

Pediatric Approach to Gender in the Context of Child
Development
Gender identity is expressed in a developmental process that
begins in early childhood. Past studies suggest that infants and
toddlers present rudimentary forms of gender understanding,
even before gender-differentiating behaviors are observed. For
example, infants as young as 3 to 4 months of age distinguish
between male and female categories of faces, and by 6 to 8
months discriminate male and female voices. (14)

By 24 to 31 months, toddlers engage in verbal gender
labeling and show gender-type toy awareness. (14) Some

TGD children articulate an awareness of feeling “different”
starting as early as preschool. By ages 3 to 5 years, gender is a
highly salient influence on preferences related to play, peer
groups, and clothing. TGD preschoolers typically demon-
strate preferences, behaviors, and belief measures consis-
tent with peers of their asserted gender. (15)

By 5 to 6 years old children develop gender consistency
(understanding that gender is stable from infancy to adult-
hood) and stability (understanding that it does not change
with fluctuation in role or appearance). This reinforces
same-gender stereotyped play preferences and friend
groups. (14)(15) Childhood play involving toys or roles that
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TRANSGE NDPER

Anyone who crosses 1
borders to live outside their
expected gender land could

be described as
transgender.

Figure. “Imagine gender as a planet.” This depiction uses the analogy of a planet with different continents, cultures, and migration patterns to depict
the complexity of gender diversity. See Table 1 for relationship to specific terms. Reprinted with permission from The Gender Book (http://

www.thegenderbook.com).

go against gender stereotypes is a normative experience in
early school-age children: all children experiment with
different dress, makeup, toys, activities, and make-believe
roles. Often the externally imposed environment drives
children toward stereotyped preferences (ie, peer exclusion
and parental expectations). (16)(17) For TGD youth, such
pressures drive their preference “underground,” or force
them to suppress their genuine sense of self, which over
time leads to low self-esteem, shame, and depression. (3)
The onset of puberty—particularly the emergence of
physical features that affect how one’s gender is perceived
(eg, development of breasts and menses or male pattern hair
and masculine habitus)—can be distressing for many ado-
lescents, especially if such physical changes are at odds with
one’s gender identity. TGD adolescents often present with a
sense of urgency and heightened distress as they undergo
these permanent physical changes at odds with their inner
experience of gender and self. TGD adolescents are at
particularly high risk for social withdrawal, self-injurious
behaviors, and restrictive eating disorders. (10)(11)(18)(19)
Many may not directly present with gender concerns but
instead their distress will manifest as declining academic
progress or high-risk behaviors, such as substance use. (10)

Pediatrics in Review

Adolescence is also a time of heightened attention to rela-
tionships, sexuality, and romantic partnership, adding
complexity to the task of gender identity articulation and
assertion. Menses, erections, orgasms, masturbation, and
peer pressure to have sex can be overwhelming and extremely
distressing for TGD youth. (20)

Traditionally, gender development has been understood
as a linear trajectory, but emerging research conceptualizes
it as an ongoing process that is revisited and reevaluated
throughout the life span. (21)(22) It can also interact with
other aspects of identity development, such as realizing
one’s sexual orientation. Although developing a gender
identity and a sexual orientation are distinct processes, they
are not experienced in parallel. Rather, they can overlap,
intersect, and complicate each other. Exploring one’s sexual
orientation may expand one’s exposure to gender diversity,
raising questions about their own gender identity, and
evolving gender identities perpetually challenge the under-
standing of one’s sexual and romantic attractions. (21)

Table 2 provides some developmentally appropriate ques-
tions for patients and parents that may help PPCPs explore
gender and identify gender dysphoria in children and
adolescents.
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Screening for and Identifying TGD Youth

There is no way to predict which subset of gender-ques-
tioning or nonconforming children and adolescents will
identify as transgender adults. (18)(23) TGD youth report an
awareness of difference in their gender experience at an
average age of 8.5 years but delay communicating or dis-
closing until an average of 10 years later. (8) Throughout
development, TGD youth tend to describe their identity as
consistent, persistent, and insistent despite various chal-
lenges and pressures to suppress it. (12)(24) Understanding
that a clear concept of gender identity can take time to
develop for many children and adolescents, PPCPs should
inquire at all annual visits (and whenever concerns arise)
to support patients and families in early identification of
gender dysphoria. As children enter preadolescence, PPCPs
should consider establishing some time alone with the
patient during the annual health supervision visit to assess
gender and other concerns the patient may have in private.
Some parents may not be comfortable with this separation;
however, early identification allows for timely mobilization
of necessary emotional and social supports, treatment plan-
ning, and increased engagement in care. Early identifica-
tion of gender dysphoria can also help establish a treatment
plan well in advance of puberty to increase the likelihood
that the youth’s ongoing development will be congruent
with their asserted gender identity. (6)

PPCPs can model nonjudgmental communication and
understanding for TGD youth and their families by actively
listening to a child’s personal gender narrative. The PPCP
serves a critical role as a trusted adult who can acknowl-
edge and normalize any questions, concerns, or hesitation
regarding gender identity development. A gender-affirma-
tive approach centers on unconditional safety, respect, and
empathy in eliciting the gender narrative. (13)(25)(26)(27)
Table 1 can help guide PPCP inquiry about gender and
gender identity.

SPECIAL CONSIDERATIONS IN ADOLESCENTS

Confidentiality

Confidentiality is a consideration for all adolescents but may
be particularly important to TGD youth. Establishing some
time alone between the adolescent and the PPCP is standard
practice for adolescent care; PPCPs should review confi-
dentiality with adolescent patients and their parents at
regular intervals to support this practice. Adolescents may
be reluctant to reveal their gender questioning and/or
diverse identity to family members and may feel unsafe
to do so. Understanding that the clinic setting is a safe place
to explore and discuss gender identity in confidence may

help the adolescent feel more comfortable exploring these
questions and concerns with the PPCP. (28)

Psychosocial Assessment

Thoughtful psychosocial history-taking and assessment are
key components of any adolescent or young adult exami-
nation; however, for TGD youth this assessment is critical to
understanding the complexity of each individual, including
comorbid concerns. The HEEADSSSS psychosocial inter-
view is a standard assessment tool for adolescent psycho-
social wellness that can help guide a gender interview in an
open and supportive manner. HEEADSSSS is an acronym
for the domains that can be assessed: Home, Education/
Employment, Eating, Activities, Drugs, Sexuality, Safety,
Suicide, Strengths (Table 3). Using open-ended, nonjudg-
mental questions can facilitate a more honest conversation
with the adolescent patient. For example, asking adolescents
how they feel about their gender, in general, and allowing
them to define the labels they use may yield more infor-
mation than just asking if they identify as male or female
based on the provider’s assumptions of what those specific
labels mean.

PPCPs who have established relationships with TGD
youth and their parents are in an ideal position to assess
home, school, and work environments and to build on
sources of support while assessing for potential sources
of rejection, abuse, or safety concerns. Within the psycho-
social assessment there are several areas of concern for TGD
youth. For example, many TGD youth experience feelings of
“otherness” and isolation, so it is essential to ask whether
they feel safe disclosing their identity to friends, family,
and/or other supportive adults. This should be followed by
inquiring about the reasons why they do or do not feel safe
disclosing their gender identity in these settings to better
assess safety and support and to promote healthy adolescent
development. (6)(11)(18)(24)(28)

Transgender people experience disproportionately high
rates of interpersonal violence of all types, by both strangers
and people they know (family, romantic partners). Research
has shown that most TGD people will experience violence in
their lifetimes. This risk starts at an early age through
bullying and intimate partner/dating violence, and it per-
sists throughout the life span. (29)(30)(31) Likewise, 40% of
transgender people have attempted suicide in their lifetime,
which is 9 times the rate among all people in the United
States. (30) Therefore, safety assessments should be con-
ducted frequently, including specific inquiry about exposure
to violence, bullying, and thoughts of self-harm or suicide.

Body dissatisfaction is common among TGD youth,

and individuals may experiment with weight or exercise
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7aBLE 3. HEEADSSSS Psychosocial Tool for Assessing Resiliency and
Risk Among TGD Youth, With affirming Interventions

DOMAIN

ADAPTED FOR TGD YOUTH

AFFIRMING INTERVENTIONS?

H Home environment

® Who (if anyone) in your family have you disclosed
your gender identity to?

®\Who is supportive and understanding? Who might
struggle with it or may not be supportive?
e Are there safety concerns at home?

 Explore ways to disclose gender identity to family
(in writing, in person), with support when
appropriate and safe to do so

® Connect patient/family with counseling, support
resources

e Assess risk of homelessness, abuse, other safety
concerns

E  Education and/or employment

® Have you disclosed your gender identity to anyone
at school or work (teachers, counselors, co-
workers, friends/peers)?

® Have appropriate accommodations been made to
affirm your gender (name use, bathroom/locker
room use, etc)?

® What resources support you (genders and
sexualities alliance, peer/adult allies, etc)?

e Are there safety concerns at school, at work, or in
the community?

e Work with the family, school, employer to
develop a gender plan with appropriate
accommodations

e Advocate for gender-inclusive antibullying
policies in local schools and community

E Eating and dietary concerns

* How do you feel about your body, body shape,
weight, and the way you present yourself to
others?

® Have you ever changed your diet or exercise
behaviors to deal with body dissatisfaction?

® Do you ever make yourself vomit or take any
substances or supplements to try to change the
shape/composition of your body?

Understand that disordered eating and body
image are more prevalent in TGD youth

o Offer medical, dietary, and psychiatric referrals
when appropriate

A Activities

® Have your peers been helpful, hurtful, or
somewhere in between?

e What activities are you interested in?

e Are school and activity settings safe and affirming
environments for you?

e Discuss safe ways to disclose to peers, team
members, coaches

Ensure appropriate accommodations
Advocate for gender-inclusive sports and
extracurricular policies

Provide gender education to coaches and
communities

D Drugs and substance use

® Some gender-diverse teens may use substances to
cope with feeling different and other stressors.
What substances have you tried? Are there any
that you use regularly?

® Has substance use ever affected home, school, or
friendships?

® Do you have any concerns about your substance
use?

Discuss healthy ways to manage stress and
dysphoria

® Motivational interview with focus on the larger
context of gender and future related goals
e Appropriate referral when concerned

S Sexuality

e \Who are you attracted to, if anybody?

® Do you have a label to identify your attractions,
and what does that label mean to you?

e [f you are in a relationship(s), do you feel
supported? Are there any safety concerns? Do you
ever feel pressure to engage in sexual or other
activities by your partner(s)?

* What types of sexual activities do you engage in or
are you curious about? Do your relationships,
sexual activity, or use of certain body parts for sex
create any discomfort based on your gender
identity?

Supportive discussions about healthy
relationships, sexuality

o Offer contraception, sexually transmitted
infection prevention, vaccination, other
preventive services

Provide education about gender-inclusive
approaches to sexual health issues
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TABLE 3. (Continued)

DOMAIN

ADAPTED FOR TGD YOUTH

AFFIRMING INTERVENTIONS?

S Safety

e Do you feel safe at home, school, work; in your
relationships; and in the community?

e Have you ever been hurt (verbally, physically, or
sexually) because of your gender?

e Assess risk of abuse and any safety issues
e Provide education on personal safety

e Advocate for policies to promote safety of all
youth, including antibullying policies

S Suicide, depression, and mental

health

e How do you feel about your gender (proud,
confused, angry, sad, ashamed, or any number of
other emotions)?

® Describe the times where you have felt down,
angry, worried, or bad about who you are. Do
these or any other emotions get in the way of your
everyday life?

e Have you had feelings of wanting to hurt or kil
yourself or others? Have you ever acted on these
feelings?

® \When you are struggling emotionally, what do you
do to cope and who can you go to for support?

e Understand that anxiety, depression, suicidality,
and self-harm are more prevalent in TGD
populations

e Provide anticipatory guidance bolstering stress
management and positive supports

o Offer services to help youth cope with the effects
of minority stress

e Advocate for improved mental health resources
and access

S Strengths and resiliency

e What do you like about yourself? What are you
good at? What are your personal values?

e What are your hopes and dreams for the future,
particularly in terms of gender, relationships, and
ways you want to contribute to the world?

o Celebrate skills, interests, and aspirations; provide
counseling and resources to help foster these
resiliency factors

e Use a strengths-based approach that emphasizes
positive attributes when communicating with
the youth and the family

TGD=transgender and gender diverse.
9See the Resource list for links and practical examples.

manipulation to suppress development or achieve a physical
appearance that is more consistent with their asserted
gender. Emerging evidence suggests that TGD individuals
are more likely to engage in disordered eating behavior
compared with cisgender peers. (11)(19)(32)(33) Therefore,
PPCPs should be alert to changes in nutrition and exercise
habits and should screen for disordered eating behavior.
Weights should be obtained at all visits and trends followed
over time to help identify more secretive behaviors. Body
dissatisfaction in TGD youth can co-occur with depression,
victimization, and substance use or experimentation.
(8)(x0)(11)(28) Providers should, therefore, screen for drug,
alcohol, and tobacco use alongside other psychosocial risks.

For all sexually active adolescents and young adults it is
important to take a thorough sexual history. For the TGD
patient, this should include inquiring about—and using—the
labels that they might use for their genitalia to make the
discussion more comfortable and avoid triggering dysphoria.
(34) Itis critical to ask about sexual behavior to assess risk; for
example, asking specifically about oral, anal, and genital sexin
addition to any instrumentation will help inform counseling,
safety recommendations, and screening.

In terms of pregnancy prevention, hormonal and surgical
methods of contraception should be reviewed with all TGD

youth, including those who are taking gender-affirming hor-
mones, because these hormones do not adequately prevent
unplanned pregnancies. (34)(35) Hormonal contraception
methods may not be well tolerated and may trigger dysphoria,
particularly if it leads to menstruation, vaginal bleeding, or
cramping (eg, with the use of a cyclic oral contraceptive pillin a
TGD youth with female anatomy that identifies as male). The
specific hormone present may also lead to concerns or issues
with compliance (eg, use of an estrogen-containing method in
a'TGD youth that identifies as male). Careful review of options,
adverse effects, and expected menstrual patterns will help
maximize satisfaction with care. For PPCPs who are not
comfortable with contraceptive management options, partner-
ship with a TGD-informed gynecologist or adolescent med-
icine specialist can facilitate timely access to care.

It is important to provide anticipatory guidance around
methods of reducing sexually transmitted infections. Exter-
nal and internal condoms and dental dams should be
discussed as barrier protection against sexually transmit-
ted infection and pregnancy. In sexually active youth, lab-
oratory and point-of-care testing for sexually transmitted
infections, including gonorrhea, chlamydia, trichomonas,
human immunodeficiency virus, and syphilis, should be
conducted regularly based on individual risk factors. (36)(37)
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Depending on the sexual practices of the patient, PPCPs
should have a low threshold for additional screening tests
(eg, herpes simplex virus, hepatitis A/B/C) (37)(38) and to
start preexposure prophylaxis for human immunodefi-
ciency virus prevention. (39)

Regardless of a TGD youth’s affirmed gender, routine
preventive screening examinations and tests (36) are con-
ducted based on the patient’s anatomy and biological sex.
(10)(35) This should be carefully discussed and planned
ahead of time with the youth and their family because
accommodations may be necessary. For example, a TGD
young adult who has a uterus would need gynecological
care, including routine cervical cancer screening. Sedation
for the procedure may be necessary to avoid emotional
distress and reproductive anatomy dysphoria.

CREATING A WELCOMING CLINICAL ENVIRONMENT

In addition to striving for a nonjudgmental, gender-affirm-
ing interpersonal approach to care, the pediatric clinical
environment itself can send an important message to
patients and families attuned to gender concerns. PPCPs
can promote a sense of safety and inclusion by visibly
posting a rainbow flag, pink triangle, or other gender-
inclusive symbol; identifying unisex bathrooms; exhibiting
posters and brochures about TGD health concerns; and
posting a public statement of nondiscrimination, including
noncisgender options on registration forms and other mate-
rials (not just male or female) (40)(41)

Quality improvement initiatives and diversity training
that addresses the unique needs of TGD youth and their
families should be offered to all clinical and administrative
staff. The patient-asserted name and pronouns should be
used by staff and reflected in the medical record (promi-
nently or confidentially) with the consent of the TGD youth.
Some limitations may be imposed by factors such as safety
concerns, billing systems, and the medical record system;
staff should be sensitive to these limitations and discuss
them proactively with the TGD patient. (41)

Careful consideration should be given when sensitive
aspects of the physical examination are necessary because
they can be very anxiety provoking for TGD youth. For
example, some individuals may be uncomfortable changing
into a gown or undergoing Tanner staging, breast exami-
nations, or genitourinary examinations. Letting patients
know what to expect in the examination ahead of time,
and asking permission to proceed, can allow individuals
the opportunity to express discomfort and give PPCPs
the chance to inquire and address these concerns directly
with the patient. If the patient declines any part of the
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examination, PPCPs should be comfortable deferring to a
future date. Patients may appreciate an explanation of why
the examination is important, and what to expect at the
future visit. In some cases, patients or families may be able
to articulate measures that can be taken to decrease anxiety
and improve the experience in the future. (42)

MANAGEMENT OPTIONS

Management considerations range widely for TGD youth,
and there is no single prescribed “path” or sequence of steps
to gender affirmation. Rather, treatment planning depends
on the specific indications and gender aspirations of the
individual, the readiness of the individual and the parents to
undertake a care plan, and the individual’s developmental/
pubertal stage.

PPCPs need to have some understanding of—if not
expertise in—treatment options for gender dysphoria. At
a minimum, PPCPs should be able to facilitate a basic
discussion of management options and timely referral to
other providers with expertise in this area if they are not
comfortable or able to deliver comprehensive care them-
selves. National and state laws, as well as institutional
policies, often dictate or direct care that can be provided
to children and adolescents, including considerations regard-
ing confidentiality and consent. PPCPs should be aware of
these laws and policies. (6)

Various protocols are available to guide gender-affirma-
tive care, including specific dosing recommendations for
medications that can be administered in a primary or sub-
specialty care setting; most treatment plans are based on the
World Professional Organization for Transgender Health
Standards of Care (43) and the Endocrine Society guidelines.
(44) This section briefly outlines several key management
considerations relevant to the primary care setting. Impor-
tantly, no medication or other treatments are currently
approved by the Food and Drug Administration (FDA)
for the purposes of gender alteration and affirmation. There
is ongoing research on the efficacy and safety of these
medications, and this review article is not meant to encom-
pass all aspects of medication use, controversies, or poten-
tial adverse effects; these can be found elsewhere. (44) Table
4 provides some general considerations that PPCPs should
be familiar with as they counsel a TGD youth on potential

next steps in gender management.

PUBERTAL SUPPRESSION

For many TGD children, pubertal onset in particular is accom-
panied by intense anxiety and distress. Gonadotropin-releasing

Downloaded from http://publications.aap.org/pediatricsinreview/article-pdf/41/9/437/827793/pedsinreview_20180194.pdf
bv Stonv Brook lniversitv user



TaBLE4. Framework for Pediatricians to Assess Patient Goals and Options

for Gender-Affirmative Care

DEFINITIONS AND CONSIDERATIONS

TIMING

Social affirmation

Adopting gender-affirming name, pronoun,

May occur any time in life when appropriate and

hairstyle, clothing, makeup, restroom use, etc safe
® Involves no medications or other interventions

Legal affirmation

The process of making certain changes (name,

gender marker) official on documents, such as
birth certificate, identification, school forms

Blocking puberty

(leuprolide, histrelin)

Medications pause pubertal progression through Administered during puberty (Tanner stage 2-4),
suppression of sex steroid production
e Gonadotropin-releasing hormone analogs

occasionally after puberty for menstrual
suppression

e Considered safe and reversible, but limited

research on long-term use

e Can prevent permanent physical changes,
future surgical or invasive interventions
e Gives time for exploration and mobilization of

necessary supports

Medical affirmation (gender-affirming
hormones)

Sex steroids induce physical characteristic that
affirm one’s gender identity

Can be given any time after onset of puberty,
from early adolescence to adulthood

e “Masculinizing” hormone: testosterone
e “Feminizing” hormone: estradiol

Other medications:

e Pro-androgenic progestins or contraceptives

for menstrual suppression

e Anti-androgens (spironolactone, finasteride)
block testosterone, male pattern hair

e Some effects are partially reversible (skin
texture, muscle, and fat changes)

e Others are irreversible (vocal and hair changes;

breast development)

Surgical affirmation (gender-affirming
surgery)
gender identity

Surgical procedures alter physical appearance and  Usually considered in adults, but in adolescents
function to better align one’s appearance with

on a case-by-case basis

e Variety of procedures, including chest
alteration, genital alteration, facial feminization,

and others
e Considered irreversible

hormone (GnRH) analogs are safe, reversible medications
that pause pubertal development, thereby relieving the
distress of pubertal development in an adolescent who is
experiencing gender dysphoria. The medication can be
initiated when patients reach Tanner stage 2 or at any
subsequent point throughout puberty. The use of GnRH
analogs allows the TGD adolescent and the family time
to explore gender identity, access psychosocial supports,
further refine treatment goals, and establish a longer-term
treatment plan. Ultimately this intervention can prevent
undesired, irreversible physical development and can allow
avoidance of surgery that would otherwise be needed to
revise such undesired development. (45)(46) Although
GnRH analogs used in this manner lead to improved mental
health outcomes, (47) the research on long-term risks is
limited. (46) For many pediatric patients, use of GnRH

analogs is the first step toward medical management of
gender dysphoria.

GENDER AFFIRMATION

There are multiple factors that contribute to gender

affirmation:

e Social affirmation includes reversible changes to
one’s gender expression, such as name or pronoun
changes or changing one’s clothing or appearance.
These external changes can be critical for TGD
youth: a recent longitudinal study suggests that early
support and social acceptance of TGD identity is
linked with decreased depression rates (similar to
cisgender peers) and substantially reduced rates of
anxiety. (24)
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e Legal affirmation involves legally changing the name
and gender identifier on all identification and legal
documents.

® Medical affirmation (gender-affirming hormones) involves
administration of sex steroids, primarily estradiol or
testosterone, to induce feminine or masculine physical
development, respectively. For some patients, including
many TGD youth who identify as nonbinary, progestins
and progestin agonists can provide benefit, including
suppressing menses (contraceptive agents), suppress-
ing endogenous androgens (spironolactone or finas-
teride), or augmenting feminization with estradiol.
(35)(44) Medical affirmation may be done by PPCPs,
with sufficient training and support available, or
through consultation with trained gender specialists.
(45)(48) When used longitudinally, gender-affirming
hormones will eventually lead to both reversible and
irreversible changes and will require intermittent
serum monitoring to prevent subtherapeutic or su-
pratherapeutic adverse effects. The use of gender-af-
firming hormones in TGD youth at serum levels
physiologically concordant with the asserted gender
seems to be safe, (49) with increasing evidence that
supports its positive therapeutic impact. (50)(51)

o Surgical affirmation (gender-affirming surgery) involves
irreversible procedures to achieve feminizing or mas-
culinizing features related to hair distribution, chest
contour, genitalia, facial features, etc. Current protocols
typically reserve surgical affirmation for adults but allow
for consideration in adolescence on a case-by-case basis
depending on the potential benefit of the surgery to the
individual’s overall health and development. (52)(53) The
PPCP can provide an important voice in this discussion
(along with gender care specialists and mental health
providers), facilitate referral to appropriate providers
locally or elsewhere in the United States, and play a key
role in presurgical and postsurgical planning, prepara-
tion, assessment, and follow-up.

FERTILITY AND FAMILY PLANNING

It is important to counsel all TGD youth and parents
considering medical and surgical gender affirmation on
the potential issues related to sexual function, fertility,
and family planning. Gender-affirming hormones may
impair erectile function and stop menses but do not nec-
essarily prevent unintended pregnancy. (54) In addition, the
effect of sustained GnRH analogs and gender-affirming
hormones on fertility remains unknown (35); patients
who start GnRH analogs early in puberty and transition

Pediatrics in Review

directly to hormone therapy may experience a reduction or
elimination of fertility. (44) Hormonal and surgical methods
of contraception should be reviewed with all TGD youth,
(34)(35) with careful consideration for menstrual pattern or
absence depending on the method selected. TGD youth
should be counseled about family planning and should be
offered fertility preservation options early in treatment.
(35)(55)(56) TGD individuals have options for achieving their
desired family but report encountering many barriers to
becoming a parent. (55) As reproductive technologies con-
tinue to evolve, it is likely that fertility preservation options
for TGD individuals will expand (57); PPCPs should identify
gynecologic and urologic collaborators in their region to
support provision of all options.

AN ECOLOGICAL APPROACH: MENTAL HEALTH,
FAMILY AND SCHOOL SUPPORT, AND PUBLIC POLICY

A youth’s disclosure of his or her TGD identity, or “coming
out,” should occur when the patient deems to be ready, with
appropriate support, and after consideration of any possible
safety issues (ie, risk of interpersonal violence, homelessness,
etc). Information related to gender and sexuality is considered
confidential, as long as there is no apparent risk of harm, and it
is never appropriate for a provider to openly disclose or “out” a
patient’'s TGD status. (5)(28) The PPCP can act as a trusted
adult for children and adolescents who are unsure of how to
approach disclosure to family and friends. PPCPs can facilitate
these important conversations with family, put supports in
place, and brainstorm or provide safety plans for patients
preparing to disclose their gender identity.

The treatment for gender dysphoria is affirmation,
understanding, and support to prevent internalization
and isolation. Multiple studies indicate that family accep-
tance of a TGD youth is critical to their short- and long-term
well-being, with improved health outcomes well into adult-
hood. (58) Yet families often struggle to understand and
accept their child’s TGD identity because of their deep-set
beliefs, fears, response to social pressure, and biases. (25) It
is important to note that “acceptance” refers to the ability to
recognize the youth'’s struggle and to provide unconditional
love. There may be concerns, questions, and disagreements
on the part of the parent and/or the youth that need to be
acknowledged; this does not necessarily constitute rejection
but is part of the process of acceptance and accommodation
over time. (25)(59) A primary role of the PPCP is to facilitate
these conversations and advocate for the TGD youth in
making sure that dialogue occurs without causing harm.

Adolescents spend much of their time at school, and this
environment may be particularly uncomfortable for TGD
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adolescents. TGD youth report missing school due to feeling
unsafe and/or being denied bathroom access and report being
discouraged from participation in extracurricular activities.
(31) They report increased experiences of verbal harassment,
physical assault, and sexual abuse at school. (30) In a national
study, only 6% of TGD youth said that their schools had
policies to protect them based on gender identity. (31) In light
of this, PPCPs can help adolescents and parents identify and
access supportive adults in the school and can partner with
schools to create a safe environment for TGD youth (eg,
through support of antibullying policies and accommodations
that affirm a child’s asserted gender, such as use of asserted
name and preferred bathroom use).

From a public health perspective, TGD individuals, com-
pared with their cisgender peers, experience substantially
higher lifelong rates of anxiety, depression, self-harm and
suicidality, substance use, eating disorders, victimization,
homelessness, and incarceration. (8)(10)(tz)(x9)(28)(30)(48)(60)
Minority stress theory postulates that both explicit and
implicit biases foster prejudice and discrimination against
stigmatized minoritized groups, which, when combined with
low social support and resources, leads to a physiologic stress
response. When stress persists, itleads to anxiety, depression,
and poor mental and physical health sequelae. (61) The
experience of stigma and exclusion from a TGD identity
can intersect with race, ethnicity, socioeconomic status,
migrant status, and other marginalized identities to com-
pound the experience of stress and sense of being different
than others. (61)(62) This model may explain some of the
extreme health disparities faced specifically by transgender
women of color. (62) Leaders and policymakers need to
understand the barriers faced by minoritized populations
to promote population health through decisions that promote
awareness and equity while reducing disparities in resources
and opportunities. PPCPs can play an integral role in advo-
cacy toward such change.

CONCLUSION

Our understanding of gender identity, including the medical
and emotional needs of TGD youth and their families, is
continually evolving. As our cultural understanding gains
momentum, it can be challenging for PPCPs to keep up with
new/changing terms, treatment options, and best practices.
Historically, gaps in knowledge and training present unnec-
essary barriers to care for TGD individuals, particularly among
children and adolescents. PPCPs have the potential to play an
essential role in early identification and affirmation of gender-
diverse youth. In delivering appropriate screening, anticipa-
tory guidance, and supportive care to children and adolescents

as they explore concepts of gender, sexuality, and gender
identity, PPCPs can use the familiar pediatric framework of
growth and development to support gender exploration and
authentic gender assertion as a normative experience. This
fosters early access to mental health, family support, and
ongoing gender-affirming care that, ultimately, reduces the
risk of gender dysphoria, isolation, and shame that many TGD
youth unfortunately face. PPCPs can be strong allies for TGD
patients and their families in the clinic, community, and
beyond, providing the promise of both a medical home and
a future that celebrates people for being true to themselves.

Evidence/Summary

Growing evidence reflects the value of using an ecological, gender-
affirming approach to TGD youth in all settings, but especially in
primary care. Supportive acceptance from a known PPCP can
facilitate medical and psychosocial supports that will enable TGD
youth to live their authentic gender experience at home, at school,
and in their community.
® Based on strong recommendations B, C, and D, a pediatric gender-
affirmative care model acknowledges an individual’s unique
gender experience within their developmental process. It
naturally builds on the family-centered, strength-based focus of
primary care pediatrics to foster positive development through
open communication, empathy, and resiliency.

e Based on strong recommendations B and C, transgender and
gender-diverse (TGD) youth may present to the clinical setting
with heightened distress as they go through the physical and
emotional changes of puberty. TGD youth may not explicitly
identify gender concerns but might instead exhibit high-risk
behaviors and social disengagement (eg, school failure, social
isolation, substance use, self-harm, disordered eating, high-risk
sexual behaviors).

® Based on strong recommendations C, D, and X, PPCPs play an
essential role in identifying and normalizing gender diversity
early so that family support and understanding can be
established. This is achieved through routine gender screening
and anticipatory guidance throughout childhood.

® Based on strong recommendations C, D, and X, early identification
provides increased engagement and support, timely targeted
planning and treatment options, and an increased likelihood that
the TGD youth’s ongoing development will be congruent with
their asserted gender identity.

® Based on strong recommendations B, C, D, and X, there is growing
understanding and research regarding best practice in gender care
for children and adolescents. This knowledge base will continue to
evolve, but current best practices support a gender-affirmative
approach throughout childhood and adolescence. Approaches
that force children to suppress rather than explore their authentic
self, or that deny access to appropriate medical care and emotional
supports, are detrimental to childhood health and well-being.
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CASE FOLLOW-UP

Because Alex is uncomfortable talking about puberty, the
PPCP affirms that puberty can be a sensitive topic for all
children but that it is a critical period of physical, emotional,
and cognitive change. The PPCP says, “Sometimes these
changes may not feel right, and may make children scared
or uncomfortable.” Assurance is given to Alex that the clinic
is a “safe space” where one can ask questions, raise con-
cerns, or talk about anything that feels uncomfortable. The
PPCP asks, “Do you have any questions or problems about
your body?” Alex answers, “Kids at school sometimes tease
me and say I am a boy, and sometimes I do feel more like a
boy.” Mom states, “Shouldn’t Alex know her gender by now?”
The PPCP responds, “Gender is complicated. While we often
think kids have it figured out at a younger age, we now know
that is not always the case. I am really glad we are talking
about this because your mom and I are here to support you.”
Alex smiles as Mom states, “No matter what the gender, you
are still Alex to me and I love Alex no matter what.”

RESOURCES

Guidelines and Protocols

e World Professional Association for Transgender Health:
http:/ /www.wpath.org

e Endocrine Society: https://www.endocrine.org/guide-
lines-and-clinical-practice/clinical-practice-guidelines

e University of California San Francisco Center of Excellence
for Transgender Health: http://transhealth.ucsf.edu/

e Fenway Health: http://fenwayhealth.org/care/medical/
transgender-health/

e Human Rights Campaign & American Academy of Pedi-

atrics - Supporting & Caring for Transgender Children:

Pediatrics in Review

https:/ /www.hrc.org/resources/supporting-caring-for-trans-
gender-children

e Physicians for Reproductive Health, Adolescent Repro-
ductive Sexual Health Education Project: https://prh.org/
medical-education/

Hotlines for Youth

e GLBT National Youth Talkline (peer counseling, local
resources): 800-246-PRIDE

e National GLB Youth Hotline: 800-347-TEEN

e The Trevor Project (suicide prevention, resources): 866-
488-7386, http://www.thetrevorproject.org

General Education on LGBTQ Issues and Mental Health

e Gender Spectrum (resources, trainings for gender sen-
sitivity): http://www.genderspectrum.org

e The Gender Book (book explaining complexities of gender,
resources): http://www.thegenderbook.com

e National Alliance on Mental Health: https://www.na-
mi.org/Find-Support/LGBTQ

e CDC Fact Sheet: http://www.cdc.gov/lgbthealth /youth.htm

® Gay, Lesbian & Straight Education Network (resources for
educators): http://www.glsen.org

Family Resources

© The Family Acceptance Project: https://familyproject.sfsu.edu

e Parents, Families & Friends of Lesbians and Gays
(PFLAG): http://community.pflag.org

e The Parents Project: http://www.theparentsproject.com

¢ Gender Spectrum (includes resources for schools): http://

www.genderspectrum.org

References for this article are at hitp://pedsinreview.aappub-
lications.org/content/41/9/437.
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PIR Quiz

Individual CME quizzes are available via the blue CME link under the article title in the Table of Contents of any issue.
To learn how to claim MOC points, go to: http://www.aappublications.org/content/moc-credit.

1. A 3-year-old boy enjoys dressing as a princess to play make-believe with his 5-year-old
sister. He wants his own princess outfit. His mother is concerned about her son’s behavior.

In your discussion with the mother, which of the following are the most accurate
explanation of and recommendation for this child’s behavior?

A. He is not old enough to be aware of gender-related differences.

B. He needs increased opportunities to play with boys.

C. His behavior is predictive of gender dysphoria at puberty.

D. His gender identity will be firmly established by age 7 years.

E. His play behavior during early childhood is a normative experience.

2. Your group practice has been considering ways to explore gender as a routine component

of pediatric care. The clinicians and staff have received training about approaches to

gender-affirming care. There are plans for gender-inclusive symbols to be posted in the

examination rooms and unisex signage for the bathrooms. Which of the following

strategies would you recommend that the practice adopts for late childhood-peripubertal

annual visits?

A. Establish a pattern of requesting time alone with the child during annual routine

visits and elicit a gender narrative.

B. Selectively target those who have achieved Tanner stage 2 and obtain an adequate

history from parent and child to assign a gender label.

C. Selectively target those with evidence of self-harm and ask if they have questions

about their body.

D. Selectively target those with a positive depression screen and ask if they are

comfortable with their assigned gender.

E. Selectively target those for whom their gender expression does not align with what
is socially expected for their assigned gender and ask if they are attracted to boys or

girls.

3. You are seeing an 11-year-old girl who has a skin rash on both breasts. The mother has

asked her daughter to stop wearing tight-fitting sports bras. At her last routine visit 6
months ago you noted that her breasts were Tanner stage 2 and discussed pubertal

changes with the mother and daughter. The girl has not achieved menarche. After her
mother leaves the room for the physical examination the girl tells you she now prefers to
be called Leo rather than her given name Lucy. You agree to call her Leo and she agrees to
let you look at but not touch her breasts. There is a bandlike pattern of erythematous small
papules across both now Tanner stage 3 breasts. She is unhappy about the growth of her
breasts and has been binding them with a cloth wrap. She tells you that she dreads the
onset of menses. Which of the following is the most appropriate next step in the man-

agement of this patient?

A. Discuss suppression of puberty with a gonadotropin-releasing hormone analog.

B. Have her name legally changed.

C. Initiate treatment with testosterone patches.

D. Prescribe fluoxetine and cognitive behavioral therapy.

E. Wait for menarche to initiate use of continuous oral contraceptive pills.

4. A 9-year-old girl presents for a health supervision visit. She has adopted a vegetarian diet

and has had less-than-expected weight gain since her last visit 1 year ago. She enjoys
playing ice hockey on a year-round team composed of mostly boys. She has always
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preferred playing sports with boys. Her mother steps out of the room to give her daughter
privacy for the physical examination. The girl tells you she does not want to remove her T-
shirt for the physical examination, and you respect her wishes. When you ask her about
physical signs of puberty she becomes anxious and says she does not want her body to
change. Based on multiple studies, which of the following represents a key critical factor to
her short- and long-term well-being and positive health outcomes?

org/content/moc-credit.
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A. Enrollment in a school with accommodations that affirm her asserted gender.

B. Frequent opportunities to socialize with transgender and gender-diverse youth
and families.

C. Her family’s unconditional love and acceptance of her gender dysphoria.

D. Pharmacologic treatment for her comorbid eating disorder.

E. Prompt referral to a center for mental health and endocrine services provided by
trained gender specialists.

5. Transgender and gender-diverse individuals are a vulnerable population that face
potential medical and mental health disparities. Compared with their cisgender peers,
transgender and gender-diverse individuals experience substantially higher lifelong rates
of which of the following conditions?

Homicidality.

Obsessive compulsive disorder.

Personality disorder, narcissistic.

Schizophrenia.

Suicidality.
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