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Gender dysphoria and gender variance in children
– diagnostic and therapeutic controversies
Monika Puszczyk, Dominik Czajeczny
Summary
The phenomenon of atypical gender identity in adolescents and adults, in diagnostic classifications called
gender identity disorder – transsexualism (ICD-10) or gender dysphoria (DSM-5), arouses interest among research communities both in Poland and elsewhere. At the same time, much less attention is paid to the same
phenomenon occurring in childhood, leaving a gap of potential significance to a wide range of specialists including psychiatrists, psychotherapists, pediatricians and social workers. The aim of this paper is to provide
a synthesis and present the current state of knowledge about children with atypical gender identity and their
families. Available data pertaining to etiology, psychopathology and development of individuals experiencing
gender dysphoria in childhood are analyzed. Further, the aim is to highlight the controversies surrounding diagnostic and therapeutic processes, considering that the vast majority of gender-dysphoric (GD) children appear to no longer experience the symptoms in adolescence and adulthood. Therefore, the paper presents
some important areas of care and stresses the need for great caution and individual approach when working
with GD children and their families.
gender dysphoria in children, gender variance, gender identity in childhood, atypical gender
identity development

The diagnostic category of gender identity disorder (GID) of childhood was first introduced1
into the DSM-III classification (1980) [1] and
was included together with transsexualism and
atypical gender identity disorder in the gender
identity disorder parent category. The most important characteristic of GID is the discrepancy between anatomical sex and gender identity defined as a strong sense of being either male
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or female [1]. From the beginning, this category has provoked controversies both among experts and members of LGBT (lesbian, gay, bisexual, transgender) rights organizations. The introduction of GID into the DSM diagnostic classification system was seen as a veiled attempt
to restore the category of homosexuality, previously excluded from DSM-II, allegedly to legitimize “preventive treatment” of homosexuality
[2,3]. Other allegations, which are maintained
in modern literature, concern the validity of the
GID category. In the course of preparing the fifth
DSM revision, some LGBT activists claimed that
it is stigmatizing to label behaviors incongruent
with gender stereotypes as disorder symptoms

The first diagnostic category to describe strong atypical gender identity in children was incorporated in ICD-9.
The category “Disorders of psychosexual identity” was included in the chapter called “Sexual deviations and disorders” and defined as behavior displayed in psychosexually immature pre-pubertal individuals, similar to “transvestism” and “transsexualism” (ICD-9) [11].
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and that it may cause suffering in individuals
who display such behaviors [4].
Criticism also came from research communities. Barlett et al. [5] claim that GID does not
meet contemporary mental disorder criteria.
In their opinion, a serious limitation of studies on GID is that they fail to separate children
whose distress is caused by cross-gender behaviors and those whose distress is directly related to biological sex characteristics (gender dysphoria). Ehrbar et al. [6] point to difficulties with
distinguishing between these groups at diagnosis. According to Barlett et al. [5], only the latter can meet some criteria for mental disorder
as specified by the American Psychiatric Association (APA).
Eventually, despite the opposition, GID in
children was included in the category of sexual disorders in DSM-5 [7]. The name of the category was changed, though, to gender dysphoria
(GD) and the emphasis was shifted from gender
identity itself to the related distress experienced
by an individual which causes significant deterioration in his or her quality of life. As stressed
by the APA [7], gender dysphoria refers to emotional distress over “(…) a marked incongruence between one’s experienced/expressed gender and assigned gender.” According to the definition, gender dysphoria is a subjective disorder of mood/affect experienced by people whose
psychological gender is incongruent with their
biological sex [8]. To be diagnosed with GD,
a child has to manifest, for at least 6 months, at
least six of eight signs (concerning attitudes towards anatomy, attire and play stereotypically
associated with the assigned gender) included
in DSM-5 [7]. One of these signs must be criterion A1: “A strong desire to be of the other gender
or an insistence that one is the other gender (or
some alternative gender different from one’s assigned gender).” The condition must also cause
clinically significant distress and impairment of
functioning in important areas of life (criterion
B). GD can be diagnosed with or without co-occurring disorders of sexual development.
Controversies over gender dysphoria are ongoing at a time when the eleventh revision of
ICD is being prepared for publication in 2018.
A document issued by the Global Action for
Trans Equality (GATE) [9] questions the validity of the GD category pertaining to children
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and objects to pathologizing manifestations of
gender nonconformity. GATE also argues that
therapeutic and medical interventions in children who diverge from gender stereotypes contradict the attitudes of respect towards and acceptance of sexual diversity declared by the
World Health Organization. GATE proposes
that healthcare professionals should use nonpathologizing categories listed in ICD-10 under
“Factors influencing health status and contact
with health services” (Z codes) when working
with individuals displaying GD symptoms [10].
Drescher et al. [11] warn that grouping GD with
ICD-10 Z codes, which are intended for normative phenomena, could make insurance providers and healthcare systems refuse to financially
support GD individuals. Access to treatment requires diagnosis, which recognizes a given phenomenon (directly or indirectly) as pathological. In their opinion, it is highly unlikely that social ostracism towards children with GD is related solely to the medical diagnosis. Drescher
et al. found that the community agrees that GD
children should have access to specialist help,
while the exclusion of GD category is problematic and counterproductive. They suggest that
GD could be treated the same way as other natural phenomena (such as menopausal and female
climacteric states (N95.1) or single spontaneous
delivery (O80)), subject to medical treatment and
included in classification systems to ensure patients’ access to healthcare despite the fact that
they are not pathological in any way.
Importantly, the term used in the source literature and by advocates of excluding gender dysphoria from diagnostic classification is a somewhat broader gender variance (GV), which is
considered less pathologizing than either gender identity disorder or gender dysphoria [11].
In this paper we use gender dysphoria unless
the historical perspective or original terminology require otherwise.
ETIOLOGY, PREVALENCE AND COMORBID
DISORDERS
The process of gender identity development and
gender dysphoria as well as factors that affect
them remain largely unknown [12]. The impact
of genetic and environmental factors is estimat-
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ed based on studies conducted on twins. However, findings are ambiguous. Beijsterveldt et al.
[12] indicate that intensification of cross-gender
behaviors in children is a highly heritable characteristic – additive genetic factors accounted
for about 70% of variance in their study. Similar conclusions were drawn by Coolidge et al.
[13]. However, due to the low statistical power
of the study, the hypothesis about the impact of
environment on the development of cross-gender behaviors could not be discounted. A study
by Knafo et al. [14] on a sample of 5799 pairs
of twins aged 3 and 4 indicates that the impact of heritability and environment on the development of cross-gender behaviors was gender specific. In boys, environmental influences explained most of the variance of feminization (51–57%), whereas the impact of heritability
was moderate (21–32%). In girls, the impact of
heritability was significantly greater (42–50%),
while the impact of environment was weaker
(33–43%). Nevertheless, results varied depending on the definition adopted. In the group of
girls with high masculinization and low feminization scores, the impact of heritability was high
(65%), whereas environmental influence was of
no consequence.
A biological explanation of the development
of gender-related behavior is focused around
the effect of sex hormones on prenatal development. Girls with congenital adrenal hyperplasia who were exposed to high androgen levels
in their prenatal life displayed higher preference
for toys targeted at boys and for the company of
boys during playtime when aged 3 to 8. In boys
with congenital adrenal hyperplasia no such effect was observed [15].
According to certain psychological theories,
the desire to become a person of the opposite
sex is explained by, for instance, compensatory
response to trauma, disordered attachment to
primary caregiver or separation disorder, where
the child becomes symbolically symbiotic with
the caregiver (mother or father). The desire to
change one’s gender is also considered a universal strategy in coping with developmental tasks
that the child sees as beyond his or her coping
capacity [16]. Some studies and theories postulate the existence of intense psychopathologies
in mothers or both parents of GD children. However, both research and therapeutic communi-

ties remain far from agreement on this particular issue [16,17].
Gender identity cannot be formed under the
sole influence of external factors (the so-called
‘re-education’) even if such an attempt is initiated in the first year of life [18]. This suggests
early biological determination of gender identity. Therefore, it should be assumed that gender
identity develops as a result of biological and
psychosocial factors interacting [16].
No epidemiological studies on GD children have been published so far. Thus, prevalence data had to be based on less sophisticated methods and have a certain margin of error
[20]. In Dutch longitudinal studies conducted
on a group of twins, behaviors atypical of a given sex were present in 3.2% boys and 5.2% girls
aged 7 (n=14000). At the time of follow-up at the
age of 10 (n=8500), these figures dropped to 2.4%
and 3.3% [13]. However, neither the DSM nor
the ICD criteria were applied to make the diagnosis. The prevalence of GD in children as far as
the clinical diagnosis is concerned is estimated
at below 1% [16,19]. Most studies report greater
prevalence of cross-gender behaviors and GD in
boys (up to 6 times as common as in girls) [7,19–
21], but some indicate equal prevalence in both
sexes [22].
Since the actual prevalence of gender dysphoria in the population is unknown, it remains unclear whether the disproportion between boys
and girls reflects this prevalence or is rather related to other factors. Zucker & Lawrence hypothesize that this disparity might result from
greater biological susceptibility in boys, as male
sexual differentiation depends on androgen production in early stages of prenatal life [19].
Gender dysphoria is often related to behavioral issues and a high percentage of comorbid disorders. In studies conducted by Wallien
et al. [23], 52% of children diagnosed with GD
met criteria for other mental disorders: anxiety disorders were reported in 31%, behavioral disorders in 23% and mood disorders in 6%.
In a study by Spack et al. involving a trial of
91 children and adolescents with GD referred
to outpatient clinics, 44.3% had been diagnosed
with other mental disorders, 37.1% received
psychotropic medications and 21.6% manifested auto-aggressive behavior at the time of or
prior to the study [22].
Archives of Psychiatry and Psychotherapy, 2017; 3: 34–42
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DEVELOPMENT TRAJECTORIES IN CHILDREN
WITH GENDER DYSPHORIA
Investigating the developmental paths of individuals who experienced gender dysphoria in
childhood appears to be crucial for accurate
help and therapeutic interventions that would
be in line with the rules of medical or psychological ethics. At the same time, due to the fact
that not all caregivers of children with atypical
gender identity can seek or choose to seek specialist help, one should bear in mind that data at
our disposal reflect mostly clinical populations
and refer to people who are patients of gender
identity clinics.
Research studies from the Netherlands, Canada and the United States suggest that people
with a history of gender dysphoria of childhood mostly do not experience symptoms in
adolescence and adulthood [24–29]. Group-level factors that differentiate adolescent and adult
transgender persisters from cisgender2 desisters included higher prevalence of cross-gender
behaviors [24,25], lower social status [25], older age of the child at the time of first diagnosis, and female biological sex [27,46]. Some researchers suggest that the plasticity of gender
identity differentiation is greater in early childhood and decreases in adolescence, which might
explain why childhood gender dysphoria does
not manifest to the same extent in adolescence
[27]. In the case of biological sex, it is difficult
to assess whether developmental paths of boys
and girls are indeed that different. However, as
several times more boys than girls are referred
to gender identity clinics, at present we have
much more empirical data on the developmental trajectory in biological boys diagnosed with
GID/GD at our disposal. This may suggest that
the differences reported in this paper should be
treated with caution, as they may result from
the fact that study groups of biological girls and
women who consented to participating in follow-up research were not representative, as well
as from actual differences in the development of
boys and girls diagnosed with GID/GD.
Of the biological girls aged 3–12 referred in the
years 1975–2004 to a gender identity service in
2
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Toronto, Canada, 12% (N=3) of those reassessed
at the age of 15–36 still demonstrated gender
dysphoria [24]. In turn, a Dutch study [27] of
girls with GID assessed at the age of 5–12 and
reassessed at 16–25 noted persistent gender dysphoria in 50% (N=8) of subjects. As for psychosexual orientation determined based on fantasies, in a Canadian study 68.18% of teenage and
adult non-dysphoric women exhibited heterosexual orientation exclusively, 27.27% manifested homo – or bisexual orientation, whereas 4.5%
subjects were identified as asexual. Out of 3 subjects experiencing GD, 2 reported to be attracted
to women and 1 was asexual [24]. In contrast, in
a Dutch group all cisgender women were heterosexual, while all individuals experiencing GD
were attracted to women [27]. As for biological
boys diagnosed with GID/GD of childhood, recent studies noted that gender dysphoria persisted into adolescence and adulthood in 9–20%
subjects [25,27,28]. Non-heterosexual orientation
was more commonly observed among cisgender
non-dysphoric men than among cisgender women, i.e. in 38-56% subjects [25,27,28]. As for biological boys and men with persistent GD, nearly all were attracted to men at follow-up [25,27].
Investigating the prevalence of specific developmental paths among 125 biological boys, Singh
[25] indicated that in adolescence and adulthood
cisgender-homo/bisexuality was most common
(52.8% subjects), while over a third of assessed
boys and men (33.6%) were cisgender and heterosexual. Persistent gender dysphoria combined
with being sexually attracted to the same biological sex or both sexes was noted in 12.8% of
subjects, with one of the dysphoric boys being
attracted to the opposite biological sex. At the
same time, only one of the studies recorded data
on individuals who used some form of therapy or specialist consultations regarding gender
identity in between individual diagnostic assessments [24].
TREATMENT APPROACHES
Although the APA Task Force on Treatment of
Gender Identity Disorder [31] reached an agree-

The term cisgender (in contrast to transgender) is used for people who identify with their assigned gender, i.e. their
gender identity matches their biological sex [30].
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ment on recommendations for therapeutic interventions in adults and adolescents with gender dysphoria already in 2012, numerous controversies and differing expert opinions hindered
a similar consensus about therapy for prepubertal children at that time. Due to underlying assumptions and the scope of interventions applied, models of therapeutic work with GD/GV
children and their families currently used vary
significantly, ranging from corrective or normalizing approaches to affirmative or early transition models.
Interventions identified as corrective or
normalizing [32] are based on a belief that
therapeutic work in childhood can eventually
eliminate dysphoric symptoms and help the
child feel comfortable with his or her biological
sex [17]. Incentives for building positive relations
with peers and the same-sex parent, engaging
in gender-typical or gender-neutral activities,
as well as limiting cross-gender behaviors are
accompanied by attempts aimed at identifying
possible factors of disordered gender identity.
At present, experts no longer acknowledge the
“prevention” of non-heterosexual orientation
as an ethical and valid justification of methods
applied. Instead, they consider it reasonable
to protect the child from social ostracism and
complex medical procedures that they would be
exposed to if gender dysphoria persisted [33].
Moreover, there is no empirical evidence to
show that normalizing interventions can lead to
an improvement in dysphoric conditions and the
subjects’ mental health [32]. Also, children who
are not allowed to behave in a way congruent
with their experienced gender identity may
face intensified dysphoric feelings, comorbid
symptoms and suicidal tendencies [34,35].
Contrary to the strategy applied at the
clinic in Toronto [33], the Dutch approach
[36] is not targeted directly at GD symptoms.
Instead, therapeutic work focuses solely on
the emotional, behavioral and family issues
that may affect gender dysphoria in a child.

Although children’s cross-gender behavior
is not restricted within the framework of the
program, it is recommended that full social
transition is deferred until adolescence. This
recommendation constitutes a reasonable
preventive measure in case a child wishes
to return to a role congruent with his or her
biological sex if dysphoria does not persist [37].
On the other end of the continuum, there are
affirmative and early transition models that
endorse the child’s behavior and expression
of preferred gender identity [32,35,38,39]. The
affirmative approach assumes that a family
system accepting and supporting the child
in building his or her psychical resilience, as
well as the child’s immediate surrounding,
constitute a space where the child can establish
his or her true gender self in the course of
further development. While early transition in
children displaying a strong need for transition
is advocated, at the same time parents are
encouraged to remain open to and ready for the
possibility that their child’s development might
take various directions including reidentification
with his or her biological sex [39]. Provided no
dysfunction within the family system or trauma
history that could affect the child displaying GD
symptoms is present, most radical supporters
of childhood transition claim children should
be allowed to function according to their
innate (or what is considered innate) gender
identity as early as possible [35]. This approach,
which has been enthusiastically received by
transgender adults, is a source of concern for
experts who point out the relatively insignificant
percentage of children with gender dysphoria/
gender variance persisting into adolescence
and adulthood, as well as a lack of studies on
long-term consequences of early transition [40].
Regardless of the approach chosen, two factors
are important: areas that play a significant role
in working with this group of patients (based on
clinical experience) and findings of studies into
the needs of parents and transgender adults [41].
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Table 1. Areas of work with gender dysphoric children and their families
Behavioral, emotional and relational difficulties related to gender dysphoria/variance
Psychoeducation in the area of the child’s further psychosexual development
Supporting both the child and the family in coping with anxiety and insecurity regarding future development of the child’s
gender identity and sexual identity
Creating a safe space for discussing the child’s feelings related to the preferred gender expression
Supporting parents in responding to the child’s need of unconditional love regardless of the manifested gender expression
and in building a common approach to the child’s behavior
Supporting the family in deciding on revealing the child’s GD/GV in specific contexts of functioning (distant relatives, friends,
nursery, school, etc.)
Creating within the family a space for emotional processes – anxiety, denial, sadness, anger or disgust – experienced by
parents in response to displays of atypical development of the child’s gender identity and grieving related to the loss of an
anticipated direction of the child’s psychosexual development
Building up resilience and competence required for coping with bullying or other forms of discrimination of GD/GV children
and their parents
Providing the family with knowledge on further medical and therapeutic possibilities in their home country and abroad
Assisting families in seeking out experts (pediatricians, psychiatrists, psychologists, endocrinologists, therapists, sexologists)

EARLY HORMONAL THERAPY
Both experts working in the field of atypical gender identity development and parents of GD
children should be aware of possible future directions of the therapeutic process if gender dysphoria of childhood does not resolve until adolescence. In 2009, a Dutch research team [42]
published recommendations for early hormonal therapy allowed in GD adolescents who satisfy the criteria of readiness for physiological
change. The therapy involves gonadotropin-releasing hormone (GnRH) analogues aiming at
inhibiting gonadotropin secretion and thus suppressing puberty. It is intended as a means of
extending the time when it is possible to assess
the direction in which dysphoria develops [16].
Early hormonal therapy is also one of the first
steps undertaken towards sex reassignment [42].
Hembree et al. [42] recommend commencing
the therapy upon the onset of pubertal physical changes, which ought to be confirmed by sex
hormone levels (estradiol in girls and testosterone in boys), but no earlier than Tanner stage II
or III (Tanner Scale is used for assessing the progression of pubertal changes). The physiological effects of therapy are completely reversible.
Benefits of suppressing puberty at an early
stage include reduced psychological distress and
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lessened intensity of comorbid disorders, as well
as improved social functioning [16,23]. Individuals who had taken GnRH analogues manifested a better cosmetic effect when further surgical
intervention was applied [16,43]. However, the
APA Task Force on Treatment of Gender Identity Disorder report stresses that long-term effects
of early puberty-blocking therapy are unknown
[31]. Though completely reversible in physiological terms, inhibited puberty can have a permanent effect on psychosexual development [16].
Suppressed sexual drive and lack of sexual experience typical of adolescence disturb the formation of sexual identity, orientation and preference, as well as self-assessment of functioning
in interpersonal relations. The effect of this therapy on the persistence or disappearance of atypical gender identity remains unclear. Further, it
was noted [9] that emotional and cognitive competencies vital for making a conscious decision
to commence or reject the therapy are not sufficiently developed in adolescents. Not all specialists recommend early therapy with GnRH analogues [9]. Due to high percentage of desisters,
the Royal College of Psychiatrists (UK) recommends that cases should be considered on an individual basis and that the appropriateness of
initiating therapy at initial stages of adolescence
should be assessed with caution [46].
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SUMMARY
Despite many years of research and debate
among specialists attempting to analyze the
phenomenon of gender dysphoria in childhood, there are still no established standards
of diagnostics and therapeutics. As childhood
gender dysphoria, with its etiology, correlates
and developmental trajectories, is so poorly understood, it is exceptionally difficult to decide
on a proper course of action. Basing on studies conducted so far, it seems that gender dysphoria is more likely to persist into adolescence
and adulthood in biological girls than in boys,
whereas where it disappears, cisgender women more often prove to be heterosexual than cisgender men, approximately half of whom develop homo – or bisexual orientation. Nevertheless,
one should bear in mind that patterns described
above are observed at a group level, whereas no
effective diagnostic method for predicting a future course of psychosexual development of an
individual diagnosed with GID/GD of childhood
has been developed as yet [45].
At present, an expert who undertakes work in
the field of gender dysphoria in children cannot
base their decision on the choice of a given work
paradigm or findings of empirical studies dedicated to the effectiveness of specific therapeutic programs. As the topic is highly emotionally charged and making an objective judgment
is exceptionally difficult, practitioners and researchers alike should carefully monitor both
the available literature (which, admittedly, can
be tainted by prejudice and dubious premises)
and their own personal attitudes potentially influencing their work. This makes one reflect on
the lack of overarching principles that would
provide some sort of guidance in the process
of supporting GD children and their families.
It seems that these principles should allow for
broadly understood safety of the child who experiences gender dysphoria and strengthening their psychological resilience. Experts who
strive to act according to the child’s best interest when providing their health care may wonder who is to decide what is best for the child
– the child, the parents, the therapist or the society which imposes standards of appropriate gender expression. Is the child’s best interest consistent with the best interest of a future

adult? On the one hand, an in-depth diagnosis of the intensity of a child’s dysphoric feelings and their possible reaction to having their
expression congruent with experienced gender
identity limited, as well as an assessment of environments in which the family and the child
operate, may lead in certain cases to different
conduct patterns developed together with the
child’s parents. On the other hand, strengthening the child’s psychological resilience should
constitute a universal component of interventions. A resilient child can better manage possible difficulties within the family with accepting his or her gender identity, better cope with
diverse reactions of the environment in the face
of an open expression of their gender dysphoria/gender variance, as well as conceal his or her
gender identity in a context that may sometimes
be threatening.
Further research is necessary to establish to
what extent the previously observed prevalence
of persistent and waning gender dysphoria was
determined by natural developmental tendencies and to what extent it was affected by therapeutic interventions. Research must also investigate long-term outcomes of particular therapeutic approaches.
REFERENCES
1. American Psychiatric Association. Diagnostic and Statistical
Manual of Mental Disorders, Third Edition (DSM-III). Washington DC: American Psychiatric Association; 1980.
2. Eve KS. How to bring your kids up gay. Soc Text. 1991; 29:
18–27.
3. Zucker KJ, Spitzer RL. Was the gender identity disorder of
childhood diagnosis introduced into DSM-III as a backdoor
maneuver to replace homosexuality? A historical note. J Sex
Marital Ther. 2005; 31: 31–42.
4. Drescher J. Queer diagnoses: parallels and contrasts in the
history of homosexuality, gender variance, and the diagnostic
and statistical manual. Arch Sex Behav. 2010; 39: 427–460.
5. Bartlett NH, Vasey PL, Bukowski WM. Is gender identity disorder in children a mental disorder? Sex Roles. 2000; 43:
753–785.
6. Ehrbar RD, Witty MC, Ehrbar HG, Bockting WO. Clinician
judgment in the diagnosis of gender identity disorder in children. J Sex Marital Ther. 2008; 34: 385–412.
7. American Psychiatric Association. Diagnostic and Statistical
Manual Of Mental Disorders, Fifth Edition (DSM-5). Arlington, VA: American Psychiatric Association; 2013.
Archives of Psychiatry and Psychotherapy, 2017; 3: 34–42

Gender dysphoria and gender variance in children – diagnostic and therapeutic controversies...

8. Leibowitz SF, Telingator C. Assessing gender identity concerns in children and adolescents: evaluation, treatments,
and outcomes. Curr Psychiatry Rep. 2012; 14: 111–120.
9. Global Action for Trans Equality. Critique and Alternative Proposal to the “Gender Incongruence of Childhood” Category in
ICD-11 GATE Civil Society Expert Working Group. 2013; 1–23.
10. Światowa Organizacja Zdrowia. Międzynarodowa Statystyczna Klasyfikacja Chorób i Problemów Zdrowotnych, rewizja
10. Kategorie 3-znakowe. 2000.
11. Drescher J, Cohen-Kettenis PT, Reed GM. Gender incongruence of childhood in the ICD-11: controversies, proposal, and
rationale. Lancet Psychiatry. 2016; 3: 297–304.
12. Van Beijsterveldt CEM, Hudziak JJ, Boomsma DI. Genetic and environmental influences on cross-gender behavior
and relation to behavior problems: a study of Dutch twins at
ages 7 and 10 years. Arch Sex Behav. 2006; 35: 647–658.
13. Coolidge FL, Thede L. The heritability of gender identity disorder in a child and adolescent twin sample. Behav Genet.
2002; 32: 251–257.
14. Knafo A, Iervolino AC, Plomin R. Masculine girls and feminine boys: genetic and environmental contributions to atypical gender development in early childhood. J Pers Soc Psychol. 2005; 88: 400–412.
15. Berenbaum S, Hines M. Early androgens are related to childhood sex-typed toy preferences. Psychol Sci. 1992; 3(3):
203–206.
16. Korte A, Goecker D, Krude H, Lehmkuhl U, Grüters-Kieslich
A, Beier KM. Gender identity disorders in childhood and adolescence. Dtsch Aerzteblatt. 2008; 105: 834–841.
17. Zucker KJ. Children with gender identity disorder: Is there
a best practice? Neuropsychiatr Enfance Adolesc. 2008; 56:
358–364.
18. Kipnis K, Diamond M. Pediatric ethics and the surgical assignment of sex. J Clin Ethics. 1998; 9(4): 398–410.
19. Zucker KJ, Lawrence A. Epidemiology of gender identity
disorder: recommendations for the standards of care of the
World Professional Association for Transgender Health. Int
J Transgenderism. 2009; 11: 8–18.
20. Cohen-Kettenis PT, Owen A, Kaijser VG, Bradley SJ, Zucker KJ. Demographic characteristics, social competence, and
behavior problems in children with gender identity disorder:
a cross-national, cross-clinic comparative analysis. J Abnorm
Child Psychol. 2003; 31: 41–53.
21. Hoshiai M, Matsumoto Y, Sato T, Ohnishi M, Okabe N, Kishimoto Y, et al. Psychiatric comorbidity among patients with gender
identity disorder. Psychiatry Clin Neurosci. 2010; 64: 514–519.
22. Spack NP, Edwards-Leeper L, Feldman HA, Leibowitz S,
Mandel F, Diamond DA, et al. Children and adolescents with
gender identity disorder referred to a pediatric medical center. Pediatrics. 2012; 129: 418–425.

Archives of Psychiatry and Psychotherapy, 2017; 3: 34–42

41

23. Wallien MS, Cohen-Kettenis PT. Gender dysphoric children:
causes, psychosocial functioning and consequences. J Am
Acad Child Adolesc Psychiatry. 2008; 47: 1413–1423.
24. Drummond KD, Bradley SJ, Peterson-Badali M, Zucker KJ.
A follow-up study of girls with gender identity disorder. Dev
Psychol. 2008; 44: 34–45.
25. Singh D. A Follow-Up Study of Boys with Gender Identity Disorder. Toronto, ON: Ontario Institute for Studies in Education,
University of Toronto; 2012.
26. Steensma TD, Biemond R, de Boer F, Cohen-Kettenis PT.
Desisting and persisting gender dysphoria after childhood:
a qualitative follow-up study. Clin Child Psychol Psychiatry.
2011; 16: 499–516.
27. Wallien MS, Cohen-Kettenis PT. Psychosexual outcome of
gender-dysphoric children. J Am Acad Child Adolesc Psychiatry. 2008; 47: 1413–1423.
28. Zucker KJ, Bradley SJ. Gender Identity Disorder and Psychosexual Problems in Children and Adolescents. New York:
Guilford; 1995.
29. Zucker KJ. Gender identity disorder in children and adolescents. Annu Rev Clin Psychol 2005; 1: 467–492.
30. Dynarski W, Kłonkowska A. Słownik pojęć. In: Makuchowska M, Pawlęga M, editors. Sytuacja społeczna osób LGBT.
Raport. za lata 2010 i 2011, Warszawa: Wydawnictwo KPH;
2012: pp. 220–227.
31. Byne W, Bradley SJ, Coleman E, Eyler AE, Green R, Menvielle EJ, et al. Report of the American Psychiatric Association Task Force on Treatment of Gender Identity Disorder.
Arch Sex Behav. 2012; 41: 759–796.
32. Hill DB, Menvielle EJ, Sica KM, Johnson A. An affirmative
intervention for families with gender variant children: parental ratings of child mental health and gender. J Sex Marital
Ther. 2010; 36: 6–23.
33. Zucker KJ, Wood H, Singh D, Bradley SJ. A developmental,
biopsychosocial model for the treatment of children with gender identity disorder. J Homosex. 2012; 59: 369–397.
34. Rosenberg M. Children with gender identity issues and their
parents in individual and group treatment. J Am Acad Child
Adolesc Psychiatry. 2002; 41: 619–621.
35. Vanderburgh R. Appropriate therapeutic care for families with
pre-pubescent transgender/gender-dissonant children. Child
Adolesc Soc Work J. 2009; 26: 135–154.
36. de Vries ALC, Cohen-Kettenis PT. Clinical management of
gender dysphoria in children and adolescents: the Dutch approach. J Homosex. 2012; 59: 301–320.
37. Steensma TD, Cohen-Kettenis PT. Gender transitioning before puberty? Arch Sex Behav. 2011; 40: 649–650.
38. Ehrensaft D. From gender identity disorder to gender identity
creativity: true gender self child therapy. J Homosex. 2012;
59: 337–356.

42

Monika Puszczyk, Dominik Czajeczny

39. Menvielle EJ. A comprehensive program for children with
gender variant behaviors and gender identity disorders. J
Homosex. 2012; 59: 357–368.
40. Drescher J, Pula J. Ethical issues raised by the treatment of
gender-variant prepubescent children. Hastings Cent Rep.
2014; 44: 17–22.
41. Riley EA, Sitharthan G, Clemson L, Diamond M. Recognising the needs of gender – variant children and their parents.
Sex Educ. 2013; 13: 644–659.
42. Hembree WC, Cohen-Kettenis PT, Delemarre-van de Waal
HA, Gooren LJ, Meyer WJ, Spack NP, et al. Endocrine treatment of transsexual persons: an Endocrine Society clinical

practice guideline. J Clin Endocrinol Metab. 2009; 94: 3132–
3154.
43. Antommaria AHM. pubertal suppression and professional
obligations: may a pediatric endocrinologist refuse to treat
an adolescent with gender dysphoria? Am J Bioeth. 2014;
14: 43–46.
44. Royal College of Psychiatrists. Good Practice Guidelines for
the Assessment and Treatment of Adults for the Assessment
and 2013: 61.
45. Drescher J, Byne W. Gender dysphoric/gender variant (GD/
GV) children and adolescents: summarizing what we know and
what we have yet to learn. J Homosex. 2012; 59: 501–510.

Archives of Psychiatry and Psychotherapy, 2017; 3: 34–42

