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ABSTRACT

Introduction. Puberty suppression by gonadotropin-releasing hormone analogs (GnRHa} is prescribed to relieve the
distress associated with pubertal development in adolescents with gender dysphoria (GD) and thereby to provide
space for further exploration. However, there are limited longitudinal studies on puberty suppression outcome in
GD. Also, studies on the effects of psychological support on its own on GD adolescents’ well-being have not been
reported.

Aim. This study aimed to assess GD adolescents’ global functioning after psychological support and puberty
suppression.

Methods. Two hundred one GD adolescents were included in this study. In a longitudinal design we evaluated
adolescents’ global functioning every 6 months from the first visit.

Main Ontcome Measures. All adolescents completed the Utrecht Gender Dysphoria Scale {UGDS), a self-report
measure of GD-related discomfort. We used the Children’s Global Assessment Scale (CGAS) to assess the psycho-
social functioning of adolescents.

Results. At baseline, GD adolescents showed poor functioning with a CGAS mean score of 57.7 £12.3. GD
adolescents” global functioning improved significantly after 6 months of psychological support (CGAS mean score:
60.7 £12.5; P <0.001). Moreover, GD adolescents receiving also puberty suppression had significantly better
psychosocial functioning after 12 months of GnRHa (67.4 £ 13.9) compared with when they had received only
psychological support (60.9 £12.2, P=0.001}.

Conclusion. Psychological support and puberty suppression were both associated with an improved global psycho-
social funcdoning in GD adolescents. Both these interventions may be considered effective in the clinical manage-
ment of psychosocial functioning difficulties in GD adolescents. Costa R, Dunstord M, Skagerberg E, Holt V,
Carmichael P, Colizzi M. Psychological support, puberty suppression, and psychosocial functioning in
adolescents with gender dysphoria. ] Sex Med 2015;12:2206-2214.
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Introduction

. ( ; ender dysphoria (GD) individuals experi-
Joint last authors. ence a marked incongruence between their

The study was conducted in the Gender Identity Develop-

ment Service, Tavistock and Portman NHS Foundation
Trust, Tavistock Centre, 120 Belsize Lane, London N'W3
SBA.

J Sex Med 2015;12:2206-2214

assigned gender and their experienced gender [1].
GD refers o this swessful condidon resuldng in
clinically significant distress or impairment in
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important areas of funcdoning [2,3]. When sup-
pordng and treating children and adolescents with
GD, health professionals should broadly conform
to the Standards of Care of the World Professional
Associadon for Transgender Health (WPATH)
[4]. These guidelines indicate that psychological
support should focus on exploring gender identity,
role, and expression; addressing the negatve
impact of GD and stgma on mental health; alle-
viating internalized wransphobia; enhancing social
and peer support; improving body image; promot-
ing resilience. Psychological interventions such as
individual, couple, family, or group therapy should
be provided within a mulddisciplinary gender
identity specialty service [4].

Studies indicate that cross-sex hormonal wreat-
ment (CSHT) improves well-being in GD aduls
[5,6]. However, it has been observed that despite
many years of psychotherapy the GD of most ado-
lescents does not often abate. Rather, once these
young persons, who are already experiencing con-
siderable distress over their gender identity,
undergo the pubertal development of their bio-
logical sex, their psychological well-being deterio-
rates significantly [7]. Because this risk can be so
great, the need for an early intervendon has
become paramount.

Delemarre-van de Waal and Cohen-Kettenis
have proposed an early intervention approach, the
Dutch model [8], which aims to eliminate the
exposure to unwanted pubertal hormones, limit
GD, and improve the ability to “pass” as the
desired gender in adulthood. It considers adoles-
cents, after a comprehensive psychological evalu-
adon with many sessions over a longer period of
ume, eligible for puberty suppression, cross-sex
hormonal treatment (CSHT), and gender reas-
signment surgery (GRS) at the respecuve ages of
12, 16, and 18 vears when there is a history of GD;
no psychosocial problems interfering with assess-
ment or treatment; adequate family or other
support; and good comprehension of the impact of
medical interventions. According to this protocol,
suppressing puberty and allowing young individu-
als the opporwunity w explore their gender idenuty
would provide some relief from the distress asso-
ciated with the development of secondary charac-
teristics [8]. Consistently, some studies indicate
that puberty suppression leads to a better psycho-
social outcome [2,9].

Since the release of the Dutch model, there has
been disagreement about the appropriateness of
treatmentin minors. Some practidoners have ques-
voned the ethics and safety of this interventon.
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Conversely, other health care professionals have
argued they have an obligation to alleviate suffering
and it would be unethical to allow a patient to suffer
through the distress of pubertal development when
thereis away of prevenung it [10]. Anyway, puberty
suppression by gonadotropin-releasing hormone
analogs (GnRHa) has increasingly become
accepted in clinical management of adolescents
with GD. Even if further studies are needed,
GnRHa are considered a safe and putauvely revers-
ible intervendon which should be provided to
peoplein need of it, especially if allowing puberty to
progress appears likely 1o harm the young person
[7].

There are limited longitudinal studies on the
psvchosocial funcuoning of (GD adolescents after
puberty suppression [2,9]. Also, studies on the
effects of psychological support on its own on GD
adolescents’” psychosocial funcuoning have not
been reported.

Aims

The aim of this study was o assess GD adoles-
cents’ psychosocial functoning in follow-up evalu-
auons. Based on previous literature [2,9] and our
clinical experience, we hypothesized a poor
general functioning at baseline, an improvement
after psychological support, and a further
improvement after the beginning of the GnRHa.

Methods

Study Design and Participants

This longitudinal study was conducted at the
Gender Identity Development Service (GIDS) in
London. The health care pathway provided at the
GIDS is described in Figure 1. A consecutve
series of 436 adolescents (mean age = 15.74 + 1.38
years; natal male/natal female rado = 1:1.7) were
referred between 2010 and 2014 1o the GIDS. 201
adolescents (mean age = 15.52 £ 1.41 years; natal
male/natal female rato =1:1.6) completed the
diagnosuc procedure (about 6 months) and were
invited to take part in the follow-up evaluadons.
No GD adolescent refused to participate and all
participants and their parents gave informed
consent. By clinical interview, all adolescents ful-
filled DSM-IV-TR criteria in use at the time for
Gender Identity Disorder. The GIDS has adopted
the WPATH Standards of Care [4]. There were no
significant differences in socio-demographic char-
acteristics as well as baseline C(GAS scores
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between adolescents with a GD diagnosis enrolled
in this study (N =201) and adolescents who did
not complete the diagnostdc procedure (N = 235;
all 2 >0.1).

Psychoelogical Support
The GIDS has developed a standardized psycho-

logical assessment which is part of the diagnostic
procedure, in accordance with the WPATH guide-
lines [4]. This model emphasizes the early recog-
niton and non-judgmental acceptance of gender
idendty problems as well as the importance of
amelioradng associated behavioral, emodonal and
reladonship difficuldes [11]. Ample room is given
to adolescents 1o explore different opuons for
gender expression. "Together with their families
GD adolescents are supported in making difficulc
decisions regarding the extent to which they are
allowed 1o express a gender role that is consistent
with their gender identity. Also the timing of
changes in gender role and possible social transi-
don are extensively explored. This ensures that
decisions about gender expression and the treat-
ment of GD are thoughdully and recurrently con-
sidered. Health care professionals help families to
make decisions regarding the dming and process
of any gender role changes for their young chil-
dren. Information is provided to parents to weigh
the potental benefits and challenges of choices.
The aims outlined are achieved through various
psychotherapeutic interventions, ranging from
individual t family and group therapy, which are
carried out on a regular basis (at least once a
month). Social and educational interventions are
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also provided if necessary. All these interventions
are well coordinated and integrated in a compre-
hensive management plan agreed with local ser-
vices (The Network Model). Moreover, the care
pathway provides conunuous psychological
support 1o the padents’ emouonal and behavioral
changes that may occur during the puberty sup-
pression weaunent. All adolescents received psy-
chological support for the enure duradon of the
study.

thigibifity for Puberty Suppression

In accordance with the WPATH Standards of
Care [4], adolescents were able to commence
puberty suppression with GnRHa if they met the
following criteria: (i) a presence of G from early
childhood on; (ii) an increase of the GD after the
first pubertal changes; (iii) an absence of psychiat-
ric comorbidity that interferes with the diagnostic
work-up or treatment; (iv) adequate psychological
and social support during treatment; and (v) a
demonstrauon of knowledge and understanding of
the effects of GnRHa, cross-sex hormone treat-
ment, surgery, and the social consequences of sex
reassignment. All GD adolescents were considered
eligible for puberty suppression. Eligible adoles-
cents were divided into two groups: immediately
eligible and delayed eligible adolescents, consis-
tendly with Cohen-Kettenis and colleagues [12].
Immediately eligible adolescents started GnRHa
at the end of the diagnostic procedure (0.75 £ 0.59
years from baseline). On the conwary, some ado-
lescents were considered delayed eligible and con-
unued to receive psychological support without
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any type of physical intervendon unul they felt
ready to make a decision in collaboradon with
their families and the clinicians. In those specific
cases clinicians needed more ume to make the
decision of stardang GnRHa because of possible
comorbid psychiatric problems and/or psychologi-
cal difficuldes. If concomitant problems were
observed (e.g., psychiatric problems, substandal
problems with peers, or conflicts with parents or
siblings), the young person was referred 1o a local
mental health service. All possible medical and/or
psychosocial intervendons were well coordinated,
integrated in a comprehensive management plan
agreed with local services, and tended w be indi-
vidualized in relation to the psychopathology/
difficulty. The primary aim was for the child and
the family to functon bewer. After being assessed
and, if necessary, teated for a psychiatric
comorbidity, all delayed eligible GD individuals
received puberty suppression. The interval from
the start of the diagnostic procedure to the start of
puberty suppression took about 1.5 years
(1.5 £0.63 years from baseline). None of the
delayed eligible individuals received puberty sup-
pression at the time of this study.

Main Outcome Measures

Socio-Demographic information

The data collected included: natal gender (male-
female rauo), age (at assessment, at start of
GnRHa), education level (yes/no), living arrange-
ment (both parents, one parents, other), living in
the chosen gender (pardy, i.e., by wearing clothing
and having a hairstyle thatreflects gender idendty/
completely, i.e., by also using a name and pro-
nouns congruent with gender idenuty/no), and
change of name (yes/no).

GD-Related Discomfort

The Utrecht GD Scale (UGDS) was used o
measure adolescents” GD-related discomfort. This
is a 12-item questionnaire specifically developed to
measure GD in a dimensional way. In parucular,
the UGDS focuses on core aspects of GD and
gender identity. The adolescents are asked to rate
their agreement on a 5-point scale. The towl score
ranges from 12 to 60. Higher UGDS total scores
indicate high level of GD [13]. The scale has
shown a high reliability (a Cronbach’s alpha of
0.66-0.80 in one sample, and 0.78-0.92 in
another); as reported by the authors, the lower
alphas on the scale were only found among conurol
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subjects, which may be related w the lower vari-
ability of GD in these groups [13]. Cronbach’s
alpha for UGDS in our sample was 0.76-0.88. The
UGDS has also shown a good diseriminant valid-
ity, when adolescents and adults with and without
a GD diagnosis were compared.

Measure of Global Psychosocial Functioning

The Children’s Global Assessment Scale (CGAS)
was used o assess adolescents’ psychosocial func-
toning. The CGAS is one of the most widely used
rating scales designed to measure how children
and adolescents funcdon psychosocially in daily
life [14]. This clinical-rated instrument is divided
into 10-point intervals and ranges from 1 to 100,
with higher scores indicating bewer psychosocial
funcuoning. The CGAS is useful w0 assess
psychosocial/psychiatric outcomes, s0cio-
cognitive competence and changes because of
wreatment [15]. In pardcular, it has been used in
several longitudinal and epidemiological studies in
clinical and non-clinical populations, naturalistic
cohorts [16], and young GD individuals [9]. The
inter-rater reliability was tested by Shaffer and his
colleagues [14] before publication of CGAS, in
order to minimize variatdon because of clinician
background. Test—retest has been described in dif-
ferent studies with raters’ consistence over time
[16].

All CGAS were administered by qualified psy-
chologists, psychotherapists, and psychiatrists
who attended wraining and intra-class correlation
assessment {0.76 < Cronbach’s o < 0.94). Pardci-
pants were assessed at baseline (Time 0) and
every following 6 months, for a wotal of four
evaluadons over an 18-month period. Follow-up
evaluadons were performed 6 months from the
baseline (T'ime 1: after 6 months of psychological
support); 12 months from the baseline (Time 2:
after 12 months of psychological support for
delayed eligible GD adolescents, and after 12
months of psychological support+ 6 months of
puberty suppression for immediately eligible GD
adolescents); 18 months from the baseline (Time
3: after 18 months of psychological support for
delayed eligible GD adolescents, and after 18
months of psychological support + 12 months of
puberty suppression for immediately eligible GD
adolescents).

Participants were compared with a sample of
young individuals without observed psychological/
psychiatric symproms (N = 169), using the same
methodology of this study, the CGAS scale [16].

"This sample was part of a large nawralisuc cohort

J Sex Med 2015;12:2206-2214
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of children/adolescents who auended child and
adolescent mental health services (CAMHS;
N =12,613) in Stockholm in order to be evaluated
for their psychosocial funcdoning.

Statistical Analysis
Chi-squared and independent r-tests were used to
test for possible differences in socio-demographic
characteristics and CGAS scores between natal
men and natal women; adolescents who did not
complete the diagnostic procedure and adoles-
cents who received a GD diagnosis; immediately
eligible and delayed eligible individuals. Depen-
dent and independent z-tests were used to test for
possible differences in CGAS scores between base-
line and follow-up evaluauons, in both immedi-
ately eligible and delayed eligible individuals.
Finally, independent r-tests were used to
compare GD adolescents’ CGAS scores with
CGAS scores from a sample of children/
adolescents without observed psychological/
psychiauric symptoms [16].

Costa et al.

Ethics

The study received ethical approval from the
National Research Fthics Service (NRES) Com-
mittee L.ondon-Camden and Islington.

Results

Socio-Demographic Characteristics of the Sample
Socio-demographic characteristics of the sample
(N =201) are reported in Table 1. The majority of
GD adolescents were living with one parent, were
in education, were living as a member of the
desired gender, and had changed their names.
However, compared with natal women, a higher
proportion of natal men did not live with their
biological parents, had left school, were not living
as a member of the desired gender, and had not
changed their names. Moreover, natal women
reported a significantdy higher GD-related dis-
comfort than natal men. Natal men and women
did not differ in their age, both at assessment and
when GnRHa was started (Table 1).

Table 1 General characteristics of 201 adolescents with gender dysphoria

All participants Natal men Natal women Statistical comparisons

Age in years, M (SD) ttest; P value
Baseline 15.52 (1.41) 15.81 (1.70) 15.46 (1.22) 0.73; 0.47

Range 1217 1217 1217
At start of GnRHa 16.48 (1.26) 16.84 (1.22) 16.39 (1.28) 0.74; 0.46

Range 1317 1317 1317
Living arrangement, N (%) x% P

Both parents 78 (41.5) 25 (33.7) 53 (44.2) 8.95; 0.01

One parent 100 (53.2) 35 (51.5) 65 (54.2)

Other* 10 (5.3) 8(11.8) 2(1.6)

No details 13 8 5 3.47,0.06
Education

Yes 168 (89.8) 56 (83.6) 112 (83.3) 20.52; <0.001

No 19 (10.2) 11 (16.4) 8 (6.7

No details 14 9 5
Living in role

Completely 117 (62.8) 29 (42.6) 88 (73.9) 23.14; <0.001

Partly 27 (14.4) 12 (17.7) 15(12.8)

No 43 (23.0) 27 (39.7) 16 (13.5)

No details 14 8 8
Change name

Yes 107 (57.5) 23 (33.8) 84 (71.2)

No 79 (42.5) 45 (66.2) 34 (z8.

No details 15 8 7

Mean (SD) Mean (SD) Mean (SD) ttest; Pvalue

UGDS® 54.7. (6.8) 51.6 (9.7) 56.1 (4.3) 4.07; <0.001
CGAS at baseline 57.7 (12.3) 55.4 (12.7) 59.2 (11.8) 2.15; 0.03

*Living in children’s home, living with other family’s members

Data available in 160 individuals, 50 natal men {31.25%), 110 natal women (68.75%)
M (5D) = mean (standard deviation); UGDS = Utrecht Gender Dysphoria Scale; CGAS = Children’s Global Assessment Scale; GnRHa = gonadotropin-releasing

hormone analogs

J Sex Med 2015;12:2206-2214
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Figure 2 Gender dysphoria adolescents’ psychosocial functioning (CGAS) at baseline, after psychological support, and

after puberty suppression

CGAS, Children's Global Assessment Scale; Time 0, baseline; Time 1, 6 months from baseline (after 6 months of
psychological support); Time 2, 12 months from baseline (delayed eligible gender dysphoria [GD] adolescents, after 12
months of psychological support; immediately eligible GD adolescents, after 12 months of psychological support + 8 months
of puberty suppression); Time 3, 18 months from baseline (delayed eligible GD adolescents, after 18 months of psychological
suppott; immediately eligible GD adolescents, after 18 months of psychological support + 12 months of puberty suppression)

CGAS at Baseline

GD adolescents” CGAS at baseline (Time 0,
M=57.7%12.3) revealed a score suggestve of
“variable funcudoning with sporadic difficulues or
symptoms in several butnot all social areas” (range
50-59). Natal men had a significanty lower func-
voning than natal women at baseline (P=0.03;
Table 1). CGAS scores were not associated with
any demographic variable, in both natal men and
women {all P>0.1). GD adolescents CGAS
scores at baseline were significantly lower (¢ = 7.4,
P <0.001) than that found in a sample of children/
adolescents  without observed psychological/

psychiatric symproms (N =169, 67.1 + 12) [16].

CGAS at Follow-Up

Compared with baseline, GD adolescents’ psycho-
social functoning was increasingly higher at each
of the following evaluations (Figure 2). In particu-
lar, CGAS scores were significandy higher after 6
months of psychological support (Time 0 vs. Time
1, P<0.001). Also there was a further significant
improvement 18 months from baseline (Time 1 vs.
Time 3, P=0.02; Table 2).

Delayed eligible GD adolescents, who received
only psychological support for the entire duration
of the study, had a significandy better psychosocial
functioning after six months of psychological
support {Iime 0 vs. Time 1, P=0.05). However,

despite scoring better at the following evaluadons
they did not show any further significant improve-
ment in their psychosocial functioning (Table 2).
Also, the delayed eligible group continued to score
lower than a sample of children/adolescents
without observed psychological/psychiatric symp-
toms [16], even after 18 months of psychological
support {Time 3, 1= 2.0, P=0.04).

On the conwary, the immediately eligible
group, who at baseline had a higher, but not sig-
nificanty different psychosocial funcdoning than
the delayed eligible group, did not show any sig-
nificant improvement after 6 months of psycho-
logical support. However, immediately eligible
adolescents had a significandy higher psychosocial
funcdoning after 12 months of puberty suppres-
sion compared with when they had received only
psychological support (Time 1 wvs. Time 3
P=0.001; lable 2). Also, their C(AS scores after
12 months of puberty suppression (Time 3) coin-
cided almost perfectly with those found in a
sample of children/adolescents without observed
psvchological/psychiatric  symptoms (¢ =0.01,
P=0.99) [16].

There were no significant differences in CGAS
scores between GD natal men and women in all
the follow-up evaluadons (all P>0.1). Also
delayed eligible and immediately eligible GD ado-
lescents did not differ in their demographic vari-
ables (all P> 0.1). Finally, even if at the end of the

J Sex Med 2015;12:2206-2214



2212

Costa et al.

Table 2 Gender dysphoria adolescents’ psychosocial functioning (CGAS) at baseline, after psychological support, and

after puberty suppression

Time 0 Time 1 Time 2 Time 3 Statistical comparisons
N N N N
M/F ratio M/F ratio M/F ratio M/F ratio
M (SD) M (8D) M (SD) M (8D) ttest; P value
All participants N =201 N =201 N=121 N=71 4.87% <0.001
116 1:1.6 116 1:1.6 3.707; <0.001
57.73 (12.27) 60.68 (12.47) 63.31 (14.41) 64.93 (13.85) 4.11% <0.001
1.73% 0.08
2.40% 0.02
0.76*"; 0.45
Delayed sligible GD adolescents N=100 =100 &1 36 1.99% 0.05
116 1:1.6 116 1:1.6 2.89"; 0.005
56.63 (13.14)  60.29 (12.81)  62.97 (1410) 6253 (13.54)  2.20% 0.02
1.24% 0.22
0.89% 0.37
0.15*; 0.88
Immediately eligible GD adolescents N=101 N=101 =60 N=235 1.31% 019
117 1:1.7 117 1:1.7 3.02; 0.003
53.72 (11.38) 60.89 (12.17)  64.70 (13.34)  67.40 (1393)  3.66% <0.001
1.85% 0.07
263" 0.001
0.94*"; 0.35
Statistical comparisens
ttest; Fvalue 1211 0.23 0.341": 0.73 0.6¢"; 0.49 149t 014

*Comparison between baseline and Time 1
tComparison between baseline and Time 2
*Comparison between baseline and Time 3
SComparison between Time 1 and Time 2
iComparison between Time 1 and Time 3
**Comparison between Time 2 and Time 3

ttComparison between delayed eligible GD adolescents and immediately eligible GD adolescents
CGAS = Children’s Global Assessment Scale; M/F = natal male/natal female; M (SD) = mean (standard deviation)

follow-up study (Time 3) the immediately eligible
group had a 5-point higher CGAS score than the
delayed eligible group, this difference failed o
reach significance, possible because of sample size
(Table 2).

Discussion

Resulis from this study indicate that psychological
support is associated with a better psychosocial
functdoning in GD adolescents, especially if
presenung  psychological/psychiawic  problems.
Moreover, puberty suppression was associated
with a further improvement in global functioning.
Finally, global functioning improved steadily over
dme in GD adolescents receiving both psychologi-
cal support and GnRHa.

Medical and surgical interventions are consid-
ered to be necessary components of effectve man-
agement in GD adults. These pardally reversible/
irreversible treatments aim to align the individuals’
physical appearance with their internal gender
idendty and have been shown to improve the
patients’ psychosocial well-being [3,5,6]. GD ado-

J Sex Med 2015;12:2206-2214

lescents may experience psychosocial problems at
puberty onset because of an intensification of feel-
ings of incongruence bewween self-perception and
their natal gender [2,9]. Therefore, in the pre-
pubertal population, the suppression of puberty
using conunuous (GnRHa is a fully reversible
weatment which has the fundamental benefic for
children of gaining time to reflect over their
gender identity, have a real-life experience living as
the other gender (i.c., in dress and behavior) and
determine whether or not they desire the transi-
don [12,13]. Preventing the development of a
body contrary to the experienced gender, puberty
suppression allows GD adolescents to experience a
smooth transition into their desired gender role.
This translates into an improvement in many
aspects of their psychosocial funcdoning, such as
mood improvement and school integration [2,9].
Consistently, these results underline the impor-
tance of puberty suppression for GD adolescents’
well-being.

The GD adolescents’ improved global func-
doning after only 6 months of psychological
support may have different explanations. First, it
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could indicate that the dmely addressing of psy-
chosocial problems contributes to enhanced psy-
chological well-being. Second, as also reported in
previous studies among both GD adults and ado-
lescents [2,3,5,9], our clinical experience suggests
that patients attending a gender unit are pleased in
the knowledge that the puberty suppression will be
performed within a reasonable dme and refer a
distress reducuon because of their accepted and
understood requirements. Moreover, the initation
of the puberty suppression may have a psychologi-
cal meaning which per se could be fundamental in
reducing distress. In any case, datwa are oo limited
to express conclusively.

Both natal men and women benefited from the
clinical approach, although nawal men had a sig-
nificandy worse funcudoning than natal women at
baseline. It is even more important if we consider
that natal men reported more social difficulties
than nawl women ¢higher dropout from school
and more frequently not living with their
parents). Interestingly, natal women reported sig-
nificandy more GD-related discomfort than nawal
men. As already suggested [2], with a mean of 15
years most natal women had developed their
breasts and had their menarche, which are likely
to be associated with higher levels of diswess.
Therefore, natal men and women may need to be
thought about separately and may requre differ-
ent interventions. Also, as the revised Dutch
model [8] encourages considering GD individuals
eligible for puberty suppression when they are 12
years old, studies are ongoing at our service to
explore the possible benefit of further reducing
the age for being eligible for puberty suppression.
Even if the absence of a conuol group in our
study does not allow us to pronounce conclu-
sively on these comparisons, G adolescents
undergoing puberty suppression in addidon w0
the psychological support result in psychosocial
functioning levels that are impossible to differen-
vate from a sample of peers. These addiuonal
findings further indicate the effectiveness of both
psychological support and puberty suppression in
enabling young GD individuals o reach a saus-
factory psychosocial functoning.

In the present study, there are some limita-
tons. KEven if psychosocial functioning is of
crucial importance to idenufy clinical or socio-
cognitive difficulties [17], we focused only on a
measure of psychosocial well-being. Also, the
study sample was relatvely small and came from
only one clinic. Most importantly, despite the
findings seem 1o suggest a cumulauve and
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increasing over tme posiave effect of psychologi-
cal support and GnRHa on young GD patients’
well-being, resuls could have also different
explanadons because of the study design. For
instance, getdng older has been posiavely associ-
ated with maturity and well-being [18]. Ideally, a
blinded randomized conuolled trial design
should have been performed. However, it is
highly unlikely that adolescents would be mou-
vated to parucipate. Also, disallowing puberwy
suppression, resuldng in irreversible development
of secondary sex characteristics, may be consid-
ered unethical [2]. Moreover, we cannot be con-
clusive on the higher GD-related distress in nacal
women compared with natal men. There are dif-
ferent versions of the UGDS scale for men and
women, with specific items reversely coded
because of gender. These differences do not allow
drawing surong conclusions from the gender dif-
ference analysis.

Conclusions

In conclusion, this scudy confirms the effecuveness
of puberty suppression for GD adolescents.
Recendy, a long-term follow-up evalvadon of
puberty suppression among GD adolescents after
CSH'T and GRS has demonstrated that GD ado-
lescents are able to maintain a good funcuoning
into their adult years [2]. The present swdy,
together with this previous research [2], indicate
that both psychological support and puberty sup-
pression enable young GD individuals to reach a
psychosocial functioning comparable with peers.
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