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FUTURE DIRECTIONS

Future Directions in the Mental Health of Transgender Youth: Towards a 
Social-Affective Developmental Model of Health Disparity
Stefanie Sequeiraa, Tamar Carmelb, Brenden Tervo-Clemmensc, and E. Kale Edmistond

aDepartment of Psychology, University of Virginia; bDepartment of Psychiatry, Veterans Affairs Richmond; cDepartment of Psychiatry & 
Behavioral Sciences, University of Minnesota Medical School; dDepartment of Psychiatry, University of Massachusetts Chan School of Medicine

ABSTRACT
Mental health disparities in transgender and gender diverse (TGD) youth are well-documented. 
These disparities are often studied in the context of minority stress theory, and most of this 
research focuses on experiences of trauma and discrimination TGD youth experience after coming 
out. However, TGD youth may be targets of violence and victimization due to perceived gender 
nonconformity before coming out. In this Future Directions, we integrate research on attachment, 
developmental trauma, and effects of racism and homophobia on mental health to propose 
a social-affective developmental framework for TGD youth. We provide a clinical vignette to 
highlight limitations in current approaches to mental health assessment in TGD youth and to 
illustrate how using a social-affective developmental framework can improve clinical assessment 
and treatment approaches and deepen our understanding of mental health disparities in TGD 
people.

There are well-documented health disparities in trans
gender and gender diverse populations (TGD),1 includ
ing a 90% lifetime prevalence of major depressive 
episode and a 40% lifetime incidence of suicide attempt 
(James et al., 2016). In youth specifically, studies have 
found that the three-year prevalence of suicide attempts 
is over 50% among trans boys, relative to a 9.8% attempt 
prevalence among cisgender boys (Toomey et al., 2018). 
The minority stress model contextualizes mental health 
disparities in marginalized populations by positing that 
discrimination, as well as internalization of those nega
tive experiences, result in elevated chronic stress and 
higher rates of mental illness (e.g., Meyer, 2003). TGD 
individuals experience structural transphobia (Price 
et al., 2023, White Hughto et al., 2015) and discrimina
tion in employment, healthcare, and housing, as well as 
high rates of interpersonal violence (Grant et al., 2011; 
James et al., 2016). This, coupled with internalized 
transphobia and the fear of potential violence or discri
mination, may lead to higher rates of anxiety, depres
sion, post-traumatic stress disorder (PTSD), and self- 
harm within TGD communities (Hendricks & Testa, 
2012; Roberts et al., 2012).

Theoretical applications of the minority stress model 
to TGD populations (e.g., Hendricks & Testa, 2012; Tan 

et al., 2019; Testa et al., 2015) have contributed to 
a better understanding of potential factors involved in 
TGD individuals’ mental health. However, most 
research linking experiences of discrimination and 
transphobia to mental health in TGD populations 
focuses on experiences of trauma, violence, and discri
mination after coming out. Importantly, as illustrated in 
this Future Directions, TGD people may be targets of 
violent victimization due to perceived gender noncon
formity even before they come out. There is thus a need 
to appreciate the very specific social developmental 
experiences of TGD youth and young adults and the 
impact of these experiences on mental health through
out the lifespan; this type of developmental approach is 
missing in the literature and is critically needed.

In this Future Directions, we integrate and adapt 
work on the effects of racism and homophobia on 
mental health, as well as attachment theory and the 
developmental neurobiology of trauma, to propose 
a social-affective developmental framework for TGD 
youth that considers the pervasive trauma of growing 
up TGD in a transphobic society. Such a social-affective 
developmental framework can deepen our understand
ing of mental health disparities in TGD people and 
facilitate improved treatment approaches, resource 

CONTACT E. Kale Edmiston kale.edmiston@umassmed.edu
1Unless otherwise stated, hereafter we will utilize the term TGD as an umbrella term to acknowledge the myriad of gender identities that fall outside of 
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allocation, and policy change. We conclude by discuss
ing applications of this model for future research on 
development and mental health in TGD youth.

First, we provide a representative, though purely fic
tional, clinical example that we refer to throughout the 
paper to demonstrate the limitations of current social 
and developmental frameworks, related limitations of 
current approaches to assessment and treatment of 
mental health challenges in TGD populations, and to 
provide a framework for future directions in clinical 
care and research in TGD mental health.

Clinical Example

Ayden: Diagnostic History

Ayden is a 24-year-old nonbinary individual, assigned 
female at birth, who presented to transition their care to 
a trans-knowledgeable and affirming therapist and psy
chiatrist. Ayden was diagnosed with Generalized Anxiety 
Disorder (GAD) and Attention Deficit Hyperactivity 
Disorder (ADHD) at age 13. In adolescence, Ayden had 
multiple failed trials of ADHD medications, which exa
cerbated their anxiety symptoms. They have not been on 
stimulant medications since age 15. Ayden reports doing 
well in school until age 13, which coincided with the onset 
of mental health issues. They struggled in middle and 
high school with poor grades due to skipping school 
often. After high school, they obtained a two-year 
Associate’s Degree, then transferred to a four-year college 
from which they recently graduated with a Bachelor’s 
Degree. Ayden reports they had a “mental breakdown” 
during their first year of their Bachelor’s program, for 
which they were voluntarily hospitalized for self-injurious 
behavior and nonspecific suicidal ideation. During this 
hospitalization, Ayden was diagnosed with Bipolar 
Disorder II (BDII), and past diagnoses of GAD and 
ADHD were maintained. At age 20, Ayden came out as 
nonbinary, masculine of center, and started low-dose 
testosterone for gender affirming hormone therapy. 
Their family was not accepting of their identity, and 
they have since been estranged from their family of origin.

Ayden: Psychosocial History

Ayden endorses a longstanding history of depressive and 
anxiety symptoms since early childhood relating to dis
comfort with their body and to social struggles with peers. 
These concerns worsened at puberty. In contrast to their 
BDII diagnosis, they deny any current or past history of 
hypo/manic symptoms or episodes. Ayden reported sig
nificant trauma history. They reported that at age 13, 
they experienced gender and sexuality-based bullying/ 

victimization in school, with peers threatening to hurt 
them and calling them “queer” and “dyke.” When Ayden 
told their family and school principal about the bullying, 
they were invalidated and told that if they “acted more 
feminine” the bullying would cease, after which Ayden 
started avoiding school due to the abuse. Ayden was 
physically assaulted and raped by a neighbor boy at age 
14. During their first year of their Bachelor’s program, 
after coming out to family of origin and friends, a school 
acquaintance drugged and raped Ayden at a party. After 
this sexual trauma, Ayden became severely depressed, 
stopped showering, ate minimally and lost weight, started 
self-injuring, had persistent suicidal ideation, and 
avoided sleeping due to fear of trauma-related night
mares. They also stopped attending class and isolated 
themselves to their apartment due to fear of running 
into their abuser. Whenever they had to leave their apart
ment, Ayden experienced hyperarousal, hypervigilance, 
and irritability/agitation. This culminated two weeks 
later with Ayden’s first and only inpatient hospitaliza
tion. Today, Ayden presents to the clinic for ongoing 
medication management for their BDII diagnosis and to 
establish a relationship with a new therapist.

The Case for a Developmental Approach

There is a paucity of theoretical work regarding TGD 
people that takes a developmental perspective; this per
spective is a critically needed future direction for the 
field. Foundational theories of identity development 
(e.g., Sokol, 2009) were created with the assumption of 
cisgender identity, but a mismatch between a child’s 
identity and the way they are perceived and treated 
may lead TGD youth to experience elements of identity 
formation differently than cisgender youth (Ehrensaft, 
2017; Tomson & Edmiston, 2022). TGD people learn in 
childhood that they must either meet gendered expecta
tions for behavior that do not feel authentic or risk 
rejection. For example, a closeted transgender girl may 
be ridiculed for desiring to play with other girls or for 
expressing themselves in a feminine manner. Racism 
and ableism further compound the consequences of 
not adhering to gender norms. For example, a Black 
transmasculine child may have difficulty quietly focus
ing in the classroom, and because of cisnormativity and 
anti-Black racism, they are not assessed for ADHD and 
instead punished and labeled “disruptive.” Likewise, an 
autistic youth may not be taken seriously when they 
express their trans identity; gender nonconformity 
may be attributed to confusion or dismissed as lack of 
insight regarding social norms rather than an expression 
of their identity. Many TGD adults describe that, as 
children, they modeled their behavior after individuals 
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that share their gender identity, but not their assigned 
sex. This is similar to social learning theories of gender 
development in cisgender children. However, TGD 
youth may learn to consciously observe and mimic the 
gendered behavior of those who shared their sex 
assigned at birth to avoid ridicule and harassment. 
This results in a persistent policing of gendered beha
vior, first by adults and peers, and later by the self, and 
may affect the development of interpersonal and execu
tive function skills, as well as emotional expression and 
regulation (Tomson & Edmiston, 2022). In the case of 
Ayden, they became hyper vigilant to threat, but also 
distracted and unable to function well in school. They 
learned to avoid school and interpersonal relationships 
as a coping mechanism for constant invalidation. 
Ayden’s case illustrates the ways in which TGD youth 
develop coping strategies that are appropriate to their 
environment and their developmental stage but may not 
serve them long term and may appear to clinicians as 
symptoms of executive or emotional dysregulation. In 
the absence of specific consideration of the effect of 
transphobia on social learning and identity formation, 
misdiagnosis or inappropriate treatment is likely.

TGD people often develop attachment bonds with 
the understanding that positive regard and care from 
others is predicated on continuing to meet inauthentic 
gendered expectations. Ayden was ridiculed by their 
peers for appearing too masculine and was told by 
adults that it was their responsibility to stop their own 
victimization. Ayden learned that they could not 
depend on adult caregivers to protect them. Consistent 
with an attachment-informed approach to understand
ing developmental risk, there is an emerging literature 
indicating that negative parental response when cisgen
der lesbian, gay, and bisexual (LGB) youth come out 
mediates long term depression and anxiety symptoms in 
adulthood (Delozier et al., 2020; Rothman et al., 2012). 
We draw on this literature with regard to TGD youth 
because cisgender LGB youth, like TGD youth, typically 
do not share their marginalized identity with their 
family of origin. This may have important consequences 
to the development of secure attachment. Indeed, we 
know that parental support is associated with mental 
health outcomes in TGD youth as well, such that higher 
parental support amongst TGD youth is linked to more 
positive psychological adjustment and mental health 
(Mills-Koonce et al., 2018; Olson et al., 2016; Simons 
et al., 2013). However, to our knowledge, no work has 
examined the effects of parental attachment on the 
development of emotional regulation and interpersonal 
skills in TGD people; this remains an important area for 
future research. Of note, relationships between parental 
attachment and socio-emotional development in TGD 

youth may be complex and impacted by other systems 
relevant to the child, such as cultural expectations and 
values. Relatedly, research and assessment must con
sider that gender is one identity of many that TGD 
youth hold and intersects in important ways with 
other identities, such as race, ethnicity, socioeconomic 
status, and ability.

In summary, most theories of social development 
(e.g., gender development, attachment) were developed 
for cisgender youth (Ehrensaft, 2017; Tomson & 
Edmiston, 2022). Fortunately, developmental trauma
tology approaches to diagnosis and assessment can be 
easily adapted to serve TGD people. This theoretical 
framework also opens up new avenues for research, 
which we discuss in the next section.

Development and Trauma

The developmental trauma disorder diagnosis was cre
ated in response to concerns regarding the limitations of 
the PTSD diagnosis, which does not account for chronic 
developmental trauma (D’Andrea et al., 2012). The 
PTSD diagnosis also does not adequately capture the 
range of minority stressors experienced by TGD popu
lations (e.g., daily aggressions and invalidations such as 
being dead-named [i.e., use of birth name] or misgen
dered, dehumanization of TGD identities by religious 
leaders and politicians, as well as loss of housing and 
employment because of one’s gender identity). 
Proponents of the developmental trauma diagnosis 
argue that, because the PTSD diagnosis is predicated 
on an isolated traumatic event that occurs in the context 
of a safe, predictable caregiving environment, it may not 
be an appropriate diagnosis for those who experience 
repeated traumatic events during critical developmental 
periods (Cook et al., 2005; Green et al., 2000; Spinazzola 
et al., 2018; van der Kolk et al., 2009). Moreover, our 
understanding of the pathophysiology of PTSD may be 
inadequate for youth experiencing multiple, ongoing 
exposures to interpersonal rejection, violence, and dis
ruptions in caregiving. Diagnostic criteria for PTSD 
may not appropriately describe the experiences of 
many TGD individuals, who are more likely to experi
ence chronic and prolonged trauma that is often inter
personal in nature (Alessi & Martin, 2017, see also 
Figure 1). For example, because of high rates of violent 
victimization and suicidality in many TGD commu
nities, particularly TGD communities of Color (Chan 
et al., 2023), TGD youth may not only experience vio
lence and suicidality themselves, they will experience 
these challenges vicariously in their peer groups, with 
likely adverse health effects (Andersen et al., 2013). 
Because chronic developmental trauma can result in 

868 S. SEQUEIRA ET AL.



changes in multiple behavioral domains that present as 
symptoms of several psychiatric diagnoses (van der 
Kolk, 2005), these youth are often misdiagnosed, receive 
inappropriate clinical care, or are unable to receive any 
treatment.

TGD youth frequently present to clinics with mental 
health histories that suggest prior misdiagnoses and 
inappropriate treatment. In Ayden’s case, a history of 
chronic interpersonal invalidation and trauma has pre
sented alternately as ADHD, GAD, and BDII. 
Individuals who experience developmental trauma 
may show difficulty modulating their affect and beha
vior, resulting in behavioral compulsions, substance use, 
withdrawal/avoidance, self-injurious or suicidal beha
viors, oppositional behaviors, or verbal or physical 
aggression (D’Andrea et al., 2012). They may also 
experience physiological manifestations of stress (e.g., 
sleep difficulties, heightened sensory sensitivity) and 
cognitive symptoms, such as difficulty with planning, 
organizing, and sustaining goal-directed behavior 
(D’Andrea et al., 2012; van der Kolk et al., 2009). Such 
executive function difficulties may present to a clinician 
as ADHD, as was the case with Ayden.

The developmental trauma disorder diagnosis may 
be useful when thinking about the trauma that TGD 
youth experience, but it was created with the assump
tion of cisgender identity. Thus, while it considers how 
chronic trauma disrupts certain developmental tasks at 
specific developmental stages, these tasks and stages 
may differ in TGD youth. In the case example, Ayden 

understandably withdrew from social relations with 
peers, during a developmental period when peer rela
tionships are particularly salient and important. TGD 
youth generally contend with external gendered expec
tations that do not fit their self-conceptions, as well as 
a lack of models and representations of TGD people in 
the broader culture. This could result in different timing 
and quality of identity formation. The impact of com
plex, chronic trauma on the social, emotional, and cog
nitive development of TGD youth cannot be understood 
if we apply cis-centric developmental models to TGD 
youth.

Youth with complex developmental trauma may also 
hold a negative self-image and self-blame, struggle with 
self-efficacy, and show widespread interpersonal diffi
culties, including persistent social fears, disrupted 
attachment styles, distrust of others, difficulty with 
boundaries, and difficulty with perspective-taking 
(D’Andrea et al., 2012; van der Kolk et al., 2009). 
These effects are almost certainly exacerbated in youth 
who belong to a stigmatized social identity. TGD youth 
often experience high levels of attachment adversity and 
interpersonal rejection (Kosciw et al., 2020), conferring 
risk for internalizing disorders (Valentine & Shipherd, 
2018). Early interpersonal trauma is associated with 
higher rejection sensitivity (RS) in adolescence 
(Downey et al., 1997). RS is the tendency to be hypervi
gilant to social cues that may result in rejection and to 
perceive and interpret neutral or even positive social 
cues as exclusionary or dismissive (Downey & 

Increases in rejection
sensitivity

Identity formation
influenced by

incongruence between
sex assigned at birth,
internal sense of self,

and gendered
expectations

Effects on child’s social, cognitive, emotional, and neurobiological development,
potentially including or leading to:

Effects on interpersonal functioning, executive functioning,
and emotion reactivity and regulation

Disrupted attachment to
parents and caregivers

Systemic Transphobia
Examples: Minimal TGD
representation in mainstream media;
Laws and policies discriminating
against TGD individuals; Degradation
of TGD identities by the media,
religious leaders, and politicians;
Healthcare providers with little or no
training or knowledge in gender-
affirming care

Interpersonal Transphobia
Examples: Invalidating interactions in
school, at home, online, and in the
community; Rejection in religious
communities; Physical, sexual, or
verbal assault, maltreatment, or
neglect; Threats of physical, sexual,
or verbal assault, maltreatment, or
neglect

Figure 1. Proximal and distal experiences of transphobia may influence various aspects of child development.
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Feldman, 1996). High RS is moderately associated with 
higher internalizing symptoms (Gao et al., 2017). Little 
work has addressed the role of RS in the social, emo
tional, and cognitive development of TGD youth, an 
important area for future research. For example, rejec
tion experiences in healthcare, which are common 
among TGD people, may be especially important to 
integrate into future research with TGD youth (Wells 
et al., 2020). Rejection may have a greater impact when 
it occurs in spaces that are typically assumed to be 
“safe,” such as in the home or the doctor’s office, or 
when it is experienced across multiple contexts, such as 
at home, in school, and online (Baams et al., 2020). 
Moreover, interpersonal rejection is more likely to be 
inescapable and uncontrollable for youth, a hallmark of 
risk for depression and suicidality (Hammen, 2005; 
Victor et al., 2019). While there is a growing literature 
on developmental trauma type (e.g., emotional abuse/ 
neglect, physical abuse/neglect, sexual abuse), there has 
been little work on how the source(s) of rejection 
trauma might impact youth developmentally.

Rejection likely impacts TGD youths’ mental health 
in part through effects on neurobiological and physio
logical development. Trauma during childhood and 
adolescence impacts psychosocial functioning via effects 
on social, emotional, and cognitive development 
(Pechtel & Pizzagalli, 2011). These behavioral differ
ences are thought to be mediated by altered neurobio
logical development, including changes in brain 
structure and function, cellular aging, and autonomic 
and immunological system function (D’Andrea et al., 
2012; Maughan & Cicchetti, 2002; McLaughlin & 
Lambert, 2017; McLaughlin et al., 2020; Reddaway & 
Brydges, 2020). Interpersonal trauma during childhood 
has been associated with changes in hippocampal 
volume (Lambert et al., 2017; Lawson et al., 2017), 
medium spiny neuron excitability (Francis et al., 
2015), neocortical volume and thickness (Edmiston 
et al., 2011; Lim & Khor, 2022; Ross et al., 2021), activity 
and functional coupling of emotional processing and 
executive function networks (Cracco et al., 2020; 
DeCross et al., 2022; Malejko et al., 2020; Sellnow 
et al., 2020), and autonomic and cortisol responsivity 
(Mikolajewski & Scheeringa, 2022; Morris et al., 2017, 
2020). Others have shown altered epigenetic and post- 
transcriptional effects of early life stress on brain- 
derived neurotrophic factor (BDNF). Growing evidence 
suggests that the specific neurobiological sequelae of 
trauma depend on the developmental timing, the dura
tion and frequency, and potentially the type of trauma 
(Teicher et al., 2016). TGD youth disproportionately 
experience chronic interpersonal trauma, and the inten
sity of interpersonal rejection experiences likely 

intensifies during the peripubertal period. The specific 
duration and timing of interpersonal trauma has impli
cations for cortico-limbic development in TGD youth. 
Furthermore, because trauma is more likely to be inter
personal in nature, interpersonal supports may have an 
outsize protective impact on TGD mental health out
comes. For example, recent work in TGD adults sug
gests that interpersonal supports moderate the 
relationship between minority stress and suicidality 
(Kaufman et al., 2022). Elevated mental health concerns 
in TGD youth may thus develop, in part, from effects of 
interpersonal trauma on youths’ developing neurobiol
ogy, an important area for future research to explore in 
greater depth.

We can draw from the small literature on RS in 
cisgender LGB people to determine future research 
directions for TGD youth. Elevated RS in cisgender 
LGB youth is related to a history of rejection experiences, 
which have been shown to be present early in life, even 
before youth report that they are aware of their sexual 
orientation (Martin‐Storey & Fish, 2019; Mittleman, 
2019). Additionally, cisgender LGB adults show higher 
cardiovascular stress and cortisol reactivity to a lab-based 
social stressor relative to age- and gender-matched het
erosexual adults (Juster et al., 2015, 2019). Feinstein 
(2020) proposes that cisgender LGB individuals come 
to anticipate rejection from the majority culture and 
from individuals, resulting in a chronic state of vigilance 
and heightened arousal, and that this in turn impacts 
emotional and social development (see also Baams et al., 
2020). This also likely applies to TGD youth. However, to 
our knowledge, RS and its neurophysiological correlates 
have not been studied in TGD youth.

In TGD adults, brain regions associated with depres
sion show a prolonged response to social rejection rela
tive to cisgender people (Mueller et al., 2018). 
Additional studies have found associations between 
experiences of transphobia and cardiovascular and 
inflammatory markers (Dubois, 2012) and diurnal cor
tisol (DuBois et al., 2017). This includes recent work 
that found associations between a composite index of 
political climate and physiological markers of stress in 
a sample of adult transgender men (DuBois & Juster, 
2022). In cases of prolonged developmental trauma, 
multiple domains of functioning are impacted and 
there may be cascading or multiplicative effects on neu
robiological development.

Revisiting Ayden

TGD people are disproportionately survivors of trauma, 
and their mental health symptoms can easily be mis
diagnosed as a non-trauma related psychiatric 
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diagnosis, especially in the context of active gender 
dysphoria and/or not being “out.” Trauma sequelae 
have a wide range of presentations and may appear 
like other mental health diagnoses, particularly mood 
disorders, ADHD, and anxiety disorders. Furthermore, 
biological psychiatry has often failed to decouple sex 
and gender (Edmiston & Juster, 2022). Thus, it is 
unknown to what extent “sex differences” in the symp
tom presentations of various diagnoses are indeed 
related to specific biological factors associated with sex 
assigned at birth versus gendered socialization pro
cesses. This is another area of future research that 
could improve clinical assessment. Utilizing the Ayden 
clinical vignette, we will now explore how these over
sights can lead to diagnostic errors, and thus inap
propriate treatment, in the mental health care of TGD 
patients.

Ayden’s childhood diagnoses of GAD and ADHD 
may be better accounted for by gender dysphoria and 
trauma sequelae, especially given the timeline of life 
events and symptom development. Ayden had typical 
GAD symptoms of excessive and uncontrollable worry, 
irritability, poor concentration, muscle tension, and 
sleep disturbance. It is possible that these symptoms 
directly related to the incongruence between Ayden’s 
sex assigned at birth, their internal sense of self, and 
gender role expectations, as well as internalized trans
phobia and fear of abuse and/or being “outed.” Ayden 
may also have experienced anxiety symptoms as 
a trauma response to chronic verbal harassment, as 
well as the physical and sexual trauma they experienced. 
Ayden did not feel safe divulging these experiences due 
to invalidation and minimization of bullying by their 
parents and the school administration. Their excessive 
rumination, difficulty controlling worry, edginess, and 
fearfulness were likely triggered by ongoing threats to 
their physical safety. At clinical assessment, Ayden 
would be unlikely to reveal this information unless 
they felt safe with a clinician. They would need to be 
asked specific questions about the nature of their anxi
ety. If the clinician went through a usual structured 
clinical interview, the true nature of Ayden’s anxiety 
and sympathetic reactivity would not necessarily be 
captured. Furthermore, Ayden may not have had the 
language to explain their identity as a child or adoles
cent. Thus, it is the role of the therapist and psychiatrist 
to ask about gender and sexuality and assess for traumas 
and stressors in all patients to best identify and meet 
patients ’needs, and to destigmatize variation in human 
gender and sexuality. There is an established literature 
describing best practices for asking about these identi
ties in a clinical setting (Jolly et al., 2021). However, 
given potential caregiver access to electronic health 

records, providers should confer with minor patients 
prior to recording sexual orientation or gender identity 
information in their record.

Ayden’s diagnosis of ADHD, just as with GAD, could 
also be explained by complex developmental trauma. In 
Ayden’s case, they did well in school until the bullying 
and assaults began, and they also completed post- 
secondary education without stimulant medication, 
thereby putting the ADHD diagnosis in question. In 
adolescence, Ayden displayed prominent avoidance 
behaviors of school and peers due to bullying. If given 
an ADHD screen, Ayden’s teachers and parents may 
have perceived Ayden’s school difficulties as ADHD 
symptoms of inattentiveness, distractibility, forgetful
ness, fidgeting, etc. It is highly probable, given the time
line of symptom development and Ayden’s adverse 
response to stimulant medication trials, that Ayden’s 
difficulties in school were due to hyperarousal following 
victimization, which presented as restlessness. 
Hypervigilance, dissociation, and fearfulness may also 
present as distractibility and inattentiveness, resulting in 
an inappropriate ADHD diagnosis. Furthermore, given 
known sex and gender differences in the presentation of 
ADHD, as well as gendered norms surrounding psycho
motor activation, Ayden may have been inappropriately 
diagnosed with ADHD because they were assumed to be 
female.

Similarly, TGD individuals may receive BDII diag
noses for trauma-related symptomatology. Trauma 
responses that do not meet criteria for a PTSD diagnosis 
can present with dysphoric mood/affect, emotion dys
regulation, irritability/agitation, psychomotor agitation, 
sleep disturbances, and sympathetic hyperactivation 
that can easily be misconstrued as a primary mood 
disorder, particularly BDII. Less seasoned clinicians 
may hear patient complaints of sleeplessness and 
increases in energy and ask about BD symptoms with
out considering a potential complex or ongoing trauma. 
Ayden presented to the hospital following familial rejec
tion after coming out and sexual assault by a peer. 
However, these acute traumas occurred in the context 
of prior invalidation by their parents, assaultive beha
viors by peers throughout school-age, prior sexual 
assault by a peer, and the ongoing stressors of keeping 
their gender identity hidden for years. Ayden might not 
have divulged much, or any, of this important trauma 
history due to fear of invalidation.

Misdiagnosis causes lasting harm and can result in 
inappropriate care, including incorrect or unnecessary 
pharmacologic intervention. Particularly if a youth is 
labeled with a stigmatized diagnosis, they may receive 
a lower quality of care across clinical settings, not just in 
behavioral healthcare contexts (Khan & Shaikh, 2008; 
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Nasrallah, 2015). Without consideration of the context 
of Ayden’s life (i.e., minority stress, gender dysphoria, 
acute and chronic trauma), it is unsurprising that Ayden 
was repeatedly misdiagnosed. For all patients, trauma 
assessment should be done early in the mental health 
evaluation to identify precipitating events that might 
contribute to mood and anxiety symptoms. Early assess
ment of trauma can help clinicians more accurately 
create a timeline and contextualize patients’ symptoma
tology to better understand the patient’s experience and 
provide more accurate diagnosis and treatment.

Conclusions

There is a robust literature regarding the behavioral and 
neurobiological sequelae of developmental trauma, as 
well as the relationship between developmental trauma 
and risk for mood and anxiety disorders. There is also 
an established literature demonstrating elevated preva
lence of mood and anxiety disorders in TGD youth. 
However, these literatures have not been integrated 

and adapted to better understand the effects of devel
opmental trauma on TGD youth, particularly regarding 
risk and resilience factors and biological mediators.

To date, much of the neurobiological research 
regarding TGD people has focused on the etiology of 
gender dysphoria without consideration of the social- 
affective developmental context of TGD lives (Levine 
et al., 2022; Edmiston & Juster, 2022). We encourage 
more robust research that examines the effects of 
chronic interpersonal rejection during childhood 
caused by transphobia and ciscentrism. 
Methodological approaches could include biological 
stress markers such as neuroendocrine and inflamma
tory markers, psychophysiological research, and neuroi
maging research. In Figure 2, we propose a model to 
guide future research in this area. Such studies must 
necessarily include thorough psychosocial and psychia
tric history taking, including acute and chronic trauma 
exposures. Moreover, timing of trauma exposure is 
important to consider, as trauma experienced at differ
ent stages of development may have differential effects 

Figure 2. A strengths-based future directions model for understanding transgender youth mental health. A) potential social-affective 
developmental model for improving the mental health and well-being of transgender youth (key pathways shown); B) potential 
biological mechanisms and indicators that may contribute to these processes. Most of these relationships have yet to be explored in 
transgender youth. Furthermore, resources and strengths will vary in their relative influence on outcomes in different developmental 
windows. IL-6, IL-8 = interleukin-6, interleukin-8; BDNF = brain-derived neurotrophic factor.
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on neurobiological development and psychosocial func
tioning (e.g., Dierkhising et al., 2013; Kuhlman et al., 
2015; Marshall, 2016). Longitudinal outcomes research 
is also needed, both to study the trajectories of brain 
development (e.g., maturation in cortico-limbic struc
ture and function) in transgender youth, and to assess 
for potential factors that might predict psychiatric risk 
and resilience.

Research in cisgender youth has shown differences in 
physiological response to social stressors (salivary corti
sol and heart rate variability) in pubertal versus pre- 
pubertal adolescents (eg., van den Bos et al., 2014), and 
sex steroid hormones are established modulators of the 
stress response (Vigil et al., 2016). In the case of TGD 
youth, future work should assess for effects of natal 
puberty, and hormone therapy, if applicable. Some 
effects will necessarily be confounded by the positive 
mental health effects associated with access to medical 
transition, which should be considered during study 
design and data interpretation.

Community-based, multisite approaches may be 
required given the relatively small size of the TGD 
population in many areas. Such work will need to con
sider the social, political, and legal contexts in which 
TGD youth live, as some work has suggested that hostile 
political climates from state to state negatively impact 
the biological stress system and mental health of TGD 
people (DuBois & Juster, 2022). To-date, white TGD 
youth are overrepresented in the literature, in part due 
to reliance on gender clinics for recruitment. More 
studies using community-based approaches to recruit
ment, particularly studies that use a community-based 
participatory approach in partnership with organiza
tions serving transgender People of Color (tPOC), will 
help researchers better serve and understand the needs 
of all TGD people, as well as the particular needs of 
tPOC.

Strengths-based perspectives are also needed. 
Although there is evidence demonstrating the impor
tance of supportive parenting for predicting positive 
outcomes in LGBT people generally (Mills-Koonce 
et al., 2018; Olson et al., 2016; Simons et al., 2013), it is 
not clear what additional biological and psychosocial 
factors are associated with better mental health out
comes for TGD youth. These findings can be leveraged 
to develop and test novel interventions designed to 
support the mental health needs of TGD youth.

It is important not to uncritically extrapolate under
standings of cisgender youth development to TGD 
youth. This practice results in misunderstanding in 
both clinical and research contexts. Consideration of 
the unique developmental experiences of TGD people 
will improve patient care and provide important 

research insights. Current approaches to diagnostic or 
symptom assessment, both in clinical and research set
tings, were created without consideration of the unique 
developmental experiences of TGD people growing up 
in a transphobic society. If our frameworks for under
standing the development of emotion regulation, execu
tive function, and interpersonal skills are predicated on 
cisgender identity, TGD people are left underserved. 
When coupled with provider biases in gendered expec
tations for behavior, as well as pervasive mistrust of 
healthcare systems within transgender communities, 
TGD people may be more likely to receive misdiagnoses 
and inappropriate or lower quality treatment, ultimately 
resulting in exacerbation of mental health disparities. 
Our mental healthcare system is ciscentric and perpe
tuates harm, even when individual providers are well- 
meaning. We must reimagine a system that centers the 
needs of transgender people. This process must be led 
by transgender people. Such a system will require pro
viders to carefully examine their assumptions, acknowl
edge and reflect on past harms they may have caused, 
learn to tolerate their own discomfort, and practice 
humility.

To better understand the ecological systems that 
shape TGD youth development, we need more thought
ful and responsible developmental research examining 
the lived experiences of TGD youth specifically (see 
Tebbe & Budge, 2016). Future research should assess 
how chronic and recurring interpersonal trauma and 
rejection, particularly in childhood/adolescence, 
impacts the social, emotional, and cognitive develop
ment of TGD people, what factors are associated with 
resilience, and how interventions can be adapted for the 
population.
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