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Background

Children and young people are increasingly being referred to
specialist gender services, and available data on their charac-
teristics are limited. The Longitudinal Outcomes of Gender
Identity in Children (LOGIC) study is the first independently
funded UK research programme to comprehensively assess
quality of life, autism, service use and the psychological well-
being of children and adolescents referred to gender services.

Aims

The aim of this baseline assessment is to obtain a multidimen-
sional profile of children and young people on the waiting list for
the gender service.

Method

Data were obtained from 617 parents and caregivers and

565 children and young people, representing a quarter of those
on the waiting list eligible to participate. Participants were
assessed across a range of domains including gender identity,
gender dysphoria, mental health and well-being, autism,
physical health, service use and quality of life.

Results

Gender dysphoria rates among our sample were high,
particularly among adolescents. Almost all participants had
socially transitioned. Compared with children, adolescents
reported significantly poorer quality of life, particularly in relation
to self-perception and psychological well-being. Relative to
reference population samples, our cohort demonstrated
elevated levels of mental ill health and reduced quality of life,
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although the magnitude of these differences varied. In addition,
59% of young people aged 11 years or over reported self-harmin
the past year. Over half of the cohort had received a psychiatric
diagnosis, and co-occurrence rates were high. A third of the
cohort was either diagnosed with autism or undergoing
assessment for autism.

Conclusions

Self-perception and psychological well-being represent partic-
ularly impaired quality of life dimensions for adolescents on the
waiting list for the UK’s gender service. Complementing existing
knowledge, differences emerged between young people and
children, reflecting that the onset of puberty is a critical factor in
the well-being of this cohort.
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Recent years have seen an increase in the number of children and
young people referred to gender clinics worldwide.!~* Notably, in the
UK, referrals to the national gender clinic increased from 51 children
and young people in 2009 to 1715 in 2016,* and further increased to
over 2700 in 2019/2020.° Following the publication of the Cass Review
in April 2024, gender services for children and young people were
reorganised in the UK and in March 2024 the national gender clinic
was closed, to be replaced by regional services.> While more recently
numbers of referrals have reduced, numbers on the waiting list have
risen, resulting in lengthy waiting times.” In March 2025, it was
estimated that there were 6225 children and young people on the
gender services waiting list, up from 5560 a year earlier.” Despite these
increasing numbers, understanding of the long-term outcomes for
children and young people referred to specialist gender services
remains limited. Most research in the field to date has been dominated
by small clinic studies where there has been limited systematic data
collection undertaken by independently funded and resourced
research teams.® In recent years this has begun to change, with a
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small number of longitudinal studies being funded in the USA,’
Australia'® and Canada.!!

In the current paper, we report the characteristics of children
and young people participating in the Longitudinal Outcomes of
Gender Identity in Children (LOGIC) study.® The LOGIC study
aims to investigate the outcomes of a cohort of 622 children and
young people who were referred to the national UK gender clinic by
undertaking a comprehensive assessment of outcomes pertaining to
gender identity, gender dysphoria, mental health and well-being,
quality of life, autism, physical development and health service use.
The objective of the LOGIC study is to obtain a multidimensional
understanding of this cohort as young people navigate complex life
changes such as puberty and social transition, and to explore how
such changes relate to gender dysphoria.

Significant limitations have been identified in the compre-
hensiveness of data collection and reporting regarding the
characteristics of children and young people referred to specialist
gender services.!? It is hoped therefore that the data presented
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here will contribute to addressing this gap and enhance
understanding of the needs of this cohort.

Method

Study design, setting and participants

The LOGIC study is a longitudinal study that follows 622 children
and young people referred to the Gender Identity Development
Service (GIDS), recruited between June 2019 and May 2021 from
the waiting list. Before its closure in March 2024, GIDS was a
nationally commissioned service covering England, Wales,
Northern Ireland and, in part, Scotland and the Republic of
Ireland. The service had centres in London and Leeds and outreach
clinics across the UK. Children and young people were eligible for
inclusion in the study if they had a referral to GIDS accepted when
they were aged 14 years or younger, had not had their first
appointment with the service, spoke English fluently and resided in
the UK or the Republic of Ireland. Families remained eligible to
participate even if, after referral, they no longer wished to be seen by
the service.

Study recruitment followed a three-step process, which entailed
the GIDS administrative team contacting eligible families and
obtaining consent for their details to be passed on to the LOGIC
research team. Consenting families were then contacted directly by
a researcher and provided with detailed information sheets,
including age-appropriate versions for their child or young person.
Written informed consent was obtained from all parents or
caregivers for each child. While the recruitment of parent-child
dyads was sought, 57 parents participated without their child or
young person and 5 young people participated without their
parents. The recruitment process is shown in Supplementary Fig. 1
available at https://doi.org/10.1192/bjp.2025.10451.

Ethical standards

All procedures contributing to this work comply with the ethical
standards of the relevant national and institutional committees on
human experimentation, and with the Helsinki Declaration of 1975
as revised in 2013. All procedures involving human patients
were approved by the Health Research Authority and London -
Hampstead Research Ethics Committee (reference no. 19/LO/0857).

Procedures

Children and young people completed one of two surveys. The
child interview, which was administered to those aged 11 years or
younger, consisted of age-appropriate questions and measures
about gender, as well as the KIDSCREEN-52 questionnaire.'?
Children aged 11 years also completed the Strengths and
Difficulties Questionnaire (SDQ)™ and the short-form Mood and
Feelings Questionnaire (sMFQ).!> Most child interviews took place
in person, with researchers travelling to families’ homes or via video
format (in both cases with parental presence), although some
children chose instead a telephone conversation or self-completion
of an online form via the Qualtrics survey platform.

The young person survey was designed for participants aged 12+
years, and featured a more extensive set of age-appropriate measures
in addition to those in the child interview. Specifically, these were the
Warwick-Edinburgh Mental Wellbeing Scale (WEMWBS),'¢ the
Youth Self-Report (YSR)!” and an itemised version of the DSM-5
criteria for gender dysphoria.'® Because it was deemed developmen-
tally appropriate, four 11-year-olds completed the young person
survey and one 12-year-old completed the child interview.

Parents/caregivers were invited to complete the parent survey,
which provided the primary source of sociodemographic data, as
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well as additional measures about their child. These were the Child
Behavior Checklist (CBCL),'” the SDQ, the Autism Spectrum
Quotient,'”* the DSM-5 Gender Dysphoria measure and the Child
and Adolescent Service Use Schedule (CA-SUS).?!

The young person and parent surveys were completed online
via Qualtrics by most of the study participants, although some
completed the questionnaires either with the researcher in-person,
over the telephone or via a video call or postal questionnaires. Data
collected via post, telephone and video call were subsequently
entered into Qualtrics by one of the researchers on the
LOGIC study.

In line with current co-creation research practices, there were
three layers of lived experience guidance within the LOGIC Study:
(a) a lived experience co-researcher; (b) an independent steering
committee, including both researchers and people with lived
experience, who met regularly to discuss study progress; and (c) the
study advisory group, which included children, young people and
parents participating in the study, who provided advice and
guidance on study processes, procedures and interpretation of
study findings.

Outcomes

Outcome measures focused on gender identity; gender dysphoria;
mental health and well-being; autism diagnoses and traits; quality
of life; physical health and well-being; family and peer relationships;
and health service usage (see the study protocol®). Due to space
constraints, data pertaining to the Utrecht Gender Dysphoria Scale
(UGDS),** Gender Identity Self Stigma (GISS) Scale,?® Child Health
Utility Index (CHU-9D)** and Child and Youth Resilience Measure
(CYRM)® can be found in Supplementary Tables 1-3.

Statistical analysis

Descriptive statistics were computed to summarise the demo-
graphics of the cohort. Demographics were presented as means and
standard deviations for continuous, symmetric variables and as
frequencies and percentages for categorical variables. For measures
with categorisation bands, the proportion of participants within
each band is reported. Likewise, for scales with inbuilt cut-off
scores, the proportion of participants who exceed the score
threshold is also reported. The agreement between young people
who fulfilled the criteria for gender dysphoria based on self-report,
versus those who met these criteria based on parent report, was
examined using Cohen’s kappa, which can range from 1.00 to —1.00
(with 0 indicating no agreement).?®

Additional statistical analyses included a series of t-tests to
compare our cohort and reference population scores on the SDQ,
the KIDSCREEN-52 and the Autism Spectrum Quotient. The
population mean for the SDQ was drawn from the 2020 wave of the
NHS Mental Health of Children and Young People (MHCYP)
survey in England, which included responses from 3570 children
aged 6-16 years.”’ Normative data for the KIDSCREEN-52 were
based on a large-scale survey involving over 20 000 children aged
8-18 years, and their parents, across 13 European countries.'* The
population mean for the child version of the Autism Spectrum
Quotient was taken from a control sample of 1225 UK children
aged 4-11 years,”® while the reference scores for the adolescent
version were based on a control group of 50 UK adolescents aged
10-15 years.”® Independent-samples t-tests were also employed to
examine whether Autism Spectrum Quotient scores varied
according to birth-registered sex and ASD diagnosis. The
Bonferroni method was used to adjust the threshold of significance
for multiple comparisons performed in the analyses of these data.
The magnitude of these differences was assessed via standardised
mean differences (i.e. Cohen’s d).
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For continuous measures with partially completed responses
(=80% complete), we either followed guidance provided by the
questionnaire manual or imputed missing items using mean
imputation to enable calculation of total scores. All analyses were
conducted using Stata (version 17).

The sample size was based on analyses planned for a 2-year
follow-up. It was initially estimated that 638 participants would be
recruited, with the aim of 510 being retained for follow-up after
allowing for attrition. Full details are provided in the study
protocol.?

Results

Sample demographics, social transition and endocrine
treatment

Demographic data are provided in Table 1. Social transition is also
reported here, which refers to the extent to which participants are
living as their identified gender. Participants who have partially
transitioned may express their gender via their appearance,
pronouns or name, whereas those who have fully transitioned will
typically express their gender via all three. Endocrine treatment
data were also collected for young people.

Sample characteristics

Height and weight data were collected from 382 parents about their
child. Given that height and weight are highly sensitive to changes
in age, these data were adjusted for differences in sex and age
(i.e. body mass index-standardised deviation score (BMI-SDS)).
Compared with the population (M =0, s.d. =1.0), our sample’s
mean BMI-SDS was 0.3 (s.d. = 1.2).

Data were also obtained from 615 parents regarding whether
their child had shown signs of puberty; based on these data, 480
children had shown signs of puberty (77 birth-registered males, 403
birth-registered females).

Finally, Table 2 presents information pertaining to neuro-
developmental and mental health conditions.

Gender identity

At the time of recruitment, all children and young people in our
cohort were on the waiting list for the gender service. However,
during the data collection phase, four parents (0.8%) reported that
their child was no longer on the waiting list, either because their
child was accepted for assessment (1 = 2) or because they decided
to leave the waiting list (n=2). These four participants were
excluded from the analyses.

At the time of data acquisition, the cohort had been on the
service waiting list for a median of 1 year (interquartile range (IQR)
0.6-1.6). Parents also indicated that the median age of referral to
the clinic was 12 years (IQR 10-13 years; birth-registered males
10 years (IQR 7-13 years), birth-registered females 13 years (IQR
11-14) years), and that gender incongruence emerged around the
age of 11 years (IQR 5-12 years; birth-registered males 6 years (IQR
3-11 years), birth-registered females 11 years (IQR 8-13 years)).

Health and service use data collected from 607 parents showed
that, in the past 6 months, 9 respondents (1.5%) had attended a
National Health Service (NHS) gender clinic and 6 (1.0%) had
visited a private gender clinic. In addition, 4 respondents (0.7%)
had visited an NHS endocrine clinic and one person (0.2%) had
attended a private endocrine clinic.

A quarter (25.5%) were in contact with child and adolescent
mental health services for gender identity-related reasons.
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Baseline findings from LOGIC study

Table 1 Demographic information about children, young people and
parent participants. Social transition status of children and young

people and endocrine treatment status of young people

Birth-registered sex
of child/young
person

Demographic information Male Female Total
Children
n 88 65 153
Mean age, years (s.d.) 82(1.7) 91(1.8) 8.6(1.8)
Gender identity, n (%) (n=152)

Mainly a boy 3@ 55 (86) 58 (38)

Mainly a girl 64 (73) 3(5) 67 (44)

Something in between 17 (19) 4 (6) 21 (14)

Neither 4.(5) 2@ 6 (1)
Social transition, n (%) (1= 153)

None 00 12 1(1)

Partial 15 (17) 6(9) 21 (14)

Full 70 (80) 57 (88) 127 (83)

Don't Know 30 12 4Q)
Young people
n 66 346 412
Mean age, years (s.d.) 13.8(1.3) 14.2(1.3) 14.1(1.3)
Gender identity, n (%) (n = 408)

Same as birth sex 1) 4(1) 5

Transgender 14 (22) 72 (21) 86 (21)

Binary 38 (58) 209 (61) 247 (67)

Non-binary 0015 3209 42 (10)

Agender 0(0) 3(M 3(M

Other/multiple/questioning 2@Q) 23 (7) 25 (6)
Social transition, n (%) (n=392)

None 5() 5() 10 (3

Partial 21(33) 82 (25) 103 (26)

Full 37 (59) 242 (74) 279 (71)
Current treatment stage, n (%) (n = 393)

None 55@7) 315(95) 370 (94)

Hormone blockers 5(8) 2(1) 72

Cross-sex hormones 3 (5 13 (4) 16 (4)
Parents
n 175 442 617
Mean age, years (s.d.) 418 (7.0) 451 (6.6) 44.2 (6.9
Gender, n (%) (n=616)

Male 8 (5) 35 (8) 43 (7)

Female 166 (95) 404 (92) 570 (93)

Non-binary 1 2(0.4) 3(0.4)
Relationship to child, n (%) (n=617)

Birth parent 169 (97) 430 (97) 599 (97)

Non-birth parent 63 12 (3) 18 (3)
Ethnicity, n (%) (n = 617)

White 161(92) 431 (98) 592 (96)

Mixed 63 6 (1) 12 (2

Other 8 () 5(1) 13 (2)
Sexual orientation, n (%) (0 =617)

Heterosexual 153 (87) 383 (87) 536 (87)

Non-heterosexual 21 (12) 58 (13) 79 (13)

Prefer not to say 1(1) 1(0.2 2 (0.3
Highest level of education, n (%) (n=616)

Higher degree 38 (22) 75(17) 113 (18)

Degree 48 (28) 120 (27) 168 (27)

A-level 23 (13) 59(13)  82(13)

GCSE 30 (17) 71 (16) 101 (16)

Other 32 (18) 104 (24) 136 (22)

No qualification 32 13 @) 16 (3)
GCSE, General Certificate of Secondary Education.

Gender dysphoria

Based on self-report, 91.2% of young people (374/410; 318 birth-
registered females, 56 birth-registered males) met the DSM-5
criteria for gender dysphoria.
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Table 2 Number of parents whose child was awaiting assessment or

diagnosed with a neurodevelopmental condition, eating disorder, PTSD,
OCD, depression or anxiety

<12 12+

Parameters years years Total
Total N 170 447 617
Autism spectrum disorder, n (%)

Awaiting assessment 20 (12) 80 (18) 100 (16)

Diagnosed 29 (17) 82(18) 111 (18)
Attention-deficit hyperactivity

disorder, n (%)

Awaiting assessment 14 (8) 35(8) 49 (8)

Diagnosed 12 (7) 26 (6) 38 (6)
Eating disorder, n (%)

Awaiting assessment 32 133) 16 (3)

Diagnosed 2(1 153 17 3
PTSD, n (%)

Awaiting assessment 2 (1) 10 (2 12 (2)

Diagnosed 1(1) 13(3) 14.(2)
OCD, n (%)

Awaiting assessment 32 10 (2) 32

Diagnosed 2(1) 17 (4) 19 Q)
Depression, n (%)

Awaiting assessment 9 (5 51(11) 60 (10)

Diagnosed 4(2) 79 (18) 83 (13)
Anxiety, n (%)

Awaiting assessment 69 (15) 86 (14)

Diagnosed 19 (11) 134 (30) 153 (25)
Number of co-occurring diagnoses,

n (%)

1 14 (8) 88 (20) 102 (17)

2 13 (8) 53(12 66 (11)

3+ 8 (5) 43 (10) 51 (8)
No psychiatric diagnosis reported, 104 (61) 167 (37) 271 (44)

n (%)
PTSD, post-traumatic stress disorder; OCD, obsessive-compulsive disorder.

Examination of parental responses revealed that 42.1% of
children (96/228; 35 birth-registered males, 51 birth-registered
females) met these criteria, as well as 64.5% of young people
(247/383 participants; 35 birth-registered males, 212 birth-
registered females).

Of the young people who fulfilled the criteria based on self-
report, 66.8% also met them based on parent report (kappa 0.10,
95% CI 0.038-0.168), suggesting low agreement between self- and
parent reports.

Quality of life

Children’s and young people’s quality of life was examined via
self-completed KIDSCREEN-52. Mean subscale scores are
plotted in Fig. 1 in relation to the standard range based on
population scores (M = 50, s.d. = 10), and show that adolescents
fall outside of the standard range on 6 out of 10 subscales,
whereas children were within standard population parameters
on all subscales.

Self-harm

Self-injurious and suicidal behaviour was measured via the CBCL
items 18 and 91.* For children aged 12 years and younger
(n=224),29% of parents indicated that their child had engaged in
self-harm in the past 6 months and 28% indicated that their child
had talked about killing themselves. For adolescents (n = 380),
42% of parents indicted that their child had self-harmed in the

a. Item 18: deliberately harms self or attempts suicide; item 91: talks
about killing self.
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past 6 months and 33% indicated that their child had talked about
killing themselves.

The corresponding items on the self-reported YSR® (n = 399)
indicated that 46% of adolescents had self-harmed in the past
6 months, and 59% had thought about killing themselves.

Finally, a stand-alone self-harm item® employed for children
aged 11+ years indicated that 59% of respondents (258/434) had
deliberately self-harmed in the past year.

Examination of threshold scores

The percentages of respondents who exceeded cut-off thresholds on
the various measures are shown in Fig. 2. These data show that 232
(53.3%) young people who completed the SDQ exceeded the cut-off
score for ‘very high’ difficulties, and 265 (61.2%) exceeded a score of 12
on the sMFQ, indicating possible depression. In addition, 283
respondents (69.9%) scored below 42 on the WEMWRBS, placing them
in the bottom 15% of the UK population for mental well-being, and
263 respondents (66.2%) met or exceeded the clinical threshold of 64
on the YSR.

Data provided by parents are also plotted in Fig. 2. Examined
separately by age group, this revealed that 158 (35.7%) young
people and 44 (26.2%) children were in the ‘very high’ band for the
SDQ, characterised by scores of >20. Similar trends were also
observed on the CBCL, for which 71 out of 158 children (44.9%)
met or exceeded the clinical threshold of 64, as well as 225 out of
410 young people (58.0%).

See the supplementary material for full descriptive statistics of
each measure, subcomponents and composite scores.

Comparison with population norms

Cross-population comparisons are presented in Table 3, showing that
our cohort deviates significantly from normative scores on measures of
psychological and behavioural functioning (i.e. SDQ), quality of life
(i.e. KIDSCREEN-52) and autism traits (ie. Autism Spectrum
Quotient). However, the differences of greatest magnitude were
reflected in the ‘emotional problems’ subscale of the SDQ and the
‘psychological well-being’ and ’self-perception’ subscales of the
KIDSCREEN-52.

Conversely, the smallest effects were observed on the ‘conduct
problems’ subscale of the SDQ, the ‘financial resources’ subscale of
the KIDSCREEN-52 and the adolescent version of the Autism
Spectrum Quotient.

Discussion

The current paper describes the health, well-being and quality of life
of a cohort of children and young people on the waiting list for the
UK national specialist gender service, for whom data were obtained
between 2019 and 2021. Many participants were younger than
12 years, thereby providing a unique opportunity to understand
gender identity and development as young people move through
puberty, adolescence and early adulthood.

Recent trends have shown more birth-registered female than
birth-registered male referrals at gender clinics, with the former
presenting at an older age.”>** Here, a similar pattern was noted.
While children aged 11 years and younger were relatively balanced
in terms of sex ratio, our sample of young people featured more
birth-registered females, with an approximate ratio of 5:1. It has
been speculated that sex differences in referral age to gender clinics
are linked to differences in stigma surrounding gender

b. Item 18: | deliberately try to hurt or kill myself; item 91: | think about
killing myself.
c. In the past year have you hurt yourself on purpose in any way?
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Fig. 1 Mean scores for each of the KIDSCREEN-52 subscales. KIDSCREEN-52 data represent Rasch-scored t-values, with a normalised
population mean of 50 and a standard deviation of +10, denoted by the dotted line and shaded segment, respectively. Scores outside of

the shaded area indicate deviation from population norms. Diamond markers denote child respondents and square markers denote

young person respondents. Error bars represent 95% Cl.
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Fig. 2 Distribution of scores completed by young people (top) and parents about their children (bottom). The shaded portions of each scale
represent scores that exceed the threshold (note that, except for WEMWBS, higher scores denote poorer functioning). On the parent-completed

scales, orange and blue distributions denote children and young people, respectively. SDQ, Strengths and Difficulties Questionnaire; YSR, Youth
Self-Report; SMFQ, short-form Mood and Feelings Questionnaire; WEMWBS, Warwick-Edinburgh Mental Wellbeing Scale; CBCL, Child Behavior
Checklist.

nonconformity in birth-registered males and females, with less
stigma surrounding masculinised behaviours in birth-registered
females, and greater visibility of femininised behaviours in younger
birth-registered males.* For this reason, it might also be easier for
teenage birth-registered females to access care, resulting in an

imbalance of referrals at this age and stage.
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Sex differences in the onset of puberty represent another
potential contributing factor. Because puberty typically occurs
earlier in birth-registered females, it is also conceivable that the
emergence of physical changes amplifies the incongruence between
sex and experienced gender, resulting in more referrals in the final
years of childhood - a pattern that continues into adolescence.
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Table 3 Comparisons between our cohort and reference population means for the various measures

Parameters N Mean (s.d.) Population, N Population mean, p Mean difference (95% Cl) Cohen’s d (95% Cl)
Parent-reported
SDQ
Conduct problems 610 217 (1.91) 2704 1.5% (2.65) 0.67 (0.52, 0.82) 0.35(0.27, 0.43)
Hyperactivity 610 4.90 (2.89) 2704 3.72 (2.65) 1.20 (0.97, 1.42) 0.41 (0.33, 0.50)
Emotional problems 610 5.36 (2.83) 2704 2.3% (2.65) 3.06 (2.84, 3.29) 1.08 (0.98, 1.18)
Peer problems 610 3.55 (2.34) 2704 1.8% (2.65) 1.75 (1.56, 1.94) 0.75 (0.66, 0.84)
Pro-social 610 7.10 (2.38) 2704 8.22 (2.65) -1.1(-1.29, -0.92) 0.46 (0.38, 0.55)
Total 610 15.98 (7.41) 2704 9.3% (7.96) 6.68 (6.09, 7.27) 0.90 (0.81, 1.00)
Autism Spectrum Quotient
Child version® 123 49.91 (16.91) 1225 41.7° (18.6) 8.21 (5.19, 11.23) 0.49 (0.30, 0.67)
Adolescent version® 273 19.58 (8.12) 50 17.79(5.7) 1.88 (0.91, 2.85) 0.23 (0.11, 0.35)
Child, Adolescent-reported
KIDSCREEN-52
Physical well-being 509 39.16 (11.38) 22296 50° (10) —10.8 (-11.83, —9.85) 0.95 (0.85, 1.06)
Psychological well-being 512 37.95 (10.80) 22296 50° (10) -12.05 (=12.99, =11.11) 1.12 (1.00, 1.23)
Moods and emotions 511 39.51 (11.71) 22296 50° (10) —10.5 (-11.51, =9.47) 0.90 (079, 1.00)
Self-perception 508 37.06 (10.06) 22296 50P (10) —12.9 (-13.82, —12.06) 1.29 (1.17, 1.40)
Autonomy 509 44.98 (9.32) 22296 50° (10) -5.0(-5.83, -4.21) 0.54 (0.45, 0.63)
Parent relations 511 45.84 (10.48) 22296 50° (10) -4.2 (-5.07, —=3.25) 0.40 (0.31, 0.49)
Financial resources 494 46.96 (10.42) 22296 50° (10) —3.0 (=3.96, —=2.11) 0.29 (0.20, 0.38)
Peers 505 41.62 (12.05) 22296 50° (10) -8.4(-9.43, -7.33) 0.70 (0.60, 0.79)
School 482 41.22 (10.86) 22296 50° (10) -8.8 (-9.75, -7.81) 0.81 (0.70, 0.91)
Bullying 507 41.68 (12.29) 22296 50° (10) -8.3(-9.39, —7.24) 0.68 (0.58, 0.77)
SDQ, Strengths and Difficulties Questionnaire.
a. Population mean obtained from the 2020 Wave of the National Health Service Mental Health of Children and Young People, ages 6-16 years.””
b. Population mean based on the KIDSCREEN-52 norm of 50."
¢. Population mean based on control scores in the child version of the Autism Spectrum Quotient.?®
d. Population mean based on control scores in the adolescent version of the Autism Spectrum Quotient.?
e. Children and adolescents with a diagnosis of autism spectrum disorder (ASD), or who were awaiting assessment for ASD, were excluded from this comparison.
Note that all effects were significant (P < 0.001) after correction for multiple comparisons using the Bonferroni correction method; « = 0.0028 (i.e. 0.05/18).

Aligning with this possibility, our data show that referral age, as
well as recalled age at which gender incongruence emerged, was
later for birth-registered females than for males, a trend that has
also been reported elsewhere.*

A higher percentage (i.e. 19 v. 6%) of male- than female-birth-
registered children considered themselves as ‘in between’ a boy and
a girl. This distinction remained present, albeit diminished, among
adolescents, with 15% of birth-registered males identifying as non-
binary versus 9% of birth-registered females. Non-binary individ-
uals are increasingly presenting at gender clinics®' and report their
own unique challenges regarding gender identity. 32 As a result,
we anticipate that close observance of the trajectories of non-binary
children and young people in subsequent waves of the LOGIC
study will be important in enhancing understanding of their needs.

Relative to an estimated prevalence of 2.1% among the broader
population of children and young people in the UK,** 13% of our
cohort had received a diagnosis of depression and a further 10%
were awaiting assessment. Similarly, 25% of children and young
people were diagnosed with anxiety and 14% were awaiting
assessment. Collapsed across those who were diagnosed and
awaiting assessment, these prevalence rates of depression and
anxiety characterise 23 and 39% of our cohort, respectively. These
were observed in addition to a range of other psychiatric diagnoses,
with high co-occurrence rates (see Table 2). In addition, 59% of
respondents aged 11+ years reported deliberately self-harming
within the past year. This proportion aligns with recent findings
from the Millennium Cohort Study, in which sexual minority
14-year-old participants were presented with the same item, among
whom 54% also reported that they had attempted to harm
themselves on purpose within the past year, versus 14% of
heterosexual adolescents who endorsed this item.**

Mental well-being across the cohort was generally poor, with
many children and young people exceeding established thresholds
across several indices of emotional well-being, including the clinical
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cut-off on the CBCL/YSR and validated risk thresholds on both the
SDQ and the sMFQ.

However, across multiple indices, children exhibited better
overall well-being than adolescents. This was particularly evident
based on quality-of-life data obtained via the KIDSCREEN-52:
while children were within one standard deviation of the
population mean across all subscales, data obtained from
adolescents suggested markedly reduced quality of life on six
of ten subscales, with self-perception and psychological well-
being reflecting the greatest impairment. Likewise, pronounced
differences between younger and older children were observed in
SDQ and CBCL scores, gender dysphoria and indices of
self-harm.

It is conceivable that the differences between age groups are in
part driven by the onset of puberty, given the elevated psychological
distress that may be promoted by the associated physical changes.*
While the onset of puberty varies according to individual
differences in gender, weight and sex, this typically commences
around the age of 11-13 years.

Discrepancies between parents and adolescents were observed
on measures for which both parent and self-report data were
obtained. Consistently, parent data overestimated the well-being of
adolescents in terms of gender dysphoria, self-harm and emotional
and behavioural functioning. On the SDQ, for example, parent data
indicated that 36% of adolescents exceeded the measure’s
maximum threshold, compared with 54% based on self-report.
Discrepancies between parents and their children on the SDQ have
been widely reported elsewhere,**3” with some studies suggesting
that high levels of parent education and low parent psychological
distress contribute to parents overestimating their child’s emotional
and behavioural well-being,*® and that parent-child agreement is
also affected by factors such as the strength of the parent—child
relationship®® and the gender of the child.*** Nonetheless,
observing a discrepancy in the current study is perhaps surprising
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when considering that parent—child dyads tend to show stronger
agreement in clinical rather than community settings.*’

It is also noteworthy that a large proportion of the cohort were
either diagnosed with autism spectrum disorder (ASD) (18%) or
undergoing assessment for ASD (16%), accounting for 34% of
children and young people. There is a growing interest in the
intersection of autism and gender diversity, with recent evidence
suggesting that around 11% of gender-diverse people are also
autistic,*! despite an estimated prevalence of 1-2% in the general
population.”? Currently the nature of this intersection is unknown,
although one theory is that gender diversity promotes traits and
behaviours that resemble autism but which are not caused by
autism.®® Elsewhere, it has been suggested that certain aspects of
ASD, such as communication difficulties, restricted behaviours and
interests, and limited cognitive flexibility, may contribute to the
emergence of gender incongruence.***> While the developmental
origins of this intersection remain an open question, it seems
reasonable to expect that the answer is likely to be complex and
multifaceted.**

While children and adolescents without an autism diagnosis
scored lower on the Autism Spectrum Quotient than those who
were diagnosed or under assessment, these participants also
exceeded control group scores obtained elsewhere.** In addition,
while the effect sizes of these differences were small for adolescents
and small to medium for children, these data provide further
evidence for the intersection of autism and gender identity, which
will be explored throughout the LOGIC study’s subsequent time
points. It is also worth noting that the consistently observed sex
difference in Autism Spectrum Quotient scores among the general
population - with males typically scoring higher than
females'*?*? — was not found in our sample.

At the time of data collection, our cohort had been on the
waiting list for 1.2 years on average, and almost all had either fully
(406 (74%)) or partially (124 (33%)) socially transitioned. Less than
1% had received medical intervention in the form of hormone
blockers and/or cross-sex hormones. Qualitative work with the
same cohort highlights the fact that, for some young people,
puberty is experienced as a ‘ticking time-bomb’.** Given recent
policy changes in the UK, such as the indefinite ban on the
prescription of puberty blockers for under-18s with gender
dysphoria,*® as well as the closure of the national specialist clinic
in 2024 and long waiting list times, it is likely that the onset and
subsequent progression of puberty for this cohort will pose
significant challenges for clinicians, families and young people
themselves to navigate.

Our sample represented only 25% of those eligible for study
participation. While this level of recruitment is not atypical in
studies involving children and adolescents referred to clinical
services,”’ it nonetheless represents a limitation because the
relationship between the propensity to participate and the variables
measured is unknown and may be meaningful. As is well
documented, a range of social and socioeconomic factors can
influence both healthcare utilisation and the likelihood of
participation in research studies.*® Conclusions drawn from these
data must therefore be considered with this in mind.

The use of a range of measures that are also employed in UK
population cohort studies and surveys represents a key strength of
the LOGIC study. Uniquely, this offers scope for cross-cohort
comparisons, thus enabling contextualisation of the data presented
here, as well as across subsequent waves of data collection.
Importantly, the LOGIC study is also well placed to observe and
monitor changes in psychosocial characteristics as puberty
progresses in this cohort. From the outset, the study committed
to following participants regardless of their engagement with
specialist gender services — including those who remained on the
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waiting list, those who chose to leave it and those who pursued
private care. This approach ensures that, despite the recent
reorganisation of gender services in the UK, the study continues to
generate unique and important data regarding trajectories and
outcomes for young people. We anticipate that the findings from
subsequent waves of data collection will be valuable in informing
service development and clinical practice to better meet the needs of
children, young people and their families.
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