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Risk Factorsfor Non Suicidal Self Injury among Trans Y outh

Abstract

Background: Previous research has reported high levels ofswmiridal self-injury (NSSI) in trans

populations and younger age has been identifiedresk factor.

Aims. To explore the prevalence of NSSI in a large grofigoung trans people, and to identify risk

factors for this group.

Main Outcome Measures. Socio-demographic variables and measures of N¥B& Self-Injury
Questionnaire), Psychopathology (Symptom Chec8lidRevised), Self-esteem (Rosenberg Self Esteem
Scale), victimization (Experiences of transphobatimization), Interpersonal functioning (Inventaoy

Interpersonal Problems) and social support (Muttehsional Scale of Perceived Social Support).

Methods. Two hundred and sixty eight young people attendingational gender clinic completed
guestionnaires assessing presence and frequentiS8f and levels of general psychopathology,
depression, anxiety, interpersonal problems, st#eam, social support, transphobia, and information

hormone treatment.

Results: A life-time presence of NSSI was identified in3%. of patients and 28.73% reported currently
engaging in NSSI (within at least the last few nheht Analyses showed that those with a life-time
presence of NSSI had significantly greater genpsgchopathology, lower self-esteem, had suffered
more transphobia, and experienced greater inteypakrproblems than those without NSSI. Findings
were similar when comparing current versus nonesurNSSI. Overall, natal males reported less social
support than natal females, but current NSSI waskemommon in natal females. Regression analyses
confirmed that natal female gender and greaterrgépsychopathology predicted both current and life
time NSSI. Further analyses confirmed that genpsgichopathology itself could be predicted by
transphobic experiences, low self-esteem, andpgateonal problems, but not by the use of cross sex

hormones.

Conclusions: These findings confirm that NSSI is common in &rgouth and emphasise the need for
interventions, which decrease transphobia, increas&l support and help trans youth navigate their

relationships with others in order to reduce pspettibology and NSSI.
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I ntroduction

The new edition of the Diagnostic and Statisticalnidal of Mental Disorders (DSM-5) uses the
term of Gender Dysphoria to describe people whaemewith high levels of distress caused by the
discrepancy between their gender identity (how gesythemselves with respect to their gender)taand t
sex they were assigned at birth (and the assocgegeder role and/or primary and secondary sex
characteristic) [1]. In some cases, this distressuifficiently intense that people decide to undeag
transition from one point of the gender binaryriother (male-to-female (known as trans women oistra
female) or from female-to-male (known as trans raeirans male)). This diagnosis also recognizes
those people who do not identify themselves ageitiale or female and who see themselves as ot par
of the gender binary. Although over the years déife terms have been used to describe people who
present with a discrepancy and/or dysphoria aldmit gender, throughout this paper the terms “trans
people/individuals”, “trans women” and “trans mewill be used, instead of using diagnostic
terminology, in order to include people with suiiéict levels of gender dysphoria to approach clinica
services, independent of diagnosis.

Based on studies looking at individuals attendingaal services, the prevalence of trans people
is not high [2]. Population studies suggest aifigantly higher prevalence despite the fact thegmains
unknown how many people who identify as trans gamseek cross-sex hormone treatment and/or
gender-related surgery [3,4]. Research has alreapgrted high levels of mental health problems,
particularly depression and non-suicidal self-igjuNSSI), among the trans population
[5,6,7,8,9,10,11]. Non-suicidal self-injury (NS$é&fers to the direct and intentional injury of anewn
body tissue without suicidal intent, such as cgttiourning, and hitting oneself, and has been fdond
function as a way to regulate emotions and alsa sslf-punishment [12]. Studies investigating this
behavior have interchangeably used different teordefine it, including self-harm, self-cutting Ifse
injury as well as NSSI.

There is good evidence to suggest that levels &INM& considerably high among young people,
ranging between 14-39% in the community and 40-@i%sychiatric samples [13,14]. Those studies

have also identified that NSSl is higher amondekbian, gay, bisexual, and transgender (LGBT) goun



population when comparing to the general populatibgoung people [15]. Possibly due to the low
prevalence of trans people, the numbers of studasave included young trans people are verylsmal
In many instances, researchers in this area hadeesdttrans youth as part of the overall LGBT group
For example, Mustanski and Liu [15] suggested tbsibian, gay, bisexual, and transgender (LGBT)
individuals are at greater risk for NSSI when thesestigated a sample of 237 LGBT youths (age range
16-20 years). However, this study only included28%) trans people and showed that 11 (52.4%) of
them engaged in NSSI during their life-time andl9%) during the past year. Walls et al. [16] also
investigated trans youth as part of the LGBT grbypesearching 265 LGBT youths (age range 13-22
years; 4.9% self-identified as trans). Their sttalynd that 6 (47.2%) out of the 13 trans youth tbak
part in the study, stated that they had engageeélfrcutting behavior during the past year. Moreerd
studies have investigated rates of NSSI in largenpdes of trans people by focusing on those people
who are referred to gender identity clinic servidélmes et al.[5] has recently reported a 38%tiifes
prevalence of NSSI within this population. Althoutyis study consisted of 155 trans individuals, the
number of young people included remained small.exi&eless, the study did identify that NSSI was
more prevalent among younger people. Althouglofathe aforementioned studies are limited by the
small number of trans youth included, they cleamljicated an association between younger age and
NSSI behavior in this population.

Studying the rates of NSSI in this vulnerable papah is important as it aids the further
understanding of this behavior. For example, id@ng risk factors for NSSI may help the developrhe
of preventive interventions for this specific pogiiidn. Risk factors for NSSI, which have been idea
within the general, psychiatric and adult trans afons, include childhood traumatic experiences,
psychological symptoms (particularly anxiety angréssion), identity problems, levels of transphpbia
interpersonal dysfunction and natal gender [5,1,79,20,21]. Whilst in the general population, women
are reportedly three to four times more likely &fgnjure than men [22], in the trans literatuNSSI
appears to be more common in trans men than tranmew [23], suggesting that gender patterns of NSSI
may align with individuals’ birth sex rather thdreir experienced gender. Young age has been reporte

to be an important risk factor for NSSI in the saopulation [5,8]. Hence, investigating NSSI betiav



specifically in this group is important, as it mfayther identify risk and protective factors, whicén be

modified, supported, treated or prevented.

Aims

This study had two main aims. The first was to stigate the rates of NSSI among young trans
individuals referred to a national gender identiiyic service during a 30-month period. As per
previous studies, young people were defined agthelbw the age of 25 years [21,24]. The second
aim was to collect and analyse information regaydime possible risk factors for NSSI focusing on
those previously described in the general and dides population, such as natal gender, general
psychopathology, levels of depression, interperspimmdlems, levels of self-esteem, social support,
and transphobia experiences [5,18,19,20,25]. Tuaystimed to compare these variables between
young trans individuals who do and do not engadeS&|, taking into account natal gender
(male/female), and the interaction between thegores or absence of both life-time and current NSSI
and natal gender. Based on the literature regafd8§l and trans, it was hypothesized that NSSI will
be more prevalent in natal females and in those gher levels of psychopathology, victimization
(transphobia experience), interpersonal probleavs self-esteem and less perceived support from
others [5,8,17,18,19,20]. Related to this, thislgtalso sought to identify what factors can preliiet
time and current NSSI and what factors predict gdresychopathology (a known factor to predict

NSSI).

Methods

Participants and Procedures

The sample consisted of all individuals below the af 25 years old who were referred for an
assessment to a national gender identity clinicieein the United Kingdom during a 30-month

period, between November 2012 and June 2015. Tiie ™ one of the largest of its kind in Europe



and receives referrals of people with gender dysatuver the age of 17 years, directly from primary
care. Every individual referred to the servicedarassessment of their gender dysphoria was intlude
into the study.

Prior to the clinical assessment every patienmvged to complete a battery of questionnaires to
aid the assessment and diagnostic procedure, hasuel assess suitability to enter into the trestm
program. The assessment at the clinic consistismbppointments with independent senior clinicians
with experience in the field of transgender heaithhird appointment with the two clinicians, thars
person and a significant other is also organizezkfdore and increase the social support of the
individual and plan future care. Following indedent assessments and discussion within the multi-
disciplinary team the person is considered foryeintio the treatment programme. Patients will uisual
commence cross-sex hormone treatment (CST), i€ thier no physical contraindications. For trans
males, following a minimum of six months of liviiig their experienced gender role and being part of
the treatment programme they are considered fa@teheonstructive surgery. Genital reconstructive
surgeries are generally available to trans pedpde laeing in the treatment programme for a minimum
of 18 months, if they so wish. Once trans peopleehandergone their desired treatment, follow-ug car
can be organised at the service, if they so wish [2

While most trans people presenting to the senggeiest CST in order to reduce their gender
dysphoria and in some cases their body dysphaviaalhtrans people desire or deem it necessary to
have cross sex hormone treatment and not all paogle will request gender-related surgeries [2E].
this clinic only assesses those above the age pears, a large number of patients will have been
referred from the only national clinic for childéhadolescents with gender dysphoria in the UK.
Therefore by the time patients are referred taathdt gender identity clinic service, some yourang
people will already have started cross-sex horntiiament or Gonadotropin Releasing Hormone
Analogue (GnRH-A) Therapy. This information willsal be considered in the analysis in order to

explore the effect of early intervention in NSShheior.

Main Outcome Variables



The Self-Injury Questionnaire (SI(®8]. The SIQ was used to asses self-injury. Bigdnts
were asked whether they had ever deliberately rchitid themselves in the form of burn, scratch,
bruise or bite themselves (yes/no) and if they hagh long ago they last did this (in the last week,
month, several months ago, more than a year ageewar). This questionnaire has been used in the

trans population [5,8].

Symptom Checklist 90 Revised (SCL-9(2B). The SCL-90-R assesses general
psychopathology and provides a global score, redetio as the Global Severity Index (GSI, Derogatis,
1977). This is calculated from scores across nimagry symptoms dimensiondepression, anxiety,
obsessive-compulsive, phobic anxiety, somatisatiterpersonal sensitivity, paranoid ideation,
hostility, and psychoticisnThis study utilised the GSI score as well asDepression and Anxiety
subscales as they have been found to be predfatit@rs in previous studies [5,8]. Higher scores
indicate greater psychopathology. The SCL has goodtruct validity and reliability [30] and is
applied widely in trans research [5,8,17,18,25} Tronbach’s alpha for the current sample were .89,

.93 and .97 for the Anxiety and Depression subscahel GSI respectively.

Rosenberg Self Esteem Scale (RSE) [Bi¢ RSE evaluates global self-esteem. Ten items
produce a global score, which is considered imthrenal range when between 15 and 25. A global
score lower than 15 indicates low self-esteem.R8& has been empirically validated [32] and
administered previously to trans individuals [3Bje Cronbach’s alpha for the total RSE in the aurre

sample was .9.

Experiences of transphobic victimisatidine Experiences of Transphobia Scale [34] assesses
experiences of discrimination or victimization dwe tasis of gender identity or gender presentation.
The questionnaire was based on the TransgendezndielStudy and measured people’s lifetime
experiences of violence and harassment and expeseari any form of economic discrimination as a
result of being trans (e.qg., verbal abuse, physibake, fired from a job, problems getting a joig a

problems getting health or medical services dugetaler identity or presentation). All five itemg &o



be rated on a four-point Likert scale ranging frorfinever”) to 3 (“several times”). The Cronbach’s

alpha for this scale in the current sample was .61.

Inventory of Interpersonal Problems (11P-32) [39]he 1IP-32 (1IP) assesses common
interpersonal problems, across eight subschbast to be assertive, hard to be sociable, hard to
supportive, hard to be involved, too dependentctrong, too aggressive, and too opdime subscales
are grouped into four; problems with competitiorglgems with socialising, problems with
nurturance, and problems with independence. A ¢let@e provides an indication of overall
interpersonal problems, where higher scores ingligegater interpersonal problems. The IIP has
demonstrated high reliability [35] and has beenliadpn both non-clinical [36] and clinical samples

[18, 37]. The Cronbach’s alpha ranged from .78in this group.

Multidimensional Scale of Perceived Social Sup@d$PSS) [38]. The MSPSS is a 12-item,
self-report scale designed to tap social supporhffamily, friends, and significant others. Itemne a
rated on a 7-point Likert scale ranging from 1 (fvstrongly agree) to 7 (‘very strongly disagre@he
instrument includes three subscales to address these types of support (family, friends, sigrafic
others). The mean total and subscale scores ramgelfto 7, and a higher score indicates greater
perceived social support. This scale has receetynlused in trans populations [25]. The Cronbach’s

alpha for the subscales and the total MSPSS rang@een .89 and .94.

Analyses

All data analyses were performed by means of SPJ389. The groups were analyzed
primarily by comparing individuals with life-timer@sence/absence of NSSI. Individuals were grouped
in the category of “life-time presence of NSSIthiy replied yes to the question “have you ever
deliberately cut or hurt yourself?”. Participantsrevalso grouped into non-current NSSI (never NSSI
and more than one year ago) and current NSSlstesagslifferences based on how recent NSSI
occurred. To determine the prevalence (life-time eurrent) of NSSI and its characteristics,
descriptive statistics were used. To investigateaissociation between NSSI (current and life-tiars)

natal gender, the Chi-Square statistic was caledl&dlANOVAs were applied with psychological



symptoms, victimization, interpersonal problems] aacial support as dependent variables and the
presence or absence of life-time or current NS8lreatal gender (men/women) and their interactions
as independent variables. Similar analyses werfenpeed to compare the two groups that were part of
the non-current NSSI (participants who never endag@& SSI| with those who performed NSSI more
than one year ago). Furthermore, logistic regresamalyses were performed to investigate which
variables predicted life-time NSSI and current NBStans participants when taking all variable®in
account. Finally, a linear regression analysis pexformed to investigate which factors determirtes t
general level of psychopathology. The level of Sigance used wag < .05. The study received

ethical approval from the Research and Developidepartment from the Nottinghamshire Healthcare
NHS Foundation Trust on behalf of the local etlnosimittee in line with Health Research Authority

guidance [40].

Results

Socio-demographic characteristics of the sample

During the studied period 299 patients under treed@®5 years who were referred to the
service and offered an assessment were invitedrtipate in the study. It is extremely rare ttinet
service does not accept a referral for an assesgoregender dysphoria. Out of the 299 patients,
31(10.3%) of them did not answer the question iggrNSSI behavior and were consequently
excluded. Therefore the study group consisted 8h2&ing people with a mean age of 19.9 ye@B (
= 2.17). The mean age of coming out to others aasTwas 16.9 yearSID = 3.33) and the mean age

of social role transitioning was 17.56 ye&#®®¢E 3.16).

Out of the 268 people, 121 (45.2%) described theraseas natal female and 136 (50.7) as
natal male. Eleven (4.1%) did not answer this qaesihe majority of the population studied were
white (n=241, 89.9%), student (n=90; 33.6%) or upl@yed (n=49; 18.3%), and without a partner

(n=241, 89.9%); a quarter was living with their fgnof origin (n=67; 25%). A small number of



people (53-19.8%) were on cross-sex hormones @%)Yand 42 (15.6%) were on GnRH-A therapy

before assessment (see Table 1 for all demogrgphics

[Insert Table 1 about here]

More than half of the people (h=144, 53.7%) rebebsence of life-time NSSI while 124
(46.3%) reported life-time NSSI. By grouping patedifferently 191 (71.3%) patients presented with
non-current NSSI (never (n=144) or more than orag ggo (n=47)) and 77 (28.7%) with current
NSSI. Out of the 124 young people who reported N&525.8%) did so less than a week ago, 16
(12.9%) less than a month, 29 (23.0%) a few moatius47 (37.9%) more than a year previous to the

completion of the questionnaires.

The big majority of the individuals who reportetifa-time NSSI, cut themselves (n=73-
57.9%), 23 (18.2%) punched a wall or hit an objgtt(8.7%) scratched themselves, 10 (7.9%) burned
themselves, 6 (4.7%) banged their head, and 4 (3it%hemselves. They type of NSSI was similar
when investigating current NSSI. Several peoplentep to use more than one form of NSSI. Eight

people reported to cut or burn their breast; nepered to use NSSI in their genitalia.

Absencevs. Life-time NSSI

When comparing the people with life-time NSSI te fieople with life-time absence of NSSI,
the study found that there was a nearly significhiférence in natal gender?(1) = 3.53,p < .06), with
a tendency towards natal females (n=64) displaymoge NSSI compared to natal males (n=56) (see
Table 1).

With respect to clinical psychopathology (SCL-98)d more specifically anxiety, depression
and GSI, a significant main effect was found féetime NSSI [Wilks’Lambda = .93(3,225) = 5.48,

p < .01], but no significant main effect for natahger [Wilks’Lambda = .99-(3,225) = 1.07ng, nor



a significant interaction [Wilks’Lambda = .98(3,225) = 1.26ng. Patients with life-time NSSI scored
significantly higher on the general severity indempared to patients without NSSI (see Table 2).
Concerning self-esteem (RSE), there was a significenin effect of life-time presence/absence of NSS
but no main natal gender or interaction effectigpds with life-time NSSI scored significantly lowen

self-esteem compared to patients without NSSI Tsdxée 2).

[Insert Table 2 about here]

With respect to transphobic experiences, only aniogint main effect for life-time
presence/absence of NSSI was revealed, with no efi@ct of gender or interaction found. Concerning
to interpersonal difficulties, overall, no signdiat main effects for life-time presence/absencl®8I
[Wilks’Lambda = .96,F(5,234) = 1.73ng or natal gender were found [Wilks’Lambda = .§75,234)
= 1.03,n9g, nor was their interaction [Wilks’Lambda = .98(5,234) = .95,ng significant. On the
subscale level, patients with NSSI found it hartbebe supportive and reported more interpersonal
problems in general (IIP-total) than patients withNSSI, and natal males found it harder to beadiei
compared to natal females (see Table 3).

Finally, concerning social support (MSPSS), theas & significant main effect of natal gender
[Wilks’Lambda = .94,F(3,249) = 4.95p < .01], but no main effect of NSSI [Wilks’Lambdal=00,
F(3,249) = .01ng nor a significant interaction [Wilks’Lambda = .99(3,249) = .55ng. Natal males
reported that they perceived less social suppom fignificant others, and in general, compareathtal

females (see Table 3).

[Insert Table 3 about here]

Current Vsnon-current NSS|

Out of the 268 people studied, 191 (71.3%) of tipeesented with non-current NSSI and 77

(28.73%) with current NSSI. When analysing theatéhces between young trans people with current



and non-current NSSI, the pattern of findings weney similar to those reported above, with greater
significance values in many cases. While the diffiee in the numbers of natal males and natal female
engaging in lifetime NSSI just missed significansignificantly more natal females (n=45) were

currently engaging in NSSI than natal males (n%3%L) = 7.09,p < .01).

The results of the different measurements weresamadar. With respect to clinical
psychopathology (SCL-90), a significant main eff@es also found for current NSSI [Wilks’Lambda
=.91,F(3,225) = 7.59p < .001], but not for natal gender [Wilks’Lambda99,F(3,225) = 1.06ng
and their interactions [Wilks’Lambda = .99(3,225) = .61ng. Patients with current NSSI scored
significantly higher on the anxiety subscale, dmelgeneral severity index compared to patients
without current NSSI (see Table 4). As predictedfouand a significant main effect of current
presence/absence of NSSI, but no main natal gemdeteraction effect regarding self-esteem (RSE).
Patients with current NSSI scored significantly émen self-esteem compared to patients without

current NSSI (see Table 4).

[Insert Table 4 about here]

The study also found no significant main effectsgeesence/absence of current NSSI and natal
gender when assessing transphobic experiencescaamymficant interaction effect. With respect to
interpersonal difficulties, overall, we found a msificant main effect for presence/absence of curren
NSSI [Wilks’Lambda = .94F(5,234) = 2.77, p < .05], but no significant maiffeet of natal gender
[Wilks'’Lambda = .97,F(5,234) = 1.31nd, nor a significant interaction effect [Wilks’Lardh = .98,
F(5,234) = .61ng. Patients with current NSSI find it harder tosagportive and reported more general
interpersonal problems than patients without N$&tally, concerning social support, we found a
significant main effect of natal gender [Wilks’Ladd= .94 F(3,249) = 4.93p < .01], but no main effect
of current NSSI [Wilks’Lambda = .99F(3,249) = .31,ng nor a significant interaction effect
[Wilks’Lambda = .99,F(3,249) = .28ng. Compared to natal females, natal males repdhatithey

perceived less social support, both in generalfiaord significant others (see Table 5).



[Insert Table 5 about here]

Never NSSI vs. NSSI mor e than one year ago

In our sample, 144 (75.4%) participants never eadag NSSI; whereas 47 (24.6%) engaged in
NSSI more than one year ago. No significant difiees were found between the two groups except for
self-esteem and transphobia experiences. In natadles, participants who never engaged in NSSI
reported a significant higher level of self-esteemmpared to participants who engaged in NSSI more
than one year ag#(1,175) = 5.57p < .05), whereas in natal males, this difference massignificant.
With respect to transphobic experiences, particgpaho engaged in NSSI more than one year ago
reported more transphobic experiences comparedrtipants who never engaged in NSE(1(178)

= 3.64,p = .058).

Risk factorsof current and lifetime NSS|

Two logistic regression analyses were conductedetermine which factors (gender, SCL-90
GSI, RSE, transphobia, IPP-total) were the bedlipi@'s of the presence/absence of (a) current NSSI
and (b) life-time NSSI. The results showed thahlibe presence/absence of current and life-timelNSS
was predicted by the biological sex of the patigmet, being natal female), followed by the general

severity of the clinical symptomatology (see Tab)e

[Insert Table 6 about here]

Predictors of general psychopathology

In order to identify factors that will help the ggdopment of focussed interventions aimed at
preventing NSSI in the young population and in vtevthe fact that the main predictors of this
behaviors were gender and clinical symptomatoltigg final aim was to investigate which factors

were predictors of levels of general psychopathp(@&CL-90 GSI).



As well as gender, self-esteem (RSE), transphatiiepersonal problems (lIP-total), and social
support (MSPSS-total) were included. This analstgs included whether patients had received cross-
sex hormones or GNnRH-A therapy before assessmemedgtors. The results showed that transphobia
experiences= .18,p < .001), low self-esteent & -.29,p < .001), and interpersonal problems (IIP-
total) (5 = .48,p < .001) were the significant predictors for psyghimology in this population and

explained 62% of the variance in GSI.

Discussion

This study aimed to explore the prevalence of nooidal self-injury in a sample of young trans
individuals as previous research in the generaljadjon has identified being young and trans asla r
factor for NSSI [5,8,41]. However, to date, no sthds explored NSSI in a large sample limited tiy on
young trans people.

The results of this study confirm that nearly ludifhe young people who were referred to a clinic
for people with gender dysphoria had a historyrajaging in NSSI and more than a quarter of them
engaged in this behavior in the last year. Witiike data for life-time presence of NSSI showed no
significant difference between gender (althoughremd for increased rates in natal females), the
prevalence of current NSSI was significantly greatenatal females (trans males). This gender isias
in line with previous findings [8] and may indicatieat expressions of distress follow the pattern
according to birth gender. While there was no déifiee in levels of psychopathology between gender
the fact that natal females reported significanmigre NSSI than natal males may also be reflective o
patterns of typically natal feminine and mascubinping strategies [18].

In addition to natal gender, this study aimed tniify those factors that might be associated with
and predict NSSI in young trans people. Generakhpgyathology was found to predict current
engagement in NSSI, as well as being a natal fe(trales male). The minority stress model described
by Meyer [42] explains that stress which particutanority groups (such as lesbian, gay, bisexudl an
trans people) can experience are due to the resdtip between minority and dominant values which

results in conflicts with their social environmeiihis model suggests that stress in specific niyori



groups can largely be explained by stressors irdlbge hostile, transphobic culture, which oftesultes
in a lifetime of harassment, abuse, victimizatiowl @iscrimination [43]. This explains why levels of
transphobia were predictive of psychopathology amie more common among the NSSI group.
Reducing the levels of transphobia experience, vimgoung people is usually experienced as budlyin
in schools, colleges and university environmerttsufd be a primary target towards improving the lif
of trans people. General public-focussed campaagualsinterventions that increase awareness of trans
and gender non-conformity and de-stigmatisatiobenfg trans are needed in an attempt to lessen wide
ranging discrimination. Starting such educationhwitschools, colleges and universities may be a
valuable first step towards preventing victimizat@mong people with gender dysphoria, which may
help reducing victimisation and therefore psychbplatgy and NSSI rates.

The study also found that natal males (trans fespalad higher levels of interpersonal problems.
In particular, they were found to have difficultibsing supportive and they perceived themselves as
having less socials support than natal femaless Eha pattern previously found among the general
population of natal males [25]. Social support besn considered vital for a positive outcome among
trans people, however this study did not find teagls of social support predicted NSSI engageroent
psychopathology, which differ from findings withdelr trans groups [17]. Although a supportive
environment is important for any individual, theKkaof association with psychopathology may be a
reflection of the high levels of social supportttiil@aung people referred to the clinic had, in saases
possibly related to the supportive interventionseineed from previous child and adolescent services
which many of those referred to our clinic had eigeed. Interestingly, receiving cross sex hornsone
or GnRH was not predictive of less NSSI behaviopgychopathology. Therefore, supportive family
interventions may demonstrate an improvement inaue. Future preventative interventions may need
to consider the need to work with families of yoyregpple in order to reduce psychopathology.

Finally the study found that general interpersgrablems and low levels of self-esteem were
associated with NSSI and predictive of psychopaiiyl Difficulties in being supportive and overall
interpersonal problems were higher in those witfeme presence and current NSSI compared toethos

with an absence of NSSI, which could suggest thatstyouth who self-harm may be more isolated that



those who do not. The association between intespatgproblems and psychopathology and NSSI has
already been found in the general population as alin studies in adult trans people [25]. This
association indicates the importance of clinicadlgdressing these difficulties through treatment
modalities aiming at reducing interpersonal prolderfor instance by using treatments such as
Interpersonal Psychotherapy [44]. InterpersonalcRstherapy (IPT) has been found to alleviate
depression by improving interpersonal problems .[45% Interpersonal Psychotherapy has been
successfully applied in various populations, ingligdadolescents and young adults [46, 47], IPTaoul
be adapted for use within the trans population.[#8[ can also help people to develop new ways& d
with negative emotions and therefore reduce NStekraStudies investigating the functions of self-
injury found that the aetiology of NSSI is relatech suppression of negative thoughts/images,vieitb

by punishing oneself [5,12]. Working with young p&oaiming at developing healthy ways of dealing
with their negative emotions is important. Healdryd common coping skills used in the general cis
population such as sport, may be limited for trandrpopulation due to the barriers that they may
encounter in those environments. The promotionealthy environments for young trans people is
important and future studies may need to exploeebirriers that many young trans people find when
accessing environments known to help people towihalnegative emotions.

It is expected that the next edition of the Intéioral Classification of Diseases (ICD-11) will
remove the diagnosis of Transsexualism/Gender itgddisorder and replace it with the new diagnostic
term of Gender Incongruence. It is also expectattthis diagnosis will be moved out of the chapter
Mental and Behavioral Disorders to a new chaptem(tions Related to Sexual Health) [49]. For a
person to fulfill this new diagnosis, the distressmpairment of functioning will no longer be recpd
[49]. The high level of psychopathology found imststudy may question whether the removal of the
“distress” requirement is right. The fact that sphobia experiences predicted NSSI may suggest that
the minority stress model is a possible explandtothe distress found in people with gender dgsjah
In this case the need to remove the “distress’ ireqient from the next edition of the ICD seems
appropriate. However, the distress described byplpewith gender dysphoria is unlikely to be

monocausal. The strong desire to be treated a®ttier gender and/or to get rid of one’s sexual



characteristics is likely to manifest as distregpression, anxiety or even suicidality. In thosges the
distress is closely connected with the unhappiabest one’s assigned gender and it makes it imiplessi

to disentangle this from the diagnosis. In thossesathis dysphoria may reduce following gender
confirming medical intervention (GCMI). Studies @stigating the role GCMI in people with gender
dysphoria, in spite of their limitations, have alérdemonstrated a reduction regarding levels of
psychopathology following intervention [50]. Thastedies have not focused on young people, who are
at particular risk of reporting NSSI behavior. Fetstudies could follow up young people with gender
dysphoria following GCMI in order to identify whetha reduction of their dysphoria is enough to cedu
rates of psychopathology and levels of NSSI or iwethey require further interventions.

This study focused on a sample of trans peopleméhimited age range (17-25 years) and is to
our knowledge one of the largest studies withadlges group of trans youth. Future studies needptmex
NSSI in a younger population of trans youth, peshtdse attending clinics for the very first time,
irrespective of age. The study is also limitedthg fact that it only includes a population of peop
referred to clinical services. It could be hypotbed that those not referred to services may haglesh
psychopathology and NSSI behavior and possiblydes&l support. As the support of parents to dtten
services is important, those with poor support mai be referred to services and are therefore not
represented in this study. The study is also lichiig the lack of information regarding coming onta
social transition stage (as it may influence pspeitioology) as well as information regarding the
diagnosis among the referred individuals. Howevewras important for us to capture the levels of
psychopathology of every young people referreduo abinical service as by definition these young

people would present with dysphoria about theirdgen

Conclusions

This study builds on previous research in the afegender dysphoria and NSSI and confirms
the predictive nature of psychopathology and gemiédSSI behavior. The study extends previous
findings by identifying interpersonal problems, nsphobia experiences and low self-esteem as

predictors of psychopathology, which in turn préslidNSSI. Future research would benefit from



investigating interventions aimed at improving geyathology by reducing interpersonal problems and
improving self-esteem in this population. This stughce again, confirms the damage that victinosati

can do to people and the importance of targetirgg th
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Table 1. Socio-demogr aphic characteristics of the studied population in lifetime NSSI (n=268)

Total No NSSI Lifetime NSSI
n (%) n (%) n (%)
Mean age 19.9 19.9 19.9
Natal gender
Female 121 (45.2) 57 (47.1) 64 (52.9)
Male 136 (50.7) 80 (58.8) 56 (41.2)
Did not respond 11 (4.1)
Ethnic origin
White 241 (89.9) 131 (54.4) 110 (46.4)
Indian 3(1.1) 1(33.3) 2 (66.7)
Black other 9 (3.3) 7 (87.5) 1(12.5)
Pakistani 2 (0.7) 1 (50) 1 (50)
Other 13 (4.9) 4 (30.8) 9 (69.2)
Employment status
Student 90 (33.6) 52 (57.8) 38 (42.2)
Unemployed 49 (18.3) 30 (61.2) 19 (38.8)
Employed 30 (11.2) 17 (56.7) 13 (43.3)
Volunteer work 4(1.5) 1(25) 3 (75)
Disabled 4 (1.5) 3 (75) 1(25)
No answer 91 (33.9) 41 (45.1) 50 (54.9)
Civil status
Single, never married 241 (89.9) 132 (54.8) 109 (45.2)
Married 1(0.4) 1 (100) 0 (0)
Civil partnership 1(0.4) 0 (0) 1(1)
Separated/divorced 4(1.5) 3 (75) 1(25)
In a relationship 9 (3.4) 3(33.3) 6 (66.7)
Other 12 (4.4) 5 (41.7) 7 (58.3)
Living situation
With family of origin 67 (25) 37 (55.2) 30 (44.8)
Alone 7 (2.6) 5(71.4) 2 (28.6)
Shares with non-partner(s) 12 (4.5) 6 (50) 6 (50)
With partner only 1(0.4) 0 (0) 1 (100)
Other/University halls/Friends 181 (67.5) 96 (53.0) 85 (47.0)
Use of hormones or blockers
No 179 (66.8) 98 (54.7) 81 (45.3)
Yes 53 (19.8) 29 (54.7) 24 (45.3)
Did not answer 36 (13.4) 17 (47.2) 19 (52.8)




Table 2. Mean (standard deviations) on the SCL-98riR RSE by natal gender (M/F) and lite-time N@Bésent/absent).
Male Female F F F
Natal NSSI Natal
Gender NO/YES Gender

M/F M/F *
NSSI
NSSI =0 NSSI=1 NSSI =0 NSSI =1
M (SD) M (SD) M (SD) M (SD)
SCL-90-R
Depression 31 (.84) .50 (1.23) .16 (.63) .25 (.71) 2.88 1.47 0.15
Anxiety A7 (.98) .58 (1.14) .32 (.69) .69 (1.20) .0D 3.04 0.85
Global .96 (.70) 1.20 (.77) 77 (.65) 1.27 (.69) 0.42 %56 1.88
Severity
Index (GSI)
RSE
Total 1395 (5.53) 13.16 (6.49) 15.60 (7.00) 11.715.27) 0.01 9.24** 4.07

*p<.05,*p <.01, *p<.001
SCL-90-R = Symptom Checklist-90-Revised; RSE = Rbseg Self-Esteem Scale



Table 3. Mean (standard deviations) on the Expeegmf Transphobia Scale, I1IP, and MSPSS of natal amd women
with and without life-time NSSI.
Male Female F F F
Natal NSSI Natal
M/F NO/YES MIF
*

NSSI

NSSI=0 NSSI=1 NSSI=0 NSSI=1

M (SD) M (SD) M (SD) M (SD)
Transphobia
Total 211 (212) 338 (299 237 (231) 260 ® 3 0.72 5.97* 2.82
1P
Problems .84 (1.18) 73 (.92) .52 (.91) .90 (1.16) 0.27 0.93 2.94
Competition
Problems 172 (1.36) 186 (1.35 135 (1.33) 144 (1.25) 95.1 0.45 0.03
Socializing
Problems 121 (135 152 (1.36) 101 (114 144 (132 70.6 4.72* 0.10
Nurturance
Problems -25  (1.13) -46 (1.02) -0.28 (1.03) -14 (1.23) 99. 0.05 1.52
Independence
Total 137 (063) 151 (0.64) 121 (0.63) 149 @5 1.14 6.99**  0.85
M SPSS

Significant 18.62 (7.99) 1895 (7.12) 22.18 (6.46) 22.05 (5.96)4.12** 0.01 0.06
others

Family 16.75 (6.95) 17.89 (6.54) 18.49 (6.23) 17.567.32)  0.69 002 141
Friends 19.28 (6.27) 18.96 (6.52) 19.72 (6.61) 89.9(6.79)  0.78 0.00  0.12
Total 5465 (16.71) 55.80 (14.83) 60.39 (13.83) 689. (13.38)  6.43* 001 0.6

Transphobia = Experiences of Transphobia Scale =lInventory of Interpersonal Problems ; MSPSSuttidimensional
Scores of Perceived Social Support
*p<.05,*p <.01, ***p<.001



Table 4. Mean (standard deviations) on the SCL-98riR RSE by natal gender (M/F) and current NS&isgnt/absent).
Male Female F F F
Natal NSSI Natal
Gender NO/YES Gender

M/F M/F *
NSSI
NSSI =0 NSSI=1 NSSI=0 NSSI =1
M (SD) M (SD) M (SD) M (SD)
SCL-90-R
Depression .33 (.89) 57 (1.34) .16 (.60) .30 (.79) 3.00 2.16 .16
Anxiety .40 (.90) .89 (1.37) .35 (.78) .80 (1.26) 21. 10.06** .02
Global .97 (.71) 1.34 (.76) .83 (.64) 1.38 (.71) .25 2&*32 .68
Severity
Index (GSI)
RSE
Total 1429 (5.80) 11.33 (5.92) 14.67 (6.81) 11.645.25) 0.16 12.42**  0.00

*p<.05,*p <.01,p<.001
SCL-90-R = Symptom Checklist-90-Revised; RSE = Rbseg Self-Esteem Scale



Table 5. Mean (standard deviations) on the Expeegmf Transphobia Scale, I1IP, and MSPSS of natal amd women
with and without current NSSI.

Male Female F F F
Natal NSSI Natal
M/F NO/YES M/F
*
NSSI
NSSI=0 NSSI=1 NSSI=0 NSSI=1
M (SD) M (SD) M (SD) M (SD)
Transphobia
Total 250 (2.28) 248 (241) 238 (253) 355 &5 1.89 2.77 2.99
1P
Problems .80 (1.12) .78 (.91) 0.60 (0.97) .93 (1.18) 0.02 001. 1.19
Competition
Problems 171 (1.36) 203 (1.31) 142 (134 137 (119 86.1 0.51 0.96
Socializing
Problems 119 (1.33) 189 (1.349) 1.05 (1200 155 (1.29) 71.5 10.43** 0.29
Nurturance
Problems -.30 (1.07) -46 (1.17) -21 (1.14) -.20 (1.15) a.2 0.20 0.27
Independence
Total 1.36 (0.62) 166 (0.63) 1.28 (.61) 1.50 (.,61) 1.90 8.61** 0.23
M SPSS
Significant 19.06 (7.52) 17.70 (7.99) 22.30 (6.33) 21.77 (5.95)3.91*** .92 A7
others
Family 17.16 (6.93) 17.43 (6.36) 18.33 (6.39) 17.487.52) .40 .09 .34
Friends 19.28 (6.31) 18.70 (6.58) 19.83 (6.70) 19.9(6.71) .92 .07 12
Total 55.50 (16.03) 53.83 (15.69) 60.46 (13.24) 1B9. (13.17) 6.06* .50 .00

Transphobia = Experiences of Transphobia Scale =lInventory of Interpersonal Problems ; MSPSSuttidimensional
Scores of Perceived Social Support

*p<.05,*p < .01, **p<.001



Table 6. Logistic regressions with presence/absehlife-time and current NSSI as dependent vaeialaind gender,
clinical symptom severity, self-esteem, transphainid interpersonal problems as independent vasable

Current NSSI Life-time NSSI
(presence/absence) (presence/absence)
Beta S.E. Exp(B) Beta S.E. Exp(B)
Gender -72 .32 A49* -.56 .29 57*
SCL-90 GSI 71 .35 2.04* .63 .33 1.87
(p=0.059)
RSE -.04 .04 .96 -.02 .03 .98
Transphobia .02 .07 1.02 .08 .06 1.08
IIP-Total -11 .40 .90 -.06 .36 .94
Constant .01 .93 .99 14 .85 1.15

Gender (1 = female, 2 = male), SCL-90-R GSI = Galngeverity Index; RSE = Rosenberg Self-Esteem tiguewmire;

Transphobia; IIP = Inventory of Interpersonal Pesh$
*p<.05,*p <.01, *p<.001



