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Menstrual Suppression in Gender Minority Youth
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What is already known on this topic?

Menstrual distress is frequently reported in gender minority youth (GMY) in sex assigned-at-birth female adolescents identifying as male
or gender non-conforming. Menstrual suppression refers to the practice of using hormonal management to reduce menstrual bleeding
which may be an option to treat menstrual dysphoria in GMY.

What this study adds?
Menstrual suppression should be offered to GMY when pubertal suppression is not an option. Each treatment plan should be individualized.

Abstract

The purpose of this case series was to evaluate menstrual suppression in sex assigned at birth female adolescents identifying as male
or gender non-conforming. A retrospective chart review of four gender minority youth (GMY), age 14-17, was performed for gender
identity history, type and success of menstrual suppression, method satisfaction, side effects and improvement in menstrual distress.
Menstrual suppression was successful in three patients, one patient discontinued use due to side effects that caused an increase in
gender dysphoria. Menstrual distress and bleeding pattern improved in the majority of GMY in this series but side effects, as well as
contraindications, may limit their use. In conclusion, menstrual dysphoria can be life-threatening for GMY and it is important that
clinicians consider menstrual suppression in GMY with menstrual dysphoria. This series emphasizes the importance of individualized
treatment plans.
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sex characteristics can be associated with significant
psychological stress and may be the trigger for gender

Introduction

At our pediatric hospital in Ankara, Turkey, visibility of
trans gender youth is growing and we are receiving more
applications and referrals of young people whose gender
identity does not align with their sex assigned at birth (SAB)
more frequently than ever before (1). Gender minority
youth (GMY) is an umbrella term that is used to describe this
community (2) and gender dysphoria is the term used to
describe the stress experienced by these young people (3).

For SAB female adolescents who identify as male or gender
non-conforming, puberty and the development of unwanted

dysphoria (4). Menarche can be particularly distressing, as
the initiation of menstruation represents a social category
of gender to which the person does not belong, and which
may lead to stress, anxiety, and dysphoria (5,6).

Menstrual dysphoria is defined as a sense of distress or
anxiety associated with menses (7). Menstruation is a
monthly reminder to these teens that their SAB does not
align with their gender identity. Studies have reported
increased rates of depression, thoughts of self-harm and
suicidal ideation in GMY while menstruating (8).
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The first approach to an adolescent with gender dysphoria is
confirmation of the diagnosis and continuous follow-up by
a mental health professional. The social transition process
then continues with the adoption of a new name, and style
of dressing congruent with their gender identity, while
therapy may include the reversible phase of treatment such
as the suppression of puberty with gonadotropin-releasing
hormone (GnRH) analogues (4,9). Pubertal suppression
has been shown to have a positive effect on psychological
function, improve well-being, and alleviate menstrual
dysphoria since it provides therapeutic amenorrhea (10,11).

Pubertal suppression should be offered to adolescents
experiencing gender dysphoria, but many GMY still struggle
to access this treatment (4). Gender affirmative care,
especially in the adolescent population, is still developing
in Turkey which means the main barrier to treatment is
lack of experienced medical providers (1). Furthermore,
failure to secure parental consent is another major obstacle
to treatment. Even when the patient finds an experienced
provider and has parental consent, obtaining the medication
may take some time due to the gender informed mental
health assessment not yet being completed or the formalities
associated with prescribing this treatment.

Provisional therapy to suppress menstruation in GMY with
menstrual dysphoria may be used for a number of reasons,
including those who do not have the option of pubertal
blockers or as an interim approach pending completion
of evaluation or until official approval for use of pubertal
blockers (7). Menstrual suppression refers to the practice of
using hormonal management to reduce menstrual bleeding
with the goal of achieving therapeutic amenorrhea (12).
The hormonal methods used to manipulate menstruation
are totally reversible and studies have shown they may
increase quality of life and relieve the menstrual dysphoria
experienced by GMY (8).

The objective of the current case series was to describe
the experiences of GMY after using a hormonal menstrual
suppression method of their choice for menstrual dysphoria.

Case Report

A retrospective chart review was performed of all GMY
evaluated for the first time during September 2018 and
May 2020. The diagnosis of gender dysphoria was made
according to DSM-5 criteria (13).

Eligibility for the study required that patients had been seen
in the adolescent medicine clinic for at least two visits. A
total of nine patients were evaluated for gender dysphoria
during this time period, and of these two were SAB males
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who identified as trans female. Menstrual suppression was
offered to the remaining seven SAB female patients. Parental
consent for menstrual suppression was not obtained in two
and one patient was started on a GnRH analog soon after
the first evaluation. Thus, a total of four patients between
the ages of 14-17 received this treatment for menstrual
dysphoria. All patients had regular menstrual patterns
before treatment.

Management of Menstrual Distress

At our institution, menstrual distress related to gender
identity is explored with patients at their initial visits.
Menstrual suppression is offered to SAB female GMY who
request it, and patients are counseled concerning the
following three methods:

i. Combined hormonal contraceptives given continuously
ii. Progestin only contraceptive pill

iii. Intramuscular (IM) depot medroxy progesterone acetate
(DMPA)

Method of application (oral vs. IM), possible side effects,
contraindications and success rates are discussed. All
patients receive counselling concerning the efficacy of
treatment and it is explained that suppression of menstrual
bleeding is not immediately 100% effective, and that with
many options the possibility of “breakthrough bleeding”
still exists although it becomes less frequent with time.

Long acting reversible contraceptives such as hormonal
implants and intrauterine devices are not offered to the
patients due to the lack of provider experience.

Descriptive Data of the Case-series

Data concerning gender history including identified gender,
current age and age of onset of gender dysphoria, age
of menarche, baseline hormonal evaluation, psychiatric
diagnosis, disclosure of gender identity to family/friends
and social transitioning is shown in Table 1.

Information concerning menstrual suppression, such as
reason GnRH was not initiated, method chosen, reason for
choice of method, side effects and efficacy of the method,
patient satisfaction and treatment duration is shown in
Table 2.

All patients and parents gave verbal informed consent for
the publication of this case-series.

Discussion

The majority of research concerning GMY health is related
to mental health concerns and the use of gender affirming
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hormonal treatments, whereas little data is available related
to menstrual health and dysphoria (14). Menstrual distress
related to gender identity is frequently reported in GMY and
often has a negative impact on mental health (7). This case
series aimed to evaluate menstrual suppression in a group
of GMY and, to the best of our knowledge, this is the first
report from an adolescent population from Turkey. This case
series shows the importance of individualized treatment
since although all patients were given the same counseling
each individual chose a different path.

Historically it was believed that cyclic menstruation was
necessary for health but the concept that it did not have
beneficial effects, and that menstruation could be controlled
was first raised in the 1960s and many studies and systemic
reviews have shown both its efficacy and safety (15,16).
Since then, menstrual suppression has been used to manage
a number of medical conditions (17). Primarily used to
control gynecological problems, such as dysmenorrhea,
abnormal uterine bleeding, premenstrual syndrome and
endometriosis, it can also be used for patients with medical
conditions associated with excessive blood loss which
includes patients with bleeding disorders or those receiving
chemotherapy or conditions where menstruation causes an

exacerbation in symptoms, such as catamenial seizures or
migraines. It can also be used for menstrual hygiene related
concerns in patients with intellectual or developmental
delays (12).

The most commonly used method for menstrual
suppression used for other indications are combined
hormonal contraceptives which contain both estrogen
and progesterone (12). For contraceptive purposes these
methods have traditionally been used in a cyclic fashion,
with 21 days of hormones, followed by a 7-day hormone-
free interval during which withdrawal bleeding occurs.
With extended or continuous use, the hormone-free week
is taken out, which either reduces or totally eliminates
the withdrawal bleeding (18). When giving counseling
concerning this method it is important to discuss with the
patient that although breakthrough bleeding is common in
the initial months the rate of amenorrhea increases with
continuous use and has been shown to be about 50 % after
the first year of use (19).

Although the combined hormonal formulations continue to
be the most popular method for suppressing menstruation
for other indications, GMY may want to avoid this method
due to the perceived feminizing effects of these hormones

Table 1. Gender history of the participants

Gender Current Age of onset Age of Baseline hormonal evaluation Psychiatric  Disclosure of Social
identity of  age of gender menarche diagnosis gender identity  transitioning
the patient (years)  dysphoria (years) to family/friends process
(years)
Case | Transmale 16 12 11.9 FSH (mU/mL): 4.36 Gender Only with family ~ Adopted a new
LH (mU/mL): 1.95 dysphoria name
Estradiol (pg/mL): 37 Major Gender
Testosterone (ng/dL) :12 depression congruent
DHEASO, (mcg/dL): 174 hair style and
Androstenedion (ng/dL): 172 clothing
SHBG (mg/L): 30.6
Case 2 Transmale 14 13 12.2 FSH (mU/mL): 2.36 Gender Family and Gender
LH (mU/mL): 4.95 dysphoria very few closest congruent
Estradiol (pg/mL): 29 Anorexia friends clothing
Testosterone (ng/dL) 24.7 nervosa
DHEASO, (mcg/dL): 257
Androstenedion (ng/dL): 76.6
SHBG (mg/L): 45.5
Case 3 Gender 14.6 11 11.8 FSH (mU/mL): 6.2 Gender Parents and only ~ Gender
non- LH (mU/mL): 3.2 dysphoria those closest to congruent
conforming Estradiol (pg/mL): 62 Generalized  them hair style and
Testosterone (ng/dL): 22 anxiety clothing
DHEASO, (mcg/dL): 212 disorder Used birth
Androstenedion (ng/dL): 66.6 name
SHBG (mg/L): 37
Case 4 Transmale 17 12 12.4 FSH (mU/mL): 6.2 Gender Only with family ~ Adopted a new
LH (mU/mL): 4.11 dysphoria name
Estradiol (pg/mL): 17 Gender
Testosterone (ng/dL): 12 congruent
DHEASO, (mcg/dL): 220 hair style and
SHBG (mg/L): 49 clothing

FSH: follicle stimulating hormone, LH: luteinizing hormone, DHEASO,: dehydroepiandrosterone sulfate, SHBG: sex hormone binding globulin
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and association with an incongruent gender (20), which
was the situation for Case 1. It is also important to discuss
the possible side effects of the medication, such as its
effect on breast tissue. Changes in breast size and/or
breast tenderness are known effects of this treatment and
these symptoms are made increasingly complicated for
those who bind their chests (7). Case 2 discontinued this
treatment as the side effects in breast tissue increased his
gender dysphoria.

Other methods of choice offered to patients were the
progestin only medications, including progestin only
pills and the IM DMPA, which are advantageous for GMY as
they do not contain estrogen. DMPA is usually administered
IM every 12-13 weeks, at a convenient dose schedule of
four times per year, which makes it appealing especially
to adolescents and the most common bleeding pattern in
this method is break through bleeding close to the next
injection (21). A modification clinicians can offer to GMY
is administering the injection every 10 weeks, which
could decrease the break through bleeding when given
in shorter cycles. Again, it is important to discuss realistic

expectations, as therapeutic amenorrhea may not be
achieved straight away and is more likely with continuous
use. DMPA is typically associated with amenorrhea in
about 50-60% of users at the end of one year and 70 %
by the end of the second year (22). A study by Kanj et
al. (6) evaluated menstrual suppression choices among
transmale individuals and showed DMPA to be the most
common method selected. It is also important to discuss
side effects and possible contraindications. The use of
DMPA is associated with loss of bone mineral density
(BMD) (23). As Case 2 had a history of low BMD, secondary
to an eating disorder, use of DMPA was not recommended
for this patient. Oral progestin pills were the second choice
in Case 3 who continued to have cyclic periods with oral
contraceptives. It is important to remember that although
progestin only pills may induce amenorrhea they should
not be used for patients that additionally require birth
control. This patient was not sexually active.

The most common reason for inability to prescribe a
GnRH analog in this case series was the time taken to
complete mental health evaluation. Our clinic is in a tertiary

Table 2. Information concerning menstrual suppression

Reason GnRH Method Reason for Observed side Efficacy of the Patient Treatment
was not chosen choosing this effects method satisfaction duration
initiated method
Case 1 Needed time to DMPA 1. Did not want None DMPA was initiated High DMPA was stopped
complete mental to use a method 3 times every 10 after 1 year as a
health evaluation containing weeks. Bleeding GnRH analog was
estrogen occurred a few days started
2. Did not want before each injection
to take daily
medication
Case 2 Needed time to COC given DMPA was Breast Only used the Low Was started on a
complete mental  continuously  contraindicated enlargement treatment for a Due to the GnRH analog
health evaluation in this patient and increased month breast changes
due to very low breast sensitivity the patient
Bone mineral decided to
density discontinue
treatment.
Case 3 Lack of parental 1. COC given  Was scared of Patient Low with COC, Low with COC, Continues to use
consent continuously  receiving an continued to achieved therapeutic  high with POC POC
2. POC injection have cyclic amenorrhea with
bleeding on POC. Had one break
COC and was through bleed on
switched to a POC.
POC
Case 4 Lack of parental 1. COC Was started on None COC was not Low on COC DMPA was stopped
consent 2. DMPA COC as they were effective as patient High on DMPA after 1 year as a

scared of daily
injection but they
constantly forgot
to take it, which
lead to break
through bleeding
and was switched
to DMPA

was non-compliant
DMPA bleed a few
days every 3 months.

GnRH analog was
started

DMPA: depo-medroxy progesterone acetate, COC: combined oral contraceptive, POC: progestin only contraceptive, GnRH: gonadotropin-releasing hormone
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pediatric hospital and one of the very few to provide gender
affirmative care in the country. Due to lack of training, health
care providers may not have the means to provide pubertal
suppression, but menstrual suppression can be prescribed
by both pediatricians and pediatric endocrinologists and, in
our opinion, should be until the youth is sent to a center where
they can receive gender affirmative care. Another common
reason for failure to prescribe pubertal suppression is lack
of parental consent, as seen in Case 4, but after a year of
DMPA and counseling of both the GMY and his parents, they
decided to initiate GnRH therapy. Menstrual suppression can
act as a bridge to gender affirmative treatment by giving the
family time to adjust to this situation.

Conclusion

In conclusion, the methods utilized for menstrual
suppression in this small group of GMY were well tolerated
and beneficial. Menstrual dysphoria can be life threatening
for GMY and it is important that menstrual suppression
should be considered by health care providers caring
for these youths. After detailed counseling, concerning
different method types and their possible side effects an
individualized treatment plan should be made.
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