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ABSTRACT

BACKGROUND: Aspects related to the clinical differentiation of gender identity disorders in patients with schizophrenia remain
insufficiently studied.

AIM: To examine the clinical and psychopathological characteristics of gender identity disorders in schizophrenia spectrum
disorders in terms of their typology, dynamics, and treatment.

MATERIALS AND METHODS: The study included 35 patients aged 18—65 years diagnosed with schizophrenia or schizotypal
disorder according to the ICD-10, who reported dissatisfaction with their biological gender. Clinical-psychopathological,
clinical-catamnestic, and statistical research methods were used.

RESULTS: A typological differentiation of gender identity disorders was conducted, determined by the structure of mental
disorders and the patterns of the endogenous process course. The studied conditions were classified into two types: in Type 1,
gender identity disorders manifested within the framework of affective-delusional psychoses in episodic schizophrenia (n=13),
while in Type 2, they were observed in schizotypal disorder (n=22). In Type 1, the manifestation of gender identity disorders
predominantly (69.2% of cases) occurred between the ages of 21 and 24 years. As schizophrenia progressed, 38.5% of cases
showed a complication of delusional themes, with the emergence of characteristic signs of Kandinsky—Clérambault syndrome.
At the peak of depressive-delusional psychosis, patients "suddenly realized" that they "belonged to the opposite gender"
and began to "recall" and exaggerate past events that allegedly confirmed their belief. The further dynamics of gender identity
disorder unfolded in phases. As the affective-delusional psychosis resolved, ideas of gender transition faded. Over time, patients
developed two stable symptom complexes — hypochondriacal or dissociative. In Type 2, gender identity disorders primarily
occurred within the framework of schizotypal disorder. Their development was observed against the background of monopolar
depressive disorders with features of "metaphysical intoxication." Further progression of Type 2 gender identity disorders was
not distinctly linked to the dynamics of other psychopathological disorders, with gender transition ideas becoming overvalued
or paranoid in nature.

CONCLUSION: The study identified clinical-dynamic types of gender identity disorders based on the structure of mental
disorders and the patterns of the endogenous process course.
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AHHOTALINA

06ocHoBaHue. Bonpockl, Kacatowumecs KMHUYecKoi auddepeHumMaLmu paccTpoicTB NosoBoi MAEHTUDUKALMM Y BONBHBIX
Wwu3odpeHuen, U3y4eHbl HEAOCTAaTOYHO MOJSTHO.

Lienb. M3yyeHne KNMHUKO-NCUXONATONOMMYECKMX XapaKTEPUCTUK PacCTPOMACTB NOSI0BOW MaeHTUdUKaLMKU npu 3abonieBaHmMsAX
LWM30(hPEHNYECKOr0 CMEKTPA B acneKTe TUMOIor1, AMHaMUKK 1 Tepanuu.

Matepuansl u Metoabl. ViccnegoBanu 35 naumeHToB 18—65 net ¢ auarHo3amu «wWK3odpeHus» M «LLIM30TUMMYECKOE pac-
cTpoincteo» no MKB-10, KoTopble co06LLMAM 0 HeYA,0BNETBOPEHHOCTH CBOMM BMONOTMYECKMM NOoNIoM. Micnonb30Banm KITMHUKO-
MCKUXONaToNorMyeckue, KIIMHUKO-KaTaMHECTUYECKUE U CTaTUCTUYECKUE MeTOJbI UCCNeA0BaHNS.

Pesynbtartbl. [lpoBeaeHa Tvnonormyeckas auddepeHumaums pacCTpomucTs NoaoBOMA MAEHTUPUKALMM, KOTOpas onpepens-
nacb CTPYKTYPOI MCUXMUECKUX PAcCTPOMCTB, @ TaKKe 3aKOHOMEPHOCTAMU TeYeHWs 3HA0reHHoro npouecca. Mccnepyemble
COCTOAHMA BbIAW pa3pesnieHbl Ha ABa TMNa: Npu 1-M TUNe paccTpoiicTBa NoJ0BOM MAEHTUDMKALMM MaHU(ECTUPOBaNM B paM-
Kax adpdeKTMBHO-OpeA0BbIX NCKUX030B NPUCTYN00Bpa3Hoi LWn3odperun (n=13), npu 2-M TUNe — NpyM LUM30TUNUHECKOM pac-
ctpouctee (n=22). Mpu 1-M TMNe MaHUdECT paccCTPOMCTB NOJIOBOH MAEHTUDMUKALMM B NOAABNAIOLLEM DONBLUMHCTBE Cy4aeB
(69,2%) oTtHocuncs K nepuogy 21-24 net. Ha doHe nporpeamneHTHoro Teyenns wusodpenun B 38,5% HabniogeHni otMeva-
nock ycnoxHenue ¢abynbl 6pefoBbIX paccTpPOIACTB, NOABMIEHUE XapaKTEPHbIX NPU3HaKOB cUHApoMa KaHamHckoro. Ha Bbi-
coTe JenpeccuBHO-6pefoBoro NcUxo3a nauMeHTbl «BHE3aMHO 0CO3HABaAMy, YTO «OTHOCATCA K MPOTUBOMONOXKHOMY MOMy»,
HauWMHanM «BCMOMWHATL» U rUNepbosM3upoBaTh COBLITUA NpOLLNOro, NoATBEpKAaoWMe X uaelo. [lanbHenwan auHaMu-
Ka paccTporcTBa MosloBoi UaeHTMdMKaumu peanusoBanack dasHo. Mo Mepe paspelenus adpdeKkTMBHO-OpeoBOro Ncuxo-
3a Ufen CMeHbl NoNia HUBENMPOBaNuCh. B aanbHeniueM y nauneHToB 0TMeyanoch hopMUpoBaHWe ABYX BUAOB YCTOMUMBLIX
BO BPEMEHU CUMMTOMOKOMMJIEKCOB — WMOXOHAPUYECKOT0 UMW uccoumatueHoro. lpu 2-M Tune paccTpoiicTBa NofoBoM
UoeHTUPUKALMM peann3oBbIBannUCh NPEUMYLLECTBEHHO B paMKaXx LUM30TUMMYECKOrO paccTpoincTBa. PaseuTue paccTponcTBa
Mo0BOM UAEHTUOUKALMM 0TMEYANOCh Ha HOHE MOHOMONAPHBIX LENPECCUBHBIX PACCTPOMCTB C SBMEHUAMM «MeTadU3NYeCKO
WHTOKCMKaumu». [lanbHelillee NporpeccMpoBaHWe pacCTpoMCTB MOA0BOM MAEHTUDWKALMM 2-ro TMNa He UMeNo OTYETIMBLIX
CBA3el C IMHAMUKOW LPYruX NCMXONaToNorniecknx paccTpomcTB, UAEW CMeHbI Mofa npuobpeTany cBEpXLEHHBIN UK Nnapa-
HOWANBHLIN XapaKTep.

3aksnioueHune. B xofe uccnefoBaHWs NpoBefieHa KIMHUKO-AMHaMUYECKas TUNoNoruieckas auddepeHumaums paccTpoicTs
MonoBoi UAeHTUdUKALMM, KOTOpas Onpeenanach CTPYKTYPOM NCUXMYECKUX PacCTPOMCTB, @ TaKXKe 3aKOHOMEPHOCTAMMU Te-
YeHWs 3HOOMeHHOro mpoLecca.
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AHHOTALINA

Huresnama. Lu3odpeHus BaKbITbIHAAM! XKEHEC MAEHTUDMKALMACEH KIMHUK fKTaH AuddepeHUMaumManayra Karbuibiwibl
MaCbas1anap aNera TYNbiCbIHYA BPSHENMAraH.

Makcar. LLn3odpenns cnekTpbl aBblpynapbl BaKbITbIHAArLI XEHEC MAEHTUdUKALMACE TalMbIbILLNAPbIHBIH, KIIMHUK-NICX0-
NaTo/or1K XapaKTepucTUKanapblH TUMONOruA, AMHaMmuKa haMm faBanay acnekTnapbl 6yeHua eipaHy.

Marepuannap ham anbiMHap. MKB-10 6yeHya «LuM30dpeHmns» haM «LLIM30TUNMK TalMbIbILL» AWUarHO3bl KyeraH, Y3NapeHeH,
BMONOTMK XeHeceHHaH KaHaratb bynMaraH 18—65 swbnek 35 nauneHTHbI TUKLLepanap. TUKLLEpeHYAd KIMHUK-NCUXOoNaToso-
TVK, KIIMHWK-KaTaMHECTUK haM CcTaTUCTUKa anbIMHapbl KynnaHbina.

Hatmxanap. JeHec upeHTMdUKaumsce TalnmbiibllwnapbliHbiHa — TMMOMOTMK  AnddepeHUMs  y3abipblna,  MCUXMK
TalNbINbILLNAPHBIH, CTPYKTYpachl, 3HAOMEH NPOLECCNapHbIH, 3aKOHYabIknapbl 6unrenaHa. TuKLLepena TopraH XanaTnap uke
TUNKa bynen kapana: 6epeHye TN TanMblbILLAAP BAHAKCBIMaH LWn30dpeHnaHeH, adbdeKTUB-caTallybl NCMX03apbl Kbicana-
pbiHAa (n=13), UKEHYe TUN-LIM30TMMNMK TalnbIbILLAAP BaKbITbIHAA (N=22) MaHUdecTaLmaNaHa. 1-HYe TUN oYparbiHAa XeHCH
naeHTMduKaums 603biny MaHudecTsl Kynuenek oupakTa (69,2%) 21-24 awbnapra Typbl kuna. LLnodpeHnsHen, nporpeauneHT
arbiMbl hOHbIHAA Ky3aTynapHeH, 38,5% cataluynbl Tannbibiwnap dhabynackiHblH, KaTnaynaHybiH, KaHAWHCKUA CUHAPOMBIHBIH,
XapaKTepibl bunrenspe bapnblkKa KuiyHe KypcaTa. [lenpeccus-catally NCMXO3bIHbIH, MH, orapbl HOKTAacklHAA MauMeHTnap
«KUC3K KEHa Y3NapeHeH, KanMa-KapLubl JKEHECKa KapaynapblHy» TOSNap, anapHbIH, UAEANapeH pacnayybl YTKaHASMe BaKbliira-
NapHbl rafaTTaH Thill KeYaiTen, apTTbipbin UCK3 Tewwepa bawwnbidnap. Anra Taba TalnbibILNAP AUHAMMUKACkl AMHAMMKACH
(asanan yca, ¥eHec anbllWTbipy Uaeanape HuBenupnaHa. MkeHue TMn ouparbiHAa Tamnmbibllaap KybeceHua LUM30TUMMK
TaWMbIbILL KbicanapbliHAa ramManra alwblpbina. XeHec naeHTMdUKaumsce TaunblbIlLNapbIHbIH, YCelle «MeTapu3nK UHTOK-
CUKaUMA» KypeHelwniape 6enaH ypenen 6apa TopraH MoHononsp Lenpeccus Tanbiibiwnapsl GpoHbiHAa 6apa. WkeHue Tvn
MEeHec uaeHTUMKaLMACe TalnbINbILNApPbIHLIK, anra Taba ycelle 6alKa Tep NCMXONATONOMMA TalnbibILLAAPbIHbIH, AUHAMU-
Kacbl apacbiHAa aublK YarbiiraH 6alinaHeLLnap Ky3aTenMu, KeHeCHe anbILThIPY UAEANape NapaHois XapaKTepblH ana.
Womrak. TuKwiepy BapbillbiHAa XeHeC MaeHTUdMKALMACE TalNbINbILNAPbIHA KIMHUK-TANONOMMK AnQdepeHLmMaLns yaabi-
pbiNa, NCUXMK TalMbIbILLAAPHBIH, CTPYKTYPACchl, 3HA0MEH MPOLECCapHbIH, 3aKoHYaNbIKNapbl bunrenaHa.
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BACKGROUND

The issue of gender identity disorder (GID) has been
studied since the second half of the 19" and early 20"
centuries [1-5]. Scientific evidence from the early and
mid-twentieth century provides several examples of clinical
cases in which patients with GID insisted on castration
surgery for males and removal of the mammary glands,
uterus, and appendages for females [6-10]. Contemporary
scientific data is indicative of an expansion in the spectrum
of gender identity, with the inclusion of non-binary gender
identity, at the expense of patients with fluid identity who do
not wish to choose between male and female sex [11, 12].

In the contemporary discourse, the terms,
including gender identity disorders, transsexualism,
transgenderism, and gender (sexual) dysphoria, are
used to describe sexual identity disorders [13-16].
This diversity is primarily attributable to the absence
of a unified approach in the existing classifications. The 10th
Revision of the International Classification of Diseases
(ICD-10) employs the term transsexualism, underscoring
the necessity to distinguish transsexualism from other
mental disorders, including schizophrenia and GID in organic
brain lesions and personality disorders. In the 2013 edition
of the Diagnostic and Statistical Manual of Mental Disorders
(DSM-5), the diagnosis of GID was moved from the category
of sexual disorders to a separate category and renamed.
Thus, the term gender dysphoria is used instead of gender
identity disorder. In the 11" Revision of the International
Classification of Diseases (ICD-11), the definition of gender
identity-related health has changed again. The diagnostic
categories transsexualism and gender identity disorder
of childhood are replaced by the terms gender incongruence
of adolescence and adulthood and gender incongruence
of childhood. Gender incongruence has been relocated
from the chapter “Mental and Behavioral Disorders”
to a new stand-alone chapter “Conditions Related to Sexual
Health”. The changes in approaches to the classification
of GID may reflect the depsychopathologization of these
conditions and the shift in emphasis to the psychosocial
aspects of the problem. These changes may also be aimed
at preventing stigmatization [15-17]. However, the scientific
validity of these approaches remains controversial [18-21].

According to foreign authors, the comorbidity of GID
with other psychiatric disorders is approximately 30%—-80%,
with personality disorders reaching 20%-60% [15, 16].
Other prevalent comorbidities associated with GID include
affective disorders (45%-60% current depression, 60%
history) and anxiety disorders (35%—40% current anxiety,
28% history) [14-16]. Furthermore, approximately 30%
of transsexuals have either a history of suicide attempts
or report suicidal ideation [15, 16]. The coexistence of these
psychiatric disorders with GID has been demonstrated
to result in more profound interpersonal, social, and sexual
maladjustment [13, 14].
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Despite the changing classification of GID and
the presence of comorbidities, researchers question whether
GID is an independent disorder or a syndrome within other
mental disorders [19, 22, 23]. Some studies consider
the possibility of both. For example, Starostina and Yagubov
consider transsexualism to be an independent disorder and
make a differential diagnosis with schizophrenia spectrum
disorders, in which GID is evaluated as a syndrome [24].
According to Smith et al., in some patients with schizophrenia,
gender dysphoria is not associated with psychotic disorders
and often precedes the onset of psychotic symptoms [25].
In this respect, the separation of transsexual patients into
a specific group is questionable.

The comorbidity between GID and schizophrenia has been
examined by Russian and foreign researchers. For example,
Russian authors have noted that among individuals with GID,
schizophrenia spectrum disorders account for approximately
2% [23, 24, 26, 27]. Consequently, Grigorieva's thesis
(2005) concludes that the development of schizophrenia
within the context of GID syndrome is characterized by
a specific form of informational illumination, thereby
attributing the delusional nature of the concepts of sexual
metamorphosis [22]. According to other researchers,
schizophrenia may influence the clinical manifestations
of GID [24, 26, 27].

Currently, the issues related to the clinical differentiation
of GID in patients with schizophrenia are insufficiently studied.
Aspects of personality predisposition, psychopathological
mechanisms of GID development and differentiation,
clinical varieties of this phenomenon, and peculiarities
of psychopharmacotherapy and psychotherapy in patients
with GID in schizophrenia remain poorly or inconsistently
addressed.

The study aimed to investigate the clinical and
psychopathological characteristics of GID in schizophrenia
spectrum disorders in terms of typology, dynamics, and
therapy.

MATERIALS AND METHODS

A total of 35 patients aged 18-65 years with the diagnosis
of schizophrenia (F20) and schizotypal personality disorder
(F21) according to ICD-10 were examined at the Department
of Psychiatry, Psychotherapy, and Psychosomatic Pathology
of the People’s Friendship University of Russia (Moscow).
These patients reported dissatisfaction with their biological
sex. The study was approved by the Ethics Committee
of the People’s Friendship University of Russia (Protocol No. 7
dated September 21, 2022).

Exclusion criteria: organic lesions of the central nervous
system, other psychiatric disorders, and severe somatic
diseases. Patients with endocrine and genetic diseases
resulting in GID were not included in the study.

Clinical, psychopathological, follow-up, and statistical
research methods were used.
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RESULTS

Out of 35 examined patients, 20 were male at birth and
15 were female at birth. The mean age of patients with male
sex at birth was 34.7 years, and that of patients with female
sex at birth was 32.5 years.

The study demonstrated the clinical and dynamic
heterogeneity of schizophrenia with GID. The typological
differentiation of GID was determined by the structure
of the mental disorders, as well as by the regularities
of the endogenous process.

The studied conditions were classified into two types:
in Type 1, GID manifested within the affective and delusional
psychoses of episodic schizophrenia (n=13), whereas
in Type 2, they were observed in schizotypal personality
disorder (F21; n=6) and paranoid schizophrenia (F22.81; n=16).

Regardless of the type of schizophrenic process,
91.4% of patients exhibited aggravated heredity, including
psychiatric disorders (42.9%), alcohol and drug abuse
(40.0%), and suicides (8.6%). Meanwhile, 80.0% of patients
demonstrated residual organic genesis, including perinatal
and prenatal problems (25.7%), enuresis in preschool
and early school age (37.1%), history of craniocerebral
trauma (40.0%), and neuroinfections and intoxication with
psychoactive substances (17.1%), clinically manifested by
intolerance to stuffy rooms, hot weather, motion sickness
on rides, frequent headaches, concentration difficulties,
and memory impairment. The majority of patients exhibited
neurotic disorders during their childhood, with 80.0% of cases
manifesting as specific fears, such as the dark or heights.

The premorbid characteristics of patients included
a predominant combination of schizoid (51.4%),
hysterical (25.7%), and sensitive (22.9%) traits, which
manifested as challenges in adapting to group settings
among children. Among their peers, the patients exhibited
withdrawal, preferred quiet activities, and were frequently
ridiculed.

In most observations (88.6%), GID occurred in conjunction
with affective disorders, including depression (68.6%)
and mania (6.7%). In some cases (25.7%), there was
psychogenic harm (conflicts or losses) at the initial stages
of GID. In addition to GID, the prevalence of dysmorphic
disorders (91.4%), depersonalization (68.6%), and
autoaggressive tendencies (48.6%) was observed in patients
with schizophrenia. In all cases, GID developed according
to the mechanism of sudden insight, with a re-evaluation
of past events, pseudoreminiscences, and the emergence
of dominant ideas about one’s own sex.

Despite the presence of common hereditary, premorbid,
and comorbid psychopathological syndromes, the other
clinical and dynamic characteristics of the two isolated types
of GID were different.

In Type 1, the manifestation of GID (8 female and 5 male
patients at birth) predominantly (69.2% of cases) occurred
between the ages of 21-24 years. The development of GID
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was preceded by affective disorders (bipolar and monopolar
in 69.2% and 30.8% of cases, respectively) and dysmorphic
symptoms manifesting in adolescence. Dissatisfaction with
their appearance mainly concerned changes in secondary
sexual characteristics (genitals, mammary glands, hairiness,
and body shape). In another 15.4% of cases, adolescence
and early adolescence were accompanied by somatopsychic
depersonalization with a feeling of alienation from one’s
own body (patients felt uncomfortable belonging to their
own sex). Gradually, patients developed the conviction that
others treated them with judgment and “laughed at their
ugliness”. The development of attitudinal delusions was
concomitant with depressive symptoms, including depressed
mood, anxiety, and sleep and appetite disturbances. In 46.2%
of cases, patients exhibited suicidal ideation in conjunction
with depressive symptoms. As schizophrenia progressed,
38.5% of cases showed a complication of delusional
themes, with the emergence of characteristic signs
of Kandinsky-Clérambault syndrome. These cases also
exhibited paranoid ideation, including beliefs of influence
and persecution. Furthermore, several patients exhibited
delusions of possession, characterized by paranoid ideation
of being “possessed by a being of the opposite sex” who “put
thoughts into them and discussed and directed their actions”.
Pseudohallucinosis, characterized by the presence of voices
in the patient’s head, was observed in 38.5% of cases, with
these voices reportedly commenting and giving orders.

At the peak of depressive-delusional psychosis, more
often (69.2%) after receiving random information from
the media or the Internet about transsexualism, patients
“suddenly realized” that they “belong to the opposite sex” and
began to “recall” and exaggerate past events that confirmed
their belief.

In most cases (92.3%), patients reported sexual fantasies
and attraction toward members of the same sex, perceiving
these inclinations as constant, and engaging in casual
same-sex encounters.

Autoaggressive tendencies were not observed
in this particular type of GID. However, a proportion
of patients (15.4%) initiated hormone therapy independently,
devoid of medical supervision, with the objective of altering
their physical appearance. Visits to endocrinologists and
passport offices to change the name were episodic and not
systemic.

All patients were followed-up by psychiatrists, repeatedly
hospitalized in psychiatric hospitals, and exhibited an attack-
like progressive course of paranoid schizophrenia. In most
cases, the disease manifestation was unfavorable, leading
to social disadaptation and disability. In eight cases (61.5%),
patients had group 2 disability.

The further dynamics of GID unfolded in phases.
As the affective-delusional psychosis resolved, either
autochthonously (30.8%) or as a result of psychopharmacotherapy
(69.2%), the ideas of sex reassignment subsided along with
other productive and affective symptoms.

16
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The first group of patients was treated in accordance
with the clinical guidelines of the Russian Society
of Psychiatry [28]; the treatment aimed to address
acute psychotic symptoms, affective disorders, and
the deactualization of delusions. Atypical neuroleptics were
most effective in the treatment of psychotic disorders, with
olanzapine (10-20 mg/day; 38.5%), risperidone (4—6 mg/day;
23.1%), quetiapine (400-600 mg/day; 15.4%), aripiprazole
(up to 20 mg/day; 15.4%), and clozapine (up to 150 mg/day;
7.7%). In depressive symptoms, the drugs of choice were
selective serotonin reuptake inhibitors, such as fluvoxamine
(200 mg/day; 69.2%) and sertraline (225 mg/day; 15.4%),
and serotonin-noradrenaline reuptake inhibitors,
such as venlafaxine (up to 150 mg/day; 15.4%) [28].
During psychopharmacotherapy, a reduction in GID and
the emergence of partial criticism were observed.

The subsequent psychotherapeutic treatment of patients
with Type 1 GID (61.5%) was aimed at deactualizing sex
reassignment attitudes and achieving psychosocial and
psychosexual adjustment of the patients. The psychotherapy
involved a multimodal integrative approach, with the selection
of psychotherapeutic methods based on modern approaches
described in published studies [29, 30]. Cognitive behavioral
psychotherapy was used to reduce anxiety, depressive
symptoms, stress, and emotional tension, as well as to change
irrational attitudes to reduce self-stigmatization and the level
of sensitivity to the opinions of others. In addition, group and
family psychotherapy methods were used [29-32].

Over time, patients developed two stable symptom
complexes — hypochondriacal or dissociative.

In the hypochondriacal development (61.5% of cases),
despite the presence of officially altered data in documents
or hormone intake, patients declined further efforts
to change their sex due to hypochondriacal fear of possible
complications from current hormone therapy and future
surgical interventions.

In the dissociative development (38.5% of cases),
patients reported perceiving GID as the influence of their
own subpersonality coexisting “inside them”, “their second
self of a different sex with a different name and a different
character”, now “controlled” and perceived critically.
Moreover, the refusal to continue with sex reassignment was
motivated by a “change of life priorities” and an “adjustment”
of sexual and social life.

In Type 2, primarily manifested as paranoid schizophrenia
(72.7%) and schizotypal personality disorder (27.3%), GID
was predominantly (81.8%) diagnosed at an earlier age
(11-14 years) compared with Type 1 GID. In all cases,
the dysmorphic ideas preceding GID were not only related
to gender characteristics, but also to other parts of the body
(face shape, nose, ears, lips, bite, cheekbones, waist,
hands, hips, thighs, ankles, and feet). Depersonalization,
both somatopsychic (45.5%) and autopsychic (54.5%), was
typical of all patients with Type 2 GID. Patients reported

a feeling of “own alteration”, “alienation of the ugly body”,
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and “discomfort of being in this body”. Most patients (77.3%)
resorted to self-aggression (cutting, burning, scratching,
and stripping) to “correct” their appearance and “restore
sensitivity”.

GID manifested along with monopolar depressive
disorders with metaphysical intoxication. Patients lost
interest in studies, had thoughts that they “did not fit into
this world”, ideas of low value, and suicidal intent. After
accidentally reading information about transgenderism,
patients “suddenly” concluded that all the symptoms they
were experiencing were due to their gender non-conformity.
In contrast to Type 1 GID, there was a complete absence
of any homosexual motivation (fantasies, attractions,
deviations, and experiences) for sex reassignment.

In 22.7% of cases, the initial stage of GID was
characterized by contrast obsessions. The further course
of Type 2 GID had no clear connection with the dynamics
of other psychopathological disorders. It did not decrease
with the normalization of the emotional background,
the stabilization of dysmorphic and depersonalization
symptoms, or with the addition of neurosis-like
symptoms (obsessive doubts, rituals, and mysophobia,
72.7%), panic (22.75%), and eating disorders (anorexia,
13.6%). Conversely, sex reassignment thoughts became
supratentorial or paranoid. Most patients (86.4%)
exhibited behaviors that were deliberately provocative and
demonstrative, which frequently led to conflicts in both
the workplace and the family. These behaviors included
defending their ideas, wearing clothes of the opposite sex,
demanding to be addressed by the name of the opposite
sex, and using cosmetics. In 95.5% of cases, the patients
resorted to hormone therapy without consulting a physician.
Psychiatrists and endocrinologists were consulted 1-2 years
after the initiation of hormone therapy to obtain a certificate
confirming the absence of contraindications to sex
reassignment “after the transition had already begun”.
After achieving the desired results, three patients (13.6%)
underwent surgical sex reassignment and changed their
documents. Other patients expressed their firm intention
to finalize their sex reassignment plans, save funds for
surgery abroad, and then change their country of residence
to create a “traditional” mixed-sex family.

The highest efficacy in the treatment of patients with
Type 2 GID (63.6%) was achieved with lower doses of atypical
antipsychotics than in Type 1 GID [5]. Therapy included
quetiapine (50-100 mg/day; 18.2%), olanzapine (5 mg/day;
18.2%), ziprasidone (40 mg/day; 13.6%), paliperidone (6 mg/day;
13.6%), and aripiprazole (10 mg/day; 13.6%).

The objective of psychotherapy in patients with Type 2 GID
was to achieve psychosocial and psychosexual adaptation,
de-actualization of sex reassignment, and was conducted
at all stages of follow-up. A multimodal integrative
approach was used, incorporating methods of group and
family psychotherapy, as well as cognitive behavioral
psychotherapy [29-32].
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CONCLUSION

A pilot clinical study of a representative sample of patients
has shown that GID, regardless of the type of schizophrenia
spectrum disorders, is characterized by aggravated heredity,
residual organic background, and neurotic disorders
in childhood. Patients have difficulty adapting among their
peers.

In most cases, the development of GID is preceded by
symptoms of dysmorphia, depersonalization, and affective
disorders. GID manifests together with depression via
the mechanism of sudden insight, with reevaluation
of past events, pseudoreminiscences, and the development
of dominant ideas about one’s own sex.

However, given the heterogeneity of GID in schizophrenia
spectrum disorders, clinical differentiation is determined by
the type and course of schizophrenia spectrum disorders
in which GID develop.

Two types of GID have been identified. Type 1 GID is closely
related to affective delusional disorders. It is characterized
by phase dynamics, in which a GID attack occurs with
normalization of symptoms and resolution of other productive
symptomatology.

Type 2 GID is characterized by supratentorial or paranoid
manifestations, distinct from the dynamics of other
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