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Abstract BoththediagnosisandtreatmentofGenderIdentity

Disorder(GID)arecontroversial.Althoughlinked,theyaresepa-

rate issuesand theDSMdoesnotevaluate treatments.TheBoard

ofTrustees(BOT)oftheAmericanPsychiatricAssociation(APA),

therefore,formedaTaskForcechargedtoperformacriticalreview

of the literature on the treatment of GID at different ages, to assess

the quality of evidence pertaining to treatment, and to prepare

a report that included anopinion as towhetherornot sufficient

credible literature exists for development of treatment recom-

mendationsbytheAPA.Theliteratureontreatmentofgenderdys-

phoria in individuals with disorders of sex development was

also assessed. The completed report was accepted by the BOT

on September 11, 2011. The quality of evidence pertaining to

most aspects of treatment in all subgroups was determined to be

low; however, areas of broad clinical consensus were identi-

fied and were deemed sufficient to support recommendations

for treatment in all subgroups. With subjective improvement

as theprimaryoutcomemeasure,currentevidencewas judged

sufficient tosupportrecommendationsforadultsintheformofan

evidence-based APA Practice Guideline with gaps in the empir-

ical data supplemented by clinical consensus. The report recom-

mends that the APA take steps beyond drafting treatment

recommendations. These include issuing position statements

to clarify the APA’s position regarding the medical necessity

of treatments for GID, the ethical bounds of treatments of gender

variant minors, and the rights of persons of any age who are gen-

der variant, transgender or transsexual.
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Preface

After the announcement of the DSM-5 work group membership

inMay2008,theAmericanPsychiatricAssociation(APA)received

many inquiries regarding the workgroup named to address the

entities included under Gender Identity Disorder (GID) in ver-

sions III through IV-TR of the DSM. These inquiries most often

dealt with treatment controversies regarding GID, especially in

children, rather than issues related specifically to the DSM text

anddiagnosticcriteria. Inaddition, theAPACommitteeonGay,

Lesbian,andBisexual Issueshadpreviouslyraisedconcernsabout

the lack of evidence-based guidelines for GID, and questions

about whether such guidelines could and should be developed.

While thediagnosisandtreatmentofmentaldisordersare inex-

tricably linked, they are separate issues and the evaluation of

treatments is not addressed by the DSM work groups. The APA

Board of Trustees, therefore, formed a task force on the treat-

ment of GID under the oversight of the Council on Research.

Members of the GID Task Force were appointed by the APA

President,Dr.NadaStotland,andchargedbytheBoardofTrustees

‘‘to perform a critical review of the literature on the treatment

of GID at different ages and to present a report to the Board of

Trustees.’’The report‘‘would include an opinion as to whether

or not there is sufficient credible literature to take the next step

and develop treatment recommendations.’’

Members of the Task Force include APA members William,

ByneM.D.,Ph.D. (Chair);A.EvanEyler,M.D.,MPH;Edgardo

J. Menvielle, M.D., M.S.H.S.; Richard R. Pleak, M.D., and D.

Andrew Tompkins, M.D. (Early Career Psychiatrist). Non APA

members named as consultants include Susan J. Bradley, M.D.,

Eli Coleman, Ph.D., Richard Green, M.D., JD, and Heino F.

L.Meyer-Bahlburg,Dr. rer.nat.Theworkof theTaskForcewas

conducted by email correspondence, conference calls, and one

groupmeetingoftheAPAmembersattheAPAAnnualMeeting,May

2010.Membersandconsultantscontributedequally to theproject.

The Task Force commenced its work as the DSM-5 work-

groupswere deliberating.Questions, therefore, arose regarding

theimpactofpotentialdifferencesbetweentheforthcomingDSM-

5andpreviousiterationsoftheDSMontheutilityoftheTaskForce

Report.Ofparticularconcernwasthequestionofwhetherornotthe

diagnostic entity designated as GID would be carried forward into

the DSM-5. The Task Force concluded that most of the issues

pertaining togendervariance(GV) that lead individuals (or their

parents inthecaseofminors) toseekmentalhealthserviceswould

remain thesameregardlessofanychanges inDSMnomenclature

ordiagnosticcriteria.AnysuchchangestotheDSMshould, there-

fore,haveminimal impactontheutilityof theTaskForceReport.

Since the DSM-5 would be published only after the Task Force

completes itswork, theevidencebaseavailable forconsideration

by theTaskForcewasnecessarilybasedonpriordiagnostic for-

mulations. The Task Force chose to conduct its deliberations pri-

marily in terms of the DSM-IV-TR formulations with reference

to other formulations as necessary.

Although the charge to the Task Force was to comment on

the feasibility of making treatment recommendations, questions

arose in the initial conference calls regarding the nature of the

evidence base required by the APA for development of recom-

mendations in the specific form of APA Practice Guidelines.

APA Practice Guidelines are defined as systematically devel-

oped documents in a standardized format that present patient

care strategies to assist psychiatrists in clinical decision making.

The APA’s Steering Committee on Practice Guidelines (SCPG)

both selects topics for guideline development and oversees their

development. According to the APA’s website (http://www.

psychiatryonline.com/content.aspx?aID=58560) at the time the

Task Force commenced itwork in 2008 and concluded it in May

2011, twoof thecriteriafor topicselectionbytheSCPGarequality

of the relevant data base and prevalence of the disorder. The

randomized double blind control trial is the study design that

affords the highest quality evidence regarding the comparative

efficacy of various treatment modalities; however, no such trials

have been conducted to address any aspect of the treatment of

GID.GiventheverynatureofGID,suchtrials,orevenunblinded

trials with random assignment to treatment groups, are not likely

to be forthcoming due to a lack of feasibility and/or ethical con-

cerns. In addition to the lack of evidence of the highest quality

relevant to the treatment ofGID,GID iswidelybelieved tobea

rare phenomenon (Zucker & Lawrence, 2009)1 and likely to fall

short of the SCPG’s criterion for prevalence. The Task Force,

therefore,decidedtoconsiderwhetheravailableevidence, together

withclinical consensus, constitutesa sufficient basis tosupport

thedevelopmentthetreatmentrecommendations,broadlydefined,

in addition to assessing the quality of evidence relevant to the

potential development of APA Practice Guidelines, as defined

above.

In order to address its charge, the Task Forcedivided itself into

subgroups to address GID and related issues in four populations.

Three of these populations are defined by age: children, adoles-

cents, and adults. The fourth population comprises individuals

withthedesiretochangetheirassignedgenderwhohaveasomatic

disorderofsexdevelopment(DSD).Themakeupofthesubgroups

was as follows: child (Richard R. Pleak and Edgardo J. Menvi-

elle); adolescent (Susan Bradley and Richard Green); adult (A.

1 Epidemiological studies are lacking so that no strong conclusions

about the prevalence of GID can be drawn (Zucker & Lawrence, 2009).

The DSM-IV estimates that roughly 1:30,000 natal males and 1:100,000

natal females ultimately seek SRS. These are underestimates for the

prevalence of GID since not all adults who meet criteria for GID seek

SRS, and GID diagnosed in childhood usually does not persist into

adolescence and adulthood.
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Evan Eyler, Eli Coleman, and D. Andrew Tompkins), and DSD

(Heino F. L. Meyer-Bahlburg and William Byne).

Each subgroup conducted database searches and produced a

document addressing the Task Force’s charge pertaining to its

assigned subpopulation. These documents were circulated to all

members of the Task Force, discussed during conference calls,

and revised until approved by group consensus. Because the con-

sensus process involves compromise, all members of the Task

Force do not necessarily agree with all views expressed within

the report.TheTask Force could not reach aconsensus regarding

the question of whether or not persistent cross-gender identifi-

cation sufficient to motivate an individual to seek sex reassign-

ment,per se, is a formofpsychopathology in theabsenceofclin-

ically significant distress or impairment due to a self-perceived

discrepancybetweenanatomicalsignifiersofsexandgender iden-

tity. Since this question falls within the purview of the DSM Com-

mittee and is not central to the Task Force’s charge of evaluating

treatment, textsuggestingastandonthis issuewasdeletedfromthe

report. Similarly, a consensus could not be reached regarding the

legitimacy of particular goals of therapy with children diagnosed

with GID (e.g., prevention of transgenderism or homosexuality)

even when consistent with the religious beliefs or sociocultural

values of the parents or primary caregivers.

Executive Summary and Recommendations

This Task Force Report assesses the current status of evidence

bearing on treatment, by mental health professionals, of the enti-

ties included under GID in the DSM (versions III through IV-TR)

as well as gender dysphoria in individuals with somatic DSDs,

designated as GID Not Otherwise Specified (GIDNOS) in DSM-

IV-TR. The primary aim of the report is to answer the question

posed by the APA Board of Trustees as to whether or not there

is sufficient credible literature to support development by the

APA of treatment recommendations for GID. Separate sections

of the report are addressed to GID in children, adolescents, and

adults, as well as to GIDNOS in individuals with somatic DSDs.

The Executive Summary provides a synopsis of each of those

sections(readersarereferred toeachprimarysection for full cita-

tions), together with an opinion from the Task Force regarding

supportfortreatmentrecommendationsintheliterature.TheTask

Force concludes that the current credible literature is adequate

for the development of consensus based treatment recommen-

dations for all subgroups reviewed. Moreover, it is concluded

that, for adults, with subjective improvement as the primary out-

come measure, the existing evidence basecombinedwithclinical

consensus is sufficient for developing recommendations in the

form of an APA Practice Guideline.

The case is also made that treatment recommendations from

the APA are needed, even in areas where criteria are not met for

selectionbytheSCPGforAPAPracticeGuidelinedevelopment,

andthat theAPAshouldproceedwith theirpreparation.TheTask

Force recommends that additional steps be taken by the APA

pertaining to issues relating to GV (Appendix 1) and to DSDs,

whether or not GV is an issue (Appendix 2). These include issu-

inga position statement to clarify the APA’s position regarding

the medical necessity of treatments for GID, the ethical bounds

of treatments for minors with GID, and the rights of persons of

any age who are gender variant or transgender.

Evaluation of Levels of Evidence

Wherepossible, theTaskForceReportcommentson the levelof

evidencefromresearchstudiesbearingontreatment issues.Unless

otherwise specified, the levels of evidence refer to the APA evi-

dence coding system which was in use at the time the Task

Force was commissioned (http://www.psychiatryonline.com/

content.aspx?aID=58560) and is specified below:

[A] Randomized,double-blindclinical trial.Astudyofaninter-

vention in which subjects are prospectively followed over

time; there are treatment and control groups; subjects are

randomlyassignedto the twogroups;andboth thesubjects

and the investigators are‘‘blind’’to the assignments.

[A-] Randomized clinical trial. Same as above but not double

blind.

[B] Clinical trial. A prospective study in which an interven-

tion is made and the results of that intervention are tracked

longitudinally. Does not meet standards for a randomized

clinical trial.

[C] Cohortor longitudinalstudy.Astudyinwhichsubjectsare

prospectively followedover timewithoutanyspecific inter-

vention.

[D] Control study. A study in which a group of patients and a

group of control subjects are identified in the present and

information about themis pursuedretrospectively orback-

ward in time.

[E] Reviewwithsecondarydataanalysis.Astructuredanalytic

review of existing data (e.g., a meta-analysis or a decision

analysis).

[F] Review. A qualitative review and discussion of previously

published literature without a quantitative synthesis of the

data.

[G] Other.Opinion-likeessays, case reports, andother reports

not categorized above.

Terminology and Abbreviations

The diagnostic category, GID, was introduced by DSM-III and

included the diagnoses of GID of Childhood and Transsexu-
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alism.InDSM-III-R,GIDofChildhoodandTranssexualismwere

retained; GID of Adolescence and Adulthood, Nontranssexual

Type (GIDAANT) was added; and‘‘disorders in gender identity’’

not otherwise classified were designated as GIDNOS. Note that

under GID of Childhood, physical disorders of the sex organs,

whenpresent,werenotedunderAxis III.This stipulationwasnot

made explicit for transsexualism and GIDAANT, but intersex is

not noted under GIDNOS in DSM-III-R. Thus, if a person with a

DSD met GID criteria, s/he would be given the GID diagnosis,

with the intersexsyndromelistedonAxis III. InDSM-IVandIV-

TR, GIDofChildhoodand GIDNOS(in addition tosome other

conditions) were retained; however, the designation GID of Ado-

lescenceand Adulthood subsumed bothTranssexualismand the

Nontranssexual Types.

DSM-IV-TR excludes individuals with a DSD from the diag-

nosis ofGID. Individuals with genderdysphoria and a DSD are

placed under the category GIDNOS rather than under the more

specifically defined term GID. GIDNOS is commonly used also

for individualswithoutaDSDwhomeetsomebutnotall required

GID criteria (often referred to as‘‘subthreshold cases’’). Thus, the

DSM-IV-TR applies the term GIDNOS (apart from other exam-

ples) tothreegroupsofindividualswithgenderdysphoria:(1) those

withoutaDSDwhodonotmeet full criteria forGID, (2) thosewho

would meet full criteria for GID if not for the DSD exclusion, and

(3) those with a DSD who do not meet the full inclusion criteria.

Thecriteria for theGIDdiagnoses,aswellas thenomenclature

itself, areunder revisionat the timeof thiswriting.Documentation

regarding thedevelopmentof theDSM-5andpotential changes in

nomenclature and diagnostic criteria are available through the

DSM-5 website (http://www.dsm5.org) and are not addressed

here.

In thepresent report, theabbreviationsGIDandGIDNOS,are

used to refer toGender Identity Disorders asdefined in the DSM-

IV-TR.TheentitiesdesignatedasGIDsbytheDSM-IV-TRinclude

only a subset of individuals for whom clinical concerns related to

GV may be raised (whether by the individual or the individ-

ual’sprimarycaregivers,educators,orhealthcareproviders).GV

isused torefer toanydegreeofcross-gender identificationornon-

conformity in gender role behavior regardless of whether or not

criteriaaremet foreitherGIDorGIDNOS.The terms transsexual

andtranssexualismareusedtorefer toadultswhomeetdiagnostic

criteria for GID and have employed hormonal and/or surgical

treatments in theprocessof transitioninggenderorwhoplan todo

so. Transgender denotes individuals with cross-gender identifi-

cationwhetherornothormonalor surgical treatmentshavebeen,

or are planned to be, employed in transitioning gender. Natal sex

is used to refer to the sex at birth of individuals who subsequently

desire or undergo any degree of sex reassignment or gender tran-

sition, provided that they do not have a DSD. DSD as employed

hererefers tocongenitalconditions(formerlyreferredtoas intersex

disorders,hermaphroditism,andpseudohermaphroditism)which

entail atypical development of chromosomal, gonadal and/or gen-

ital sex.

Abbreviations

AACAP AmericanAcademyofChildandAdolescentPsy-

chiatry

APA American Psychiatric Association

CAH Congenital adrenal hyperplasia

DSD Disorder of sex development

DSM Diagnostic and Statistical Manual

FTM Female to male

GID Gender Identity Disorder

GIDAANT Gender Identity Disorder of Adolescence and

Adulthood, Nontranssexual Type

GIDNOS Gender Identity Disorder, Not Otherwise

Specified

GLBT Gay, lesbian, bisexual transgender/transsexual

GnRH Gonadotropin releasing hormone

GRADE Grading of Recommendations, Assessment,

Development, and Evaluation

GV Gender variance

HBIDGA Harry Benjamin International Gender

Dysphoria Association

ICTLEP International Conference on Transgender Law

and Employment Policy, Inc

MTF Male to female

WPATH World Professional Association for

Transgender Health (formerly the Harry

Benjamin International Gender Dysphoria

Association (HBIDGA)

RCT Randomized controlled trial

SCPG Steering Committee on Practice Guidelines

SOC Standards of Care

SRS Sex reassignment surgery

Synopses of Literature Reviews and Opinions with

Respect to Recommendations

Children

Synopsis Children have limited capacity to participate in deci-

sionmakingregarding their own treatment, and no legal ability

toprovideinformedconsent.Theymustrelyoncaregivers tomake

treatmentdecisionsontheirbehalf, includingthosethatwill influ-

encethecourseoftheir livesinthelongterm.Theoptimalapproach

totreatingpre-pubertalchildrenwithGV,includingDSM-defined

GID, is, therefore, more controversial than treating these phe-

nomena in adults and adolescents. An additional obstacle to con-

sensus regarding treatment of children is the lack of randomized

controlled treatment outcome studies of children with GID or

withany presentationofGV(Zucker,2008b). In the absence of

such studies, the highest level of evidence available for treatment

recommendations for these children can best be characterized as

expertopinion.Opinionsvarywidelyamongexperts,and are influ-
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encedbytheoreticalorientation,aswellasassumptionsandbeliefs

(including religious) regarding the origins, meanings, and per-

ceived fixityormalleabilityofgender identity. Primarycaregivers

may, therefore, seekoutproviders for their childrenwho mirror

their own world views, believing that goals consistent with their

views are in the best interest of their children.

TheoutcomeofchildhoodGIDwithout treatment is thatonly

a minority will identify as transsexual or transgender in adult-

hood(aphenomenontermedpersistence),while themajoritywill

become comfortable with their natal gender over time (a phe-

nomenon termed desistence) (Davenport, 1986; Green, 1987;

Wallien&Cohen-Kettenis,2008;Zuger,1978).GIDthatpersists

into adolescence is more likely to persist into adulthood

(Zucker, 2008b). Compared to the general population, the rate

of homosexual orientation is increased in adulthood whether or

notGIDwas treated (Green,1987;Zucker,2008b). It iscurrently

not possible to differentiate between preadolescent children in

whomGIDwillpersist and those inwhomitwillnot.To date, no

long-termfollow-up datahavedemonstrated that any modality

of treatment has a statistically significant effect on later gender

identity.

The overarching goal of psychotherapeutic treatment for child-

hood GID is to optimize the psychological adjustment and well-

being of the child. What is viewed as essential for promoting the

well-beingof thechild,however,differsamongclinicians,asdoes

the selection and prioritization of goals of treatment. In partic-

ular, opinionsdifferregardingthequestionsofwhetherornotmini-

mization of gender atypical behaviors and prevention of adult

transsexualism are acceptable goals of therapy.

Several approaches to working with children with GID were

identified in the professional literature. The first of these focuses

on working with the child and caregivers to lessen gender dys-

phoriaand todecreasecross-genderbehaviorsand identification.

The assumption is that this approach decreases the likelihood

that GID will persist into adolescence and culminate in adult

transsexualism (Zucker, 2008a). For various reasons (e.g., social

stigma, likelihoodofhormonalandsurgicalprocedureswith their

associatedrisksandcosts),persistence isconsideredtobeanunde-

sirableoutcomebysome(Green,1987;Rekers,1982;Zucker,2008a)

but not all clinicians who work in this area of practice (Brill &

Pepper, 2008; Ehrensaft, 2007; Spack, 2005).

Asecondapproachmakesnodirecteffort to lessengenderdys-

phoriaorgenderatypicalbehaviors.Thisapproachispremisedon

the evidence that GID diagnosed in childhood usually does not

persist into adolescence and beyond (Green, 1987; Wallien &

Cohen-Kettenis, 2008), and on the lack of reliable markers to pre-

dict in whom it will or will not persist. A variation of this second

approach is to remain neutral with respect to gender identity and

to have no therapeutic target with respect to gender identity out-

come. The goal is to allow the developmental trajectory of gender

identity to unfold naturally without pursuing or encouraging a

specific outcome (Ehrensaft, 2011; Hill& Menvielle, 2010;Hill,

Menvielle,Sica,&Johnson,2010;Pleak,1999).Suchanapproach

entails combined child, parent, and community-based interven-

tions to support the child in navigating the potential social risks.

Support for this approach is centered on the assumption that self-

esteem may be damaged by conveying to the child that his or her

likesanddislikes,behaviors,andmannerismsaresomehowintrin-

sicallywrong(Richardson,1999).Acounterargumentproposes

that self-esteem can be best served by improved social integra-

tion, includingpositiverelationshipswithsame-sexpeers (Meyer-

Bahlburg,2002b).Alternatively,proponentsofthissecondapproach

suggest that the child’s self-recognition of a gender variant and

stigmatized status may be actively encouraged, with the goal of

mastery (e.g., developing cognitive, emotional and behavioral

coping tools for living as a gender variant person) (Edwards-

Leeper&Spack,2011;Ehrensaft,2011).A third approach may

entail affirmation of the child’s cross-gender identification by

mentalhealthprofessionalsand family members. Thus, the child

issupportedintransitioningtoacross-genderedrole,withtheoption

of endocrine treatment to suspend puberty in order to suppress the

developmentofunwantedsecondarysexcharacteristicsif thecross-

gendered identification persists into puberty (Ehrensaft, 2011).

Therationale for supporting transitionbeforepuberty is thebelief

thata transgenderoutcomeis tobeexpectedinsomechildren,and

that thesechildrencanbeidentifiedsothatprimarycaregiversand

clinicians may opt to support early social transition. A supporting

argument is thatchildrenwhotransitionthiswaycanrevert to their

originally assigned gender if necessary since the transition is done

solely at a social level and without medical intervention (Brill &

Pepper, 2008). The primary counterargument to this approach

is based on the evidence that GID in children usually does not

persist intoadolescenceandadulthood.Thus, supportinggender

transition in childhood might increase the likelihood of persis-

tence (Pleak, 2010). Furthermore, the peer-reviewed literature

doesnotsupport theviewthatdesistersandpersisterscancurrently

be reliably distinguished as children (Cohen-Kettenis & Pfäfflin,

2010; Wallien & Cohen-Kettenis, 2008; Zucker, 2007; Zucker &

Cohen-Kettenis,2008). Moreover,after transitioninggender in

childhood, revertingto thenatalgendermayentailcomplications

(Steensma, Biemond, Boer, & Cohen-Kettenis, 2011).

Primary modes of therapy utilized in working with children

with GID include individual insight-oriented psychoanalytic or

psychodynamic psychotherapy (Coates, Friedman, & Wolfe,

1991); protocol-driven psychotherapy such as behavior modifi-

cation (Rekers, 1979); parent and peer-relations focused ther-

apy(Meyer-Bahlburg, 2002b), and parent and child therapeutic

groups (Ehrensaft, 2011;Menvielle&Tuerk,2002;Pleak,1999).

Additional interventions include support groups for primary care-

givers, community education through websites and conferences,

school-based curricula, and specialized youth summer camps.

The primary focus of intervention is sometimes the primary care-

givers. Depending on the treatment approach chosen, work may

includeparentingsupportandpsychoeducation,guidance inrein-

forcing behavior modification, and instruction in techniques for

building self-acceptance and resilience in the child. Some inter-
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ventionsaremulti-facetedandinvolve theschoolandcommunity,

aswell as the childandfamily. These includediversityeducation

and steps to prevent bullying.

TheTaskForce identified the followingas themajor tasks for

mental health professionals working with children referred for

genderconcerns:(1) toaccuratelyevaluatethegenderconcerns

that precipitated the referral; (2) to accurately diagnose any gen-

der identityrelateddisorder inthechildaccordingtothecriteriaof

the most current DSM; (3) to accurately diagnose any coexisting

psychiatric conditions in the child, as well as problems in the par-

ent–child relationship, and to recommend their appropriate treat-

ment; (4) to provide psychoeducation and counseling to the care-

giversabout therangeof treatmentoptionsandtheir implications;

(5)toprovidepsychoeducationandcounselingtothechildappro-

priate to his or her level of cognitive development; (6) when indi-

cated,toengageinpsychotherapywiththeappropriatepersons,

suchasthechildand/orprimarycaregivers,ortomakeappropri-

ate referrals for these services; (7) to educate family members

andinstitutions(e.g.,daycareandpreschools,kindergartens,schools,

churches)aboutGVandGID;(8)toassessthesafetyofthefamily,

school, and community environments in terms of bullying and

stigmatization related to gender atypicality, and to address suit-

able protective measures.

With respect to comparing alternative approaches to accom-

plishing the above tasks, the Task Force found no randomized

(APA level A) or adequately controlled nonrandomized longi-

tudinal (APA level A-) studies, and very few follow-up studies

withoutacontrolgroupeitherwith(APAlevelB)orwithout(APA

level C) an intervention. The majority of available evidence is

derivedfromqualitativereviews(APAlevelF)andexperimental

systematicsinglecasestudiesthatdonotfitintotheAPAevidence

grading system.

Opinion Regarding Treatment Recommendations

Despite deficiencies in the evidence base and the lack of consensus

regarding treatment goals, the present literature review suggests

consensusonanumberofpoints.Areaswhereexisting literature

supportsdevelopmentofconsensusrecommendationsinclude,but

arenot limited to, the following: (1)assessmentandaccurateDSM

diagnosisof thechild referredforgenderconcerns, including the

use of validated questionnaires and other validated assessment

instruments to assess gender identity, gender role behavior, and

gender dysphoria; (2) diagnosis of any coexisting psychiatric con-

ditions in the child and seeing to their appropriate treatment or

referral; (3) identification of mental health concerns in the care-

giversanddifficulties in theirrelationshipwith thechild,ensuring

that these are adequately addressed, (4) provision of adequate

psychoeducation and counseling tocaregivers toallow themto

choose a course of action and to give fully informed consent to

anytreatmentchosen.Thisentailsdisclosingthefull rangeof treat-

mentoptionsavailable (including those thatmightconflictwith

the clinician’s beliefs and values), the limitations of the evidence

base that informs treatment decisions, the range of possible out-

comes, and the currently incomplete knowledge regarding the

influence of childhood treatment on outcome; (5) provision of

age appropriate information to the child; (6) assessment of the

safety ofthefamily,schoolandcommunityenvironmentsinterms

bullying and stigmatization related to gender atypicality, and

to address suitable protective measures.

Adolescents

Synopsis

Forpurposesof this Task Force report, adolescence is definedas

thedevelopmentalperiodfrom12to18 yearsofage.Adolescents

with GID comprise two groups, those in whom GID began in

childhood and has persisted, and those with the onset of GID in

adolescence. Only two clinics (one in Canada and one in The

Netherlands) have systematically gathered data on sufficient

numbersofsubjects toprovideanempirical‘‘experiencebase’’on

the main issues in adolescence. Both of these teams concur that

managementofthoseinwhomGIDhaspersistedfromchildhood

ismorestraightforward thanmanagementof those inwhomGID

isofmorerecentonset.Inparticular,thelattergroupismorelikely

to manifest significant psychopathology in addition to GID.

This group should be screened carefully to detect the emer-

gence of the desire for sex reassignment in the context of trauma

as well as for any disorder such as schizophrenia, mania or psy-

chotic depression that may produce gender confusion. When pres-

ent,suchpsychopathologymustbeaddressedandtakenintoaccount

prior to assisting the adolescent’s decision as to whether or not

to pursue sex reassignment or actually assisting the adolescent

withthegendertransition.BoththeCanadianandDutchgroups

are guided by the World Professional Association for Trans-

genderHealth(WPATH)StandardsofCare(SOC)whichendorse

aprogramofstagedgenderchangeinwhichfullyreversiblesteps

are taken first, followed in turn by partially reversible and irre-

versible steps.

Withthebeginningofpuberty,developmentofthesecondary

sex characteristics of the natal gender often triggers or exacer-

bates the anatomic dysphoria of adolescents with GID (Cohen-

Kettenis,Delemarre-vandeWaal,&Gooren,2008;Spack,2005).

Recently, the option has becomeavailable for pubertalpatients

withseveregenderdysphoriaandminimal, ifany,additionalpsy-

chopathology to have puberty suspended medically in order to

prevent or to minimize development of unwanted secondary

sex characteristics, some of which are not fully reversible with

subsequent hormonal or surgical sex reassignment therapies (de

Vries, Steensma, Doreleijers, & Cohen-Kettenis, 2010). A prac-

tice guideline developed by the Endocrine Society (Hembree

et al., 2009) suggests that pubertal suspension can be done for a

periodofuptoseveralyearsduringwhich timethepatient,with

the clinicians, can decide whether it is preferable for the ado-

lescent to revert to living in the birth sex or to continue gender
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transition with cross-sex hormone therapy. There are currently

little data regarding the timing of cross-sex hormone treatment

in adolescents and no studies comparing outcomes when such

treatment is initiated in adolescence as opposed to adulthood,

withorwithoutpriorsuspensionofpuberty.Weknow,however,

thatmanyadulttranssexualsexpressregretoverthebodychanges

thatoccurredduringpuberty, someofwhichare irreversible. In

theabsenceofaDSD(addressedinaseparatesection),atpresent,

sexreassignmentsurgery (SRS) isnotperformedprior to theage

of 18 in the United States. It is noted, however, that one study on

carefullyselectedindividualsintheNetherlandssuggeststhat,as

assessedbysatisfactionwithsurgeryandlackofregrets,outcome

wasgenerallybetter inindividualswhoinitiatedsexreassignment

asadolescentsthanasadults(Smith,vanGoozen,&Cohen-Kettenis,

2001;Smith,vanGoozen,Kuiper,&Cohen-Kettenis, 2005a).Even

inthesestudies,however,SRSwasnotinitiatedpriortotheageof18.

Themajor tasks identifiedbytheTaskForce tobegermane to

provisionofmentalhealthservicestoadolescentswiththedesire

to transition in gender, or who are in the process of transitioning,

are (1) psychiatric and psychological assessment to both assure

that any psychopathology is adequately diagnosed and addres-

sed, and to determine whether the clinicians’ approach will be

neutral or supportive with respect to the desire to transition in

gender; (2)provisionofpsychotherapyasindicatedbytheinitial

assessmentandas indicatedbychangesover time.This includes

providing psychological support during the real life experience

andsuspensionofpubertyand/or theadministrationofcross-sex

hormones;(3)assessmentofeligibilityandreadinessforeachstep

of treatment.

Database searches failed to reveal any RCTs related to any of

these issues. The quality of the evidence is primarily individual

case reports (APAlevelG); follow-upstudieswithcontrolgroups

oflimitedutilityandwithoutrandomassignment,orlongitudinal

follow-up studies after an intervention without control groups

(APAlevelB);andreviewsof theabove(APAlevelF).Between

2001 and 2009, over 80 adolescents selected based on conser-

vative criteria have been treated with pubertal suspension with

overall positive results in the most detailed follow-up study pub-

lishedtodate(APAevidencelevelB)(deVries,Kreukels,Steensma,

Doreleijers,&Cohen-Kettenis,2011).Inaconsecutiveseriesof109

adolescents (55 females, 54 males)with GID, theTorontogroup

identified demographic variables correlated with clinical deci-

sionstorecommend,ornotrecommend,gonadalhormoneblocking

therapy (Zucker et al., 2011). Follow-up data, to date, however, are

not adequate for statistical analyses of outcome variables.

Opinion Regarding Treatment Recommendations

Existing literature is insufficient to support development of an

APA Practice Guideline for treatment of GID in adolescence

but is sufficient for consensus recommendations in the following

areas: (1) psychological and psychiatric assessment of adoles-

centspresentingwithawishforsexreassignment, includingassess-

ment of co-occurring conditions and facilitation of appropri-

ate management; (2) psychotherapy(including counselingand

supportive therapy as indicated) with these adolescents, includ-

ing enumeration of the issues thatpsychotherapy should address.

These would include issues that arise with adolescents who are

transitioninggender, including thereal lifeexperience; (3)assess-

ment of indications and readiness for suspension of puberty and/

or cross-sex hormones as well as provision of documentation to

specialists in other disciplines involved in caring for the ado-

lescent; (4) psychoeducation of family members and institutions

regardingGVandGID;(5)assessmentof thesafetyof thefamily/

school/community environment in terms of gender-atypicality-

related bullying and stigmatization, and to address suitable pro-

tective measures.

Adults

Synopsis

The adult section addresses individuals 18 years and older, and

thus picks up where the adolescent section leaves off in con-

sidering individualswhoseekmentalhealthservices for reasons

related to GV, some of whom meet diagnostic criteria for GID.

For some adults, GID/GV has clearly persisted from childhood

and adolescence, but for others it has arisen (or at least come to

clinical attention) for the first time in adulthood. Among natal

males, there tend to be a number of differences between those

withanearly(childhood)asopposedtolate(adulthood)onset. In

particular, those with late onset aremore likely to havehad unre-

markable histories of gender nonconformity as children, and are

lesslikelytobeprimarilysexuallyattractedtoindividualsoftheir

natal gender, at least prior to gender transition (Lawrence, 2010).

Age ofonset may havesome, albeit limited,value in predicting

satisfaction versus regret following SRS (Blanchard, Steiner,

Clemmensen,&Dickey,1989;DeCuypereetal.,2006;Lawrence,

2003; Muirhead-Allwood, Royle, & Young, 1999).

The WPATH SOC (Meyer et al., 2001) and the recent Endo-

crine Society Guideline (Hembree et al., 2009) endorse psycho-

logical evaluation and a staged transition in which fully revers-

ible steps (e.g., presenting as the desired gender) precede partially

reversible procedures (administration of gonadal hormones to

bring about the desired secondary sex characteristics), which pre-

cedetheirreversibleprocedures(e.g.,gonadectomy,vaginoplasty

in natal males, mastectomy and surgical construction of male-

typical chest and phalloplasty in natal females).2 Adults who

have capacity to give informed consent may receive the gender

transitiontreatmentsforwhichtheysatisfythequalifyingcriteria

oftheproviders.Thesecriteriavaryamongprovidersandclinics.

A recent review graded the quality of evidence relating par-

ticular components of the WPATH SOC to outcomes and

2 Since the completion of this report, version 7 of the WPATH SOC has

been published and is available at www.wpath.org.
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concluded that psychotherapy prior to initiating hormonal or sur-

gical treatments,and staged transition (including a period of real

life experience) were associated with good outcome (De Cuy-

pere & Vercruysse, 2009). Most of the studies reviewed were

case series and case reports or reviews (APA level D or lower),

although some included sufficient longitudinal follow-up and

standardization to meet APA level B or C.

Prior to adulthood, some individuals will have already transi-

tioned without medical intervention, while others may have had

puberty medically suspended in order to prevent the emergence

of undesired secondary sex characteristics, and others may have

initiated cross-sex hormone treatments. Some of these individ-

uals may have previously formulated a plan, together with their

healthcare providers, to move to the next stage of medical/surgi-

calgender transitionassoonas theyreach the legalageofmajority

and can legally assume responsibility for themselves and give

informed consent. Such individuals may seek the services of mental

health professionals at this point only for the assessment of their

eligibility and readiness for the desired procedures as required

by the WPATH SOC or their particular provider’s policy.

Asis thecasewithGIDinchildhoodandadolescence,andfor

similar reasons, there are no RCTs pertaining to any treatment

intervention inadults. Nor is there universal agreement regard-

ing treatmentgoalsother than improving thesenseofwell-being

andoverall functioningofthe individual.Recently, thegreatest

emphasis has been placed on subjective patient reports, partic-

ularly those of satisfaction and self-perceived improvement or

regrets.Severalcorrelatesofregrethavebeenidentified,includ-

ing major co-existing psychiatric issues such as psychosis or alco-

holdependency;anabsenceof,oradisappointing,real-lifeexpe-

rience; and disappointing cosmetic or functional surgical results

(Bodlund&Kullgren, 1996;Botzer&Vehrs,1995;DeCuypere

& Vercruysse, 2009; Eldh, Berg, & Gustafsson, 1997; Gijs &

Brewaeys,2007;Kuiper&Cohen-Kettenis,1998;Landen,Walinder,

Hambert,&Lundstrom,1998;Lundstrom,Pauly,&Walinder,

1984;Pfäfflin&Junge,1998;Walinder,Lundstrom,&Thuwe,

1978).Regretsaresomewhatmorefrequentforpatientswithlate

as opposed to early onset of GID. For both early and late onset

groups, a favorable outcome is more likely among individuals

whowerehighfunctioningpriortotransition,andwhoreceived

care, includingsurgeries,fromexperiencedproviders,andwho

were satisfied with the quality of their surgical results.

AswasthecaseforGIDinchildrenandadolescents,database

searchesfailedtorevealanyRCTsrelatedtoaddressingthemen-

tal health issues raised by GID in adults. Most of the literature

addressing psychotherapy with gender variant adults would be

categorizedasAPAlevelGandconsistsofcasereportsandreview

articleswithoutadditionaldataanalysis.Thisbodyofwork,nev-

ertheless, identifies the major issues that should be addressed in

psychotherapywiththeseindividuals.TherearesomelevelBstud-

ies examining satisfaction/regret following sex reassignment

(longitudinal follow-up after an intervention, without a control

group); however, many of these studies obtained data retrospec-

tively and without a control group (APA level G). Overall, the

evidence suggests that sex reassignment is associated with an

improved sense of well-being in the majority of cases, and also

indicates correlates of satisfaction and regret. No studies have

directlycomparedvariouslevelsofmentalhealthscreeningprior

to hormonal and surgical treatments on outcome variables; how-

ever, existing studies suggest that comprehensive mental health

screeningmaybesuccessful in identifying those individualsmost

likelytoexperienceregrets(Bodlund&Kullgren,1996;Botzer&

Vehrs,1995;DeCuypere&Vercruysse,2009;Eldhetal.,1997;

Gijs&Brewaeys,2007;Kuiper&Cohen-Kettenis,1998;Landen

etal.,1998;Lundstrometal.,1984;Pfäfflin&Junge,1998;Walinder

et al., 1978).

Opinion Regarding Treatment Recommendations

The Task Force concludes that, with subjective improvement as

the primary outcome measure, the existing evidence base com-

bined with clinical consensus is sufficient for developing rec-

ommendations in the form of an APA Practice Guideline. Areas

where recommendations can be made include the following: (1)

assessinganddiagnosingpatients’genderconcernsaccordingto

DSM criteria and assuring that these are appropriately addres-

sed; (2) assessing and correctly diagnosing any co-existing psy-

chopathology and assuring that it is addressed adequately. This

may entail modification of the plans/schedule for gender tran-

sitioning; (3) distinguishing between GID with concurrent psy-

chiatricillnessandgendermanifestationsthatarenotpartofGID

butepiphenomenaofpsychopathology; (4)engaging inpsycho-

therapywithgendervariantindividualsasindicated.Thisincludes

identifyingtheelementsthatshouldbeaddressedintherapy,includ-

ing the impactofdiscriminationandstereotyping; (5)ensuring that

individuals who are in the process of transitioning, or who are con-

sidering or planning to do so, receive counseling from a qualified

professional about the full range of treatment options and their

physical, psychological, and social implications, including both

their potential benefits and the full range of potential limitations

(e.g., lossof reproductivepotential), risksandcomplications; (6)

ascertaining eligibility and readiness for hormone and surgical

therapy,or locatingprofessionalscapableofmakingtheseascer-

tainments to whom the patient may be referred; (7) educating fam-

ilymembers,employers,andinstitutionsaboutGVincludingGID;

(8) ensuring that documentation, including preparation of letters to

endocrinologists and surgeons, employs terminology that facilitates

accuratecommunication,minimizespejorativeorpotentiallystig-

matizing language, and conforms (when applicable) to standards

forthirdpartyreimbursementandtaxdeductiblemedicalexpense.

Individuals with Disorders of Sex Development

Overview and Synopsis

Asemployedhere,thetermdisordersofsexdevelopment(DSD)

referstocongenitalconditions(formerlyreferredtoasintersexdis-
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orders, hermaphroditism,and pseudohermaphroditism) which

entail atypical development of chromosomal, gonadal, and/or

genitalsex.Thegenderthatshouldbeassignedmaynotbeobvious

at birth and, in many cases, the process of decision making with

respect togenderassignment iscomplexandfraughtwithuncer-

tainties. Genitoplasty is often employed to bring the appearance

of the external genitalia in line with the gender assigned. Addi-

tionally, gonadectomy must be considered in a variety of DSD

syndromesdue to increasedriskofmalignancy.Themultiple

medical (e.g.,malignancyrisk)andpsychological (cross-gender

puberty) factors that bear on such decisions were acknowledged

bytheTaskForceaswerethecurrentdebatesregardingthetiming

of gonadectomy and the lack of consensus regarding the multiple

issues relating to genital surgeries performed on minors. Readers

are referred elsewhere for various viewpoints on these contro-

versialinterdisciplinaryissues(e.g.,Brown&Warne,2005;Con-

sortium on the Management of Disorders of Sex Development,

2006a; Frimberger & Gearhart, 2005; Hughes, Houk, Ahmed, &

Lee, 2006; Speiser et al., 2010; Sytsma, 2006; Wiesemann, Ude-

Koeller,Sinnecker,&Thyen,2010).SomeindividualswithDSDs,

in a proportion that varies greatly with syndrome and assigned

gender,becomedysphoric in theassignedgenderandmayreject

it.AvarietyofissuesintheclinicalcareofindividualswithDSDs

require theexpertiseofmentalhealthprofessionals (Consortium

on the Management of Disorders of Sex Development, 2006a;

Meyer-Bahlburg, 2008). This Task Force Report addresses only

those issues related to gender dysphoria and gender transition

in these individuals. The clinical options and decision making

processes that bear on gender transition and reassignment over-

lap to some extent regardless of the presence or absence of a

DSD.WhenaDSDispresent,however, thereare fewerbarriers to

legal gender reassignment, and the barriers to hormonal and

surgical treatments in conjunction with gender reassignment are

lower.

Major areas of involvement of mental health professionals in

the care of individuals with DSDs and gender dysphoria include

(1) the evaluation of gender identity and the assessment of in-

congruences, if present, between gender identity and assigned

gender; (2)decisionmaking regarding gender reassignment; (3)

psychotherapy to address significant gender dysphoria in indi-

viduals with a DSD who do not transition gender; (4) selected

psychological/psychiatricaspectsoftheendocrinemanagement

ofpubertyinthecontextofgenderreassignment;and(5)selected

psychological/psychiatric aspects of genital surgery in the con-

text of gender reassignment.

The literature bearingon theabove issues includesnumerous

long-term follow-up studies (APA levels B and C) of gender

outcome in individuals with DSDs, including some with gender

dysphoria and reassignment. These often have significantmeth-

odological weaknesses related to sample size and heterogeneity

as well as inadequate control groups. There are also multiple

reviews(APAlevelF),someofwhichintegratedatafromacces-

siblecasereportsandsmall-groupstudies(e.g.,Cohen-Kettenis,

2005; Dessens, Slijper, & Drop, 2005; Mazur, 2005; Meyer-

Bahlburg, 2005a, b).

Opinion Regarding Treatment Recommendations

The general absence of systematic studies linking particular

interventions within the purview of psychiatry to mental health

outcome variables largely limits the development of practice

recommendations for DSDs to their derivation from clinical

consensus. For individuals with gender dysphoria and a DSD,

consensusrecommendationscouldbedevelopedfor(1)theeval-

uationofgenderidentityandassessmentofincongruencebetween

gender identity and assigned gender; (2) decisions/recommen-

dationsregardinggenderreassignmentbasedonassessment;(3)

psychotherapy to address dysphoria in the context of incongru-

encebetweengender identityandassignedgender intheabsence

of desire for gender transition. Although recent medical guide-

lines emphasize the desirability of and need for mental-health

serviceproviderswithexpertiseinthisareaofcareit ispremature

to recommend detailed guidelines on their required qualifica-

tions. To do so might jeopardize existing providers rather than

contribute to closing the gap in the availability of mental-health

serviceproviders.Recommendationsregardingthementalhealth

needs of individuals with DSDs and their caregivers, whether or

not gender dysphoria is present are found in Appendix 2 and are

not summarized here.

Why APA Recommendations are Needed for the

Treatment of GID

APArecommendationsareneededforthetreatmentofGIDfora

varietyofreasons.First, theexistingguidelines,SOC,andpolicy

statementsofotherprofessionalorganizations, including the

WPATH SOC, and recent reviews highlight the role of mental

healthprofessionals inamultidisciplinary teamapproachtopro-

vidingmedicalservicestoindividualswithGID(AmericanMedi-

cal Association House of Delegates, 2008a, b; British Society

for Paediatric Endocrinology and Diabetes Clinical Commit-

tee, 2009; Consortium on the Management of Disorders of Sex

Development,2006a;DiCeglie,Sturge,&Sutton,1998;Gooren,

2011; Hembree et al., 2009); however, to date no professional

organization of mental health practitioners provides such rec-

ommendations. The Task Force on Gender Identity and GV of

the American Psychological Association has recently called for

guideline development by its parent organization. Exactly when

such guidelines will be available remains to be determined;

however, their preparation is expected to get underway shortly.

A call for nominations to a‘‘Task Force on Guidelines for Psy-

chological Practice with Transgender and Gender Non-Conform-

ingClients’’wasissuedbytheAmericanPsychologicalAssociation

onApril8,2011.Recognizingthecurrentabsenceofguidelinesby

any professional organization of mental health professionals, the

clinical practice guideline of the Endocrine Society (Hembree
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etal.,2009)statesthatmentalhealthprofessionalsusuallyfollow

the guidelines set forth by WPATH. Although WPATH is not a

professionalorganizationofmentalhealthprofessionals, itcounts

many mental health professionals among its members, including

psychologists,psychiatrists,andpsychiatricsocialworkers.Alim-

itationofthecurrentWPATHSOC(version6),whichwillberem-

ediedintheforthcomingversion7,is thatitdoesnotcite itsunder-

lyingevidencebase,norindicatethelevelofevidenceuponwhich

its standardsarebased.An appreciation of thequalityofevidence

upon which recommendations are based is critical for the practi-

tioner who must judge whether or not implementation of a par-

ticularrecommendationislikelytobeinthepatient’sbestinterest.

Version 7 of the WPATH SOC is now in preparation, and in that

contextnumerousreviewsofthesupportingevidencehaverecently

beenpublished.Infact,allfourissuesofthe2009volumeofInter-

national Journal of Transgenderism are devoted to this topic.

Second,althoughthepracticeofpsychiatryoverlapswiththat

of other medical specialties as well as with other mental health

fields, including psychology, it is distinct in many respects. In

particular, the diagnosis and treatment of major mental illnesses

(e.g., psychotic disorders) in which gender identity concerns

may arise as epiphenomena are primarily within the purview

ofpsychiatrists, as are the pharmacologicalmanagement of psy-

chiatricdisordersthatmaycoexistwithGID(e.g.,moodandanxiety

disorders and the assessment of undesired psychiatric manifesta-

tionsofhormonalmanipulations). It is, therefore, important that the

available clinical evidence be evaluated from a psychiatric per-

spectiveforthebenefitofpracticingpsychiatristsandtheirpatients.

Third, it is likely that APA guidelines would positively impact the

number of psychiatrists willing to provide services to individuals

with GID as well as the development of opportunities to receive

traininginprovidingsuchcare.Suchopportunitiescouldinclude

continuing medical education (CME) activities as well as work-

shops and similar venues at national meetings such as the APA

and AACAP.

Finally, recommendations from the APA would frame its posi-

tion on what constitutes realistic and ethical treatment goals as well

as what constitutes ethical and humane approaches to treatment.

Inaddition toprovidingguidance topsychiatristsandotherhealth-

care professionals, such a document would provide guidance to

consumers of mental healthcare services, including the primary

caregivers of minors with GID, in selecting among the various

available approaches to treatment.

Recommendations for the APA

1.TheopinionoftheTaskForceisthatthecurrentcrediblelit-

erature is sufficient to support treatment recommendations and

that such recommendations are needed. The Task Force, there-

fore, recommends that the APA proceed with developing treat-

mentrecommendations.Theserecommendationsshouldaddress,

but not be limited to, those areas identified in this report for

which recommendations are needed and substantial support is

available fromeither researchdataorclinicalconsensuswithin

the literature. With the possible exception of GID inadults, it is

unlikely that GID/GIDNOS will meet the criteria to be priori-

tized bythe SCPG forAPAPracticeGuidelinedevelopment. If

not, the Task Force suggests that recommendations for each of

the groups discussed in this report (children, adolescents, adults,

individualswithDSDs)bepreparedasAPAResourceDocuments.

2. There is a critical need for an APA Position Statement on

the Treatment of GID, and given the time it will take to develop

treatment recommendations, a position statement should precede

the development of recommendations. In recent years, the APA

has received many requests from advocacy groups and the media

inquiring about APA’s position on the treatment of individuals

with GID. As the APA has never had any specific component

charged with directly addressing such inquiries, such questions

wereusuallyreferredbydefaulttotheCommitteeonGay,Lesbian

and Bisexual Issues which was sunset during the restructuring of

APA components in 2008. Examples of questions received

include:Howcanprimarycaregiversbestnurtureachildwith

GID? Does any APA documentation define what is considered

humaneandethicaltreatmentofindividuals,especiallychildren,

with GID? What constitutes medically necessary treatment for

individualsofdifferentagegroupswhomeetcriteriaforGID?To

whatlevelofGID-relatedcareareindividualsentitlediftheircare

isprovided,orpaidforby,governmentalbodies (e.g., adolescents

infostercare,prisoners,militarypersonnelandveterans)?IsSRS

a standard treatment that should be routinely covered by

insurance?

TheAPAfirst introducedGIDasacategoryofdiagnosticenti-

ties in 1980. Thirty years later, other than the DSM diagnoses,

the APA has no official position statements pertaining to, or even

mentioning, these diagnostic entities. In particular, the APA has

notaddressedtheissueofwhatconstituteseitherethicalandhumane

or medically necessary treatment for the GID diagnoses. Requests

forpsychotherapeutic,hormonal,andsurgical treatmentsforGID,

or their reimbursement, are frequently denied because they are

perceived by private and public third party payers as cosmetic

or unnecessary procedures rather than medically necessary or

standard medical and mental health care (Minter, 2003). A doc-

ument by the WPATH board of directors and executive officers

discusses the term, medically necessary, as it is commonly used

amonghealth insurers in theUnitedStatesand lists thoseaspects

of GID treatment that meet the definition (Whittle et al., 2008).

While the existence of the diagnosis contributes to the stigma of

affected individuals, the unintended result of the APA’s silence

is a failure to facilitate full access to care for those diagnosed

with GID.TheTask Force, therefore, recommends that the APA

consider drafting a resolution, similar to Resolution 122 of the

American Medical Association (American Medical Association

House of Delegates, 2008b). This resolution concludes that med-

ical researchdemonstrates theeffectivenessandnecessityofmental

health care, hormone therapy and SRS for many individuals diag-

nosed with GID and resolves that the AMA supports public and
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private health insurance coverage for medically necessary treat-

ments and opposes categorical exclusions of coverage for treat-

ment of GID when prescribed by a physician.

3. This Task Force strongly endorses recent medical and psy-

chological guidelines that emphasize thedesirability of, and need

for, mental-health service providers with expertise in providing

services to individuals with gender dysphoria, GID and DSDs

(Consortium on the Management of Disorders of Sex Develop-

ment, 2006a; Hembree et al., 2009; Hughes et al., 2006; Meyer-

Bahlburg, 2008; Speiser et al., 2010). It is the opinion of this Task

Force, however, that detailed restrictions on required qualifica-

tionsof thementalhealthpractitionerswhoprovide theseservices

arenotdesirable.Suchrestrictionsmight jeopardizeexistingpro-

viders rather than contribute to closing the gap in the availability

of mental-health service providers. Instead, the Task Force rec-

ommendsthat theAPAcreateopportunitiesforeducatingmental

healthcareproviders in thisareaofcare.Suchopportunitiescould

include CME activities as well as workshops and similar venues

at national meetings such as the APA and AACAP.

4. The Task Force recommends that a structure,or structures,

withintheAPAbeeither identifiedornewlycreatedandcharged

to follow up on the recommendations of this report, to periodi-

cally review and update resulting treatment recommendations,

to identify areas where research is particularly needed to opti-

mize treatment, and to identifymeans to facilitate suchresearch.

Literature Reviews

GV in Childhood

Edgardo J. Menvielle, M.D., M.S.H.S. and Richard R. Pleak,

M.D.

The optimal approach to treating pre-pubertal children with

GV, including DSM-defined GID, is much more controversial

than treating these phenomena in adolescents and adults for sev-

eral reasons. Intervention,or the lack thereof, inchildhoodas

opposed to later may have a greater impact on long range out-

come (Crouch, Liao, Woodhouse, Conway, & Creighton, 2008);

however,consensus is lackingregarding thedefinitionofdesir-

able outcomes. Further, children have limited capacity to par-

ticipate in decision making regarding their own treatment and

must rely on caregivers to make treatment decisions on their

behalf. An additional obstacle to consensus is the lack of ran-

domized controlled treatment outcome studies of children with

GIDorwithanydegreeofGV(Zucker,2008b). Intheabsenceof

suchstudies, thehighest levelofevidencecurrentlyavailable for

treatment recommendations for these children can best be char-

acterizedasexpertopinion.Suchopinionsdonotoccur inacom-

plete vacuum of relevant data, but are enlightened by a body of

literature (mostly APA level C and lower), including systematic

experimental single-case trials as well as both uncontrolled and

inadequately controlled treatment studies, longitudinal studies

without intervention, and clinical case reports.

Opinionsvarywidely among experts depending ona hostof

factors, including their theoretical orientation as well as their

assumptions and beliefs (including religious) relating to the ori-

gins,meanings, andfixity/malleabilityofgender identity.Forexam-

ple, do gender variations represent natural variations, not assim-

ilatedintothesocialmatrix,orpathologicalmentalprocesses?Even

among secular practitioners there is a lack of consensus regarding

someofthemostfundamental issues:Whatare indicationsfor treat-

ment? What outcomes with respect to gender identity, gender role

behaviors,andsexualorientationaredesirable?Isthelikelihoodofa

particularoutcomealteredbyintervention?Whatconstitutesethical

treatmentaimedatbringingabout thedesiredchanges/outcomes?

Addingtothiscomplexity,serviceseekersaswellasprovidersdiffer

intheirreligiousandculturalbeliefsaswellas intheirworld-views

regardinggender identity,appropriategender rolebehaviors,and

sexualorientation.Primarycaregiversmay, therefore,seekoutpro-

viders for theirchildrenwhomirror theirownworldviews,believ-

ing that goals consistent with their views are in the best interest of

their children.

We begin by examining the natural history of GID as defined

by outcome without treatment. We then discuss the goals of inter-

ventions in treating thesechildrenand the factors that influence

cliniciansingoalselection.Next,wedescribevariousinterven-

tionsthathavebeenproposed.Theempiricaldataavailabletoinform

the selection of goals and interventions are then reviewed and an

opinionisofferedregardingthestatusofcurrentcredibleevidence

upon which treatment recommendations could be based.

Outcome Without Treatment

The natural history or outcome of untreated children with GID

is that a minority will identify as transsexual or transgender in

adulthood(aphenomenontermedpersistence),whilethemajority

will become comfortable with their natal gender over time (a

phenomenon termeddesistence) (Davenport, 1986;Green, 1987;

Wallien & Cohen-Kettenis, 2008; Zuger, 1978). As reviewed

by Wallien and Cohen-Kettenis (2008), the rate of persistence

intoadulthoodwas initially reported tobeexceedingly low,but

morerecentstudiessuggest that itmaybe20 %orhigher. Inone

recent study of gender dysphoric children (59 boys, 18 girls; M

age,8.4 years;agerange,5–12 years),27 %(outof54whoagreed

to participate in the follow-up study) remained gender dysphoric

atfollow-up10 yearslater.Atfollow-up,nearlyallmaleandfemale

participants in thepersistencegroupreportedhavingahomosexual

or bisexual sexual orientation. In the desistance group, all of the

girls and half of the boys reported having a heterosexual orienta-

tion.Theotherhalfoftheboysinthedesistancegrouphadahomo-

sexual or bisexual sexual orientation.

Amorerecentstudy(Drummond,Bradley,Peterson-Badali,&

Zucker, 2008) assessed 25 girls in childhood (M age, 8.88 years;

range, 3–12 years) and again as adolescents or adults (M age,
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23.24 years; range, 15–36 years). At the assessment in child-

hood, 60 % of the girls met the DSM criteria for GID, and 40 %

were subthreshold for the diagnosis. At follow-up, 3 partici-

pants (12 %) were judged to have GID or gender dysphoria.

Regarding sexual orientation, 8 (32 %) participants were clas-

sifiedasbisexual/homosexualinfantasy,and6(24 %)wereclas-

sifiedasbisexual/homosexualinbehavior.Theremainingpartic-

ipantswereclassifiedaseitherheterosexualorasexual.Atfollow-

up, the rates of GID and bisexual/homosexual sexual orientation

were substantially higher than base rates in the general female

population derived from epidemiological or survey studies.

Desistencedevelops gradually over the preadolescent period

(primarily between 8 and 12 years) for unknown reasons which

have been postulated to include social ostracism, early pubertal

hormonalchanges,andcognitivedevelopment(Wallien&Cohen-

Kettenis, 2008). It has also been noted that, compared to‘‘persist-

ers,’’‘‘desisters’’may experience less gender dysphoria in child-

hood (Wallien & Cohen-Kettenis, 2008). The reliability of adult

transsexuals’reportsofchildhoodgendernonconformityhasbeen

discussedby Lawrence (2010). Asubstantialproportionofadult

transsexuals retrospectively report that, as children, gender con-

formityand/orgenderdysphoriathatwerekeptprivate,neverleading

toclinicalreferral(Cole,Denny,Eyler,&Samons,2000;Denny,

1992).Somemayalsoreinterpretchildhoodmemories inlightof

later life events and recall greater degrees of gender non-confor-

mity than were apparent in childhood, thereby making the deci-

sion to transition gender more easily explicable to self and others

(Bancroft,1972).Somepatientsreportexaggeratingthehistoryof

gender non-conformity in order to be regarded by mental health

and other professionals as appropriate candidates for medical ser-

vices related to gender transition (Fisk, 1974).

InGreen’s(1987)longitudinalstudyofgender-referredboys,

psychotherapy as children did not appear to have any effect on

gender identityor sexualorientation inyoungadulthood,but the

numbers of boys in various types of therapy were too small to

drawstrongconclusions.Todate,nolong-termfollow-updatahave

demonstrated that any modality of treatment has a statistically

significant effect on later gender identity or sexual orientation.

Treatment Goals and Objectives

The overarching goal of psychotherapeutic treatment for child-

hood GID is to optimize the psychological adjustment and well-

being of the child. The literature reflects a broad consensus

regarding several other goals, including appropriate diagnosis

and treatment of concomitant psychopathology as well as dis-

orders or conflicts whose manifestations may be confused with

GID, and building the child’s self-esteem (Hembree et al., 2009;

Meyer-Bahlburg, 2002b; Perrin, Smith, Davis, Spack, & Stein,

2010;Richardson,1999;Zucker,2008a).Althoughthechildisthe

designated patient, there is also consensus regarding the need for

parental psychoeducation, assessment, and adequate attention to

parentalpsychopathologyandparent–childconflicts(Coatesetal.,

1991; Zucker, 2008a).

What is viewed as essential for optimizing the well-being of

the child differs among clinicians, as does the manner in which

the various potential goals of treatment should be prioritized rel-

ative to one another. For example, should re-shaping the child’s

genderbehaviors(e.g., increasinggender-conformingbehaviors

and/or decreasing gender non-conforming behaviors) be a pri-

marytherapeuticgoal?Somehavearguedagainstdirectlytargeting

non-conforming behaviors (Ehrensaft, 2011;Hill et al., 2010;Pleak,

1999), while recognizing that someforms ofco-existingpsycho-

pathologyinchildrenwithGID(e.g.,depression)maybesecondary

to poorpeer relations resulting frompeer rejection due to the cross-

genderidentification.Modifyingthechild’scross-genderbehaviors

has been suggested by others to alleviate short term distress by

improving peer relations and perhaps preventing the develop-

ment of other psychopathological sequelae (Zucker, 1990).

Opinions also differ regarding the question of whether or not

prevention of adult transsexualism should be a goal of therapy.

Zuckerconcludesthat‘‘thereislittlecontroversyinthisrationale,

given the emotional distress experienced by gender-dysphoric

adults and the physically and often socially painful measures

required to align an adult’s phenotypic sex with his or her sub-

jective gender identity’’ (Zucker, 1990). Given the absence of

any evidence that therapy is effective in preventing transsexu-

alism in adulthood together with concerns that therapy with that

aimmaybedamagingtoself-esteem,otherschallengeprevention

as an acceptable goal. Among clinicians who share this second

view, some endorse allowing the child to live in their preferred

gender role to the extent that it is deemed safe to do so (Edwards-

Leeper & Spack, 2011; Ehrensaft, 2011). Some children may

choose to present in the gender congruent with their biological

sex inmost socialsettingsinordertoavoidteasingandridicule,but

may present as their preferred gender at home and in other‘‘safe’’

environments. Other children may become extremely depressed

andevensuicidal ifnotpermitted to livein theirpreferredgender in

all settings. Thus, some clinicians endorse childhood gender tran-

sition in at least some cases (Edwards-Leeper & Spack, 2011;

Ehrensaft, 2011).

The rationale for supporting transition beforepuberty isbased

on the belief that in some children a long term transgender out-

come is tobeexpectedandthat thesechildrencanbe identifiedso

thatprimarycaregiversandcliniciansmayoptforearlysocial tran-

sition. An additional argument is that children whotransition this

way can always revert to their originally assigned gender if nec-

essary,sincethetransitionisonlydoneatasocial levelandwithout

medical intervention (Brill & Pepper, 2008) although this may

not be without complications (Steensma et al., 2011). The main

counterarguments to this approach hinge on the finding that GID

in children usually does not persist into adolescence and adult-

hood. Thus, supporting gender transition in childhood might hin-

der the child’s development or perhaps increase the likelihood of

persistence(Pleak,2010).Furthermore, thepeer-reviewedliterature
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does not support the view that desisters and persisters can currently

be distinguished reliably as children (Cohen-Kettenis & Pfäfflin,

2010; Wallien & Cohen-Kettenis, 2008; Zucker, 2007, 2008b).

YetanotherapproachtoworkingwithchildrenwithGIDis to

remainneutralwithrespecttogenderidentityandtohavenogoal

with respect to gender identity outcome. Instead, the goal is to

allowthedevelopmentaltrajectoryofgender/sexualitytounfold

naturally without pursuing or encouraging a specific outcome (Eh-

rensaft,2011;Hilletal.,2010;Pleak,1999).Thepositioninfavor

of supporting free gender expression is centered on the assump-

tion that self-esteem may be damaged by conveying to the child

thathis/herlikesanddislikesaswellasmannerismsaresomehow

intrinsicallywrong.Thecounterargumentproposesthatself-esteem

can be best served by improved social integration, including the

ability tomakesamesexfriendships.Here theassumption is that

thederivedpsychologicalbenefitsbroughtaboutbyconforming

to social expectations outweigh the benefits of expressing the

putative‘‘truegender self’’(Ehrensaft, 2011) freelywhen itdevi-

atessignificantlyfromsocialgendernorms.Alternatively,thechild’s

self-recognitionofagendervariantandstigmatizedstatusmaybe

activelyencouragedwiththegoalofmastery(e.g.,developingcog-

nitive, emotional and behavioral coping tools) (Ehrensaft, 2011).

As reviewed by Zucker (1990), there is currently widespread rec-

ognition among mental health professionals that homosexuality is

not inherently related to general psychopathology or mental dis-

orders.Nevertheless,ithasbeensuggestedthattreatmentofgender

variant children for the prevention of homosexuality can be justi-

fied on other grounds, including parental values (Green, 1987) as

wellasreligiousvalues(Rekers,1982).Giventheabsenceofevi-

dence that any form of therapy has an effect on future sexual ori-

entation,however,sucheffortsarepresentlycontroversial,andthis

pointshouldbeaddressed in thepsychoeducationofprimarycare-

givers. Further, it has been argued that offering therapy aimed at

preventinghomosexualitycouldhave theeffectof labelinghomo-

sexualityasaninferiorandundesirablecondition, therebyincreas-

ing prejudice and discrimination towards lesbians and gay men

(Byne&Stein,1997).Parallelargumentscouldbemaderegarding

attempts aimed at preventing transsexualism.

Types of Interventions

Avarietyof interventionmodalitieshasbeenproposedtoachieve

the above goals.Therapeutic approaches toworkwithchildren

with GID include individual insight-oriented psychoanalytic

or psychodynamic psychotherapy (Coates et al., 1991);

protocol-driven psychotherapy such as behavior modification

(Rekers, 1979); parent and peer-relations focused therapy (Meyer-

Bahlburg, 2002b), and parent and child therapeutic groups

(Ehrensaft, 2011; Menvielle & Tuerk, 2002; Pleak, 1999).

Other proposed interventions are best characterized as self-

advocacy and educational: support groups for primary caregivers;

community education through websites and conferences; school-

based curricula; and specialized youth summer camps. As in

other disorders, the recommendation for a particular therapy

often hinges on the therapist’s preferences and training. This is

especially true for GID, however, in light of the lack of consensus

on thegoals for therapy, themalleabilityofgender identity,and the

controversies surrounding the ethics of aiming to influence iden-

tity development.

Eventhoughthechildshouldbetheultimatebeneficiaryof treat-

ment, theprimary focusof intervention is sometimes theprimary

caregivers(e.g.,viaparentingsupportandpsychoeducationaswell

as guidance in reinforcing behavior modification, and building

self-acceptance and resilience in the child) and often multi-pron-

ged interventionsarenecessary that involve,notonly thechildand

family,but thecommunity (e.g.,viabullyingpreventionanddiver-

sityeducation).Someapproachesmaycenterontheprimarycare-

givers to minimize therapist contact with the child in order to

avoid placing the child squarely in the clinical spotlight which

can be stigmatizing (Ehrensaft, 2011; Meyer-Bahlburg, 2002b).

This isparticularly trueofworkwithveryyoungchildren inwhich

theprimarycaregiversmaybetargetedwiththeaimofempowering

them with the understanding and skills necessary for optimally

parenting their child with GID (Ehrensaft, 2011). Additionally,

psychodynamic theorieshavesometimesfocusedontheprimary

caregivers (Stoller, 1985) or parent–child conflict (Haber, 1991)

as possible causal factors in GID, providing a different rationale

for primary caregivers as the target(s) of intervention. Problems

in parent–child attachment interacting with temperamental dis-

positions in the child have been suggested to be causally impli-

cated in GID and have been cited as a focus for psychodynamic

therapyofthechild(Coatesetal.,1991).ZuckerandBradley(1995)

observed higher levels of psychopathology in clinical samples

of primary caregivers and suggested that parental psychological

abnormalities may contribute to GID. These observations, how-

ever,donotdistinguishbetweencauseandeffect.Whateverthedirec-

tionalityof thecauseandeffect relationship,parentaldistressand

psychopathology shouldbeassessed andappropriatelyaddressed

as part of a comprehensive treatment approach.

Outcome Research

Veryfewstudieshavesystematicallyresearchedanygivenmode

of interventionwithrespect toanoutcomevariable inGIDandno

studies have systematically compared results of different inter-

ventions. Some of the earliest treatment studies of children with

GIDweredoneinthe1970sbyRekersandcolleaguesinindividual

andsmallcaseseriesusingbehavioralmethods(Rekers,1977;Rekers,

Rosen, Lovaas, & Bentler, 1978). These authors tested behavior

modification in boys through contingency management, includ-

ing punishment [e.g.,‘‘response cost’’procedures (Rekers &Lovaas,

1974)] of feminine behaviors with a stated goal being prevention of

later homosexuality and transsexualism. Short-term treatment suc-

cess was reported with a decrease in gender non-conforming behav-

iors. Long term follow-up studies, however, were not reported

so there is no evidence that these effects were enduring or that
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intervention influenced either gender identity or sexual orien-

tation. Although Rekers’ reports were widely criticized (Morin

&Schultz,1978;Pleak,1999;Wolfe,1979)forusingpunishment

and religious persuasion with the goal of prevention of homosex-

uality, his general goals for interventions with children with GID

havebeensharedbyafewotherclinicians(e.g.,Nicolosi&Nicolosi,

2002;Socarides,1995)andendorsedbycontroversialmentalhealth

organizations such as the NationalAssociation forResearch and

Therapy of Homosexuality (www.narth.org).

A parent-and peer-relations focused protocol for boys with

GIDwastestedbyMeyer-Bahlburg(2002b).Thetreatmentfocused

on the interaction of the child with the primary caregivers and with

thesame-genderpeergroup.Thegoalsweredevelopingapositive

relationship with the father (or father figure), developing positive

relationships with male peers, developing gender-typical skills

andhabits,fittingintothemalepeergroup,andfeelinggoodabout

beingaboy.Tominimizethechild’sstigmatization,onlytheprimary

caregiversattended treatment sessionswhich focusedonsuch issues

asparents’genderattitudes,changingfamilydynamicswhenthe

fatherincreasespositiveinteractionwiththeboy,selectionofappro-

priate same-sex peers for play dates, selection of summer camp,

supportingartisticinterestsandtalents,etc.Thetherapyalsoinvolved

ignoringrather thanprohibitingorbluntlycriticizingtheboy’scross-

gender behaviors and distracting him in contexts typically lead-

ingtocross-genderbehaviors,whilegivinghimpositiveattention

when he engaged in gender-neutral or masculine activities.

Thesampleconsistedof11boys.Ageatevaluationrangedfrom

3 years, 11 months to 6 yearswithamedianof4 years,9 months.

EightboyswerediagnosedashavingGIDofchildhoodand three

ashavingGIDNOS.Treatmentwasterminatedinmostcaseswhen

thegoalsstatedabovewerejudgedtohavebeenfullyreached.Ten

of the 11 cases showed such marked improvement; only one did

notandwas,therefore,judgedtobeunsuccessful.Thetotalnumber

of treatment visits per family ranged from 4 to 19 (with a median

of 10). In some cases, treatment for other family problems, such

as marital conflict or individual psychiatric problems of the

primary caregivers, continued after treatment of the child’s GID

was completed. Follow-up was done mostly by telephone. The

durationof follow-upwasleft to theprimarycaregiversandvaried

up to several years. There was no significant recurrence of GID or

GIDNOSinthe10successfulcases,althoughseveralprimarycare-

givers reported occasional recurrence of some cross-gender activ-

ities, especiallyduring thefirstwinter following treatmentwhenthe

children were homebound and peer contacts diminished.

Some therapists, including the present authors, modify Meyer-

Bahlburg’s (2002b)parent-andpeer-centeredapproach.Thisentails

working with the family in a psychoeducational and supportive

approach,promotingthechild’sself-esteemanddecreasingfamily

dysfunction,whileassistingthefamilywiththechild’spositiveadap-

tationregardlessofgender identity.Thisapproachinvolvesmuch

work with the primary caregivers and other family members, as

well as with the school or other facilities, and can include support

groups for the primary caregivers (Hill et al., 2010; Menvielle,

Perrin, & Tuerk, 2005; Pleak, 1999). The goals are to allow the

child to have a variety of experiences and to promote positive

adaptation to whatever gender identity and sexual orientation the

child will have as an adolescent and adult, and to assist the family

in accepting and supporting their child regardless of outcome.

The present authors (unpublished) have observed improved self-

esteem,decreasedbehavioraldisturbance, improvedfamilyfunc-

tioning,andgenerallylesscross-genderbehaviorusingthisapproach.

Oneoftheauthors(Pleak,unpublished)hasfollowedup10boyswith

GID who were in treatment between ages 3 and 12 years old. In

youngadulthood,7identifyasgaymen,1asbisexual;1hasunder-

gonesex reassignmentand isnowa woman; and 1 who hasAsper-

ger’s disorder, has no romantic or sexual relationships with other

people, but identifies entirely as male and reports sexual fantasies

about women. As adults, all acknowledge their previous GV in

behavior and identity, and the 9 who did not become transsexual

say they have not felt cross-gendered since adolescence.

Conclusions

Web-based literature searches failed to reveal any randomized

controlled studies related to any of the issues germane to treat-

mentofchildrenwithGID.Themajorityofstudieswouldbecat-

egorized as APA evidence category G, such as individual case

reports, and APA evidence category C, such as longitudinal fol-

low-upstudieswithoutanyspecificintervention(Green,1987).A

few reports might be categorized as APA level B (clinical trials);

however, these lacked control groups (or an adequate control

group)and/orthefollow-upintervalwasbrief(Meyer-Bahlburg,

2002b;Rekers,1979;Rekers&Mead,1979).Inlightofthelimited

empirical evidence and disagreements about treatment approa-

ches and goals among experts in the field and other stakeholders,

recommendationssupportedbytheavailable literatureare largely

limited to the areas of consensus identified above and would be in

the form of general suggestions and cautions. One such caution

would be to inform primary caregivers and children (in an age-

appropriate manner) of the realistic therapeutic goals, available

treatmentoptions,andthelackofrigorousevidencefavoringany

particular treatment over another for attaining a particular goal.

Families should be informed about potential outcomes, includ-

ing the possibility that the child’s experience/perception of the

gendered self may change as they mature. The range of possible

long-term outcomes discussed should include homosexuality,

heterosexuality,varyingdegreesofcomfort/discomfortwithsex

ofbirth,andvarianceingenderexpressioninrelationtostereotypes,

including thepursuitofmedical/surgical interventions for sex reas-

signment. Clinicians should be sensitive to the primary caregivers’

values and wishes but also be alert to the possibility of parental

decisions being driven by a wish to normalize the child through

therapy intended to increase gender conformity (or heterosexu-

ality) or through premature gender role transition. At the same

time,cliniciansshouldbecautionedagainstwholesalerejectionof

gender role transition when this may be in the best interest of the
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child, even if in a relatively small number of cases (Steensma &

Cohen-Kettenis,2011).Clearly,therapycannotbeofferedwiththe

promise of preventing either transsexualism or homosexuality.

Evenofferingtreatmentwithsuchaimsraisesethicalconcernsand

thesehavebeenaddressedelsewhere(Dreger,2009;Pleak,1999).

GV in Adolescence

Susan J. Bradley, M.D. and Richard Green, M.D., J.D.

For the purpose of this report, adolescents will be defined as

youthbetweentheagesof12and18.Problemsofgenderidentity

present as a spectrum with some adolescents having long-stand-

ing gender dysphoria and wishes to be the other sex (typically

evidentinchildhood)whileotherspresentwithamorerecentonset

of gender dysphoria, sometimes in the context of more broad

identity confusionand lesscleardefinitionof their identityas the

other sex.Forexample,wehaveseenseveraladolescent females

with recent onset of a wish for SRS following a sexual assault.

Other adolescents may present with clear body dysmorphic dis-

order,psychosis,severedepression,andAsperger’sdisorder,with

the wish for SRS appearing almost as a secondary phenomenon.

Those adolescents whose GID symptoms were clearly present in

childhoodand havecontinued into adolescencearegenerally less

complicated to manage. According to Cohen-Kettenis and van

Goozen(2002),this‘‘persistent’’groupmayhavelessovertpsy-

chopathology. Those whose GID symptoms emerge later, often

with pubertal changes and/or in the context of a psychiatric dis-

order or following Transvestic Fetishism, present with a more

complicated management picture. Although many of the same

issues arise for both early and later onset groups, the timing at

whichparticular issuesariseandhowtheyaremanagedclinically

may vary between the two groups. The consensus among the cli-

nicians with the most experience in this area is that it is important

toaddressmajorco-occurringpsychiatricissuespriortothegender

issues in both early and later onset groups (de Vries & Cohen-

Kettenis, 2009; Zucker & Cohen-Kettenis, 2008). In the absence

of other contributory issues, as is more common with the early

onsetgroup,supportiveworktowardstransitionmaybeappropriate

(deVries&Cohen-Kettenis,2009;Zucker&Cohen-Kettenis,2008).

SearchesofPubMedandPsychInfodatabasesfailedtoreveal

any randomized controlled trials (RCTs) related to any of the

issues germane to treatment of adolescents with GID. The major-

ityofstudieswouldbecategorizedasAPAevidencecategoryG,

such as individual case reports (Babinski & Reyes, 1994), APA

evidence category C, such as longitudinal follow-up studies with-

outacontrolgroups, (e.g.,Cohen-Kettenis&vanGoozen,1997;

McCauley&Ehrhardt,1984;Smithetal.,2005a),APAevidence

category B, such as follow-up studies with control groups of

limitedutilityandwithout randomassignment (e.g.,Smithetal.,

2001;Steensmaetal.,2011),andAPAevidencecategoryF,such

as reviews of the above, some of which were exhaustive (e.g.,

Cohen-Kettenisetal.,2008;Tugnet,Goddard,Vickery,Khoosal,

& Terry, 2007; Zucker, 2007; Zucker & Cohen-Kettenis, 2008).

There are two clinics (The Gender Clinic at the Vrije University

MedicalCenter, Amsterdam,TheNetherlands,and the Gender

Identity Serviceat the Centre for Addictionand MentalHealth,

Toronto, Canada) that have sufficient numbers of subjects and

where there is systematicdata collection toact as an‘‘experience

base’’from which to guide both the inquiry and possibly expert

opiniononthemainissuesinadolescence.Unfortunately,addi-

tional studies to either corroborate or challenge the findings of

these clinics are not available.

This report will begin by considering the assessment of indi-

viduals presenting with a wish for gender reassignment, and then

consider theevidence forpsychotherapy, the real lifeexperience,

medical suspensionofpuberty,andcross-sexhormones.Anassess-

ment of the evidence base regarding each of these issues is given as

well as an opinion regarding the development of treatment

recommendations. SRS is not performed on adolescents in the

United States and is, therefore, not addressed in detail.

Assessment

Follow-up studiesof adolescents and adults from theDutch clinic

emphasizetheimportanceofgoodassessmentwithrespecttocomor-

bid psychopathology (Cohen, deRuiter, Ringelberg,& Cohen-

Kettenis, 1997; de Vries, Steensma, & Cohen-Kettenis, 2011;

Smithetal.,2001,2005a;Smith,vanGoozen,Kuiper,&Cohen-

Kettenis,2005b).BetteroutcomesfromSRSwereseen in female-

to-male transsexuals (FTMs) and male-to-female transsexuals

(MTFs)whowereprimarilyeroticallyattracted to individualsof

their natal sex than in MTFs who were not primarily attracted to

individualsoftheirnatalsex.MTFindividualsinthelattercategory

with more psychopathology and cross-gender symptoms in child-

hood, yet less genderdysphoria at initial consultation, were more

likely to drop out from follow-up prematurely. Such clients with

considerable psychopathology and body dissatisfaction reported

theworstpost-operativeoutcomes.Asdescribedbelow, themost

systematic informationisavailableontheadults (N = 162)while

the adolescent samples were smaller (N = 22 and N = 20).

AlthoughthestudiesfromtheDutchclinicaresuggestive, the

predictors are hardly either well-tested or strong enough to use

alone in assessing prospective candidates for SRS. Generally,

both clinics believe that those adolescents with higher levels of

psychopathology, less gender dysphoria, and/or more recent

onset of their wish for sex reassignment should be followed over

a period of time in order to treat the more obvious psychopathol-

ogy (e.g. depression, psychosis, body dysmorphic disorder) and

toseeif treatmentofthepsychopathologywill leadtoareduction

in the wish to proceed to SRS (see case reports of change in wish

forSRSwith treatmentofcomorbidpsychopathology(Caldwell

& Keshavan,1991;Coleman & Cesnik, 1990; Marks & Mataix-

Cols, 1997; Puri & Singh, 1996).

ThepositionoftheTorontoclinichasbeentoaimforneutrality

with respect to the issue of gender transition in those situations in
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whichtheGIDisofrecentonsetandaccompaniedbymoreobvious

psychopathology. With those adolescents where there is long-

standingGID and theadolescent isalready engaged in the‘‘real

life experience’’or prepared to do so, the Toronto clinic tends to

bemorepositivewithrespect tosupportingtransition.Bothgroups

may, however, be offered pubertal suspension as a way of delay-

ing puberty and/or the development of secondary sex character-

istics in order to allow more time either for psychotherapy or for

planning for the future. Future planning issues include how to

presentoneselfsociallyastheothersex,howtochangeone’sname,

whototell,andsimilar issues.Clearly, for theyoungeradolescent,

this means agreement of the primary caregivers. In some cases

older,‘‘emancipated’’adolescents may proceed without paren-

tal agreement.

The Dutch group supports full gender transition, assisted by

hormone administration for adolescents who are generally well-

adjusted and functioning socially in the preferred gender role,

are older than 12 years of age, and have reached Tanner stage

2–3. Inafollow-upstudyofsuchindividuals (N=20), theyreported

that with cross-sex hormone treatment in adolescence and SRS

at age 18, or shortly thereafter, the outcomes were overall quite

positive(asassessedbysatisfactionwithsurgeryandlackofregrets)

and generally better compared to individuals who underwent SRS

laterinadulthood(Smithetal.,2001).Theyalsofollowedagroupof

adolescentswhowererefusedSRSorchosenot topursue it (N =

21). The reasons for refusal were elevated levels of psychopa-

thology, lack of clarity or consistency regarding the nature and

extentof thegender identityconcernsresultingindiagnosticuncer-

tainty, and gross psychological instability. Those who did not have

SRS showed reductions in gender dysphoria but continued to have

more social and emotional difficulties than the SRS group. The

difficulty in interpreting this study is that the subjects who were

refusedornotencouraged toproceedgenerallyhadhigher levels

ofpsychopathologytobeginwith.Althoughtherewerereductions

inpsychopathologyacrossallgroups, it is impossible todrawcon-

clusions about the efficacy of SRS in reducing comorbid psy-

chopathology because the groups were not matched for level of

psychopathology at the outset. Unfortunately, there are no con-

trolledstudieswithmatchingofsubjectsat theoutsetandrandom

assignment toSRSorsupportive therapy.Overall, thosewhowere

refused did not regret not being able to pursue SRS. The investi-

gatorsemphasizetheimportanceofcarefulevaluationastheinitial

step in SRS and referral for comorbid psychopathology in those

who do not meet careful criteria for gender dysphoria. Clearly,

clinical judgment is involved with it being easier to assess and

evaluatethosewithlong-standingGIDasopposedtothelateronset

groupwhotendtopresentnotonlywithmorepsychopathologybut

more uncommon requests such as the desire for drugs to reduce

testosterone levels with no overt desire to pursue SRS.

In the Toronto sample, there is significant psychopathology

intheadolescentsample,particularlyinthelateonsetgroup(Zucker

et al., 2012). As indicated above, many of these adolescents also

present with a shorter duration of cross-gender feelings and less

clarityorconsistencyregardingthenatureoftheirgenderconcerns

as well as histories of trauma, psychosis, body dysmorphic dis-

order,andseveredepressionthatseemrelatedtotheircross-gender

feelings. Despite these observations, often these adolescents are

very certain that SRS is the‘‘only’’solution to their dilemmas and

because of this may become very pressuring of doctors in their

quest for SRS. Access to internet sites that uncritically support

theirwishes appears to facilitate their intensedesire forhormones

and surgery. In order to deal with these issues, both the Dutch and

the Toronto groups generally insist on some form of involvement

in supportive psychotherapy with a focus on comorbid psycho-

pathologyandfamily issuesaswellassupportaroundpursuingor

not pursuing SRS. Some of these adolescents and their families,

however, are reluctant to proceed with psychotherapy or family

therapy.

Basedon theabove, it is important todo a thorough assessment

ofadolescentspresentingwithawishforSRS.Thisshouldinclude

anassessmentforcomorbidpsychopathology,particularlyanydis-

order that may have as a secondary phenomenon a tendency to

producegenderconfusion,suchasschizophreniaorpsychoticdepres-

sion, or emergence of the SRS wish in the context of trauma.

Psychotherapy

As indicated above, psychotherapeutic involvement is used not

only to explore issues related to the individual’s commitment to

living in the cross-gender role but also to explore whether the

individual has fully explored other options, such as living as a

homosexual person without SRS. Attempts to engage the indi-

vidualinmorein-depthpsychotherapyto‘‘cure’’themoftheirgender

dysphoria are currently not considered fruitful by the mental health

professionalswiththemostexperienceworkinginthisarea(deVries

& Cohen-Kettenis, 2009; Zucker & Bradley, 1995). Instead of

psychotherapy aimed at‘‘curing’’gender dysphoria, supportive

therapyandpsychoeducationseemjustifiedonthebasisofensuring

that the individual understands and is committed to a long and

difficult process and has considered alternatives to SRS. Gen-

erally, some time isdevoted tosupporting the individual’sefforts

toliveandpresentoneselfastheothersex.Therehavebeennosys-

tematic studies of the effects of this supportive psychotherapy.

A survey of Dutch psychiatrists who did not work in GID

clinics found that 49 % had treated at least one ‘‘cross-gender

confused’’patient.Of584patients reported on in thesurvey,GID

wasregardedas theprimarydiagnosis for39 %.In theother61 %

of cases, cross-gender issues were comorbid with other psychi-

atricdisordersandin themajorityof thosecases, thegender issues

wereinterpretedasepiphenomenaof thecomorbiddisorder(Campo,

Nijman, Merckelbach, & Evers, 2003). The most frequently repor-

teddisorders inwhich‘‘cross-genderconfusion’’wasreportedwere

personality, mood, dissociative, and psychotic disorders (Campo,

Nijman,Evers,Merckelbach,&Decker,2001;Campoetal.,2003),

with gender confusion or cross-gender delusions occurring in up to

20%ofindividualswithschizophreniaover thecourseof theillness
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(Borras,Huguelet,&Eytan,2007).Campoetal. (2003)concluded

that the survey emphasizes the need for articulated rules to assist

mental health specialists in distinguishing GID with a comorbid

psychiatric disorder from gender confusion that is an epiphenom-

enon of another disorder. Knowledgeable clinicians can make this

distinction based on the patient’s history, including collateral his-

tory fromfriendsandfamilymembers,and longitudinal follow-up.

Mostexperiencedclinicianswouldagree that,when theadolescent

ismotivated,supportivepsychotherapyisveryhelpfuleither toassist

in the transition to the other gender or to assist in the individual’s

decision as to whether to pursue SRS or not.

Expectations for a Period of Living as the Other Sex (The

‘‘Real Life’’Experience)

Since the original guidelines drafted in 1979 by the Harry Ben-

jamin International Gender Dysphoria Association (HBIGDA),

now WPATH, subjects wishing SRS have been expected by the

mental health professionals assessing them for suitability to live

as the other gender for 1–2 years prior to being approved for

surgery. These recommendations for living or presenting one-

self as the other gender have been modified over time and there

isnoabsoluteagreementastowhat lengthoftimenorwhataspects

of real lifeexperiencearecriticaleither toacceptanceforSRSorto

lateroutcomes.Manyadolescentswhohavelong-standinggender

dysphoria may be living as the other gender at the time of assess-

ment, some of them quite convincingly.Others, often in the late

onset group, do not appear to have considered how they would

begin to present themselvesas theother gender andoften create

a sense of dissonance in the examiners between their wish and

theirappearance.Theextent towhichanindividualseemsengaged

inpresentingas theother sexoften reflects theextentofanatomical

gender dysphoria and commitment to hormonal and/or surgical

interventions.

Although therehas been someloosening in the applicationof

thereallifeexperienceovertheyearsandnoconsensusastowhat

is a required minimum length of time of such an experience, the

majority of professionals working in this area believe that some

periodofreal lifeexperience is important.Further research is

needed before a guideline on this issue can be established.

Issues Regarding Suspension of Puberty

Puberty is the critical developmental milestone in the continu-

ation, or not, of GID. Associated body changes can have a neg-

ativeshort-and long-termimpact.Apersonbornmalewhoiscon-

vinced that he should have the body of a female is distraught at

experiencing the testosterone-mediated changes of male puberty.

A person born female convinced that she should be male is dis-

traught at the changes brought about by puberty. Assuming that

the GID endures, the consequences of undesired pubertal chan-

gesare substantial. In the long-term, theyare typicallymore trou-

blesome for the person born male. The stigmata of pubertal body

development, includingheight, bonyconfiguration,hair, andvoice

areasubstantialhandicapwhenlaterattemptingtointegratesocially

asawoman.Forthepersonbornfemale, therecanbeaheighthand-

icap aswell as the needfor surgery which could havebeen avoided

by suppression of puberty. Clinicians experienced with GID in

adult patients burdened by the pubertal changes of the‘‘wrong

sex’’and clinicians attempting to help patients with gender who

are entering adolescence recognize the need for intervention to

preventboth theshort- and long-termconsequences of the‘‘wrong

puberty.’’

The gonads secrete sex steroids in response to the gonadotro-

pins from the pituitary. These are secreted in response to hypo-

thalamic gonadotropin releasing hormones (GnRH). Synthetic

GnRHagonistsbindto thepituitarysothatGnRHnolongeracts.

Gonadal sex steroid production ceases within 4–12 weeks and,

upondiscontinuance,hormonalpubertyisresumedwithin3months

(deVries,Cohen-Kettenis,&Delemarre-vandeWaal,2006).Thus,

current endocrinological sophistication provides a therapeutic

strategy. Puberty, as it begins, can be suspended (Hembree et al.,

2009). Administration of GnRH analogues can delay the sex ste-

roid induced progression of body changes. During this period of

‘‘time out,’’the patient and clinician can explore the options avail-

ableanddecideontheoptimalfuturedirectionof livingasamanor

as a woman.

The duration of pubertal suspension that can be safely imple-

mented has been of concern. This has focused primarily on the

effectofsexsteroiddeficiencyonbonemetabolismwith itspotential

for deficient mineralization and possible osteoporosis. Research has

demonstratedthataperiodofuptoseveralyearsappears tobesafe

with the deficiency of progressive mineralization being remedied

oncesexsteroids,either thoseexpectedbybirthsexor thoseadmin-

istered for cross-sex development, are available. Peak bone mass

occurs at about 25years of age and long- term treatment data have

yettobereported(Delemarre-vandeWaal&Cohen-Kettenis,2006;

deVries&Cohen-Kettenis,2009).Significant safety issuescon-

nected with the use of hormone suppressing agents have not

emerged to date; however, long term follow-up data are lacking.

Adolescenceisalsoadevelopmentalperiodofsubstantialbrain

maturation and concerns have been expressed over possible cog-

nitive deficits consequent to pubertal suspension. There is some

evidence in hamsters of a detriment to development or changes

in behavior (Schulz & Sisk, 2006); however, there has been no

evidence clinically of any consequence of pubertal suspension

onbrainfunctioninginhumans(Delemarre-vandeWaal&Cohen-

Kettenis, 2006). Concerns about consequences of pubertal suspen-

sion may be tempered by the fact that there is substantial variation

intheageofonsetofnormalpuberty (e.g.,betweentheagesof11

and 16 years).

Acritical treatmentissueis thediagnosticchallengeofselect-

ing patients for whom GID is on a continuing developmental

trajectory. The majority of prepubertal patients diagnosed with

GIDdonotcontinuewithGIDintoadolescence(Green,Roberts,

Williams,Goodman,&Mixon,1987).Mostultimatelymanifest

Arch Sex Behav (2012) 41:759–796 775

123



sexualattractiontopersonsoftheirbirthsexbuthavenodesire to

modify their body to that of the other sex. However, most chil-

dren whose anatomical gender dysphoria intensifies as pubertal

development ensues will ultimately desire SRS. The fit is not

perfect. Therefore, pubertal suspension for a year or two provides

breathing space for the young person and clinician to experi-

enceandtoexplore thecontinuingevolutionofgenderidentity.

Adolescentpatientselectioncriteriahaveincludedanintense

pattern of cross-gender identity and behavior from early child-

hood,andanincreaseingenderdysphoriawiththeonsetofpuberty

in a patient otherwise psychologically stable and in a supportive

family environment (de Vries & Cohen-Kettenis, 2009). Clinical

experience with pubertal suspension demonstrates that with thor-

ough clinical screening the large majority of patients whose pub-

erty has been suspended continue to experience GID and do not

want the body changes typical of their birth sex. They are then

administeredsexsteroidstoenablebodychangesconsistentwith

theircross-sexidentity(deVriesetal.,2010).Forthesmallnumber

ofpatientswhoconclude thatdevelopingalongthe linesexpected

by birth sex is preferable, GnRH analogues can be discontinued,

and pubertal development as typical of their natal sex resumes

(Hembreeetal.,2009).Ontheotherhand, ifgender transitionis

desired, GnRH analogues are continued during cross-sex ste-

roid treatment prior to gonadectomy.

In the most experienced treatment center in the Netherlands,

GnRHanaloguesareprescribedshortlyaftertheonsetofpuberty

(Tanner stage 2–3). Triptorelin is administered in a dose of 3.75

mgevery4 weeks.Attheintroductionoftreatment,anextradose

is given at 2 weeks. Gonadotrophins are suppressed after a brief

periodofstimulation(Delemarre-vandeWaal&Cohen-Kettenis,

2006).Feminizing/masculinizingendocrinetherapyinthatcenter

can begin at 16 years with recommendation of the mental health

professionalwhohasengagedwith theadolescent foraminimum

of6 months.SRSforcontinuingGIDcanbeperformedat18 years

and must be preceded by a 2 year real life experience of full-time

cross-gender living. As a 12 cm height difference is a typical sex

difference, it is advantageous to retard the growth of natal males

andenhance thegrowthofnatal females.TheEndocrineSociety

Guidelineaddressesmanagementofthisimportantissue(Hembree

et al., 2009). The most extensive series of cases with pubertal sus-

pensionisreportedfromtheNetherlands(APAlevelB,longitudinal

follow-up after an intervention). From 2001 to 2009, 118 adoles-

centsweretreated(50natalmalesand68natal females).Meanage

was 14.3 years in 2009. None had discontinued pubertal suspen-

sion. Behavioral and emotional problems (as measured by the

Child Behavior Checklist and Youth Self-Report) and depres-

sivesymptoms(asmeasuredby theBeckDepression Inventory)

decreased while general functioning (GlobalAssessment Scale)

improved significantly during puberty suppression. Cross-sex hor-

monetreatmenthadbeenstartedwith71,atameanageof16.6years

(de Vries et al., 2010).

TheexperienceoftheTorontogrouptodatehasbeenrecently

published(Zuckeretal.,2011).Thisgroupexamineddemographic,

behaviorproblem,andpsychosexualmeasures tosee ifanyof them

correlated with the clinical decision to recommend, or not recom-

mend, pubertal suspension in a consecutive series of 109 adoles-

cents (55 females, 54 males) with GID evaluated between 2000

and2009.Ofthe109adolescents,66(60.6 %)wererecommended

for pubertal suspension and 43 (39.4 %) were not. A combination

offive(of15)demographic,behaviorproblem,andpsychosexual

measures were identified in a logistic regression analysis to sig-

nificantly(p\.10)predictthisclinicalrecommendation.Thequan-

titative data were complemented by clinical case descriptions;

however, follow-up data were not adequate for statistical com-

parisonofanyoutcomemeasuresbetweenthoseforwhompubertal

suspension was recommended compared to those for whom they

were not. Othercenters, in LosAngeles andBoston, havesimilarly

instituted programs of pubertal suspension but have not yet pub-

lishedsystematicevaluationsof theircaseseries.Becauseofcost,

GnRHanalogues arenotaffordable formany in the U.S.Less

expensivealternatives(e.g.,spironolactone)maybeusedinnatal

males (Hembree et al., 2009).

Issues Regarding the Use of Cross-Sex Hormones

The major issue with respect to use of cross-sex hormones con-

cernsthetimingofadministration.Therearenoestablishedcriteria

foruseofcross-sexhormones inadolescents.Generally,however,

these are now used following suspension of puberty when it is

increasingly clear that the adolescent meets readiness criteria

to move towards SRS and is functioning reasonably well psy-

chologically and socially. There are no studies addressing the

issue of timing. In the Dutch follow-up study (Cohen-Kettenis

& van Goozen, 1997), it was their conclusion that those adoles-

cents who transitioned earlier presented a more convincing phys-

icalappearance than did those witha laterageof transition.This

follows logically as there was less development of secondary sex

characteristics of the natal sex as indicated above. There are cur-

rentlyinadequatedatafordevelopmentofanevidencebasedguideline

regarding the timing of cross-sex hormone treatment.

Issues Regarding the Timing of SRS

SRS is not generally an issue for adolescent populations in the

UnitedStatesassurgery isnormallynotperformedbefore theage

of18.However,occasionallysurgeryhasbeendoneduringadoles-

cence in other countries. Given the irreversible nature of surgery,

mostcliniciansadvisewaitinguntil the individualhasattained the

age of legal consent and a degree of independence. In some juris-

dictions(e.g.,UK), there isnofixedlegalageofconsent tomedical

procedures. Instead, a comprehensive understanding of the pro-

cedure, with options, risks, and benefits must be demonstrated by

thepatient (Smithetal.,2001).Atpresent, there is inadequateevi-

dencetodevelopaguidelineregardingthe timingofSRSalthough

medical advice is important with respect to removal of ovaries

within a reasonable time after use of cross-sex hormones due to

potentially increased malignant potential (Hembree et al., 2009).
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GV in Adults

A. Evan Eyler, M.D., M.P.H., D. Andrew Tompkins, M.D., and

Eli Coleman, Ph.D.

Hereweaddress thecareof transgenderandothergendervari-

ant adults from the perspective of the practicing psychiatrist.

First, the principal concerns of these individuals in a clinical con-

text are described. Psychiatric assessment, treatment options and

theprocessesemployedinclinicaldecisionmakingarediscussed.

The quality of evidence currently available to guide the selection

of practice options and to support treatment recommendations is

then evaluated using the APA coding system. The professional

literature regarding treatment of adults with GID/GV is more

extensive than the literature regarding the treatment of children

or adolescents. This section of the report is, therefore, correspond-

ingly longer than those sections.

Gender Identity Concerns in Adulthood

GV is sufficiently common that even adult psychiatrists whose

practice does not focus on transgender care encounter patients

who are transitioning gender, or contemplating gender transi-

tion. Gender variant persons choose different means to express

the gendered self authentically or to attain relief of psycholog-

ical distress due to lack of congruence between the psycholog-

ical andsocially-presentedselves,orbetweenphysicalcharacter-

istics and gender identity. Many seek both hormonal and surgical

transition;however, someseekhormonal treatmentbutdonot feel

the need for any, or particular (e.g., genital) surgical procedures.

Othersmaychoosesurgicalbutnothormonal treatments.Mental

health services may be sought for many reasons, including a

desire for professional assistance with exploring gender identity,

or to gain comfort with the gendered self or preferred gender pre-

sentation. Some also seek counseling regarding the decision of

whetherornot totransitionpublicly,and, ifso, towhatextent.Addi-

tional concerns include preparing to initiate hormonal treatment;

monitoring psychological functioning as the physical effects of

the administered hormones become apparent; choosing whether

or not to undergo various surgical procedures, such as breast, gen-

ital, or facial modifying surgeries; and adjusting to post-transi-

tionlivinginthepreferredgenderpresentation.Psychiatristswho

treat transgender adults may also be called upon to assist their

patientswiththelegalandfinancialconcernsassociatedwithgender

transition in thecurrentsocial system.These includecodingand

payment of insurance claims for mental health and other med-

ical services related to transgendercare;managementof identity

documentation during and after transition; the treatmentof trans-

gender and transitioning persons in the military and in incarcer-

ation settings; discrimination based on gender identity or gender

presentation, and many others.

Adults who conclude that transition is the best solution to the

psychologicaldiscomfort theyexperiencefacedifferentchallenges

than children and adolescents with strong cross-gender iden-

tification.Someindividualswhopubliclytransitioninadulthood

have been aware of a sense of gender incongruence since child-

hood or adolescence, but have adopted a social presentation that

is at least somewhat conforming to gender expectations. This

may have occurred (consciously or unconsciously) in order to

reduce the levelofdifficultyencountered insettings suchasedu-

cation, employment and partnered relationships (Bockting &

Coleman,2007).Theymaytaketherisksinherentintransitioning

publicly when they are older and have more autonomy, or when

theyarenaturallygoingthroughstagesofindividuation.Concerns

regardingtransgenderawarenessortransitionmayemergeduring

the course of treatment of some other presenting complaint. For

example, some transgender adults initially seek treatment for

depression,substanceabuse,orotherclinicalproblemsthathave

developedinthecontextofchronicsuppression,orrepression,of

feelingsrelatedtoGV.Initialdisclosure,particularlyinaclinical

setting, is usually a time of high emotional vulnerability for the

person sharing this confidence with the psychiatrist or other pro-

fessional (Bockting, Knudson, & Goldberg, 2007) and requires

knowledgeable and empathic management.

Acknowledging theawarenessofcross-gender identification

tooneselfandtoothers,andintegratingthisawarenessintoone’s

identity, is sometimes referred toas‘‘coming out transgender’’or

‘‘coming out trans.’’ This has been described as a multi-stage

process by mental health professionals with extensive clinical

experiencewithtransgenderphenomena,aswellasonthebasis

of observational or qualitative research (Bockting et al., 2007;

Devor,2004;Gagne,Tewksbury,&McGaughey,1997;Lev,2004;

Lewins, 1995). These observations suggest a process somewhat

analogous to that proposed for identity development among gay

men (Cass, 1979; Coleman, 1981; Troiden, 1988, 1989), lesbian

women(Diamond,1998;Parks,1999),andbisexuals(Savin-Williams,

1995;Weinberg,Williams,&Pryor,1994).Thoughparticularstages

or milestones may be recognized in the process of coming out,

theydonotnecessarilyprogressinthesamesequenceinall indi-

viduals (Troiden,1993).Personswhocomeoutas transgender,or

whotransitionduringtheadultyears,areusually in thepositionof

balancingthedrivetoliveinamoreauthenticgenderpresentation

withtheneedscreatedbyyearsoflivingamoregenderconforming

public and private life.

Transition Goals and Outcomes

Theprocessof integrationof transgender identitymayalsodem-

onstrate substantial complexity due to the variation in outcome

that individuals seek. For example, some never publicly transi-

tiongender,whilesomemaydelayopenlytransitioningforavariety

ofreasons,suchasconcernabout theimpactofdisclosingthetrans-

gender identityonemploymentorchild custody arrangements.

These individualsmay,nevertheless,utilizehormonal treatments

to facilitate presentation in the psychological (trans)gender in

private settings–sometimes for years prior to public transition.
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Others find that their best sense of psychological relief and self-

comfort isobtainedthroughadoptingacombinationofsocialgender

signifiers, with or without reinforcing medical treatments, to facil-

itateprivate reinforcement, thoughnotpublic recognition,of the

transgender identity. For example, an older male whose gender

identity is female,mayspendhis leisure timeataclub frequented

by transgendered individuals, dressed as a woman, but may con-

tinuetopresentasmaleinhisretirementcommunity.Hemayalso

take a small dose of estrogen for psychological relief, even if this

does not result in full physical feminization.

The range of transition goals sought has also evolved over

time. Among the male-to-female (MTF) transsexual adults in

Lewins’ (1995)qualitativework, thefinal stageof transitionwas

describedas‘‘invisibility,’’i.e.,assimilationintothegeneralfemale

population. Such‘‘invisibility,’’however, is not currently a desired

outcome for many transgender individuals and other gender var-

iant adults. As transgender people and groups have become more

visible in society, and have gained a measure of relative accep-

tance, the possibility of a transgender identity as such, rather than

as a transitional stage within a male–female divided social sys-

tem,hasbecomeamorerealisticoption.Thefilm,ComingOutTrans

(Bockting & Kimberly, 2008), provides some first person accounts

inthatregard.Someindividualsdohopetofullyassimilateaswomen

orasmen;however,othersfindauthenticity inpresentingablend

ofgendered characteristics, or of fully transitioning gender while

continuing to value the earlier life experience in the other gender

role, suchasbymaintaininginterestsandactivitiesdevelopedduring

thepre-transitionyears.Theprocessof integrationof thetransgender

identity can also continue after the completion of surgical trans-

formation of the body.

The possibility of stopping the process of gender transition

prior to completion, or of reversing some of the physical changes

thathavebeenattained,hasgainedmoreacceptance inrecentyears.

Some individuals find that a measure of bodily change, without

genital surgery, clarifies their understanding of their gender iden-

tity and desired gender presentation. For example, some adults

who begin FTM transition discontinue androgen use after some

physical masculinization has been achieved, finding that a mas-

culine female (butch) identity is more authentically representa-

tive of the self than living as a man. Some adults who initially

present with transgender concerns decide, during the process

of psychotherapy, not to proceed with any form of public gender

transition(Smithetal.,2005a).Thiscanbeareasonableoutcome

to an exploratory psychotherapy, but elimination or‘‘correction’’

of transgender identity is no longer considered a reasonable ther-

apeuticgoal.Pfäfflin(1992)(seealsoPfäfflin&Junge,1990,1998)

for example, describes the evolution in treatment of gender dys-

phoria from historic psychoanalytic approaches aimed at achiev-

ing gender congruence through resolution of presumed intra-

psychic conflict, to a contemporary model of offering psycho-

therapy or mental health evaluations that are often followed by

hormonal treatments and surgeries.

Diagnostic and Mental Health Needs Assessment

Adultsdesiringhormonalorsurgical treatmentsintheprocessof

transitioning gender sometimes initially seek psychotherapy to

clarifytheirgenderidentityandpersonalgoals.Someindividuals

presentdirectlytoasurgeon,endocrinologistorotherprescribing

clinician, and are referred for mental health consultation prior to

initiation of hormone therapy or preparation for surgery. Explo-

rationof the gender identity, assessmentof realisticunderstanding

oftransitiontreatmentsandoutcomes,anddetectionandtreatment

of any co-occurring psychiatric pathology are some of the usual

goalsofthisprocess.Atleastbrief(severalmonths)participationin

psychotherapy is recommended in many clinical settings, in order

to allow sufficient time for this work to unfold prior to initiating

physical treatments that produce effects that are not fully revers-

ible. Mental health evaluation and treatment, and the medical tran-

sitiontreatmentsthatmayfollow,arediscussedinmoredetailbelow.

Psychotherapy and Mental Health Support

Theskillsusedbymentalhealthprofessionalsincaringforadults

who are in the process of transgender coming out are similar to

those used in other clinical situations in which concerns regard-

ing personal identity, individuation versus conformity, or adap-

tation to minority identification within non-affirming majority

cultureareinvolved.Decisionssuchaswhetherandwhentotran-

sitionpublicly,whetherhormonalandsurgicaltreatmentswillbe

needed or whether some other accommodation can be reached;

if, when and how to come out regarding the transgender identity

orhistory;andhowtomanagetheconcernsassociatedwithfamily,

employmentand education, etc. are best addressed ina supportive

clinicalenvironment,atthepacethatisacceptabletothetransgen-

der individual, and in some cases, couple.

Most of the literature addressing psychotherapy with gender

variant adults is descriptive in nature; case reports, review arti-

cles based on practice experience, theoretical schemas based on

clinicalobservationorqualitativework.Thevastmajoritywould

be categorized as APA levels F and G. The lack of more statis-

tically robust forms of evidence, such as RCTs, is representative

of the history of this aspect of clinical practice, and the fact that

psychotherapyisoften(thoughnotalways)followedbyhormonal

or surgical treatments. The relatively low, and apparently declin-

ing, rate of regret following gender reassignment surgery (as dis-

cussedbelow)inanumberofstudiesisbelievedtoreflecttheoverall

effectiveness of current treatment of gender dysphoria, including

psychotherapy aimed at clarifying the social and physical changes

needed to achieve comfort with the gendered self. The available

literature(Green&Fleming,1990;Michel,Ansseau,Legros,Pitchot,

&Mormont,2002;Pfäfflin&Junge,1998)suggests thatadequate

pre-surgical psychotherapy is predictive of good post-surgical

outcomes.
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Bockting et al. (2007) offer fairly comprehensive recommen-

dations for assessment and treatment of gender concerns, concur-

rent mental health difficulties, and elements of general counseling

that are transgender specific. Their recommendations are based

onamodelof‘‘transgender–affirmativeapproach,client-centered

care,andharmreduction.’’Basedontheavailableliterature,itwould

notbepossible to recommendoneparticularstyleofpsychotherapy

over another for working with patients who are transgender; how-

ever, it is possible to identify the issues that therapy should address.

These include concerns related to gender identity, gender expres-

sionandsexuality; social functioningandsupport;personalgoals

forpublicandprivate life, andrelatedmatters.Reasonableunder-

standing of the effects of contemplated medical treatments and

ability to adhere to a therapeutic regimen also should be assessed

(Bockting et al., 2007; Meyer et al., 2001) consistent with usual

principles of decision-making capacity and informed consent.

Assessment of co-occurring mental illness, particularly psycho-

pathology that may influence the transgender presentation or that

maybemistakenfortransgender(e.g.,Skopticsyndrome, inwhich

a person is preoccupied with or engages in genital self-mutilation,

such as castration, penectomy or clitoridectomy) and psychotic

disorders, etc., is paramount (Hembree et al., 2009; Roberts,

Brett, Johnson, & Wassersug, 2008).

Adults with gender identity concerns have also often experi-

encedstigmatizationorvictimizationrelatedtogendervariantappear-

ance or behavior, or on the basis of actual or presumed sexual orien-

tation as documented in the Report of the National Transgender

Discrimination Survey (Grantet al., 2011). In fact, someauthors

haveconcludedthatsuchstigmatizationlargelyaccountsformental

illness among individuals with GID (Nuttbrock et al., 2010). The

American Psychological Association’s Task Force on Gender

Identity and GV concludes that‘‘…there is adequate research

concerning discrimination and stereotyping to support the devel-

opmentofclinicalguidelinesaddressing theseareasspecifically.’’

As with clinical work with individuals who are lesbian, gay or

bisexual identified, an open-minded and nonjudgmental psycho-

therapy approach that affirms the autonomy and lived experience

of theindividual isafundamentalpartofpsychiatriccareofgender

variant adults.

Medical Aspects of Gender Transition and Their Mental

Health Implications

Mentalhealthprofessionalswhoworkwith individualswhoplan

to transition using hormonal or surgical treatments, or who are in

theprocessofdoingso,needtobeknowledgeableabout thesepro-

ceduresandtheirmentalhealthimplications.Theseare, therefore,

briefly reviewed here. Some individuals who transition, either

FTM or MTF, do so without hormonal therapy. Some seek

mentalhealth services while clarifying the decision to do so, and

others do not find this necessary or feasible.

FTM transition usually includes use of androgens, which

produce (or enhance) male secondary sex characteristics, such

asbeardgrowthandmaledistributionofbodyhair,deepeningof

the voice, and often mild coarsening of the facial features and

skin. Androgen supplementation also causes enlargement of the

clitoris, often to the extent that metaoidoplasty (one formof mas-

culinizing genital surgery, discussed below) becomes feasible.

MTF transition often consists of both estrogen supplementa-

tionand reduction incirculating androgens through use ofanti-

androgenagents, suchasspironolactoneorcyproterone(Hembree

etal.,2009).Estrogeneffects includebreastdevelopmentandmild

feminizing changes to skin and hair, though for many who tran-

sition MTF after completion of male pubertal development, dep-

ilation will be needed. Many also need surgical reduction of the

laryngealcartilageorfeminizingfacialsurgeries.Useofhormonal

preparations is much more effective in‘‘adding’’physical char-

acteristics thanin‘‘subtracting’’thosethathavealreadydeveloped

with natural puberty. Body habitus, including both fat distribu-

tion and potential for muscular development, is altered by use of

cross-sex hormones. Utilization of either androgens or estrogens

carries with it potential for both added health risks and, in some

cases, physiologic benefits. The technical aspects of transgender

hormonal treatment are discussed elsewhere (Delemarre-van de

Waal & Cohen-Kettenis, 2006; Hembree et al., 2009; Moore,

Wisniewski, & Dobs, 2003) as is the associated general medical

and preventive care (Eyler, 2007; Feldman, 2007, 2008).

Emotional changes may occur with use of either androgen or

estrogensupplementation, thoughtheseareoftenrelativelysub-

tleandconsistentwiththepre-transitionpersonality(Eyler,2007).

Increase in libido usually occurs with androgen use (Hembree

etal.,2009), thoughsomeindividualstransitioningasMTFalso

experienceastronger interest insex,perhapsduetotheaffirming

aspectsofattaining thebodilychanges thathavebeendesiredfor

years, such as development of female breasts (Eyler, 2007).

Individuals in transition often benefit from ongoing psychiatric

care (Rehman, Lazer, Benet, Schaefer, & Melman, 1999). In addi-

tion to the psychotherapeutic work involved when individuals

choose major life-changing experiences fueled by ongoing dis-

tress, monitoring the psychiatric effects of hormone use, along

with the prescribing internist, family physician, gynecologist or

endocrinologist,isadvisable.Forexample,ifexcessivelabilityis

noted,suchasmoodiness,weepinessoraggression(similartothe

‘‘steroid rage’’ that can accompany use of anabolic steroids by

competitive male athletes and body builders), checking serum

levelsofcirculatinghormonesis indicated(Eyler,2007).Safersex

information,andinstructioninself-protectivenegotiationinsexual

settings, isoftenprovidedbythepsychiatristorothermentalhealth

professionalifthishasnotbeendonebytheprescribingclinician.It

is important that this information be tailored to the needs and

experiencesoftransgenderpersons(Eyler&Feldman,2008;Feldman,

2007).

Surgeries forpurposesofgender transitionincludebreastand

chest(‘‘top’’)surgeriesandgenital(‘‘bottom’’)procedures.Itisbelieved

that most adults who transition from FTM have chest reconstruction

surgery,because thevisiblecontoursof femalebreastsaresucha
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powerfulsocialcueandaspectofgenderpresentationasawoman,

whereasaflatterchestfacilitatespresentationasaman(Monstrey,

Vercruysse, & De Cuypere, 2009).Some individuals may not

require breast surgery if the body habitus is more masculine.

The goal of FTM top surgery is not mastectomy, as would be

performedfor treatmentofcarcinomaofthebreast,butcreation

of a natural appearing male chest, such that some of the sub-

cutaneous fat is retained, inproportion to thegeneralbodyhabitus

oftheindividual.SomeadultswhotransitionMTFhavebreastaug-

mentation surgery due to achieving minimal breast development

with hormonal treatment alone, though others develop fully mor-

phologically normal female breasts with estrogen, and sometimes

progestin, use. Some also choose breast augmentation due to dis-

satisfaction with the levelofbreastdevelopmentachieved, similar

to some non-transsexual women.

Many adults undergoing MTF genital surgery receive penile

inversion vaginoplasty with clitoroplasty, labiaplasty, and orchi-

ectomy. FTM genial surgery can consist of either metaiodoplasty

with limited scrotoplasty, or more extensive surgery, including

phalloplasty with grafted tissue from another body site, urethral

extension,scrotoplastyandvaginectomy.Hysterectomyandooph-

orectomy are performed in either case. Information regarding the

rationale for surgery (Monstrey, De Cuypere, & Ettner, 2007b), as

wellascurrent informationregardingspecifictechniques(Monstrey,

Ceulemans, & Hoebeke, 2007a; Monstrey et al., 2007b), is readily

available topatientsandprofessionals inavarietyof sources, includ-

ing professional sources, the popular press and the internet; how-

ever, comparative outcome data among the providers and tech-

niques are not similarly available.

Review of Literature with Respect to Support for

Treatment Recommendations

Prior to considering whether the current literature provides suf-

ficient evidence to support treatment recommendations by the

APA,it isnecessarytodefinewhatconstitutessuccessful treatment

and to determine the quality of evidence that compares treatment

options in termsofoutcome.These issueswillbediscussed in turn.

Outcome Criteria

The definition of treatment success is complex, because gender

identityandgenderdysphoria,aswellasanyperceivedbenefitof

treatment of gender dysphoria are subjective experiences. Indi-

viduals seeking gender transition may also experience psychi-

atricsymptomsordisordersthatareunrelatedtothegenderidentity

concern,or thatmayhavedevelopedasaresponsetothedistressof

thegenderdysphoria(e.g.,addictivedisorders)andrequirespecific

treatment.

DSM-IV-TRcriterionDforGIDstates that‘‘[t]hedisturbance

causesclinically significantdistressor impairment insocial, occu-

pational, or other important areas of functioning.’’From this per-

spective, treatment can be considered successful if it relieves this

distressor facilitates improvement in function insomesubstantive

way. Some early outcome studies emphasized functional indices

such as‘‘job, education, marital, and domiciliary stability’’(Meyer

& Reter, 1979). However, many persons who present for medical

services for transition are already functioning very well socially

andoccupationally. In thesecases, reliefof thegenderdysphoria,

satisfaction with treatment, and lack of regret regarding the deci-

siontotransitionrepresenttheprimarymeasurableoutcomes.(Among

patientswhoexperiencesomelevelof functional impairment, these

may still be most important.) Some clinical situations are complex.

For example, an individual with high levels of personality pathol-

ogy and gender dysphoria may experience substantial emotional

relief with transition, and yet remain disabled from employment

by the co-existing psychiatric illness.

Theimportanceofsubjectivesatisfactionasopposedtoregret

on the part of the patient has gained emphasis in the literature

duringthelasttwodecades(Carroll,1999;Green&Fleming,1990;

Kuiper & Cohen-Kettenis, 1988; Lawrence, 2003; Snaith, Tarsh,

&Reid,1993).Thismayreflectacombinationoffactors,including

a relaxation of prevailing biases regarding gender and sexual ori-

entation,agreatercommitmenttopatientautonomyinmentalhealth

and general medical services, and the emergence of transgender and

gender variant persons as a recognizable political group with rea-

sonable claims to civil rights and responsibilities, rather than a

population regarded primarily as patients and clients. Cole et al.

(2000) noted that treatment of gender dysphoria during the early

and mid-twentieth century was based on prevailing gender ste-

reotypes:‘‘Transsexualismitselfwasconsideredaliminalstate,a

transitory phase, to be negotiated as rapidly as possible on one’s

way to becoming a ‘normal’ man or ‘normal’ woman.’’This view-

pointhas gradually evolved to accommodate a greater variety of

transgender experiences, and recognition of the importance of

subjectiveoutcomesasopposedtotheabilitytoconformtomajority

culturalexpectations.KuiperandCohen-Kettenis(1998)concluded,

‘‘…anevaluationofSRScanbemadeonlyonthebasisofsubjective

data, because SRS is intended to solve a problem that cannot be

determined objectively.’’

Evidence Regarding Effectiveness of Treatment for Gender

Dysphoria in Adults

SatisfactionVersusRegret PfäfflinandJunge(1998)reviewed

the 79 available follow-up studies regarding gender transition

treatment conducted between 1961 and 1991, including a total

ofmorethan1000MTFpatientsandmorethan400FTMpatients.

Although a variety of outcome criteria were used, when the key

subjectivecriteria(suchasgeneralsatisfactionandlackofregret)

were examined, results were supportive of treatment as a means

of relieving psychological distress. Mostof the studies reviewed

were case series, case reports or reviews (APA level D or lower)

though some included sufficient longitudinal follow up and

standardization to meet APA level C or B.‘‘Big’’regrets (such as

reversiontotheoriginalgenderrole,ratherthansomelesserdegree

780 Arch Sex Behav (2012) 41:759–796

123



of regretorambivalence)wereestimated tohaveoccurred inonly

1–1.5 % of patients. Other sizeable reviews (of numerous smaller

studies, APA level F) also suggested hormonal and surgical treat-

mentsassuccessfultherapiesforgenderdysphoria(Cohen-Kettenis

&Gooren,1999;DeCuypere&Vercruysse,2009).Interpretation

of these findings is limited by the analysis of nonrandom samples

based on recruitment and/or response rate. One study avoided

theseproblemsbyusingGermanregistrydatatoassess reversal

ofnamechanges followingreassignmentasa measureof regret

(Weitze&Osburg,1996).Onlyonepersonof733whoappliedfor

legal change of sex between 1981 and1990subsequently applied

forreversal,suggestingprofoundregret;57(0.4 %)of1,422adults

who obtained gendered changes of first name requested a second

legalnamechange,suggestingatleastsomedegreeofregret.Though

this indirect approach (APA level G) does not provide robust evi-

dence, the results are consistent with other approaches. A recent

systematic review and meta-analysis reported that 80 % experi-

enced subjective improvement in terms of gender dysphoria and

other psychological symptoms and quality of life (Murad et al.,

2010).

Some relatively long-term follow up data (APA level B) are

available, though sample sizes are generally modest. Smith and

collaboratorsevaluated 162Dutch adolescentandadultpatients

who were eligible for gender transition services based on‘‘gen-

derdysphoria,psychologicalstability,andphysicalappearance’’

aftercompletionoftreatment.Approximatelyhalfoftheoriginal

consecutiveapplicants for sexreassignmentcompletedhormonal

andsurgicaltransition(Smithetal.,2005b).Twopatientshadregrets;

mostothersexperiencedreliefofgenderdysphoriaandwerefoundto

be functioning well ‘‘psychologically, socially and sexually.’’

Johansson, Sundbom, Hojerback, and Bodlund (2010) followed

42MTFadultsand17FTMadults,whometdiagnosticcriteriafor

GID and were accepted into treatment in a transgender treatment

program, for 5 years or longer. At the time of publication, 32 had

received genital reassignment surgery, 5 were anticipating sur-

gery,and5haddecidednottoproceed.Nooneregrettedhisorher

decision; 95 % of participants rated their global outcome as favor-

able, though only 62% of the clinician assessments concurred.

Therewerenodifferencesbetweensubgroups.Conversely,Kuhn

et al. (2009) used the King’s Health Questionnaire and Visual

AnalogueScale tomeasurequalityof life in52MTFadultsand3

FTMs, recruited from a Swiss tertiary medical center gender pro-

gram.Allsubjectswere15ormoreyearspost-genderreassignment

surgery.Overallqualityoflifeandlifesatisfactionlevelswerelower

thanmatchedcontrols,particularlyinthedomainsofgeneralhealth,

role limitation, physical limitation, and personal limitation. How-

ever,thecontrolgroupwaschosenfromthe‘‘healthyfemalemedical

staffwithatleastonepreviousabdominalorpelvicoperation,’’rather

thanfromamoreappropriatesample,suchastransgenderadultswho

didnotreceivesurgery.Thequalityoflifeassessmentsare,therefore,

likely to be valid in absolute terms, but the question of whether the

participants’qualityof lifewas improvedby transition(relative to

having not transitioned) remains unresolved. Similarly, a recent

population-based matched cohort study (APA levelD) compared

191 MTF subjects and 133 FTM subjects with random controls

matched by birth year and natal sex, as well as by birth year and

reassigned sex (Dhejne et al., 2011). The transsexual subjects had

receivedSRSinSwedenbetweentheyears1973–2003.Although

higher risks for psychiatric morbidity, suicidal behavior, and mor-

tality were found in the transsexual groups, relative to non-trans-

sexual controls,nocomparisonwasmade to transsexualpersons

whodidnotreceivetreatment.AswiththeKuhnetal.(2009)study,

questions regarding the magnitude of improvement in quality of

lifeattributabletogendertransitionandSRSwerenotaddressed,

though the authors noted that the gender dysphoria had been

alleviated.

Correlates of Satisfaction and Regret Much of the research

literature that employs an outcome perspective has focused on

identifyingcorrelatesof treatment satisfactionand lackof regret

among persons seeking transition with hormonal and surgical

treatments, particularly those who transition from MTF. In the-

ory, these data could be used in the formulation of treatment rec-

ommendations, toassistclinicians in identifying individualswho

are most likely to benefit from hormonal and surgical treatments

as well as those most likely to have post-treatment regrets. Partic-

ularly controversial in this research, MTF psychological and social

characteristics have often been dichotomized by the typology of

‘‘early onset/androphilic’’versus‘‘late onset/gynephilic’’transsex-

ualadults.Lawrence(2003)summarizesthisdistinctionasfollows:

Many researchers have proposed that there are two types

of MTF transsexuals. One category includes persons who

typically transition at a younger age, report more sexual

attraction to and sexual experience with males, are unli-

kely to have married or to have become biologic parents,

andrecallmorechildhoodfemininity.Theothercategory

includes persons who typically transition at an older age,

reportmoresexualattractiontoandsexualexperiencewith

females,aremorelikelytohavemarriedandtohavebecome

biologic parents, report more past or current sexual arousal

to cross-dressing and cross-gender fantasy, and recall less

childhood femininity. (p. 300)

Transgender MTF adults with early onset/androphilic char-

acteristics have been more often found to have higher rates of

satisfaction with gender transition and fewer regrets (Blanchard

et al., 1989; De Cuypere et al., 2006; Muirhead-Allwood et al.,

1999). However, Lawrence (2003) notes that the population of

personsapplyingforgender transitionsurgerieshasundergonea

demographic shift, particularly in theUnitedStatesandCanada.

Forexample,at theClarkeInstituteofPsychiatry inToronto, the

percentage of MTF adults seeking SRS who were ‘‘nonhomo-

sexualrelativetobiologicsex,’’increasedfrom25%(Freund,Steiner,

&Chan, 1982) to 59 %(Blanchard& Sheridan,1992) ina single

decade. In a related phenomenon, the average age of MTF trans-

gender adults presenting for gender reassignment services in
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Sweden increased by 8 years during two decades (Olsson &

Moller, 2003). Younger age at the time of transition had pre-

viously been found to correlate with both androphilia and better

outcomesatisfaction.However,ratesofregretfollowingsurgery

have decreased during this time, as discussed below, suggesting

the possibility that co-occurring social changes, or other factors,

have eroded the strength of these previously somewhat predic-

tive relationships.

Interviews with subjects who express substantial regret fol-

lowing genital reassignment surgery, and related case reviews,

have identified several correlates of regret. These include: inad-

equate diagnosis of major comorbidity (e.g., psychosis, person-

ality disorder, alcohol dependency), misdiagnosis, absence of or

a disappointing real-life experience, and poor family support

(Botzer & Vehrs, 1995;Bodlund &Kullgren, 1996;De Cuypere

& Vercruysse, 2009; Eldh et al., 1997; Gijs & Brewaeys, 2007;

Kuiper & Cohen-Kettenis, 1998; Landen et al., 1998; Lundstrom

etal., 1984;Pfäfflin&Junge,1998;Walinderetal., 1978).Given

the magnitude of the social changes associated with gender tran-

sition, thesecorrelatesare intuitivelyappealing,as strongfamily

support and good emotional health are associated with positive

adjustment tomanyother lifechanges.However,caseshavebeen

reported in which the individual was both suffering from severe

co-occurringpsychopathology,andwasa‘‘late-onset,gynephilic’’

MTF transgender adult, and yet experienced a long-term, positive

outcomewithhormonalandsurgicalgendertransition(Brown,2001).

Severalof theauthorsof thepresentTFhavealso treatedpatients

with severeco-existing psychiatric illnesswhosuccessfully tran-

sitionedgenderandexperiencedimprovedqualityof life.Delaying

therapy with hormones or surgery until serious mental health dif-

ficulties are addressed may promote adherence to needed psychi-

atricandothermentalhealthtreatment,suchthattheindividualexpe-

riences benefit with regard to both the gender dysphoria and the

concurrent psychiatric illness. The co-occurrence of serious psy-

chiatric pathology is further discussed below.

Thequalityofthesurgicalresult, includingfunctionandappear-

ance,hasalsocorrelatedpositivelywithpatientsatisfactionorother

positive outcome measures among both MTF adults (Botzer &

Vehrs,1995;Eldhetal.,1997;Green&Fleming,1990;Lundstrom

et al., 1984; Pfäfflin & Junge, 1998), and FTM adults (Garaffa,

Christopher, & Ralph, 2009), though it remains difficult to achieve

surgically excellent results with phalloplasty (Leriche et al., 2008)

relativetovulvovaginoplasty(Lawrence,2003). Inheranonymous

mailed questionnaire study of 232 MTF transsexual adults oper-

ated on between 1994 and 2000 by one surgeon using a consistent

technique,Lawrence (2003) found poor surgicaloutcome to be the

strongest predictor of regret. Overall, no participants reported

‘‘consistent regret’’and only 15 (6 %) were‘‘sometimes regret-

ful’’ (p. 305). Kuiper and Cohen-Kettenis (1998) recommended

the use of multidisciplinary teams in order to minimize poor out-

comes though lack of complete information or individual clini-

cian bias. Although few systematic studies of suicide among gen-

der transitioningpersonshavenotbeenconducted, thecase report

literature suggests that this is a relatively rare outcome (De

Cuypere&Vercruysse,2009).Dhejneetal.foundanincreasedrisk

ofdeathbysuicide, andof suicideattempts,amongsubjectswho

had received SRS, relative to age-matched population controls,

but also noted that the difference in suicide attempts did not reach

statistical significance for the most recent cohort, those who had

transitioned gender during 1989–2003.

The majority of the satisfaction/regret outcome studies descri-

bedabovesuggeststhatmostsubjectsexperiencesubjectiveimprove-

ment following gender transition; however, most lacked a control

group. Studies assessing correlates of satisfaction through inter-

views or case reviews would be categorized as APA level G. For

some important aspects of transgender care, it would be impos-

sible or unwise to engage in more robust study designs. Due to

ethical concerns and lack of volunteer enrollment, for example

it would be extremely problematic to include a ‘‘long-term pla-

cebotreatedcontrolgroup’’inanRCTofhormonetherapyefficacy

among gender variant adults desiring use of hormonal treatments.

Reviewof theavailable literaturealsodocumentsadownward

trend in rates of post-surgical regrets over the last three decades.

Though satisfaction with transition outcome is believed to be the

norm in recent years, earlier studies (Lindemalm, Korlin, &

Uddenberg,1986; Meyer & Reter, 1979) found rates of regret of

30 %orhigher,andevenin1997,onestudyfounda6 %regret rate

(Eldh et al., 1997). Reasons for this trend are not completely clear,

but it is temporallycorrelatedwith fairlywidespreadadoptionof

flexible but less idiosyncratic pre-surgical criteria (the WPATH

SOC); improved surgical techniques and outcomes, particularly

for vulvovaginoplasty, and an improved social climate for mem-

bers of sexual and gender minorities. This has been suggested as

indirectevidenceof theutilityof theWPATHSOCinpre-surgical

evaluationandtreatmentofgender transitioningpatients (DeCuypere

& Vercruysse, 2009; Meyer, 2009).

Options and Evidence for Psychiatric Evaluation and Mental

Health Care

Adultswhomakeuseofconventionalmedicalservicesforgender

transition historically received mental health evaluation prior to

beginning this process (Drescher, 2010), unless they had already

beenlivingasamemberof thepsychological (post-transition)gender

forasignificantperiodoftime(Meyeretal.,2001).Theprincipalarea

ofcurrentclinicalcontroversywith regard touseofhormonalmed-

ications by persons in gender transition concerns the nature of, and

extent of, preparation for beginning hormonal transition, partic-

ularly thementalhealthevaluation.Optionscurrently inuse include

thefollowing:extensivementalhealthevaluationor real lifeexpe-

rience prior to beginning treatment with hormonal medications,

briefevaluationbyamentalhealthprofessionalprior tohormonal

prescription,mentalhealthscreeningbytheprescribingclinician,

and prescription without specific evaluation. Additional pos-

sibilities, such as the creation of certified‘‘gender specialists’’

who would assess readiness have been suggested (Lev, 2009).
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Evaluation prior to genital surgery is similar but usually more

extensive. The basis for each of these approaches is discussed

below. This discussion applies only to the treatment of patients

whoseekmedical services throughlicensedhealthcarefacilities

in the United States and Canada. Some individuals obtain hor-

monal preparations without any medical or mental health con-

tact, such as via the internet or veterinary supply. Some travel to

other countries to obtain surgical treatments without specific pre-

surgical requirements. Outcome data for treatment obtained through

these routes are lacking.

Mental Health Evaluation Options Prior to Hormonal

Therapy

Comprehensive Mental Health Evaluation Although some

reasonableevidencesupportingtheclinicaleffectivenessofhor-

monal and surgical methods in the treatment of ‘‘gender dys-

phoria’’[principallycaseseriesbyBenjamin,Green,Money,and

Stoller(Benjamin,1967;Green,Newman,&Stoller,1972;Stoller,

1967, 1973) reviewed in (Green, 1999)] had accumulated by the

1960s, the use of these physical modalities, rather than psycho-

analysisorextendedpsychotherapyaimedat resolving the intra-

psychic conflict believed to underlie the transsexualism, and its

associated implicit homosexuality, remained controversial and

politicized.Forexample,thefirstuniversityaffiliatedtransgender

program, at Johns Hopkins University, was founded in the 1960s

and then disbanded in an ideological sea change in 1979 (though

gender identity concerns subsequently became part of the scope

of practice of the Johns Hopkins Sexual Behaviors Consultation

Unit). Psychiatrists and psychologists approached individuals seek-

ing medical services for gender transition idiosyncratically, with-

outconsistencyinregardtorecommending,orattemptingtodissuade

the use of, hormonal and surgical treatments. Several recent reviews

andpolicypapers(Drescher,2010;Lev,2009;Meyer-Bahlburg,

2009; Zucker, 2010) have described the intertwined clinical and

political difficulties that existed in that era.

The Harry Benjamin International Gender Dysphoria Associa-

tion (HBIGDA) was founded in 1979, to address the need for pro-

fessional guidance in treating individuals with GID. SOC were

developed by an international consensus panel, initially for the

purposeofprovidingsomeprotectiontopatientsandtheirtreating

physicians (Meyer et al., 2001). These have been subsequently

revised at intervals, with aseventh revision in process at the time

ofthiswriting.HBIGDAhasbeenre-named,andisnowtheWPATH.

The current, sixth version (Meyer et al., 2001) of the WPATH

SOC recommends evaluation by a psychiatrist, psychologist, clin-

ical social worker, or other master’s or doctoral level mental health

clinician,prior tobeginningtreatmentwithhormonalmedications.

Areas of emphasis include identifying and beginning treatment of

any pathology that may exist concurrent with the transition, and

assessing readiness for hormonal treatment based on consolida-

tion of the gender identity and demonstration of general psychi-

atricstability,sufficienttowithstandthesocialormedicalcomplications

thatmayensueduringthephysical transitionprocess.Adultsseeking

treatment with hormonal medications should also have either

engaged in psychotherapy (usually for 3 months or longer) or

have engaged in a documented period of having lived in the

psychologicalgender(a‘‘reallifeexperience’’)forat least3months.

In addition, patients should experience further consolidation of the

gender identity during this time, and make progress with regard to

any ongoing mental health problems, such as substance abuse.

They should also be considered likely to ‘‘take hormones in a

responsible manner (p.14).’’Inotherwords, theuse of hormonal

medications is regarded as part of an ongoing process of physical

and psychosocial transition, undertaken with informed consent,

in the context of mental health and general medical care.

The WPATH SOC recommends different levels of prepara-

tion for breast and genital surgeries. FTM breast surgery may be

obtained at the time of beginning hormonal treatment, as the breast

morphology will be minimally affected by use of testosterone, and

because FTM chest reconstruction may be necessary for social

presentation as a male. MTF individuals should defer breast aug-

mentation surgery until after at least 18 months of treatment with

feminizing hormones, in order to reduce the likelihood of unnec-

essaryprocedures.WPATHStandardsforpreparationforgenital

surgeryaremorecomprehensive than thoseaddressinghormonal

treatment eligibility and readiness, and the time course is longer:

12 months of hormonal therapy unless this is medically contrain-

dicated,and12monthsofreal lifeexperience.ThecurrentWPATH

SOC(version6) requiredocumentationofaGIDdiagnosisandrec-

ommendationforsurgerybytwomentalhealthprofessionals,at least

oneofwhommustbeapsychiatristordoctoral levelpsychologist.

The Oxford Centre for Evidence-Based Medicine Level of

Evidence system has been used to evaluate the evidence regard-

ing thekeycomponentsof theWPATHSOCforSRS,described

as eligibility and readiness criteria (e.g., pre-treatment psycho-

therapy, real lifeexperience, sequenceof transitionsteps), as

predictors of favorable post-surgical outcome (De Cuypere

& Vercruysse, 2009). Overall evidence supported these com-

ponents;however,thelevelofevidencewasgenerallylow,mostly

corresponding toAPAlevelDandlower.Somestudies,however,

(DeCuypereetal.,2006;Pfäfflin&Junge,1990;Smithetal.,2005a),

that tracked patients longitudinally after intervention could be cate-

gorized as APA level B. The evidence in support of gender reas-

signmentsurgery,asan‘‘effectiveandmedicallyindicated’’treatment

in casesof‘‘severeGID’’was similarly evaluated (Monstrey et al.,

2009). Results were not uniformly supportive of surgical transi-

tion, but reports of post-surgical regret have become much less

common over time; studies published since the late 1990s have

beenmoreconsistentlypositive.DuetothelackofRCTsorlarge,

well-designedfollow-upstudiesmostevidenceisestimatedtobe

atorbelowAPAlevelC.Outcomemeasuresvariedacrossthestud-

iesreviewed,butwerelargelybasedonsatisfactionandsimilarsub-

jective measures.

In2009, a consensus group ofEuropean and American endo-

crinological professional societies produced an evidence based
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practice guideline (Hembree et al., 2009) based on extensive lit-

erature review using the Grading of Recommendations, Assess-

ment, Development, and Evaluation (GRADE) system (Atkins

et al., 2004). Strong recommendations (based on GRADE cri-

teria)weremaderegardingtheinvolvementofmentalhealthpro-

fessionals in gender transition treatment, including that the diag-

nosisofGIDbemadebyamentalhealthprofessionaland that the

endocrinologistandmentalhealthprofessionalagreeontheadvis-

abilityofsurgicalreassignmentpriortosurgery.Thetypeofmental

healthprofessionalwasnotspecified.TheEndocrineguidelinenotes

that mental health professionals usually adhere to the WPATH

SOC (Hembree et al., 2009).

Someotherclinicalguidelines, suchas theVancouverTrans-

gender Health Program/Vancouver Coastal Health (Dahl et al.,

2006) also recommend full psychological, and/or psychiatric,

mentalhealthevaluationbeforegenitalsurgery.Althoughmany,

perhaps most, adults who seek transgender hormonal transition

orsurgicalproceduresmayhavesufficientmentalandemotional

well-being to manage the associated physical and experiential

impacts, the smaller number who do not may be spared devas-

tating outcomes through timely (especially pre-surgical) evalua-

tion and treatment of co-existing psychiatric illness.

The mental health evaluation component of these guidelines

is included in an effort to promote good transition outcomes

throughmanagementofthepsychologicalstressofthetransition

processandanyaccompanyingAxis Ior IIdisorders, rather than

simply through assuring accurate diagnosis of the GID as such.

In some cases, gender concerns or preoccupations are a mani-

festationofotherintrapsychicconflicts(e.g.,amalesexoffender

who covertly desires castration) or epiphenomena of other ill-

nesses (e.g., bipolar mania or psychosis with delusional beliefs

aboutgender).ArecentDutchstudyfoundthatmentalhealthpro-

fessionals most valued consultation that provided guidance in

distinguishing between transgender with concurrent psychiatric

illness and psychopathology manifesting features that could be

confusedwithGID(Campoetal.,2001,2003).Similarly,aBritish

psychiatrist was sanctioned by the General Medical Council for

prescribinghormonalmedicationsandrecommendingsurgeries

basedoninsufficientevaluation, incasessuchas thosedescribed

above, tothedetrimentofthepatient; ineffect, forfailingtofollow

the WPATH SOC current at the time (Dyer, 2006, 2007).

Although clinical guidelines that restrict access to hormonal

or surgical treatments may reflect a variety of implicit assump-

tions regarding the experience of persons who transition gender,

one important basis for their development has been the finding

that, although GV is not in itself evidence of medical or psychi-

atric pathology, neither is it protective from concurrent psychiatric

illness (Cole,O’Boyle,Emory,&Meyer,1997;Hepp,Kraemer,

Schnyder,Miller,&Delsignore,2005;Kerstingetal.,2003;Wallien,

Swaab, & Cohen-Kettenis, 2007). Further, Meyer (2009) notes

that although some clinicians have observed that proceeding with

transition planning can sometimes alleviate other Axis I related

symptoms(Coleetal.,1997;Kuiper&Cohen-Kettenis,1998;Landen

etal.,1998;Olsson&Moller,2003;Pfäfflin&Junge,1998),others

have reported lower likelihood of good long-term outcome (e.g.,

poor adjustment or regret) when concurrent disorders are present.

It isprobablethatbothfindingshavevalidity.Gendertransitioncan

foster social adjustment, improve self-esteem, and relieve the

anxiety and mood symptoms that can accompany gender dys-

phoria, but significant co-occurring mental illness can mitigate

against positive outcomes of any medical treatment, whether or

not it is related to gender identity. Bockting et al. (2007) provide

an approach to consultation regarding gender transition, includ-

ing a list of co-occurring factors that should be specifically eval-

uated,suchasassociatedobsessive–compulsivefeatures,delusions

aboutsexorgender,dissociation,personalitydisorders,Asperger’s

disorder and internalized homophobia. Their approach has sub-

stantial face validity and is consistent with general principles of

psychiatric diagnosis, although it is supported primarily by low

levels of evidence (generally level D and below).

Other Options Prior to Initiating Hormones Although the

WPATHSOChavebeenutilizedinclinicalpracticewithgender

transitioningpersons inavarietyofgeographicareasandsettings,

theirimplementationpresupposessignificantresourcesonthepart

of the individual seeking transition. Many people who seek hor-

monal treatment have neither the funds to obtain a psychiatric

evaluation and 3 months of psychotherapy nor insurance cover-

age of mental health services. However, both estrogens and andro-

gens are available via the internet, over the counter in Mexico and

other countries, without prescription in certain settings (e.g., testos-

terone preparations at some gyms), and through veterinary sup-

ply. Individuals who lack financial resources, or who do not wish

to participate in usual medical and mental health care for other

reasons, therefore, have the option of self-treatment with infor-

mallyobtainedhormonepreparations.Thisentailssignificantmedical

risk. Potential problems include needle sharing (Sebastian, 1999)

aswellasadministrationofinappropriatelyhighhormonedosages

together with lack of monitoring for deleterious hormonal effects

(Lawrence,2007).Despitetheapparentwidespreaduseofnonpre-

scribed hormonal preparations (reviewed by Lawrence, 2007),

there is currently little information available concerning com-

plicationsofthispracticegiventhatitoccursoutsideofthemedical

setting.Somecliniciansandpracticeshaveadoptedaharmreduc-

tionmodelofhormonalcareforgendertransitioningpersons,con-

sistingofhormoneprescriptionandbasic laboratoryserviceswith

few additional treatment requirements on the part of the patient.

The Protocols for Hormonal Reassignment of Gender of the

Tom Waddell Health Center (TWHC) note that‘‘[t]here exists a

largegroupofindividualsself-identifiedastransgenderswhoare

at high risk for HIV transmission, are homeless or nearly home-

less, and who are in need of general primary care services. This

group has historically been averse to accessing medical services

for a number of reasons…’’(Tom Waddell Transgender Team,

2006). The decision regarding hormone prescription is, there-

fore, left to the individual physician or nurse practitioner, based
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onpsychosocialevaluation,physicalexamination,andinformed

consent. However, psychiatric evaluation is required for adoles-

cents, with family participation unless the youth is legally eman-

cipated. Although specific data regarding measurable aspects of

treatmentsuccessfromthisapproachhavenotbeenpublished,the

authorsoftheTWHCprotocoldocumentation(2006)notethattheir

center has treated nearly 1,200 patients, with over 400 in active

medical care. Most practices that use similar treatment approa-

ches are located in urban centers with substantial populations of

high risk transgender adults and youth. Evidence regarding the

effectiveness of these approaches is currently lacking with regard

to treatmentofgenderdysphoria, thoughtheharmreductionbasis

issimilartootherevidence-basedpublichealthprogramsaimedat

reducing HIV risk.

In some settings, psychiatric or psychological evaluation is not

requiredprior to initiationofhormonal therapies, if theprescribing

clinician is able to assume responsibility for the associated aspects

of mental health care. For example, in the Transgender Health

Program of Vancouver Coastal Health (Dahl et al., 2006) primary

care providers, including family physicians and nurse practitio-

ners, may choose to have sole responsibility for evaluating eligi-

bility and readiness for hormone therapy, and for initiating and

monitoring this treatment, if their clinical expertise and practice

structure support this level of involvement. (In this protocol, nurse

practitioners may prescribe estrogens but not androgens.) How-

ever, the British Columbia Medical Services Plan will not approve

applications for transgendersurgicalcoverageunless this is recom-

mendedby twopsychiatristsoronepsychiatrist andonePh.D.psy-

chologist, all of whom must be registered with the Plan (Bockting

et al., 2007). Evidence regarding the efficacy of this approach is not

available, though the pre-surgical criteria are similar to the WPATH

SOC in some respects.

Some practices employ a modified treatment protocol, such

as a medical evaluation with hormone prescription, followed

by a later visit with a mental health provider, for at least some

transgender patient groups. In New York City, the Callen-Lorde

Community Health Center treatment protocol for hormone ther-

apy for‘‘men of transgender experience, hormone experienced’’

provides an example in that regard (Callen-Lorde Community

Health Center Transgender Health Program Protocols, unpub-

lished,2009).Otherphysicians informallywaiveanyrequirement

for mental health evaluation if the individual has already been

usinghormonalmedicationsforasubstantial lengthof time,even

if theywereobtainedwithoutprescription.Somecliniciansplace

averyhigh emphasisonpatient autonomy,andprovidehormone

prescriptions on patient request, unless a strong medical contra-

indication is present. This is consistent with the principles artic-

ulated by the International Conference on Transgender Law and

EmploymentPolicy, Inc.(ICTLEP)(InternationalConferenceon

TransgenderLawandEmploymentPolicy,1997).Nostudiescom-

paring treatment guided by these different policies have been

carried out with respect to any outcome measure.

Fraser (2009) has recommended expanded use of the internet

foreducationandpsychotherapyfor transgenderpersons,andfor

clinician training in transgender mental health care. The creation

of ‘‘gender specialists’’among masters and doctoral level clini-

cianshasbeensuggestedbyLev(2009).Althoughthegenderspe-

cialist was conceptualized as having a supportive/informed con-

sent role, rather than acting as a‘‘gatekeeper,’’letters of recommen-

dation would be required prior to the initiation of hormonal and

surgical treatments. Thus, the distinction between this role and

that of gatekeeper is subtle. Evaluation by a mental health profes-

sional would still be required prior to receiving desired medical

treatments.Althoughthe informaluseof theterm‘‘genderspecialist’’

appears tobe increasingamongsomemental-healthpractitioners,

formalization seems unlikely in the near future given the absence

ofconsensusregardingformal trainingrequirements, traininginsti-

tutionsandlicensingbodies.TheTaskForcedoesnotsupportdevel-

opment of specific gender specialist criteria or certification as this

might inadvertently create restrictions for mental health profes-

sionals already working with patients with GV/GID.

MentalHealthEvaluationPrior toSurgicalCare Atthe time

of this writing, many surgeons performing genital gender reas-

signment surgery in the United States utilize the WPATH SOC

(version 6) as part of the pre-operative evaluation, though these

areneithermandatorynoruniversallyaccepted,andsomesurgeons

select patients through other means. In some other countries, sur-

gical eligibility criteria are even more stringent than the WPATH

SOC, such as the requirement by the British Columbia Medical

Services Plan that both evaluating clinicians be of doctoral level

and approved by the Plan, and at least one a psychiatrist. Waiver

of thementalhealthevaluationhasbeenrecommendedasamatter

ofpolicy(ICTLEP,1997)oronethicalgrounds (Hale,2007)but it

is not clear that either of these arguments has gained extensive

support within the surgical community. No direct evidence is

available to address the safety and efficacy of evaluation for suit-

ability for surgery by the surgeon, without the assistance of mental

healthprofessionals, thoughLawrence’s(2003)workissomewhat

related.

Given themagnitudeofbodilychange involved, itsprofound

socialsignificance,andtheirreversiblenatureoftheseprocedures,

itseemsunlikelythatmanymoresurgeonsintheUnitedStatesand

Europe will decide to perform genital reassignment surgeries

without pre-operative mental health consultation, prior hormonal

transition and real life experience, or some other substantial eval-

uative process. However, it should be noted that the ultimate deci-

sion regarding whether or not to operate in a particular case rests

withthesurgeon,i.e.,heorshecandeclinetoperformsurgeryeven

if the patient has been recommended according to the WPATH

SOCorotherevaluativemeans.AsGreen(1999)hasnoted,‘‘Ifgender

patients can procure surgeons who do not require psychiatric or

psychologicalreferrals,researchshouldaddressoutcomesforthose

who are professionally referred versus the self-referred.’’
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GV in Persons with Somatic Disorders of Sex

Development (Intersexuality)

Heino F. L. Meyer-Bahlburg, Dr. rer. nat., and William Byne,

M.D., Ph.D.

Overview

Theprocessofdecisionsongenderassignmentatbirth is strongly

emphasized in theclinicalmanagementof individualswithsomatic

disorders of sex development (DSD)—the term includes, but is not

limited to,whatwasformerlycalled intersexuality.Patient-initiated

gender reassignment at later ages, from late pre-school age through

adulthood, varies with the specific DSD syndrome, from 0 % to

about two-thirds of persons (Meyer-Bahlburg, 2005b). Among

individualswhomeetDSM-IV-TRcriteriaAandBforGID,those

who have a DSD differ markedly in several respects from those

who do not. These differences include variations in presentation,

medicalimplications,andclinicalcontext(Meyer-Bahlburg,2009).

Asaconsequence, thefourtheditionoftheDSM-IV-TR(American

Psychiatric Association, 2000) placed individuals with gender dys-

phoria and a DSD under the category GIDNOS, rather than under

the more specifically defined term, GID. GIDNOS is commonly

used also for individuals without a DSD who meet some but not

all required GID criteria (often referred to as ‘‘subthreshold

cases’’). Thus, GIDNOS is often applied to both groups of indi-

vidualswithaDSDandgenderidentityconcerns,thosewhomeetall

required GID criteria A and B, and those who meet only some

of them. As the DSM-5 will be published in 2013 at the earliest

and the revision process is in progress at the time of this

writing, the current discussion will use the DSM-IV-TR for-

mulations. Given the very limited literature on DSD-related GID

andthefact that sexreassignment in individualswithDSD-related

GID can occur at any age, we will deviate from the strictly age-

definedoutlineof theprevioussections, andwillpresent theDSD-

related issues in a more integrated fashion.

The present discussion will be limited to individuals with

DSDs who present withclinically significantgenderdysphoria

or frank desire for gender reassignment. Clinical management

of gender reassignment of such patients overlaps to some extent

with that of persons with GID in the absence of a DSD. However,

for individuals with a DSD, there are fewer barriers to legal gender

reassignment, and the barriers to hormonal and surgical treatments

inconjunctionwithgenderreassignmentaremuchlower.Anexam-

ple would be a 46,XY individual who was born with penile agen-

esis, assigned to the female genderand gonadectomized, although

the testes were entirely normal and had provided for male-typical

androgenexposureofthefetalbrain,andwhochoosestotransition

to the male gender in late adolescence (Meyer-Bahlburg, 2005a).

Another example would be a 46,XX legally female individual

with congenital adrenal hyperplasia (CAH) and an associated

historyofmarkedfetalmasculinizationandmarkedpostnatalvir-

ilization (due to insufficient cortisol replacement therapy) who in

adulthood requests reassignment to the male gender (Meyer-

Bahlburg et al., 1996).

Asillustratedbytheaboveexamples, several factorscontribute

to the lowered threshold for gender reassignment in individuals

with a DSD. One is the fact that many of the underlying medical

conditions require hormone administration as part of routine care.

Moreover, many DSD syndromes involve infertility, which may

either be congenital or due to gonadectomy performed according

to past or present management guidelines (e.g., because of cancer

risk) (Hughesetal.,2006). In addition, genital surgeryhas often

been performed in infancyso thatgenitalanatomymoreclosely

corresponds to the assigned gender and is suitable for penile-

vaginal intercourse at a later age (Hughes et al., 2006; Speiser

et al., 2010). Legal and medical gender reassignment of individ-

uals with a DSD may therefore take place at much younger ages

than in persons with GID in the absence of a DSD. The evolution

of clinical thinking and management guidelines concerning the

indications for gonadectomy and genital surgery in infancy, and

current controversies in theseareas, arediscussed inseveral recent

reviews (Diamond & Beh, 2008; Frimberger & Gearhart, 2005;

Hughesetal.,2006;Meyer-Bahlburg,2009;Preves,2003;Reiner,

2004;Speiseretal.,2010;Sytsma,2006;Wiesemannetal.,2010).

Decisions regarding hormonal and surgical procedures are com-

plicated by the highly variable somatic presentations of the many

diverseDSDconditions.Areviewof thesesyndromes is beyond

the scope of the present review (see Grumbach, Hughes, & Conte,

2003). In addition, appropriate mental health care includes the

often delicate task ofdisclosure of the medicalhistory along with

psychoeducationabouttheunderlyingbiologicalcondition(American

Academy of Pediatrics, 1996; Meyer-Bahlburg, 2002a, 2008).

Severalmajorclinicalmanagementconcernsthatarisewithpatients

with a DSD who experience gender dysphoria can be expected to

profit from mental health interventions treatment and guidelines.

These include: (1) theevaluationofgenderand therespectivepsy-

chiatricdiagnosis, ifany,incaseswithincongruencebetweengender

identity and assigned gender. This issue will be addressed largely in

DSM-5 and only briefly touched upon in this report; (2) the process

andvalidationofdecisionsregardinggenderreassignment,including

the identification and validation of the criteria on which such

decisions are based; (3) the management of clinically signifi-

cant gender dysphoria in individuals with a DSD who do not

transition to gender change; (4) selected psychological and psy-

chiatric aspects of the endocrine management of puberty in the

context of gender reassignment; (5) selected psychological and

psychiatricaspectsofcare involvinggenitalsurgeryin thecontext

of gender reassignment; (6) psychological implications of gonadec-

tomy and their management; (7) disclosure of the DSD and treat-

menthistory to thepatient; (8) the impactof DSDsupportgroups;

and (9) the qualifications of professionals who provide mental

healthservices topatientswithDSDsandgender-identityconcerns.

TreatmentofindividualswithDSDs,ingeneral,needstoaddress

a variety of additional issues with mental health implications.

Among these are the management of the gender assignment at
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birth and its implications for the risk of developing gender dys-

phorialater; theclinicalandethicalissuesinvolvedinthedisclosure

of medical history and biological status to the patient; the patient’s

self-disclosure to others; evaluation and management of any asso-

ciatedpsychiatricconditions,especiallydepressionandsuiciderisk;

themanagementofDSD-relatedstigma;assessmentofadherence

to hormone-replacement therapy and reasons for non-adherence;

providing continuity of care from childhood and adolescence into

adulthood; and many others (Meyer-Bahlburg, 2008; Sytsma,

2006; Wiesemann et al., 2010).

Gender Evaluation

The assessment of gender-related behavior and identity in indi-

viduals with DSDs has been greatly improved by the develop-

mentofanumberofpsychometricallysoundquestionnairesand

interview schedules, based on self-report or parent report (e.g.,

Deograciasetal.,2007;Zucker,2005).Theevaluationprocedures

and related clinical considerations have been described in several

publications(ConsortiumontheManagementofDisordersofSex

Development,2006a;Meyer-Bahlburg,2008;Money,1994;Uslu

et al., 2007). The validation of such gender-assessment tools is

based primarily on the demonstration of significant differences,

preferablywithlargeeffectsizes,between:(1)malesandfemales

in general; (2) individuals with gender dysphoria who do not

have a DSD versus control individuals without either gender

dysphoria ora DSD (separately for males and females); and (3)

later,whenavailable,betweenindividualswithbothaDSDand

gender dysphoria and controls.

Clinical experience has demonstrated that, in children and

young adolescents, the evaluation of gender identity and related

medical decisions regarding potential hormonal and surgical treat-

ments requires cautious shielding of the young patient from family

andpeerpressures.Strongrapportbuildingisalsorequiredbythe

clinicianwho mustavoidunwittingly‘‘leading’’the child or ado-

lescent.Theprocessdemandsanextensivecommitmentof time.

To date, no systematic studies of related techniques and their

outcomes are available.

Decisions on Gender Reassignment

When an individual with a DSD meets GID criteria A and B of

DSM-IV-TR,theclinicianandthepatient,orinthecaseofminors,

the primary caregivers and the clinician (with the child’s partici-

pation increasing with cognitive maturation), through discussion

arrive at a consensus regarding a decision for or against gender

reassignment. In this context, reassignment usually means‘‘reas-

signment’’tothe‘‘othergender’’relativetothepatient’snatalorlegal

gender, although occasionally adult patients self-identify as‘‘nei-

ther-nor,’’‘‘thirdgender,’’‘‘intersex,’’or some other category that

implicitly rejects an exclusively binary system of gender classi-

fication.Thisdecision isalso influencedbyanumberof factors in

addition to the A and B criteria. These include: (1) the known or

assumed implications of the individual’s particular DSD syndrome

for genetic and hormonal effects on the sexual differentiation of the

brainandbehavior(Hines,2004);(2)availableknowledgeregarding

the long-term gender outcome of other individuals with this partic-

ularsyndrome(e.g.,likelihoodoflongtermsatisfactionwiththenew

gender identity and/or gender role versus regret and request for re-

transition,degreeofconfidenceinone’sgenderidentity,etc.);and

(3) the potential benefits and risks of gender-confirming genital

surgery.

Readiness criteria for the various steps of gender reassign-

ment, for instance in terms of cognitive and emotional develop-

ment, especially in children and adolescents, have not been for-

mulated for individuals with DSDs. Clinical experience and pub-

lished case reports suggest that these factors should be considered

alongwith thedurationandconsistencyofgenderincongruence

and desire for gender change. In addition, different cultures and

even subcultures within a given country, may differ in the pre-

vailinggender categories and thesalienceand weightof criteria

usedindecisionmakingongenderassignment(Lang&Kuhnle,

2008).

A stringent evaluation of gender reassignment decisions by

RCT with long-term follow-up has never been attempted. More-

over, suchastudy ishighlyunlikely tobeperformedforavarietyof

reasons. These include the distress likely to be involved when

gender assignment is done randomly rather than based on what

clinicians and parents decide on as best on the basis of existing

information, the expected low participation rate, and the large

costsof long-termfollow-up.Ashort-termwaiting-list type study

design might be acceptable to an IRB, but would be logistically

difficult to implement and probably not even very informative

given the slow processes involved in gender development. A

less stringent validation of gender reassignment decisions (with-

out RCT) in terms of long-term gender outcome by systematic

prospective follow-up studies into at leastmid-adulthood has also

not yet been made, because of the obvious logistical and financial

problems involved.

Long-term follow-up studies of gender outcome that are avail-

able at this time include individual case reports (e.g., Meyer-

Bahlburgetal.,1996;Money,1991).Therearealsoone-timecross-

sectional studies, such as follow-up of all patients seen within a

clinic starting at birth or any time later (e.g., Frisen et al., 2009;

Meyer-Bahlburg,Dolezal,Baker,Ehrhardt,&New,2006;Migeon

et al., 2002; Schutzmann, Brinkmann, Schacht, & Richter-Appelt,

2009; Warne et al., 2005) or studies of patients recruited from

supportgroups or frommultiple sources, without analyzing sys-

tematicallyforpatient-initiatedgenderreassignment(e.g.,Brinkmann,

Schweizer, & Richter-Appelt, 2007; Jurgensen, Hiort, Holterhus,

&Thyen,2007;Richter-Appelt,Discher,&Gedrose,2005).These

studies typically cover a wide range of ages. Moreover, the time

intervals between assignment and follow-up vary widely, and

there are usually no attempts to do case–control comparisons of

peoplewith thesamesyndromeand thesamedegreeofsyndrome

severity in terms of genital atypicality. Missing altogether is a
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validationof thespecificcriteriauponwhichgenderreassignment

decisions in patients with DSDs have been based (e.g., which fac-

tors best predict a stable gender identity and/or quality of life).

The best available evidence is a combination of Levels [B] Clin-

ical trial (with reassignment as the intervention for gender-dys-

phoriccases)and[C]Longitudinalfollow-up,withoutanyspecific

interventionforcaseswithoutgenderdysphoria.Theseobservational

follow-up studies often have significant methodological weak-

nesses, including small sample sizes, syndrome heterogeneity,

high attrition rates in long-term follow-ups, large variations in

the follow-up intervals, and non-comparability of (reassignment)

cases and (non-reassignment) controls and across syndromes in

reassignment-relevant medical characteristics and/or social con-

texts.Afewsummaryreportsintegratedatafromaccessibleexisting

case reports and small-group studies and, thereby, fit the APA

evidence category of [F] Review (e.g., Cohen-Kettenis, 2005;

Dessens et al., 2005; Mazur, 2005; Meyer-Bahlburg, 2005a, b).

The GRADE system of evidence categorization (Swiglo et al.,

2008) is not applicable because a systematic analysis of the risk/

benefit ratio has typically not been attempted in these reports.

Gender Dysphoria Without Transition to Gender Change

Asgenderrolesinindustrializedsocietieshavegainedflexibility

and the (non-DSD) transgender spectrum has diversified, the spec-

trum of gender outcomes in patients with DSDs has also expan-

ded. Gender dysphoria does not always lead to gender reassign-

ment and, even if legal gender change is obtained, the individual

maynotnecessarilyseektoobtainallfacetsofavailablehormonal

and surgical treatment. By wayof self-reflectionalone, or in con-

junction with discussions in support groups or psychotherapy ses-

sions, the patient may decide against a gender transition altogether

oronlyforapartialtransition.Nosystematicworkhasaddressedthe

psychological processes underlying such decisions in patients with

DSDs.

Gender Reassignment and the Endocrine Management of

Puberty

InyoungpersonswithgenderdysphoriawhodonothaveaDSD,

the aversive reaction to endogenous puberty is considered an indi-

cator of cross-gender identification and recent years have seen an

increase in the use of pubertal suspension, mostly by the adminis-

tration of GnRH analogs, to give the early adolescent more time to

come to a conclusion regarding gender reassignment, to reduce the

development of unwanted secondary sex characteristics before

cross-sexhormonetreatmentisstarted,andtoreducetheemotional

distressassociatedwithsuchdevelopments(Hembreeetal.,2009).

Medical suspension of puberty is not relevant to the manage-

ment of gender dysphoria in patients with DSDs who do not have

functional gonadal tissue (whether congenitally or due to gonad-

ectomy).However, suchanapproachcould, inprinciple,becon-

sidered for patients with functioning gonadal tissue and a DSD

suchas46,XXCAH,where theexcessandrogenproductionof the

adrenal is suppressed by glucocorticoid replacement therapy, but

no such study has been published to date. It is noted, however that

some adult patients with 46,XX CAH have simply stopped taking

glucocorticoids to self-induce somatic virilization (Meyer-Bahlburg

et al., 1996). In hypogonadal or agonadal persons with a DSD,

puberty is usually induced by sex-hormone treatment, and when

the decision for gender reassignment has been made, the sex-

hormone treatment is done in line with the gender desired by the

patient.Thedetailsof sex-hormoneadministration(specificmedi-

cation, dosing, and mode of administration) are decided by the

endocrinologist.Onpsychologicalgrounds,theagewhenthepatient’s

peers begin noticeable pubertal development is usually recom-

mendedas thestartingage for the initiationofpuberty inpatients

withDSDs.Thesupportingevidencefor this isclinicalexperience

and some evidence from early observational follow-up reports of

patients with Turner’s syndrome or hypopituitarism and late-ini-

tiated puberty (summarized in Meyer-Bahlburg, 1980), not based

onsystematicstudy.However, suchearly timingmightalsoberec-

ommended on the basis of recent data on non-human mammals

showing continued capacity of the brain for organizational effects

of sex hormones which gradually diminishes from early puberty to

adulthood(Schulz,Molenda-Figueira,&Sisk,2009).Anumberof

retrospective studies have reported past periods of gender uncer-

tainty in patients with DSDs who at the time of later evaluation in

adulthoodwerecontentwiththeiroriginallyassignedgender(Meyer-

Bahlburg et al., 2004; Richter-Appelt et al., 2005; Wisniewski,

Migeon, Malouf,& Gearhart, 2004).Whether the resolution of

such transient gender uncertainties of patients with DSDs is sup-

ported by sex-hormone treatment and its timing or other factors

has not been studied. The question of postnatal hormone effects is

raised in this context. For example, female-assigned 46,XX indi-

viduals with CAH who transition gender at later ages tend to be

those with a history of high postnatal androgen exposure. Causes

of such high exposure include delayed onset of glucocorticoid

treatment or prolonged interruption of treatment (usually due to

theunavailabilityofappropriateservicesoralackofmoney),even

if their prenatal androgen exposure and their genital masculini-

zation at birth were not extreme (Meyer-Bahlburg et al., 1996).

Availableevidenceisyettoolimitedforfirmconclusionsregarding

theroleofpostnatalsex-hormoneexposureingenderidentitydevel-

opment.

Gender Reassignment and Gender-Confirming Genital

Surgery

Detailed case reports (e.g., Money, 1991), clinical observations

(e.g., Warne &Bhatia, 2006), and thefirst systematic qualitative

studies(Frisenetal.,2009;Karkazis,2008;Meyer-Bahlburgetal.,

2009; Preves, 2003) have documented the widespread social stig-

matization inpatientswithDSDs,which is inpart related togender-

atypicalappearance,especiallyof thegenitals.The‘‘optimalgender

policy’’forthemanagementofDSDintroducedinthemid-1950sby
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John Money and colleagues at Johns Hopkins included recom-

mendationsforcorrectivegenital surgery inearlychildhood.The

aim was to bring the genital appearance in line with the assigned

gender inorder to facilitate theacceptanceof thechildasamember

of theassignedgender inthesocialenvironment.Thiswould, inturn,

facilitate gender-appropriate rearing, and, thereby minimize the

occurrence of later body image problems and gender doubts on

thepartof thepatient.Anadditionalaimwastoprovidethecapacity

forpenile-vaginal intercourse inadulthood.Because itwaseasier to

surgically construct a vagina than a penis, this policy entailed a bias

towards female assignment in 46,XY patients with a DSD and a

markedlyundersizedphallus (anextremeexample is thesyndrome

of penile agenesismentionedearlier). In the last15years, testimonials

of individuals with DSDs whose care followed the‘‘optimal gender

policy,’’detailed case reports, and long-term observational follow-

up studies on gender outcome and sexual functioning have raised

significantdoubtsabout thepolicy(Meyer-Bahlburg,2005b).Many

patients initiate gender change later despite early gender-confirming

surgery, especially among 46,XY patients raised female (although

thefrequencyvariesconsiderablywiththeparticularDSDsyndrome).

Furthermore,bodyimageproblemsandevenstigmatizationcanoccur

despiteearlygenital surgery,especially if the latter isnotwelldone.

Additionally, genital surgery entails a significant risk of impaired

sexual functioning, which has led to a rethinking of gender assign-

ment decisions in newborns and increased conservatism regarding

genitalsurgery(Hughesetal.,2006;Meyer-Bahlburg,2002a;Preves,

1998), aprocess that is still ongoing. In thecourseof thisdebate,

numerousoutcome studiesofgenital surgery in individuals with

DSDs have been published, which increasingly evaluate not only

cosmesis (i.e., qualityof theanatomicoutcome)butalso functional

outcome(Crouchetal.,2008;Gastaudetal.,2007;Karkazis,2008;

Minto, Liao, Woodhouse, Ransley, & Creighton, 2003; Sircili

et al., 2006). Yet, the surgical techniques utilized are highly var-

iable; theexistingcross-sectionalfollow-upstudiesusuallyinvolve

onlymodestsamplesizesofpatientswithDSDs,oftenwithconsid-

erable variability in the particular DSD syndromes represented

among the subjects as well as in the ages at evaluation; RCT

approaches to compare surgical techniques, even for cosmetic

outcome, have not been attempted; and the existing follow-up

studies commonly do not even attempt to systematically com-

pare different surgical techniques. It is, therefore, difficult to

draw conclusions sufficient for evidence-based recommenda-

tions. This applies especially to the numerous functional out-

come criteria that are of clinical relevance (Meyer-Bahlburg &

Blizzard, 2004). The question of optimal timing of such geni-

tal surgery runs into similar difficulties, and existing consen-

sus recommendations are uncomfortably nonspecific (Hughes

et al., 2006; Speiser et al., 2010). While many aspects of the

evaluation of surgical technique fall within the purview of sur-

gery, the indications and patient readiness for surgery as well as

the impact of surgery on sexual satisfaction and psychological

well-being should ideally involve mental health professionals.

Considerationsof theimplicationsofapatient’spresentoremerg-

ing sexual orientation are also typically missing in existing dis-

cussions regarding the indications for genital surgery. The capa-

city for penile-vaginal intercourse may be valued differently dep-

ending on the sexual orientation of the individual, especially rel-

ative to all the difficulties that the required surgeries sometimes

entail (Consortium on the Management of Disorders of Sex Deve-

lopment, 2006b).

Psychological Implications of Gonadectomy

Particularly in DSD syndromes involving Y chromosomes, var-

iousformsofgonadaldysgenesis,gonadaldysfunction,and/orthe

risk of malignant transformation, removal of the gonads may be

recommended regardless of sex reassignment decisions (Brown

&Warne,2005;Hughesetal.,2006).Althoughthereisarichnon-

DSD literature on the consequences of infertility, gonadectomy,

and iatrogenic and endogenous hypogonadism, there has been no

systematic study of these issues in individuals with DSDs, except

for theinclusionofrelatedclinicalobservationsinoccasionalcase

reports.

Disclosure of the DSD History

Because of thepotentialofDSD-related social stigmatization and

self-image problems, the‘‘optimal gender policy’’of the Johns

Hopkinsgrouprecommendedthatprovisionofinformationonthe

biological status and medical information about the child with a

DSD be limited to a few family members along with a carefully

paced disclosure to the patient him/herself and detailed sugges-

tionsondisclosureprocedures(e.g.,Carmichael&Ransley,2002;

Money,1994).AlthoughMoneyrecommendedfulldisclosureby

the time a child completed high school unless there were signifi-

cant cognitive limitations, our experience is that other clinicians

frequently advised permanent withholding of disclosure from the

patient, and sometimes even from the parent. This approach has

been challenged on ethical grounds, is clearly at variance with the

patients’ rights movement of recent decades, and may entail seri-

ousmedicalrisks.Thisapproachmayalsoleadtoasituationwhen

an adult discovers his/her DSD status in a setting that does not

includemedical supervision(e.g., self-initiatedreviewofmedical

records, self-diagnosis with the aid of web-based materials or

internet contacts). Moreover, many case reports and patient tes-

timonialshavedocumented thenegativepsychologicaloutcomes

of such secrecy–for example, shame, distress to the point of suici-

dality, and distrust of primary caregivers and doctors, the latter in

some patients leads to avoidance of routine medical services

altogether(Garrett&Kirkman,2009;Money,1991;Preves,2003;

Schutzmann et al., 2009). Yet, the questions of timing and tech-

niques of disclosure, as described, for instance, by Money (1994)

and Meyer-Bahlburg (2008), have never undergone systematic

study, and formal clinical trials are highly unlikely, given the dif-

ficult logistics of such trials with patients with rare disorders as

well as the complexity of clinical considerations involved. For
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quite a few patients with DSDs and gender uncertainty or gender

dysphoria, the disclosure of their medical information can be of

help to their understanding of their behavioral gender atypicality,

and may add arguments to their initiation of gender change, but

this has been documented only in occasional case reports, not by

systematic studies.

DSD Support Groups

FeelingsofisolationarewidespreadamongpersonswithDSDs,as

in individuals with other uncommon medical conditions. Clinical

experience and many patient testimonials have documented the

tremendousbeneficialeffectsmanypeopleexperiencewhenthey

are finally able to contact or meet face-to-face with others with

the same or a similar condition through a DSD support group

(e.g.,Dreger,1999;Garrett&Kirkman,2009;Preves,2003).Such

groups are usually organized by persons with DSDs or their fam-

ilies,ratherthanbymedicalormentalhealthprofessionals.Despite

the emotional relief that they can provide, support group contacts

may also sometimes cause additional concerns (Meyer-Bahlburg,

2008). For instance, the composition of the group (e.g., the DSD

syndromesrepresentedwithinthegroup,thepersonalitiesofgroup

members) may not meet the patient’s expectations, and the infor-

mation provided may not always be correct. Thus, patients who

choose to participate in support groups should be encouraged to

check back with their clinicians if they receive conflicting infor-

mation or advice. Systematic research on the value of support

groups in the clinical management of persons with DSDs has

not yet been done.

Qualifications of Providers of Mental Health Services

Theselectedtopicsaboveprovideacursoryoverviewoftheissues,

mental-health professionals (psychiatrists, psychologists, social

workers, etc.) ought to be familiar with and able to manage clini-

cally. Althoughrecentmedicalguidelinesemphasize theneedfor

mental-health service providers with expertise in this area of care

(Hembree et al., 2009; Hughes et al., 2006; Speiser et al., 2010),

currently, very few mental health professionals are knowledge-

able about treatment of persons with GID, and even fewer have

much clinical experience with individuals with DSDs who have

gender identity concerns. Given the dearth of specialized mental

health service providers in this area, the gender evaluation and

preparation for management decisions, including hormone treat-

ment and genital surgery, are primarily made by endocrinologists

and surgeons. Currently, there exist no formal programs for spe-

cializedtrainingofmental-healthpersonnel inthisarea.ThisTask

Forcestronglyendorsestheinvolvementofpsychiatristsandother

mental health professionals in the care of persons with DSDs and

gender dysphoria; however, we conclude that it is premature to

recommend detailed guidelines on required qualifications. To do

so might jeopardize existing providers rather than contribute to

closingthegapin theavailabilityofmentalhealthprofessionals in

this area of clinical service.
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Appendix 1: Other APA Policy Concerns Regarding GV

Inadditiontotheissueoftreatmentrecommendations,severalcon-

cerns regarding gender identity and the rights of persons who are

gendervariantarepotentialsubjectsforpolicydevelopmentwithin

the APA. These include:

1. Supportfortreatmentresourcesforgendervariantandgender

transitioningadults,andremovalofbarrierstocare,including

insurance coverage for accepted treatments, similar to AMA

HouseofDelegatesResolutions114(A-08)and122, and the

AmericanPsychologicalAssociationCouncilofRepresenta-

tives Policy Statement regarding Gender Identity, Transgen-

der and Gender Expression Non-discrimination.

2. Support for reasonable revision of identity documents for

gender transitioning persons, including United States pass-

portsandbirthcertificates,whicharecurrentlydifficulttocor-

rect.

3. Specific support for the marriage, adoption and parenting

rights of transgender and gender transitioning persons, simi-

lar to existing APA policies regarding same gender couples.

4. Support for the rightsof incarceratedpersonswhoaregender

variantorgendertransitioningtopersonalsafetyandcompre-

hensive healthcare, including transgender health services.

5. Support for transgender health services for members of the

uniformedservicesandveterans, andopposition to theuseof

transgenderorGVasgroundsfordischargeor rejectionfrom

enlistment.

6. Support for the most appropriate placement of persons who

are transgender in gender-segregated treatment facilities,

includinginpatientpsychiatricunits,residentialaddiction

treatment programs, and geriatric care centers.

7. Support for the inclusion and fair, collegial treatment of gen-

der variant persons in all aspects of professional life, includ-

ing medical schools, residency programs and fellowships in

psychiatry, and the APA.

8. Support for professional and public education regarding

transgender and GV, including:
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(a) Scientifically sound, non-stigmatizing information

about GV for patients and members of the general

public.

(b) Theinclusionofaffirming,non-discriminatory infor-

mation regarding GV and gender transition in the

curricula of medical schools and psychiatric residen-

cies and fellowships.

(c) Sponsorship of CME activities regarding transgender,

such as presentations at the APA annual meeting and

written materials in CME publications, particularly

those used for maintenance of certification (MOC).

(d) Inclusion of questions about transgender on the ABPN

certifying and MOC examinations.

(e) Tasking a specific APA Component or other group

within the APA to monitor progress with regard to

these activities.

Appendix 2: Other APA Concerns Regarding DSD

Because of the multiplicity of DSDs, the complex differences

amongthemandtheirimplicationsforintegratedinterdisciplinary

carethatincludesmentalhealthservices;becausenotallDSDsare

associated with either gender ambiguity or gender dysphoria; and

becausetheneedsof individualswithDSDsandgenderdysphoria

overlap incompletely with the needs of individuals with gender

dysphoria in the absence of a DSD, the Task Force recommends

thattheAPAcreateaseparatemechanismforassessingthemental

healthneedsofindividualswithDSDs,whetherornotgenderdys-

phoriaispresent,andforworkingtowardbetterintegrationofmen-

talhealthprofessionalsintotheinterdisciplinaryteamsthatprovide

their care.Thiswould include involvementwithparentsassoonas

theDSDcomestoattention,whichincreasinglyoccursduringpre-

gnancy.

Areasidentifiedtobeaddressedwithinthismechanisminclude

(1) psychoeducation of parents or primary caregivers; (2) assess-

mentof indicationsandreadiness forgenderconfirmingsurgeries

and procedures related to them; (3) age appropriate disclosure of

DSDstatusandrelatedmedical/surgicalhistory; (4) issuesrelated

togonadectomyandinfertility;(5)DSD-associatedstigmainclud-

ing that related to genital anomalies and other body image issues

as well as feelings of shame and guilt; (6) revealing DSD status to

others, and (7) the impact of DSD status on relationship issues

including sexual intimacy.

The recommendation to create a mechanism to address the

mentalhealthneedsofindividualswithDSDs,whetherornotgen-

der concerns are present, is not intended to exclude individuals

withDSDsfromAPArecommendationspertaining toGID,GID-

NOS or other manifestations of GV.
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Cohen-Kettenis, P. T., & Pfäfflin, F. (2010). The DSM diagnostic criteria for

gender identity disorder in adolescents and adults. Archives of Sexual
Behavior, 39, 499–513.

Cohen-Kettenis, P. T., & van Goozen, S. H. (1997). Sex reassignment of

adolescent transsexuals: A follow-up study. Journal of the American
Academy of Child and Adolescent Psychiatry, 36, 263–271.

Cohen-Kettenis,P.T.,&van Goozen,S.H. (2002).Adolescentswhoareeligi-

bleforsexreassignmentsurgery:Parentalreportsofemotionalandbehav-

ioral problems. Clinical Child Psychology and Psychiatry, 7, 412–422.

Cole, S. S., Denny, D., Eyler, A. E., & Samons, S. S. (2000). Issues of trans-

gender. In L. T. Szuchman & F. Muscarella (Eds.), Psychological per-
spectives on human sexuality (pp. 149–195). New York: Wiley.

Cole,C.M.,O’Boyle,M.,Emory,L.E.,&Meyer,W.J. (1997).Comorbidity

of gender dysphoria and other major psychiatric diagnoses. Archives of
Sexual Behavior, 26, 13–26.

Coleman,E.(1981).Developmentalstagesofthecomingoutprocess.Journal
of Homosexuality, 7, 31–43.

Coleman, E., & Cesnik, J. (1990). Skoptic syndrome: The treatment of an

obsessional gender dysphoria with lithium carbonate and psychother-

apy. American Journal of Psychotherapy, 44, 204–217.

Consortium on the Management of Disorders of Sex Development. (2006a).

Clinical guidelines for management of intersex disorders in childhood.
Retrieved from http://www.dsdguidelines.org/files/clinical.pdf.

Consortium on the Management of Disorders of Sex Development. (2006b).

Handbook for parents. Retrieved from http://www.accordalliance.

org/dsdguidelines/parents.pdf.

Crouch,N.S.,Liao,L.M.,Woodhouse,C.R.,Conway,G.S.,&Creighton,S.

M. (2008). Sexual function and genital sensitivity following feminizing

genitoplasty for congenital adrenal hyperplasia. Journal of Urology,
179, 634–638.

Dahl,M.,Feldman,J.,Jaboero,A.,Bockting,W.,Knudson,G.,&Goldberg,J.

(2006). Endocrine therapy for transgender adults in British Colum-
bia: Suggested guidelines. Retrieved from http://www.vch.ca/trans

health.

Davenport,C.W. (1986).Afollow-upstudyof10 feminineboys.Archivesof
Sexual Behavior, 15, 511–517.

DeCuypere,G.,Elaut,E.,Heylens,G.,VanMaele,G.,Selvaggi,G.,T’Sjoen,

G., … Monstrey, S. (2006). Long-term follow-up: Psychosocial out-

come of Belgian transsexuals after sex reassignment surgery. Sexolo-
gies, 15, 126–133.

De Cuypere, G., & Vercruysse, H. (2009). Eligibility and readiness criteria

for sex reassignment surgery: Recommendations for revision of the

WPATH Standards of Care. International Journal of Transgenderism,
11, 194–205.

de Vries, A., & Cohen-Kettenis, P. T. (2009). Review of World Professional

AssociationforTransgenderHealth’sStandardsofCareforchildrenand

adolescents with gender identity disorder: A need for change? Inter-
national Journal of Transgenderism, 11, 100–109.

de Vries, A., Cohen-Kettenis, P. T., & Delemarre-van de Waal, H. (2006).

Clinical management of gender dysphoria in adolescents. International
Journal of Transgenderism, 9, 83–94.

deVries,A.L.,Kreukels,B.P.,Steensma,T.D.,Doreleijers,T.A.,&Cohen-

Kettenis,P.T.(2011).Comparingadultandadolescent transsexuals:An

MMPI-2 and MMPI-A study. Psychiatry Research, 186, 414–418.

de Vries, A., Steensma, T. D., & Cohen-Kettenis, P. T. (2011). Psychiatric

comorbidity in gender dysphoric adolescents. Journal of Child Psy-
chology and Psychiatry, 52, 1195–1202.

de Vries, A. L., Steensma, T. D., Doreleijers, T. A., & Cohen-Kettenis, P. T.

(2010). Puberty suppression in adolescents with Gender Identity Dis-

order: A prospective follow-up study. Journal of Sexual Medicine, 8,

2276–2283.

Delemarre-van de Waal, H., & Cohen-Kettenis, P. T. (2006). Clinical man-

agement of gender identity disorder in adolescents: A protocol on psy-

chological and paediatric endocrinology aspects. European Journal of
Endocrinology, 155, S131–S137.

Denny, D. (1992). The politics of diagnosis and a diagnosis of politics: The

university-affiliatedgenderclinics,andhowtheyfailedtomeettheneeds

of transsexual people. Chrysalis Quarterly, 1, 9–20.

Deogracias, J. J., Johnson, L. L., Meyer-Bahlburg, H. F., Kessler, S. J., Scho-

ber, J.M.,&Zucker,K. J. (2007).Thegender identity/genderdysphoria

questionnaire for adolescents and adults. Journal of Sex Research, 44,

370–379.

Dessens, A. B., Slijper, F. M., & Drop, S. L. (2005). Gender dysphoria and

gender change in chromosomal females with congenital adrenal hyper-

plasia. Archives of Sexual Behavior, 34, 389–397.

Devor, A. H. (2004). Witnessing and mirroring: A fourteen stage model of

transsexual identity formation. Journal of Gay & Lesbian Psychother-
apy, 8, 41–67.

Dhejne, C., Lichtenstein, P., Boman, M., Johansson, A. L., Langstrom, N., &

Landen, M. (2011). Long-term follow-up of transsexual persons under-

goingsexreassignmentsurgery:CohortstudyinSweden.PLoSONE,6,

e16885.

DiCeglieD.,SturgeC.,&SuttonA.(1998).Genderidentitydisorders inchil-
drenandadolescents:Guidanceofmanagement.CouncilReportCR63

Royal College of Psychiatrists, London. Retrieved from www.rcpsych.

ac.uk/files/pdfversion/cr63.pdf.

Diamond,L.M.(1998).Developmentofsexualorientationamongadolescent

and young adult women. Developmental Psychology, 34, 1085–1095.

Diamond, M., & Beh, H. G. (2008). Changes in the management of children

with intersex conditions. Nature Clinical Practice Endocrinology &
Metabolism, 4, 4–5.

Dreger, A. D. (1999). Intersex in the age of ethics. Hagerstown, MD: Uni-

versity Publishing Group.

Dreger,A.(2009).Genderidentitydisorderinchildhood:Inconclusiveadvice

to parents. Hastings Center Report, 39, 26–29.

792 Arch Sex Behav (2012) 41:759–796

123

http://www.dsdguidelines.org/files/clinical.pdf
http://www.accordalliance.org/dsdguidelines/parents.pdf
http://www.accordalliance.org/dsdguidelines/parents.pdf
http://www.vch.ca/transhealth
http://www.vch.ca/transhealth
http://www.rcpsych.ac.uk/files/pdfversion/cr63.pdf
http://www.rcpsych.ac.uk/files/pdfversion/cr63.pdf


Drescher, J. (2010). Queer diagnoses: Parallels and contrasts in the history of

homosexuality,gendervariance,and theDiagnosticandStatisticalMan-
ual. Archives of Sexual Behavior, 39, 427–460.

Drummond,K.D.,Bradley,S.J.,Peterson-Badali,M.,&Zucker,K.J.(2008).

Afollow-upstudyofgirlswithgender identitydisorder.Developmental
Psychology, 44, 34–45.

Dyer, O. (2006). Sex change expert accused of rushing patients into surgery.

British Medical Journal, 333, 935.

Dyer, O. (2007). Gender disorder specialist is found guilty of serious pro-

fessional misconduct. British Medical Journal, 334, 1134.

Edwards-Leeper, L., & Spack, N. P. (2011). Psychological evaluation and

medical treatment of transgender youth in an interdisciplinary‘‘gender

management service’’(GEMS) in a major pediatric center. Journal of
Homosexuality, 59, 321–336.

Ehrensaft, D. (2007). Raising girly boys: A parent’s perspective. Studies in
Gender and Sexuality, 8, 269–302.

Ehrensaft, D. (2011). From gender identity disorder to gender identity cre-

ativity: True gender self child therapy. Journal of Homosexuality, 59,

337–356.

Eldh, J., Berg, A., & Gustafsson, M. (1997). Long-term follow up after sex

reassignmentsurgery.ScandinavianJournalofPlasticandReconstruc-
tive Surgery and Hand Surgery, 31, 39–45.

Eyler, E. (2007). Primary medical care of the gender-variant patient. In R.

Ettner, S. Monstrey, & E. Eyler (Eds.), Principles of transgender medi-
cine and surgery (pp. 15–32). Binghamton, NY: The Haworth Press.

Eyler,A.E.,&Feldman, J. (2008).The transsexualmale. InJ. J.Heidlebaugh

(Ed.), Clinical men’s health: Evidence in practice (pp. 561–584). Phil-

adelphia, PA: Elsevier.

Feldman, J.L. (2007).Preventative care of the transgendered patient: An evi-

dence based approach. In R. Ettner, S. Monstrey, & E. Eyler (Eds.),

Principles of transgender medicine and surgery (pp. 33–72). Bingham-

ton, NY: Haworth Press.

Feldman, J. L. (2008). Medical management of transgender patients. In H.

Makadon, K. Mayer, J. Potter, & H. Goldhammer (Eds.), The Fenway
guidetoenhancinghealthcareinlesbian,gay,bisexual,andtransgender
communities (pp. 365–392). Philadelphia, PA: American College of

Physicians.

Fisk, N. (1974). Gender dysphoria syndrome (the how, what, and why of a

disease). In D. R. Laub & P. Gandy (Eds.), Proceedings of the second
interdisciplinarysymposiumongenderdysphoriasyndrome (pp.7–14).

Stanford, CA: Stanford University Press.

Fraser, L. (2009). Etherapy: Ethical and clinical considerations for Version 7

of the World Professional Association for Transgender Health’s Stan-

dards of Care. International Journal of Transgenderism, 11, 247–263.

Freund,K.,Steiner,B.W.,&Chan,S.(1982).Twotypesofcross-genderiden-

tity. Archives of Sexual Behavior, 11, 49–63.

Frimberger, D., & Gearhart, J. P. (2005). Ambiguous genitalia and intersex.

Urologia Internationalis, 75, 291–297.

Frisen,L.,Nordenstrom,A.,Falhammar,H.,Filipsson,H.,Holmdahl,G.,Jan-
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