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This volume is dedicated to Paul Wallc!!r, Ph.D., and Robert I.

Stoller, M.D., two experts who made critical contributions to the 
understanding and tr-eatment of gender dysphoria. We thank Dr. 
Stoller for his in-depth psychoanalytic studies, and Dr. Walker for 
his far reaching compassion and care for the well being of our clients. 
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Preface 

Twenty-six years after publication of Harry Benjamin's pioneer- 
ing work The Transsexual Phenomenon (Benjamin, 1'966), it is 
appropriate to review the current status of the clinical management 
of gender dysphoria, and to determine a direction for the future. 

Paul Walker, Ph.D., and Robert J. Stoller, M.D., two clinicians and 
researchers who devoted their careers to serving the gender dysphoric 
population, died in 1991. A new generation of expea is needed to 
continue the study and treatment of this complex phenomenon. In our 
educational activities we have encountered a growing interest among 
professionals and students in gender dysphoria and its implications for 
theories of sexual identity development and sexual health care. New 
developments in clinical sexology and a growing interdisciplinary ap- 
proach to treatment have set the stage for a deeper understanding of the 
intense discomfort gender dysphoric clients endure. These advances 
also have indicated new avenues for treatment. 

We invited an international pool of clinicians and researchers 
specialized in the area of gender identity disorders to submit con- 
tributions on their current treatment approaches. The result is this 
special volume, with a selection of eight articles. 

Ira Pauly, whose publications on the clinical management of 
gender dysphoria go back to 1965, opens the collection with a 
review of terminology and classification of gender identity disor- 
ders, and a discussion of the current controversies over the pro- 
posed classification for DSM-IV. Given his central role in the con- 
ceptualization and treatment of gender dysphoria, Dr. Pauly 
presents an authoritative perspective on the evolution of the field. 

The second paper, by Docter and Fleming, reports on the valida- 
tion and factorial structure of the Cross-Gender Questionnaire de- 
veloped by Richard Docter (author of Transvestites and Transsexu- 
als (Docter, 1988)) and James Fleming. This instrument is an 

O 1992 by The Haworth Press, Inc. All rights reserved. xvii 
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attempt to operationalize and measure the construct of cross-gen- 
derism as an alternative to gender dysphoria, the latter term being 
an illdefined and loosely applied construct, according to the authors. 
Docter and Fleming recommend that theories of cross-gender phenom- 
ena be linked to mainsmam psychological theory, and that until more 
systematic data are available, simplistic and incomplete diagnostic 
formulations be put aside. Such empirical testing of our theoretical 
concepts is critically important to the evolution of our field. 

The two following papers from our Dutch colleagues discuss hor- 
mone treatment in gender dysphoric individuals undergoing anatorni- 
cal sex reassignment. Based on their extensive work with both male- 
to-female and female-to-male transsexuals, Henk Asscheman and 
Louis Gooren provide a much needed update on types of hormone 
therapy and the physical results they produce. Peggy Cohen-Kettenis 
and Louis Gooren g view research on the effects of hormone treatment 
on the psychological functioning and mood of transsexuals, and con- 
clude that more systematic studies of these effects are needed. 

Using data drawn from follow-up studies, as well as his own data 
from a large sample of sex-reassigned transsexuals, Friedemann 
Pfiiffh from Germany discusses transsexuals' reported regrets about 
surgery. His findings support the need for thorough assessment and 
psychotherapy to determine whether sex reassignment will aid in 
stabilizing the gender dysphoric client. 

Dr. Leslie Lothstein, author of Female-to-Male ~ra&exualism 
(Lothstein, 1983) discusses genital mutilation in gender dysphoric 
young boys in his contribution. As in his earlier work, Lothstein 
emphasizes the often ignored affective component of gender dys- 
phoria, and recommends that reference to genital dysphoria be in- 
cluded in DSM IV classification. 

An innovative model of female gender disorder is presented by 
Canadian sexologist Jeremy Baurnbach and his American colleague 
Louisa Turner. This model, which distinguishes gender dysphoria from 
the fantasized solution of wishing to be the other sex and the request 
for anatomical sex reassignment, provides a diagnostic framework 
structuring the various clinical presentations of gender identity disor- 
ders. This atticle forms a rnource for any clinician working with the 
under-researched subgroup of gender dysphoric females. 

We complete this special publication with a description of a 
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comprehensive treatment model we have developed and imple- 
mented over the past three years at the Gender Dysphoria Program 
of the University of Minnesota's Program in Human Sexuality. This 
model accounts for a wide spectrum of presentations of gender 
dysphoria. We emphasize thatgender identity disorder needs to be 
understood and treated in the context of the client's overall psycho- 
sociosexual development. 

Taken together. this collection of articles on the clinical manarre- 
ment of genlder d;sphoria reflects the current status of this still yo&g 
and specialized field. The discussions indicate that more theoretical 
development and research, both qualitatively and quantitatively, is 
needed to increase the understanding of the complex phenomena 
subsumed under the umbrella term gender dysphoria, as well as to 
improve the quality of clinical service to gender dysphoric clients. 

The authors in this volume discuss the diverse presentations of 
gender dysphoria and its relations to other aspects of physical and 
psychosociosexual adjustment. The authors challenge the status quo 
of treatment approaches. Existing conceptualizations of gender 
identity disorders are criticized for their simplicity and limited ap- 
plicability. A number of the articles in this special collection sug- 
gest changes in DSM classification. An approach to assessment and 
treatment that considers the overall physical and mental health care 
of the gender dysphoric client and results in a differential diagnosis 
and individualized treatment plan is advocated. 

In the context of a growing political movement in transgender 
communities across North America and Europe arguing for a de- - - 
pathologization of cross-gender behavior (including removal of 
transvestism and transsexualism from DSM classification), the task 
of the clinician remains to provide up-to-date health care and onno- 
ing support for gender dysphoric clients. This includes, b'ut is not 
limited to, providing professional consultation regarding sex reas- 
signment procedures.-~n interdisciplinary approach to-treatment, 
research and education is essential for continuing progress. 

May these writings inspire new and established clinicians and 
researchers to contribute to the further development of this field. 

Walter 0. Bockting, Drs, and Eli Coleman, PhD 
Editors 
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Terminology and Classification 
of Gender Identity Disorders 

Ira B. Pauly, MD 

SUMMARY. German clinicians began describing individuals with 
some form of gender discomfort over 160 vears ago. This culmi- 
nated with the publication of Die 7kansves16en by ~ a g n u s  Hirsch- 
feld in 1910. Currently, the most commonly used terns for these 
conditions are transsexkalism, gender dysph&ia, and gender identity 
disorders (GID). With the publication of the 3rd editionof The Diag- 
nostic and Statistical Manual (DSM-a) of the American Psychiatric 
Association in 1980, one finds mention of these GID for the first 
lime in a formal diagnostic classification system. These GID were 
further legitimized in 1987, with the publication of DSM-III-Re- 
vised. Currently, DSM-IV is under preparation by a subcommittee 
on GID. There is considerable controversy about revisions in ter- 
minology and classification of these GID currently under discussion. 
This paper also deals with the relationship between gender identity 
and sexual orientation. There is some evidence to suggest a correla- 
tion between age of onset of gender dysphoria and sexual orientation 
subsequently established. Finally, the author discusses the pros and 
cons of a recommendation to remove GID from DSM-IV altogether. 
Those in favor of such a recommendation argue that their idusion 
stigmatizes gender dysphoric individuals by placing a psychiatric la- - - - - - - -  
beion them, 

INTRODUCTION 

The concept of cross-gender identity and behavior has been 
known since antiquity (Pauly, 1965; 1968; 1969a, 1969b; Green 
and Money, 1969). However, it was not until the early 19th century 

Ira B. Pauly is Professor and Chairman, Department of Psychiatry and Behav- 
ioral Sciences, University of Nevada School of Medicine, Reno, NV 895574046. 
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2 INTERDISCIPLINARY APPROACHES IN CLINICU MANAGEMENT 

that this condition was first described in the medical literature 
(Friedreich, 1830). Subsequent German sexologists continued to 
describe examples of cross-gender behavior, using terms l i e  "the 
contrary sexual feeling" (Westphal, 1869), and "metamorphosis 
sexualis paranoia" (Krafft-Ebig, 1877). This German tradition 
culminated with the work of Magnus Hirschfeld and the publication 
of his classic monograph Die Transvestiten (1910). The term trans- 
vestism was translated into the English literature, and was widely 
used to describe cases of gender dysphoria. Havelock Ellis coined 
the terms "sexoesthetic inversion" and "eonism" to describe this 
condition (Ellis, 1936). D.O. Caldwell first used the term "trans- 
sexualism" in 1949, and it has been used ever since to describe the 
most extreme examples of gender dysphoria. However, it was not 
until the famous Christine Jorgensen case received world-wide 
attention in the press that transsexualism became known to the 
public and medical field. Hany Benjamin, an endocrinologist and 
sexologist from New York, popularized the term "transsexualism" 
in his writing (Benjamin, 1953) which culminated with the publica- 
tion of his classic monograph The Transsexual Phenomenon (Ben- 
jamin, 1966). Dr. Benjamin was recognized for his leadership and 
pioneering work in this field by having the International Gender 
Dysphoria Association named after him. In 1974, the term "gender 
dysphoria" was coined, and this has become a generic term that 
includes all individuals who suffer from some form of gender dis- 
comfort (Fisk, 1974; and Laub and Fisk, 1974). Finally, the term 
"gender identity disorders" (GID) has been used to describe indi- 
viduals with gender dysphoria since 1980 with the publication of 
DSM-ID, and this generic term continues to be the primary designa- 

: tion for this group of disorders. 

THE CLASSIFICATION OF GID IN THE DIAGNOSTIC 
AND STATISTICAL MANUAL (DSM) 

In 1980, the American Psychiatric Association published the 
thud edition of its Diagnostic and Statistical Manual of Mental 
Disorders (American Psychiatric Association, 1980). Included in 
the category on psychosexual disorders was a section on gender 
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identity disorders. Under this section was included the diagnostic 
criteria for GID/Children, Transsexualism; GID/Adolescent and 
Adult, Non-transsexual Type (GIDAANT); and GID/Not Otherwise 
Specified (GIDINOS). Each of the above diagnoses had its own 
code number:Transsexualism was further subtyped as homosexual, 
heterosexual, or asexual. Also included in this category on sexual 
disorders were the paraphilias, sexual dysfunctions, and other psy- 
chosexual disorders, including ego-dystonic homosexuality. The 
inclusion of these GID further legitimized these'forms of gender 
dysphoria by formally recognizing them as conditions w o a y  of 
evaluation and treatment. In addition. insurance carriers now would 
be expected to pay for services rendered on behalf of such patients. 
Finally, sex reassignment surgery (SRS) was presented as a legiti- 
mate treatment and not simply elective, cosmetic surgery (Pauly, 
1981; 1985; Pauly and Edgerton, 1986). Given the large readership 
of DSM, medical students, psychiatric residents, psychology interns 
and residents, as well as all the practicing disciplines within the 
broad mental health field, had simple and clear guidelines for mak- 
ing the correct diagnosis, which subsequently led them to refer 
these patients to the appropriate gender clinic or individual profes- 
sional. . . 

In 1987, the third edition of DSM was revised, currently referred 
to as DSM-III-R (American Psychiatric Association, 1987). In this 
revision there were further refinements within the section on gender 
identity disorders. The section on GID was removed from the cate- 
gory of sexual disorders and placed in the large section entitled 
"Disorders Usually First Evident in Infancy, Childhood, or Adoles- 

: cence." Although appropriately placed in this category, GID were 
somewhat lost, since they had no place in the table of contents. One 
had to refer to the index and look up transsexualism, in order to find 
the appropriate listing. Also, some gender dysphoric individuals 
present themselves to clinicians as adults, and may or may not have 
had gender identity problems as children. These late-onset or sec- 
ondary transsexuals are not easily diagnosed given the current clas- 
sification system. The brief description of treatment for GID in 
DSM-III-R is very cursory and quite negative as to prognosis with 
hormone therapy and/or SRS. Finally, the subtyping of homosexual 
and heterosexual transsexuals was causing more problems than it 
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was solving because it used as the reference point one's original 
biological or genetic sex, rather than one's gender identity or sexual 
anatomy after SRS (Coleman and Bockting, 1988; Pauly, 1990a, 
1990b). 

All of the above problems set the stage for the next revision of 
the DSM or DSM-N. A work group was established by The Ameri- 
can Psychiatric Association as a subcommittee on GID in March of 
1989, and has worked hard to prepare the GID section in DSM-N. 
It is anticipated that DSM-IV will come out in 1994. A preliminary 
or interim report of this subcommittee's work already has been 
published (Bradley, Coates, Green, Levine, Mayer-Bahlburg, Pauly, 
and Zucker, 1991). Several important issues are still under consid- 
eration. First and foremost, is the subcommittee's recommendation 
that gender identity disorders deserve a place of their own in DSM- 
IV, and should no longer be hidden in the section "Disorders Usual- 
ly First Evident in Infancy, Childhood, or Adolescence." L i e  anxi- 
ety disorders and mood disorders, GID should be listed in the table 
of contents under its own name. This would not preclude a cross- 
reference to GIDKhildren in the section on childhood disorders, 
just as is done for anxiety or mood disorders. Certainly this inde- 
pendent placement would indicate that GID have become well es- 
tablished and accepted in the mainstream of modem psychiatry. 
However, it is not within the jurisdiction of the work group to insist 
upon this modification. 

Of greatest significance in the recommendations by the work 
group is the decision to create a single, broad category of GID. This 
decision is predicated on the concern by some that the term trans- 
sexualism automatically carries with it a recommendation in favor 
of SRS (Levine, 1989). According to the interim report "Trans- 
sexualism appears designed for gender dysphoric individuals who 
have decided upon surgical sex reassignment as the solution to their 
inner distress" (Bradley et al., 1991). The interim report goes on to 
say, "The desire to uncouple the clinical diagnosis of gender dys- 
phoria from criteria for approving patients for SRS was one factor 
in the subcommittee's recommendation that these categories be 
merged under the single heading of "GID." The author feels that 
the elimination of the term transsexualism is a serious mistake, 
especially since that term has been used in the literature for over 40 
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years and is a recognized clinical syndrome. The subcommittee's 
concern that the diagnosis transsexualkm simply reflects the pa- 
tient's perception that only SRS is the solution to hisher problem is 
not sufficient justification for removing this well-accepted term, 
Just because a patient comes in and states that he or she is de- 
pressed, does not mean that the clinician is going to make the 
diagnosis of major depression and prescribe an atiti-depressant 
medication or electro-convulsive treatment. Either the patient 
meets the full criteria for the diagnosis or helshe does not. The real 
issue here is whether the gender dysphoric individual gives a clear- 
cut history of "persistent discomfort and sense of inappropriateness 
about one's assigned sex" and that helshe reports "persistent preoc- 
cupation for at least two years with getting rid of one's primary and 
secondary sex characteristics and acquiring the sex characteristics 
of the other sex" (American Psychiatric Association, 1987). 

Making the diagnosis of transsexualism is not synonymous with 
the clinician recommending the person for sex-reassignment sur- 
gery (Pauly, 1990a, 1990b). The "Standards of Care" published by 
the HBIGDA make this very clear (Walker, Berger, Green, Laub, 
Reynolds, and Wollman, 1985): "Hormone treatment and/or SRS 
on demand is contra-indicated. It is herein declared to be profes- 
sionally improper to perform hormonal sex reassignment or SRS 
without careful evaluation of the patient's reasons for requesting 
such services, and evaluation of the beliefs and attitudes upon 
which such reasons are based." Furthermore, the clinician, before 
recommending SRS must: 

1. Have known the patient for at least six months before endors- 
ing the patient's request for genital SRS. 

2. Require the patient to be evaluated by another psychologist or 
psychiatrist, who will have recommended in favor of SRS. At 
least one of two must be a psychiatrist. 

3. Require the patient to have lived successfully in the opposite 
gender role for at le,ast one year. 

4. Require. the patient to have undergone a uroiogical examina- 
tion. 

In spite of the above guidelines for recommending in favor of 
SRS, the majority of the subcommittee saw fit "to uncouple the 
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clinical diagnosis of the gender dysphoria from criteria for approv- 
ing patients for SRS" (Bradley, et al., 1991) by merging the DSM- 
III-R categories of GIDIChildhood, Transsexualism and GIDAANT 
under the single heading of Gender Identity Disorder (GID). Thus, 
the term transsexualism will be removed from DSM-IV. The author, 
obviously representing a dissenting opinion against this decision, 
has tied to suggest a compromise to this position, wherein the term 
transsexualism could be preserved until the users of DSM-IV could 
be educated to the new terminology. I have suggested that each of 
the following categories have their own code number and diagnos- 
tic criteria: GID/Childhood, GID/'hanssexual Type, GID/Non-trans- 
sexual Type, and GJD/Not Otherwise Specified. Using this scheme, 
GID/rranssexual Type would preserve the criteria used for trans- 
sexualism in DSM-III-R and would obviously represent the most 
severe form of gender dysphoria. The treatment for GIDflranssexual 
Type would not automatically be SRS, but would depend on fulther 
evaluation according to the Standards of Care. GIDINon-transsexual 
Type would preserve the DSM-111-R criteria for GIDAANT and 
would describe a less severe example of gender dysphoria which is 
persistent, but does not aim at SRS. Finally, the term GIDNOS will 
be maintained in DSM-IV to include the least severe forms of 
gender dysphoria, in which the cross-gender identity and/or behav- 
ior is fluctuating and less persistent. 

There was considerable discussion in the work group as to 
whether individuals who have undergone SRS should have a diag- 
nostic category specified for them, i.e., GIDlPost-surgery. Although 
this designation would distinguish between those individuals who 
had been diagnosed and treated with SRS from other gender dys- 
phoric individuals, these individuals may no longer see themselves 
as requiring treatment. Thus, for political and other reasons, this 
post-surgical category will not be included in DSM-IV. 

This compromise is currently under discussion. The author feels 
it is important to distinguish different levels of severity of GID, as 
well as to maintain some continuity with previous terminology. An 
important aspect of any classification system is to assist in the 
recommendation for the appropriate treatment of these disorders. 
Unless some connection with past terminology is maintained, spe- 
cifically, unless the term transsexualism is continued in some man- 
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ner in DSM-IV, I anticipate that much of what was gained for 
patients suffering from gender dysphoria with the publication of 
DSM-Ill and DSM-111-R will belost in DSMJY Finally, the author 
believes that the term "transsexualism" will continue to be used by 
the clinician and in the medical literature, and confusion will arise if 
this terminology is not found in DSM-IV. 

GID AND SEXUAL ORIENTATION 

As mentioned previously, there was confusion and dissatisfaction 
with the subcategories of heterosexual, homosexual and asexual 
suggested in DSM-III and DSM-111-R (Coleman, Bockting, and 
Gooren, in press; Pauly, 1990c). Over the years, it has become clear 
that a significant percentage of gender dysphoric males have come 
forward to reauest SRS in order to live in the female role. and 
pursue a relationship with lesbian women. A post-operative male to 
female transsexual, now equipped with a neo-vagina, and her les- 
bian partner would be referred to as "heterosexual" in the current 
DSM-111-R terminology. In DSM-IV, the term heterosexual will be 
deleted and replaced with "sexually attracted to females," in the 
above example. The terms heterosexual or homosexual have as 
their reference the individual's original biological status, the anato- 
my of which could be changed, through SRS (Coleman and Bock- 
ing, 1988; Pauly, 1990c). Obviously, one's genetic status remains 
the same, in spite of hormone therapy or SRS. Nonetheless, the 
important variable is not the genetics of the relationship, but the 
gender status of the two participants. The author had previously 
suggested the terms heterogend& to pertain to a male to femaie 
transsexual who relates to heterosexual men, and homogenderal as 
a descriptor for male to female transsexuals who relate to homo- 
sexual women as partners (Pauly, 1974). However, the same point is 
achieved, perhaps with less confusion or bias, by simply stating 
"sexually attracted to males, sexually attracted to females, sexually 
attracted to both, sexually attracted to neither, or unspecified." 

The sexual orientation of gender dysphorics has become an im- 
portant issue in distinguishing primary and secondary forms of 
gender dysphoria (Pauly, 1990~). Ray Blanchard of The Clark Insti- 
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tute of Toronto has analyzed the sexual orientation of gender dys- 
phoric males applying to the Gender Identity Clinic of that institu- 
tion (Blanchard, 1985; 1988,1989a, and 1989b). He has argued that 
there are basically two types of gender dysphoric males, homosexu- 
al and non-homosexual, using the current DSM-III-R subtyping. 
The first and most common (55%) "homosexual" group are biolog- 
ical males who would have met the criteria for GID/Childhood as 
boys and go on to meet the criteria for Transsexualism as adults and 
are sexually attracted to heterosexual men (Blanchard, 1989b). This 
group would also be referred to as primary transsexuals, since their 
cross-gender identity existed from an early age. The second group, 
Blanchard labelled as "non-homosexual," and included heterosex- 
ual, bisexual, and asexual GID individuals. Collectively the second 
group represented some 45% of those gender dysphoric males who 
presented to the Clark Institute's Gender Identity Clinic. This group 
acknowledged a significant history of erotic arousal in association 
with crossdressing (transvestism), were significantly older at initial 
presentation than the homosexual subjects, reported less childhood 
femininity, and were more likely to have been sexually aroused by 
the fantasy of having a woman's body (autogynephilia). This "non- 
homosexual" group, represents a secondary form of transsexualism 
and appears to be making a gender accommodation to their underly- 
ing ego-dystonic transvestism (Pauly, 1990~). This would begin to 
explain why their sexual orientation differs from the more common 
expectation of those whose 'gender dysphoria stem back to child- 
hood. Green has demonstrated that most GID boys grow up to 
become homosexual men as adults (1987). Thus, there appears to be 
some evidence to suggest a correlation between the age of onset of 
gender dysphoria in boys and the sexual orientation subsequently 
established. Specifically, the earlier these boys established a femi- 
nine gender identity, the more likely they were to prefer men as 
sexual partners as adults. However, we know that many homosexu- 
al men are not, nor have they ever been effeminate. Thus, there is 
conflicting evidence as to the relationship between gender identity 
and sexual orientation. Are these independent or dependent vari- 
ables (Pauly, 1990c)? 

Thus far, I have focused on the male of the species, in discussing 
the relationship between gender identity and sexual orientation. 
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Very little literature exists on the subject of female to male trans- 
sexuals' preference for sexual partner. Originally, the author re- 
ported that all female to male transsexuals were sexually attracted 
to heterosexual women (Paulv, 1974). More recentlv. so called fe- 
male to gay male trans~exuakm h& been identified (Blanchard, 
Clemrnensen, and Steiner, 1987; Coleman and Bockting, 1988; Cole- 
man, Bockting, and Gooren, in press; Clare and ~ u l l i  1989; Loth- 
stein, 1983; Pauly, 1990~). Clare has used the term transhomosexu- 
ality to describe individuals whose sexual orientation and 
identification is with homosexual persons of the opposite biological 
sex (Clare and Tully, 1989). However, the numbers of such female 
to gay male transsexuals appear to be very small, 1 in 70 cases in 
one study (Blanchard et al., 1987). Most of the female to male 
transsexuals who would have met the criteria for GID/Childhood 
appear to develop a sexual orientation for heterosexual women 
(Pauly, 1974). However, the literature is beginning to reflect an 
increased incidence of female to male transsexuals who prefer gay 
men as sexual partners (Coleman, Bocktiig, and Gooren, in press; 
Pauly, 1990~). It is not yet established whether these female to male 
transsexual subjects who are sexually attracted to gay men will turn 
out to be secondary transsexuals, that is to say, who develop their 
gender dysphoria after fist  having established a feminine identity 
in childhood. Suffice it to say that the study of the sexual orientation 
of gender dysphoric and/or transsexual individuals has potential to 
shed light on the broader topic of sexual orientation. However, our 
understanding of the fundamental relationship between gender 
identity and sexual orientation is only beginning to emerge, and 
further research on GID promises to be fruitful. 

A MOVEMENT TO REMOVE GID FROM DSM-N 

There is a movement afoot to remove GID from DSM altogether. 
Some advocate groups representing gender dysphoric individuals 
take the position that classifying this condition as a psychiatric 
disorder is stigmatizing these people by placing a psychiatric label 
on them. They take the position that gender dysphoria or GID are 
simply a normal variant of the human condition. Thus, they make 
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the same point as advocates for removing homosexuality from 
DSM-III did in the mid-1970s. As the reader may recall, this effort 
to remove homosexuality from DSM-III was successful, after a 
long and bitter controversy. However, the author sees important 
differences in the justification for removing homosexuality from the 
DSM-III and the rationale for doing the same thing with transsexu- 
alism and/or GID in DSM-IV. 

First, transsexualism is much rarer than homosexuality, thus it is 
more difficult to sustain an argument that these GID a& simply a 
variation of the human condition. Secondly, a homosexual individu- 
al need not present to the medical or psychiatric profession in order 
to pursue hisher lifestyle. The exception to this might be the indi- 
vidual who is conflicted about hisher sexual orientation. The indi- 
vidual with GID requires evaluation by the psychiatric profession, 
so that appropriate referrals for hormone treatment andlor SRS can 
be separated from those individuals for whom this recommendation 
would be contra-indicated. Time has taught us the tragedy of ap- 
proving SRS for individuals who were not carefully evaluated by 
the mental health profession. The Standards of Care published by 
the gender profession (Walker et al., 1985) clearly require a signifi- 
cant period of evaluation and observation in the gender of prefer- 
ence before recommending in favor of SRS or even hormone treat- 
ment. Since these procedures are clearly irreversible, it is entirely 
appropriate that a careful assessment be made by an experienced 
professional. 

Another reason why homosexuality was deleted from DSM-III 
was because non-clinical samples of homosexuals demonstrated no 
more psychopathology than heterosexuals. Gender dysphoric indi- 
viduals do have a significant incidence of mood disorders (Pauly, 
1990a) as well as Axis I1 pathology (Levine, 1989). This is further 
justification for retaining GID in DSM-N. 

Last, but not least, is the very practical issue that unless a condi- 
tion is classified as a disorder, the insurance camer will not reim- 
burse the individual for the cost of professional care. Important 
battles have already been waged and won for transsexuals whose 
medical, surgical, and psychiatric care have been paid by insurance 
carriers. Nonetheless, this issue will be raised by some who feel that 
the classification of GID in DSM-IV or DSM-V does stigmatize 
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these individuals. Labels will be coined which are the gender equiv- 
alent of homophobia, and a political battle will ensue to rectify what 
some consider to be an injustice for these gender dysphoric individ- 
uals. Perhaps the most significant reason for retaining GID in the 
diagnostic classification system is the extent to which research in 
this field has been facilitated by having standardized criteria avail- 
able for correctly diagnosing individuals with GID. This enables 
researchers to compare their findings on subjects with the same 
diagnosis. We are no longer comparing apples and oranges, but 
rather we are sharing research findings on comparable subjects. 
This has greatly increased our knowledge and understanding of 
GID, and has resulted in improved and more standardized treatment 
protocols (Walker et al., 1985). In the author's opinion, the inclu- 
sion of these conditions in the formal diagnostic classification sys- 
tem has solved more problems than it has created. 

CONCL USZON 

1. Beginning in 1830, German clinicians began describing indi- 
viduals with gender dysphoria in the European literature. This cul- 
minated with the publication of Die Transvestiten by Magnus 
Hirschfeld in 1910. Terms such as transsexualism, gender dyspho- 
ria, and GID were defined, and are now in current usage to describe 
individuals who experience some form of gender discomfort, 

2. In 1980, The American Psychiatric Association published its 
third edition of DSM, in which GID were listed for the first time. 
The next revision of DSM in 1987 refined this section. This has 
resulted in more widespread understanding, diagnosis, and ap- 
propriate treatment for GID individuals. 

3. Currently, a subcommittee is addressing the next update for 
DSM-IV. A single, broad category of GID will incorporate the 
DSM-III-R designations of GIDIChildren, Transsexualism, GI- 
DAANT. Unfortunately, the term "transsexualism" may be re- 
moved from DSM-IV as a specific diagnostic category. 

4. More and more GID individuals are acknowledging and pre- 
senting with varying sexual orientation. A significant percentage of 
male to female transsexuals are opting for lesbian relationships, and 
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individual cases of female to gay male transsexualism have begun 
to emerge, although the percentage appears much less than with 
male to female transsexuals who are attracted to lesbian women. 

5. The relationship between gender identity and sexual orienta- 
tion has come under some investigation as the result of following 
GID individuals. There is some evidence to suggest a correlation 
between age of onset of gender dysphoria and sexual orientation 
subsequently established. However, an understanding of this funda- 
mental biopsychosocial relationship is only beginning to emerge. 
Further research promises to be fruitful in clarifying this important 
relationship. 

6. There appears to be a movement to remove GID from the 
psychiatric classification system altogether. Some claim that gender 
dysphoric individuals are stigmatized by having a psychiatric label 
placed on them without justification. Those who recommend the 
removal of GID from DSM-IV use as a precedent the removal of 
homosexuality from DSM-111. The author opposes this position. 
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Dimensions 
of Transvestism and Transsexualism: 

The Validation and Factorial Structure 
of the Cross-Gender Questionnaire 
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James S. Fleming, PhD 

SUMMARY. A 55 item questionnaire was developed to assess 
cross-genderism in adult males. The subjects were a nonclinical 
sample of 518 self-described heterosexual transvestites, 78 marginal 
transvestites ("borderline transsexuals"), and 86 transsexuals living 
full-time as women. Using factor analyses, several hypotheses were 
tested concerning the factorial structure of cross-genderism. The best 
solution was a model wherein cross-genderism was seen as consist- 
ing of four correlated but independent factors: Cross-gender Identity, 
Cross-gender Feminization, Cross-gender Social/Sexual Role, and 
Cross-gender Sexual Arousal. Procedurally, 692 subjects were ran- 
domly divided into validation and cross-validation samples of equal 
size. A series of exploratory analyses and item selection processes 
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was followed by a replication using the cross-validation sample; the 
re lication results were nearly identical. Scale reliabilities were sat- P is actory as were three tests of goodness-of-fit for the four factor 
solution. Partial validation evidence was based on analyses of vari- 
ance showing that each of the four factor means scores differs signif- 
icantly across three self-reported levels of cross-genderism (&s- 
vestites, marginal transvestites, and transsexuals). 

This report describes a 55 item questionnaire measure of cross- 
genderism applicable to adult male transvestites and male-to-female 
transsexuals. We define this construct as the propensity for non- 
conforming gender cognition and behavior. While cross-genderism 
occurs in both men and women our studies are restricted to biologi- 
cal males. At one end of the continuum, cross-genderism may be 
experienced as pleasant fantasies or identifications which are not 
acted upon (e.g., a male who merely fantasizes, "I wish I had been 
born a woman"). At the other extreme, cross-genderism is exempli- 
fied by the male who prefers to live her/his life continuously in the 
role of a woman. Spanning the middle range of cross-genderism are 
episodic transvestite males, many of whom report cross-gender 
feelings said to be strongest during periods when they are cross- 
dressed and portraying a woman. Using factor analyses and other 
psychometric procedures, we test a series of hypotheses concerning 
the factorial structure of cross-genderism and provide partial valida- 
tion, reliabilities, and goodness-of-fit results pertaining to the iden- 
tified factors. 

MEASURES OF CROSS-GENDERISM 
AND GENDER DYSPHORIA 

Freund (1985) and his colleagues at the University of Toronto's 
Clarke Institute of Psychiatry have taken leadership in the concep- 
~alization and measurement of cross-gender identity (Blanchard, 
1985a,b; Freund, Nagler, Langevin, Zajac, & Steiner, 1974; Freund, 
Langevin, Satterberg, & Steiner, 1977; Freund, Steiner, & Chan, 
1982; Freund, Watson, & Dickey, 1991). Langevin, Marjpruz, and 
Handy (1990) evaluated the Gender Dysphoria scale developed by 
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Althof, Lothstein, Jones, and Shen (1983). Based on items from the 
Minnesota Multiphasic Personality Inventory, this scale differen- 
tiated between diagnostically different groups of gender dysphoric 
subjects. However, it failed to separate so-called gender dysphoric 
subjects from non-gender dysphoric homosexual males. Addition- 
aUy, the internal reliability proved low and it was reported to be 
"biased" relative to education and intelligence. 

Freund defines cross-gender identity as ' I .  . . a physically mature 
person's wish or wishful fantasy that his or her body had the shape 
typical for the opposite gender." Continuing, he writes, "Cross- 
gender identity is always associated with further cognitive patterns 
or behaviors seen by the individual as characteristic of the opposite 
gender . . ." (1985, pp. 259-260). Freund's 1974 report described 
the development of measures to differentiate males on the basis of 
erotic preference and gender identity. In 1977 he reported an ex- 
tended Gender Identity Scale consisting of 29 questionnaire items. 
In a later report Freund, Steiner, and Chan (1982) used the Freund 
Gender Identity Questionnaire in their typological studies of trans- 
vestites and transsexuals. Working with males, they identified two 
types of cross-gender identity, one characteristic of heterosexuals 
and the second seen in homosexual males. A life-long history of 
intense cross-gender identity was seen in homosexuals who became 
transsexuals, but not in heterosexuals who made this change. They 
also noted an intermediate group of so-called marginal transvestites 
or borderline banssexuals. 

Building upon the work of Freund, Steiner, and Chan (1982), 
Blanchard (1985b) described three variables believed most critical 
in the assessment of transvestites and tTanssexuals: (a) Periodicity 
of cross-gender identity, (b) erotic partner preference, and (c) cross- 
gender fetishism. In additional studies Blanchard (1989a,b) again 
used items and scales which had, in part, been employed by Freund 
and his associates. Using a sample of men identified as gender 
dysphoric, Blanchard reported three factors tapped by his measures: 
(a) Core Autogynephilia, which refers to sexual arousal from the 
fantasy of being a woman without any actual interpersonal ex- 
change, (b) Autogynephilic Interpersonal Fantasy, which refers to 
the sexual fantasy of being admired in the female persona by anoth- 



18 INTERDISCIPLINARY APPROACHES IN CLINICAL MANAGEMENT 

er person, and (c) Alloeroticism, which refers to the dimension of 
sexual attraction versus indifference toward other persons. 

As reviewed above, several p ~ v i o u s  investigators have described 
self-report questionnaires which successfully differentiated among 
groups of so-called gender dysphoric men. But the focus of these 
studies has typically been upon typological issues and not scale 
development or measurement of constructs. Existing scales seem to 
us to contain too few items to assess the variables of concern at 
several levels of behavioral expression, ranging from fantasy and 
plans through overt behavior. Judging from previous reports, the 
variables which seem most important in the assessment of transves- 
tites and transsexuals are cross-gender identity and cross-gender 
sexual arousal. Finishing third would be homoerotic orientation, a 
variable which is often unclear in the thinking of gender distressed 
men, and which did not discriminate among gender identity disor- 
dered males (Freund, Watson, & Dickey, 1991). While we are also 
interested in the part erotic orientation may play in cross-genderism, 
this is not one of the focal concerns of the present report. 

We began with the assumption that our data set would yield one 
of these factorial solutions: (a) A single factor, possibly cross-gen- 
der identity, which would tap a high percentage of the variance; (b) 
A two-factor solution possibly consisting of cross-gender identity 
and cross-gender sexual arousal; (c) A multi-factor model based on 
three or more variables. We also sought to replicate both our item 
selection process and the exploratory factor analysis from a cross- 
validation sample. Additionally, we sought to determine if the mea- 
sure or measures of cross-genderism under development here 
would yield significantly different mean scores across groups of 
self-described transvestites, marginal transvestites (borderline 
transsexuals) and transsexuals. 

METHOD 

Development of the Cross-Genderism Questionnaire 

Data Collection and Sample of Subjects 

Beginniig in October, 1990 a 113 item questionnaire was distrib- 
uted nationwide through support groups of transsexuals and trans- 
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vestites. A "snowball" sample was acquired through the coopera- 
tion of many of our subjects and the clubs to which they belonged. 
One nationally distributed newsletter (Renaissance News, 1991) 
printed the entire questionnaire and invited their subscribers to re- 
spond. The questionnaire was described and distributed to several 
hundred subjects by the senior author at six national cross-gender 
club-sponsored events. One year later a total of 692 subjects had 
responded. The rate of return from all materials distributed was 
approximately 35%. 

Demographic and Identifying Data 

Age: Mean age was 43 years (range 17-77). 
Marital status: Twenty-three percent had never married. Among 

the 77% who did marry, 52% had divorced. Of those divorced, 40% 
remarried. Forty-three percent reported living with their wife at this 
time. Concerning the wives, our subjects said 84% of them knew of 
the cross-gender activities of the husband. Of the informed wives, 
38% were told prior to marriage and all except 13% learned about 
their husband's cross-genderism within the first five years of mar- 
riage. 

Educational background: High school graduate = 92%. No col- 
lege degree = 39%; A.A. degree = 10%; B.A. degree = 27%; M.A. 
degree = 17%; Doctoral degree = 7%. 

Ethnicity: Caucasian = 92%. Black, Hispanic, Asian, and other 
racial origin were about 2% each. 

Employment status: Working full-time = 78%; part-time = 7%; 
retired = 9%; unemployed 6%. 

Geographic distribution: All parts of the United States were rep- 
resented with most living on the eastern seaboard, the midwest, and 
the west coast. Three percent were from Canada, England, New 
Zealand and Australia. 

Parenthood: Sixty percent reported having fathered at least one 
child. 
Military service: Twenty-two percent reported some military ser- 
vice. 

Hormones: ~went~ithree percent said they were taking female 
hormones regularly. 
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Club affiliation: All except 21% reported membership in at least 
one support organization. 

Self-Described Cross-Gender Sfatus 

Our participants were asked to describe the extent and periodicity 
of their cross-gender behavior using an 11 point descriptive scale. 
This self-description was used to classify our subjects into the fol- 
lowing three groups; this is the basis for group classification used as 
the criterion in ow validation procedure described below. 

Transvestites. The category was comprised of episodic hetero- 
sexual cross dressers; most periodically appeared in public; consid- 
erable variation in frequency of cross dressing was reported. None 
lived full-time as women. N = 518 (76% of the entire sample). 

Marginal Transvestites. These men were typically heterosexual 
episodic cross dressers who defied themselves as "a transsexual" 
although none were living full-time as women. N = 78 (11% of the 
entire sample). 

Transsexuals. This category was comprised of biological males 
living full-time as women either with or without sexual reassign- 
ment. The critical determinant was that they occupied the cross- 
gender role continuously. We are quite certain this sample includes 
both so-called primary and secondary transsexuals with about 75% 
best described as secondary transsexuals. N = 86 (13%). Ten sub- 
jects did not provide the requested self-description data and were 
therefore excluded from the validation analysis. 

Characteristics of This Subject Sample 

The present subjects are a nonclinical sample with respect to 
how we obtained their cooperation. However, some are undoubt- 
edly participating in individual or group counseling and some are 
participating in gender programs offering assessment of suitability 
for sex reassignment. A high percentage are affiiiated with at least. 
one cross-gender support group. Compared to subjects described 
by major gender identity clinics, this group is believed to be at 
least 10 years older, on the average, and probably less conflicted 
about their gender status than sex reassignment applicants. In gen- 
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eral, this is a well educated group and most are employed full- 
time. 

Validation and Cross-Validation Samples 

Our sample of 692 subjects was divided randomly into two 
groups, each with 346 subjects. Exploratory factor analyses and 
initial development was carried out using the validation sample. 
Replication factor analysis and related item selection procedures 
were carried out with the cross-validation sample. 

Item Preparation and Selection 

The first version of the Cross-Gender Questionnaire consisted 
of 113 items designed to assess several levels of cross-gender 
behavior ranging from fantasies and plans for action through actu- 
al overt cross-gender behavior. It was developed, in part, from an 
earlier questionnaire which we had used to study a transvestite 
sample (Docter, 1988). Prior to writing items, the domain of 
constructs most prominent in describing cross-gender behavior 
was reviewed. These included, for example, sexual arousal, gender 
identity, periodic vs. sustained cross-gender behavior, role behav- 
ior in the cross-gender mode, sexual orientation, desire for sex 
reassignment, strength of masculine identity, and commitment to 
feminize the body. Items were written by the senior author based 
on these dimensions and upon his clinical experience with men 
manifesting variations in cross-gender fantasy and behavior. Pilot 
versions of the questionnaire were completed by twenty males 
who were self-described transvestites or transsexuals. The subjects 
were also invited to suggest additional items and editorial correc- 
tions. All items were to be answered, yes or no. The resulting 113 
item version was completed by all subjects. Following the explor- 
atory factor analysis and item selection procedures, the total num- 
ber of items was reduced to 56. One additional item was elimi- 
nated through the replication factor analysis yielding a final total 
of 55 items. 



22 INTERDISCIPLINARY APPROACHES IN CLINICAL MANAGEMENT 

RESULTS 

Factor Analysis and Item Analysis: Validation Sample 

Exploratory Factor Analysis 

Exploratory factor analysis was conducted for the validation 
sample (principal components with fourth-power promax trans- 
formation). The EXPLORE program (Fleming, 1991) was used to 
conduct the analyses. A screen plot (Cattell, 1966) suggested that 
four factors would account for the data. Items with low communali- 
ties (< .20), on any factor, or which were complex (second highest 
loading > .35) were eliminated. A final analysis of the remaining 56 
items was retained and interpreted. This analysis yielded four fac- 
tors with associated eigenvalues of 13.7 (tapping 24.5% of the 
variance prior to rotation), 5.1 (9.1%), 3.4 (6.1%) and 2.9 (5.2%). 
After rotation the unique1 variance explained by each factor was: 
AROUSE (5.10 or 9.1%); FEMIN (4.65, or 8.3%); DENT (4.04 or 
7.2%); ROLE (4.25 or 7.6%). 

Some summary measures from the EXPLORE program are help- 
ful in evaluating the fit of the final solution. Measures of sampling 
adequacy (Kaiser, 1981) for each variable are indicative of the 
item's appropriateness for factor analysis. AU items had MSAs >.90, 
which is considered excellent, with the overall MSA = .99. Kaiser's 
(1974) index of factor simplicity (a measure of the tendency of 
variables to load on a single factor) was computed for each variable. 
Values above .90 are calibrated as "marvelous"; values between 
.80 and .90 are considered "meritorious." For the present data the 
overall IPS measure was .89 and the median was .90. 

Of the 56 items, all loaded at least .40 on one of the factors. The 
average (root-mean-square) of salient items on each factor scale 
was in the S0s (range = S1-.58), whereas the average for nonsalient 
loadings was .02 or less. Only 7 had secondary loadings greater 
than .20 in absolute value, which included one with a loading over 
.30. There were 146 loadings in the hyperplane (using a criterion of 
plus or minus .IS), or 87% of 168 possible in the ideal case of 
perfect "cluster" structure. 
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Factor Scales and Interpretation 

Scale totals were formed by simple summation of the items that 
saturated each of the four factors. The scales were labeled: Cross- 
gender Identity (IDENT), Cross-gender Feminization (FEMIN), 
Cross-gender Sexual Arousal (AROUSE), and Cross-gender So- 
ciaWexual Role (ROLE). Factor interpretations are as follows: 

Cross-gender Identity (IDENT = 14 items). We believe this scale 
is measuring cross-gender self percepts and cross-gender identifica- 
tions. High scores are believed predictive of sustained commitment 
to engage in cross-gender behavior. Low scores are predictive of 
episodic gender-exchanging. Here are examples of items on this 
scale: "I can experience feelings of being female at practically any 
time no matter how I am dressed." "I can enjoy being a woman,'but 
at other times I enjoy functioning like a man." "If I must put aside 
my feminine role for even a short time, it is very hard for me to do 
SO." 

Cross-gender Feminization (FEMIN = 13 items). High scores are 
predictive of high motivation to feminize the male body, to achieve 
legally recognized feminine gender status, and to live entirely in the 
cross-gender mode. The following items are drawn from this scale: 
"I have lived entirely (or almost entirely) as a woman for 30 (or 
more) consecutive days." "I have taken female hormones regularly 
for six months or longer." "I have received a small amount (or 
more) of cosmetic surgery to improve my feminine appearance." 

Cross-gender Sexual Arousal (AROUSE = 16 items). High scores 
denote an association, past or present, between cross-gender behav- 
ior and erotic arousal. These items are representative of this scale: 
"Sometimes I get a sexual thrill when I see my feminine image in a 
mirror." "Buying and using beautiful makeup will often make me 
feel sexually excited." "Often I become sexually excited when read- 
ing about men who become women." 

Cross-gender SocialtSexual Role (ROLE = 12 items). High 
scores are associated with sustained commitment to taking the 
cross-gender role in real-life situations and social and sexual inter- 
actions with men when in the cross-gender mode. High scores 
reflect substantial role enactment not simply plans or fantasies of 
possible future action. Some representative items are: "While in the 
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feminine role, I have been escorted to a restaurant by a man as his 
date." "While in the feminine role, I have been passionately kissed 
on the lips by a man" "While in the feminine role, I have had a 
physical sexual encounter with a man that went beyond kissing." 
Items also loaded on this scale (inversely) are those which indicated 
a predominant heterosexual orientation. For example: "As a man, I 
am exclusively attracted to women." 

Reliabilities 

Item-total correlations were formed using corrected total scores 
(i.e., scores with the score for the item being analyzed removed 
from the total), and KR-20 internal consistency reliabilities were 
computed for each of the four scales. The individual coefficients 
were: DENT = .88; FEMIN = .92; AROUSE = .88; and ROLE = 
.86. Each of these was considered acceptable. 

Factor Intercorrelations 

As shown in Table 1, moderate intercorrelations were found 
among the four factors except for ROLE vs. AROUSE which did 
not correlate. This contrasts with frequent clinical reports which 
have held that more extreme cross-gender role-taking, as in trans- 
sexualism, was inversely related to cross-gender sexual arousal. 
The moderate relationships shown in Table 1 are consistent with 
clinical expectations. 

Facror Analysis: Cross-Validation Sample 

Replication of Exploratory Factor Analysis 

An additional exploratory factor analysis was camed out using 
the 346 subjects in our cross-validation ~arnple .~  Four factors were 
again rotated as described above and 55 of the 56 items loaded as 
expected on their respective scales. However, six of the items met a 
selection criterion of only .35 rather than the .40 level employed in 
the validation analysis. One item which loaded only .30 was e l i i -  
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Table 1 

Correlations Among Four Factors 

IDENT FEMlN AROUSE ROLE 

nated from the questionnaire because of this low loading. Hence, 
the fmal number of items for the Cross-Gender Questionnaire was 
55. The average loadings were again computed: for salients the 
averages ranged from .52 to .58 and for nonsalients all were .02 or 
less. 

The three goodness-of-fit measures tested earlier were repeated 
for the cross-validation data with nearly identical results: overall 
measure of sampling adequacy (MSA) = .99; overall index of factor 
simplicity (IFS) = .90; percent nonsalients in hyperplane = 86%. 

KR-20 reliabiiities for the four factors identified in the replica- 
tion analysis are also very similar to those reported for the valida- 
tion sample: IDENT = .86; FEMIN = .92; AROUSE = .90; ROLE = 
36. 

Scale Differences Across Three Groups 

As noted above, the respondents described their cross-gender 
status along a 12-point scale indicative of intensity of cross-gender- 
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ism.'Based on these responses three categories were defined: Trans- 
vestites (N = 518,76%); Marginal transvestites (N = 78,11%); and 
Transsexuals (N = 86, 13%). Ten subjects were not classifiable. A 
multivariate analysis of variance was conducted to examine differ- 
ences in level of responding between these groups on the four factor 
scales. It was hypothesized that for each of the three scales other 
than Cross-gender Sexual Arousal the transvestite group would 
reveal the lowest factor mean scores and that the transsexuals would 
have the highest of the group means. Conversely, for the Sexual 
Arousal factor we predicted that the transvestites would show the 
highest mean with the transsexuals having the lowest. For all vari- 
ables we predicted that the intermediate group of marginal transves- 
tites would also have mean scores on all variables between the other 
two groups. 

The means and standard deviations for the three groups on the 
scale scores are shown in Table 2, from which it is seen that the 
direction of differences are consistent with our predictions for each 
of the four variables. The results for the multivariate analysis were: 
F (4,676) = 277.84, p 5 .001. 

For the separate univariate tests the results were as follows: for 
IDENT, F (1,679) = 271.75; FEMIN, F (1,679) = 961.44, ROLE, F 
(1,679) = 103.02; AROUSE, F (1,679) = 174.99; with allp S .001. 

Step-down F-tests were also computed in which the variables 
were pre-ordered in terms of theoretical importance (Tabachnick & 
Fidell, 1988). The ordering was as listed in the above paragraph. 
Although this ordering is admittedly somewhat arbitrary, it does 
permit some conuol over Type I error. 

The step-down tests were also conducted as one degree of free- 
dom tests to test for monotonic trend ("linear" component). Such a 
pre-planned contrast permitted a more formalized testing of the 
hypotheses concerning the differences between the groups. 

For the ordered tests the results of the test for linear component 
were: IDENT, F (1.679) = 271.75 p s .001; FEMIN, F (1,678) = 
568.62,~ s .001; ROLE, F(1.677) = 10.43, n.s.; and AROUSE, F 
(1,676) = 1 5 . 1 4 , ~  S .001. 

From these results we see that, when taken separately, all scales 
are significantly different than chance. Controlling for the fact that 
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Table 2 

Means and Standard Deviations for Four Factors Across Three Groups 

...................................... 
Factor Transvestites Marginal Transvestites Transsexuals 

........................................ 
Mean SD Mean S D  Mean SD 

IDENT 6.62 '3.7 12.24 1.7 11.72 1.7 

FEMlN 1.50 2.2 5.31 3.5 10.29 3.0 

ARcus 6.57 4.4 10.92 4.0 12.35 3.7 

ROLE 3.68 3.4 5.59 3.5 7.38 3.0 

scales are intercorrelated by ordering, however, the ROLE scale is 
not significant in the context of the step-down analysis. 

DISCUSSION 

Several investigators (for example, Blanchard, 198%; Freund, 
Watson, & Dickey, 1991) have shown that self-report questionnaires 
are a potentially useful technique for differentiating among a hetero- 
geneous group of transvestites and transsexuals. The questionnaire 
we have developed differs from all earlier reports in that ours in- 
cludes a broader range of content and more questions for each scale 
than used in earlier measures. In theory, this would be expected to 
enhance reliability and validity. 

A second important difference contrasting our study with earlier 
reports is that our subjects were not acquired through a clinical 
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channel. We consider this important because clinicians have re- 
ported that many applicants for hormonal or genital sex reassign- 
ment tend to exaggerate their cross-gender histories somewhat to 
conform to what they believe the clinician wants to hear (Blan- 
chard, Clemmensen, & Steiner, 1985). While no self-report ques- 
tionnaire can assure truthful responding, at the least, such proce- 
dures offer a standard format for posing questions and permit the 
objective scoring of responses. 

Starting with a validation sample of 346 transvestites and trans- 
sexuals, we have used factor analysis to identify four independent 
factors derived from the 55-item Cross-Gender Questionnaire. The 
factors are: (a) Cross-gender Identity, (b) Cross-gender Feminiza- 
tion, (c) Cross-gender Sexual Arousal, and (d) Cross-gender Social/ 
Sexual Role. We have also shown that three measures of goodness- 
of-fit suppoa a four factor solution. Factor reliabilities were 
satisfactory. Using a cross-validation sample of 346 similar subjects 
(drawn randomly from our total sample of 692 biological males), 
we repeated the processes of item selection and factor identifica- 
tion. V i a l l y  identical results were found. The replicated factor 
analysis yielded the same four factors comprised of the same items 
with only a single item being eliminated due to a low factor loading. 

Partial validation of the Cross-Gender Questionnaire is provided 
by analysis of variance results. Taken individually, each of our four 
factors yield mean scores which are significantly different for three 
groups: transvestites, marginal transvestites (borderline transsexu- 
als), and transsexuals. 

We believe these measures may supplement clinical interviewing 
by allowing an individual's scores to be compared to the norms for 
known groups. But beyond such possible assistance with differen- 
tial assessment, an important advantage of using an objectively 
scorable questionnaire is that changes in scores for a given person 
can be followed over time. In some individuals, the cognitive and 
behavioral expressions of cross-gender behavior change consider- 
ably with experience; these measures are believed to offer promis- 
ing tools for the measurement of such changes. 

There may be typological implications of using measurements 
such as ours to better understand the variations within the syn- 
dromes of transvestism and transsexualism. For example, there is 
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substantial clinical evidence that transvestism and transsexualism 
are global categories or syndromes of several related but different 
sub-types (for a review of typological issues see Docter, 1988). For 
example, the phenomena of primary and secondary transsexualism 
have been extensively described. With reference to various forms of 
transvestism, perhaps the best known division is into two major 
groups: so-called fetishistic transvestites and marginal transvestites. 
The clarification of typological questions is likely to depend upon 
the development of more refined assessment procedms. 

In recent reports (Blanchard, 1991, 1992). the distinction is 
drawn between heterosexual males who express very persistent and 
intrusive fantasies of cross-gender ideation but do not cross dress, 
and their counterparts who do cross dress. Blanchard presents a 
compelling case for taking a new view of transvestism so as to 
accommodate men who, at a cognitive level, seem to love them- 
selves as women yet do not act upon these fantasy scripts with overt 
cross-gender conduct. ~lanchard advocates the term autogynephe- 
lia (love of oneself as a woman) to describe the entire soectmm of 
such self-love, from fantasy alone, through cross-dressing and so- 
cial.role taking as a woman in both transvestites and transsexuals. 
Blanchard (1992) provides data to support his claim that all gender 
dysphoric heterosexual males not sexually aroused by other males 
are aroused,by the thought or image of themselves as women. As 
Blanchard notes and as we stress in our earlier publication (Docter, 
1988). it is the cognitive representations and the reinforcing value 
of these thought patterns which may be of great importance in 
understanding the etiology of many expressions of cross-gender 
behavior. This generalization applies across the entire complex and 
multi-dimensional matrix of the many cross-gender behavior pat- 
terns. No existing questionnaire samples all of what will need to be 
measured to tap both the fantasy processes and the lifestyles of 
males expressing cross-gender behavior, but Blanchard's theoreti- 
cal approach and what we offer here may be steps in the right 
direction. 

Finally, we urge that these measures and others like them be used 
to 'supplant the ill-defmed construct of gender dysphoria. In our 
view, this term does not appear to have any psychometrically ac- 
ceptable operational definition. Gender dysphoria is a construct 
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which is currently expected to explain and describe more than it 
was invented for. It is often applied to cross-gender phenomena 
having nothing to do with any sort of dysphoria. We propose that 
the scales of cross-genderism described here, together with other 
measurement procedures, offer more accurate ways to cornrnuni- 
cate about the variables of importance in transvestism and trans- 
sexualism than does the vague construct of gender dysphoria. What 
is most needed to advance understanding of cross-gender phenome- 
na is an insistence that major constructs be operationally defined, 
that theoretical formulations be linked to the mainstream of psycho- 
logical theory, and that simplistic and incomplete diagnostic for- 
mulations be put aside until the framework for a data-based typolo- 
gy is formulated. 

NOTES 

1. In oblique analysis the proportion of explained variance cannot be parti- 
tioned exactly among the factors because of their intercorrelations. The unique 
variance is a measure of the non-overlapping variance accounted for by each 
factor. 

2. Confumatory factor analysis methods provide more powerful tests of struc- 
tural hypotheses concerning the number and the nature of hypothesized factors 
(e.g., Joreskog & Sorbom, 1989). Such methods could not be used with the 
present data, however, for two reasons: (a) there were a very large number of 
items relative to the number of subjects, and (b) the most widely used methods 
require normally distributed variables, an assumption that could not be met with 
these dichotomous items. 
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Hormone Treatment in Transsexuals 
Henk Asscheman, MD 
Louis J.G. Gooren, MD 

INTRODUCTION 

Except for the sex chromosomes and gonads all bodily differ- 
ences between men and women must be attributed to the actions of 
sex hormones. While the inherent tendency of the prenatal human 
organism is to develop along female lines, prenatal differentiation 
as a male depends on testicular hormones (Mullerian-inhibiting- 
hormone and testosterone and its derivates). The wider bony pelvis 
in girls in comparison with boys, is probably dependent on local 
effects of prenatal ovarian estrogen production. There is no known 

. fundamental difference in sensitivity to the biological action of sex 
steroids on the basis of the genetic patterns of 46,XY and 46,XX. 

The prepubertal period is hormonally relatively quiescent (Con- 
te, Grumbach, Kaplan & Reiter, 1980). The hormones of puberty 
accentuate sex differences. Testosterone and its potent derivate 5al- 
pha-dihydrotestosterone (DHT) induce penile growth and second- 
ary sex characteristics as sexual hair, deepening of the voice, a 
muscular build and the greater average height in males in compari- 
son to the females. In girls, estrogens in conjunction with progesta- 
gens induce breast formation and a fat distribution predominantly 
around the hips; subcutaneous fat padding produces a softness of 
the body configuration and of the skin. The skin in women is further 
generally less oily than in men; the laiter on the basis of activation 
of the sebaceous glands by androgens. 
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Fundamental to sex reassignment treatment is the acquisition to 
the fullest extent possible of the sex characteristics of the other sex. 
With the exception of the internal and external genitalia, these char- 
acteristics are contingent of the biological effects of the respective 
sex steroids. Therefore (semi)synthetic sex steroids are indispens- 
able tools in sex reassignment treatment. The use of cross-gender 
hormone treatment is associated with a better outcome (Hamburger, 
1969; Leavitt et al., 1980). 

The "two year real-life test" (Money & Ambinder, 1978) is pivot- 
al in diagnostic-therapeutic approach of gender dysphoria It allows 
both the genderdysphoric subject and the psychologist/physician to 
examine whether sex reassignment relieves the burden of gender 
dysphoria. The emerging physical changes associated with cross- 
gender sex hormone treatment will facilitate the assumption of the 
role as a member of the other sex both in private life and in society. 

The attempt to induce cross-gender sex characteristics in trans- 
sexuals-generally biologically normally differentiated males and 
females in their adult years-can be subdivided into two aspects: 

1. Annihilation of sex characteristics of the original sex. 
2. Induction of sex characteristics of the sex-one reckons oneself 

to belong to. 

1. Unfortunately, the annihilation of sex characteristics of the 
original sex is incomplete. In male-to-female transsexuals, there is 
no mode of treatment to revert earlier effects of androgens on the 
skeleton. The greater height, the shape of the jaws, the size and 
shape of the hands and feet, and the narrow width of the pelvis can 
not be redressed once they have reached their final size at the end of 
puberty. Conversely, the relative lower height in female-to-male 
transsexuals (in the Netherlands an average of 12 cms) and the 
broader hip configuration will not change under the influence of 
hormonal treatment. 

2. While in the majority of female-to-male transsexuals, a com- 
plete and inconspicuously masculine development can be induced 
with androgenic hormones, the effects of feminizing hormone treat- 
ment in male-to-female transsexuals can be objectively unsatisfac- 
tory with regard to reduction of male-type of facialbeard hair and 
induction of breast development. 
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Transsexuals often expect and sometimes demand rapid and 
complete changes immediately after the start of the hormonal thera- 
py. The induced effects of cross-sex hormones are, however, limited 
and appear only gradually. Before starting hormone treatment a 
clear discussion of the possible changes and the limits in an individ- 
ual patient, is indispensable in order to prevent unrealistic expecta- 
tions. In the next and following sections we describe the effects of 
cross-gender hormones separately for male-to-female and female- 
to-male transsexual subjects. 

Which Hormones and Which Dose? 

For each of the above mentioned aspects of hormone treatment 
exists a large array of (semi) synthetic sex steroids. Theware no 
solid literature data to prove certain hormonal drugs superior in 
efficacy to others. Only two published studies give an indication of 
the value of different hormone schedules in the treatment of trans- 
sexuals, but the results are far from conclusive (Meyer et al., 1981 & 
1986). The choice of hormonal drugs in the treatment of transsexual- 
ism depends on availability (national regulations, pharmaceutical 
marketing), local traditions, side effects, route of administration, 
cost and folk belief (in particular from the side of the transsexual 
subject and hisher peer group, but also from the physician). Opti- 
mal dosages of these drugs have not yet been established. 

The first effects of the cross-gender sex hormones appear already 
after 6 to 8 weeks (Futterweit, 1980). Voice changes in female-to- 
male transsexuals and the development of painful breast noduli in 
male-to-female transsexuals are the first manifestations. Thereafter 
the changes take over 6 to 24 months and even longer before they 
are complete (beard growth may take 4 to 5 years in androgen- 
treated female-to-male transsexuals). 

Cross-Sex Hormone Treatment 
in Male-to-Female Transsexuals 

Annihilation of Male Characteristics 

In male-to-female transsexuals suppression of the original sex 
characteristics can be obtained by compounds that exert directly or 
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indirectly an antiandrogenic effect. Androgens are for their produc- 
tion dependent on stimulation by the pituitary hormone luteinizing 
hormone (LH) which, in turn, is stimulated by the hypothalamic 
hormone luteinizing hormone-releasing hormone (LHRH). The bi- 
ological action of androgens is contingent on their interaction with 
hormone receptors in the body's tissue cells. Interference with any 
of these mechanisms will lead to a decline of the biological action 
of androgenic hormone. Some of the drugs that will be listed have a 
dual action in this respect (Table 1). 

1. Suppression of gonadotropins (the pituitary hormones) that 
stimulate testicular and ovarian hormone production can be 
achieved by LHRH analogues: triptorelin and leuprorelin 3.75 mg/4 
weeks are available as injectables. Their cost is prohibitive; a major 
side effect is hot flashes of the type that postmenopausal women 
experience. There is no reported experience with these drugs in 
transsexuals. Also cyproterone acetate, progestagens and high dose 
estrogens suppress gonadotropins by their negative feedback action. 
Progestagens are available in the form of medroxyprogesterone 
acetate (ProveraR) as a parented drug (150 mgl6 weeks) or oral 
drug (5-10 mglday). They probably also interfere with the androgen 
receptor. 

2. Interference with the production of testosterone or its conver- 
sion to the potent metabolite 5alpha-dihydrotestosterone (DHT) can 
be exercised by drugs l i e  spironolactone ( ~ l d a c t o n e ~ )  100-200 
mglday. Finasteride is a potent 5 alpha-reductase inhibitor prevent- 
ing the conversion of testosterone to DHT and therewith reducing 
its biological effect. 

3. Drugs that interfere with receptor biding of androgens (or in 
the future with postreceptor mechanisms) have been used success- 
fully. Cyproterone acetate ( ~ n d r o c u r ~ )  100 mglday orally or 300 
mglmonth intramuscularly and less effectively medroxyprogester- 
one acetate have also antigonadotropic action. The "pure" antian- 
drogens nilutamide (handronR) 300 mglday ahd flutamide (Eulex- 
in 250 mg, three times a day) are potent drugs. They are less suited 
as monotherapy since by their interference with the negative feed- 
back action of androgens, they stimulate gonadotropin production 
and subsequently androgen production. Spironolactone has also 
receptor-blocking properties. 
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Of all the above drugs sideeffects have been reported. Some are 
inherent in the interference with the biological action of androgens 
like a reduction of muscle mass and power and of the hemoglobin 
content. Some patients will complain of loss of energy and vitality 
to straightforward depression. The antiandrogen we have extensive- 
ly used is cyproterone acetate (100mgIday). Side effects encoun- 
tered are those mentioned above. Our alternative drug is spironolac- 
tone. Several studies have demonstrated its efficacy in transsexuals 
and in hirsute women alike. It has also an antihypertensive effect, 
since the drug was designed as a diuretic. 

We have limited experience with nilutarnide and LHRH antago- 
nists. Medroxy-progesterone acetate has been widely used in the 
USA also in sex offenders. It is a satisfactory drug also in the view 
of the mild side effects and the costs. A randomized double-blind 
clinical trial to establish the best suited antiandrogen compound in 
transsexuals has not been performed so far. 

Following orchiectomy we try to reduce or terminate antiandro- 
gen therapy. Sexual hair growth is clearly dependent on androgens 
for its initiation and it would be logical to believe that antiandro- 
gens are redundant following orchiectomy. Though not verified by 
research data, patients claim that also after orchiectomy their sexual 
hair growth is still reduced by antiandrogens. Due to the much 
shorter life cycle of sexual hair on the trunk, m s  and legs as 
compared to the face and the greater density of hair follicles in the 
beard area, beard growth is not reduced to a cosmetically acceptable 
degree by antiandrogens. Other measures l i e  depilation by elec- 
trolysis are needed. Those subjects who are young enough to have 
no significant beard development or whose racial background pro- 
vides them with little or no beard development, are not in need of 
antiandrogens for this purpose. 

Induction of Female Characteristics 

The principal feminizing hormones are estrogens. Estrogens 
alone can induce most typical female characteristics as has been 
shown in cases of Turner syndrome in which the ovaries fail to 
produce hormones. A second sex steroid produced by the ovaries is 
progesterone. It prime function is to prepare the uterine mucosa for 
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nidation. Its feminizing effect is probably limited, but effects of 
breast tissue. have been described. Meyer et al. (1986) found no 
difference in breast hemicircumference between male-to-female 
transsexuals who had used estrogens only and those who had used 
both estrogens and progestagens, but this study was not a random- 
ized double-blind clinical investigation. 

It has been suggested that "unopposed action of estrogens" (by 
progestagens) would constitute a risk factor for carcinomas of the 
breast and there are epidemiological data in support of this. On the 
other hand studies in users of oral contraceptives have suggested - -  . 

that progestagens play a role in breast cance; development, though 
oral contrace~tives overall are associated with a reduced risk of 
breast cancer: Three cases of breast carcinomas in male-to-female 
transsexuals have been published but it is difficult to arrive at statis- 
tically reliable conclusions on risks since the total number of users 
is unknown and no data are available on what estrogens and how 
long these three subjects have been taking this medication. Of note 
is the fact that breast carcinomas have not been observed in men 
with prostatic carcinoma taking high doses of estrogens but the 
follow-up may have been too short in view of their lethal disease. 
Male-to-female transsexuals should be informed about this risk 
factor. As with the general female population, they should receive 
information on self-examination of their breasts. At medical check- 
ups their breasts should be physically examined and if palpation is 
suspect, mammography and eventually biopsy should follow. The 
fact that transsexuals have often breast implants may impede physi- 
cal (self)examination of the breast. In our population of more than 
500 hormonally treated male-to-female transsexuals (follow-up 
0-20 years with an estimated median of 6.5 years) we have not 
come across a case of breast carcinoma. 

In terms of estrogenic effects there is no superior estrogen. The 
choice depends mainly on availability, costs and the preference of 
the subject. Careful clinical studies on side effects in the form of 
randomized double-blind placebo-controlled studies with different 
estrogens are non-existent. The chemical formula and the route of 
administration lead to substantial differences in characteristics of 
estrogenic drugs. All oral estrogens first pass the liver after intesti- 
nal absorption and exert an effect on liver metabolism, evidenced 



46 INTERDISCIPLINARY APPROACHES IN CLINICAL MANAGEMENT 

by their effects on lipids, clotting factors and renin. The liver me- 
tabolism of estrogen is also related to the chemical formula of the 
estrogen. Ethinyl estradiol is slowly metabolized whereas l7beta- 
estradiol is broken down rather rapidly, explaining the 10-20 fold 
difference in daily dosage. Concomitant drug use (anti-epileptics) 
may induce a more rapid metabolism of estrogens. 

1. Ethinyl estradiol ( ~ ~ n o r a l ~ ) ,  50 pg orally twice (or more) 
daily, is the most potent estrogenic drug. It is a chemical modifica- 
tion of 178-estradiol, the main estrogen of the body, and it is slowly 
metabolized by the liver, but has a large effect on other metabolic 
pathways in the liver. It is very cheap, easily available worldwide 
and often used by male-to-female transsexuals because it can be 
obtained from women friends or without prescription in many 
countries as the oral contraceptive pill (always combined with pro- 
gestagens). In the current estradiol assays its presence is not mea- 
sured but the resulting suppression of gonadotropins suggests its 
use. A specific assay for ethinyl estradiol is commercially available. 

2. "Natural" estrogens, which are not natural but metabolized 
estrogens from other species (pregnant mare urine) are more ap- 
propriately called conjugated estrogens (premarinR and other 
brands). Active dose in postmenopausal women is 0.625-1.25 mg, 
but for cross-gender hormone therapy the active dose is 5-10 mg 
(Meyer et al., 1986). They are largely metabolized at first liver 
passage. It is said that they have less side effects than other estro- 
gens. However, the supporting scientific evidence is very weak and 
in trials of secondarv ~reverition of mvocardial infarction in men. 
conjugated estrogen; k a dose of 2.5 &d 5 mg orally per day a; 
clearly associated with an increased risk of thrombosis. Paradoxi- 
cally, low doses appear to reduce the risk of cardiovascular disease 
in postmenopausal women. 

3. 178-Estradiol (or in short estradiol) is the most potent of the 
three forms of native estrogens in the human body. It is roduced 
synthetically and can be administered orally (ProgynovJ, Estro- 
femR, ZumenonR 2-4 mg per day) metabolized in great part. at first 
Liver passage, intramuscularly ( ~ r o ~ ~ n o n - ~ e ~ o t ~  20-200 mg per 
month) or transdermally (Estraderm TTsR 100 pg, patches are re- 
placed twice weekly). In particular, this latter form is very promis- 
ing because of its low number of estrogen-induced side effects. 
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However, its efficacy in cross-gender hormone treatment has not 
been fully determined (a study is in progress at our clinic). A con- 
siderable number of patients (f 10%) have skin problems at the 
application site and its sticking qualities can be a problem in pa- 
tients that perspire easily or in a hot climate. Another obstacle is the 
price (US$1.00 per day), it is the most expensive estrogen therapy. 

4. Estriol (Synapause ~ 3 ~ ,  OvestinR 2-6 mg orally per day) is a 
less potent native estrogen that is used in postmenopausal women 
for atrophic vaginitis and for urinary problems. In cross-gender 
hormone treatment high doses are necessary and estriol has no 
advantages over estradiol for this indication. 

In our clinic ethinyl estradiol 100 pg orally per day has been the 
standard treatment for all male-to-female transsexuals until recent- 
ly. With the introduction of transdermal estrogen we have changed 
our policy because of the frequent occurrence of thromboembolism 
in patients over 40 years of age (12%, Asscheman, Gooren & Ek- 
lund, 1989). All new male-to-female transsexuals older than 40 
years are treated with Estraderm TTSR 100 pg two patches per 
week from the start. Younger patients are offered the same possibil- 
ity but they are informed that their risk of thrornboembolism is 
much lower (2.1%) and ethinyl estradiol 100 pg is proposed as an 
alternative. Intramuscular estrogen depots are not routinely given 
for two reasons. First, in case of side effects, not infrequent with 
estrogen therapy, it can take weeks before the serum levels of estra- 
diol have normalized and second, male-to-female transsexuals tend 
to abuse estrogens under the wrong assumption "the more the bet- 
ter." We have seen subjects who used 800 mg ~rogynon-~epo t~ ,  
intramuscularly, per week with sometimes serious side effects 
(Gooren, Assies, Asscheman, de Slegte & van Kessel, 1988). With 
oral administration abuse is also not uncommon, but the doses are 
not so extreme. 

After sex reassignment surgery we try to reduce the dose to a 
minimum that produces no clinical symptoms of sex hormone defi- 
ciency, but no lower than the minimum dose that protects against 
osteoporosis. In postoperative patients all kinds of estrogen sub- 
stituti6n therapy are used depending on the personal preference of 
the transsexual patient and the lack of clinical symptoms of estro- 
gen deficiency or side effects. Practically, this is similar to the 



48 INTERDISCIPLINARY APPROACHES IN CLINICAL MANAGEMENT 

estrogen treatment of postmenopausal women with some advan- 
tages: there is no need for progestagens and no risk of endometrial 
carcinoma. 

Cross-Sex Hormone Treatment 
in Female-to-Male Transsexuals 

Annihilation of Female Characteristics 

The effects of estrogens on physical characteristics cannot be 
annihilated by antihornones. Antiestrogens administered to eugo- 
nadal women stimulate gonadotropin and subsequently ovarian hor- 
mone secretion. Theoretically, LHRH antagonists could be used. 
The objections have been mentioned earlier. 

Transsexuals very much appreciate that their menstrual periods 
are terminated. This can be accomplished by progestagens with 
their antigonadotropic properties: medroxyprogesterone acetate 
(ProveraR, ~ a r l u t a l ~ )  5 mg 1 B 2 tabletslday or 150 mg intramuscu- 
larly/3 months, lynesterol (OrgametrilR) 5 mg or norethisterone 
(Primolut N ~ )  5 mg both 1 or 2 tabletslday. Androgens to be dis- 
cussed in the next section have in high dosages also antigonadotrop- 
ic action. There is no clear advantage in the combination of the two 
hormones unless androgens alone suppress menstrual bleeding in- 
sufficiently. 

Induction of Male Characteristics 

Androgens exert a powerful effect on the virilization process but 
completion may take as long as 2-4 years and sometimes even 
longer. The individual outcome depends on genetic factors both 
familial and racial. The degree of hairiness of siblings is a fair 
predictor of the virilization process. 

To be used are testosterone esters 200-250 m$ weeks intramus- 
cularly. Their brand names vary from place to place (SustanonR, 
TestovironR). As oral androgens testosterone undecanoate can be 
mentioned (hdriolR) 160-240 mglday, not available in the USA. 
With the latter preparation, mens t rd  bleeding is insufficiently sup- 
pressed in 50% of the patients and addition of a progestagen is 
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required. The use of oral androgens with an alkyl group in the 17a 
position of the molecule is obsolete due to its hepatotoxicity. Oral 
androgens as mesterolone and fluoxymesterone are too weak for the 
induction of virilization. 

In approximately 50-60% of the female-to-male transsexuals 
acne will occur. In 10-15% it is rather serious requiring dermatolog- 
ical treatment. It is now certain that androgen treatment has an 
unfavorable effect on the lipid profile. It places female-to-male 
transsexuals in the risk category of men. Therefore they must be 
advised not to smoke, to exercise moderately and to prevent over- 
weight and high blood pressure. 

Effects of Cross-Gender Hormones 
in Male-to-Female Transsexuals 

Annihilation of the male pattern is possible for a number of 
secondary sex characteristics but only to a limited extent. Reduction 
of androgen-dependent hair growth with cyproterone acetate and 
ethinyl estradiol is fairly effective on the trunk and the limbs, but 
has a verv limited success in the face. The bodv hair does not 
disappear- but following suppression of and;ogen-dependent 
growth, the hair becomes less coarse and less visible, resembling 
the vellus hair on the female body in certain body regions. If ha& 
lessness of the body is desired, only electrolysis is effective. Wax- 
ing and shaving can result in temporary hairlessness, which can be 
prolonged by the decrease in hair growth associated with estrogen 
and antiandrogen treatment. The beard hairs also become thinner 
and softer after several years of hormone use. Unfortunately, once 
the beard growth has fully developed and regular shaving is neces- 
sary, the result of antiandrogens alone is cosmetically unacceptable. 
Only electrolysis is effective in eliminating beard growth. In a few 
patients who had started treatment before developing visible hair 
growth, electrolysis could be avoided. After starting hormone treat- 
ment, male type scalp hair loss (masculine alopecia) ceases. Re- 
growth of scalp hair on bald areas is incomplete and of the vellus 
type. Hairstyle, hair implants or artificial hair techniques ("weav- 
ing," partial wigs) can successfully mask the masculine alopecia 
while hormones can at best make a minor contribution. 
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Penis length is not reduced by hormones, but due to its almost 
continuous flaccid state and an increase in lower abdominal fat, 
may appear reduced. Spontaneous erections are suppressed within 3 
months but during erotic arousal erections still occur in the majority 
of our patients, evidencing the relative androgen-independence of 
this type of erection. Testicular volume is reduced by 25% within 
the first year of hormone use. This reduction is appreciated as a sign 
of progress and also makes hiding of the male genitals easier. 

Induction of female characteristics is quite variable. In the initial 
phase of estrogen therapy, subareolar nodules which can be painful 
(Futtenveit, 1980), are common. The breast size can be quantified 
by measuring the maximum hemicircumference over the nipple 
with a flexible ruler (either in the supine position or sitting which is 
our method). The increase in breast size evolves gradually with 
often periods of growth and periods of apparent standstill. The 
mean hemicircumference after1 year is 10-cm in the supine posi- 
tion and 14 cm in the sitting position (the latter varies from 4 to 22 
cm in our patients) and reaches its maximum after 18 to 24 months. 
In our patients the mean value is 18 cm, but it can vary from 4 to 28 
cm. For comparison: in biological females it varies from 12 to 36 
cm with a mean of 22 cm (own unpublished observations in a small 
number of these women). The values in male-to-female transsexu- 
als are several centimeters less than in biological women. More- 
over, the width of the male thorax is in general larger than that of 
the female thorax. Consequently, the proportional effect is judged 
as unsatisfactory by almost 50% of the male-to-female transsexual 
subjects. The niajority of those unsatisfied requests surgical breast 
implants. In more than 50% of the male-to-female transsexuals, the 
estrogen-induced breast size is judged as satisfactory by the trans- 
sexual subject herself, obviating breast surgery. In a small number 
of subjects unilateral or bilateral subcutaneous mastectomy has 
been performed because of pubertal gynecomastia. The hormonal 
effect on operated breasts is nil. In the  latter cases early breast 
implants are indicated, but we prefer to wait at least one year before 
recommending any surgery including breast surgery. 

In male-to-female transsexuals, estrogens do not affect the pitch 
of the voice, and a low voice can be a great handicap. Speech 
therapy is necessary to achieve a more feminine vocal range. Vocal 
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cord surgery does not obviate the need for speech therapy in almost 
all cases, but the resulting higher pitched voice facilitates a female 
public presentation. 

The subcutaneous and intra-abdominal fat distribution is sex ste- 
roiddependent. Males preferentially accumulate fat in the upper 
abdomen ("apples ") and females around the.hips ("pears "). Estro- 
gen treatment results generally in more fat around the hips but this 
is not the rule and can vary largely. Skeletal structures like jaws, 
size of hands and form of the pelvis do not change with the estrogen 
and/or antiandrogen treatment. 

Not infrequently male-to-female transsexuals complain of a dry 
skin and fragile nails. This is'a consequence of the reduction in 
sebaceous gland activity following antiandrogen treatment. Avoid- 
ance of detergents and application of ointment is mostly helpful. 

Effects of antiandrogens alone or in combination with estrogens 
on the mood and the emotional functioning are often reported by 
our patients and their partners. Definitive scientific proof in trans- 
sexuals that they are hormone-related is not available, but it is 
likely. In view of the consistency of these subjective reports and 
some studies in hypogonadal patients after substitution with ap- 
propriate hormones, an effect of hormones on the brain and conse- 
quently on brain functions like mood, is highly plausible. 

Effects of Cross-Gender Honnones 
in Female-to-Male Transsexuals 

Generally the virilization process proceeds subjectively and ob- 
jectively in a satisfactory way and female-to-male transsexuals are 
pleased with it. It has no effect on their breast size. An oily skin and 
acne may become a problem. In comparison to other men they are 
rather short, but a short man is less conspicuous than a tall woman. 
The clitoris enlarges in all subjects though in a different degree. It 
sometimes suffices to have vaginal intercourse with a female part- 
ner, but that is not the rule. Most subjects indicate an increase of 
their libido following androgen .treatment. Like male-to-female 
transsexuals female-to-male transsexuals must continue androgen 
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treatment after ovariectomy to' prevent hot flashes, loss of male 
characteristics and above all osteoporosis. 

SIDE EFFECTS OF CROSS-GENDER HORMONE 

Few systematic studies on side effects of cross-gender hormone 
treatment in transsexuals have been published. Meyer et al. (1986) 
found in 90 transsexuals only liver enzyme abnormalities and mild 
elevations of serum cholesterol and mglycerides. Case reports have 
described pulmonary embolism, cerebral thrombosis, myocardial 
infarction, prostatic metaplasia, and breast cancer in estrogen- 
treated male-to-female transsexuals and recurrent myocardial in- 
farction in a female-to-male transsexual treated with androgens. 

In 1989 we published a retrospective study on mortality and 
morbidity in 303 male-to-female and 122 female-to-male trans- 
sexuals who have been treated .and followed at our clinic for 6 
months to more than 13 years (Asscheman, Gooren & Eklund, 
1989). Mortality in male-to-female transsexuals was 6-fold in- 
creased compared with the general population. This was in particu- 
lar due to suicide and death by unknown cause. No deaths occurred 
in the female-to-male group but the median age was much lower. 
Side effects were common in the male-to-female transsexual pa- 
tients. Significant increases were observed for venous thrombosis/ 

embolism, depressive mood changes, hyperprolactine- 
rnia and elevated liver enzvmes in the male-to-female transsexual 
patients. In the female-to-kale group acne (12.3%) and weight 
increases > 10% (17.2%) were the main side effects. Many side 
effects were reversible with appropriate therapy or temporary dis- 
continuation of hormones. 

The occurrence of serious side effects (e.g., the prevalence of 
thromboembolic disease of 2.1% in patients below 40 years of age 
and 12% in patients above 40 years) was, however, not rare. In view 
of the needs of transsexuals these side effects present a difficult 
dilemma in hormonal gender reassignment. At present no firm 
guidelines can be given. The cornerstone of the decision to pre- 
scribe cross-gender hormones remains with the explanation of the 
possible side effects to the patients and careful clinical judgment. 
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Efforts to reduce the risk of thromboembolic events by transdermal 
administration of estrogen are very promising but not conclusive at 
this moment. Further follow-up of this relatively young population 
to disclose long-term side effects is required. 

CONCLUSION 

Hormones are indispensable tools for the induction and mainte- 
nance of the characteristics of the sex the transsexual reckons him/ 
herself to belong to. Following sex reassignment surgery they are 
hypogonadal and they must receive in principle lifelong hormone 
replacement in the same fashion as other hypogonadal patients. The 
main goal is to prevent future osteoporosis manifesting itself in the 
fifth and higher decades of their lives. 
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SUMMARY. The effects of hormone treatment of transsexuals on 
the emotional state and sexual feelings have been studied less exten- 
sively than the effects on physical appearance and functioning. Most 
of the research in the field of hormone-behavior relationships has 
been carried out in non-patient groups or in patient groups other than 
transsexuals. Results of the few available studies of transsexuals are 
generally consistent with this research. 

In the existing literature the following hormonal effects on sexu- 
ality are re r td :  an enhancement of sexual interest, fantasies and 
initiative aP ter androgen administration in female-to-male transsexu- 
als; a loss of sexual interest as well as a loss of erections and the ca- 
pacity to reach orgasm in male-to-female transsexuals after the use 
of antiandrogens. 

Less thoroughly investigated are the effects of hormone treatment 
on moods. In transsexuals, the following effects are reported: in 
male-to-female transsexuals less feelings of tension and more feel- 
ings of relaxation after anti-androgen intake and a calming down of 
emotional disturbances after estrogen intake; a greater sense of well- 
being in female-to-male transsexuals using androgens. No systemat- 
ic effects of androgens on aggression and anger were found. Non-an- 
drogen factors ap ar to be more important determinants of 
aggression than an 8 ogens. 
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INTRODUCTION 

Once the diagnosis of transsexualism has sufficiently been estab- 
lished, patients enter the second stage of the gender reassignment 
procedure. This stage was first proposed by Money and Ambinder 
(1978) and is called the 'real-life diagnostic test.' Depending on the 
gender team involved sooner or later after entering the 'real life 
diagnostic test' hormone treatment is started. 

The main physical effects of hormone treatment in male-to-fe-' 
male transsexuals are loss of bodylpubic hair, reduction of scalp 
hair loss, reduction of testicular volume, loss of erections, induction 
of breast development and changes in body fat distribution due to 
estrogens (ethinylestradiol) and antiandrogens (cyproterone ace- 
tate). In female-to-male transsexuals androgen administration 
(mostly testosterone undecanoate or long-acting testosterone esters) 
results in deepening of the voice, facial and body hair growth, 
clitoral growth, and, in most cases, amenorrhea. If menstruation 
persists, lynestrenol (a progestative agent) is prescribed (Assche- 
man, 1989). 

Entering this second phase of the treatment has, of course, a great 
impact on the emotional situation of the patients. Emotional imbal- 
ance can be caused by psychosocial factors (e.g., loss of friends), by 
indirect hormonal effects (e.g., subjects' responses to physical ef- 
fects, like clitoris growth) and by direct hormonal effects (e.g., 
changes in sexual feelings). We will fust discuss the psychosocial 
and &direct hormonal effects and then review the literature on 
direct hormonal effects. 

At the time of their fust appointment for gender problems most 
patients are very depressed. They have often tried to live according 
to their biological sex without success and suffer ensuing distress. 
When they decide to undergo sex reassignment surgery (SRS) as a 
solution to their gender problem, depressive feelings tend to dimin- 
ish. But, despite the fact that one is looking forward to sex reassign- 
ment, other difficulties can emerge. 

SRS involves a great deal of loss. There can be a loss of family 
contacts, friends, employment, housing and social status (Kuiper & 
Cohen-Kettenis, in press). Undergoing SRS implicates reorienting 
to the fuhue in all of the aforementioned areas. During a certain 
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amount of time, the transsexuals' changes of appearance provide a 
source of confusion. The ambiguity of the sex characteristics may 
lead to unpleasant (sometimes even aggressive) confrontations with 
strangers. Family and friends fmd it hard to adjust to the new 
situation. Even when trying to cooperate, family and friends keep 
using their given name or referring to the natal sex. In cases where 
family and friends do not accept the new situation, they often put 
pressure on the transsexual to abandon the goal of SRS. This is 
especially true for husbands, wives and children. 

Building a new circle of friends during the real life test is not 
always easy, as one may find it hard to initiate contacts when the 
new gender role has not yet been completely established. 

The physical changes, though very much desired, can also be 
psychologically difficult to handle for the transsexual. Some 
changes are not expected. Female-to-male transsexuals, for exam- 
ple, are often ashamed of their acne and their fluctuating voice 
while they also experience pain as their clitoris is enlarged. As for 
male-to-female transsexuals, even though their breast development 
is painful in the beginning, they feel it seldom takes place fast 
enough. Despite the use of antiandrogens, occasional erections still 
cause embarrassment or discomfort. 

Complexities do not only arise because of undesired social con- 
sequences of the gender role change or hormonal (side) effects. 
Both female and male transsexuals are eager to engage in more 
intimate relationships. However, they often have avoided sexual 
contacts out of reluctance to reveal their transsexuality to others. As 
a confrontation with their own sexual body parts is very painful, 
they sometimes have repressed all sexual feelings and have sexually 
not been very active. Therefore, when they are sexually approached 
during the real life test, this can create approach-avoidance conflicts 
or it can even be a frightening experience. 

Direct psychological and emotional effects of hormone therapy 
in transsexuals are not as well studied as the physical effects. Stud- 
ies on hormone-emotion relationships have been carried out in oth- 
er populations. The most extensively investigated areas are sexual- 
ity and aggression. 

Sexuality. Some but not all aspects of sexuality appear to be 
influenced by androgens. In young boys as well as in older men, 
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sexual activity and sexual function were associated with higher 
levels of testosterone (Davidson, Chen, Crapo, Gray, Greenleaf, & 
Catania, 1983; Tsitouras, Martin & Harman, 1982; Udry, Billy & 
Morris, 1984). In hypogonadal men testosterone therapy seemed to 
be of influence on sexual cognitive processes, like fantasizing (Ban- 
croft & Wu, 1983; Gooren, 1987), but not on other aspects of sexual 
behavior like erections (Davidson, Camargo & Smith, 1979; Kwan, 
Greenleaf, Mann, Crapo & Davidson, 1983). 

In the treatment of sex offenders surgical castration and adminis- 
tration of androgenic antagonists (cyproterone acetate or CPA) have 
been used to reduce levels of circulating testosterone as an attempt 
to establish a reduction in sexually offensive behavior. Castration 
appeared to have a highly variable effect on sexuality. Effects were 
very much dependent on age of castration (Heirn, 1981). CPA 
proved to produce reductions in arousal and sexual activity, but not 
in erectile responses to erotic stimuli (Bradford, 1990; Marsha, 
Jones, Ward, Johnson, & B a r b m ,  1991). 

Recent studies have shown a comparable influence of androgens 
on female sexuality. In normally menstruating women, the rnidcycle 
testosterone level andlor the average testosterone level throughout 
the cycle were related to sexual desire, sexual interest and autoerot- 
ic behaviors, but less so to orgasmic frequency or coital frequency 
(Bancroft, 1987; Bancroft, Sanders, Davidson, & Warner, 1983; 
Persky, Charney, Lief, O'Brien, Miller, & Strauss, 1978). Surgically 
postmenopausal women taking androgens and women suffering 
from polycystic ovary syndrome and thus producing high levels of 
androgens, also showed an increased sexual interest and/or initia- 
tive (Gorzynski & Katz, 1977: Sherwin, 1985; Sherwin & Gelfand, 
1984, 1985; Sitters-Zwolsman et al., 1987). 

From the aforementioned studies the conclusion can be drawn 
that testosterone plays a major role in cognitive and motivational 
aspects of male as well as female sexuality. 

The association between estrogen and aspects of sexual function- 
ing has remained less clear. In normally cycling and postmenopau- 
sal women no relationships between sexual arousal, sexual fanta- 
sies, masturbation, initiation of sexual activity or coital frequency 
or sexual gratification and estradiol have been found (Abplanalp, 
Rose, Domelly, & L,ivingston-Vaughan, 1979; Bancroft et al., 1983; 
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Leiblum, Bachmann, Kernmann, Colburn, & Schwmzman, 1983; 
Persky, Charney, Lief, OiBrien, Miller & Strauss, 1978). In several 
studies among surgically postmenopausal women, Sherwin (1988) 
found a decrease in sexual motivation after estradiol treatment 
while Dennerstein, Burrows, Wood, and Hyman (1980) and Dow, 
Hart, and Forrest (1983) found an enhancement of sexual function- 
ing. The latter studies however have been criticized because of 
important methodological shortcomings (Sherwin, 1988). In sexu- 
ally deviant males reduction of sexual drive has been reported after 
administration of estrogens (Whittaker, 1959). 

The effect of estrogens on sexual functioning seems to be one of 
diminishing sexual interest instead of enhancement. 

Aggression. Though well established in animal studies, evidence 
for an association between androgens and aggression is much more 
conflicting than for the relationship between androgens and sexu- 
ality. 

Several measures of aggression and testosterone appeared to be 
related in adolescent and young men (Christiansen & Knussmann, 
1987; Olweus, Mattsson, Schalling, & Low, 1980,1988). Testoster- 
one production and aggressive feelings were found not to be related 
in older men by Persky, Smith, and Basu (1971). Meyer-Bahlburg, 
Boon, Sharma, and Edward (1974) however could not replicate 
Persky et al.'s findings. Low and insignificant relations between 
self-report measures and plasma testosterone levels were also found 
in a longitudinal study (Doering, Brodie, Kraemer, Moos, Becker, 
& Mechanic, (1975)). No association between paper and pencil 
tests of aggressionhostility and testosterone levels were found by 
Brown and Davis (1975), Monti, Brown, and Coniveau (1977) and 
Rada, Kellner, and Winslow (1976). 

In women, Persky et al. (1982) failed to find any association 
between hostility on the one hand and plasma levels of several 
androgens on the other hand. However Ehlers et al. (1980) found 
higher levels of testosterone in a female neurological outpatient 
population, who were selected on the basis of the incidence of 
violent behavior, when compared to a control group. 

In men who actually committed sexually aggressive acts, both 
the presence and absence of a relationship between androgens and 
aggressive behavior has been reported (Bradford, 1990; Bradford 
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& Maclean, 1984; Hucker & Bain, 1990; Rada, Laws, Kellner, 
Striristava, & Peake, 1983). 

Obviously a simple relationship between testosterone and ag- 
gression has not been found. Meta-analytic reviews show that 
women with their much lower testosterone levels than men are not 
always the less aggressive group. Factors like reactions and sex of 
the victim, guilt feelings or justification of the aggressive act ac- 
count for differences in aggression between men and women (Eagly 
& Steffen, 1986; White, 1983). It may well be that such factors are 
more powerful predictors of aggression than androgens. 

Moods. Men achieving a rise in status through their own efforts 
and having an elation of mood over the achievement, are likely to 
have a rise in testosterone (Mazur & Lamb, 1980). Testosterone 
administered to women deprived of ovarian androgen production 
induces a greater sense of well-being and fewer psychological 
symptoms than women from a control group experienced (Sherwin, 
1985; Sherwin & Gelfand, 1984). In pubertal boys the emotional 
tone was higher than in prepubertal boys, while no such effects 
were found in girls (Crockett & Peterson, 1987). In one study, 
however, a negative correlation was found between rising testoster- 
one levels and positive affect (Houser, 1979). 

Estrogens seem to have a positive influence on mood distur- 
bances. In women, psychiatric depression has been alleviated sig- 
nificantly as a consequence of treatment with high doses of estro- 
gens (Vogel, Klaiber, & Broveman, 1978). Treatment with 
estrogens has sometimes been reported to be effective in women 
suffering from premenstrual syndrome or postpartum depressions 
(Astwood, 1970; O'Brien, 1987). 

STUDIES INVOLVING TRANSSEXUALS 

In two studies Leavitt, Berger, Hoeppner, and Northrop (1980) 
examined the effects of hormonal treatment on the adjustment of 
adult males requesting sex reassignment surgery. In the f is t  study 
they compared Minnesota Multiphasic Personality Questionnaire 
(MMPI) profiles of 22 patients who received estrogen and medrox- 
yprogesterone acetate for at least 12 months with profiles of 19 



Peggy T. Cohen-Kettenis and Louis J.G. Gooren 61 

patients who received no hormonal therapy. They were all seeking 
presurgical psychiatric evaluation. Each patient was interviewed 
with the hormonal history carefully noted and given a battery of 
psychological tests including the MMPI. The reported hormone 
intake had resulted in breast development, testicular atrophy, skin 
smoothness, decreased rate of beard growth and no morning erec- 
tions. Both groups were comparable in age and years of formal 
education. 

Whereas the hormone group scored within the normal range on 
MMPI scales, the no-hormone group showed evidence of moderate 
disturbance in mood and thought, although they were not disturbed 
by psychiatric standards. 

Factors other than hormones could, of course, have biased their 
findings (e.g., better adjustment in the hormone group, leading to 
initiation of hormone treatment, or living full-time as women in the 
hormone group). Therefore Leavitt et al. (1980) conducted a second 
study, which involved 20 male-to-female transsexuals undergoing 
hormonal treatment from 1 to 52 weeks. Weeks of hormonal treat- 
ment were evenly distributed over this period. There were no differ- 
ences in age or education with the patient sample from the fmt 
study. Again the MMPI was administered to the patient group. 

Length of full time cross-dressing appeared not to be associated 
with the patient's adjustment. The length of hormonal treatment 
however was associated with emotional adjustment on four clinical 
scales of the MMPI ('depression,' 'paranoia,' 'psychastenia' and 
'faking good'). Leavitt et al. (1980) quote other authors who have 
observed 'sedative' (Hastings, 1969), 'calming' (Green, 1969) and 
'bio-tranquilizing' (Block & Tessler, 1973) effects of estrogens in 
male-to-female transsexuals. They conclude that their study, in line 
with the aforementioned effects, strongly suggests a relationship 
between emotional adiustment and hormone theram. 

Recently Mallett e i  d. (1989) described a case bf a male-to-fe- 
male transsexual who developed a psychosis shortly after success- 
ful sex reassignment. In the-literature, occasional cases of postop- 
erative psychosis are explained in terms of a 'catastrophic 
psychological reaction to a complex and extraordinary set of 
events' (Mallett, Marshall, & Blacker 1989, p. 258). Although this 
might have been the case other explanations are also possible. The 
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features of her illness were very similar to cases of 'puerperal' 
psychosis (psychosis shortly after childbirth). As estrogen treatment 
is usually interrupted a few weeks before surgery, the authors sus- 
pect that estrogen withdrawal could have played a causal role. The 
patient recovered shortly after estrogen treatment was reinstated. 
This publication led to another report on a similar case by Faulk 
(1989). 

The influence of RU 23.903 (Anandron, a pure antiandrogen) on 
sexual functioning, aggression and mood was studied by Van Ke- 
menade, Cohen-Kettenis, Cohen and Gooren (1989) in a group of 
14 male-to-female presurgical transsexuals. The morning before 
hormone treatment was started, the patients were given a test bat- 
tery. After 8 weeks, a second test procedure was performed. The 
patients were asked to fill out two tests each day at home, namely 
the Visual Analogue Mood Scale (VAMS; Zeally & Aitken, 1969) 
and a Sex Diary (Bancroft et al., 1983). The latter test consists of 
items on nocturnal and morning erections, thoughts and fantasies 
about sex, masturbation, erections during the day, orgasm, coitus, 
perceived extent of libido, excitement and orgasm. As part of the 
test battery, aggression was measured by the Dutch Spielberger 
Trait-State-Anger Scale (Van der Ploeg, Defares & Spielberger, 
1982) and the VAMS (Zeally & Aitken, 1969). 

Only morning erections and frequencies of sexual thoughts and 
sexual (but not other) fantasies decreased after antiandrogen intake. 
Aggressionhnger was not affected by changes in testosterone level. 
Lowering testosterone levels also corresponded with positive affect, 
as feelings of relaxation and level of energy became stronger while 
tension/anxiety and fatigue were decreasing after Anandron intake. 

Preliminary findings of a similar study in female-to-male trans- 
sexuals suggest that androgen intake increases sexual motivation 
and arousability. No effects were found in the area of anger and 
aggression (Van Goozen, Cohen-Kettenis, Gooren & Van de Poll, in 
prep). 

Summarizing the above findings one can say that in female-to- 
male transsexuals androgen administration during the real-life test 
will considerably enhance their sexual interest, fantasies and initia- 
tive. Sherwin (1988) has postulated that fluctuations in exposure to 
androgens instead of absolute levels are responsible for the greater 
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sensitivity in women than in men. According to this theory the 
prominence of sexual thoughts and interest should be high in the 
first weeks after hormone treatment, but should diminish as soon as 
stable elevated androgen levels are established. In the fmt few 
months after androgen intake, clitoris growth may be another rea- 
son for preoccupation with sexuality. 

In male-to-females the use of antiandrogens as well as estrogens 
may result in loss of sexual interest as well as loss of erections and 
the capacity to reach orgasm. 

From the literature the effects of androgens on aggression are still 
unclear. Also little is known of the interaction between falling (or 
rising) estrogen levels and rising (or falling) androgen levels in the 
female-to-male (or male-to-female) group. 

In non-transsexual populations, positive as well as negative in- . 
fluences of androgens on mood have been reported. In male-to-fe- 
male transsexuals, antiandrogens appeared to have different effects 
on various moods. For instance, feelings of relaxation, fatigue, 
tension and anxiety as well as level of energy fluctuated more as a 
consequence of antiandrogen intake than cheerfulness, sociability, 
gloominess and initation. For female-to-male transsexuals no such 
data are available yet. On the basis of studies in non-transsexual 
groups, an enhanced sense of well-being could be expected after 
androgen intake. 

As the main effect of estrogens seems to be one of calming down 
emotional turbulences, those male-to-female transsexuals who are 
emotionally very unstable are likely to benefit most from estrogen 
therapy. 

Psychologically the real life test is a complicated phase in the 
SRS procedure. Many internal and social changes undoubtedly im- 
ply emotional disturbances. Hormone therapy seems to be an extra 
factor, not only because the hormones embody a fulfillment of a 
desperate wish but also because the hormones themselves influence 
emotions. 

Results of the first studies on transsexuals are quite consistent 
with the general literature on hormone-emotion relationships. How- 
ever most of the studies suffer from methodological flaws. The 
samples sizes are usually small, moods/emotions are operational- 
ized in diverse ways and adequate control groups are lacking. 



64 INTERDISCIPLINARY APPROACHES I N  CLINICAL MANAGEMENT 

Moreover female-to-male transsexuals are hardly studied. Long 
term studies on psychological and emotional effects of hormone 
treatment have not yet appeared in print (to the best of our knowl- 
edge). 

As other patient groups usually get much lower doses of sex 
hormones than transsexuals, more hormone studies in transsexuals 
are called for. Information coming from such research would 
constitute a significant step forward towards an adequate treatment 
of transsexuals. 
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Regrets After Sex Reassignment Surgery 

Friedemann Pfiifflin, MD 

SUMMARY. Using data draw from the follow-up literature cover- 
ing the last 30 years, and the author's clinical data on 295 men and 
women after SRS, an estimation of the number of patients who re- 
gretted the operations is made. Among female-to-male transsexuals 
after SRS, i.e., in men, no regrets were reported in the author's sam- 
ple, and in the literature they amount to less than 1%. Among male- 
to-female transsexuals after SRS, i.e., in women, regrets are reported 
in 1-1.5%. Poor differential diagnosis, failwe to carry out the real- 
life-test, and poor surgical results seem to be the main reasons be- 
hind the regrets reported in the literature. According to three cases 
observed by the author in addition to personality traits the lack of 
proper care in treating the patients played a major role. 

In the follow-up literature on transsexuals one widely used crite- 
rion is whether the patients regretted having undergone SRS. Con- 
sidering the fact that, once SRS has been performed, a restitutio ad 
integrum is no longer possible, regrets are a tragic outcome. Due to 
the dearth of systematic research on contraindications for this spe- 
cific treatment one would, therefore, prefer solid data on the actual 
ratio of regrets instead of vague hints as they are often found in 
general literature on transsexualism. Without quoting the authors, 
Sigusch et al. (1979) for instance reported that at the Fifth Intema- 
tional Gender Dysphoria Symposium, February 10-13, 1977, Nor- 
folk, Va., it had been said, that a total of 44 patients had regretted 
SRS and wanted to return to their former gender role. 

So far there have been two studies which have investigated re- 
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grets within larger samples. W h d e r  et al. (1978) found four re- 
grets among the approximately one hundred persons who, up till 
July lst, 1972, when the specific Swedish law came into force, had 
successfully applied to the Swedish authorities for permission to 
change their name and undergo possible further measures for sex 
reassignment. Four of these, three biological men and one biologi- 
cal woman, regretted the measures taken, although none had had 
SRS, but only hormonal treatment and change of name. In addition 
to this sample the authors described two biological men from the 
sample of WAlinder u. Thuwe (1975) who had had SRS, and three 
more cases, without however giving detailed information on how 
far their treatment had proceeded. 

Blanchard et al. (1989) investigated 61 biological females and 50 
biological males after SRS. Their annually administered question- 
naire included two items: (1) If you have had a vaginoplasty or 
mastectomy, how do you feel about this operation now? (2) At the 
present time, do you feel that you would rather live as man or as 
woman? While none of the biological females showed regrets, four 
biological males, who, according to the authors belonged to the 
subgroup of heterosexual transsexuals, did so. None of them had 
however fully reverted to the male gender role. 

Apart from these two studies, there are a number of case reports, 
which cannot however be used to gauge the ratio or frequency of 
regrets. For this purpose, larger samples are a prerequisite. The 
following study relies on two such samples: (1) cumulative num- 
bers from follow-up studies, and (2) own clinical sample. 

Regret, in this study, is defined as gender dysphoria in the new 
gender role and after SRS which is expressed in behavior, i.e., 
attempts at re-reorientation of gender role behavior and/or re-adop- 
tion of the former sedgender-role behavior and/or applications for 
legal namelgender change andlor attempts to have SRS reversed. 

In contrast to the linguistic usage in most of the literature on 
transsexualism, the term (male-tolfemale or female-to-male) trans- 
sexual is used for gender dysphoric and transsexual patients before 
SRS, whereas patients after SRS are addressed according to their 
new gender role, i.e., as women (former male-to-female-transsexu- 
als) or men (former female-to-male transsexuals). From a clinical 
point of view and considering the problems of rehabilitation it 



Friedemann Pfdflin 71 

seems essential to drop the medical diagnosis as soon as possible 
and to address patients according to the gender role they live in. 
Once gender reorientation, change of Christian name and legal 
change of sex have taken place it seems anachronistic and anything 
but helpful for the patient to talk in diagnostic terms or in terms of 
biological sex. We prefer this linguistic usage, as it seems to help 
the integration of the patients in the new gender role, even though in 
the context of regrets it may complicate the matter. 

SAMPLES 

Sample I 

Sample 1 includes 74 follow-up studies and 8 reviews, published 
between 1961 and 1991. Only those reports which referred to at 
least a minimum of 5 patients after SRS have been included. More 
than half of the 74 follow-up studies described samples from the 
U.S.A. (n = 36), 13 German, 7 Swedish, 6 Swiss, 5 British, 4 
Danish, 3 Canadian and Australian samples respectively, 2 Dutch, 
and 1 from Finland, Norway and Singapore respectively. Most of 
the studies were conducted at psychiatric university clinics or at 
surgical, urological or gynecological depmments of university clin- 
ics. Some studies ' were joint ventures by psychiatrists and/or sur- 
geons and/or endocrinologists. Some of the studies came from spe- 
cific treatment units as, e.g., Gender Identity Clinics and the like. 
Veryfew studies came from general hospitals or private practices 
who, in most cases, cooperated with research foundations such as 
the Hany Benjamin Research Foundation. 

The following studies were included: Hertz et al. 1961, Benjamin 
1964 a,b,c, 1966,1967, Pomeroy 1967, WiUinder 1967, Money and 
Brennan 1968, Money and Primrose 1968, Vogt 1968, Walser 1968, 
Fogh-Andersen 1969, Randell 1969, Hoenig et al. 1970 a,b, Money 
and Ehrhardt 1970, Alanko and Acht6 1971, Hoenig et al. 1971, 
Money 1971, Jones 1972, Arieff 1973, Edgerton and Meyer 1973, 
Gandy 1973, Ihlenfeld 1973, Kando 1973, Hastings 1974, Laub and 
Fisk 1974, Hore et al. 1975, WiUinder and Thuwe 1975, McKee 
1976, Steiner 1976, Stiirup 1976, Stone 1977, Tsoi et al. 1978, 
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Hastings and Markland 1978, Jayaram et al. 1978, Kijnig et al. 
1978, Turner et al. 1978, WUnder et al. 1978, Wyler 1978, Meyer 
and Reter 1979, Wyler et al. 1979, Hunt and Hampson 1980, Loth- 
stein 1980, Spengler 1980, Z i g g  et al. 1980, Ball 1981,,Krohn et 
al. 1981, Lundstrom et al. 1981, Sorensen 1981 a,b, Eicher 1983, 
Simona-Politta 1983, Eicher 1984, McCauley and Ehrhardt 1984, 
Wiegand 1984, Blanchard et al. 1985, Kuiper 1985, Lidemalm et 
al. 1986, McEwan et al. 1986, Blanchard et al. 1987, Fahrner et al. 
1987, Junge 1987, Kockott and Fahrner 1988, Kuiper and Cohen- 
Kettenis 1988, Taschner and Wiesbeck 1988, Dudle 1989, Hems 
1989, Ross and Need 1989, Wiesbeck and Thchner 1989, Mate- 
Kole et al. 1990, Pf3flin and Junge 1990, Stein et al. 1990, Eicher 
et al. 1991. 

The reviews were by Pauly 1965, 1968, 1974 a,b, 1981, Loth- 
stein 1982, Abramowitz 1986, Green and Fleming 1990. 

Due to various kinds of overlap between the samples it is not 
possible to determine the exact total number of patients after SRS 
included in these studies (cp. H i f l in  & Junge 1992, who give a 
detailed evaluation of these follow-ups and reviews). In a very 
rough approximation they add up to some 1.000 to. 1.600 women 
(i.e., male-to-female) and 400 to 550 men (i.e., female-to-male 
transsexuals). 

Sample 2 

Sample 2 consists of gender dysphoric and transsexual patients 
the author has treated irregularly or regularly and for shorter or 
longer periods since 1978. Some of them had had SRS as early as 
the late forties and early fifties but were still coming for irregular 
consultations. Taking the key-date of March 31st. 1992, these were 
616 patients, 449 male-to-female and 167 female-to-male trans- 
sexuals (ratio 3.74:l). Of these a total of 297 had had SRS, 196 
male-to-female transsexuals, now women, and 99 female-to-male 
transsexuals, now men (ratio 1.97:1), with a minimum follow-up 
time after SRS of one year and a maximum of 29 years (except for 
two women who were operated within the last nine months; for 
further details compare the extensive follow-up of subsamples of 
42 women and 43 men, conducted in 1984-86, Junge 1987, P f m n  
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& Junge 1990). In line with the findings of other researchers in our 
sample the male group of gender dysphoric patients is much more 
heterogeneous than the female group; this accounts for the differ- 
ences in the proportions between operated and not-operated patients 
in both groups. 

RESULTS 

Sample 1 

Adding all regrets from the follow-up literature mentioned 
above, there are twenty women (Hertz et al. 1961, Benjamin 1966, 
Walser 1968, Randell 1969, Alanko & Acht6 1971, Hastings 1974, 
WAlinder & Thuwe 1975. Stiirup 1976, WAlhder et al. 1978, Ball 
1981, Krohn et al. 1981, Lindemalm et al. 1986). and five men 
(Benjamin 1966, Money & Ehrhardt 1970, Kiinig et al. 1978, Mey- 
er & Reter 1979, McCauley & Ehrhardt 1970). Since, as mentioned 
before, due to overlap between the samples, it is impossible to 
determine the sum total, it is also impossible, to give exact percent- 
ages (estimation for men < 1%. for women 1-1.5%). Where the 
follow-up literature contains case histories one can however look 
into these cases more closely. 

Regrets in men. It seems highly probable that one of the five 
patients is mentioned twice (Money & Ehrhardt 1970, Meyer & 
Reter 1979). He had evaded the regulations of the Gender Identity 
Clinic and got a phalloplasty elsewhere, the results of which were 
disastrous, despite several attempts to improve them. He was a 
suicidal drug-addict living altematingly as a man or a woman. Ac- 
cording to Meyer and Reter (1979) he just wanted to have the 
phdoplasty removed, but did not question the other steps con- 
nected with sex reassignment. 

Information on the other three patients is sparse. They all re- 
gretted the operation (or operations?). In one case nothing is known 
about any behavioral consequences (Kthig et al. 1978); one re- 
turned to his former female gender-role behavior (McCauley & 
Ehrhardt 1984); the last had SRS without completing a real-life-test 
beforehand and could not manage to live as a man; he later had a 
marnmoplasty (Benjamin 1966). 
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Regrets in women. Two of the twenty women are mentioned 
twice (WAhder & Thuwe 1975, WAhder et al. 1978). Two further 
patients had only started hormonal treatment; one of them under- 
went a religious conversion (Hastings 1974), the other one devel- 
oped a paranoid psychosis and committed suicide (Stiirup 1976); 
but neither had had SRS; they do not therefore meet the criteria for 
regret, mentioned above. Two other patients returned only tempo- 
rarily and occasionally to their former male behavior (Ball 1981, 
Krohn et al. 1981), the one extensively described by Ball (1981) 
being threatened with the loss of his claims to a large inheritance 
and an aristocratic title if he showed up as a woman. Benjamin 
(1966), finally, mentioned a patient who considered returning to a 
life as a man but does not provide any information whether shehe 
actuallv did so. 

~nvistigatin~ the remaining 14 cases, there are three factors that 
essentially contribute to regrets: (1) aspects of differential-diagnos- 
tic indications for SRS, (2) closely linked to this, the extent to which 
the real-life-test has been successfully tried out, and ( 3 )  the extent 
and quality of surgical measures. 

At least four patients developed psychoses or paranoid reactions 
(Hertz et'al. 1961, Alanko & AchtC 1971, Hastings 1974, W f i d e r  
& Thuwe 1978), and one might ask if these developments could not 
have been foreseen, had the patients been in continuous psychiatric 
treatment for long enough before the operation. The patient de- 
scribed by Hastings (1974) for instance in no way met the generally 
accepted criteria for SRS; he had a history of violent criminal be- 
havior, was an alcoholic, had cut his penis with a razor-blade and 
later on castrated himself, and finally by threatening suicide, 
coerced the surgeons into carrying out a vaginoplasty. One of the 
patients described by Stiirup (1976) had also attempted autocastra- 
tion several times, behavior which, according to Springer's review 
(1981). diagnostically generally points into the direction of psycho- 
sis rather than transsexualism. His treatment was contradictory: he 
first was given male hormones, and later female hormones. He was 
castrated, but did not have a vaginoplasty. The patient had kept 
secret the fact that he was married, which meant he could not apply 
for a legal name change, and had to live as a woman with a male 
identity card. At the time of the follow-up, 19 years later, he was 
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living as a man, but was still convinced that the operationbad been 
necessary and only regretted that it had taken place so late. 

At least three patients had not even attempted the real-life-test 
and were operated without having any experience as to how life as a 
woman would be (Walser 1968, Alanko & Achtt 1961). One might 
add to this group the above mentioned psychotic patient described 
by Hastings (1974). 

As a third essential factor that can lead to regrets, the authors 
mention failure to make use of the surgical procedures available, 
and unsatisfactory surgical outcome of SRS. Two patients had only 
orchidectomy with the penis being left in its place as it was. They 
had not been given a vaginoplasty and had become embittered that 
this was all they could achieve (Walser 1968, Stiirup 1976). Others 
had to wait up to five years between orchidectomy and/or penecto- 
my on the one hand, and vaginoplasty on the other hand (Hertz et al. 
1961, Alanko & Achtt 1971). Wherever surgical results are de- 
scribed in detail in the follow-up literature, they were, apart from a 
very few exceptions, deficient (e.g., Hertz et al. 1961, Benjamin 
1966, Randell 1969, WtIlinder & Thuwe 1975, Lidemalm et al. 
1986). 

Sample 2 

Regrets in men. None of the 99 men expressed regrets. 
Regrets in women. Three of the 196 women expressed regrets 

(1.53%). They had had SRS in 1974,1983 and 1987, two of them in 
Germany and one in Casablanca, Morocco, and came for advice to 
our department in 1980,1985 and 1991, i.e., six, two and four years 
after the operation. Only one of the patients had been in treatment 
with us before the operation. Two of them applied to the courts to 
have their former name change and/or legal sex change re-reverted 
in line with the regulations laid down in the German Law on Trans- 
sexuals, in force since January 1st. 1981 ( P f ?  1981, Augstein 
1992. Will 1992). The third patient. who had been operated on in 
1974 and come for counselling in 1980, had not had a legal name/ 
sex change that could be re-reverted, since at that time the law did 
not provide such possibilities for transsexuals. 

Looking for common factors in their biographies there are vari- 



76 INTERDISCIPLINARY APPROACHES IN CLINICAL MANAGEMENT 

ous area  that are worth mentioning. Family background: All three 
came from difficult family backgrounds with either broken homes, 
the early death of father or mother, or divorce and remarriage of 
parents, with parents who reacted with outrage and severely humili- 
ated them (battering the children, calling them sissies, calling them 
by girls' names, making demonstrative suicide attempts, alcohol 
addiction, attempts of father to pander the son with the stepmother, 
etc.). Traumata connected with separation played a central role in 
all three biographies. Onset of transvestite or transsexual behavior: 
One of the three was cross-dressing before the age of ten years, the 
other two only from puberty onwards. Cross-dressing was com- 
bined with masturbation in a transvestite manner, but none of the 
patients had disclosed that to their physicians before SRS. Sexual 
experience and partners: None of them had had sex with boys or 
men before SRS. All had had long lasting partnerships with women, 
two were manied (one even twice) and had fathered children. Two 
of the female partners came from foreign cultures and did not speak 
German so that the patients had to learn a new native tongue to be 
able to communicate with their partners. One of the female partners 
committed suicide, another one had just lost a former friend by 
suicide before she met the patient. After SRS one patient lost a male 
fiancd by suicide. 

Treatment. All three patients had successfully lived in the female 
gender-role (real-life-test) prior to surgery for between one and four 
years, but none of them had been seen regularly by a psychiatrist 
prior to SRS. Two had been in more or less irregular treatment with 
psychologists and psychotherapists, both for less than ten months 
before they were sent to a clinic to have surgery. One of them had 
attended group sessions for transsexuals led by a psychologist 
which, retrospectively, he characterized as superficial conversation 
sessions. The patient I had sent to the surgeon after I had known 
him for 15 months had cancelled most of the appointments and had 
convinced me in a charming manner that he was doing very well as 
a woman and was so weighed down by his new business that he just 
could not afford the time to come to the appointments until I finally 
gave up insisting on further meetings. Hormonal treatment had been 
started by two of the patients without consulting a doctor, and by 
the third after having been seen five or six times by a psychothera- 
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pist. At the start of hormonal treatment the patients were 27,30 and 
39 years of age, at SRS they were 34,32, and 39 years. The results 
of SRS were aesthetically and functionally good, with only one 
patient having a urethral-vaginal f ~ t u l a  which later on was success- 
fully reoperated. 

Analysing the object-relationships of the patients the predomi- 
nant factor seemed to be a sado-masochistic structure, however 
without any overt sado-masochistic sexual behavior. Suicidal ide- 
ationand identification with the aggressor alternated with impulses 
of phantasised triumphant revenge to overcome their rage at their 
primary objects and later partners (Stoller 1975, Money 1986). 
Ego-structure and defense mechanisms were labile, and in periods 
of distress two of the patients displayed polyneurotic symptoms, 
including drug and alcohol abuse, and severe anxiety which diag- 
nostically might best fit in with the borderline-structure (Kernberg 
1975). After two to six years of having lived successfully as women 
all three patients returned to their former gender role behavior when 
their deeply rooted separation fears had been reactivated by their 
partners threatening to or actually leaving them. Two of them inter- 
mediately displayed overt psychotic and paranoid behavior. One 
was hospitalized and given neuroleptic treatment for some months. 
One became psychotic only within the therapeutic relationship, 
which confirms the borderline diagnosis. For a short time, they all 
considered having the SRS reversed, but, after extensive counsel- 
ling, were able to give up the idea again. 

All three patients are now living socially as men, hiding their 
breasts under loose-cut clothes, just as female-to-male transsexuals 
use to do. They regret SRS, but at the same time are convinced that 
they did not have any alternative when they actually underwent the 
operation. They describe it as a necessary step in their development 
which has given them insights they otherwise would never have 
achieved. 

DISCUSSION 

Willinder et al. (1978) identified 13 unfavorable prognostic fac- 
tors: Psychotic reactions, mental retardation, unstable personality, 
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alcoholism-drug addiction, criminality, inadequacy in self-support, 
inadequate support from family, excessive geographical distance to 
treatment unit, physical build inappropriate to the new sex role, 
completion of military service, heterosexual experience, strong 
sexual interest, and higher age at request for intervention. In cases 
where the patients regretted the operation they found on average 7 
to 8 such items (median 7.0, range 6-11) as opposed to the group of 
patients with favorable outcome (on average 2.8 factors, median 
2.0, range 1 to 7). This difference was statistically significant (p < 
.02, Mann-Whitney, two-tail). 

Blanchard et al. (1989) found statistically simificantly more re- 
grets among the sibgroup of male-to-fe&leatranssexds which 
they classified as heterosexual as opposed to homosexual. 

a literature s w e y  of follow-$ studies covering thirty years 
Pfafflin & Junge (1992) found three major causes for regrets: 
(1) poor differential diagnostic procedures, (2) failure to carry out 
the real-life-test, and (3) disappointing surgical outcome. 

From a clinical point of view it seems that transsexual patients 
suffer from many forms of minor regret after SRS. Pain during or 
after the operation, surgical complications, poor surgical results, 
loss of partners, loss of job, conflicts with families, disappointments 
that various expectations linked to SRS were not fulfilled- the^ are 
countless reasons for regrets. Usually such regrets are temporary. 
Most of them are realistically overcome after some time with or 
without the help of counsellors. The definition of regret as used in 
this paper does not apply to these forms of minor regret. As Kuiper 
(1985) and Cohen-Kettenis and Kuiper (1988) have shown, quite a 
few postoperative transsexuals suffer from various kinds of dyspho- 
ria, just as other people do, yet they no longer attribute their dys- 
phoria to gender dysphoria. The number of lasting regrets which are 
attributed to gender dysphoria and expressed in behavior is small. 
In men (former female-to-male transsexuals) who seem to be a 
diagnostically more homogeneous group, they are less than 1%, in 
women (former male-to-female transsexuals) they range between 1 
to 1.5%. 

In whatever way one may explain transsexualism in terms of 
aetiology, it seems obvious that there is a continuum from sporadic 
episodes of gender dysphoric thoughts to stable cross gender identi- 
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ty experience and behavior, supporting the notion that transsexual 
behavior is a form of more or less successful and stable behavior 
which serves to defend the self against phantasized or real trauma. 
Psychiatric diagnosis and treatment aims at distinguishing between 
those cases where, in all probability, hormonal and surgical treat- 
ment will further stabilize the patient, and those cases where it will 
not. One way of avoiding regrets is to stick to the Standards of Care 
laid down by the International Hany Benjamin Gender Dysphoria 
Association, Inc. (Walker et al. 1985), which, alas, are not respected 
by many professionals who work in the field of transsexualism, and 
which the patients often try to circumvent because they rnisunder- 
stand such standards as obstacles instead of support. 

If one wants to avoid regrets it is vital to look at the patient's 
personality and behavioral traits. With this in mind, preventing 
regrets will entail focusing on the diagnostic and therapeutic proce- 
dures. Behavioral traits and the patient's personality are however 
nothing but conditions or prerequisites for later regrets; the respon- 
sibility lies with the psychologists, endocrinologists, psychiatrists 
and surgeons who switch the points in the direction of SRS. 
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Clinical Management 
of Gender Dysphoria in Young Boys: 

Genital Mutilation 
and DSM IV Implications 

L.M. Lothstein, PhD, ABPP 

SUMMARY. In this study the clinical management of young boys 
(average age 6) who are gender identity disordered and who present 
with genital self injurious behavior is discussed. It is argued that the 
symptom of genital mutilation is often missed because it is not asked 
for in the clinical interview. A review of the literature, and case his- 
tory material, suggests that the symptom of genital self injurious be- 
havior is only found among children who are gender dysphoric. 
Young boys who experience severe gender dysphoria also have a se- 
rious affective disorder which must be addressed. In order to address 
the clinical emergency and to assist the families in getting the neces- 
sary treatment for their children specific recommendations for inter- 
ventions are made. 

INTRODUCTION 

In this paper the phenomenon and treatment of an extreme form 
of gender identity disorder in childhood will be presented. Typical- 
ly, the syndrome of boyhood gender identity disorders presents with 
a pattern of crossdressing, stereotypical feminine behavior, gender 
envy towards girls, an avoidance of male behaviors and rough and 
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tumble play, and an identification with the female role (Greenson, 
1966; Esman, 1970; Galenson, Vogel, Blau, & Roiphe, 1985; Mey- 
er & Dupkin, 1985; Green, 1987; Haber, 1991). In addition, a high 
percentage of these boys present with severe and incapacitating 
separation anxiety disorder (Coates, Friedman. & Wolfe, 1991). A 
subgroup of these severely gender impaired boys may also present a 
unique clinical picture which includes profound depressive symp- 
tomology and suicidal or parasuicidal behaviors. These behaviors 
may be expressed as genital dysphoria with the major symptom 
being a stated desire for genital mutilation or autocastration (Loth- 
stein, 1988). 

While the literature on childhood gender identity disorders 
makes mention of the phenomenon of genital dysphoria it has not 
been fully integrated into the DSM III-R understanding of the disor- 
der. Indeed, the authors of DSM-III-R are not decisive on the issue 
of genital dysphoria. While they state that "In rare cases a boy with 
this disorder claims that his penis or testes are disgusting or will 
disappear, or that it would be better not to have a penis or testes," 
the issue of genital mutilation or autocastration is avoided. 

A recently published interim report from the DSM-IV subcom- 
mittee on gender identity disorders (Bradley, Blanchard, Coates, 
Friedman, & Wolfe, 1991) continues in this tradition by ignoring 
the possible relationship between genital dysphoria and the clinical 
DSM-ID-R diagnosis of Gender Identity Disorder of Childhood. 
While it may be rare for gender impaired boys to mutilate their 
genitals, it may also be underreported because of the disgust and 
terror it instills in the therapists. Subsequently, "accidental" injury 
to a boy's genitals (secondary to zipper injuries or unexplained 
blunt trauma) may mask severe gender dysphoria which is being 
hidden by the child or ignored by the adult (Benians & Goldacre, 
1984; Cass, Gleich, & Smith, 1985; Muram, 1986; Young & Fein- 
silver, 1986). All the adult may see is a confused or depressed child, 
with or without overt symptomatic presentation of the clinical syn- 
drome of gender identity disorder in childhood. Unless a child is 
asked about his intent to hann his penis the incidence and preva- 
lence of this symptom may never be known. 

The symptom of self injurious behaviors in children (e.g., head 
banging, eye gauging, skin burning, cutting, etc.) is not rare (Singh, 
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1981; Pattison & Kahan, 1983; Farazza, 1987; Griffii, Ricketts, 
Williams et al. 1987; Hyman, Fisher, Mercugliano & Cataldo, 1990) 
and treatment paradigms are available to treat these self injurious 
behaviors (Linscheid, Iwata, Ricketts et al. 1990). However, only 
gender impaired children (or children with atypical depressions 
who are concealing their gender dysphoria) target their genital for 
self injurious behaviors. The symptom of genital abuse is not open- 
ly discussed and there are no specific treatment paradigms to treat 
their symptom of genital abuse. 

In the adult literature several studies have been published focus- 
ing on men who mutilate their genitals or engage in autocastration 
(Farah &'Cerny, 1973; Goldfield & Glick, 1973; Fisch, 1987; Money, 
1988; Coleman & Cesnik, 1990). Among adults who do mutilate their 
genitals or engage in genital amputation, the clinical picture of an 
underlying gender identity disturbance is the rule. This group in- 
cludes adults who are transsexuals (Lowy & Kalavakis, 1971; 
Money & DePriest, 1976; Haberman & Michael, 1979); acutely psy- 
chotic adults who are struggling with feminine feelings and homo- 
sexual submission to father (Hall, Lawson, & Wilson, 1981); or 
men with severe gender conflicts who acted out in a dissociated 
state or while drunk or drugged (Blacker & Wong, 1963; Schneider, 
Harrison, & Beigel, 1974; Greilsheimer & Groves, 1979). Like their 
child counterpa&, these men am distinguished from other adult men 
who are self injurious on the basis of their severe gender identity 
confusion in which the male genital becomes the target of their 
gender confusion and h a d .  In addition, there are some adult males 
who injure their genitals secondary to blunt trauma related to unusu- 
al masturbation practices (Hill, 1980). As a group these men are not 
recognized as having gender dysphoria. 

It is unknown to what extent adults who have genital dysphoria 
also experienced that dysphoria as children. Genital dysphoria is 
documented in mythology (Frazier, 1922), identified cross cultural- 
ly (Cawte, Djagamara & Barrett, 1966; Nanda, 1984), and found 
throughout the life cycle across a variety of individuals (men and 
women, boys and girls) who experience gender dysphoria. In an 
effort to identify those women (Wise, Dietrich, & Segd,  1989) and 
men who attempt to mutilate their genitals secondary to gender 
dysphoria the designation Caenis Syndrome (Goldney & Simpson, 
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1975) for women, and Klingsor Syndrome (Schweitzer, 1990) for 
men, has been suggested. More recently Money (1988) and Coleman 
& Cesnik (1990) have identified, and labeled, a syndrome (Skoptic 
Syndrome) which involves a disturbance in the body image and 
accompanying castration and mutilation of the genitals. This syn- 
drome is compared to, and differentiated from, the practice of the 
Hijras of India who have a desire to be neutered as part of an 
initiation rite. 

It is hoped that this report will sensitize clinicians to the serious- 
ness of genital dysphoria in the symptomatic presentation of a 
subgroup of childhood gender identity disorders in boys and pro- 
vide a clinical paradigm for responding to the child who presents 
with this symptom. Essentially, this means recognizing a major 
affective component in the clinical symptom picture of childhood 
gender identity disorders (Lothstein, 1980) and not minimizing the 
self injurious tendencies among these children which may mask a 
suicidally depressed state (Lothstein, 1988). 

Although this paper focuses on boys with genital dysphoria, my 
recent clinical work suggests that a separate paper could be written 
focusing on the special problems of females who have genital dys- 
phoria. 

THE MALE C H I D  
WITH AUTOCASTRATION WISHES 

A review of the literature revealed several studies focusing on 
gender impaired children who wished to be rid of their penis and 
testicles (Cohen, 1976; Metcalf & Williams, 1977; Gilpin, Raza & 
Gilpin, 1979; Bradley, Doering, Zucker et al. 1980; Loeb & Shane, 
1982; Lothstein, 1988). While this wish may be expressed verbally 
it is more likely expressed in play or nonverbally. 

Cohen (1976). focusing on a 6 year old gender identity disor- 
dered boy in art therapy depicted the child's treatment through his 
artistic productions. When asked to comment on one of his draw- 
ings, the child stated of his penis, "I don't want to look at that thing 
on me." Metcalf and Williams (1977) reported on the treatment of a 
6 year old boy who they identified as "transsexual" who "on a 
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number of occasions asked his parents (if he) could have his penis 
removed." He expressed a wish to become a woman with a "bo- 
som" and to have a baby. Gilpin, Raza and Gilpin (1979), described 
a case of "transsexual" symptoms in a 6 year old boy, who was a 
difficult child with temper tantrums, head banging, and "destruc- 
tion of everything he could get his hands on." His mother reported 
sadistic acts including putting a rubber band around a dog's neck 
(which seemed to be a displacement of his genital mutilation fanta- 
sies). Bradley, Doering, Sucker et al. (1980). assessing gender dis- 
turbed children, siblings and controls, discovered that among the 
sample of 15 children (average age 6.9 years), the boys wanted their 
penis removed, disliked their erections, sat to urinate, and wanted to 
have babies. 

Loeb and Shane (1982) described the case of a 5 year old boy with 
a transsexual wish who "would hide his penis between his legs, 
stating he was ashamed of it and would like to cut it off. . . . (he told 
his mother) how lucky she was that she did not have a 'wiener.' " In 
an unpublished study, Coates and Person (1985) reported that 45% of 
25 gender disturbed boys repudiated their anatomy. Rage tantrums, 
and suicidal behavior was elicited in response to separation from 
mother. Coates, Friedman, and Wolfe (1991) stated that in the boy 
with a gender identity disorder "the penis is the emblem of the 
gender he is trying to be rid of. At this stage, boys often urinate only 
by sitting down. They tape their penis between their legs and pre- 
tend they have a vagina, and in some cases they talk about wanting 
to have their penis cut off." In one report (Bloch, 1978) there was a 
clear parental wish to annihilate their gender impaired children. The 
children exhibited a defensive transsexual fantasy in order to pre- 
serve the self from the parent's murderous wishes. For these chil- 
dren a complete change of self versus a change in genital structure 
was necessary for survival. 

These studies point to the possibility that genital mutilation fan- 
tasies (sometimes appearingclinically as the disappearing penis- 
game by either tucking the penis between the legs or by binding and 
taping the penis) may not -be uncommon among gender disturbed 
boys. Given the enormous pain, disgust, and anxiety that genital 
mutilation behavior may stir up in the therapist, many clinicians, 
hearing a case of genital mutilation, may defensively disengage 
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from that material and focus instead on the surface characteristics of 
the disorder, that is, the crossdressing and cross gender behavior. 

THEORETICAL UNDERPINNINGS 
OF CORE INTERVENTIONS 

The theoretical underpinnings which guide my clinical interven- 
tions with patients who are diagnosed as having a gender identity 
disorder are rooted in psychodynamic theory; specifically drawn 
from the literature on ego psychology, object relations theory and 
self psychology. 

About age 2 the child concretely associates the penis with his 
maleness (cf. Stoller, 1968, 1975; Roiphe & Galenson, 1981). For 
those male children whose parental self objects are conflicted about 
his gender status (they wished for a girl, are disappointed in his 
"maleness," are threatened by his aggression and anger that sur- 
faced during toilet training, project their own sexual anxieties, and 
incestuous and bisexual fantasies onto the child) the child may 
come to view his penis as a dangerous and threatening organ. The 
penis as a concrete symbol for the male self has been discussed by 
Limentani (1979) as a precursor of adult transsexual cognitive dis- 
tortions. 
All the parents in this study verbally and nonverbally communi- 

cated their genital dysphoria to their son. Why this particular boy 
was chosen reflects a specific family dynamic. The boys' attempt to 
hide their penis, to make it go away, or hurt it, was a direct response 
to their parents' wishes that it go away. In effect, they were sacrific- 
ing their penis in order to be loved. The boys experienced their 
parents as telling them that their penis was offensive, bad, evil and 
that they were unlovable. When erect these boys became panicked 
that they would be abandoned for being "bad," that is, having bad 
thoughts. Their initial attempt to have the parents show pride in 
their accomplishment (an erect penis) was transformed into terror 
and anxiety. Given the cognitive capacity of these children (all 
between 4-6 years of age) their solution was to employ magical 
thinking and concrete logic expressed as the idea that "the parents 
won't love me until I get rid of the dreaded penis." In this way the 
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gender dysphoric male child relates his experience of the penis as 
disgusting, dangerous, violent and wild. 

For the gender dysphoric child tumescence is viewed as a lethal 
act, concretely representing the bad, destructive, evil self. When the 
penis became erect, "everyone" can see their "bad" sexual 
thoughts. In this sense, their erections are evidence of their inability 
to contain the sexual and aggressive urges within the self. Conse- 
quently, there can be no secrets and no development of a separate 
male identity unless those thoughts can be contained within the self. 
The erect penis, when revealed to the dysfunctional parents, is 
viewed by them as a dreaded force that must be subdued. In the 
child's psyche this is equivalent to saying that the male self must 
"go away," disappear, or be dead. In the child's concrete logic this 
translates into "I must hurt or remove my penis for my parents to 
love me." 

The theoretical underpinnings which guide the clinical interven- 
tions to alleviate the child's genital dysphoria were drawn from the 
findings of SelfPsychology (Kohut, 1977; Kohut & Wolfe, 1977). 
In this theoretical framework a separate line of narcissistic develop- 
ment focusing on the development of self esteem and control over 
the body, is posited. From the perspective of Self Psychology the 
child's initial experience is that there is no differentiation between 
the parental self-objects which exert a control over him and his own 
inner experience of control. Through development the child devel- 
ops self regulation in which the control his self-objects previously 
had over him is now experienced as his own ability to control his 
body. He now assumes the control his self-objects previously had 
over him. In this context the fmdings of Tolpin (1971) and others 
support the idea that the development of a cohesive self and the 
capacity for self-care (Khantzian and Mack, (1983)) are direct re- 
sults of "the parent's nurturing and protective functions (which are) 
incorporated into the child's ego capacities in the service of main- 
taining adequate self-esteem, ego defense mechanisms, and adapta- 
tion to reality." 

During the phallic stage (around age 3) boys exhibit their erect 
penis to the parental self-objects for confirmation, reassurance, and 
pride. The integration of the genital schema into the body schema is 
only accomplished when the child's self-object milieu provides the 
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appropriate mirroring of his genital exhibitionism. Mirroring is a 
term used by self psychology to describe a developmental phase of 
child development in which the mothering object provides support 
for, and encouragement of, the child's grandiosity and the child's 
attempts at "active mastery of the world." This is a crucial develop- 
mental task of body narcissism which helps the child consolidate 
the image of his penis and testicles into his genital body schema 
(Socarides, 1988) and establishes it as an integral part of his body 
image. Parents who are shocked by the child's genital displays and 
who fail to soothe the child's anxiety and confusion about his erect 
penis (which they may associate with forbidden thoughts about 
sexuality and aggression) leave the child feeling guilty, shameful, 
and frightened of his genitals. Rather than having his penile exhibi- 
tionism converted into pride and self esteem (around his newly 
discovered body part through self-object mirroring, that is not treat- 
ing the mother as separate but as supporting of, and reflecting his 
body self), the boy experiences a deflatio* in self esteem, i d  a 
need to split off his penis from his body image. The very organ 
which was associated with the boy's developing maleness, and 
which was dreaded by the parents, now becomes viewed as some- 
thing to be rid of. One mother who placed her 5 year old in a warm 
tub to "make it (his erection) go away" indelibly communicated to 
her son that she despised his penis (that is, his maleness) and wished 
it (his maleness) to go away. 

Kohut (1977) argued that empathic failure by the child's self-ob- 
jects during the mirroring and idealizing phase of development can 
lead to impaired narcissistic development, low self esteem, and a 
tendency towards self fragmentation and self pathology. Failures 
"in empathy and traumatic disappointments in idealized parental 
figures" were regarded as "central determinants in narcissistic dis- 
turbances" which were hypothesized to lead to self pathology, per- 
verse sexuality, and hatred of the body. 

In one of their case histories Khantzian and Mack (1983) con- 
cluded that: "the capacity for self care grows in the context of a 
loving parent's communications that he or she values the child and 
therefore considers the child worth taking care of. The child incor- 
porates this message and comes to value himself enough to protect 
himself from injury." A child who perceives himself as being un- 
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loved and unresponded to may develop excessive aggression which 
"brings about ego disorganization, which in turn causes the individ- 
ual to become less able to exercise judgment, control, synthesis, 
reality testing, and related functions that otherwise assure adequate 
self-care and protection." All of the ideas presented above help to 
explain why some gender impaired children experience genital dys- 
phoria and try to harm their genitals. 

ASSESSMENT AND TREATMENT 

All the children I evaluated had not yet camed out their plans to 
mutilate their genitals. Having shared their plans with their parents 
they were brought. for psychological consultation. 

The following vignettes underscore the dimension and severity 
of gender and genital dysphoria which the children presented. 

1. Elliot (age 5) said that "When my penis goes up I get mad and 
angry. I hate it when it goes up. I want to shoot'it off with a gun. I 
want to get rid of it. I want to shoot myself and die." Once he tried 
to cut off his penis but was thwaaed. His mother also intercepted 
his attempt to get his father's gun in order to shoot his penis. 

2. Robert (age 4) believed that he had.a vagina. When his penis 
became erect .he would "pull back his testicles . . . (and) 
bending his penis" would threaten to cut off his penis with a 
knife. Robert told his mother: "I want it to come off, it's ugly, 
I don't like it." 

3. Brian (age 4) would beat his erect penis every morning. He 
told his parents that he hated his penis and wanted to make it 
go away. He was frightened and angry by his erections. It was 
only with detumescence that his anxiety lessened and he lost 
interest in harming his genitals. 

4. Doug, (age 4) became so confused when he had an erection 
that he wished he could be a girl. His confusion was acted out 
in attempts to remove his penis by putting it between his legs 
and hitting it. 

5. Stanley (age 5) tucked his penis between his legs, identified 
with female superheros, and hit his penis when erect, trying to 
make it go away. While in the tub he tried to cut off his penis 
but was intercepted by mother. 
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None of the parents contacted their pediatricians. When they 
sought out mental health consultation their requests were put off. In 
all cases, these decisions related to the reason for the evaluation 
(that is, their children were acting like girls and threatening to harm 
their penis). In some cases the parents may have downplayed the 
urgency for a consultation because of the "embarrassment" and 
pain it stirred up in them. When it was discussed, it appeared as if 
the clinicians were also avoiding the pain. In all cases the health 
care provider contacted (always a child clinician) asked if I would 
see the child. In all cases, very experienced child clinicians deferred 
to me (an expert in gender identity disorders but not an expert in 
child therapy) and reserved their better judgement to treat the child 
themselves. The reason for the delay in making the referral may 
have related to several factors, including, feelings of inadequacy 
among the child therapists who rarely encountered cases of "trans- 
sexual" children (as they called them). To what extent the clini- 
cian's own anxiety, fear, disgust, and terror about the child's genital 
dysphoric symptom contributed to the decision not to treat, can only 
be speculated on. 

In most cases these were child experts who had demonstrated a 
high tolerance for managing self injurious behaviors in non-gender 
disordered children: self-iniurious behaviors which were often se- a 

vere, and chronic (e.g., headbanging, eye-gouging, body cutting or 
burning, etc.). Clearly, genital mutilation is a specific kind of self 
injurious behavior which may have a specific psychodynamic pre- 
cursor and explanation and arouses a unique set of countertransfer- 
ence, and real, responses in the treating therapist. It is not surprising 
then, that clinicians, who were familiar with other types of self 
injurious behaviors and their treatments, might find themselves at a 
loss to explain, no less treat, a behavior (such as genital mutilation 
or autocastration) which were so novel and anxiety provoking. 

The initial evaluation of these children must include a differential 
diagnosis to rule out an organic disorder, profound psychopatholo- 
gy (including psychosis) or, child sexual abuse. It is incorrect to 
assume that child sexual abuse is the rule for every case (including 
covert sexual abuse). Of the five cases I treated, the~e was one 
documented case of sexual abuse and suspected abuse in two oth- 
ers. There was no evidence of sexual abuse in two cases (which 
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does not mean, however, that it did not occur). In one adult case 
cited in the literature (De Young, 1982) a young woman who muti- 
lated her genitals explained her actions as a direct result of her own 
childhood sexual abuse. She associated her genitals with her vulner- 
ability to sexual abuse and believed she would be protected in the 
future if she got rid of her genitals. She was also experiencing 
considerable shame for the pleasure associated with her assault. 

Enough time must be set aside to do an intensive and complete 
family evaluation (in a short period of time) in order to prevent 
genital self injurious behavior from occurring. Inpatient psychiatric 
hospitalization should be considered when the family environment 
is insufficiently supportive to aid in the child's recovery. In all of 
my cases no medications or inpatient psychiatric hospitalization 
was necessary to stabilize the child. 

In all five cases, the mothers and children were unable to separate 
from each other. It was only through progressive stages that the 
child (and the mother) was able to tolerate being alone in the room 
with me. In all cases, the children were quite candid with me (in. 
response to direct questioning) of the plan they had to mutilate or 
amputate their genitals. In addition to having a plan for self injuri- 
ous behavior (a parasuicidal plan), all of the children experienced 
depressive symptomology marked by eating disturbances, sleep dis- 
orders, phobias, and suicidal feelings. None of them evidenced a 
tearful depression. Depressive equivalents, in terms of somatization 
and acting out, were the rule. Their enactments masked their loneli- 
ness, isolation, despair, and sadness. 

Examples of acting out behavior included the following. One 
child tried to harm himself in my office by banging into furniture 
and climbing on cabinets and jumping off. He tried to kill himself 
by climbing onto, and jumping off, high elevations. He also ran into 
traffic and had to be restrained. Another child who was emotionally 
"fused" with his mother, identified with her self-injurious behavior 
(she was a borderline woman who cut herself), and was virtually 
ignored when he talked about cutting off his penis. He was also 
accident prone. Another child was a compulsive eater. He ate to 
enliven-his inner self and avoid profound depressive feelings. While 
watching television he would cross dress and yearn for contact with 
the t.v. personalities. However, whenever there was a food conuner- 



98 INTERDISCIPLINARY APPROACHES IN CLINICAL MANAGEMENT 

cia1 he would sit up excitedly, ignore his female garments, become 
disinterested in female feelings, and savor the food products. He 
would then stuff himself with any food available. No purging was 
evidenced. Another child brought a back pack filed with food for 
the 45 minutes of play therapy. He ate constantly and was aggres- 
sive. For him, eating did not alleviate his intense separation anxiety 
and abandonment depression. He was also suicidal, exhibitionistic, 
and hyperactive. 

All of the children were candid about their hatred, and fear of 
their penis (especially when erect) and their wish to remove it from 
their bodies. Focusing on this wish allowed the emergence of mate- 
rial related to their envy of, and wish to be, a girl. All of the children 
wore girls' clothing, makeup and jewelry, avoided playing with 
boys, identified as females, sat to urinate, and enacted stereotypical 
feminine behavior during the initial evaluation and throughout the 
early to middle phase of therapy. In all instances, this was supported 
actively, or ignored, by the mothers. It was actively discouraged by 
the fathers (sometimes through corporal punishment), and brought 
to their parents' attention by school authorities who viewed the 
boys' effeminate behavior with concern. All of the boys were iso- 
lated from peers because of their fragility, avoidance of rough and 
tumble play, and their stereotyped female behaviors. They were all 
viewed as "sissies" by their fathers. One boy who sat to urinate was 
quite exhibitionistic. He was unmercifully teased by the other boys. 
This did not lead to compensatory behavior. While he hated the 
teasing, he would not change his behavior since standing to urinate 
aroused too much anxiety and aggression. 

Initial interventions with the child focused on the following: 
1. allowing the child to ventilate his wishes for genital mutilation 

outside the context of the family but in the presence of his mother 
so that she could hear his pain for the f i s t  time. The mother was 
instructed to listen and not intermpt the child's play or conversa- 
tion. The father could also be present but none wished to attend the 
f i s t  session; 

2. reframing the chid's plan for genital mutilation to view it as 
covering his feelings of inadequacy, sadness, loneliness, low self 
esteem and his chronic depression; 

3. identifying the child's real pain in the family setting; focusing 
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on his feminine wishes as depressive equivalents around his dissat- 
isfaction with his maleness and his concems that as a male his 
parents would not love him; 

4. identifying what else the child would like to change in his life 
and how he went about fulfilling his needs in the family; 

5. talking openly about sexual differences, exploring his ideas of 
what makes boys and girls different (with a specific emphasis on 
where babies come from); understanding his anxieties about child- 
birth (in this context, material on the differences between the sexes 
is discussed); 

6. avoiding pressuring the child to change his behavioral cross- 
dressing 'but helping the child to understand how it calms and 
soothes him, and makes him feel less depressed: allowing him to 
feel that he is understood and accepted by the therapist irrespective 
of his cross gender behavior; and 

7. finally, the therapist must talk openly about the boy's penis and 
explore with him how he feels about it and how he experiences'his 
parents' reaction to his penis. Is he proud of it? Are they proud of it? 
An open discussion about the penis, erections, and the normalcy of 
erections (what they are, how boys generally react to their erections 
and how to cope with his genital anxiety, and how confused some 
boys become about their penis regarding the mistaken association 
they make between sexual and aggressive feelings and their erec- 
tions). An open discussion about childbirth must be initiated. Op- 
portunity to discuss sibling issues, the birth of a new sibling and the 
special meaning a girl baby may have, and the child's feelings about 
that must be explored. Once the child's depression is broached the 
therapist must bring up the sadness which accompanies the realiza- 
tion that he cannot become both sexes (cf. Fast, 1984) and that he 
cannot become pregnant. This news, while setting limits to the 
boy's grandiosity and implying a depressive position is also greeted 
with relief. Typically the boys focus on the pain of childbirth and 
relief that they do not have to go through that. 

Conveying an understanding of the child's dilemma in an em- 
pathic way removes the child's sense of urgency for genitally muti- 
lative behavior. In this sense therapists must give themselves per- 
mission to talk openly about sexual issues with the children. They 
must also obtain permission from the parents to talk about sexual 
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issues with their children. One therapist, treating a gender dysphoric 
child, confided that he was unwilling to talk about sex with the child 
since he thought his colleagues would view this tactic as sexually 
abusive. If the child is to be successfully treated this countemans- 
ference dilemma must be worked through early in the evaluation 
process. 

Meeting with the parents separately is crucial. The therapist must 
be confident that the child's urgent symptom to harm his genitals 
will dissipate and be resolved. The therapist must redirect the agen- 
da from the boy's pain to the families' problems. No guilt or ac- 
cusations should be accepted as an explanation of the families' 
difficulties. The child's gender problems need to be refrarned as part 
of a larger family issue (e.g., an intergenerational conflict over 
aggression which is unresolved, a covert bisexual conflict in one or 
both parents, control issues, etc.). In this context, the child's prob- 
lems also need to be refrarned as relating to conflicts over aggres- 
sion, gender identity confusion and depression. 

In all cases the children exerted enormous control over their 
parents who feared them and disengaged from them. All of the 
clinical interventions are done to alleviate the parent's anxiety and 
guilt so that they can begin to focus on the family problems and not 
just on the child's symptom. Once this is achieved the child's geni- 
tal mutilation symptoms disappear. 

The parents are informed about specific issues in child develop- 
ment around their son's confusions and anxieties about his penis 
and erections and the need for him to accept his penis. In this 
context a mini-lecture is given to the parents. My experience is that 
both parents are confused about their own genital functioning. In- 
evitably the father begins talking about his genital insecurities and 
inadequacies. Once father talks about his early childhood experi- 
ences of genital insecurity he is able to identify with his child's 
suffering as similar to his own unresolved pain. In this way an 
empathic link is established between the father and his son around 
their shared genital anxiety. Once the father understands how his 
parents failed to mirror his genital development he can empathize 
with his son's pain. Rather than attacking his son for failing to 
develop an appropriate masculine self image the father can identify 
with his son's efforts to become a man (which parallel the father's 
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efforts). In this context, the therapy is directed to helping the father 
understand the natuwof his conflicts with his father and any male 
siblings. Issues of competition, power, and dominance h those 
relationships must be explored. That is, what was absent in their 
relationships with father? What did their brothers have that they 
yearned for? What was his explanation of why he was so anxious, 
distraught, angry, or syniptomatic as a child? Two of the fathers in 
this study confessed that they were bedwetters. All of the fathers 
were passive-dependent, with reaction formations to their passivity, 
angry, and all experienced separation anxiety as children. During 
this phase of treatment the mother is learning about the difficulty 
her son, and husband, have in achieving maleness. 

The next ~ h a s e  of treatment focuses on instructing the Darents 
(especially iather, since it is he who must communkate directly 
with his son) that it is important to take pride in their son's penis and 
accept it as part of his b d y  This mean; having the parents-(through 
the medium of the father) to go out of their way to say something 
complimentary about their son's body and specifically his penis as 
the occasion calls for it. What this does is to give permission to the 
father to talk to his child about a central configuration in the father- 
son relationship which is being avoided, that is the difficulties 
growing up male and achieving masculinity and specifically inte- 
grating the penis into a healthy body schema. It also gives permis- 
sion to the mother, and the family as a whole, to talk about things 
that are not being talked about. 

The mother's inability to separate from her son and allow him to 
individuate also needs to be addressed. In this context the mother's 
relationship to her own mother must be broached. All of the 5 
mothers in this study had impaired relationships with their own 
mothers. Their mothers were described as intrusive, depressed, dis- 
satisfied in their marriages, angry and jealous of men, and ambiva- 
lent towards their daughters. Each of the mothers felt inadequate as 
women, were high achievers, successful in their careers, and "wore 
the pants" in their marriages. They all felt cheated and badgered 
their husbands; making them the targets of their dissatisfaction and 
disappointment. Their sexual lives were impoverished and charac- 
terized by neediness, unfulfilled desires, disappointment, and a lack 
of intimacy. In an effort to f u l f i  their intimacy needs these women 
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turned to their sons for gratification and invited them to join in a 
secretive liaison with them; confiding in them like friends; treating 
them as special and unique, and empowering them with having a 
gift to soothe mother. In all cases the boys were told they were 
special and different from other men who the mother characterized 
as aggressive, lacking a nwturant capacity, and rough. 

In each case when the child's effeminate nature emerged the 
parents were consciously disappointed in their son's behavior since 
they longed for a "real man" to rescue them. In effect, the child's 
gender identity confusions and inner self structures were moulded 
by the parents in an effort to control their son's body and mind and 
prohibit him from ever separating and individuating from mother 
and revealing of father's deficiencies as a caregiver, an intimate 
person, and a male. While they jointly collaborated (unconsciously, 
for the most part) to feminize their son they were disappointed with 
the final product. 

CONCLUSION 

Most of the clinical work described above can be accomplished 
within a two to three week period. The clinician must set aside 
blocks of time to manage the initial crisis. It has been my experi- 
ence that this can be accomplished on an intensive outpatient basis 
without resorting to medication and/or inpatient psychiatric hospi- 
talization. Once the acute phase is passed and the child is no longer 
talking about injuring his genitals an alliance has been formed for 
treatment and the child and his parents should enter into a longer 
term of treatment. I concur with Coates' (1990) recommendation of 
twice weekly therapy for the child and once a week parent guid- 
ance. When this is not possible once a week therapy should be 
initiated along with parent guidance. Unless the parents are in- 
volved in the treatment they are likely to sabotage their son's treat- 
ment. In addition, it is important to keep them informed of their 
son's treatment. Some gender impaired boys also need to be in 
group therapy in order to develop appropriate social skills (Green & 
Fuller, 1973). 

Once a week therapy with the child is the minimum expectation. 
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Therapy should be expected to last anywhere from 6 months to 
three years. Some therapists might argue that family therapy is the 
treatment of choice for these disorders. Certainly family interven- 
tion is critical and regular family meetings are essential. Therapy 
needs to focus on helping the child develop the appropriate self 
structures for healthy narcissistic development. Therapy with these 
children should not be based on biases regarding their future gender 
identity or sexual orientation. What is critical is that these boys be 
provided the necessary self structures with which to negotiate the 
complex realities they have yet to experience. 

It is hoped that the ideas in this paper may not only serve as 
hypothesis generating for future clinical and research in gender 
identity disorders but may also be used in future revisions of the 
DSM IV subcommittee working on Gender Identity Disorders, to 
include reference to the phenomenon of genital dysphoria in the 
new diagnostic nomenclature. 
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Female Gender Disorder: 
A New Model and Clinical Applications 

Jeremy Baumbach, PhD 
Louisa A. Turner, PhD 

SUMMARY. A broad model of female gender disorder is presented 
in which distinctions are drawn between gender dysphoria, defined 
as an internal emotional state of discontent or discomfort associated 
with one's gender, the fantasized solution of wishing to be the other 
sex, and the request for hormonal andlor surgical sex reassignment. 
This model is applied to three clinical cases, representing both trans- 
sexual and non-transsexual types of gender disorder. Subsequent dis- 
cussion explores some of the questions raised by considenng these 
components separately, and also presents some hypotheses about the 
nature of gender dysphoria in women. 

Persons with gender disorders present many challenges to the 
clinician, the first of which is diagnosis. DSM-111-R, the American 
Psychiatric Association's most recent version of the Diagnostic and 
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Statistical Manual of Mental Disorders (1987), provides clear crite- 
ria for the diagnosis of Transsexualism, a severe gender disorder. 
For transsexualism to be diagnosed, a person must have reached 
puberty and must experience (a) a persistent discomfort and sense 
of inappropriateness about hisher assigned sex, and (b) a persistent 
preoccupation for at least two years with getting rid of hisher 
primary and secondary sex characteristics and acquiring the sex 
characteristics of the other sex. These criteria facilitate accurate 
diagnosis of transsexualism. Having made such a diagnosis, the 
clinician can access a substantial literature which will assist in both 
the conceptualization of the patient and the selection of a suitable 
treatment approach. 

DSM-111-R criteria for the diagnosis of Gender Identity Disor- 
der of Adolescence or Adulthood, Nonaanssexual Type (GI- 
DAANT) are equally clear. For GIDAANT to be diagnosed, a 
person must have reached puberty and must experience (a) a per- 
sistent or recurrent discomfort and sense of inappropriateness 
about histher assigned sex, (b) persistent or recurrent cross-dress- 
ing in the role of the other sex, either in fantasy or actuality, but not 
for the purpose of sexual excitement (as in Transvestitic Fetish- 
ism), and (c) no persistent preoccupation (for at least two years) 
with getting rid of hisher primary and secondary sex characteris- 
tics and acquiring the sex characteristics of the other sex (as in 
Transsexualism). These criteria facilitate accurate diagnosis of GI- 
DAANT; however, having made such a diagnosis, the clinician will 
find much less in the literature to assist in the understanding, 
conceptualization, and treatment of persons diagnosed with this 
less extreme gender disorder. This is especially true in the case of 
biological females. Persons with gender disorders who meet the 
criteria for neither transsexualism nor GIDAANT may warrant a 
diagnosis of Gender Identity Disorder Not Otherwise Specified 
(GIDNOS). Such persons are by no means rare, and may indeed 
often present requesting psychotherapy, but the literature pertain- 
ing to them is even more sparse. In sum, especially in the case of 
the biological female, if a diagnosis of transsexualism cannot be 
made, the clinician is left with little guidance as to the understand- 
ing, conceptualjzation, and treatment of the patient. 

It is the purpose of this paper to present a simple model of gender 
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disorders in biological females; whether it is also applicable to 
biological males is undetermined at present. While it does not gen- 
erate specific diagnoses, this model provides a way to conceptualize 
both transsexual and non-transsexual types of gender disorder, and 
thus may improve understanding and facilitate treatment planning. 
In the following pages, the model will be first explicated and then 
applied to clinical cases, with discussion to follow. 

THE MODEL 

This model proposes that the classic transsexual presentation 
results from the combination of three components: 

1. A problem: Gender dysphoria 
2. A fantasized solution: The wish to be the other sex 
3. An action: The request for hormonal and/or surgical sex reas- 

signment 

In the person who meets the DSM-III-R diagnostic criteria for 
transsexualism and who presents at a gender clinic pursuing sex 
reassignment, each of these three components is present. In such a 
case, they coexist, but these components are potentially separate 
and independent. It is ow contention that persons manifesting less 
severe gender disorders can be conceptualized as having one or 
two, but not all three, of these components. Before elaborating on 
this hypothesis, each component of the model will be explored in 
more detail. 

Gender Dysphoria: The Problem 

Although the term "gender dysphoria" was coined more than 
fifteen years ago (Fisk, 1973), there remain some differences re- 
garding its specific definition. Some authors (e.g., Lothstein, 1979) 
have considered the belief that one is, or the wish to be, the other 
sex and the request for sex reassignment to be core features of 
gender dysphoria, while others (e.g., Blanchard, 1990a) have un- 
derstood gender dysphoria as potentially existing in the absence of a 
request for sex reassignment. In our model, the features of gender 
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dysphoria, the wish to be the other sex, and the request for sex 
reassignment are construed as separate, albeit related, phenomena. 
Given that dysphoria is a feeling of discontent or discomfort, we 
would define gender dysphoria as a feeling of discontent or discom- 
fort associated with one's gender. As such, gender dysphoria speaks 
neither to gender identity nor to cross-gender identification, and it 
does not encompass any treatment-seeking behavior. Rather, it is 
defied simply as an intemal emotional state of discontent or dis- 
comfort associated with one's gender. 

This definition of gender dysphoria focuses attention on the af- 
fect associated with being male or female, rather than on cognitive 
or behavioral aspects. The role of affect vis-a-vis gender has not 
been adequately explored (Fagot & Leinbach, 1985), but recently 
there have been some pointers in its direction. First, from the clini- 
cal arena, are Zucker and Green's (1989) comments in a chapter on 
the treatment of gender disordered children. These authors distin- 
guish between cognitive and affective features, and report that, 
while some young children actually do misclassify their gender, 
more commonly there is correct self-labeling as a boy or girl but 
discontent with this assignment and persistent desire to be of the 
other sex. It is this affective aspect which is seen to require thera- 
peutic attention. Second, some empirical support for the central role 
of affect comes from a study by Rozee-Koker, Dansby and Wallston 
(1985). These authors were attempting to identify a cross-racial 
role-transcendent female identity. Using a factor analytic approach, 
they explored the hypothesized cognitive, behavioral and affective 
components. To their surprise, the cognitive and behavioral compo- 
nents were not represented in the factor-analytic solution, but the 
affective response to being a woman was found to be a highly 
reliable unidirnensional factor. From these data at least, the authors 
concluded that positive feelings about being a woman ~IE the pri- 
mary ingredient in a strong female identity. 

In sum, gender dysphoria is defined here as a subjective internal 
affective state of discomfort or discontent associated with one's 
gender. These feelings may give rise to a great variety of cognitions 
and behaviors. 
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The Wish to Be the Other Sex: The Fantasized Solution 

The wish to be the other sex has been reported in a variety of 
clinical and nonclinical populations of women other than those 
diagnosed as transsexual and requesting sex reassignment. David 
Lynn. (1959) reported that "as high as 3 1 % of adult females recall 
consciously having been aware of the desire to be of the opposite 
sex" (p. 132); Benjamin (1966) stated that "in our culture about 
twelve timesmore women would like to have been born men than 
vice versa" (p. 179); and both Stoller (1979) and Meyer (1982) 
have described the mothers of gender dysphoric persons as wish- 
ing to be male. While these data suggest that the wish to be the 
other sex may be relatively common in women, they do not speak 
to the stability, persistence, or motivations for the wish. Specifical- 
ly, one cannot ascertain from these data whether, as our model 
requires, the wish serves as a fantasized solution. 

In a recent study of a nonclinical sample of young women who 
had wished to have been born a boy (Baumbach, 19871, the wish did 
appear to always serve as a fantasized solution to some problem. 
However, qualitative analysis of subjects' responses also revealed 
that many of the underlying problems were not related to gender 
dysphoria (e.g., wishing to be male in order to attain some male 
prerogatives, or because she perceived that she would then be able to 
escape from some difficulty or threat). In these cases, the wish served 
as a fantasized solution to a problem, but the problem was not one of 
gender dysphoria. Similarly, in the clinical literature it has been 
noted quite often that homophobia rather than gender dysphoria may 
underlie a woman's wish to be male; that is, a lesbian may find her 
homosexuality so intolerable that she wishes to be male, for then her 
erotic attractions to women would be heterosexual (Kirkpatrick & 
Friedmam, 1976; Lothstein, 1983; Shtasel, 1979). Here the wish to 
be the other sex is the fantasized solution to a problematic sexual 
orientation. 

While it cannot be presumed to exist simply on the basis of the 
wish's existence, gender dysphoria may well be the problem that 
the wishful fantasy solves. It is certainly not surprising that this 
would be the case. In our culture, there are males and females, and 
that is all (Kessler & McKenna, 1978). If a person experiences 
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discontent and discomfort as one sex, it makes some sense to enter- 
tain the wish to be the other. The consequences of experiencing 
both gender dysphoria and the wish to be the other sex (the first two 
components of our model) will vary according to the individual. 
Some of the possible outcomes will be explored later in this paper. 

The Request for Sex Reassignment: The Action 

It is the treatment-seeking. behavior of requesting sex reassign- 
ment, that most often brings the gender disordered individual into 
contact with the health professiona1.l Consequently, the vast major- 
ity of clinical and research data is drawn from the ,study of these 
persons, potentially biasing our perspective and artificially 
constricting our grasp of the breadth of gender disorders. One goal 
of this paper is to spur interest in the study of those persons strug- 
gling with some degree of gender disturbance, but not requesting 
sex reassignment. Some cases exemplifying this population are 
presented in the next section. 

The gender disordered individual's request for sex reassignment 
reflects this culture's construction of gender as physical. In our 
culture, genitals are the essential sign of gender: A female is a 
person with a vagina, and a male is a person with a penis (Kessler & 
McKenna, 1978). Thus, if there is any way to become a member of 
the other sex, it must include the acquisition of appropriate genitals 
and, to a lesser extent, the acquisition of other physical characteris- 
tics. As Pauly and Edgerton (1986) wrote, "In an ironic sense, 
transsexualism may be considered iatrogenic, in that advances in 
surgical technique now permit the realization of fantasies of sexual 
metamorphosis" (p. 3 18). 

While our cultural litmus test for gender is physical (genital), 
there are many other actions persons can and do take in accordance 
with their fantasized solution long before requesting sex reassign- 
ment. The combination of gender dysphoria and the wish to be the 
other sex typically results in a degree of identification with the other 
sex, and, to the extent that this is acted upon, the manifestation of 
social sex-role characteristics associated with the other sex. As a 
person exhibits more social sex-role characteristics of the other sex, 
one would expect both others' reactions and self-perception to re- 
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flect this reality. Over time, such a person may come to see him or 
herself as "different" from others of the same biological sex, and 
indeed there would be some truth to this perception. Here then, is 
the feeling that one is or should be the other sex that is so often 
reported by transsexuals. In such cases, the request for sex reassign- 
ment is the last action, but certainly not the only action, taken in 
pursuit of their fantasized solution. In other cases, little or no action 
is taken prior to the request for sex reassignment? 

CLINICAL APPLICATIONS 

The cases described in this section will highhght the range of gender 
disorder in females. The first case is a woman with all h e  compo- 
nents of the model, the classic "transsexual" patient who comes to 
clinical attention at a gender identity program. The second case pre- 
sents a woman who came to a sexuality clinic for therapy and has only 
the first two components of the model, that is, an internal experience of 
gender dysphoria and a childhood wish to be a boy. In the third case, 
another woman who sought treatment at a sexuality clinic, only the 
gender dysphoria component of the model is present 

Gender Dysphoria, the Wish to Be Male, and the Request 
for Sex Reassignment: The Transsexual 

This is a case of a woman with lifelong gender dysphoria who 
has opted to live as a man, take male hormones, and undergo mas- 
tectomy, hysterectomy, and phalloplasty. When she first came to our 
clinic, Linda was a 30-year old Caucasian biological female pre- 
senting in a unisex fashion wearing jeans, sneakers, and sweatshirt, 
sporting a short androgynous hairstyle, and exhibiting masculine 
demeanor and gestures. Known at the time to her work colleagues 
and her few friends as Linda, she reported a longstanding discom- 
fort with her female status and a growing feeling that she could not 
get on with her life until she made the transition to living as a male. 

Linda gave the following history. She was the first of two daugh- 
ters born to older parents. Her younger sister, nicknamed Sissy, was 
perceived by the family as very feminine from birth and as "totally 
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different from Linda." Linda was known rather for her energy and 
activity level, and the family stories surrounding her babyhood 
seemed to cast her primarily in the role of nuisance as a result of 
these temperamental qualities. Linda's father worked on the night 
shift, and was, for unknown reasons, Linda's primary caretaker, 
even though Linda's mother did not work outside the family home. 
Linda has few pleasant memories of her mother, currently describ- 
ing her as "quick to accuse, hot-tempered, stubborn, and hard to get 
along with." She always felt closer to her father, whom she charac- 
terizes as "a big and quiet man who is easy to get along with." Her 
most pleasant childhood memories are of accompanying her father 
on errands to the grocery store, or better yet, the barber shop. Linda 
also had a significant relationship with her grandmother, whom she 
remembers as kind, giving, and gentle, and "as totally different 
from [her] mother." 

Linda's gender dysphoria and wish to be a boy date back to 
around kindergarten. She recalls a marked preference for rough and 
tumble play, a wish for boys rather than girls as playmates, and an 
aversion to dolls. She resented the fact that she and her sister were 
constantly referred to as "the girls," as she had a strong early sense 
that she and her sister did not belong in the same category and that 
she did not want to be identified as a girl. She hated wearing 
dresses, and got into daily struggles with her mother about them, 
usually losing. She was able, despite her mother's disapproval and 
wishes otherwise, to wear her hair in a short haircut. When she was 
seven, she met a male friend of her parents whose name was Len, 
probably short for Leonard. She begged to shorten her name to Li, 
and pronounce it Len, but her family refused. Linda believes that 
she became a kind of loner, burying herself in books about male 
heroes and imagining herself in their place. She also describes 
herself as becoming "a stubborn, independent, and bull-headed 
person," hanging on to her secret wish to be a boy. She never spoke 
of her wish to be a boy, and believes her parents saw her as a 
tomboy and thought it was a phase that would pass. 

Due to her father's work, the family moved about three times a 
year until L i d a  was 12 years old. With changing schools so fre- 
quently, she was often either ahead of the other students in her 
studies and bored, or behind them and struggling. In addition to 
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feeling "out of sync" academically with the other kids in her class, 
Linda found it difficult to repeatedly make new friends, only to 
leave them after several months. Linda's mother did not make any 
active efforts to help the kids become integrated into their new life 
beyond locating and dropping them off at the local recreation cen- 
ter. As Linda was a talented athlete, sports activity was the main 
way she could make friends, as "they always wanted [her] on their 
team." Indeed, because of her prowess, Linda was usually able to 
organize coed sports and teams, which she preferred because she 
really wanted to play with boys. 

When Linda was ten years old, her grandmother died. Linda de- 
scribes this as "the first major trauma in [her] life." At the age of 
twelve, Linda's father changed jobs and started to be away from 
home for months at a time. Linda felt abandoned by him, angry and 
sad. Linda's mother went to work full-time, leaving the two girls to 
fend for themselves alter school. Linda recalls this, the beginning of 
her adolescence, as a very lonely t i e .  Linda characterizes puberty 
as "the second major trauma in [her] life." Developing breasts and 
having menstrual periods were horribly disappointing to Linda, con- 
firming that she was biologically female and shattering her longheld 
secret belief that at pubeay she would finally develop into a male. 

Linda began experiencing sexual feelings at about the age of 13, 
and from the beginning her attractions were exclusively to female 
partners. Linda says that this did not surprise her greatly, but that it 
further confiied for her that she "was really different from other 
girls and really more like boys." Linda "went to the library," spend- 
ing long hours seeking out information about her alternatives, and 
became aware of the phenomenon of transsexualism at about this 
time. Learning of the possibility of gender transition was a tremen- 
dous relief for her; as she put it, "I finally found a place where I 
belonged." This further strengthened her wish to be a male and her 
resolve that this was the right course for her. 

During and shortly after college, Linda had two important sexual 
relationships with women. These consisted primarily of Linda stim- 
ulating her partner to orgasm, without allowing her partner to see or 
touch her own breasts or genitals. Both of these women identified 
themselves as heterosexual, and both left Linda and went on to date 
men. Linda also never masturbated, as touching herself genitally 
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brought her too close to intolerable feelings about her femaleness. 
She has never had an orgasm of which she is aware. 

After college, Linda concentrated on establishing herself in her 
work as a research engineer. She remained active in many coed 
sports, playing in golf, volleyball, and softball leagues. She contin- 
ued to contemplate a transsexual lifestyle, but felt daunted by the 
difficulties of making the gender transition at her very good job. 
She also believed that her family would never accept her as a male, 
and she repeatedly delayed her plans to tell them of her wishes. 

Despite these perceived obstacles, Linda decided to proceed with 
sex reassignment. She began to go out in the evenings to local bars 
dressed as a man and wearing a mustache. Next she arranged inde- 
pendently for a physician to give her testosterone injections, and 
within about three months applied for and got a new job in a new 
city as a man. Although Liida passed well as male, and legally 
changed her name to Larry, she continued to be a loner because of 
her fear that she would be recognized as a biological female. Lamy 
has gone on to have bilateral mastectomies, hysterectomy, and phal- 
loplasty through an established gender clinic program. He is cur- 
rently married to a woman who thinks of him as a biological male 
who has undergone surgical repair of his genitals due to some 
unspecified trauma. 

Larry speaks eloquently about the costs of his transsexual adapta- 
tion. Larry is estranged from his family, having been rejected by his 
parents. He feels sad about his inability to father children. He be- 
lieves that he will always feel somewhat different from other men, 
and that he will never be at ease, for instance, in a locker room. 
Most of all, he experiences a sense of personal discontinuity, which 
includes feeling unable to speak openly about his history and sens- 
ing that no one knows him completely, and being constantly con- 
cerned that someone from his past will recognize him in his new 
identity. 

For the purposes of comparing and conkastirig our model with 
that presented in DSM-111-R, we provide our DSM-III-R diagncisis 
of Linda/Larry: 

Axis I: 302.50 Transsexualism 
Axis II: No diagnosis 
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Gender Dysphoria and the Wish to Be Male 

This is a case of a young woman who has had longstanding gender 
dysphoria and the childhood wish to be a boy, but who never consid- 
ered living as a man or pursuing sex reassignment. Pat is an attrac- 
tive, highly-functional 23-year old single Caucasian woman who 
works in a maternity shop while going to college part-time. Her 
facial features and carriage are somewhat masculine, but her stylish 
dresses and make-up lend her an overall feminine appearance. 

Pat came to therapy saying "I don't know who I am sexually. I'm 
womed that I am a lesbian." When asked what caused this worry, 
Pat descnied a longstanding discomfort about herself that she char- 
acterized as "a feeling of not being totally female." This discomfort 
is at its most intense when she is with a group of heterosexual 
female friends and she feels very different from them, in her words, 
like "the odd man out." The only time in her life that she has not 
felt this way around women was a time in college when she lived in 
a dormitory with a group of self-identified gay women. These 
women were athletic like she was, wearing sweatclothes and seen as 
"jocks" by others. In this group, she felt comfortable, similar, and 
like she belonged, even though she is quite clear that she has sexual 
attractions only to men and never to women. One of the initial 
processes of therapy was to clarify for her the difference between 
gender identity and sexual orientation. 

After some time, Pat let go of the fear of being lesbian and framed 
her difficulties as "about being female." Then she began to speak of 
other aspects of her gender dysphoria. Her menstrual periods had 
always been infrequent and irregular. This made her feel "not ferni- 
nine," and made her worry about defectiveness as a woman. Though 
she had always wanted to have children, she wondered about her 
physical capacity to do so. She spoke at length about her struggles 
with her appearance, of how she had not worn blue jeans in five 
years in an attempt to look more feminine. She wanted to wear 
dresses and look pretty, but she was afraid to look sexy, and she often 
felt she could not tell the difference. She also wished that she did not 
know so much about sports. A more feminine woman, she thought, 
would watch a football game with her boyfriend and, with an uncom- 
prehending look, ask him "What's a first down?" Finally, Pat saw 
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her ambitions in business (she intended to own a chain of maternity 
stores one day), as masculine, and thus had difficulty integrating 
them into her self-image as a woman. 

Pat felt that her discomfort about femaleness made it very hard 
for her to be close to other people. With women friends, she felt 
overwhelmed by a sense of differentness and inadequacy that made 
it quite difficult for her to share herself. She also considered her 
gender dysphoria to be a major factor in what she called her "fail- 
ure at heterosexual relationships." She had had several relation- 
ships of some length, and at the age of 20 had been engaged to 
marry one young man. Pat broke their engagement for reasons 
which she is not able to articulate clearly even now. Since that time, 
she has dated, but gets frightened and withdraws when the relation- 
ship becomes emotionally and/or sexually intimate. She notes, how- 
ever, that her gender dysphoric feelings are at their least trouble- 
some when a man is initially interested in a relationship with her, 
but then quickly return when the liaison becomes sexual. She de- 
scribes herself as a "sexual moron," and her characterizations of 
her sexual activities, vague and poorly articulated, demonstrate her 
sexual naivete and discomfort. 

Pat was the 'fust-born child of middle-class Catholic parents. 
During her early childhood,'~at was closer to her father than to her 
inother. Pat's mother was quite feminine in her appearance, but was 
also perceived by Pat as unattuned, unempathic, and cold. In ex- 
planation of her difficulties in her relationship with her mother, Pat 
says "She was always wanting me to be just like her and I didn't 
want to do it." In contrast, Pat's father, a warm, expressive man, 
was very involved with Pat. As he worked the afternoon shift at his 
job, he was often home during the day and seemed to function as 
Pat's primary parent, taking Pat with him on his daily errands and 
tasks. Pat's most cherished memories of early childhood are of 
accompanying her father to hardware stores and lumberyards. Pat 
and her father would play ball together, and he praised and enjoyed 
her natural athletic ability. 

By the age of about four, Pat had developed into a tomboy, 
preferring jeans to dresses, boys to girls as playmates, and sports 
and cowboy games to dolls. She was very proud that she had a 
unisex name, and felt good when someone would mistake her for a 
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boy. She tried to master the art of standing up to urinate. She felt 
more like a boy than a girl, did not like the fact that she was a girl, 
and did not like girls. She recalls wishing that she were a boy or 
could become a boy, but she does not remember voicing this to 
anyone. She believes that the intensity of her wish was not over- 
whelming because she was acting like a boy, with the only cost 
being her mother's disapproval. She felt protected from the brunt of 
her mother's disappointment by the closeness with and attention 
from her father. She felt very different from her sister, Sally, two 
years younger. Sally was always closer to their mother than their 
father, and early developed into a frilly, feminine girl. 

When Pat was four years old, her brother, Tim, was born. As Pat 
puts it, "That's when everything changed." Her father was de- 
lighted to finally have a son, and Pat felt replaced. As the baby 
moved into toddlerhood, Pat's father began to take Tim, instead of 
Pat, everywhere with him. He no longer seemed interested in play- 
ing catch with Pat, and began to encourage her to become more 
feminine and spend more time with her mother. Pat felt abandoned 
and bereft, and turned reluctantly back to her mother, where she met 
anger, envy, lack of sympathy, and demands for compliance and 
femininity. Pat's mother did not support Pat's athletic ability, and 
refused to comfort her when she hurt herself while engaging in 
rough play. Pat oppositionally clung to this vestige of her relation- 
ship with her father in her participation in school sports, until she 
injured her back during a sports event in high school and had to give 
up athletics for good. Pat's mother insisted that she dress more 
femininely, and she felt forced to comply. A relationship pattern 
began to develop that is still in place at the present time, in which 
Pat's mother wishes Pat to be feminine, unassertive, and to have 
tastes and opinions which mirror her own. She continues to be 
angry and envious whenever Pat's life plan differs from ,what she 
has had in mind for Pat. 

Pat's feeling that she was more like a boy and her wish to be a 
boy gradually began to fade. As she puts it, "It was futile. I saw 
now that what my father had wanted was a boy, not me as I was. I 
knew I couldn't really be a boy, and I knew I couldn't get him back. 
But I also couldn't feel very good about myself." Thus it was that 
Pat was left with the gender dysphoria that brought her into treat- 
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ment. Pat's sense of differentness from other women continues, and 
her feminine identification remains tenuous and full of feelings of 
inadequacy. 

Pat's treatment centered around dispelling her idea that she was a 
lesbian and understanding the roots of her gender dysphoria, thus 
allowing her to feel more comfortable as a woman. It was also 
necessary to work through some separation issues with her mother 
in order to permit Pat to develop her own ideas about what kind of 
woman she wanted to be. Fortunately, she was also able to develop 
a rapprochement with her father, this time based on a closeness in 
which she could be feminine. She has developed stronger friend- 
ships with women. There is still much work to be done on exploring 
and integrating her sexuality and having more satisfying relation- 
ships with men. 

Using DSM-III-R criteria, Pat's diagnosis would be: 

Axis I: 302.91 Sexual Disorder Not Otherwise Specified 
(Feelings of inadequacy about her femininity) 

Axis 11: None 

Gender Dysphoria Only 

This case involves a young woman who has had lifelong gender 
dysphoria but who never had a wish either presently or historically 
to be a male. Susan is a pretty though rather asexual 25-year old 
Caucasian woman who is married to a kind, passive man and has a 
young son. She has completed two years of college and is a part- 
time office worker. Her demeanor is intelligent, straightfoward, 
and sincere. 

Susan initially came into therapy with her husbandto work on 
their marital problems. Within several months, the focus shifted to 
Susan's longstanding sense that there was something wrong with 
her, though she did not know what. Her self-esteem was very low, 
she said, and sometimes she had periods of hating herself. Several 
months of individual therapy clarified that these enigmatic negative 
feelings were specifically about her gender, and she summed these 
feelings up in the simple phrases "I hate being a woman" and "I 
hate myself as a woman." Susan did not think that being a man or 
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being more masculine presented an answer; indeed, she never enter- 
tained any other solution to this problem other than working in 
therapy toward feeling better about being a woman. She longed for 
a comfortable female identity, speaking wistfully of her inability to 
be pretty, her clumsiness with make-up and hair styling, her igno- 
rance of fashion, and her perceived incompetence at such stereotyp- 
ically feminine activities as sewing and cooking. 

Susan's self-hatred as a woman was enacted in several arenas. 
First, her sexuality was dominated by masochistic sexual fantasies 
in which she could reach orgasm only by imagining herself being 
hurt or humiliated by a "father-like figure." Her sexual behavior 
with her husband was entirely conventional, but she had very little 
desire for sex with him and often did not become aroused. 

A similar theme was repeated in Susan's avocation of writing. 
Susan had long been a fan of romance novels, and had aspired to 
write her own. During therapy, Susan wrote a book, except that it 
turned out to be more pornographic than romantic. She remarked 
upon her inability to write about love and the ease with which 
graphic details of scenes like rape came to her. 

Susan also felt that an affair that she had had with a man at work 
had something to do with her hatred of herself as a woman. This 
man, whom she described as masculine and charismatic, had 
bedded many women at their workplace. He repeatedly seduced 
Susan in a semi-coercive manner, had sex with her with little care 
about her comfort or enjoyment, and then ignored or demeaned her 
for weeks afterward. Susan felt "addicted" to him, and had trernen- 
dous difficulty saying no to sex with him. Their affair finally ended 
only when he left town. 

Lastly, Susan was extremely relieved that her child was a son. 
She felt that she would be unable to take care of a daughter, and that 
she would feel impelled to physically abuse her. At one point, Susan 
purchased a female dog, to whom she gave a name that she had 
picked out to give a daughter, Within several months, she was 
hitting and kicking the animal, and then felt enraged by the dog's 
subsequent submissiveness, which she described as a "typical fe- 
male way to be." 

Susan's family history provides some explanation of the develop- 
mental roots of her gender dysphoria. Susan's father was a normally 
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passive, ineffectual man who nevertheless frequently exploded in 
anger and became physically abusive to his wife and children. Su- 
san characterized him as making up for an inner lack of self-esteem 
with boastful, dominating outward behavior. Susan's mother was a 
self-focused, needy, histrionic woman who was unable to protect 
her children from the outbursts of their father, and seemed to enjoy 
vicariously his power over them. 

These parents shared a conscious ideal of women as feminine, 
pretty, delicate, helpless, and unassertive creatures. This view was 
apparent in such opinions as that women were too refined to be 
good politicians and in this Catholic family's religious over-preoc- 
cupation with the Virgin Mary. Coexisting, however, was a more 
unconscious and devaluing view of women as cowardly, sexually 
objectified, and victimized. This was apparent in a number of exam- 
ples such as the following: Susan's parents entered her home one 
day to encounter Susan's dog, who promptly roiled over on her 
back to have her stomach scratched. Susan's father laughed, saying, 
"You sure can tell that dog is female. The minute a man walks into 
the room, she's on her back." This complicated view of femaleness 
then was the family context into which Susan was born. 

Susan's conception, occurring three months into her parents' 
marriage, was unplanned and was not greeted with enthusiasm. The 
pregnancy was a difficult one. Susan was not considered to be a 
6' pretty" baby, and, plagued by colic, her disposition was not 
thought of as placid or sweet or, most importantly, feminine. In 
contrast, Susan's sister, younger by a year and nicknamed "Prin- 
cess" by the father, was a lovely, docile baby who rarely cried and 
was more cuddly. (Susan's sister went on to become an unassertive 
homemaker whose femininity is praised in the family but who is 
also dominated and physically abused by her husband.) 

Susan recalls very early feelings of hating being a girl in her 
family. She did not feel Like a pretty child, and remembers her 
mother always being frustrated with the outcome when she at- 
tempted to dress Susan up in a feminine manner. She was repeated- 
ly and unfavorably compared with her pretty, feminine sister by 
both parents. Furthermore, Susan was smart and she could do things 
well, which was also viewed as rather unfeminine in her family and 
therefore mildly discouraged. The only good thing Susan could 



Jeremy Baumbach and Louisa A. Turner 123 

think of about being female was that her brother received more 
severe abuse from her father than did she and her sister. 

Susan, however, was not really a tomboy either She tried unsuc- 
cessfully to be athletic as a child; she attempted to join team sports 
and school track meets but suffered severe asthma attacks with 
physical exertion. When she wore pants, she was sometimes mis- 
taken for a boy, as she was taller and lankier thin most girls her age; 
however, she experienced these errors as humiliating indications of 
her failure to be feminine. 

If she could not feel love and acceptance from her parents as a 
girl, Susan's solution, she believes, was to try to be what she called 
a "good girl." To be so, she became an excessively obedient, com- 
pliant, inoffensive child, and she minimized her competencies, es- 
pecially her intelligence. .At a less conscious levelishe was prob- 
ably also trying to escape from her devalued role. Susan 
retrospectively feels that her solution failed, that she could not be 
"good enough" to feel recognized and valued in her family, but her 
efforts show that there may be any number of solutions to the 
problem of gender dysphoria other than the wish to be male, in this 
instance, conformity and obedience. 

Why did Susan not entertain a wish to be a boy? The answer may 
lie in the fact that two common routes to a masculine identification in 
young girls were either not available or offered nothing positive to 
Susan. First, she did not have skill in stereotypically masculine acti- 
vities, like sports, and therefore was thwarted in her attempts to be a 
"jock" or tomboy. Second, she did not have in her father a loved and 
valued adult male figure with whom to identify. In fact, for as long as 
she could remember, Susan had viewed her father with fear and 
disgust, as "an emotionally sick man" who poorly contained his 
aggression and sexuality. Without natural abilities in the athletic 
realm and without a positive male.role model, Susan may have been 
left with little basis upon which to form a wish to be male. Shut out 
from the role of valued female, unable to find recognition as a "good 
girl," and with little reason to look to being a boy, Susan was stuck 
with herself as, in her words, a "poor excuse for a girl." 

The major goals in therapy for Susan were to improve her self-es- 
teem as a woman and relieve her depression The transference played 
a centcal role in this process, as the therapist was often seen as a 
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comfortably feminine but competent woman. Susan began to like 
herself more as a woman, at least sometimes. She became more 
feminine in her appearance, experimenting with dresses, makeup, 
and hair permanents. She prided herself on several successful em- 
broidery projects. She reentered college and was doing well. Perhaps 
most importantly, she decided to try for another child and felt com- 
fortable and even excited about the possibility of having a daughter. 

Using DSM-111-R criteria, Susan's diagnosis would most likely be: 

Axis I: 300.40 Dysthymic disorder 
302.79 Sexual aversion disorder 
302.83 Sexual masochism (mild) 
302.91 Sexual disorder not otherwise specified 

(Marked feelings of inadequacy concerning 
femininity) 

Axis 11: 301.83 Borderline traits 

DISCUSSION 

DSM-III-R diagnoses of L i d a h m y ,  Pat, and Susan highlight 
their important differences; however, DSM-III-R limitations also 
obscure their similarities, for while their responses to it are striking- 
ly different, these women share an underlying gender dysphoria. 
The model proposed allows us to better conceptualize them and 
women like them, and to begin to talk about at least some of their 
struggles as importantly related to gender dysphoria. As illustrated 
in these cases, such a formulation has significant treatment implica- 
tions. It also provokes many questions, whose exploration has the 
potential to enrich understanding and conceptualization of gender 
disorders. We will briefly explore some of these below. 

Why Do Only Certain Gender Dysphoric Women Who Wish 
to Be Male Request Sex Reassignment? 

We would suggest that three of the influential factors in this 
regard are (a) the inability/unwillingness to continue coping with 
the gender dysphoria in whatever way they have previously, (b) the 
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willingness to tackle the reality of sex reassignment, and (c) the 
severity of the gender dysphoria. Most often, persons seek sex 
reassignment only after a number of other coping options, undertak- 
en more or less purposefully, have failed. Often there have been - .  

attempts to conform, attempts to fit into the gay community, at- 
tempts to avoid it all by withdrawal or self-distraction, and so on. 
Then something happens that leads the person to reach out for sex 
reassignment-perhaps, as in Lindaarry's case, there is a feeling 
that she cannot get on with her life as a female, or perhaps some- 
thing happens to free her up, or conversely, to make a previously 
tolerable niche less so. In any event, a point of reckoning is reached 
and passed. Then, the person must be willing to tackle the reality of 
sex reassignment, which may be quite discrepant from her fantasy 
of being male, and in addition poses many practical hurdles. In our 
modern society, there are many complexities to changing gender 
roles, there are significant potential costs to such a change (e.g., loss 
of employment, occupation, residence, family, friends, physical 
normalcy, procreative potential, etc.), and there are Limitations to 
sex reassignment, especially vis-a-vis genital surgery for biological 
females. These and various other individual considerations will 
influence whether, in reality, sex reassignment is perceived as an 
acceptable and viable solution to the gender dysphoria. We would 
also suggest that the outcome of this process is greatly influenced 
by the severity of the gender dysphoria. Indeed Dickey and Steiner 
(1990) have commented that "less intensely gender-dysphoric pa- 
tients often self-select against sex reassignment when confronted 
with the various hurdles involved" (p. 139). Of course, several addi- 
tional questions are prompted by these thoughts: What do we actual- 
ly mean by intensity or severity of gender dysphoria? And what are 
its relevant dimensions or components? More on these questions 
later. 

Why Do Only Certain Gender Dysphoric Women 
Develop the Wish to Be Male? 

Our model proposes that the gender dysphoric woman's wish to 
be male rests on her perception of this as a solution for her gender 
dysphoria. In order to function as a solution, it must both address 
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the problem and offer something better. The women who wish to be 
male seem to feel uninterestedlinept in the girl's or woman's role 
and better suited to the boy's or man's role; as LinddLarry put it, 
"really different from other girls and really more like boys." Both 
L indda r ry  and Pat described feeling different from women, high- 
lighted by the contrast with their own feminine sisters, and felt 
themselves to be like boys in their interests, activity levels, athletic 
abilities, and in LindaLarry's case, sexuality. (What effect does 
emerging adolescent sexuality have on an individual's struggles 
with gender dysphoria? Were Pat to have found herself attracted to 
females, would her outcome have been different, and, if so, how?) 
In contrast, Susan, while "a poor excuse for a girl" and different 
from her feminine sister, seems to have had no sense of herself as 
better suited to being male. Furthermore, LinddLmy's and Pat's 
early bonds with their fathers seem to have contributed to a positive 
conception of maleness, while for Susan this was absent. Conse- 
quently, for L indaLmy and Pat, being male could be construed as 
an attractive resolution to their gender dysphoria, while Susan was 
left without this out. Another possibility is that the development (or 
lack thereof) of the wish to be the other sex results from a qualita- 
tive difference in the gender dysphoria. If this is the case, what is 
the nature of this difference? 

Why Do Only Certain Gender Dysphoric Women Persist 
in Their Wish to Be Male? 

Research with a nonclinical sample of women indicated that the 
wish to be the other sex was relinquished either when the problem 
prompting that fantasized solution itself remitted or when the 
woman accepted that the wish was, for various reasons, not a real 
solution (Baumbach, 1987). No comparable research has been con- 
ducted with gender dysphoric women, however, it seems likely that 
those who persist in their wish to be male both continue to believe 
that being male would resolve their gender dysphoria and are some- 
how able to avoid an awareness that this cannot really happen (e.g., 
Pat's "I knew I couldn't really be a boy") except, as they later find, 
in the guise of sex reassignment. Are some gender dysphoric women 
compelled to persist with their wish to be male because of the severi- 
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ty of their gender dysphoria? Or do they lack the ego development to 
cope differently with their gender dysphoria, perhaps being generally 
prone to using fantasy as a defense? Are some gender dysphoric 
women better equipped to pursue their dreams, being, like Linda1 
Larry, "stubborn, independent and bull-headed"? In this understud- 
ied area there are currently no answers, only questions. 

What Is the Nature of Gender Dysphoria? 

Earlier we defined gender dysphoria as an internal affective state 
of discomfort or discontent associated with one's gender. We would 
now hypothesize that gender dysphoria arises from the inability to 
integrate femaleness into a positive sense of self. We would expect 
"solutions" to this integration problem to vary along a continuum. 
In the cases presented in this paper, we have at one extreme Linda/ 
Larry, who sacrifices her femaleness but retains a positive sense of 
self, and at the other, Susan, who maintains a sense of herself as a 
woman, but hates herself and is dysfunctional as such, with Pat 
somewhere between the two. We suggest that these women share 
not only their gender dysphoria, but that in all three cases it rests on 
their inability to integrate femaleness into a positive sense of self. 

There seems to be another important dimension along which 
gender dysphoric women vary. From an external perspective, it 
could be described as the degree to which the gender dysphoria is 
overlaid by masculine strivings, or the breadth and depth of cross- 
gender behavior (unlike some other authors, for example, Blan- 
chard (1990b), we would not consider this dimension to be the 
continuum of gender dysphoria itself); however, the women them- 
selves usually talk about this as "feeling different from other 
women." We hypothesize then, that the second dimension along 
which gender dysphoric women vary is their sense of self as differ- 
ent ("different in kind") £torn other women. In the cases pmented, the 
sense of differentness is very strong in Linda/Lany, moderate in Pat, 
and minimal (if present) in Susan. As exemplified by our cases, the 
feeling of differentness from women is often associated with wish& to 
be male, but it may persist long after the wish has been given up. 

We construe this paper as a beginning, not an end. We wish our 
hypotheses to be understood as discussion points, not final formula- 
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tions. We believe that there is some value to distinguishing between the 
internal emotional problem of gender dysphoria, the fantasized solu- 
tion of wishing to be the other sex, and the action of requesting sex 
reassignment. Separating these components allows us to explore each 
from a different perspective than previously and to explore their inter- 
actions, as we began to do in this paper. It also spurs new questions 
and ideas; for instance, perhaps learning negative meanings for female- 
ness (Susan) or very constricted definitions (Pat) or coming to 
associate it with t h a t  and unlovableness result in gender dysphoria, 
while innate temperamental characteristics and early positive identifi- 
cations with the father result in masculine strivings (the wish to be the 
other sex). Separating these components also orients us to study a 
greater range of persons with gender disorders. Perhaps the treatment 
of those with less severe gender dysphoria has something to teach us 
about helping those with severe gender dysphoria At the very least, 
we hope that the model we have presented will provide clinicians with 
an alternative way to conceptualize and think productively about those 
patients with gender disorders who slip between the cracks of c w n t  
diagnostic classification systems. 

NOTES 

1. Reviously it was noted that gender dysphoria cannot be presumed to under- 
lie the wish to be the other sex. Similarly, the request for sex reassignment should 
not be assumed to be motivated by gender dysphoria. 

2. It is worth noting that some individuals cross-live without sex reassignment 
or treatment seeking; however, it is unknown whether these persons have gender 
dysphoria andlor the wish to be male. 
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SUMMARY. After a brief historical review of the clinical manage- 
ment of gender dysphoria, the authors argue for a comprehensive 
treatment model that recognizes a wide spectrum of gender identity 
disorders. This treatment model explores the meaning of a gender 
dysphoric individual's desire for sex reassignment in the context of 
the individual's biography and psychosociosexual adjustment. Un- 
like previous treatment approaches, this model makes no attempt to 
identify the 'true' transsexual. The model's treatment tasks are: as- 
sessment, management of comorbid psychiatric disorders, facilita- 
tion of identity formation, sexual identity management, and after- 
care. The implications of this treatment model for classification and 
ethical standards of care are discussed. 

HISTORICAL CONTEXT 

A review of the history of treatment approaches to gender dys- 
phoria and transsexualism reveals a series of shifts in conceptual- 
ization that have had dramatic implications for clinicians and their 
gender dysphoric clients. Before the widely publicized surgical sex 
reassignment of Christine Jorgenson in 1953 (Hamburger, Stump & 
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Dahl-Iversen, 1953) and publication of Hany Benjamin's classic 
work The Transsexual Phenomenon (1966), restrictive conceptual- 
izations that viewed crossdressing and crossgender behavior as per- 
verse and pathological prevailed (see Pauly, 1965, for a more de- 
tailed review). In the context of the sexual revolution, the Christine 
Jorgenson case and the work of Harry Benjamin helped shift the 
treatment pendulum from attempting to "cure" the transvestite or 
transsexual with psychoanalysis (see Kuiper, 1991, for a review) or 
aversion treatment (see Gelder & Marks, 1969, for a review) to 
facilitating acceptance and management of a gender role transition. 

Benjamin's scale to determine the intensity of gender dysphoria 
became widely used by clinicians after 1966. When major ps ycho- 
pathology (e.g., schizophrenia, psychosis) could be ruled out, this 
scale was used to assess whether the client was a "true" transsexu- 
al and to guide treatment, including the indication for sex reassign- 
ment. Because of Benjamin's emphasis on the intensity of gender 
dysphoria, less severe comorbid psychopathology was likely to be 
ignored in the decisions regarding treatment and sex reassignment. 
Anxiety or depression was more likely to be seen as consequences 
of intense gender dysphoria which could be alleviated through sex 
reassignment. Hormonal and surgical sex reassignment became 
the option of choice to relieve the gender identity conflict of these 
"true" transsexuals. For many years, gender dysphoria clinics 
around the world used this scale as well as the Standards of Care 
for hormonal and surgical sex reassignment established by the 
Harry Benjamin International Gender Dysphoria Association 
(Walker, Berger, Green, Laub, Reynolds & Wollman, original draft 
1979, revised drafts 1980, 1981 and 1990). 

Thirteen years after Benjamin's work, a widely publicized study 
by Meyer and Reter (1979) indicated that sex reassignment did not 
decrease distress and suicide among transsexuals, or improve their 
life functioning. These results were used to support a decision in 
1979 (Money, 1991a) to discontinue sex reassignment services at 
Johns Hopkins University (the first major center in the United 
States for sex reassignment surgeries) and prompted many health 
care professionals to reevaluate hormonal and surgical sex reassign- 
ment as the treatment of choice for transsexualism. In the United 
States, for example, Meyer and Reter's study was quickly used by 
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health insurance companies to deny coverage for sex reassign- 
ment. While other follow-up studies arrived at very different and 
more positive conclusions (for reviews, see Green & Fleming, 
1990, or Kuiper, 1991), whether or not to advocate hormonal and 
surgical sex reassignment has continued to be controversial. In the 
late 1970s and early 1980s, Lothstein and Levine began discussing 
the importance of recognizing cormorbid psychopathology in the 
assessment and treatment of gender dysphoric individuals (Loth- 
stein, 1977; Levine, 1980; Levine & Lothstein, 1981; Lothstein & 
Levine, 1981). Their work is consistent with the current trend in 
clinical sexology to view symptoms and diagnoses in the context 
of an individual's overall mental and physical functioning. This 
trend is also reflected in the most recent edition of the Diagnostic 
and Statistical Manual (DSM-111-R) of the American Psychiatric 
Association (1987), in which the authors put greater emphasis on 
making a differential diagnosis and introducing a multi-axial diag- 
nostic system and, thereby, acknowledging the multi-faceted na- 
ture of presenting complaints and mental disorders. 

Today, more clinicians recognize that gender dysphoria is far more 
complex than previously assumed (Bradley, Blanchad, Coates, 
Green, Levine, Meyer-Bahlburg, Pauly, Zucker, 1991). There is no 
scientific consensus about a single developmental pathway which 
leads to gender dysphoria. Determinants of gender dysphoria remain 
controversial and hypothetical. Although some cases may offer sup- 
port for Stoller's psychoanalytic etiological theory of "transsexual- 
ism" (Stoller, 1975), applicants for sex reassignment present with 
diverse backgrounds in terms of family dynamics and psychosexual 
development. While other theorists have posited a biological, deter- 
ministic view (e.g., Pillard & Weinrich, 1987), there is insufficient 
evidence for a biological determinant of gender dysphoria (Gooren, 
1984, 1986a,b, 1987, 1991; Coleman, Gooren & Ross, 1989). Inter- 
actionist theories of psychosexual development (Money & Ehrhardt, 
1972; Money, 1988) are m0I.e likely to represent reality. 

A COMPREHENSIVE TREATMENT MODEL 

The treatment model which we currently use reflects this com- 
plexity by integrating treatment,of gender dysphoria into treatment 
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of the overall mental health of the client. The treatment plan does 
not isolate the client's gender identity conflict but takes into account 
the client's total psychosociosexual adjustment, includingcomorbid 
psychiatric and other physical pathology. Our approach moves 
away from trying to distinguish the "true transsexual" (Benjamin, 
1966) from the "nontranssexual applicant for sex reassignment" 
(e.g., Newman & Stoller, 1974; Stermac, 1990). Instead, we argue 
that a central purpose of treatment is to facilitate mental health and 
identity development. 

Genderlsexual identity is only one aspect of overall identity. 
Addressing identity development from a general developmental 
(Erikson, 1956), interpersonal (Sullivan, 1953), and psychiatric per- 
spective is critical in improving our clients' overall psychological 
functioning. Identity development is often hampered by primary 
comorbid psychopathology, usually stemming from early child- 
hood. Therefore, we address these problems first and then work to 
foster identity development. Thus, our clients are treated with a 
variety of psycho- and pharmacotherapies. Sex reassignment may 
be recommended but only after identity development tasks have 
been addressed. 

In our comprehensive treatment model, five treatment tasks can 
be distinguished: (1) Assessment; (2) Management of comorbid 
psychiatric disorders; (3) Facilitating identity formation (analysis of 
biography, family of origin intimacy dysfunction/abuse recovery, 
sexual identity exploration); (4) Sexual identity management (deci- 
sion making, sexual functioning, social support); and (5) Aftercare. 
Figure 1 provides an overview of the treatment model and tasks. 

TREATMENT TASKS 

Assessment 

As noted, this approach integrates treatment of gender dysphoria 
into treatment of the client's overall mental health. This requires a 
comprehensive evaluation to establish a well-justified differential 
diagnosis. 

While many clients who present with gender dysphoria meet 
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DSM criteria for gender identity disorders, simply focusing on 
these disorders ignores the complexity of an individual's psycho- 
sexual and psychiatric history. This is particularly true for those 
who meet criteria for transsexualism. For many clients as well as 
professionals, this diagnosis presupposes sex reassignment as the 
eeatment of choice. Implying sex reassignment early on precludes 
the exploration of cormorbid psychopathology and of the various 
dynamics and motivations for sex reassignment. This approach has 
potentidy disastrous consequences given the irreversibility of hor- 
monal and surgical sex reassignment. 

In our experience, the gender dysphoric client's distress cannot 
be completely attributed to the perceived gender identity conflict or 
to a history of gender nonconformity. These are important factors, 
but disposition and life experiences relatively unrelated to gender 
also determine the client's current adjustment, and may contribute 
to the desire for sex reassignment. Sometimes the desire for sex 
reassignment is a cry for help, an expression of psychological pain 
stemming from a long history of anxious attachments, generalized 
anxiety, social phobia, intimacy dysfunction, depression, loneliness 
and despair. Consistent with previous research (see Lothstein, 1984, 
or Kuiper, 1991, for a review), we find that many clients suffer from 
a variety of Axis I disorders (most commonly anxiety and depres- 
sive disorders), as well as Axis I1 personality disorders. While Axis 
I disorders are often quite evident, prolonged contact with the client 
is usually required to confirm the presence of a personality disorder. 

In terms of assessing the sexual identity conflicts, we have found 
existing classifications inadequate. We have already discussed the 
limitations of the Harry Benjamin Scale. Another popular classifi- 
cation system is the one developed by Blanchard (1987, 1989, 
1990), which distinguishes homosexual from heterosexual or non- 
homosexual gender dysphoria. This system has its limitations be- 
cause of its attempt to reduce the wide spectrum of gender dyspho- 
ria into two mas types, based upon the sexual orientation of the 
client. We have argued that this classification system overempha- 
sizes the relevance of sexual orientation in understanding the cli- 
ent's gender identity and dysphoria (Coleman & Bockting, 1988; 
Bockting & Coleman, 1991; Coleman, Bockting & Gooren, 1993). 

For the assessment of sexual identity, we have adapted the de- 
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scriptive model by Shively and DeCecco (1977). Shively and De- 
Cecco distinguish among four components of sexual identity: bio- 
logical sex, gender identity, social sex role and sexual orientation. 
We use the term "natal sex" rather than "biological sex" to refer to 
physical characteristics and gender at birth as suggested by Money 
(1991b). We disagree with many theories of sexual and gender 
identity development, which link these four components. For exam- 
ple, in gender transposition theories, a same-sex sexual orientation 
implies a certain degree of crossgender identification. This theoreti- 
cal framework implies a stereotypical view of the homosexual indi- 
vidual, one which extant research among large samples of homo- 
sexually identified individuals (e.g., Bell & Weinberg, 1978) does 
not support. Linkages between sexual orientation and gender identi- 
ty alsofail to be supported by biological and psych~hormonal re- 
search on sexual differentiation (Coleman. Gooren. & Ross. 1989). 
Jn spite of this evidence, childhood cross'social-six-role behavioi, 
such as a boy's preference to play with dolls, is often viewed incor- 
rectly as an indication of crossgender identity. In gender dysphoric 
individuals, the four components of sexual identity can be com- 
bined in a multitude of ways (Coleman, 1987a; Coleman, Bockting 
& Gooren, 1993). Using Shively and DeCecco's model enables us 
to differentiate between social sex role dysphoria (i.e., the client's 
discomfort with society's sex role expectations or own sex role 
nonconformity), sexual orientation dysphoria (i.e., the client's dis- 
comfort with same sex sexual attraction), and gender dysphoria. 

The implication of this for the assessment of sexual identity is 
that all four components must be assessed separately. This assess- 
ment cannot be made immediately but is revealed in the ongoing 
process of psychotherapy. We have found that some clients main- 
tain a scripted or pseudo-identity in the desire to present themselves 
as an appropriate candidate for sex reassignment. Others define 
themselves as conforming to traditional stereotypes which conflicts 
with their past behavior and attractions. Still others are confused 
and are simply not able to de f i e  themselves in terms of their sexual 
identity. Hence, sexual identity is reassessed after psychotherapy 
has facilitated further sexual identity development. 

The evaluation of gender dysphoric clients at our clinic consists 
of two one-hour interviews and the administration of a battery of 
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psychological tests, including the Minnesota Multiphasic Personali- 
ty Inventory41 (Hathaway & McKinley, 1989), the Tennessee Self 
Concept Scale (Pitts, 1964), the Derogatis Sexual Functioning In- 
ventory (Derogatis & Melisaratos, 1979), the' Milcom Health Histo- 
ry Questionnaire (Hollister. 1980), and the Assessment of Sexual 
Orientation (Coleman, 1987a). For gender dysphoric clients who 
are in a relationship, testing also includes the Sexual Interaction 
Inventory (LoPiccolo & Steger, 1974), the Dyadic Adjustment 
Scale (Spanier, 1976), and the Styles of Conflict Inventory (Metz, 
1992). Among the areas covered in the clinical interviews are a 
complete psychological and psychiatric history, family and sexual 
history, and a history of intimate attachments. A physical examina- 
tion is conducted for evidence of physical illness, including hor- 
monal or chromosomal abnormalities. In cases where chemical 
abuse is suspected, an extensive chemical dependency evaluation is 
included. Following scoring of the tests, cases are discussed in a 
staff meeting consisting of a multi-disciplinary team of several 
psychologists, a family physician and a psychiatrist. A differential 
diagnosis is made and an individualized treatment plan addressing 
all aspects of the client's adjustment is developed. Previous treat- 
ment is taken into consideration. After the evaluation, the client 
meets with the assigned primary therapist and a treatment contract 
is established. 

Management of Comorbid Disorders 

If assessment uncovers comorbid disorders, their treatment is 
incorporated into the treatment plan. Symptoms of anxiety and 
depression form a barrier to engaging in psychotherapy. We have 
found the serotonergic anti-depressant fluoxetine (ProzacO) and 
the mood modulator lithium carbonate, extremely helpful in alle- 
viating these symptoms. In addition to facilitating engagement in 
psychotherapy, these medications may decrease the intensity of the 
dysphoria, relieving what is often an obsession with obtaining hor- 
monal and/or surgical sex reassignment. It is interesting to note that 
the same medication regimens have been found helpful in reducing 
obsessive and compulsive sexual behavior (Cesnik & Coleman, 
1989; Coleman & Cesnik, 1990; Kafka, 1991, Coleman, Cesnik, 
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Moore, & Dwyer, 1992). We hypothesize that for some. gender 
dysphoric clients, their crossdressing and crossgender feelings are 
the focus of their obsessive/compulsive behavior and a means of 
coping with anxiety. 

Other professionals (e.g., Steiner, Satterberg, & Muir, 1978; 
Steiner, 1985; Stermac, 1990) report that providing hormones can 
significantly reduce or eliminate the urgent desire for surgical sex 
reassignment. Newman and Stoller (1974) also found that in some 
cases hormones in small dosages relieve the client's intense gender 
distress, however, they report that in other cases, hormones only 
increase the desire for sureerv. We are cautious about treatine the 
gender dysphoric client's &s&r due to comorbid psychopath~ogy 
with sex hormones, and prefer to try other medications specifically 
developed for this We areconcerned about how the client 
constructs his or her identity after being given "male" or "female" 
hormones. This may force a premature consolidation of a cross- 
gender identitit and may intensify the desire for surgical sex reas- 
signment (Morgan, 1978). 

Facilitating Identity Formation 

Analysis of Biography 

Following assessment and management of anxiety, depressive, 
and substance abuse disorders that impair the client's ability to 
engage in psychotherapy, the client is assigned to write his or her 
biography. This biography includes, but is not limited to, a detailed 
sexual history. In analyzing the biography, we use a symbolic inter- 
actionist approach (Plummer, 1975, 1987), noting the meaning the 
individual assigns to past, present and future life experiences. We 
are less interested in what actually happened, and more interested in 
how the client structures his or her reality. Levine (1984) has also 
used this approach in understanding the dynamics of an individual's 
gender dysphoria. Through journaling and sharing the biography 
with others (therapist, group members, and sometimes family mem- 
bers and friends), meanings of past experiences are cognitively 
reconstnrcted. Suppressed feelings are reexamined. Barriers to 
healthy sexual, identity development are identified and resolved. 
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The goal of this process is to help the client begin to move toward 
identity integration. Models of homosexual identity development 
reviewed and integrated by Minton and McDonald (1984) in a 
symbolic interactionist perspective, have been helpful to us in iden- 
tifying the various developmental tasks involved in this process. 
Because both homosexuality and gender nonconformity are stigma- 
tized in our culture, gender dysphoric individuals experience some 
of the  same developmental hurdles as homosexual individuals 
(Coleman, 1981182). 

By working through his or her biography, the client and therapist 
can put gender dysphoria into a context of broader identity develop- 
ment. This is helpful in determining realistic therapeutic goals, and 
can clarify the potential of sex reassignment in the process of identi- 
ty integration. Only after they have completed their biography and 
have addressed their family of origin issues, are clients encouraged 
to experiment with management of their'sexual identity. Our thera- 
peutic approach encourages clients to delay this exploration be- 
cause it can distract from the important, difficult and often anxiety- 
provoking task of reviewing personal history. 

The process of identity formation is fostered by individual psy- 
chotherapy, followed by group and family psychotherapy. Involv- 
ing family members (both current family and family of origin) early 
in treatment is extremely helpful. Often the family helps put the 
client's gender dysphoric feelings in perspective of their psychoso- 
ciosexual development. Family members may provide information 
that the client did not consider relevant, was unaware of, or held 
back in fear of rejection for sex reassignment. 

Family of Origin Intimacy DysfinctionlAbuse Recovery 

In reviewing the client's biography, evidence of family of origin 
intimacy dysfunction or childhood abuse may be encountered. In 
such cases, the effect on the client's identity development and abil- 
ity to form intimate relationships is addressed. A number of rela- 
tionships between an individual's abuse history and his or her gen- 
der dysphoria are possible. Some of these abusive experiences may 
relate directly to gender, for example the experience of being cross- 
dressed as a child by family members, and ridiculed as such. Other 
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abusive experiences might appear unrelated to gender (e.g., verbal 
and emotional abuse by mother and neglect by father), however 
with further analysis appear to be reenacted in a metaphorical way 
through crossdressing and crossgender fantasies. Finally, other abu- 
sive experiences unrelated to gender may simply have affected the 
client's ability to cope with gender nonconformity or crossgender 
identification. 

We have found a high incidence of childhood physical abuse, 
ridicule and emotional neglect among our clients. Early childhood 
trauma, dysfunctional family systems and dysfunctional family atti- 
tudes about sex and intimacy can create a number of psychological 
disorders. (most commonly anxiety and personality disorders) 
which disrupt psychosocial and psychosexual development. Kohut 
(1977) has described how abused and neglected children are con- 
cerned with the very survival of the self. The child grows up with 
the feeling that relationships are dangerous. Kohut suggests that 
neurosis is a manifestation of a dread (anxiety) of disintegration of 
the self. This disintegration anxiety is caused by a weakened or 
damaged self image, which is usually a result of faulty interactions 
between the child's parental figures. This theory of self psychology 
suggests that the most urgent function of the coping mechanism is 
to restore or maintain the intactness of self (Stolorow & Lachmann, 
1980). Individuals can use a wide variety of coping mechanisms to 
ward off disintegration anxiety. For many, these traumatic experi- 
ences provoke primary anxiety disorders. 

For example, in clients whose gender dysphoria has increased 
after a history of fetishistic transvestism or sexual orientation dys- 
phoria, we find that the crossdressing and gender dysphoria exhibit 
obsessive/compulsive features and serve as a way to cope with 
psychological pain originating from childhood abuse and family 
intimacy dysfunction. By obsessively ruminating about a desired 
gender, the individual avoids the pain of childhood memories. In 
some cases, the wish to make a role transition is an attempt to 
dissociate from the childhood experiences. Addressing family of 
origin intimacy dysfunction and childhood abuse in psychotherapy 
not only illuminates the meaning of the gender dysphoria, but also 
results in adopting new coping and intimacy skills that improve 
integration and identity management. 
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In our treatment program, family of origin intimacy dysfunction 
and childhood abuse are addressed in group psychotherapy. In cases 
of significant childhood abuse and continued patterns of victimiza- 
tion, participation in a short-term group for victims of childhood 
abuse (model described by Brown, 1991) is recommended. In cases 
where sexual behavior, crossdressing and gender dysphoria have 
become the focus of an obsessive/compulsive way of coping with 
anxiety, participation in a group for individuals with compulsive 
sexual behavior (model described by Coleman, 1987b; 1990, 1991; 
1992) is recommended. Neither group consists solely of gender 
dysphoric clients, which prevents potential collusion around the 
crossdressing and gender dysphoria and helps the client stay fo- 
cused on the treatment task. Jn addition, group psychotherapy pro- 
vides a powerful experience of intimacy, the first of that kind for 
some gender dysphoric clients. 

When indicated and feasible, clients may also personally con- 
front family of origin members in family psychotherapy. This pro- 
vides both client and family with an opportunity to resolve family 
of origin conflicts and improve intimacy functioning. 

Sexual Identity Exploration 

In the process of identity formation through reexperiencing and 
reshucturing personal history, the client is encouraged to verbalize 
gender feelings and conflict. The client's cognitions are examined 
with an emphasis on the meaning of being malelfemale, man/ 
woman, masculine/feminine, and how this applies to himself or 
herself. Conflicts between the four components of sexual identity 
(natal sex, gender identity, social sex role and sexual orientation) 
are identified and exvlored. This helm clarify the sexual identity 
conflict for the client.*In addition, the llient is &couraged to experi- 
ment with living as a man/woman exploring masculine/feminine 
social sex roles,-md to experience himself or herself in relationship 
with others (as males/females with various combinations of gender 
identities, social sex roles and sexual orientations). 

In cases of a conflict between natal sex and sexual orientation, 
where gender dysphoria is secondary to sexual orientation dyspho- 
ria, participation in a therapy group for individuals with sexual 
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orientation conflict (model described by Coleman, 1981/1982) is 
recommended. In cases of a conflict between natal sex and gender 
identity, participation in a therapy group for gender dysphoria (the 
Gender Identity Therapy Group) is recommended. This group pro- 
vides the opportunity to identify with others who are in various 
stages of exploring their crossgender feelings. 

Sexual Identity Management 

Decision Making 

As part of the ongoing process of identity formation and explora- 
tion, the 'client is encouraged to begin to make decisions about 
sexual identity. The role of the therapist is to facilitate a process in 
which clients discover the most effective way to manage their sexu- 
al identities. Like sexual identity exploration, sexual identity man- 
agement is addressed in group psychotherapy. This provides the 
gender dysphoric client with the opportunity to identify with others 
who have chosen different options and are in various stages of 
identity management, including transition to a desired gender role. 

Often gender dysphoric clients have a more ambiguous gender 
identity and are more ambivalent about a gender role transition than 
they initially admit. It is common for the client to seek assurance 
from the clinician through confmation of a diagnosis of transsexu- 
alism (also acknowledged by Lothstein, 1977, Levhe & Lothstein, 
1981). Our treatment model challenges clients to review their mo- 
tivations for solutions to their gender dysphoria and to think creative- 
ly regarding identity management. This allows gender dysphoric 
clients to discover and express their unique identity, as opposed to 
adopting a stereotypical one out of their intense need to conform. 

A client's options in resolving the gender identity conflict range 
from integration of crossgender feelings in the role congruent with 
one's natal sex, to living part or full time in the role of the other sex 
without any medical interventions, to hormonal and/or surgical sex 
reassignment. 

When the option of sex reassignment is chosen, hormonal and 
surgical sex re-assignrnent are considered separately. We make no 
assum~tion that hormonal sex reassimment must be followed bv 
surgici sex &assignment. Partial angomical sex reassignment is 
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valid option in itself, and for many clients a more realistic one, 
given the expense of surgery. For example, many natal females with 
gender dysphoria are quite content with the removal of breast tissue 
and do not see the need for a hysterectomy, genito-, or phallo-plasty. 

Physical changes are not supported until identity is sufficiently 
formed and integration has begun. The "real-life test" (Money & 
Ambinder, 1978) is initiated for clients to express their desired 
sexual identity as a means for further experimentation, reality test- 
ing and identity development (for a more elaborate discussion see 
Pauly, 1990). This "real-Life test" is accompanied by ongoing psy- 
chotherapy which addresses overall adjustment, including building 
a social support system. 

~ealisticall~, many gender dysphoric clients must prepare to live 
as a "transsexual" or "transgenderist," because their ability "to 
pass" or not be recognized as such is limited. 

Pragmatic concerns sometimes determine the option of choice. 
For example, one of our natal male gender dysphoric clients con- 
cluded that he felt neither man nor woman, identifying as gender 
neutral. He experimented with living as such, but quickly discov- 
ered that this was extremely difficult. The confusion this provoked 
for others made a gender neutral lifestyle extremely stressful. He 
decided to experiment with living as a woman, despite that this was 
not his internal self identification. He discovered that "playing a 
woman" was, in the present society, the best option for him. He 
experienced more freedom to express himself in the female gender 
role than in the more narrowly defied male gender role. 

Other pragmatic issues regarding a decision for sex reassignment 
include feelings of partners, family and children, potential interfer- 
ence with career development, desire to maintain the option of 
switching gender roles, fear of anatomical interventions, medical 
health concerns and financial constraints. At a l l  times, it is impor- 
tant to keep the option of sex reassignment open. Clients may 
decide to explore other options temporarily. 

A unique aspect of our treatment model is that it allows for 
individuals to identify as neither man nor woman, but as someone 
whose identity transcends the culturally sanctioned dichotomy. For 
example, for some of our male gender dysphoric clients, identifying 
as a stereotypical heterosexual woman is not a desired goal because 
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they cannot identify with the rigid gender schema of western cul- 
ture. The model also gives those pursuing sex reassignment permis- 
sion to- be less rigid in their social sex role expression. After 
introduction of this model, one of our sex reassigned male-to-fe- 
male transsexuals felt safe enough to share her discomfort with the 
effort involved in. "passing" as a woman. She wished to present 
heiself as "as is," and was able to realize that her appearance 
mattered less than how she felt inside. 

While our decisions regarding sex reassignment are based on the 
Harry Benjamin Standards, we have additional requirements which 
involve pursuing the aforementioned treatment tasks. 

In cases where hormonal and surgical sex reassignment are 
sought by the client, a decision to recommend reassignment is made 
by a Gender Committee, consisting of a multi-disciplinary team of 
,psychologists, physicians and a psychiatrist. In addition to a case 
presentation by the primary therapist, the client is interviewed by 
the Committee. To protect the trust of the therapeutic relationship, 
the primary therapist does not vote in the decision process whether 
or not sex reassignment is recommended. This process helps the 
therapist stay in the role of an advocate for the client's self interest, 
rather than as a decision maker. It also limits the power of counter- 
transference issues as the 'Gender Committee can make a more 
unbiased and objective decision. 

Sexual Functioning 

When sexual and gender identity are sufficiently consolidated, 
the focus of therapy shifts to sexual functioning and enrichment. It 
is particularly difficult to encourage clients who are pursuing sex 
reassignment to work on this therapeutic task. However, addressing 
sexual health offers an excellent opportunity to demystify the surgi- 
cal outcome for these gender dysphoric clients. For example, many 
natal female clients pursuing sex reassignment avoid touching their 
genitals, and do not allow genital stimulation in their sexual rela- 
tionships. The client's task is to become realistic about the limita- 
tions of surgery, and to evaluate the relative significance of one's 
body and genital morphology. 

For this treatment task, we use cognitive-behavioral approaches 
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with which most sex therapists are familiar (Wincze & Carey, 1991; 
Halvorson & Metz, 1992). Clients explore their bodies at home 
through prescribed sexual exercises. These exercises include self- 
pleaswing and self-nurturing techniques that enhance self esteem. 
In cases of surgical sex reassignment, the sex therapy continues 
after surgery to help the clients adjust to body alterations. This task 
in treatment helps gender dysphoric clients become more comfort- 
able with themselves and in social and intimate relationships, re- 
gardless of whether they undergo sex reassignment surgery. In some 
cases, addressing the genital sexual functioning brings to the sur- 
face remaining barriers to intimacy and identity integration. 

Social Support 

Often the gender dysphoric client is socially isolated, lacks the 
skills to access support or to cope with the difficulties of sexual 
identity integration. Such loneliness can contribute to the intensity 
of gender dysphoria. For the client to achieve an integrated identity, 
sources of social support must be made available. With the addi- 
tional stigma of sex reassignment as a choice of identity manage- 
ment, the need for a social support system is magnified. 

Intimacy skills are taught through the therapeutic relationship 
and through group and family psychotherapy. Clients pursuing sex 
reassignment often want to avoid their past and begin anew, but we 
encourage them to use their existing support as well as building new 
support systems. However, the family and old friends need help to 
adjust to the client's sexual identity. As with the homosexual identi- 
ty coming out process (Coleman, 1981/82), the families and friends 
of gender dysphoric clients go through their own process of "corn- 
ing out." The family therapy assists both the client and the family 
and friends in this process. 

The same holds true for clients' relationships with their employ- 
ers and coworkers. In some cases, we provide in-service training 
and consultation to employers and employees. 

Aftercare 

Treatment does not end with the client's decision regarding iden- 
tity management. In our experience, clients often tend to reevaluate 
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their decisions. Individuals who have chosen sex reassignment have 
often focused so long on gaining support for their decision that they 
experience anxiety about the surgery and grief over lost time once 
they gain approval for reassignment. As with cases where other 
options thatsex reassignment are chosen, we provide supportive 
psychotherapy to consolidate the client's achieved identity. 

When sex reassignment is chosen, reactions of family members 
and friends will often take a dramatic turn. Family members may 
have been in denial, thinking (or hoping) that their relative's gender 
dysphoria would pass. With impending or actual reassignment, 
emotions about such a significant change resurface. Families and 
friends who were previously accepting may suddenly end their 
support. As time passes, most family members and friends accept 
the gender dysphoric person's decision for reassignment. They also 
come to realize that withholding support to their family member 
will not change his or her mind about hormonal or surgical reas- 
signment. 

For those who are in the process of anatomical sex reassignment, 
the Gender Identity Consolidation Therapy Group provides contin- 
uing care and support in living in the acquired gender role. Fears 
and anxiety about the upcoming surgery or role transition are aired 
and the client is given &pport,~prac&al information and therapeu- 
tic assistance. Manv still have unrealistic ex~ectations of what the 
surgery will involve or accomplish, and therapists can provide ac- 
curate information about the process. 

PSYCHOEDUCATION 

Throughout the course of treatment, psychoeducation is provided 
through monthly lectures and workshops, as well as two seminars. 
The monthly Special Topic Lectures address both topics related to 
gender and sexuality, and general mental health for the gender 
dysphoric client. Examples are lectures about assertiveness, child- 
hood abuse, identity development, sex reassignment surgery, elec- 
trolysis and crosscultural crossgender behavior. 

As soon as clients have begun the task of identity exploration, 
they participate in the Gender Dysphoria Seminar, a half-day work- 
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shop providing information on the wide spectrum of crossdressing 
and gender dysphoria. This workshop includes a panel of clients 
who have completed treatment. In addition to providing informa- 
tion, feelings, attitudes and values regarding gender nonconformity 
are discussed in small groups. Clients are encouraged to bring their 
partners, families and friends to the seminar. 

As part of the treatment task of addressing sexual functioning, 
clients and their partners participate in the Sexual Attitude Reas- 
sessment Seminar (Lief, 1970). In this two-day seminar, a wide 
variety of sexual health issues are addressed, ranging from sexual 
development, sexual victimization, HIVIAIDS, other sexually 
transmitted diseases and safer sex, to sex roles, sexual orientation, 
intimacy and sexual communication. 

CONCLUSION 

In conclusion, we acknowledge that assessing the appropriate- 
ness of sex reassignment is a difficult task. Recognizing this, John 
Money designed the "real-life test" (Money & Ambider, 1978), 
which requires an individual requesting sex reassignment surgery to 
Live in the desired gender role for at least one year before surgery. 
However, we believe that this test alone is insufficient. An assess- 
ment of motivations and comorbid psychiatric disorders needs to 
precede the "real-life test." This must be followed by psychothera- 
py to uncover and resolve motivations which will not be addressed 
by sex reassignment. Other therapies treat comorbid psychiatric 
disorders, which might alleviate the gender dysphoria or reduce its 
intensity so that crossgender identity can be integrated into overall 
sexual identity. Treatment of the comorbid psychiatric disorders can 
also assist the individual seeking sex reassignment to better engage 
in and take advantage of therapy which will increase the chances of 
post-reassignment adjustment. 

The comprehensive treatment model outlined in this paper has 
implications for classification and ethical standards of care for the 
treatment of gender dysphoria. Many of the clients who present 
with a desire for sex reassignment at our clinic, meet DSM III-R 
criteria for a diagnosis of transsexualism. Clients often have a di- 
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chotomous view of transsexualism and are seeking confirmation 
from a professional that they are a "true transsexual," which for 
many implies anatomical sex reassignment. But diagnosing the cli- 
ent at this point as transsexual is misleading to the client and can 
interfere with the therapeutic exploration of crossgender feelings in 
the context of the psychosociosexual history, working toward iden- 
tity integration and making a rational decision about sex reassign- 
ment. 

Contrary to the interim report of the DSM IV Subcommittee on 
Gender Identity Disorders (Bradley, Blanchard, Coates, Green, Le- 
vine, Meyer-Bahlburg, Pauly, & Zucker, 1991), we suggest that 
future revisions of the DSM stop defining gender identity disorders 
in relation to a person's sexual orientation. We have not found this a 
useful distinction in the assessment of gender dysphoria and fmd it 
an unnecessary distraction. Further, this distinction has been used to 
discriminate against natal female gender dysphoric individuals who 
might be candidates for reassignment but who are attracted to men 
(defined as "heterosexual" by DSM IlI-but who identified as "ho- 
mosexual" following reassignment) (Coleman & Bockting, 1988; 
Coleman, Bockting & Gooren, 1993). Our treatment model advo- 
cates a clear separation of gender identity, social sex role and sexual 
orientation, which allows a wide spectrum of sexual identities and 
prevents limiting access to sex reassignment services to those who 
conform to a heterosexist paradigm of mental health. 

We advocate restricting the term "transsexual" to those who 
have undergone a gender role transition, including anatomical 
changes. Gender identity disorders do have a place in classification 
systems of disorders, as many individuals engaging in crossdressing 
and crossgender behavior present with significant distress and im- 
pairment in psychosociosexual functioning associated with their 
gender nonconformity. A dynamic and phenomenological under- 
standing of gender identity conflict is necessary to alleviate this 
distress. But given the current lack of consensus about the etiology 
of gender dysphoria, it seems appropriate for DSM to limit itself to 
a descriptive classification system allowing for the diverse clinical 
presentations of gender dysphoria. The classification of gender 
identity disorder in itself should not imply a prescribed solution. 

In addition, we have emphasized the need for differential diag- 
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noses, in which dual axis I diagnoses of gender identity disorder 
and generalized anxiety disorder, dysthymia and obsessive/compul- 
sive disorder are common. 

The model outlined in this paper uses the Harry Benjamin In- 
ternational Standards of Care for the hormonal and surgical sex 
reassignment of gender dysphoric persons as minimal criteria for 
supporting client's decisions to undergo hormonal and/or surgical 
sex reassignment. In our treatment approach, these standards alone 
are insufficient for our Gender Committee to grant approval for 
hormonal and/or surgical sex reassignment. It should be noted that 
the Standards of Care were meant to be minimal standards. There- 
fore, our criteria for reassignment are not inconsistent with the 
intent of the Standards of Care. Our prerequisites reflect our philos- 
ophy that comorbid disorders must be managed adequately, that 
treatment tasks be accomplished and that a certain level of identity 
integration needs to be achieved before the initiation of anatomical 
changes through hormones and surgery. 

The current Standards of Care allow for hormone therapy to be 
initiated after evaluation and a three-month therapeutic relationship 
with a specialized provider. In our opinion, this is not long enough 
for the treatment tasks we have outlined. In the United States, the 
financial resources of many gender dysphoric clients limit the fre- 
quency of psychotherapy. In three months, not much more can be 
expected than establishing a therapeutic relationship as a prerequi- 
site to the necessary psychotherapy. Again, many clients who pres- 
ent with a desire for sex reassignment are in crisis and often are 
obsessively focused on sex reassignment. We recommend a mini- 
mum of six months of ongoing psychotherapy before the onset of 
hormone therapy. Finally, we suggest that the Standards of Care 
include guidelines to ensure that the gender dysphoric client has 
reached a level of psychological adjustment and identity integra- 
tion, which includes having access to adequate social support, be- 
fore decisions about identity management are made. 

Ideally, we feel the gender dysphoric population can best be 
served through enrollment in a comprehensive program, with a 
multidisciplinary staff which offers medical, psychiatric, psycho- 
logical and sociocultural perspectives. Within this comprehensive 
program, ongoing clinical research and education are needed to 
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continue to increase our understanding of this complicated phenom- 
enon and to improve client care. Providers who work with this 
population in private practice may encounter difficulties given the 
crisis-oriented nature of the clientele, the manipulation frequently 
involved, as well as the ethical and emotional dilemmas resulting 
from a decision regarding sex reassignment. To avoid these prob- 
lems, professionals are encouraged to coordinate their treatment 
with specialists that can provide the necessary comprehensive as- 
sessment and treatment. 
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