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INTRODUCTION trans-specific or more general health concerns.
Transgender mental health practice may in-

Transgender individuals and loved ones clude: (a) Evaluation, care planning, and treat-
(partners, family, and friends) may seck assis- ment of gender identity concerns; (b) evalua-
tance from mental health professionals for tion, care planning, and treatment of mental
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health concerns; (c) psychotherapy for individ-
uals, couples, families, and groups; (d) short-
term consultation (typically 1-3 sessions)—in-
cluding information, resources, and referral as-
sistance for a transgender individual or loved
one, or peer consultation for another clinician;
(e) psychoeducational workshops and groups
offering information and facilitated discussion
on specific topics (e.g., sexual health, femin-
izing or masculinizing hormone therapy, gen-
der role transition), as well as training for em-
ployers, schools, and other interested members
of the public; (f) case and global advocacy (see
article in this volume by White Holman and
Goldberg, 2006b); (g) clinical support or super-
vision for facilitators of peer-led support group;
and (h) training of other clinicians.

This article addresses trans-specific ele-
ments of mental health practice, including as-
sessment, care planning, and treatment. It is in-
tended to assist clinicians providing mental
health services in the community setting—coun-
selors, family physicians, nurses, psycholo-
gists, psychiatrists, psychiatric nurses, and so-
cial workers—who are already familiar with
basic terms and concepts in transgender care
and are seeking more advanced clinical guid-
ance in work with transgender adults. Mental
health practice with transgender adolescents is
discussed elsewhere in this volume (de Vries,
Cohen-Kettenis, & Delemarre-van de Waal,
2006; White Holman & Goldberg, 2006a).

Mental health is intrinsically connected to
cultural, physical, sexual, psychosocial, and
spiritual aspects of health. Complete mental
health care for the transgender community
must similarly be considered in the contextof a
holistic approach to transgender health that in-
cludes comprehensive primary care as well as
psychosocial care (Keatley, Nemoto, Sevelius,
& Ventura, 2004; Raj, 2002). Close coordina-
tion between mental health and other servicesis
essential for optimal practice (Bockting &
Fung, 2005; Feldman & Bockting, 2003).

This article should notbe perceived asarigid
set of guidelines or standards for care. In any
clinical practice it is paramount that protocols
be tailored to the specific needs of each client,
and mental health practice is particularly dy-
namic in this regard. Research in transgender
health is still in its infancy, and there are widely
diverging clinical and consumer opinions about

“best” practice. In this article we offer sugges-
tions based on published literature specific to
transgender mental health, interviews with ex-
pertclinicians, the authors’ clinical experience,
and the guiding principles of the co-sponsoring
organizations—a transgender-affirmative ap-
proach, client-centered care, and a commit-
ment to harm reduction (Kopala, 2003}, Ongo-
ing interdisciplinary research and collegial
meetings are important in further developing
practice protocols. Clinicians are encouraged
to adapt and modify our suggested protocols to
address changing conditions and emerging is-
sues in practice.

CLINICAL PICTURE

Asaheterogeneous population, thereis great
diversity among transgender individuals and
their needs relating to mental health services. In
a 2002 survey of individuals in British Colum-
bia requiring transgender health services (N =
179), 53% of respondents reported a current
need for counseling relating to gender issues,
with 32% requiring mental health assessment
relating to parsuit of feminizing or masculin-
izing hormones or surgery and 39% stating a
current need for mental health care forissues not
relating to gender identity concerns (Goldberg,
Matte, MacMillan, & Hudspith, 2003}, Clients
may present seeking assistanice with mental
health issues, concerns relating to gender iden-
tity or expression, or non-transgender-specific
psychosocial issues. For some clients all three
concerns may be relevant, and the focus of
treatment may need to shift over time to address
the most pressing concerns.

Regardlessof the presenting concern, the cli-
nician must be able to evaluate the impact of
transgender-specific issues on mental health
(e.g., transphobia, impact of gender issues on
psychosocial and identity development, psy-
chological effects of feminizing or mascu-
linizing hormones} and the implications for
treatment. For individuals seeking help relating
to gender identity concerns, the clinician must
be knowledgeable about gender and sexual
identity development, transgender “coming
out,” crossdressing, gender dysphoria, gender
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transition, and the common concems and
reactions of loved ones.

Figure 1 outlines the basic assessment, treat-
ment, and evaluation process in mental health
care for transgender individuals. The initial
evaluation (A} involves determination of the
client’s reasons for seeking service and a gen-
eral client history. If the client has current gen-
der identity concerns, the next step may be a
gender assessment (B) to provide more detailed
information about the client’s gender identity
issues and to determine any co-existing condi-
tions, or it may be to provide supportive coun-
seling unti the client feels ready to engage in
such a process. If the client does not have gen-
der concerns but is instead presenting with
mental health concerns, a more detailed mental
health assessment (C) is performed. Based on
the assessments, a clinical impression is gener-
ated, including a multi-axial diagnosis and as-
sessment formulation where appropriate. The
next step, care planning (I3), involves recom-
mendations for treatment and discussion of
treatmentoptions. If the client wishes to pursue
hormenal or surgical feminization or mascu-
linization, a specialized assessment (E) must be
done to evalnate eligibility and readiness
(Meyer et al., 2001). Each of these tasks is dis-
cussed in detail below.

INITIAL EVALUATION

Initial evaluation typically consists of one to
three 50-minute clinical interview sessions
with a new client. The goals of the initial evalu-
ation are to build therapeutic rapport, discuss
client and assessor goals and expectations, re-
cord client history and objectives, evaluate cur-
rent psychological concerns and capacity to
consent to care, and form an initial clinical im-
pression. Each task is discussed below.

After the rules of confidentiality and other
information required at any mental health con-
sultation have been discussed, the nextquestion
should be an open guestion as to what leads the
client to seek assistance at this time. Once the
client has been able to describe the presenting
complaint, the interviewer should decide which
assessment tasks are most appropriate for the
initial visit and which should be postponed to

subsequent sessions. For clients in acute crisis,
stabilization is the immediate priority; assess-
ment will, by necessity, be more brief and fo-
cused on content directly related to the current
situation, rather than a detailed life history.

Trans-Specific Issues in Building
Therapeutic Rapport

Many transgender individuals and loved
ones have had negative experiences with health
and social service professionals, and may be
wary about entering unreservedly into a rela-
tionship with the clinician, This is particularly
true when the interaction is mandated—for ex-
ample, as part of obtaining access to hormone
therapy or surgery-—rather than voluntarily sought
(Bockting, Robinson, Benner, & Scheltema,
2004; Brown & Rounsley, 1996). Issues relat-
ing to hormone and surgery assessment are dis-
cussed indetail inalatersection of the article,

In addition to the regular techniques used to
build therapeuticrapport, it can be helpful to ac-
tively demonstrate transgender-specific sensi-
tivity by discussing privacy issues in setting ap-
pointment times (e.g., whether a message can
be left at the client’s home or workplace) and
theclient’s preferred name and pronouns. Visi-
ble transgender brochures, books, and posters
signal to clients that you are aware of trans-
gender concerns and are supportive of the
transgendercommunity. Similarly, intake forms
should be transgender-inclusive,

Discussing Client and Clinician Goals
and Expectations

Ewvery client has goals and expectations, and
often fears, about working with a mental health
professional. Transgender clients may have a
patticular idea about what to expect based on
previous experience with health professionals
or the experiences of transgender peers. Clini-
cians also come to this work with particular
goals and expectations, as well as a framework
for how the initial evaluation and subsequent
care planning and treatment will proceed. It s
recommended that the protocols and approach
used by the clinician be explained in detail so
the client knows what to expect.
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FIGURE 1. Clinical Pathways and Task in Mental heaith Practice with Transgender Individuals
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In particular, if the clientis presenting with a
desire to be assessed for hormones or surgery, it
is important to ensure the clientunderstands the
process the clinician will use to conduct the
evaluation, the specific eligibility and readi-
ness criteria to be evaluated, and the way the
clinician will handle possible outcomes of
the evaluation process. Whether pursuing hor-
mone therapy or surgery is the mainissue or not,
it is helpful to make it clear that you are not
judging the client’s gender presentation or pass-
ability. Instead, the assessment will focus on
core gender identity, authentic self, and psy-
chosocial adjustment.

Documenting Client History
and Current Concerns

Documentation of client history—including
relevant medical, gender, and psychosocial in-
formation—is addressed in the evaluation inter-
view by asking the type of questions listed in
Table 1. Initial evaluation and documentation
should be paced to facilitate therapeutic rap-
port. For some clients, in-depth discussion of
potentially sensitive topics at an early stage
helps reassure the client that the therapist is
knowledgeable, sensitive, and non-judgmen-
tal; for otherclients itcan be anxiety-provoking

TABLE 1. Potential Areas of Inquiry in Initial Evaluation

Topic

Questions

Medical history

Does anyone in your family have a history of chronic physical or mental health concerns? Do

you have any chronic physical or mental health conditions, and if so, what are they? Have
you ever been diagnosed with a physical or mental health condition, and if so, when and
what was the diagnosis? Have you ever been hospitalized, and if so, when and what for? Are
you currently taking any medication (including iiicitly obtained hormones) or herbat
supplements, and if so, what is the name, dose, and length of time you have been taking it?
Have you ever had any injuries or surgeries?

Substance use

Do you smoke, and if so how much per day? Have you ever had any concerns relating to

drugs ar alcohoi? Has anyone else ever expressed concern about, or objected to, your use
of alcohal or drugs? Have there been any unpleasant incidents where alcohol or drugs were
involved? Do you have any concerns about drugs or alcohol now?

Family

People define 'family' in many ways; who do you defing as being in your family? How would
you characterize your refationships with your family members when you were a child, and

now? Do you have any concerns relafing to your famity?

Sexuality

How do you identify in terms of your sexual erientation? Are you sexually attracted to men,

women, or both? Are you sexually aftracted fo transgender people? Are you currently
involved with anyone romantically, and if so, how do you feel about your relationship? Have
you had any concerns about relationships or sexuality in the past? Do you have any current
concerns about relationships or sexusality today? Have you ever had any concerns about

sexual abuse or sexual assauit?

Social

What are your social supports? When you are under stress, who do you turn to for help? Are

you currently working, in school, or volunteering? Do you have any concerns relating to work,
school, or community Involvement? Do you feel connectad to any particular communities—
e.g., fransgender community, ethnic or cultural community, lesbian/gay/bisexual community,
youth groups, seniors' groups, Deaf community? What are your hobbies or social interests?

Economic

What is your primary source of income? Do you have any current financial stress? Are you

worried about fuiure financial stress? Are you satisfled with your current housing? Do you
have any concerns about housing? Do you have any concerns about work?

Gender concerns

Have you ever had any concerns relating to your gender? Do you currently have concerns or

questions refaling to your gender? How do you feel about being transgender? Are there any
culturat or religious confiicts for you as a transgender person? Have you ever pursued any
changes to your appearance or body to bring it closer to your sense of self? Have you ever
sought to change your body through hormones or.surgery, or thought about pursuing this in
the future? Do you have any concerns about your appearance or body now? Are there any
kinds of supports you feel might be helpful as a transgender person?
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to be asked questions about drug and alcohol
use, sexual concerns, history of sex work, ete.

Standardized psychological testing and pa-
per-and-pencil questionnaires are helpful tools
to screen for arange of health and psychosocial
adjustment issues and to assess the client’s
identity in greater depth. Using these instru-
ments as an adjunct to the clinical interview can
make the interview more efficient by reducing
the areas and questions to be explored verbally,
and allows cross-referencing of verbal and
written responses {as clients vary in their com-
fort to reveal certain personal information ver-
bally or in writing). In addition to instruments
used to evaluate general mental and physical
health, Table 2 presents an overview of com-
monly used tests and questionnaires relevant to
transgender-specific concerns. The instruments
chosen depend on the client’s presenting com-
plaint.

While it is important to gain an accurate
sense of areas of concern, evaluation should
also include discernment of client strengths.
Determining personal strengths and positive
supports is necessary not only to give a com-
plete picture of the client’s life and psycho-
social adjustment, but also to bolster a client’s
sense of competency and agency. The care plan
that will be developed based on the evaluation
will build on these strengths to promote
resilience.

In some cases, evaluation by another profes-
sional may be useful. Forexample, if the initial
interview is conducted by someone other thana

TABLE 2. Testing and Questionnaire Instruments

Assessment Possible instruments
area
Transgender Gender Identity Questionnaire
identity (Daocter & Fleming, 2001)
Internatized Transgender identity Survey

transphobia {Bockting, Miner, Robinson, Rosser,

& Coleman, 2005}

Components of  Assessment of Sexual Orientation
sexual identity  (Coleman, 1987}

Psychosexual Derogatis Sexual Functioning

functioning inventory (Derogatis & Melisaratos,
1979}, Compulsive Sexual Behavior
Inventory {Coleman, Miner,
Ohlerking, & Raymond, 2001)

psychiatrist, a separate psychiatric evaluation
may be indicated to assess psychiatric symp-
tomatology and, if there are co-existing mental
health issues, explore options for pharmaco-
logical or other treatment. Depending on an-
swers Lo screening guestions about drug and al-
cohol use, a formal chemical dependency
evaluation may be recommended. The stigma
associated with substance use may lead clients
to be hesitant to frankly discuss details of drug
and aleohol use during an initial evaluation.
However, given the relatively high prevalence
of drug and alcohol use among transgender in-
dividuals (Hughes & Eliason, 2002; Lombardi
& van Servellen, 2000; Nemoto, Operario,
Keatley, Nguyen, & Sugano, 2005; Pasillas,
Anderson, & Fraser, 2000) and the difficulties
faced by transgender individuals in accessing
substance abuse treatment that is transgender-
sensitive and competent, we believe itis impor-
tant to enquire about drug and alcohol use as
part of the intake process, Visible pamphlets
about substance abuse treatment and harm
reduction can be helpful in providing clients
with reassurance that it is safe to discuss these
concerns.

Evaluating Capacity to Make Care
Decisions

Decision-making capacity is the ability to
understand relevant information and to appre-
ciate the reasonable foreseeable consequences
of a decision {Appelbaum & Grisso, 1988). As
in the non-transgender population, most trans-
gender clients will not present any challenge in
terms of ability to consenttocare, and the evalu-
ation is usually a spontaneous and straightfor-
ward judgment based on routine interactions
between a clinician and client (Tanzi, 2001).
Sometimes determination of the capacity to
make medical decisions is more challenging
because a cHent has limited cognitive capacity
due to neurological iliness, developmental dis-
ability, head injury, or intoxication. In these
cases, formal capacity assessment such as the
Aidto Capacity Evaluation (ACE) may be used
by the mental health clinician or the patient’s
primary care provider (Etchells et al., 1999}
ACE is a semi-structured decisional tool that
prompts inquiry into the seven relevant areas
outlined in Table 3.
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TABLE 3. Aid to Capacity Evaluation’

Area of capacily to assess

Interview questions

Ability to understand the medicat problem

What problem are you having now?

Abifity to understand the proposed treatment  What is the treatment for your problem? What can we do to help

you?

Ability to understand the alternatives to the Are there any other treaiments? What other options do you have?

proposed freatment (if any}

Ability to understand the option of refusing Can you refuse the treatment? Can we stop the treatment?

treatment {including treatment withdrawal)

Ability to accept the reasonably foreseeable  What could happen to you if you have the freatment? How could

consequences of accepting treatment

the treatment help you? Could the freatment cause problems and

side effects?
Ability to accept the reasonably foreseeable  What could happen to you if you don't have the treatment? Coutd

consequences of refusing proposed
freatment

Ability to make a decision thaf is not
substantially based on hallucinations,

you get sicker or die withouf the treatment?

Why have you decided to accept or refuse the treatment? Do you
think we are frying fo hurt or harm you? Do you deserve o be

delusicns, or cognitive signs of depression treated? Do you feel that you are being punished? Do you feel
that you are a bad person?

1an ACE scoring form is available online at the University of Toronto Jeint Centre for Bicethics website, hiip:/iwww.utoronto.cafjch/

disclaimers/ace_form.him

Adapted from Efchells, E. (n.d.). Aid to Capacity Ealuation (ACE). Toronto, ONT: Universily of Toronto Joint Centre for Bioethics. Re-
trieved January 1, 2005, from hitp:/imww.utoronto.cafjcbidisclaimersfaca.pdf

In complex cases, additional evaluation
should be sought from a psychologist or other
clinician who specializes in medical compe-
tency evaluation. It may also be appropriate to
seek collateral information from loved ones or
caregivers (see case studies of Jamie and Patri-
cia in Appendix A).

Initial Clinical Impression

After the interview is complete and any test-
ing is scored, the assessor should review the
completed questionnaires, the interview notes
and testresults, supplemental evaluations (e.g.,
psychiatric assessment, chemical dependency
evaluation, competency testing) and collateral
evidence, and integrate the information gath-
ered into an overall assessment of the client’s
presenting complaint, goals and expectations,
background, and biopsychosocial adjustment.
In complex cases the clinical impression may
be tentative at this point, and will need to be
confirmed during the course of treatment.

ASSESSMENT AND TREATMENT
OF GENDER CONCERNS

The prevalence of gender concerns is un-
known. There are no data about the number of

persons who have concerns or questions about
gender identity or crossdressing, only some
limited data on those who have sought surgical
sex reassignment. The prevalence of transsexu-
als pursuing sex reassignment surgery is esti-
mated at 1 in 11,900 for male-to-female trans-
sexuals and 1 in 30,400 for female-to-male
transsexunals (Bakker, van Kesteren, Gooren, &
Bezemer, 1993) and annual incidence rates are
estimated to range from 0.15-1.58 per 100,000
(Kesteren, Gooren, & Megens, 1996; Olsson &
Maoller, 2003).

Gender identity concerns can affect individ-
uals of all ages. Male-to-female (MTF) trans-
sexuals may not seek psychological or medical
intervention until middle age (Blanchard,
1994), while female-to-male (FTM) transsexu-
als typically present somewhat younger. How-
ever, gender issues can affectall age groups, in-
cluding children and adolescents. Seniors may
also present with previously unartlculated or
untreated gender concerns.

Gender issues can arise in a variety of ways
in mental health practice. Some clients disclose
at the first session that they are seeking help for
gender issues, and may specifically ask about
the clinician’s experience in working with the
transgender community as part of the initial




42 GUIDELINES FOR TRANSGENDER CARE

meeting. Others are unsure how to articulate
their concerns or are more cautious about di-
vulging gender issues, presenting with general-
ized depression or anxiety, secking help “cop-
ing with stress,” or other general concerns. As
gender-variance is often assumed to be evi-
dence of homosexuality, individuals who are
questioning their gender or are confused about
gender identity issues may describe their feel-
ings in terms of confusion about sexual orienta-
tion. In some cases gender issues emerge over
time as part of the clinical picture for clients
who initially seek help relating to substance
use, self-harming behavior, disordered eating,
or other issues,

The language used by transgender individu-
als is continually changing, as transgender peo-
ple become more visible and are betier able to
articulate similarities and differences in identi-
ties and experiences. To facilitate communica-
tion, it is helpful for the clinician and client to
reach a common understanding of terms and
concepts key in discussion of gender concerns,
including those relating to gender, sex, and
sexual orientation,

Gender Assessment

Assessment of gender concerns involves a
detailed history of transgender identity devel-
opment and gender expression. In addition to
the interview questions outlined in Table 4,
paper-and-pencil instruments listed earlier in
Table 2 (e.g., Gender Identity Questionnaire,
Transgender Identity Survey) may be utilized.
Ifthe client presents with gender confusionoris
in the early stages of exploring identity, it may
be too soon in their identity development to al-
low an in-depth gender assessment. In these
cases, further exploration of identity and exper-
imentation with the various options to manage
orexpress one’s transgenderidentity in the con-
text of psychotherapeutic treatment is advised
before completion of a full gender assessment.
For clients in later stages of incorporating
transgender identity into daily life, a more
detailed interview will be possible.

There is controversy within the transgender
community and among mental health profes-
sionals about the DSM-IV-TR (American Psy-
chiatric Association, 2000} diagnoses of Gen-
der Identity Disorder (GID) and Transvestic

Fetishism (TF) as part of evaluation and treat-
ment planning (Bockting & Ehrbar, 2006).
Some clinicians feel that a diagnosis of GID or
TF is fundamentally important to guiding clini-
cal consideration of options for treatment and
helps promote client access to health care, in-
cluding access to hormone therapy and sex re-
assignment surgery (Brown & Rounsley, 1996).
Others believe that these diagnoses pathologize
transgenderism, normalize dominant Western
gender binary norms as culturally universal,
and conflate distress relating to societal
marginalization with distress relating to a con-
dition that may require medical intervention
(Davis, 1998; Hill, Rozanski, Carfaginni, &
Willoughby, 2003; Isracl & Tarver, 1997,
Moser & Kleinplatz, 2003; Wilson & Lev,
2003). Although a diagnosis of GID is not ex-
plicitly required to gain access to hormones or
surgery in the World Professional Association
for Transgender Health (WPATH) Standards
of Care (Meyeretal., 2001), the diagnosisisre-
quired by many individual clinicians as a pre-
requisite to hormonal or surgical treatment.

Regardless of approach and beliefs relating
to GID and TF diagnosis, or a history of GID or
TF diagnosis, we consider it essential to evalu-
ate specific parameters in assessment of clients
who present with gender identity concerns.
These include the specific nature of the gender
concerns, their persistence and severity, any as-
sociated mental health concerns {e.g., obses-
sive or compulsive features, delusions relating
to sex and gender, dissociation, personality dis-
orders), any associated concerns about sexual
identity {(e.g., sexual orientation), and any co-
existing conditions such as anxiety and mood
disorders (Bockting, Coleman, Huang, & Ding,
2006; Clements-Nolle, Marx, Guzman, & Katz,
2001) or Asperger’s Disorder (Robinow &
Knudson, 2005). Appendix B provides two
sample letters summarizing the gender assess-
ment findings of a MTF and FTM transgender
client.

Nature of the Gender Concerns

Notall transgender individuals struggle with
gender issues; among those who do, there are
varying concerns. Some individuals seek help
because they are confused about their identity;
others are struggling with despair, shame, or
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TABLE 4. Potential Areas of Inquiry in Gender Evaluation: Transgender Person

Topic

Questions

Gender identity

How would your describe your gender identity? How did you come to recognize that your
experience of gender is different than most individuals? Were there any life events that you

feal were significant in influencing your gender identity? Have there been changes to your
gender identity over time? What do you remember feeling about your gender as a child,
during puberty, and as an adolescent? How do you feel about your gender now? Do you
have any questions or concermns about your gender? How does your gender identity impact
how you feel about work, relationships, family, or other aspects of your life?

Gender
expression

Avre there any activities you did as a child or that you do now as an adult that you think of as
being cross- or trans-gendered, and if so, how have these been viewed by your family and
others In your life? Did you prefer to be around individuals of any particular gender as a chifd,

and if so, is this different than your preferences now? Have you ever crossdressed; if so,
what was that experience like for you, and if not, what do you imagine it would be like? if you
could change your external appearance in any way you wanted to more closely match your
sense of who you are, what would this look like in ferms of your gender? Have you ever
taken feminizing or masculinizing hormones ot had sex reassignment surgery, and if so,

what was that like for you?

Perceptions of
others

How do you think others perceived your gender when you were a child, and how do you think
others percaive your gender now? How do you want to be perceived in terms of your

gender? How important is it to you that there be a fit between how you feel about your
gender and how others perceive you?

Sexualify

How doas gender play out in your sexual desires or fantasies? Does gender impact the kinds
of sexual activities you do {on your own or with others) or wish you could do? What is a

typical sexual fantasy for you? Do your sexual fantastes involve other men, women, or
transgender people, or do you mainly fantasize about yourself? If you are in your fantasies,
do you imagine yourself to be female, male, or transgender? What are your feelings about
the parts of your body that are often associated with sexuality (e.g., genitals, chest/breasts)?

Support resources

Do the people in your fife know that you are transgender; if so, what was it like to tell them,
and if not, how do you feel about them not knowing? Have you had any contact with other

fransgender individuals, and if so, what was that like for you? What do you see your
relationship being to the fransgender community now, and what would you like it to be in the
future? Have you used the Internet to access support and information about being
transgender; if so, what have you leared, and in what ways was it helpful or not helpiul for

you?

guilt relating to crossdressing or transgender
feelings; others are dysphoric about physical
characteristics associated with their sex, the
perceptions of others relating to gender, and/or
the social roles associated with their sex and
gender assigned at birth.

Persistence and Severity of Gender Concerns

For some individuals, gender concerns are
mild and/or transient; for others they are persis-
tent and severe enough to cause “clinically
significant distress or impairment in social, oc-
cupational, or other important areas of func-
tioning”—considered the minimum clinical
threshold necessary for diagnosis of Gender
Identity Disorder or Transvestic Fetishism

{American Psychiatric Association, 2000).
Clients who are gender-variant but not preoc-
cupied with gender concerns to the degree that
it is negatively affecting their quality of life
should not be diagnosed with GID or TF. Dis-
tress relating to others’ transphobia is not GID;
if it is so severe that the transphobia of others is
negatively affecting quality of life, a diagnosis
of Adjustment Disorder may be appropriate (1s-
rael & Tarver, 1997},

Associated Obsessive or Compulsive
Features

Compulsive crossdressing, obsessive pursuit
of validation of transgender identity through
sexual pursuits, or other obsessive or compul-
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sive behaviors should be evaluated. If there is
sexual compulsivity, adiagnosis of Sexual Dis-
order NOS or Transvestic Fetishism may be ap-
propriate (American Psychiatric Association,
2000). If the client is not seeking hormones or
surgery, compulsivity can be treated concut-
rent with addressing transgender issues, If the
client is seeking hormones or surgery, the ob-
sessive or compulsive features should first be
addressed, with subsequentreassessmenttode-
termine whether gender identity concerns per-
sist (Bockting, 1997).

Delusions About Sex or Gender

In rare cases, schizophrenia or other thought
disorders manifest as gender- or sex-based de-
lusions (Campo, Nijman, Evers, Merckelbach,
& Decker, 2001; Manderson & Kumar, 2001},
For example, the client may believe that their
body has spontaneously transformed from one
sex to another, or that internal organs of the
other sex are present even after laboratory ex-
amination confirms there is no evidence of
intersexuality. In some cases the delusion may
be expressed as “really being of another gen-
der.” This can be distinguished from gender
dysphoria, the latter usually being more persis-
tent and longstanding, and present also when
the client is not actively delusional.

Dissociation

For some individuals, growing up trans-
genderisexperienced as traumatic. Othershave
experienced additional trauma such as physical
or sexual abuse. Coping strategies with such
trauma may include dissociation of the self, and
this may involve a split of identity into a sepa-
rate male and female self (Bockting & Coleman,
in press). By addressing this trauma in therapy,
an integrated self can be achieved (Bockting &
Coleman, in press; Brown & Rounsley, 1996).

A diagnosis of Dissociative ldentity Disor-
derasdefinedin the DSM-IV-TRisnotacontra-
indication to sex reassignment surgery (Brown,
2001) but should be very carefully evaluated as
part of the overall care plan. A diagnosis of
Dissociative Identity Disorder is not appropri-
ate for individuals who have a bi-gender iden-
tity but no dissociation, even if they describe
their gender as having different “personalities”™

or “selves.” As stated by Israel and Tarver
(1997), “The transition from one gender o an-
other occurs across psychological and physical
planes and is experienced as self-fulfilling and
stress-relieving for the transgender individual,
in contrast to the increased confusion and inse-
curity felt by the person with a dissociative
condition” {(pp. 29-30).

Personality Disorders

Itcan be challenging to evaluate genderiden-
tity concerns in clients with personality disor-
ders such as borderline personality disorder.
Sometimes it is difficult to determine whether
symptoms of gender dysphoriaare solely due to
the personality disorder or were pre-existing,
with the personality disorder evolving as a way
of coping with the dysphoria. In other cases,
gender dysphoria and a personality disorder
may be unrelated and simply co-exist.

Internalized Homophobia

Clients who have difficulty accepting same-
sex or same-gender sexual feelings or attrac-
tions may fantasize about or describe them-
selves as being of the other gender (Brown &
Rounsley, 1996). Assessment of gender con-
cerns should include a thorough sexual history,
and appropriate counseling offered forany con-
cerns about sexual orientation. Gender identity
concerns should be reassessed after sexual ori-
entation has been clarified and comfort with
sexual orientation has been achieved.

Asperger’s Disorder

Asperger’s Disorder is classified in the
DSM-IV-TR as a qualitative impairment in so-
cial functioning with restricted repetitive and
stereotypical patterns of behavior, interests,
and activities (American Psychiatric Associa-
tion, 2000). There is no clinically significant
delay in language and cognitive development.
This disorder is typically diagnosed in child-
hood.

For reasons that are not understood, gender
dysphoria is present in clients with Asperger’s
Disorder at a greater rate than those in the unaf-
fected population (Robinow & Knudson, 2005).
The gender dysphoria is usually present quite
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carly in life but may not become apparent until
later. Because of the obsessive and compulsive
nature of Asperger’s Disorder, clients will usu-
ally be very persistent in obtaining sex reas-
signment surgery, but do not appear to be as
concerned about social adjustment as their ob-
servance of social cues is impaired {see case of
Patricia in Appendix A). Diagnosis of previ-
ously unrecognized Asperger’s Disorder can
facilitate any needed social, education, or
pharmacotherapeutic interventions (Volkmar,
Cook, Pomeroy, Realmuto, & Tanguay, 1999),
as well as ensuring that treatment of co-existing
gender concerns accommodates the communi-
cation patterns typical of Asperger’s. It may
also be relevant in determining competency in
making care decisions.

Care Plan for Gender Identity Concerns

Treatment of gender concerns depends on
numerous factors, including the client’s stage
of transgender identity development, the cli-
ent’s knowledge of and pre-existing pursuit of
gender identity management options, and
co-existing mental health or psychosocial con-
cerns. Prior o treatment of gender issues,
co-existing conditions that are more emergent
or that present a barrier to treatment must be ad-
dressed, and if other concerns become more
emergent during treatment of gender issues the
focus of care should shift accordingly. Mental
health or psychosocial concerns identified dur-
ing the initial evaluation or during treatment of
gender identity concerns should be evaluated
and incorporated into the overall care plan,
Axis IV psychosocial stressors are best ad-
dressed through coordination with social, hous-
ing, legal, and vocational services (White
Holman & Goldberg, 2006b).

Care planning should include consideration
of socioeconomic factors thatinfluence clients’
ability to access or engage in treatment. Sev-
enty-two percent of participants in a survey in
British Columbia (N = 179} reported difficulty
accessing services relating to crossdressing or
gender transition; the mostcommeon barriersre-
ported were cost (40%), lack of services in the
client’s home region (31%), and waitlists for
services (26%) (Goldberg et al., 2003}. As pri-
vate psychotherapy is often notcovered by pub-

_lic health insurance, psychotherapy may not be

economically accessible even when the clientis
highly motivated to engage in treatment. Global
advocacy is needed to ensure that transgender
individuals in need of professional assistance
are able to access psychotherapeutic services.

Psychotherapy for Gender Identity
Concerns

Some individuals explore genderidentity is-
sues through peer support, use of the internet, or
self-directed reading, writing, and reflection.
Others voluntarily seek professional psycho-
therapeutic assistance, or have psychotherapy
recommended as a prerequisite to consider-
ation for feminizing or masculinizing hormone
therapy or sex reassignment surgery.

Mental health professionals may, depending
on theirtheoretical orientation and training, ap-
ply a number of different therapeutic ap-
proaches to the treatment of gender identity
concerns (Fraser, 2005). What is most impor-
tant is that the treating clinician has developed
specific competence in transgender care, which
often includes a re-examination of theory on
gender and sexual identity development within
their own discipline and training under supervi-
ston of an established gender specialist (Israel
& Tarver, 1997). A trusting, authentic relation-
ship with the client is paramount to the success
of any psychotherapeutic approach. Because
working with transgender clients can involve
challenging transference and countertrans-
ference issues (Koetting, 2004; Milred, 2000),
ongoing clinical supervision and peer consulta-
tion are essential.

Addressing Co-Existing Mental Health
or Psychosocial Concerns

Unless treatmentof genderidentity concerns
and concurrent mental health concerns are em-
bedded in safeguarding or improving the cli-
ent’s social adjustment, it is unlikely that the
goal of achieving better mental health and
well-being will be achieved. Treatment of con-
current mental health concerns is necessary
both torelieve the distress associated with these
concerns and also to help the client engage in
psychotherapy toaddress the genderidentity is-
sues. It takes courage and persistence on the cli-
ent’s part to confront gender identity concerns
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that have often been surrounded with fear,
shame, hopelessness, and despair. Addressing
the overall mental health of the client will im-
prove the client’ s ability to work toward resolu-
tion of gender confusion or distress and, if
desired, to pursue gender transition,

Many clients are appreciative of an inte-
grated approach, but others see the discussion
of psychosocial or mental health concerns as a
“distraction” from working on gender issues.
To promote active client engagement in treat-
ment, it can be helpful to explain to the client
how addressing co-existing concerns will be of
benefit not only in terms of improved mental
health, but also in terms of achieving and sus-
taining resilience in living life as a transgender
person in the face of social stigma. Moreover,
the client’s strengths and resilience displayed
so far should be acknowledged and validated,
and treatmentshould build on these strengths.

Exploring Gender History and Development
of Transgender Identity

The emphasis of this aspect of therapy is on
internal reflection and on the meaning the cli-
ent assigns to past and present experiences
(Bockting, 1997). The goal is not to theorize or
speculate about causative factors relating to
transgender identity, but rather to explore the
client’ s understanding of their own identity de-
velopment and the impact of life events.

Exploration of gender history, development
of transgender identity, and related concerns
begins with an in-depth review of the client’s
personal history. This review of personal his-
tory provides the opportunity to cognitively re-
structure significant events and experiences,
facilitate grief and healing, and fostera stronger
sense of self and identity. Itcan also aid iniden-
tifying and changing patterns of compulsivity,
understanding the development of Axis [and II
disorders, and illuminating and changing pres-
ent maladaptive thoughts and behaviors, The
telling of one’s history to a willing listener is
also validating and, by speaking of it, helps to
clarify and consolidate the client’s self-under-
standing. It may be helpful to discuss these ex-
periences in a framework of developmental
stages of transgender coming out oremergence
(Bockting & Coleman, in press; Lev, 2004),

Journaling has been shown to lessen the im-
pact of trauma and improve health (Esterling,
L’ Abate, Murray, & Pennebaker, 1999}, Cli-
ents who are literate can write their life stories
chronologically as homework between therapy
sessions, and bring this journal to share in indi-
vidual or group therapy. Those who struggle
with writing can create genograms, photo mon-
tages or collages, or other visual depictions of
life story.

During therapy, issues may arise relating to
family-of-origin intimacy dysfunction, abuse,
or neglect. Consultation or referral to special-
ized services may be useful if clients need assis-
tance for childhood sexual abuse. In some
cases, transgender clients may seek to involve
family members in therapy to explore and re-
solve childhood issues, and use this as an
opportunity to improve these relationships.
Support from family and friends has been asso-
ciated with resilience of transgender individu-
als facing gender-related stigma and discrimin-
ation (Bockting, Coleman, Huangetal., 2006).

Another area of focus may be internalized
transphobia. Clients who have internalized
societal stigma {Goffman, 1963) typically strug-
gle with profound shame, guilt, and self-loath-
ing. This may manifest in a hope that psycho-
therapy will stop transgender feelings or, more
typically, in an over-emphasis on passing as a
non-transgender woman or man and a discom-
fort associating with other transgender indi-
viduals onto whom feelings of guilt and
self-hatred are projected. Exploring these is-
sues may help the client move toward self-ac-
ceptance (Bockting & Coleman, in press). For
some clients, psychotherapy to alleviate inter-
nalized transphobia is a long-term process.

After personal history has been reviewed
and gender identity concerns have been clari-
fied, it is appropriate to shift to actively explor-
ing options for expression and management of
gender identity. However, such exploration
may trigger a need to revisit issues in the past,
resulting in new insights and further resolution.
To maintain a trusting therapeutic relationship,
it is helpful to continue to clarify expectations
of the degree and value of reflecting on the past,
or “soul-searching,” to facilitate the client in
making a fully informed decisionaboutthe var-
ious options for expression and management of
gender identity.
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Exploration of Options for Gender
Expression

The WPATH Standards of Care (Meyer et
al., 2001) list a range of possible options for
transgender identity exploration and expres-
sion, including () participation in peer support/
self-help groups or in the transgender commu-
nity, (b) counseling to explore gender identity
and to deal with pressures relating to work or
family (c) learning about transgenderism from
the Internet, guidelines for care, or literature re-
lating to legal rights, (d) disclosing transgender
identity to family, friends, and other loved ones
(“coming out”), (e) integration of gender
awareness into daily living, (f) temporary and
potentially reversible changes to appearance,
such as changes in hairstyle or makeup; shav-
ing, plucking, or waxing facial or body hair; ap-
plying facial hair; wearing prosthetic breasts or
penile prosthesis; tucking or binding the chest
or genitals; and crossdressing, (g) change in vo-
cal expression, pitch/tone, inflection, and other
aspects of speech, (h) episodic cross-living, (i)
change in gender pronoun or name, in common
usage or legal change, (j) semi-permanent
changes to appearance such as masculinizing or
feminizing hormones (some changes are re-
versible, while others are not), and (k) perma-
nentchanges to appearance, such as surgical re-
construction of the face, chest, or genitals, or
electrolysis or laser removal of facial and body
hair. This list is not meant to be exhaustive, but
simply to illustrate that there are multiple op-
tions that may be pursued, and that there is no
right or wrong way to manage one’s identity.
Frequently, a client’s expression of trans-
gender identity evolves over time, requiring
re-evaluation of possible options. The role of
the mental health professional is to assist the
client to consider all of the options and make an
informed decision regarding identity manage-
ment. Whatever options the client considers,
there should be thought as to how the client will
realistically integrate changes into daily life.

Discussion of options should take into ac-
count previous treatment and identity explora-
tion. For example, if the client is already living
full-time in the desired gender role and is satis-
fied with this, exploring options such as inte-
grating crossgender feelings into the gender
role assigned at birth or “episodic crossliving”

would not be appropriate; ensuring the client is
cognizant that there is not one way to be
transgender will suffice.

Gender role transition, hormone therapy,
and each surgical procedure may be considered
separately. A gender role transition could be
undertaken with or without hormone therapy or
surgery, similarly, hormone therapy does not
need to be followed by surgery, and chest or
breast surgery is not necessarily accompanied
by hormone therapy or fellowed by genital sur-
gery. Feminizing or masculinizing hormones
have systemic effects and it is not possible to
pick and choose specific changes, but endo-
crine agents that cause menstrual cessation
(FTM) or mild feminization without breast de-
velopment (M'TF) may be appropriate for cli-
ents who identify as androgynous, bi- or non-
gendered and wish only to minimize sex and
gender characteristics (Dahl et al., 2006).

Contact with peers who are expressing their
genderidentity in varicus ways can help clients
appreciate the multiplicity of options for gen-
der expression, understand what is involved in
the various possible change processes that may
be pursued, and anticipate potentialchallenges.
Peer contact may include group therapy,
self-help groups, participation in Internet dis-
cussions, social contact, or one-to-one peer
supportavailable through transgender commu-
nity organizations. Peers can help with infor-
mationabout ways other thanmedical interven-
tion to feminize or masculinize appearance,
such as clothing, hairstyle, breast prostheses,
chest binders, and genital prostheses.

Many transgender individuals initially im-
merse themselves in a specific transgender so-
cial network or group as part of their desire to
find community. While strong transgender
identification and community affiliation canbe
a helpful path to self-discovery, peer opinion
can at times also be a negative force if there is
pressure to conform to group norms or to pursue
a particular identity or course of action. For ex-
ample, some transgender individuals empha-
size physical change and transition, whereas
others reject the idea of transition to pass as a
member of the other sex as “selling out” to fit
mainstream norms. The mental health clinician
can assist with referral to peer groups that ex-
plicitly support diversity of gender identity and
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expression, and individual choice in decisions
relating to identity management.

Implementation of Identity Management
Decisions

Once the client has come to a decision for
gender identity expression and management,
therapy focuses on supporting the individual to
implement this decision. Some clients may
choose strategies that do not require disclosure
of transgender identity to others, keeping
transgender identity and expression private.
For others, disclosing transgender identity to
family and friends, co-workers, teachers, or
students, community, and others in the trans-
gender person’s life is an important step.

Disclosure of transgender identity is often
considered analogous to disclosure and coming
out for lesbian women, gay men, and bisexual
individuals. However, the two processes are
notidentical{Brown & Rounsley, 1996). While
both processes involve disclosure of a personal
secret that may evoke a negative response by
others, the existence of homosexuality and bi-
sexuality is generally recognized; in contrast,
transgenderismis not widely recognized or un-
derstood, and challenges societal beliefs about
sex, gender, and sexuality ina way thatis disori-
enting to many non-transgender individuals,
For those undergoing gender transition, com-
ing out involves not only the disclosure of a se-
cret, but also subsequent visible changes in so-
cial role and physical appearance; for loved
ones the consequences are also different as
physical changes cannot be concealed and gen-
der-based definitions of relationships may
change. (e.g., the loss of a “father” who changed
gender roles).

Despite the differences, the tools for disclo-
sure of transgender identity are the same as
those used in other circumstances where a cli-
ent wants to discuss a potentially emotionally
charged issue (Israel & Tarver, 1997). Clients
are encouraged to take calculated risks in dis-
closure {(Bockting & Coleman, in press; Hor-
ton, 2001), starting with people who are most
likely to be accepting. This builds a base of sup-
portforthe clientand possibly for other individ-
uals in the transgender person’s life who may
have difficulty following disclosure. Although
some loved ones are not surprised by disclosure

of transgender identity and are strongly sup-
portive, in most cases immediate acceptance is
not arealistic expectation, Loved ones often go
through stages of adjustment involving feel-
ings of shock, disbelief, denial, fear, anger, and
betrayal, followed by sadness and eventual ac-
ceptance (Ellis & Eriksen, 2002; Emerson &
Rosenfeld, 1996). Peer support can be vital to
help clients put reactions of loved ones in per-
spective. Family therapy or counseling for
loved ones of a transgender person can be
helpful as well.

The importance of social support cannot be
underestimated. Research has shown that
transgender individuals often have low levels
of social support and that support from family
and peers buffers the negative effects of social
stigma and discrimination on transgender indi-
viduals’ mental health (Bockting, Coleman,
Huang ct al., 2006; Nemoto, Operario, Sevelius
etal., 2004), One study found that lack of famil-
ial support was predictive of regret following
sex reassignment surgery (Landen, Walinder,
Hambert, & Lundstrom, 1998).

Clients going through a gender role transi-
tion—with or without hormones or surgery—face
many challenges. These include the adjustment
of learning a new gender role and also the dis-
crimination and harassment that is frequently
experienced by someone who is visibly gen-
der-variant, as many clients are—especially in
the early stages of transition. During this time
the counselor can be an important support,
helping the client to cope with stress and to re-
flect on how the changes are affecting gender
identity and overall comfort. The mental health
professional can play an tmportant role in as-
sisting with planning and pacing such a transi-
tion.

For any of the feminizing or masculinizing
medical interventions—including hormeones,
surgery, speech change, and permanent hair
removal—the counselor can assist the client in
obtaining information about the procedures;
understanding the possible impact of these in-
terventions on mental, physical, and sexual
health; and, if surgery is needed, planning for
pre-operative and post-operative care and sup-
port. As discussed in a later section, the clini-
¢ian may also be asked to evaluate the client’s
eligibility and readiness to begin hormones or
undergo surgery. If the clinician providing ther-
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apy will be assessing hormone or surgery eligi-
bility and readiness, itis important for the client
and therapist to mutually agree on psycho-
therapeutic tasks, goals, or milestones relating
toeligibility and readiness criteriato be reached
before the recommendation can be made. Do-
ing so helps prepare the client for this assess-
ment and emphasizes that this is a shared pro-
cess. The weight and implications of identity
management decisions, and the associated
fears, may lead the client to ook to the therapist
to affirm that making a gender role transition is
the right course to take; it is important that the
responsibility for the actual decision as to how
to express or manage gender identity be
consistently directed back to the client.

Ongoing Management of Gender Issues
Throughout the Client’s Life

Coming out does not end with realizing
one’s option of choice for identity manage-
ment. Rather, transgender coming out is a life-
long process. [dentities may continuetoevolve,
and psychosocial challenges will continue to
arise. Disclosure issues continue throughout
life with the establishment of new relationships
with friends, co-workers, partners, and others.
The client may seek ongoing counseling or re-
turn to counseling in the future to further im-
prove or maintain mental health, address con-
cernsaboutgenderidentity and aging, deal with
grief and loss, and/or address relationship is-
sues. Bven after years of living in the preferred
genderrole, clients may seek supportrelating to
social stigma, such as coping with discrimina-
tion and harassment or internalized trans-
phobia.

Some transgender individuals have an un-
changing gender identity, while others have a
more fluid identity that evolves over time. For
example, a client may initially identify as
bi-gender and spend time in both gender roles,
but after doing so for many years pursue a more
full-time gender role transition. Conversely, a
client who initially transitions and strongly
identifies as one gender may later feel more
comfortable with a blended or androgynous
presentation. Some clients initially focus on
passing as a non-transgender woman or man,
butintime express aconsciously transgendered
identity; others who initially dismissed pass-

ability later come to value it more. Identity
shifts may happen spontaneously over the
course of one’s life, or may be in response to
new situations, experiences, and challenges re-
lating to aging or relationships with others (e.g.,
retirement, children leaving home, divorce).

Developmental tasks that were previously
disrupted or halted because of gender dys-
phoria are often taken up once comfort with
one’s gender identity has been achieved. For
many, this includes dating and relationships.
The working relationship that the client has es-
tablished with the therapist can be an important
resource to assist with such issues as questions
about sexual orientation, disclosure of trans-
gender identity within dating and sexual rela-
tionships, safer sex, and sexual functioning.
Hormones can affect sexual desire and respon-
siveness. Increased comfort withone’srole and
body may resultin a sexual renaissance, includ-
ing possible high risk behavior (Bockting,
Robinson, & Rosser, 1998).

For those who have surgery, adequate post-
surgical care is crucial. In addition to physical
care following surgery, clients may need coun-
seling to deal with physical discomfort or pain,
altered physical sensation or sexual function,
complications that may be transient or persis-
tent, and psychosocial adjustment, Hormones
will also need to be changed following removal
of the ovaries/testicles, and fluctuations in hor-
mone levels may cause psychological changes
requiring therapeutic intervention.

The vast majority of clients are satisfied and
report further reduction in gender dysphoria
following surgery (Green & Fleming, 1990;
Pfafflin & Junge, 1998). However, clients may
also experience grief over lost time or mourn-
ing for the idealized fantasy of self prior to
change (Hansbury, 2005). Clients who have
been very focused on surgery to the exclusion
of other life goals may need support to explore
other directions in their lives once the long
sought after surgery has been achieved.

Hormonal and Surgical Treaiment
of Gender Dysphoria

Some individuals with gender dysphoria
seek hormonal and/or surgical feminization or
masculinization to reduce a discrepancy be-
tween their sense of self and their primary or
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secondary sex characteristics. The clinicians
involved in the care of the individual presenting
with gender dysphoria have a shared responsi-
bility to determine the client’s eligibility and
readiness for hormone therapy or sex reassign-
mentsurgery. Ultimately, the prescribing clini-
cian or the surgeon must decide whether to
prescribe or perform the surgical procedure.
Most clinicians follow the WPATH Stan-
dards of Care (Meyeretal.,2001), which outline
guidelines for clinical evaluation of eligibility
and readiness in both adults and adolescents.
The WPATH guidelines for transgender adults
are summarized in Table 5; guidelines for ado-
lescents are discussed elsewhere in this volume
(de Vries, Cohen-Kettenis, & Delemarre-van
de Waal, 2006). Eligibility refers to the mini-
mum criteria that anyone seeking these medical
interventions must meet, and readiness refers

to the client being mentally ready for the proce-
dure. Readiness does not imply that the client
can no longer have any mental health concerns
to be ready for reassignment services; rather,
sufficient stability needs to be in place to both
make an informed decision and to be ade-
quately prepared todeal with the physical, emo-
tional, and social consequences of the decision.
Although psychotherapy is not an absolute
requirement in the WPATH Standards of Care,
the Standards do require mental health assess-
ment by one qualified professional prior to hor-
mene therapy or breast/chest surgery, and as-
sessments by two mental health clinicians—
including one with a doctorate degree—prior to
hysterectomy or genital reconstructive surgery
(Meyeretal.,2001). As with other types of psy-
chological assessment, evaluation of hormone
or surgery eligibility and readiness may take

TABLE 5. Summary of the World Professional Association for Transgender Health's Standards of Care:
Hormone and Surgery Eligibifity and Readiness Criteria for Adults (Meyer et al., 2001)

Hormones

Eligibility

Readiness

1. Able to give informed consent
2. Informed of anticipated effects and risks

3. Completion of 3 months of “real life experience” OR have been in
psychotherapy for duration specified by a mental health professicnal

(usually minimum of 3 months)!

1. Consolidation of gender identity

2, improved or continuing mental stability
3. Likely to take hormones in &
responsible manner

Chest or Breast Surgery

Eligibility

Readiness

1. Able to give informed consent
2, Informed of anticipated effects and risks

1. Consolidation of gender identity
2. Improved or continuing mental stability

3. Completion of 3 months of “real life experience” OR have been in
psychotherapy for duration specified by a mental health professional

(usually minimum of 3 months)

4. FTM chest surgery may be done as first step, alone or with
hormones; MTF breast augmentation may be done after 18 months
on hormones (to allow time for hormonal breast development)

Genital Surgery, Hysterectomy, and Oophorectormy

Eligibility

Readiness

1. Able fo give informed consent

2, Taking hormones for at least 12 months (if needing and medically

able to take hormones)
3, At least 1 year “real life experience”

1. Consolidation of gender identity
2. Imgroved or continuing mental stability

4. Completion of any psychotherapy reguired by the mental health

professional

5, Informed of cost, hospitalization, complications, aftercare, and

surgeon options

1The WPATH Standards note that *in selecied circumstances, it can be acceptable to provide hormones to patients who have not ful-
filled eriterion 3—for example, to faciiitate the provision of monitared therapy using hormones of known quality, as an alternative to
black-market or unsupervised hormone use” (Meyer et al., 2001, p. 13},
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place in the context of a pre-existing therapeu-
tic relationship, or the evaluation may be per-
formed as a circumscribed process by a
chinician who has not previously worked with
the client.

A client-centered approach generally em-
phasizes care as a collaborative process involv-
ing the clinician, the client, and other clinicians
or loved ones that the client wants to be in-
cluded in decision-making. While evaluation
of hormone or surgery eligibility and readiness
technically does not involve a fully collabora-
tive process as the client does not have latitude
to negotiate the eligibility or readiness criteria,
it is important to be flexible enough during the
assessment to consider areas that may be open
to negotiation and to discuss these with the cli-
ent. For example, interpretation of what consti-
tutes “real lifeexperience” or “mental stability”
may be negotiated and mutually agreed upon.

Qualifications of Hormone
and Surgery Assessors

Most prescribing clinicians and surgeons re-
quire thatthe evaluationfor hormone therapy or
sex reassignment surgery be performed by an
assessor who meets the competency require-
ments outlined in the WPATH Standards of
Care (Meyer et al., 2001}, including comple-
tion of specialized training and demonstrated
competence in the assessment of sexual and
gender identity disorders (e.g., certification by
the American Association of Sex Therapists,
Counselors and Therapists).

Prescribing clinicians with a practice struc-
ture that allows extended appointments and ap-
propriate training in transgender medicine—in-
cluding training in behavioral health and in the
mental health aspects of gender dysphoria—
may choose to take sole responsibility for initi-
ating hormone therapy. In this situation, the
prescribing clinician will conduct both physi-
cal screening (Dahletal., 2006) and psycholog-
ical screening to determine whether hormone
therapy is appropriate. A mental health clini-
cian may be asked to conduct an additional psy-
chological assessment if a more detailed as-
sessment or second opinion is desired.

Some insurance plans that provide coverage
for sex reassignment surgery set requirements
for evaluation beyond those in the WPATH

Standards of Care. If the client is considering
surgery, determination of assessor credentials
required by the third party payer is recom-
mended as early in the process as possible. It
can be devastating for clients who have com-
pleted a gender role transition, with or without
hormone therapy, to be told years into the pro-
cess that they do not qualify for coverage of
surgery.

The “Gatekeeper” Role and Its Impact
on Therapeutic Rapport

Clinicians conducting the assessment to de-
termine eligibility and readiness of hormone
therapy or surgery are in a “gatekeeper” role
that involves a power dynamic which can sig-
nificantly affect therapeutic rapport (Bockting
et al., 2004; Rachlin, 2002). The client often
perceives the evaluation not as a desired tool to
help them therapeutically determine a plan of
action, butrather as a hoop that must be jumped
through to reach desired goals, a frightening
loss of autonomy over one’s body and life, ora
type of institutionalized oppression or discrim-
ination, as a mental health evaluation is not re-
quired for non-transgender individuals re-
questing hormones, breast augmentation, or
hysterectomy (Brown & Rounsley, 1996).

The approach to building rapport during hor-
mone and surgery assessment depends on the
nature of the clinical relationship. Some clients
come for evaluation having already made a
clear decision supported by self-directed re-
search about treatment options, substantial in-
ternal reflection, and in some cases peer or pro-
fessional counseling; having already disclosed
their transgender identity to loved ones, co-
workers, or others; and having relatively good
supports and overall stability. In these cases a
relatively short evaluation may be feasible, and
the strategies to build rapport will be different
than in circumstances where a more prolonged
relationship is required to determine whether
hormonal or surgical treatmentis appropriate.

If tension arises related to the assessor’s role
of gatekeeper to the desired medical interven-
tions, it may be helpful to openly discuss this.
Strategies used to manage client anxiety and
anger and promote a collaborative relationship
in mandated treatment settings can be useful
(de Jong & Berg, 2001). Normalizing emo-




tional reactions and behaviors clients com-
monly display—such as anger, anxiety, and fear;
being belligerent, uncooperative, or manipula-
tive; or telling the assessor what the client
thinks they want to hear (Bolin, 1988)-helps
frame this as a systems issue rather than a per-
sonal power struggle. Discussion about what
the assessment process involves is imperative
as the client’s anxicty or anger is often
heightened by inaccurate understanding of the
process.

When the gatekeeper issue is posing a seri-
ous barrier to rapport in an ongoing psycho-
therapeutic relationship, it may be advisable to
separate assessment from psychotherapy so
two different clinicians are working with the
same client (Anderson, 1997). The psychother-
apist’s role would then be to work with the cli-
ent towards their stated goal of meeting hor-
mone or surgery eligibility or readiness criteria,
making itclear that there can be no guarantee of
a particular outcome, The combined advocate-
therapist role (Lev, 2004) can be particularly
appropriate if a client needs to work on issues
such as substance use, borderline personality
disorder, or self harm, as there is often anxiety
that a history of these concerns will be consid-
ered evidence that the client is not stable
enough to proceed with hormones or surgery.
Separating psychotherapeutic treatmentof pres-
ent issues from a future assessment can help
reassure the client that assessment willfocus on
the adaptation they have achieved rather than
on a history of instability or mental health con-
cerns.

In our experience, clients who feel prepared
for hormone or surgery evaluation are more
willing to share information than clients who
are highly anxious or fearful about the process.
At minimum we recommend a letterexplaining
the assessment process (Appendices C and D)
be sent well in advance of the appointment to
the client and their primary care provider, both
to ensure the parameters of assessment are un-
derstood and also to ensure that the client is
aware of required supporting documentation.

Clinicians not involved in the assessment
can assistby engaging in therapeuticdiscussion
relating to any previous experience, such as
anxiety related to having been denied support
for hormone therapy or surgery in the past, and
open discussion about the topics the client is
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most worried about. Some clinicians may feel
hesitant to discuss terms of the hormone or sur-
gery evaluation for fear they are “coaching” the
client; however, asking the client how they
mightrespond if they are asked questions about
specific topics is different than coaching the
client on how to answer guestions about those
topics.

Evaluating Eligibility

Informed consent, Informed consent re-
quires the capacity to make decisionsrelating to
medical care and an understanding of the spe-
cific treatment options that are proposed. Men-
tal health clinicians are notexpected to have de-
tailed knowledge of the medical risks and
benefits of specific hormones or surgical
feminization or masculinization procedures—
these will be discussed with the client by the
prescribing physician or surgeon—but should be
sufficiently knowledgeable to be able to assess
whether the client has a generally accurate un-
derstanding of medical options, risks, and ben-
efits. Clinician-reviewed consumer education
materials developed by the Trans Care Project
arc available online (Ashbee & Goldberg,
2006a, 2006b; Simpson & Goldberg, 2006a,
2006b). Key issucs are the irreversibility of
some changes even if hormone therapy is dis-
continued and an appreciation that the long-
term impact of hormone therapy on one’s phys-
ical health is not fully known.

The mental health clinician should explore
the client’s awareness of possible psychosocial
risks and benefits, including the possible im-
pact of visible physical changes on existing re-
lationships. In some cases hormone therapy or
sex reassignment surgery improves the ability
to pass as a non-transgender woman or man, re-
ducing the risk of harassment and discrimina-
tion; in other cases the changes increase visibil-
ity as a transgender person, thus adding to the
social risks. Awareness of these risks relates to
informed consent; capacity to anticipate, with-
stand, and cope with the challenges posed is
relevant in evaluating readiness.

“Real-life experience.” The WPATH Stan-
dards of Care define the “real life experience”
as the act of “fully adopting a new or evolving
gender role or gender presentation in everyday
life” (Meyer et al., 2001, p. 17}, with the inten-
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tion of achieving an experiential understanding
of the familial, interpersonal, socioeconomic,
and legal consequences of gender transition.
The “real life experience” is a way for the
transgender person who wishes to permanently
change gender roles to move from an imagined
experience to a lived experience. For some in-
dividuals this experience is liberating and ex-
hilarating; for others there is disappointment
that the real experience does not liveup to a fan-
tasized ideal.

A fundamental premise of the “real life expe-
rience” is that the person should experience life
in the desired role before making irreversible
physical changes. The WPATH Standards of
Care do not require a “real life experience”
- prior to hormone therapy, breast surgery, or
chest surgery, but do include a minimum of one
year of “real life experience” as an eligibility
criterion for genital reconstructive surgery or
gonadal removal (Meyer et al., 2001). The
WPATH Standards explicitly state that the
“real life experience” is not a diagnostic test to
evaluate the severity or nature of the gender
identity concerns, but that the process tests “the
person’s resolve, the capacity to function in the
preferred gender, and the adequacy of social,
economic, and psychological supports” (Meyer
et al., 2001, p. 18). For FTM transsexuals it 1s
often difficult to live in the desired role without
firstundergoing chest surgery, hence areal life
experience is not required for such surgery.

Itis important to note that the “real life expe-
rience” is not defined by adherence to stereo-
typical ideas of masculinity or femininity. Just
as there is a range of gender expression among
non-transgender women—with many choosing
not to wear makeup, dresses, or otherwise dis-
playing attributes conventionally considered
feminine—transgender women also have a
range of gender expression. Similarly, not all
transgender men are masculine in appearance
or behavior. The real life experience is not de-
fined by ability to pass as a non-transgender
woman or man. Rather, itisdefined by actualiz-
ing and continuously expressing one’s unique
gender identity.

Too often the “real life experience” is per-
ceived by the client only in terms of an eligibil-
ity criterion that must be met to gain access to
surgery, with the client feeling pressure to dem-
onstrate uncritical adoption of a stereotypical

feminine or masculine role. From a therapeutic
perspective, the “real life experience” is a time
of adjustment, exploration, and experimenta-
tion, learning how to relate to oneself and to oth-
ers as the previously hidden self emerges. Psy-
chotherapy is not an absolute requirement
during this process, but it can be a valuable sup-
port during a time of profound internal and ex-
ternal change. Some assessors prefer to see the
client periodically throughout the “real life ex-
perience”{otry to geta sense of how the clientis
progressing and to offer support to those who
are having difficulty. If the clinician or client
feels that the assessor’s role as gatekeeper pre-
vents frank discussion of challenges, disap-
pointments, and surprises during the “real life
experience,” invelvement of a peer or external
professional counselor may be useful in provid-
ing a space for the client to discuss problems or
concerns without fear that access to surgery
will be delayed or blocked.

In evaluating completion of the required
“real life expertence,” the WPATH Standards
af Care suggest areview of involvement in the
community via work, volunteering, studentac-
tivity, or a combination of all three; the acquisi-
tion of a name that conforms to a person’s gen-
deridentity; andevidence thatindividuals other
than the mental health professional know the
patient in the desired gender role (Meyer et al.,
2001). Flexibility in interpreting the “real life
experience” is needed for clients who are
housebound, living in a prison or residential
long-term care facility, or who are otherwise
unableto work, volunteer, orattend school. Ad-
ditionally, we encourage a broad understand-
ing of “work” that validates the life experience
of those who are caregivers or parents, sex trade
workers, and others who may notbe able to pro-
vide documentation of employment. Ideally,
the means of validating this aspect of transition
will be at the discretion of the clinician who is
performing the evaluation. Some insurance
plans that cover the cost of surgery require spe-
cific documentation and may have “real life ex-
perience” criteria beyond the WPATH Stand-
ards.

Assessing Readiness

As discussed earlier, readiness relates to sta-
bility of gender identity and also the psycholog-
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ical stability needed to cope with the physical,
emotional, and social consequences of the deci-
sion to undergo hormone therapy and/or sex re-
assignment surgery. To assess readiness it is
important to determine what the consequences
of the treatment will likely be based on the indi-
vidual circumstances of the client, including
awareness and preparedness to cope with the
potential challenges.

While some degree of ambivalence and un-
certainty is to be expected with any life-chang-
ing process, the client should have aclear sense
of the gendered self prior to initiating hormones
or surgery. Physical change is not appropriate
for clients who are just beginning to explore
their identity or options for gender expression.
While it is not necessary for transgender feel-
ings or gender dysphoria to have existed since
childhood, a longer period of assessment is re-
quired if the dysphoria is newly discovered,
episodic, or possibly transient.

As per Figure 1, delusions about sex or gen-
der, dissociative disorders, thought disorders,
or obsessive or compulsive features should be
evaluated and treated prior to proceeding with
hormone therapy or surgery. Thought disor-
ders, dissociative disorders, and obsessive-com-
pulsive disorders can, rarely, cause a transient
wish for sex reassignment which disappears or
significantly lessens when the underlying men-
tal health condition is treated. It is important to
treat these disorders before proceeding with
hormones or surgery to ensure that the desire
for alteration of primary or secondary sex char-
acteristics is not a temporary desire.

Other mental health concerns, psychosocial
concerns, or substance use are not absolute con-
traindications to sex reassignment. Sometimes
these issues are a direct result of the gender
dysphoria or suppressed transgender feelings
and alleviate or remit entirely as the gender
identity concerns are addressed. However, the
clinician should be confident that supports are
adequate and that any co-existing conditions
are under control to the degree that (a) the intro-
duction of a new stressor will not seriously
destabilize the client, and (b) the clierit has suf-
ficiently clear thinking to be competent to con-
sent to treatment (Brown & Rounsley, 1996). If
there are any questions about competency or
substance use, a formal evaluation may be
required.

If the client returns for hormone or surgery
assessment long after the initial evaluoation, it
may be necessary to repeat some of the stan-
dardized psychological testing administered
during the initial evaluation to determine prog-
ress. Improvement in mental health and psy-
chosocial adjustment should be documented
and the care plan for addressing these concerns
updated.

Evaluation of hormene or surgery readiness
should include the gender assessment described
earlier to explore issues relating to stability of
gender identity and appropriateness of hor-
mones or surgery. Table 6 lists additional areas
of inquiry specific to evaluating readiness to
start hormone therapy or undergo sex reassign-
ment surgery.

Recommendation Regarding Treatment

If the assessor judges the client to be an ap-
propriate candidate for hormone therapy or sex
reassignment surgery, a letter of recommenda-
tion should be written to the prescribing clini-
cian or surgeon confirming eligibility and
readiness as perthe WPATH Standards of Care
(Meyer et al,, 2001). Sample letters are in-
cluded as Appendices E and F. As outlined in
the WPATH Standards, these letters should in-
clude (a) the client’s general identifying char-
acteristics, (b) explanation of the duration of
professional relationship, including type of
evaluation and/or therapy, (c) initial diagnoses
relating to gender identity issues or any other
concerns, (d) the rationale for hormones or sur-
gery (why it is appropriate treatment), () eval-
nation of the client’s eligibility and readiness
for hormones or surgery, (f) the degree to which
the client and mental heaith professional have
followed the WPATH Standards of Care, and
the likelihood that this will continue, (g) expla-
nation of the clinician’s relationship to others
involvedinthe client’s care, and (h) a statement
that the clinician welcomes a phone call o
verify any of the information in the letter,

If the assessor feels the treatmentis generally
appropriate butthe clientdoes not meeteligibil-
ity or readiness criteria, the reasons for this
should be explained to the client and a timeline
established for reassessment. If the client is
consistently cross-living and just needs more
time to complete the required “real life experi-
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TABLE 6. Potential Areas of Inquiry: Hormonal or Surgical Evaluation

Tapic Questions

General readiness

What leads you to come for hormonal or surgical assessment at this time in your life? What
are your hopes and dreams relating to hormones or surgery? What do you expect hormones
or surgery fo change, and what do you think is not likely to change? How do you think
hormones or surgery may affect your relationships with loved ones, and how do you think
they will impact you at work, at school, or in the broader community? What will you do if the
hormonal or surgical change process doesn't turn out as you had hoped? Have you taken
any other steps to change your outward appearance, and if so, what was that like for you?
Are there any issues in your life that you think might complicate a decision to take hormones
or have surgery, or that might increase stress during this time? What kinds of supporis do
you feel might be helpful before or during hormonal therapy, or before and after surgery?

Which changes are you most looking forward to from hormone therapy? Are there any
changes from hormone therapy that you are not sure about? What medical care do you
need to monitor for side effects, and who will provide this? If you experience side effects as
a result of hormone therapy, what will you do? Are there any side effects of hormones that
you are particularly concerned about? How do you feel about the permanence of some
effects of hormone therapy, including the possibility of permanent sterility? The long-term
effects of cross-sex hormones are not yet clear; how do you feel about taking this risk?

Hormones

What medical care might you need following surgery, and how will you obtain this care?
Where will you rest and heal after surgery? Are there people who can help look after you as
you recover following surgery? How do you feel about the permanence of surgery? How do
you feel about the possibility of scarring? How do you feel about the risk of possible change
in sensation, including the possibility of loss of sexual sensation or ability to achieve
orgasm? Even when surgery is wanted there is sometimes a sense of loss, as with any big
change; how do you feel ahout the changes to your body, and how have you dealt with other

Sex reassignment
surgery

losses in your life? What additional issues or adjustments do you anticipate after surgery?

ence,” the reassessment plan is straightfor-
ward.: if the client is not consistently cross-liv-
ing, psychotherapeutic interventions may be
necessary to explore reasons for this and to as-
sist the client to gain the support needed to be
able to live full-time in the desired role. In some
cases, referral to a transgender-sensitive finan-
cial planner or advocate may be helpfuliniden-
tifying economic resources for the costs of
transition. If there are psychosocial readiness
concerns, resources should be identified to help
the client move toward psychological and so-
cial stability, with specific and measurable
goals established. Denial of access to desired
treatment can be highly disappointing and it is
importantto emphasize that reassessment is be-
lieved to be appropriate, and to ensure that cli-
ents are aware of peer and professional supports
in the interim,

In some cases, the assessor may feel that hor-
monal or surgical feminization or masculini-
zation is not an appropriate treatment and that
future reassessment of eligibility and readiness
is notindicated. This may be the case if a client
is seeking hormones or surgery for reasons

other than gender dysphoria, where another
type of assessment is more appropriate (e.g., a
male without gender dysphoria seeking hor-
monal or surgical castration to reduce sexual
urges). If the prescribing physician or surgeon
has informed the client that their physical
healthistoo fragiletoever proceed, oraclientis
judged tobe incompetent to make medical deci-
sions and the cause for diminished competency
is not likely to change, the client should be sup-
ported to come to terms with this and to explore
alternative forms of transgender expression
rather than false hope being held out of eventual
reassignment.

Counseling of Loved Ones

Significant others, family members, friends,
orallies of transgender persons (SOFFAs) typi-
cally come to therapy to address their own con-
cerns relating to a loved one’s disclosure of be-
ing transgender or the impact of transgender
issues on their relationships over time. Alterna-
tively, SOFFAs may participate in family or
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relationship therapy as part of a transgender
person’s therapeutic process.

As with the transgender population, SOFFAs
are a heterogeneous group. Some SOFFAs are
encouraging and supportive, and may take a
strong stand in helping counter the shame and
embarrassment that many transgender individ-
uals feel. For others, transgender issues are a
source of conflict. Evaluation of the SOFFA
who presents for individual counseling in-
cludes discussion of the nature of their relation-
ship to the transgender person, the impact of
gender issues on this relationship and on the re-
lationships with others, and awareness of avail-
able support resources (see Table 7).

Some SOFFAs may have always known or
suspected that their loved one is transgender.
More typically, SOFFAs are shocked and sur-
prised. Responses upon disclosure range from
acceptance to disgust, depending on the indi-
vidual’s frame of reference, their relationship
with the transgender person, cultural belicfs
about gender variance, and the timing and
means of disclosure. When transgender issues
have been a secret and are disclosed late ina re-
lationship, there can be feelings of betrayal and
questioning of intimacy, as with the disclosure
of any large secret (Reynolds & Caron, 2000).
Adjustment also varies depending on the de-
gree of change requested in a specific aspect of
the relationship. For example, disclosure relat-

ing to the hope that a partner will participate in
erotic crossdressing is different than disclosure
that will affect the entire relationship, such asa
gender transition,

Ellis and Eriksen (2002) describe an emo-
tional process for SOFFAs similar to stages of
bereavement (Kiibler-Ross, 1969}, Stage 1
may include denial, shock (Lantz, 1999),
post-traumatic reactions (Cole, Denny, Eyler,
& Samons, 2000}, and trying to bargain with the
transgender person or a higher power for the
genderissues to disappear (Covin, 1999). Stage
2 may include anger at the transgender person
(Lantz, 1999), fear of others’ reactions (Bullough
& Weinberg, 1988; Reynolds & Caron, 2000),
and fear about how the transgender person will
be treated (Samson, 1999). Parents may blame
themselves, assuming their child is transgender
because of a failure in parenting (Lantz, 1999).
At this stage sexual dysfunction may occur in
the relationship between the transgender client
and their partner (Coleetal., 2000). Counseling
may be helpful at this stage to help restore inti-
macy and reduce isolation. During Stage 3,
family and loved ones are able to start to grieve
the losses on many levels, and may seek support
from others who are in similar situations. Peer
support or social contact with other SOFFAs
can be helpful at this stage (Weinberg &
Bullough, 1988). Stage 4 involves seli-discov-
ery and change. SOFFAs may not agree on the

TABLE 7. Potential Areas of Inquiry in Gender Evaluation: Loved One of a Transgender Person

Topic

Questions

Disclosure

When did you learn that your (pariner, child, sibling, efc.) was transgender? How did you

find out that your (partner, child, sibling, elc.) was transgender? What was your initial
reaction to finding out about your loved one's feelings, and how do you feel about it now?
Do individuals in your life know that your (partner, child, sibling, etc.) is transgender, and
how do you feel about them knowing/not knowing?

Impact on
relationships

It is eommeon for loved ones to have fears and questions about gender issues, and question
their relationship o the transgender person or their own identity {including sexual

orientation); are any of these congerns for you? Have you ever seen your (partner, child,
sibling, etc.} crossdressed, and if so, how was that for you? Has your {pariner, child, sibling,
etc.) ever taken hormones or had surgery to bring their body closer to their sense of seif, or
is this sornething they are considering; if so, how do you feel about this? How have
transgender issues affected your relationships with others (e.g., other family members,
friends)? Do you worry about how others might react when they learn that your loved one is

transgender?

Support resources  Have you had any contact with other (partners, parenis, siblings, children, efc.} of
transgender people, and if so, what was that like for you? What do you see your relationship
being to the transgender community now, and what would you like it fo be in the future?
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changes the transgender individual is making
and counselors can be helpful in conflictresolu-
tion. At this stage, couples may decide whether
to stay together, Stage 5 is a time for acceptance
and welcoming the transgender person into
daily life. At this point, the SOFFA often joins
the journey of the transgender person, includ-
ing the adjustments that must be made. Coun-
selors may help by providing a place to process
the anger and frustration thatarises as aresult of
discrimination and harassment directly experi-
enced or witnessed by the SOFFA. Finally, the
goal of stage 61s pride in their loved one’s cour-
age. This pride may take the form of advocating
for transgender people and educating others
about them (Lantz, 1999},

TRANSGENDER-SPECIFIC
ASSESSMENT AND TREATMENT
OF MENTAL HEALTH ISSUES

Although studies are limited, one team of re-
searchers found that a large group of trans-
gender individuals (N = 435) who sought ser-
vices froma genderclinicdid notappeartohave
increased rates of major psychiatric iliness (op-
erationally defined as disruption in mood or
personality that affected life, work, and rela-
tionships in identifiable ways) compared to the
general population (Cole, O’Boyle, Emory, &
Meyer, I11, 1997). However, the impact of psy-
chosocial stressors, including harassment, dis-
crimination, and violence experienced by many
transgender individuals (Lombardi, Wilchins,
Priesing, & Malouf, 2001), as well as the highin-
cidence of poverty resulting from employment
discrimination {(Nemoto, Operario, Keatley, &
Villegas, 2004), are cause for concern. In a
study of 515 transgender individuals in San
Francisco, 62% of MTF and 55% of FTM re-
spondents met clinical criteria for depression,
22% of MTFs and 20% of FTMs reported a his-
tory of mental health hospitalization, and 32%
of MTFs and 32% of FTMs reported prior sui-
cide attempts (Clements-Nolle, Katz, & Marx,
1999). As a medically underserved population
(Feldman & Bockting, 2003}, transgender indi-
viduals with mental health concerns are at risk
for late diagnosis and treatment. Those under-
going a gender transition may avoid disclosing
symptoms of mental illness for fear that this

will jeopardize access to hormone therapy or
surgery, further delaying treatment.

The presence of apparent mental health
symptoms in initial sessions does not necessar-
ily indicate chronic mental health issues. Trans-
gender people who are seeking help for gender
identity concerns are often anxious or defen-
sive about seeing a mental health professional.
Moreover, establishment of a trusting relation-
ship with a trans-positive, supportive clinician
canresultinrelease of longstanding suppressed
emotions and feelings of powerlessness related
to past experiences of neglect or mistreatment,
with the potential for transference of anger.
Lack of language to articulate gender identity
concerns can lead the transgender individual to
appear confused, disoriented, temporarily un-
able to communicate, profoundly frustrated, or
labile. Nevertheless, evidence of mental health
symptoms should not be ignored. Even when
mental health symptoms are the sequelae of so-
cial stigma or oppression, relief of these symp-
toms may help give the client the stability and
resilience needed to engage in psychothera-
peutic healing. Careful evaluation is required.
Regardless of the reason for the mental distress,
the transgender client deserves appropriate
mental health care to alleviate these symptoms
and treat any existing mental disorders.

In our experience, in the overwhelming ma-
jority of cases mental health symptoms have
psychosocial causes. Rarely, there may be a
physiological component. As per the standard
diagnostic process outlined in the DSM-IV-TR,
there should be consideration of possible phar-
macclogic or medical factors as partof the stan-
dardized mental health interview for any client
with acute mental health symptoms. There are
rare case reports of psychosis in transsexual
wormnen related to sudden cessation of estrogen
therapy (Faulk, 1990; Mallett, Marshall, &
Blacker, 1989}, and observations of depressive
mood changes related to initiation of estrogen
or progesterone therapy (Asscheman, Gooren,
& Eklund, 1989; Feldman & Bockting, 2003;
Flaherty et al., 2001; Israel & Tarver, 1997;
Steinbeck, 1997). Psychiatric decompensation
has been observed in some IF'TM clients with
pre-existing Schizoaffective Disorder, Bipolar
Disorder, and Schizophrenia upon initiation of
testosterone therapy (Feldman, 2005). Addi-
tionally, as a medically underserved popula-
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tion, transgender individuals can present with
untreated physical conditions that may have
psychological symptoms, including HIV and
syphilis.

After a thorough evaluation and history, the
clinician should offer a diagnostic opinion
based on the multi-axial system of the DSM-
IV-TR (American Psychiatric Assoctation, 2000)
and a diagnostic formulation. During initial
evaluation any psychiatric diagnosis should be
considered tentative, to be confirmed during
the course of treatment. This is particularly true
for personality disorders or other complex con-
ditions that usually take more time to assess
than the initial diagnostic evaluation allows.

Treatment options may include psycho-
therapeutic techniques such as cognitive-be-
havioral therapy, dialectical behavior therapy,
and eye movement desensitization and repro-
cessing; pharmacotherapy; and social or advo-
cacy interventions. If the client intends to start
or stop hormones while undergoing pharmaco-
logic treatment for mental health concerns,
medication may need to be re-evaluated as part
of this process. Potential interactions between
hormones and psychoactive medications should
be carefully evaluated by the prescribing physi-
cian, and regular visits scheduled to monitor the
risk of psychological decompensation (Dahl et
al., 2006). ‘

In some cases, referral to other clinicians
may be needed for pharmacologic treatment or
to overcome socioeconomic barriers to treat-
ment. When multiple clinicians are involved,
close communication is required to ensure co-
ordinated care. Ideally, all clinicians involved
in care of a transgender client will have trans-
gender-specific training. If no practitioners
with transgender health expertise are available,
the client should be informed of this. In some
cases clients may feel they or an advocate can
sufficiently educate the practitioner about
transgender issues, while in other cases a clini-
cian with transgender-specific training will be
needed to effectively treat the client’sconcerns.

In determining a care plan, the presenting
complaint of the client is the starting point.
When there are multiple co-existing mental
health concerns, a staged approach is recom-
mended that begins with the issues that most
negatively impact the client’s quality of life
and/or ability to engage in treatment. The client

should be meaningfully involved in creating
the treatment plan, and goals and expectations
of treatment should be clear. While the clientis
ultimately responsible for deciding among the
available treatment options, the clinician is ex-
pected to provide an informed clinical opinion
and recommendations as part of care planning,
Recommendations may include type of treat-
ment, anticipated duration of treatment, timeline
and criteria for re-evaluation, and involvement
of peer or additional professional resources.
Ideally, mental health care plans will be devel-
oped in coordination with the client’s primary
care provider and any other clinicians involved
in the client’s care, The timeline of the overall
treatment plan should be explicitly discussed,
jointly agreed upon, and reviewed on a regular
basis, For some clients, it 15 better to discuss
goals in terms of tasks rather than time, or at
least the timeframe should be tentative. Prog-
ress in meeting the goals of the care plan should
be reviewed regularly during the course of
treatment; adjustments may have to be made.

Some transgender individuals have sophisti-
cated knowledge about mental health treatment
options, and have a clear direction they wish to
pursue. Others have no knowledge and expect
guidance from a professional. As part of care
planning it is important to assess the individ-
ual’s knowledge and the accuracy of their infor-
mation, and to offer consumer education mate-
rials discussing treatment options if needed. In
all cases, the elinician is responsible to ensure
that clients understand what is involved in
specific types of treatment,

Depression, Anxiety, and Suicidality

Depression and suicidality are not uncom-
mon among transgender individuals. Among
181 transgender seminar participants at the
University of Minnesota, 52%reported depres-
sion and 47% had considered or attempted sui-
cide in the last three years (Bockting, Huang,
Ding, Robinson, & Rosser, 2005). A compari-
son of psychosocially matched transgender and
non-transgender individuals found that trans-
gender individuals reported significantly more
suicidal ideation and attempts (Mathy, 2002).

Depression and anxiety may be directly re-
lated to gender issues. For example, a long his-
tory of suppression of transgender feelings may
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have resulted in isolation, loneliness, and feel-
ings of hopelessness; the fear of disclosing this
secret to partners, family, friends, and cowork-
ers—risking rejection and employmentdiscrim-
ination—can provoke a great deal of anxiety. In
other cases, however, depression and anxiety
may be unrelated to gender issues and may sim-
ply be aresultof a predisposition to these symp-
toms or a result of other life experiences such as
childhood neglect, death of aloved one, orrela-
tionship violence. Whatever the etiology, the
goal is to alleviate the symptoms, address situa-
tional issues that create or contribute to the de-
pression or anxiety, and build resilience (Israel
& Tarver, 1997). Suchresilience is particularly
importantas life as a transgender personmay be
highly stressful due to the prevailing social
stigma. If psychoactive medication is part of
the treatment plan, continued use should be
re-evaluated as psychotherapeutic or other
treatment progresses.

Self-Harm

Self-harm refers to intentional head-bang-
ing, cutting, burning, self-poisoning, car crash,
or other behavior likely to cause injury, and may
or may not be accompanied by suicidality. Self-
harmmay be aritualized, chronic behaviorused
to self-regulate hyperarousal, dissociative states,
or otherwise uncontrollable stress (Sachsse,
Von der Heyde, & Huether, 2002), or an at-
tempt to channel emotional futility, despair,
and hopelessness into visible physical form (Is-
rael & Tarver, 1997}

The prevalence of self-harm among trans-
gender individuals is not known. A therapist
who specializes in transgender care at a health
centre in Toronto described seeing numerous
transgender clients seeking care for self-injuri-
ous behaviors (Gapka & Raj, 2003). Deliberate
damage to the testicles or penis by gender
dysphoric MTF transsexuals has been described
in a number of published case reports (Martin &
Gattaz, 1991; McGovern, 1995; Mellon, Barlow,
Cook, & Clark, 1989; Murphy, Murphy, &
Grainger, 2001), and may reflect despair, lack
of awareness of options for medical interven-
tion, lack of access to transgender-specific and
competent care, or ineligibility for desired sur-
gery. Impulsively attempted auto-castration,
auto-penectomy, or auto-mastectomy may be

followed by contrition, shame, and fear of ridi-
cule or institutionalization for having committed
a self-destructive act {Isracl & Tarver, 1997).

No-harmagreements are commonly used in
clinical practice where there are ceoncerns
about the risk for self-injurious behavior. A
verbal or written no-harm agreement shouid
not be considered a substitute for careful clini-
cal assessment, and should not be relied upon
as the sole tool for prevention of further at-
tempts (American Psychiatric Association,
2003). In any instance of self-harm, medical
treatment of injuries should take priority.
Mental health treatment focuses on reducing
further harm by detecting and treating underly-
ing mental health problems (e.g., underlying
AxisTorll disorder), reducing distress—inchud-
ing distress abouthaving engaged inself-injuri-
ous behavior-and strengthening coping skills
and resources (Boyce, Carter, Penrose-Wall,
Wilhelm, & Goldney, 2003). There is no evi-
dence regarding optimal treatment for trans-
gender individuals who are chronically self-
harming, but in our clinical experience, dialec-
tical behavior therapy has been helpful. This
treatment modality has been shown to reduce
self-harm in chronically suicidal non-trans-
gender women diagnosed with Borderline Per-
sonality Disorder (L.inehan, Armstrong, Suarez,
Allmon, & Heard, 1991).

Compulsivity

Compulsive crossdressing or obsessive/com-
pulsive features of gender dysphoria—whether
secondary to an anxiety or mood disorder or, as
is more commonly the case, simply associated
with suppression, shame, and anxiety about
transgender feelings—can often be alleviated
through psychotherapy. If necessary, pharma-
cotherapy (e.g., Selective Serotonin Re-uptake
Inhibitors) may also be employed in conjunc-
tion with psychotherapy.

Psychotherapy focuses on identifying the
pattern of obsessive/compulsive behaviors that
developed over time and on changing this pat-
tern through defining and adhering to bound-
aries that preveni self-destructive behaviors
(see case vignette of Carlos in Appendix A). In
addition, therapy aims to decrease isolation, al-
leviate shame and self-hatred, and confront in-
ternalized transphobia. Alternative, more con-
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structive ways of expressing or validatingone’s
transgender feclings are explored.

Thought Disordefs

Schizophrenia, Schizo-affective Disorder,
and other thought disorders should be treated as
per standard protocols. For clients with co-ex-
isting gender dysphoria and delusional disor-
ders, itis critical to manage the thoughtdisorder
through medications and support, monitor the
client’s identity over time, encourage experi-
enceinthe preferred genderrole, andrequire an
extended period of stability prior to initiating
medical interventions. Coordination with all
the other health providers that work with the cli-
ent—and, with the client’s consent, inclusion of
caregivers, family, and friends in therapy—can
create a strong support system to facilitate an
eventual gender transition if that is the direc-
tion chosen by the client. If well controlled, a
thought disorder is not necessarily acontraindi-
cation for sex reassignment. Addressing gen-
der dysphoria as part of a comprehensive care
plan has the potential of rehabilitating a client
with schizophrenia to a level that previously
seemed out of reach (see case vignette of Jamie
in Appendix A).

Personality Disorders

Personality disorders may be found among
transgender clients (Bodlund, Kullgren, Sund-
bom, & Hojerback, 1993) and can be challeng-
ing to treat. Personality disorders may be unre-
fated to gender issues, or may seem to be linked
totransgender concerns, Littleisknownabouta
possible relationship between the development
of personality disorders and gender identity
concerns; we offer the following speculative
theoretical formulation derived from clinical
observation.

Growing up transgender in a society that
does not understand or accept gender-variance
can be a challenge to the development of a co-
herent and confident sense of self. In children
with transgender feelings who are also visibly
gender-role-nonconforming, an early trans-
gender “coming out” involves learning to cope
with social stigma; possible rejection, harass-
ment, ridicule, and abuse by age-peers and/or
family; and an ensuing sense ol shame and low

self esteem—all of which could potentially con-
tribute to the development of a personality
disorder. In children with transgender feelings
who are not visibly gender-variant, the re-
sponse to social stigmaand pressure to conform
is more likely to lead to suppression of
crossgender feelings and dissociation. This can
lead to a “split” identity of a “false” self pre-
sented to the world that overcompensates or
conforms to the expectations associated with
the sex assigned at birth, and a hidden “true”
self that is compartmentalized and may be ex-
pressed in imagination, fantasy, and emerging
sexuality that may be of a paraphilic or compul-
sive natare. In this scenario, mirroring by the
social environment of the “false” instead of the
“true” self may play a role in the development
of psychological difficulties in identity and
attachment (Fraser, 2005).

Whatever the etiology, management of per-
sonality disorders needs to be part of the treat-
ment plan. A variety of psychotherapeutic tech-
niques such as rational emotive therapy,
cognitive behavior therapy, or dialectical be-
havior therapy can be applied, possibly incom-
bination with pharmacotherapy. Selective Se-
rotonin Reuptake Inhibitors have been used to
treat clients with compulsive behaviors, and
atypical antipsychotics have been used with
success for clients with impulse control prob-
fems. If gender identity concerns co-exist,
treatment of the gender concerns, potentially
including a gender role transition, often aids in
lessening symptoms of personality disorders.

If well managed, personality disorders are
not a contraindication for a gender role transi-
tion, hormones, or surgery. However, any is-
sues of concern should be discussed with the
client, with clear goals for treatment and
stabilization.

TRANSGENDER-SPECIFIC ELEMENTS
IN GENERAL COUNSELING

Transgender individuals experience the
same general life problems as everyone else,
and may seek counseling for assistance with
general life stressors. Although gender identity
concerns may not be a factor, social stigma, in-
ternalized transphobia, and untreated gender
dysphoria can have a significant impact on a
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transgender client’s general psychosocial de-
velopment, resilience, and functioning. Com-
mon transgender psychosocial concerns out-
lined below include body image problems,
multiple losses resulting in cumulative grief,
sexual conecerns, social isolation and resultant
social skill deficits, spiritual or religious con-
cerns, substance use issues, and difficulty cop-
ing with historical or current violence or abuse.
Whileemploymentdissatisfaction, discrimina-
tion, and loss of employment are also common,
vocational counseling is a specialized area out-
side the scope of this article; issues relating to
employment discrimination and transition plan-
ning in the workplace are discussed elscwhere
in this volume (White Holman & Goldberg,
2006b).

For transgender individuals who seek gen-
eral counseling, areas to explore in the tnitial
evaluation may include any of the questions
outlined in the previous sections. Questions de-
pend in large part on the client’s chief present-
ing concern. Forexample, if the presenting con-
cern is grief relating to the recent death of a
loved one, it is not appropriate to include de-
tailed questions about gender history in the ini-
tial interview. If the client does not indicate
whether transgender issues are relevant to the
presenting concern, the clinician can ask about
transgender issues with appropriate framing
(c.g., “For some transgender people, being
transgender affects their relationships—is this
an issue for you?”).

Body Image

The cultural norms of femininity and mascu-
Jinity include strong cultural messages about
what “real” men and “real” women should look
like as well as norms relating to attractiveness.
Some transgender individuals have difficuity
accepting their bodies regardless of gender
dysphoria, although gender dysphoria obvi-
ously complicates this picture. Weight gain as-
sociated with estrogen or testosterone can be
distressing and can be a health risk in some
cases.

Eating disorders can appear in both MTF
and FTM transgender individuals (Ferndndez-
Aranda et al., 2000; Hepp & Milos, 2002;
Surgenor & Fear, 1998; Winston, Acharya,
Chaudhuri, & Fellowes, 2004). Eating disor-

ders may originate in attempts to conform with
societal conventions relating to thinness, may
relate to a feeling of estrangement from the
body (Gapka & Raj, 2003), or may be unrelated
to body image per se (but rather may develop as
a type of compulsive behavior to provide relief
from stress). The published case reports cited
above suggest that MTF transgender individu-
als typically struggle with anorexia, bulimia, or
other disordered eating more typically seen in
girls and women, while FTM transsexuals
more often struggle with a drive to be muscular
as typically seen in men with body image prob-
lems. However, FTM transgender individuals
may also seek to minimize hips and breasts by
excess exercising or disordered eating, or pre-
vent menstruation by staying underweight.
FTM transgenderindividuals who are attracted
to other men may be particularly vulnerable to
struggles with body image in an attempt to con-
form to the overemphasis on norms of appear-
ance, weight, and muscularity in some gay
communiities (Williamson & Hartley, 1998;
Yelland & Tiggemann, 2003).

Surgical procedures intended to alter pri-
mary or secondary sex characteristics can re-
duce gender dysphoria and are not intrinsically
problematic; indeed, they are an important part
of medical treatmentfor some transgenderindi-
viduals. However, other transgender individu-
als desperately pursue cosmetic procedures in
an attempt to erase any perceived sign of their
birth sex or of being transgender (sce case study
of Anne in Appendix A)orto alleviate body im-
age concerns. The clinician should focus on the
underlying internalized transphobia or other
psychological issues (e.g., anxiety and fears,
isolation and loneliness, low self esteem, body
image distortions or Body Dysmorphic Disor-
der, possible personality disorder) rather than
focus on the cosmetic procedures themselves.

Following sex reassignment sargery, there
may be body image concerns related to visible
scarring or surgical results that do notfit the cli-
ent’s hopes and expectations in terms of aes-
thetic outcome. The clinician should distin-
guish between surgical complications, normal
adjustment, and excessive preoccupation with
the physical results.
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Grief and Loss

Grief and loss can appear at many levels.
Transgender individuals may experience mul-
tiple losses when they disclose that they are
transgender, including loss of work as well as
rejection by family, friends, and ethnocultural
or faith community. This may be especially
painful for transgender individuals who have
high value for familial and cultural continuity.

Onadevelopmental level, there canbe afeel-
ing of loss associated with aspects of physical
and social experiences associated with sex or
gender that are not possible even with transi-
ion. For example, some MTF transsexuals
grieve the inability to menstruate, become preg-
nantand give birth (De Sutter, Kira, Verschoor,
& Hotimsky, 2002); some FTM transsexuals
grieve their inability to impregnate a partner.
Some transgender individuals seek to create
gendered rites of passage typically associated
with adolescence to mark emergence as women
or men (Cameron, 1996), or approach aspects
of gender transition as a rite of passage into
womanhood or manhood (Bolin, 1988; Flem-
ing & Feinbloom, 1984).

Hormonal and surgical sex reassignment
procedures can reduce fertility and lead to per-
manent sterility. Regrets and grief relating to
sterility were noted in one study of transsexual
women who had already undergone hormonal
treatment (De Sutteretal., 2002). Discussion of
reproductive impacts and options such as
sperm banking for MtF transsexuals is advised
in the WPATH Standards of Care as part of the
informed consent process prior to hormonal or
surgical intervention (Meyer et al., 2001). In
some cases reproductive counseling may be
advised.

As discussed earlier, even when surgical
feminization or masculinization is highly de-
sired there can be grief following surgery.
Doubt, dissatisfaction, or regret immediately
after surgery may relate to physical issues such
as post-operative pain, surgical complications,
or changes to sexual function; disappointment
with the results; or stress caused by disclosure to
loved ones (Lawrence, 2003; Michel, Ansseau,
Legros, Pitchot, & Mormont, 2002). These type
of regrets are typically temporary and resolve
spontaneously or with psychotherapeutic assis-
tance (Pfafflin, 1992), and do not necessarily

signify regret about having made the transition.
A review of 82 outcome stadies published be-
tween 1961 and 1991 found that gender dys-
phoria in the new gender role accompanied by
attempts at reversal of surgery or role change
was less than 1% among FTM transsexuals and
less than 1.0-1.5% among MTE transsexuals
(Pfafflin & Junge, 1992/1998). In most cases,
regretresulted from improper differential diag-
nosis and freatment of co-existing mental
health concerns, failure to complete the “real
life experience,” and unsatisfactory surgical re-
sults,

Sexual Concerns

As in the general population, there is arange
of sexual identification, practices, and concerns
among transgender individuals (Bockting, Rob-
inson, Forberg, & Scheltema, 2005; Coleman,
Bockting, & Gooren, 1993; Devor, 1993; Law-
rence, 2003). Trans-specific sexual concerns
may include managing gender dysphoria in a
sexual relationship; concerns relating to erotic
crossdressing; shifts in sexual orientation or
sexual preferences as part of gender explora-
tion or gender transition; and the impact of hor-
monal or surgical feminization or masculin-
ization on sexual desire, sexual functioning,
and safer sex negotiation. .

Frank discussion of sexuality is comfortable
for some transgender individuals, and not for
others. Transgender individualsare often asked
invasive and inappropriate guestions by strang-
ersor health professionalsrelating to genitalsor
sexual practices (O’ Brien, 2003), and may be
wary of the therapist’s motivations if explicit
questions are asked. Discomfort discussing
sexuality in a therapeutic relationship may or
may not extend to discomfort communicating
about sex in an intimate relationship. In addi-
tion to feelings of embarrassment and shame
commonly associated with sexuality, trans-
gender individuals may have extra difficulty
discussing sexual issues because of the dys-
phoria associated with their genitals and body,
and with sexual roles associated with gender.
Therefore, many transgender clients can bene-
fit from exploring strategies for disclosure of
identity, sexual negotiation, and setting bound-
aries tegarding touch and sexual activity.
Psychotherapeutic strategies proven effective
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for victims of sexual abuse may be useful in
addressing anxiety or dissociation that some
transgenderclients may experience during sex.

In a therapeutic relationship and in intimate
relationships, communication about fransgend-
er sexuality is made more difficult by the pau-
city of sexual language that is respectful and
inclusive of the sexual experiences of trans-
gender individuals and their partners. O’ Brien
(2003) describes this as “assumptions about
bodies, genders, and genitals that simply do not
speak to the real bodies that some transgender
people live with, or the specific ways a trans-
gender person might understand and describe
their body” (p. 2). For example, an MTF trans-
sexual who is married to a woman, transitioned
late in life, and who has had little contact with
the lesbian community may or may notdescribe
her relationship as a lesbian one. Transgender
individuals may also conceptualize their geni-
ials in ways that fit their sense of self, with FtM
iransgender individuals using language such as
a phantom penis, dicklit, or phalloclit rather
than clitoris to refer to their genitals (Bockting,
2003; Kotula, 2002; O’Brien, 2003). For some
transgender clients, discomfort discussing sex-
ual issues in the therapy environment is due {0
difficulty finding appropriate language to refer
to body parts that do not match their gender
identity. In these cases, itmay be helpful to nor-
malize the discomfortand to spend titne explor-
ing language that feels comfortable to the client
(Bockting, Robinson, et al., 2005).

Assumptions should not be made about sex-
ual activities, While some transgender individ-
uals are strongly dysphoric about their genitals
and do not like them to be touched or looked at,
others are comfortable using their genitals. For
example, some FTM transsexuals may engage
in receptive vaginal intercourse with other men
(Coleman et al., 1993). Like non-transgender
people, both MTF and FTM transgender indi-
- viduals may engage in a wide variety of sexual
behaviors, including erotic touch; receptive or
insertive oral, vaginal, and anal penetration;
and role-playing. Some transgender individu-
als identify as asexual and/or choose to be celi-
bate,

Despite the challenges in talking about sex
and the great need for sensitivity in approach, it
is important for therapists to inquire about sex-
ual issues in working with transgender clients.

Unaddressed sexual concerns can significantly
impact quality of life. This is most obvious in
case of sexual trauma or sexually fransmitied
infections, but more generally, sexual concerns
can negatively impact self esteermn and identity
development. For example, an FTM transsex-
ual wholikes vaginal penetration may doubt his
masculinity, as might a man who likes to have
sex while crossdressed. Conversely, gender
identity concerns can negatively impact sexual
health. For example, attempts to affirm one’s
gender identity can drive drive high-risk sexual
behaviors (Bockting, Robinson, & Rosser,
1998; Clements-Nolle et al., 1999; Nemoto,
Operario, Keatley et al., 2004; Nuttbrock,
Rosenblum, & Blumenstein, 2002).

No surveillance data are available to accu-
rately enumerate the prevalence of HIV and
other sexually transmitted infections (STI)
among transgender people. However, needs as-
sessment studies indicate that HIV/STI preva-
lence is high, particularly among transgender
individuals who have sex with men (Bockting
& Avery, 2005). Forexample, in a study of 392
MTF and 123 FTM transgender individuals in
San Francisco, 35% of MTFs and 2% of FTMs
tested positive for HIV, and 53% of M'TT's and
31% of FTMs had been diagnosed with an STI
(Clements-Nolle et al., 1999); among respon-
dents in a New York survey, 36% of MTFs and
36% of FTMs indicated having had an STI
(McGowan, 1999). Cofactors related to unsafe
sex, such as low self-esteem, depression, sui-
cidal ideation, substance use before sex, and
physical or sexual abuse, are increased among
the transgender population {Clements-Nolle et

al.,2001; Keatley, Nemoto, Operario, & Soma, -

2002; Kenagy, 2002; Mathy, 2002; Nemoto,
Sugano, Operario, & Keatley, 2004). To pro-
mote safer sex, transgender individuals are in
need of psychoeducational interventions to
promote sexual health (Bockting et al., 2005;
Nemoto, Sugano, Operario, & Keatley, 2004).
Asdiscussed previously, changes relating to
gender transition commonly impact sexuality,
and psychotherapeutic assistance may be re-
quired to adjust to changes in sexual desire and
function resulting from feminizing or mascu-
linizing hormones or surgery. Additionally,
gender transition can be accompanied by shifts
in sexual orientation (Daskalos, 1998; Lawrence,
2003). For example, an MTF transgender per-
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son who has been primarily attracted to women
prior to transition may experience atfraction
and pursue relationships with men following
transition. Adjustment to these changes often
involves developmental tasks similar to those
in adolescence (Bockting & Coleman, in press).
In other cases, the client’s attractions remain
consistent throughout transition but the gender
role transition may involve change in sexual
orientation identity (e.g., an FTM transgender
person who loses a previously held lesbian
identity).

Crossdressing for sexual excitement is a rel-
atively common phenomenon. In a random
sample of 18- to 60-year-olds in the general
populationof Sweden (N= 2,450),2.8% of men
and 0.4% of women reported at least one expe-
rience of crossdressing for erotic purposes
(Langstrom & Zucker, 2005). Erotic cross-
dressing is not intrinsically problematic, and is
a celebrated aspect of sexuality in some rela-
tionships (Vitale, 2004). However, as erotic
crossdressing is a stigmatized act that is often
considered sexually deviant, it is not uncom-
mon for erotic crossdressers to need psycho-
therapeutic assistance to cope with shame,
guilt, and conflict with partners (Dzelme &
Jones, 2001). The stigma can lead to secretive
and increasingly compulsive behavior which
may need to be addressed.

Social Isolation

Visibly gender-variant individuals often
have difficulty with public spaces, experienc-
ing stares, harassment, and threats or actual vio-
lence. This can lead to increasing difficulty
navigating public life, social seclusion, and
anxiety. Anxiety disorders such as Social Anxi-
ety Disorder, Agoraphobia, and Panic Disorder
can be extreme and debilitating. If the individ-
ual presents with an anxiety disorder such as
these, a combination of pharmacological treat-
ment and cognitive-behavioral therapy is rec-
ommended.

Individuals who are not open about being
transgender may find that concealment of iden-
tity and history causes decreased intimacy or
feelings of disconnection and social alienation.
This can be particularly difficult for transsexu-
als after transition, as much of life prior to tran-
sition cannot be discussed without disclosing

transsexuality. Crossdressers may similarly
experience isolation if there is rigid separation
between social life, work life, and home life.
For those who are fully open about being
transgender or are comfortable talking about
life prior to transition, there can still be afeeling
of social disconnection based on differences in
history and life experience compared to non-
transgender peers.

Transgender people who feel socially dis-
connected may look to other transgender people
for companionship, support, and a sense of be-
longing or community. While peer contact can
be a significant positive element in many
transgender individuals® lives (Grimaldi &
Jacobs, 1996; Odo, 2002; Schrock, Holden, &
Reid, 2004), asinany oppressed group there are
complex social dynamics within transgender
communities that may result in disappoint-
ments when expectations of safety, acceptance,
and support are not met; when internalized
transphobia results in hostility toward peers; or
when a shared transgender tdentity is insuffi-
cient common ground for close and supportive
relationships.

Some transgender individuals shun connec-
tion with the transgender community in an ef-
fort to normalize and mainstream their lives in
conformity with prevailing social norms. While
fear of others’ reactions can be a driving force
behind attempts to live life away from the
transgender community, avoidance of trans-
gender people suggests a degree of internalized
transphobia that may negatively affect health
and well being.

Spiritual and Religious Concerns

There is a diverse range of attitudes toward
gender-variance, crossdressing, and {ranssex-
uality across spiritual traditions (Ramet, 1996,
Sheridan, 2002). Transgender individuals from
spiritual or religious traditions that prohibit
cross-dressing and other transgender behavior
oftenstruggle with shame and guilt, feeling torn
between self and community beliefs. Even
those who are not actively involved inreligious
practice may have concerns about transgender-
ism rooted in the religion of upbringing or reli-
gious norms reflected in society. It can be help-
ful to assist the client to explore the impact that
religious beliefs have on reactions of family
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members and society at large toward their
transgender identity and behavior. However,
reactions and attitudes of individuals are not al-
ways consistent with the doctrine promulgated
by their religious institutions. Within many
communities of faith acceptance can be found,

As with gay, lesbian, and bisexual persons
hoping for religious salvation from same-sex
desire, transgender individuals who are deeply
religious and pray for help to overcome trans-
gender feelings may feel betrayed if no answers
are forthcoming. In addition, experiences of re-
jection, discrimination, and violence by mem-
bers of a religious community can also impair
faith.

Supportive spiritual counseling can be help-
ful in resolving dilemmas of faith and in finding
acceptance. Consultation with progressive spiri-
tual leaders can be helpful in determining ways
for transgender individuals to be accommo-
dated and included in gender-specific ceremo-
nies and rituals.

Substance Use

Studies across Norith American suggest that
alcohol and drug use (including nicotine use)
is common among transgender individuals
(Bockting, Huang, etal., 2005; Clements-Nolle
etal., 1999; Hughes & Eliason, 2002; Macfarlane,
2003; Mason, Connors, & Kammerer, 1995;
McGowan, 1999; Reback, Simon, Bemis, &
Gatson, 2001; Risser & Shelton, 2002; Xavier,
2000). As with the general population, reasons
for substance use vary widely among trans-
gender individuals. Some use alcohol or drugs
in an attempt to cope with transgender feclings,
mental health issues, painful emotions relating
to socioeconomic concerns, memories of phys-
ical or sexual abuse or assault, work-related
stress and fatigue, or physical pain. Others start
using alcohol or drugs to facilitate social inter-
actions or to meet peer expectations.

As in the non-transgender population, there
is great diversity in patterns of substance use;
not all individuals who use drugs experience a
negative impactin overall function. A chemical
dependency evaluation by a trained evaluator
may be necessary to determine to what extent
the substance use is problematic. In a survey of
transgender individuals (N = 179) conducted in
British Columbia, 12% reported a current need

for substance abuse or addiction services; 16%
reported a past need and 8% anticipated the
need for services in the future (Goldberg et al.,
2003).

As with other areas of care, in substance
abuse treatment we encourage aclient-centered
approach that supports the individual’s choice
of treatment goals and treatment modalities.
Possible goals range from reduction of risky
patterns of use to total cessation of drug or alco-
hol consumption. Treatment options depend on
the drugs being used; for some substances both
psychotherapeutic and pharmacologic treat-
ment options are available.

Clients with co-existing mental healthissues
may require a dual diagnosis program where
substance use and mental iliness are treated in
an integrated fashion (Osher & Drake, 1996).
Similarly, an integrated approach is needed in
working with clients whose substance use is af-
fected by their gender identity concerns. While
substance use can negatively impact psycho-
therapy and potentially affect the client’s ca-
pacity to make medical decisions, a client who
is struggling with substance use should not be
excluded from treatment for gender identity
concerns, and substance abuse treatment shonld
not require that clients have resolved their gen-
der identity concerns first. Rather, the clinician
should focus on helping the client to address
substance use as an integral part of the care plan
toward resolution of the gender identity con-
cerns.

Although transgender individuals may be
highly motivated to engage in substance abuse
treatment, particularly if they feel that sub-
stance use 1§ interfering with their ability to
transition, it can be difficult to find trans-
gender-sensitive and competent treatment pro-
viders, Many drug and alcohol programs are
gender-specific (i.e., for men or for women),
posing a problem for individuals who are in the
middle of transition, who do not identify as ei-
ther man or woman, or who are visibly trans-
gender. Residential treatment facilities must
consider transgender-specific accommodations
in sleeping, bathing, and group activities (White
Holman & Goldberg, 2006b).

As withall other areas of transgender care, it
is not enough for substance abuse treatment
programs tobe accessible and welcoming. Suc-
cessful treatment requires understanding of the
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multiple issues that commonly drive trans-
gender individuals’ substance use and make
recovery difficult. These issues may include
coping with gender dysphoria, social stigma,
experiences of abuse or violence, and mental
health concerns. Specific strategies beyond
those discussed in this article are needed to
build capacity for transgender-competent sub-
stance abuse prevention and treatment services
(Barbara & Doctor, 2004; Leslie, Perina, &
Maqueda, 2001; Lombardi & van Servellen,
2000; Oggins & Eichenbaum, 2002).

Violence and Abuse

It is difficult to estimate the extent of vio-
lence againsttransgender people as the vast ma-
jority of violence is not reported. Tracking
mechanisms typically do not differentiate be-
tween lesbian, gay, bisexual, and transgender
individuals (Goldberg & White, 2004), and
there are no mechanisms to track transgender-
related violence against non-transgender loved
ones. Transgender-specific studies suggest high
prevalence of sexual abuse, sexual assault, rela-
tionship violence, and hate-motivated assault
(Courvant & Cook-Daniels, 1998; Devor, 1994,
Kenagy, 2005; Lombardi et al., 2001). Datare-~
lating to transgender-specific hate crimes indi-
cate that 98% of incidents were perpetrated
against MtF transgender individuals (Currah &
Minter, 2000). Non-transgender SOFFAs are
also vulnerable to hate-motivated violence, as
evidenced by the murders of Philip DeVine,
Lisa Lambert, Willie Houston, and Barry
Winchell (Cook-Daniels, 2001; Goldberg,
2006).

Vulnerability related to being transgender
may beexploited inan abusive relationship. For
example, abuse may include hurtful statements
that invalidate gender identity (e.g., “You’'ll
never be a real woman™) or threats to “out” the
transgender  person to family members or
co-workers. Violence may also include at-
tempts to harm gendered aspects of the body or
destruction of clothing, make-up, wigs, or pros-
thetic devices used for gender expression
(Goldberg, 2006). Fears of being exposed as a
transgender person and the possibility of addi-
tional abuse or ridicule upon disclosure pose a
barrier to reporting violence and (o accessing
support services.

- Transgender issues can also affect SOFFAs
who are experiencing abuse in a relationship
(Cook-Daniels, 2003). For example, a SOFFA
who is being abused by a transgender person
may be reluctant to seek assistance for fear of
further isolating their transgender loved one,
having to disclose transgender issues to friends
and family, or fear of being perceived as gay or
lesbian for being in a relationship with a
transgender individual.

Although resources exist to promote aware-
ness of transgender issues in anti-violence
services (Courvant & Cook-Daniels, 1998;
Goldberg, 2006; Goldberg & White, 2004;
Munson & Cook-Daniels, 2003; White, 2003;
White & Goldberg, 2006, in press), no guide-
lines currently exist for transgender-specific
abuse prevention or treatment of victims and
perpetrators of violence and abuse. Further
work is needed in this area.

While not all transgender individualsexperi-
ence overt violence or abuse, for many the daily
trials of living in a society that does not suffi-
ciently understand, accept, or accommodate
their transgender identity constitutes an ongo-
ing source of distress. For some, this distress
becomes traumatic. Others experience the
physical or emotional distress associated with
the conflict between their sex assigned at birth
and their gender identity as profoundly trau-
matic. This may result in symptoms of Post
Traumatic Stress Disorder {American Psychi-
atric Association, 2000). Regardiess of the
severity of distress, it may be helpful to con-
sider a trauma framework in understanding and
treating the related mental health concerns of
transgender individuals.

CONCLUDING REMARKS

Transgender persons and their loved ones
are an underserved community in need of em-
pathic, comprehensive, and clinically compe-
tent care. Health and social service providers
engaged in mental health care will likely be ap-
proached for assistance by transgender com-
munity members at some pointin their practice.
Mental health professionals can have a signifi-
cant positive influence in helping transgender
people and loved ones address their gender and
mental health concerns, build resilience in cop-
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ing with social stigma, and reach their full po-
tential, We hope this article helps clinicians feel
more prepared and confident in clinical prac-
tice with the transgender community.
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APPENDIX A. Case Vignettes

The following case vignettes are from the [irst
two authors’ clinical practices. Names and identify-
ing details have been changed (o protect client ano-
nyimniLy.

The firstcase is of “Jake,” who presented sceking
assistance (o pursue hormones and surgery as part of
sox reassignment. The second casc is of “Carles,”
who came for treatment to deal with obsessive/com-
pulsive featurcs of his crossdressing and gender
dysphoria. Although Carlos has, to dale, decided
not to change gender roles or undergo sex reassign-
ment, some clients with similar profiles do so after
the ohsessive/compulsive features have been sulfi-
ciently alleviated. The third case, of “Anne,” illus-
trates the quest {or affirmation of gender identity. A
physical change usually does not suftice to alleviate
the impact of gender dysphoria and social stigmaon
one’s mental health; psychotherapy and peer sup-
port play a key role in confronting internalized
transphobia, The fourth case of “Jamie” illustrates
how such mental illness as Schizo-allective Disor-
der may complicate treatment of gender dysphoria,
yet does not necessarily constitute a contraindica-

tion for medical intervention, Rather, treatment of
both conditions reinforce one another and result in
improved stability and psychosocial adjustment.
Finally, the fitth casc, of “Patricia,” illustrates gen-
der dysphoria in a client with Asperger’s Disorder.
‘This case illustrates the difficulty in assessing a cli-
ent with limited ability [or psychotherapeutic inter-
action with the therapist,

The case vignetles reflect the diversity in trans-
genderidentities found among the transgender pop-
ulation, but illustrate the more complex cases in
which gender identity concerns co-exist with other
mental health and psychosocial concerns. Hence,
these cases are not equally represeriative of the
overall population ol transgender clients. For ¢x-
ample, the first case (Jake) is far more Lypical of
FTM clients seeking hormones or surgery than the
fourth case (Jamie).

The length of therapy and treatment in these
cases varied widely, The firstcase (Jake) involved a
straigh(forward assessment completed in three ses-
sions, In the other four cases, the types ol changes
described took a considerable amount of time to
emerge,
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Jeke (Female-to-Male)

Jake presented at age 23 sccking assistance to
pursue hormones and surgery as parl of sex reas-
signment. Jake started living as a man when he
moved from Regina to Vancouver 18 months ear-
lier. By the time he sought assessment he was al-
ready dressing as a man and using the men’s
restroom at work and in public settings. Jake sought
chest surgery as he found itdifficult to pass as aman
during the summer and found it uncomfortable to
bind his chest tightly, especially during warm
weather. He also was hoping to start hormone ther-
apy as soon as possible and to undergo a hysterec-
tomy.

At the time of his first appointment, Jake lived
alone and had been working as a manager of a fast
food restaurant for the past year. Six years ago, he
emigrated from Uganda to Reginaand lived with his
family until he decided to move out on his own o
Vancouver,

Jake grew up in a Bahd'f family. Throughout
Take’s childhood he was considered to be a tomboy
and Fought to be able to wear boys’ shoes and
clothes. Jake described himself as a loner through-
out his childhood, not associating much with either
boys or girls. He explained always wanting to be a
boy and dreaming about geiting married to awoman
when he grew older. Priorto age 14 he had done well
atschool and was consistently at the top of his ¢lass.
When his breasts started growing and he started
menstruating, he became very distressed and his ac-
ademic performance dropped so he was in the bol-
tom third of his class. He subsequently became de-
pressed and described having suicidal thoughts asa
regular part of daily life (but nol making any at-
tempts). He described being sad about how difficult
his lifehad beenas a young woman and feeling thata
mistake regarding his gender had been made.

Jake’s father died of kidney complications sec-
ondary to diabetes when Jake was 15 years old. His
mother and brothers moved to Regina two years
later. Shortly after the move, Jake discovered infor-
mation about transsexualism and spoke with his
mother about wanting (o have surgery. His mother
could not accept this, and at age 18 Jake moved out
to live with other relatives. It was at this point thathe
began to request that people call him Jake and that
they refer to him as a man, Most members of his
family were able to accept this.

After a series of three appointments involving
discussion of Jake’s gender [celings and personal
and family history, it was agreed that the tesloster-
one, chest surgery, and hysterectomy sought by
Jake were appropriaie treatments. A letter recom-
mending hormone therapy was written (o Jake’s

family physician. Jake described his doctor as sup-
purtive, but lacking expericnce in transgender
medicine. Accordingly, a list of endocrinologists
with experience in treating transgender individuals
was provided lor Jake to discuss wilh his physician
forpossible referral. Requirements for surgery were
discussed with Jake and information regarding sur-
gery was provided to his family physician. Jake re-
turned fora specific assessment for transgender sur-
gery after another year of iiving in the male gender
role, and proceeded with chest surgery shortly
thereafter. A hysterectomy was not performed uniil
another year later as Jake was concerned about hav-
ing sufficient time off work for recovery after the
surgery.

Carlos

Carlos (age 41) presented with gender dysphoria
and a request for sex reassignment, The mental
health history revealed that he had a history of
Dysthymia. Psychological testing indicated current
symptoms of anxiety and depression. Carlos de-
scribed a long history of crossdressing. He used to
become sexually aroused and masturbate to an arti-
cle of women’s clothing. However, over time, he
gradually needed more and more feminine accesso-
ries such as wigs, make-up, high heels, and jewelry
to satisfy his urges. He described sexual fantasies of
himself changing sex. Recently, on several occa-
sions, he stayed up all night when his wile was outof
town, impersonaling a woman, and calling phone
lines advertised in the local newspaper to talk to and
meel men For sex. He explained that sex with a man
made him feel more feminine, completing the im-
age of himself as a woman, He shared this informa-
tion with intense shame. He finally mustered Lhe
courage to come o therapy 10 pursue sex reassign-
ment Lo resolve his situation.

Carlos met criteria for diagnoses of Dysthymia
and Transvestic Felishism with Gender Dysphoria.
Individual psychotherapy was recommended to ex-
plore his crossdressing and gender dysphoria fur-
ther. Pharmacotherapy was recommended to allevi-
ate symptoms of anxiety and depression, and to
alleviate obsessive/compulsive features of his
crossdressing and gender dysphoria. Carlos began
laking fluoxetine, and along with the psychother-
apy sessions, this eased his feelings of despair. He
brought his wife to therapy and shared the concerns
with her. She was shocked, yet appreciated her hus-
band’s efforts to gethelp. When she learned that this
had heenaproblemof Carlos dating back to the lime
before their marriage, she felt betrayed and was an-
gry at Carlos for not telling her sooner. '
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Carlos began writing his personal and sexual his-
tory. It became clear that his crossgender [celings
dated back Lo childhood. He described his family of
origin as rather cold. Expressing one’s emotions
was decmed a sign of weakness. Carlos described
much pressure from his family, particularly his fa-
ther, tobe “aman.” He kepthis crossgender feelings
secret, fantasized about waking up one day as a girl,
and these fantasics became more sexual in puberty.
He secretly put on clothes of his sister, which added
{0 sexual arousal, followed by masturbation, Over
the course of his life, his fantasies became more
claborate, and so did his crossdressing. He de-
scribed fantasies of his body changing from male to
female, withbreasts and a vaginaappearing. Healso
fantasized about being admired and romanced as a
woman by men.

What was particularly problematic for Carlos
was that these fantasies at times became so inlense
that he would stay up most of the night pursuing
their fulfillment. The fantasies took on the charac-
{eristics of an obsession, interfering with the re-
sponsibilities toward his family and job. Toaddress
these obsessive/compulsive features, Carlos joined
atherapy group for men with compulsive sexual be-
havior. In this group, he shared his story which
helped to alleviate shame, He made a commitment
1o this group to no longer call phone lines or scek sex
with men to alfirm his femininity. Carlos discov-
ered thal continuing to crossdress made it hard for
him to adhere to these boundaries, and cross-
dressing without these activities became less and
fess appealing. Eventually, Carlos decided Lo stop
crossdressing altogether, His gender dysphoria per-
sisted, albeit in a more manageable way. He began
to read and attend educational events about
ransgenderism. He evenluaily hecame al peace
with himsell identifying as “a crossdresser who
does not crossdress,” integrating his transgender
feelings into the male gender role. He recommitted
himselfto the sexual relationship with his wife, and
broadened his sexual fantasies toinclude heras well
as other women. Finally, he developed lasling
{riendships with members of his therapy group.

Anne (Male-to-Female)

Anne {age 24) was referred for treatment of Gen-
der Identity Disorder after completing an inpatient
substance abuse treatment program. Her history
revealed that she grew up as a gender-role-non-
conforming boy. This led to substantial contlict
with parents and with peers in school, Her father put
pressure on Anne Lo act more masculine, and forced
her to join an all boys hockey team. Peers in school
made fun of Anne, calling hera “tag” and a“queer.”

At age 15 she dropped oul of school and, shortly
thereafter, ran away from home. After spending
time in a shelter for runaway youth, she returned
home and [rom then on lived in the female gender
role. Alage 18, she left home permancently. She met
other transgender women, who provided her with
illicitly procured feminizing hormoncs and iniro-
duced her to sex work. She participated in “pump
parties” where peers injected silicone into her body
to fyrther feminize her appearance, They aftirmed
how beauliful she was, and for the first time in her
life, Anne felt attractive and wanted. The attention
from heterosexual men was initially very exciting;
however, soon the hazards of working in the sex in-
dustry became overwhelming and she began to use
drugs to cope. At age 20, she attempted suicide and
was subsequently hospilalized and referred to sub-
stance use treatment.

Anne requested medically assisted hormone
therapy, along with breast augmentation. Anne
¢learly met criteria for Gender Identity Disorder. In
addition, she met criteria for Major Depression and
for Histrionic Personalily Disorder. Despite pass-
ing extremely well as a woman, she felt very inse-
cure about herself and was hypervigilant about be-
ing discovered as transgender. The care plan
included individual psychotherapy, group psycho-
therapy, pharmacotherapy for depression, and hor-
mone therapy. In individual therapy, the depth and
sources of Amne’s self-hatred were exposed. Group
therapy was difticult for Anne, She wasunable tobe
vulnerable or accept help from others. She felt like
she did not fit in and discontinued group therapy
prematurely. Anne was then encouraged to bring
her family into therapy. Both parcnis had been very
concerned about Anne’s welfare, and were glad Lo
see that she was getting help. Anne’s transgender-
ism was, at this point, the least of their concerns;
they wanted to see Anne stay abstinent {rom drugs
and alcohol, and find happiness.

Annestruggled toletgo ofherinvolvementinthe
sex industry. On the one hand, she recognized the
negalive impact of sex work on her self csteem and
on her ability Lo establish a primary relationship, On
the other hand, sex work provided her with income
without having to face her fear and insccurily of
finding and functioning in mainstream employ-
ment as a iransgender woman. Alfller a number of
missed therapy appointments, Anne explained that
it had been hard for her to come Lo therapy because
“coming here makes me feel sotransgendered.” She
further explained that she consulied with another
therapist who recommended vaginoplasty to allevi-
ate this feeling. Moreover, Anne unloided exten-
sive plans for ferninizing surgery of her tace, and
how she had been working hard 1o save money for
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this surgery. Rather than supporting her in pursuing

these procedures, the therapist empathized and

gently confronied Annc’s internalized transphobia.

Anne was able to see that no matter how much sur-
gery she would have, she would always be trans-
gender, While she meets the WPATH Standards of
Care for genital surgery, Anne has so far opted not
to undergo this procedure. She did opt for breast
augmentation. Anne enrelled in school and eventu-
ally found employment outside ol the sexindustiry,

Jamie (Female-to-Male)

Jamie (age 26) presenied with questions about
his sexual orientation and identily. He was very
tense and slow to answer interview questions. It
ok several sessions to develop adequate trust to
obtain sufficient information to conclude that Jamie
struggled with gender dysphoria. In one of the ex-
tended intake cvaluation sessions, Jamie shut down
to the extent that the therapist became concerned
about his safety; upen probing, Jamie admitted he
felt suicidal. During the hospitalization that fol-
lowed, Jamie was diagnosed with Schizo-affective
Disorder. Upon release from the hospital, he wasre-
ferred to a psychiatrist who had experience working
with transgender clients and was able to separate
gender identity issues from symptoms of Jamie’s
Schizo-affective Disorder. Jamic struggled with
both, Pharmacotherapy was able to stabilize him.

Jamie lived with his mother, and she was invited
to join him in therapy. Jamie’s mother explained
that Jamie was aloner. He worked ina factory on the
assembily line and frequently changed jobs because
once colleagues warmed up to him, he would be-
come uncomtortable and quit. His mother also re-
vealed that she divorced Jamie’s father because he
sexually abused Jamic when he was achild. Inindi-
vidual therapy, this was followed up on and Jamie
was able o describe what happencd. He felt that
since his father had left, he had (o be the man in the
houscheld and take care of his mother. Working
through these issues in therapy did not change
Jamie's resolve {o live in the male gender role and
pursue chest surgery and hormones.

Once Jamtie had become more comtortable Lalk-
ing with his therapist, he joined a group with other
transgender clienis. In this group, he learned a great
deal about what itis like to be transgender, whal was
involved in a gender role transition, and how to deal
with people’s reactions. He began living full-time
in the male gender role and bound his breasts. Al-
though Jamie’s mental health had improved, hisin-
terpersonal functioning remained impaired. There-
fore, once he met the WPATH Standards of Care, a
compelency evaluation was conducted determin-

ing that Jamie was competent to make an informed
decision about chest surgery.

Jamie did not want to wait the two years required
for public hcalth coverage for chest surgery and
saved every penny to pay privately. Upon its com-
pletion, he was visibly relieved and became more
and more comfortable with himself, Subsequently,
he requested support for hormone therapy. Because
several clients with similar mental health concerns
had destabilized atter starting testosterone lherapy,
the possibility of this happening was discussed with
Jamie. On the basis of this information, he decided
to forego hormone therapy as he did not wantio take
the rigk that his mental health would deteriorate.
Jamie subsequently left home and fulfilled his life-
long dream of moving to an arca with a warmer cli-
mate, Since he left, he has kept his therapist in-
formed of his whereabouts and appears to be
content and doing well.

Patricia (Male-to-Female)

Patricia (age 19} was referred for asscssment by
her family physician. Patricia had researched there-
ferral process via the Internet, where she spent most
of her time. Since junior high school she had had
few friends, socializing primarily on-line where she
adopted a female identity. The diagnosis of Asperger’s
Disorder became obvious after the first two or three
sessions; unfortunately, this had not been detected
earlier by the school or the family physician.

Patricia’s mental health history included two
bouts of depression in her mid-teens which were
{reated with an antidepressant. She was also hospi-
talized on one occasion aller a suicide atlempt,
There was no history of abuse but the mother left the
father because of his alcohol dependence. Patricia
denied using alcohol and drugs.

Themostdilficult task was to assessthe degrecof
gender dysphoria or to diagnose Gender Identity
Disorder as Patricia’s ability (o participate in the in-
terview was limited. This was somewhal remedied
by asking her to write about her process. With her
permission, we also interviewed family members
andaschool guidance counselor for collateral infor-
mation.

Patricia graduated {rom high school with an op-
portunity to study computing science at a univer-
sity. She wanted to go to the university as a womatt,
and began her real-life experience in the summer
prior Lo starting college on hormone therapy in the
fall. She presented Lo therapy in clothing that was
feminine but a few years younger than her peers
would have been wearing, However, as (lime
passed, her clothing became more age-appropriate.
Although she did nol pass well, this did not seem (o
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he of concern to Patricia in terms of her identity or
general social acceptance. She was, however, con-
cerned with the potential for viclence perpetrated
against her,

Throughout the course of treatment Patriciacon-
tinued o live at home with her mother and doing ca-
sual work repairing computers. She did not social-
ize any more than she used (0 but felt more content
with her life. She continued to spend much time on
the compuiter, and attended college on a part-time
basis. There was no recurrence ol the depressive ep-
isodes or suicide attempts. Therapy sessionscontin-
ued to be therapist-driven with little input from Pa-
iricia; however, she continued to dialogue with the
therapist through computer assignments. She went
on to complete two years of “real life experience”
and subsequently had genital surgery,

APPENDIX B. Sample Gender Assessments

All clinician and clent names in the sample as-
sessmenis are fictional, as are the depicted client
characteristics. They are included for illustrative
purposes only. .

Female-to-Male Sample Assessment

Dear Dr. Smith:

Re: Majida Khattari

DOB: August 10, 1952

Reason for Referral: Client is a 52-year-old natal fe-
male whoidentifies as a man and who hopes to have
a bilateral mastectomy/chest reconstruction sur-
gery as part of gender iransition.

Thank you for asking me to see your 52-ycar-old
patient in consultation. The following letter repre-
sents a summary of my assessment of Majida over
three sessions (November 14, December 12, and
January 31). Majida was referred to me lor gender
assessment and to assess eligibility and readiness
for chest surgery.

History of Gender ldentity

Out of delerence 1o Majida’s gender identity, 1
wiil use male pronouns throughout this asscssment.
Majida has been masculine since early childhood.
His preferred playmates were boys and his pre-
ferred games involved physical activities with boys
such as football and hockey. As achild, he wore uni-
sex or boys’ clothing, He was olten perceived as a
boy by strangers and by teachers.

As puberty commenced, Majida remembers his
male friends becoming uncomforlable with his

masculine appearance, and less interested in spend-
ing time with him. To fit in, Majida began growing
his hair, wearing make-up and more feminine cloth-
ing, and attempling to socialize with teenage girls
and date boys. Romantic attempts with males were
unsatisfying as hc was not interested in boys in a
sexual context, although he continued to prefer the
soctal company of men.

In 1975 Majida began working at a mattress [ac-
tory and became friends with aco-worker who wasa
butch lesbian, Majida became involved in the local
leshian community, participating in dances and
other social events, and dating women. He returned
10 dressing in a more masculine fashion, and came
outto his family as lesbian. Heremembers thisasan
exciting time of self-discovery and clarity relaling
to his identitly.

In recent years, through supporting some of his
hutch friends through their process of cxploring
their gender identity and options for gender transi-
tion, Majida came {o realize that his self-concept is
more of himsell as a man in a female body rather
than a masculine female. In his current life Majida
avoids situations such as swimming that would re-
quire him to reveal his female body. In his sexual re-
lations he does not remove his top, and imagines
himself as having a male body. He binds his breasts
using a spandex back brace.

As a very masculine-appearing person, Majida
feels little dissonance between his identity and his
role, However, to facilitate his comfort he would
like to pursue chest reconstruction. He is not inter-
gsted in testosterone as he has a history of chronic
liver disease, and feels the risks of side effects
would oulweigh the possible benefits. Addition-
ally, he has alrcady gone through menopause so no
longer feels any discomfort relating to menstrua-
tion,

Majida has a strong supportive circle around
him. He has told many of his friends of his
transgendered {eelings and has received positive
feedback.

Medical History

1. cigarette smoking—25 years, currently one
pack a day

2. obesity

3. Hepalitis C

Medications
1. has taken interferon for Hepatitis C—not cur-

rently taking any medication
2. no known drug allergies
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Mental Health History

Majidasoughtcounseling in 1992 todeal withis-
sues relating to being molested bry a neighbor atage
10. Be reports being depressed and suicidal at that
time, but having stable mental health in the years

since.
Substance Use

Majida started drinking alcohol at parties in high
school and conlinued to drink recreationally through
the 1980s and early 1990s. In the mid-1980s he ex-
perimented with amphetamines to assistin working
night shilts. His use gradually increased and he re-
ports being addicted for several years. He went
through an amphetamine addiction program in
1991 and has not been using recreational drugs
since that time. In 1993 he was diagnosced with Hep-
atitis C and has not been drinking alcohol since that
time. He typically smokes one pack of cigareties
and drinks several cups of coffee per day.

Personal History

Majida was born and raised in Nanaimo. He has
two younger twin brothers age 42, and an older sis-
ter age 53. His parents and grandparents are de-
ceased. As achild Majida spent much time with his
family fishing, camping, and playing sports. As
both his parents worked during Majida’schildhood,
his grandparents and aunt were primary caregivers,
He remains close with his aunt.

Majida began his carcer doing heavy physical la-
borin Factories in the 1980s. In the late 1980s he lost
his job as the result of difficultics relating to am-
phetamine addiction, and made his living through
selling drugs. In the early 1990z alter going through
an addiction program he started driving taxis. Fa-
tiguerelated to Hepatitis Chas become increasingly
debilitating and Majida is no longer able to work.
Heis currently receiving disability benefits through
the Ministry of Human Resources.

Majida has had sexual relationships in the past
butis not dating at this time. He is sexually attracted
to wornen,

Summary and Treatment Plan

Majida does notexperience clinically significant
distress relating 1o his gender role or gender iden-
tity, as his physical masculinity has enabled him to
live in a way that is congruent with his strong mas-
culine identity. However, Majida does report dis-
tress relating to his female body. Specifically, he
feels he would be more comfortable with a more
masculine appearing chest and that it would enable
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him o be more comlortable in sexual relations and
other activitics that may involve disrobing, Majida
is a mature individual who has carefully considered
the pros and cons of surgical intervention, and he
has been cross-living for many years. In my opin-
ion, Majida meets both the eligibility and readiness
criteria of the World Professional Association for
Transgender Health Standards of Care. 1donot find
any mental healih considerations that would nega-
tively impact his ability to make an informed deci-
sion regarding chest surgery.

Please do not hesitate to contact me with any
questions you may have.

Male-to-Female Sample Assessment

Dear Dr. Smith:

Re: Sandeep Singh

DOB; January 15, 1970

Reason for Referral: Client is a 34-year-old natal
male who identifies as a woman and is seeking as-
sistance 10 resolve gender confusion.

Thank you for asking me o see your patient in
consultation. I saw Sandeep on three occasions
(January 12, February 2, and February 20, 2005)
and the following letter represents a summary of
these sessions,

Sandeep is a 34-year-old anatomical male who
identilics as a woman (out of deference for her gen-
der preference I will refer to her as “she” throughout
this letter). Sandeep is a 34-year-old agricultural
worker who has been married for 15 years and has
two daughters age 8 and 11, Her wite Parmit works
as aschool leacher, Sandeep presents today wanting
to explore options for resolution of her gender con-
lusicn.

History of Gender Identity

Sandeep was the youngest child in a family of
four, with three older sisters, As a young child, she
lived in arural arca of the Fraser Valley and played
most of the time with her sisters. All of the children
in the family were expected to participate in helping
the mother work at a berry farm on the weekends,
while the father worked in a local lumber mill,

Atage 8, Sandeep began wearing female under-
garments under her clothes o school. She was
alraid of being caught with these articles on, and
tricd to cither aveid physical education class or
change in the cubicle. As she went through pubcertly,
she was very distressed by the erections and noctur-
nal emissions she experienced, and started to tape
down her penis.

At age 19, Sandeep married Parmit, and did not
discuss any of the crossdressing activily or gender
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identity concerns with her. Sandeep put all of her
energies into her work and family in hope that her
feelings aboul being a woman would disappear.
Four years in{o the marriage, Sandecp and Parmit
had a daughter and Sandeep wished that she would
havebeen the one to bear the child. Both were happy
in the parenting role, and they had another child
three years later, Throughout this lime Sandeep
continued to crossdress in private, and continued to
strupgle with feeling a conflict between her public
lite as a man and her private identity as a woman,
Shortly after the birth of their second child,
Sandeep’s mother was diagnosed with breast can-
cer and died within a year of the diagnosis. The time
with her mother prior {0 her death made Sandeep
re-evaluate her life, and she disclosed both the
crossdressing and her conflict over her identity to
her wite. Parmit was very angry and upset but did
ot wanl 1o lose Sandeep as her partner and wanted
the family to remain together. They sought counsel-
ing and Parmit decided that she would not be able to
stay with Sandeep if she were (o live her public life
asawoman, Sandeep atthis time also did not wantio
lose the family and so she continued Lo crossdress in
private for the next six years. As lime progressed,
she realized that she did not want to continue living
as she was, and so she is presenting today with hopes
ot discussing her marital situation as well as getting
information about options for transition,

Medical History
i. Tonsillectomy at age 9
Medications

1. No medications
2. No known drug allcrgies

Substance Use

Sandeep reports not smoking, drinking alcohol
or caffeinated drinks, or using recreational drugs.

Mental Health History

Sandeep suffered fromdepression afler the death
ofher mother and was treated with sertraline for one
year, after which time the depression had been alle-
viated sufficiently to stop this medication.

Personal History

Sandeep started school when she was 6 years old.
She remembers disliking school as the few Sikhs in
the class were frequently teased by the White boys.
She left school at age 15 to work full-time.

Sandeep has been close to her three sisters
throughout her life, and maintains a close connee-
tion to them and to their familics. None ol them are
aware of Sandeep’s gender identity concerns.
Sandeep is not currently close with her tather. She
has always found it difticult to connect emotionally
with him, and in recent years the (ather has become
more reclusive following the death of his wife.

Sandeep has litle connection with the trans-
gender communily as she lives in arural area where
there are no peer support groups. She has seenadoc-
umentary on transsexuals and would like to explore
the possibility of hormones and surgery. She docs
not have any detailed information at this time relat-
ing to either oplion, noris she certain whatshe wants
to pursue,

Summary and Treatment Plan

Sandeep is a 34-year-old anatomical male who
identifics as a woman. She presents with a history of
strong and persistent cross-gender identification,
persistent discomfort in the male gender role, and
clinically significant distress relating Lo her gender
concerns, She has Hmiled support from the people
around her, who are either unaware of her gender
identity or are opposed to her transition, She pres-
ents loday to obtain information about hormones
and transitioning butis reluctant to move forward at
this time, particularly until an agreement is made
with her wife relating to their marriage. She agrees
thal it is premature al this time to consider hormone
therapy and will enter a course ol relationship coun-
seling that will hopefully include her wife Parmit.

Please do nol hesitate o contact me with any
queslions you may have.

APPENDIX C. Sample Letter to Client Prior
to Assessment for Hormone Therapy

Dear client:

This letter is intended to explain what to expect
from the hormone eligibility and readiness assess-
ment process and help you prepare for the first ap-
pointment. :

Purpose of the Assessment
"The clinician providing the assessment will:

1. Delermine whether you meel the eligibility
and readiness criteria [or hormone therapy
oullined in the current version of the World
Prolessional Association for Transgender
Health (WPATHY s Standards of Care.
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2. Make a recommendation to the prescribing
physician about whether or not they feel hor-
mone therapy is appropriate in your treat-
ment.,

Eligibility Criteria

1. Able to provide fully intormed consent to
medical treatment,
2. Demonstrable knowledge of whal hormones
medically can and cannot do and their social
benefits and risks.
Either adocumented “real life experience” of
at Jeast three months prior to the administra-
tion ofhormones, OR a period of psychother-
apy of a duration specified by the mental
health professional after the initial evalua-
tion, This may be waived in some special sit-
uations.

[+

Readiness Criteria

1. Further consolidation of gender identity dur-
ing thereal-life experience or psychotherapy.

2. Progress in mastering other identitied prob-
lems, leading to improving or continuing sta-
ble mental health.

3. Likelihood of taking hormones in aresponsi-
ble manner,

Assessment Sessions

Appointments are 50 minutes long, Assessment
may take one or more appointments to complete.
Discussion topics may include:

» general personal history: who you are, home
life, what you do during the day, education,
work, friends, family, hobbies, interests

* history of gender identily concerns, fromstari
to present day

¢ medical and mental health history, including
medications taken in past/present

¢ substance use history

« gender transition process thus far, and [utare
plans

* any questions or concerns you have

Documentaiion to Bring to First Session

Youwillneed to bring your health insurance card
and picture identilication (e.g., passport, driver’sli-
cense). The picture identification is necessary to
confirm thatl you are the person being assessed. ILis
not required that you have had alegal name change,
but if you have, please bring decumentation of this
name change.

If you want assistance with documentation or
support relating to the assessment process, peer
suppori and advocacy groups arc listed below.

APPENDIX D. Sample Letter to Client Seek-
ing Sex Reassignment Surgery

Dear client:

This letter is intended to explain what to expect
from the surgery eligibility and rcadiness assess-
ment process and help you prepare for the first ap-
poiniment,

Purpose of the Assessment
The clinician providing the assessmoent will:

1. Determine whether you meet the eligibility
and readiness criteria for sex reassignment
surgery outlined in the currenl version of
The World Professional Association for
Transgender Health (WPATH)’s Standards
of Care.

2. Make a recommendation o the surgeon
about whether or not they feel surgery is ap-
propriate in your treatment.

FEligibility Criteria
For all types of sex reassignment surgery:

1. Able to provide {ully informed consent to
medical treatment.

2, Demonsirable knowledge of what sex rcas-
signment surgery medically can and cannot
do; potential benefits, risks, and complica-
tions; approximale cost, expected time in
hospital, aftercare requirements; and sur-
geon options.

For female-to-male (FTM) chest surgery, as-
sessment by one mental health professional who
meets the competency requirements outlined in the
WPATH Standards of Care is sufficient. In addi-
tion to the general criteria, FTM transgender per-
sons seeking chest surgery must:

3. Have completed either a documented real-
life experience of at least 3 months prior to
chest surgery, OR a period of psychotherapy
of a duration specified by the mental health
professional after the initial evaluation,

For male-to-female (MTF) breast surgery, as-
scssmenl by one mental health professional who
meets the competency requircments outlined in the
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WPATH Standards of Care is sufficient. In addi-
tion to the general criteria, MTT transgender per-
sons seeking breast augmentation must:

3. Have completed either a documented “real-
life experience” of al least 3 months prior to
breast surgery, OR aperiod of psychotherapy
of a dyration specified by the mental health
professional afler the initial evaluation,

4. Have taken feminizing hormones for atleast 18
months before surgery 1o allow for maximal
hormonal breast growth, unless there are med-
ical contraindications to hormone therapy.

For genital surgery (FTM or MTF) or removal of
the ovaries and uterus (FTM), assessment by two
mental health professionals who meet the compe-
tency requirements outlined in the WPATH Sian-
dards of Care is required. In addition to the general
criteria, individuals seeking “lower surgery” must
have:

3. Completed at least 1 year “real life experi-
ence” (RLE),

4, Taken hormones continuously for at least 12
months, unless there are medical contraindi-
cations to hormone therapy.

5. Compleled any psychotherapy required by
the mental health assessor.

Readiness Criteria

1. Further consolidation of gender identity dur-
ing the real-lifc experience or psychother-
apy.

2. Progress in mastering other identified prob-
lems, leading to improving or conlinuing sta-
ble menlal health.

Number of Sessions

Appointments usually are 50 minutes long. As-
sessment may take one or more appointments Lo
complete. Discussion topics may include:

+ general personal history: who you are, who
you live with, what you do during the day, cd-
ucation, work, {riends, hobbies, interests

+ history of gender identity concerns, from start
{0 presenl day

* medical and mental health history, including
medications taken in past/present

* suybstance use history

» gender transition process thus [far, and future
plans

* any guestions or concerns you have

Documentation fo Bring fo First Session

Youwill need to bring your health insurance card
and picture identification (e.g., passpor, driver’s li-
cense), The picture identification is necessary 1o
confirm thal you are the person being assessed. Itis
notrequired that you have had a legal name change,
bul if you have, bring your documentation ol this
name change,

I you have completed “real life experience”
(i.c., living as the gender you identity as), itis help-
ful to bring documents to confirm the length of time
that you have done this. For example:

* Paystubs oraletter from your supervisor indi-
cating the length of time you have been em-
ployed

* A letler from your academic advisor or
teacher indicating the length of time you have
been in school, and/or a school transeript

* A letter from your supervisor in a volunteer
position indicating the length of time you
have been involved in volunteering

¢ If you are unahle o work, atiend school, or
volunieer, bring a letter from your doctor ex-
plaining your circumstances and confirming
that 1o the best of their knowledge you are liv-
ing full-time in the gender you identify as

Itis notnecessary todisclose your gender history
to your employer, teacher, or supervisor: you can
tell them you need a general reference letter without
saying what it is for. The letter can be a short slate-
men that includes your name, the gender pronoun
you are called, and the length of time you have been
working, volunteering, in school. For example:

» “Thave known John Doe for two years. He be-
gan work {or me on (daic) and has worked
full-time since then.”

+ “Jane Doe has volunteered ten hours a week
{or (name of organization) for over two years,
She began as a volunteer here on {date).”

s “Jan Doe has been taking a [ufl academic
courseload since (date).”

If you wish, you can include letiers from [ricnds,
relatives, neighbors, or others who youinteract with
socially as additional evidence of completion of the
real lile experience,

Letters must be signed originals, and transcripts
or pay stubs musi be original copies. We encourage
you lo make a pholocopy of all documents for your
records prior o the appointment, as the originals
will be kept in your file,
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If you want assistance with documentation or
support relating to the assessment process, peer
supporl and advocacy groups are listed below.

APPENDIX E. Sample Letter to Prescribing
Clinician, Recommending Hormone Therapy

All clinician and clent names are fictional, as are
the depicted client characteristics. They are in-
cluded for illustrative purposes only.

Dear Dr. Smith:

Re: Saul Cohen {a.k.a. Sarah Cohen)

DOB: April 23, 1980

Reason for Referral: Clientig a 23-year-old natal fe-
male who identifies as a man and seeks medically
monitored testosterone therapy as part of gender
transition.

I am writing to support my client’s request for
testosterone therapy. Saul (whose Jegal name is Sa-
rah}is a 23-year-old anatomical female who identi-
fies as a man. He has been my client since January
12, 2003 when he sought my services to assess [or
suitability for hormone prescriplion as part of gen-
der transition. Iama registered clinical counselorin
private practice, working with other professionals
who have an interest in iransgender health butnot as
part of a formal gender tcam,

Thave seen Mr. Cohenin two 50-minute counsel-
ing sessions. In those sessions we have discussed
Saul’s gender identity, as well as his overall
psychosocial history and current status. I note that
Saul does not see his identity as a Lype ol mental ill-
ness and thus does ntot want (o be labeled as having
Gender Identity Disorder, despite having a strong
cross-gender identity.

In the last year Saul has come to strongly identily
as a gay man. For the past 2 months has been taking
testosterone he purchased fromthe Internet, to alle-
viate discomtfort he feels when he is perceived as a
woman and also to change his voice and appearance
10 be more congruent with his sense of selt. Thus lar
Saul reports a deepened volce, enlarged and sensi-
tized clitoris, heightened libido, and acne as aresult
of the testosterone he has taken. Saul is pleased by
these changes and is cager for other changes, partic-
ularly cessation of menses and growth ot Tacial hair.
He cannot currently afford to legally change his
name from Sarah to Saul, but does prefer that Saul
be used.

Saul is aware of the risks of taking lestosterone
without medical assistance, and wishes 1o have reg-
ular medical monitoring from this poinl onward.
According 1o Saul, he starled taking testosterone

without medical assistance because there was a
lengthy wait to see atamily physician with cxpertise
in wransgender medicine.

Saul is well-informed about the female-to-male
{(FTM) community, having read scveral articles on
hormonal and surgical options (including the World
Professional Association for Transgender Health’s
Standards of Care) and also participating in a FTM
Internet mailing list. I believe that Saul understands
his options for peer and professional supporishould
he need assistance to adjust to any of the changes
that occur as a result of taking testosterone.

In closing, while Saul has not yet been cross-liv-
ing or attending psychotherapy for the full 3 months
recommended in the World Professional Associa-
tion for Transgender Health's Standards of Care, 1
am contident that he does meet the other eligibility
and readiness criteria defined in the Standards of
Care, and I believe it would be beneficial for himto
move [rom medically unsupervised use to medi-
cally supported use of testosterone. 1 feel confident
that Saul understands the permanence of continuing
to take testosterone, and that he will take hormones
in a responsible manner.

it you have any questions or concerns, plcase do
not hesitate to contact me.

APPENDIXF. Sample Lefter to Surgeon, Rec-
ommending Sex Reassignment Surgery

All clinician and client names are fictional, as are
the depicted client characteristics. They are in-
cluded for illustrative purposes only.

Dear Dr. Smith:

Re: Shirley Alexander

DOB: September 9, 1959

Reason lor Reflerral: Client is a 45-year-old natal
male who identifies as a woman and who hopes 1o
have vaginoplasty as part of gender transition.

This letter will introduce Ms. Shirley Alexander,
a 45-year-old anatomical male who idenlifics as a
woman, whomI would like to refer for vaginoplasty
as part of sex reassignment, Ms. Alexander has been
my client since January 2, 2003 when she was re-
ferred tome by her family physician, Iamapsychia-
tristin private practice, working with other profes-
sionals who have an interest in transgender health
but not as part of a formal gender team.

After aninitial assessment of three sessions, 1di-
agnosed Ms. Alexander with Gender Identity Dis-
order. Since then Thave been seeing her every three
weeks and she has beenengaged intherapy focusing
on family of origin issucs.
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Ms. Alexander began facial electrolysis in May
2002, and with the support of her family physician
(Dr. John Bigelow) was started on feminizing
hormone therapy by endocrinologist Dr. Doris
Reinbolt on April 1, 2003. She began her “real life
gxperience” May 15, 2003, and her legal name
change was granted June 15, 2003, Psychologist Dr.
Robert Jones completed a second assessment on
April 3, 2005 and concurred with my initial diagno-
sis. Contact informalion for all professionals in-
volved in Ms. Alexander’s care relating to Gender
Identity Disorderis included at the end of this Ietter;
if you have not already received reports [rom them,
you should be receiving them soon.

Past medical history includes Type 11 diabetes
(controlled by diet and exercise), exercise-induced
asthma, ankle {racture at age 11, and an appendec-

tomy at age 10. Ms. Alexander is physically lit and’
isanon-smoker. Current medications include trans-
dermal estradiol patch (0.2 mg/24 hours, applied
twice per week), spironolactone 300 mg po daily,
and ventolin inhaler PRN, She has no known drug
allergies.

In closing, Ms. Alexander meets the criteria for
Gender Identity Disorder. She has been living asa
woman lull-time for over iwo years and has ad-
justed well to this role. L have discussed therisks and
henelits of vaginoplasty with Shirley and feelconti-
dent that she understands the seriousness and per-
mancnce of the surgery. Talso feel confident thatshe
will undertake the appropriate self-care that is nec-
essary after vaginoplasty.

Tt you have any guestions or concerns, please do
not hesitate to contacl me,
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