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INTRODUCTION

As clinicians working in the field of transgender health for many years, we daily
encounter people, whether trans, non-binary, cis or otherwise; whether patients, parents,
partners, friends or professionals, such as teachers or primary care physicians, who ask us for
more information about different aspects of transgender health care. It is true that there are
books out there, written by eminent academics and/or specialist clinicians, that discuss the
care of transgender health in depth, but most of those books are written by and for
professionals, and mainly focus on the information that physicians and other professionals
working in the field may require. There are also books that are written by transgender people
themselves, usually describing the experiences they have gone through. However, we felt that
a book providing facts and figures, written in predominantly lay language and easy to follow,
was lacking. We started to discuss our ideas of creating such a book with some of our
colleagues and with those who attend our clinical practice. Their feedback was clear: a book
like that was desperately needed. The feedback also suggested that such a book should not
only cover the health care aspects of transgender people, but also other important aspects,
such as work, education or family life, that have an impact on quality of life.

We invited several professionals to contribute towards this book. We wanted to create a
book written by professionals, clinicians and academics where the professional and complex
language was translated into an easy to follow text. This is easier said than done. We hope we
have managed to do so, but leave this for you, the reader to decide. This book is written for
anyone who, for whatever reason, wants to know more about being transgender, the issues
transgender people encounter, and many of the medical, psychological and social aspects
associated with social gender role change of some sort.

We contacted Nadya Columbus, Head of Nova publishers, who was clearly interested.
How could she not be? Transgender people are becoming increasingly visible in society and
many people show a keen interest and would like to be well informed.

Initially, we were planning to develop a small book with around ten to twelve chapters,
but when we started to think what was needed to provide a fair and comprehensive overview
of transgender related issues, the number of chapters continued to increase and the book
became bigger and bigger, culminating in 29 chapters as the final tally. We designated one or
more specific authors, who we thought were best placed to write each individual chapter.
When we subsequently started to contact the authors, who are all highly regarded specialists
in their field, we were overwhelmed by their enthusiasm. Everybody wanted to be part of this
project and everyone responded very positively. Hence, we would like to express our sincere



XXii Jon Arcelus and Walter Pierre Bouman

gratitude to all our colleagues who are part of this book — without them there would be no
book! Also, we thank our friend and English editor David Nichols, who provided a final edit
for most of the chapters. And thus, because everyone was so positive and energetic and an
expert in their field, the entire journey from start to finish has been a most pleasurable
experience. It has been a joy to work with everyone!!

This Handbook aims to provide a comprehensive account of current knowledge,
understanding and clinical practice of transgender health and well-being - in its broadest
sense. Also, the book may act as a signpost to all those sympathetic to, and trying to address,
the difficulties faced by transgender people, directing them to appropriate sources of help.
Focusing on the provision of practical information and a clear approach, we hope that this
Handbook is a helpful introduction to transgender care for transgender people, their families
(of choice), professionals, such as teachers, social workers, counsellors, psychologists,
healthcare providers and everyone else who may be interested in this topic. Each chapter has
an overview box, which gives a brief summary of the content of the chapter. The chapter
usually starts with an introduction, followed by an up-to-date overview about the topic. Each
chapter has learning points for the reader, and many have a further reading section and/or a
list of web-sites related to the topic. Most chapters have a generous references section, too.

The last, and perhaps most important thing we want to share with you, the reader, is to
acknowledge that we feel forever indebted to all the people who have shared their lives, their
stories and their journeys with us. We have been, and continue to be, emotionally touched by
the very many transgender people we encounter in our daily working life. It is because of
their remarkable journeys and resilience that we felt that a book like this could be and should
be published. We thought that the task of putting this book together within a relatively short
time frame and in addition to our busy clinical work, was going to be an impossible task. But,
as Amanita in Sense8 once said, “Impossibility is a kiss away from reality.” So it was not,
and the book is now a reality. We genuinely hope this book will help towards increasing
further acceptance and depathologization of transgender people.

Jon Arcelus and Walter Pierre Bouman,
Nottingham National Centre for Transgender Health,
Nottingham, United Kingdom.
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Chapter 1

LANGUAGE AND TERMINOLOGY

Jon Arcelus! and Walter Pierre Bouman?
Institute of Mental Health, University of Nottingham, Nottingham, UK
2National Centre for Transgender Health, Nottingham, UK

OVERVIEW

This chapter gives an overview of the terminology in the field of transgender
healthcare. The word transgender is often used to describe anyone whose gender identity,
expression or behaviour is different from the assigned gender at birth based on the sexual
characteristics. The chapter describes a brief historical development of the concept of
gender and gender role, and provides a list of terms related to transgender explaining
what each term means in order to guide the reader throughout the book.

INTRODUCTION

This book aims to give an overview of the many social, psychological, physical, legal and
employment aspects that transgender people and their families (of choice) may encounter
before, during and after their transition. There are many terms associated with being
transgender and with transitioning that will be used in this book and hence we will start this
first chapter explaining and defining the various terms. It is important to have a clear
understanding of the meaning of the terminology used in this field. Terminology has changed
significantly over the years and many new terms have been introduced, whilst older ones have
been discarded and are no longer deemed politically correct.

The community often referred to as the transgender or trans* community is an
extraordinarily diverse group of people. Defining and quantifying the transgender population
is problematic as there are currently few measurable and/or standardized criteria (e.g.,
physical, social, political, etc.) regarding what might or should constitute a transgender
person. Furthermore, there is a relative invisibility in which many transgender people exist in
their daily lives (Meier and Labuski, 2013).
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So we acknowledge (and apologize in advance) that the terminology we use and describe
does not necessarily completely capture everyone who identifies as transgender or gender
non-conforming. Nevertheless, terminology, and therefore vocabulary, are highly relevant
when we connect with transgender people and their families (of choice) and friends. In
addition, terminology and vocabulary are important when attempting to address and target a
community for access to healthcare and education, health promotion, disease prevention and
so on (Wylie, 2015).

The term ‘transgender’ has become increasingly popular in the past decade and reflects
and includes people with a less restrictive or binarized set of beliefs. More specifically,
‘transgender’ describes anyone whose gender identity, expression or behaviour is different
from the assigned gender at birth based on the sexual characteristics. The term ‘Trans’ is also
used as an abbreviation for ‘transgender.” People in this category may feel as if they are in the
wrong gender, but this perception may not necessarily correlate with a desire for hormonal or
surgical reassignment. So, it is fair to say that the field of transgender health and well-being
remains in transition and the associated terminology and vocabulary continue to evolve too!

Gender

The Oxford Dictionary of English (Stevenson, 2010) states that the word ‘gender’ has
been used since the 14th century as a grammatical term, referring to classes of noun
designated as masculine, feminine, or neuter in some languages. The sense ‘the state of being
male or female’ has also been used since the 14™ century, but this did not become common
until the mid 20" century. Although the words ‘gender’ and ‘sex’ both have the meaning ‘the
state of being male or female,’ they are typically used in slightly different ways: ‘sex’ tends to
refer to biological differences, whilst ‘gender’ refers to cultural, social and/or psychological
ones. In other words, biological ‘sex’ includes indicators such as sex chromosomes, anatomy
of an individual's reproductive system, and secondary sex characteristics (for definitions see
below), whilst ‘gender’ refers to one’s personal identification of one's own gender, based on
an internal awareness (gender identity) and/or one’s social gender role and expression. In
some people, the body they are born with does not align with their gender assigned at birth,
and the person may identify, sometimes from a very early age onwards, as transgender,
gender-nonconforming, non-binary, or any other term which one feels applies correctly to
one’s experienced gender identity.

Gender is the central theme of this book. It therefore seems apt to start describing what
we mean by the word ‘gender.” The traditional concept of ‘gender’ as a noun refers to the
state of being male or female (typically used with reference to social and cultural differences
rather than biological ones). The word ‘sex’ refers to the biological and physiological
characteristics that define men and women, and ‘gender’ refers to the socially constructed
roles, behaviours, activities, and attributes that a given society considers appropriate for men
and women. Therefore, it is often stated that sex is something that does not change, whilst
gender can change according to social structure (and of course according to how one
experiences one’s own gender (identity). We must, however, also state that gender is
increasingly recognised and experienced as more than a binary concept of being male or
female. Many people feel their gender does not fit within a binary model. There are many
people who identify their gender outside the traditional concept of male and female.
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The sex and gender distinction is not universal. In ordinary speech, sex and gender are
often - erroneously - used interchangeably and synonymously. Some dictionaries and
academic disciplines give sex and gender different definitions while others do not.

Gender Role

John Money was a New Zealand psychologist, sexologist and author, who is well known
for his research into sexual orientation and gender identity. From the 1950s onwards he was a
professor of pediatrics and medical psychology at the Johns Hopkins University in Baltimore,
Maryland, USA, where he set up the gender identity clinic. John Money coined the term
‘gender role,” and defined this as “all those things that a person says or does to disclose
himself or herself as having the status of boy or man, girl or woman, respectively. Gender
role is appraised in relation to the following: general mannerisms, deportment and demeanor;
play preferences and recreational interests; spontaneous topics of talk in unprompted
conversation and casual comment; content of dreams, daydreams and fantasies; replies to
oblique inquiries and projective tests; evidence of erotic practices, and, finally, the person's
own replies to direct inquiry” (Money, 1955). Although a person's sex as male or female is
considered a biological fact, which is identical in any culture, what that specific sex means in
relation to a person's gender role as a man or a woman in society varies in different cultures
according to what things are considered to be masculine or feminine. Gender roles are learned
from various, intersecting sources such as parental and familial influences, the socialization a
child receives in and out of school, what is portrayed in the various media, the social, cultural,
religious, and political values held by society and our direct environment, and many other
external contacts or sources. It is also important to note that learning gender roles starts from
birth and includes seemingly simple things like what colour outfits a baby is clothed in or
what toys they are given to play with. However, the gender roles we learn and are expected to
adhere to, may not necessarily reflect how we want to act and behave. Many transgender and
cisgender people report feeling uncomfortable with the gender roles they are expected to
follow and live in ways that purposely and consciously challenge the often restrictive
categories of male and female gender roles.

John Money made the concept of gender a broader, more inclusive concept than one of
solely masculine or feminine, male or female. Gender included not only one's status as a man
or a woman, but was also a matter of personal recognition, social assignment, and legal
determination. In other words, gender was not only attributed and recognized on the basis of
one's external genitalia (private parts), but also on the basis of other physical and behavioural
criteria that go way beyond genital differences. Broadening the concept of gender, as John
Money described innovatively all those years ago, may now seem rather trivial and outdated,
but the concept of gender (and gender roles) continues to be broadened as well as critically
examined.

What many boys and men like to wear today may be something girls and women will
want to wear tomorrow. Conversely, what many girls and women like to do today may be
something boys and men will also like tomorrow.

Many people, including clinicians and academics, do not support the notion that certain
behaviours, activities, and attributes in our society are specifically male or female, or
considered appropriate for, and applicable to, men or women only. Women can play soccer
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and lead large companies, whilst men may choose to be house fathers and have knitting as a
hobby, to name but a few of the endless endeavours people may choose to undertake. The
times when transgender women were expected to wear skirts or dresses and men trousers
when attending transgender healthcare services are long gone, and such attitudes are
nowadays — rightly - deemed inappropriate and offensive. The concept of gender is as much
in flux as are all of us and our society. They are continuously evolving and developing. In this
context, society’s constructed rules are increasingly at a crossroads with regard to the
assignment of a specific gender to an individual. Gender ambiguity deals with having the
freedom to choose, manipulate and create a personal niche within any defined socially
constructed code of conduct, whilst gender fluidity is outlawing all the rules of cultural
gender assignment. It does not accept the existence of the rigidly defined binary gender of a
man and a woman and believes in freedom to choose any kind of gender with no rules, no
defined boundaries and no fulfilling of expectations associated with any particular gender.
Population studies show that a small percentage of the population identifies as non-binary (for
further reading see Richards, Bouman and Barker, 2017).

Nonetheless, most societies have only two distinct classes of gender, male and female,
that correspond with the biological sexes of male and female. When a baby is born, society
allocates the child to a gender, on the basis of their external genitalia. The assigned gender is
subsequently specified on one’s birth certificate and passport and most countries require that
a passport gender marker is either female or male. A few countries, such as Australia,
Bangladesh, Denmark, India, Nepal and New Zealand allow passports to have a non-binary
gender marker, called X (unspecified), T (transgender or third gender), E (eunuch), or O
(other), depending on the country. Having a non-binary marker on one's passport may make it
difficult to travel to a country whose passports do not give that option.

Also, some societies explicitly incorporate people who adopt the gender role opposite to
their biological sex. For example, the two-spirit people amongst different indigenous North
Americans — including the Winkte of the Lakota, the Nadleehi of the Navajo, and the Badés
of the Sioux, amongst others (Epple, 1998). Other societies include well-developed roles that
are explicitly considered more or less distinct from archetypal female and male roles in those
societies. Sometimes the gender of these people is referred to as a third gender. One such
gender role is that adopted by the Hijras of India, Bangladesh and Pakistan (Nanda, 1990).
Another example may be the Muxe found in the state of Oaxaca, in southern Mexico
(Stephen, 2002).

The Bugis people of Sulawesi, Indonesia have a social system accommodating five
gender categories (Graham, 2004). There are many more examples, which go beyond the
scope of this chapter (see for instance Bacigalupo, 2010; Herdt, 1993).

The point is that, historically, there have been and are, many different expressions of
gender in different societies all over the world. Some of these gender expressions are
embedded and well accepted within their culture and society, whilst others are less so.

Description of the Various Terms

The definitions of the following terms are based on the available literature we have read,
our clinical training and years of clinical experience. We have listed the terms in alphabetical
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order so they can easily be found when reading the different chapters of this book. Words in
italics indicate that they are terms that can be found in this list.

1.

10.

11.

12.

13.

Affirmed Gender: This term is becoming more common and is used to describe
transgender people post-transition. This term indicates that the gender identity is
now in line with the gender role and the appearance of the person.

Androphylic: A person who feels a sexual attraction to masculinity or who has a
sexual interest in physically adult males.

Assigned Gender: This term is used to describe the gender that a person is assigned
to when they are born, based on the genital appearance. In some people this gender
may be in line with their gender identity (which is the case in cisgender people), but
in others it is not.

Bi-gendered: A person who has a gender identity that encompasses both binary
genders, male and female. In some case they may feel that one gender is stronger
than the other. See non-binary definition and the specific chapter in this book for
more information.

Binary Gender: This term is used to classify sex and gender into two opposite and
distinct groups, masculine and feminine. In the majority of societies gender is only
divided into female or male (in a binary way). Gradually, we are becoming aware
that there are people whose gender identity does not fall into those two categories.
This is when the term non-binary gender is used.

Bisexuality: Also ‘bi.” A person who is attracted to two sexes or two genders, but
not necessarily simultaneously or equally. This used to be defined as a person who is
attracted to both genders or both sexes, but since there are not only two genders (see
transgender), this definition is inaccurate.

Bottom Surgery: This term is used colloguially to describe gender confirmation
genital surgery. See gender confirmation genital surgery.

Chest Reconstructive Surgery: A gender confirming surgery that involves the
creation of a contoured, male-looking chest in a transgender man. The term “top
surgery” is also used colloquially.

Cisgender or Cis: A person whose assigned gender is in line with their gender
identity. Cis women and cis men (the Latin cis means “same”) live in and identify
with the same body in which they were born.

Coming out: Recognising one's sexual orientation, or gender identity, and being
open about it with oneself and with others.

Cross-dress: A verb used to describe the action of dressing using clothing of the
opposite binary gender.

Cross-dresser: A person who cross-dresses (dresses in clothes that a society
considers to be stereotypical from the opposite binary gender). This person does not
aim to live full-time as the other gender and is happy with their gender identity and
assigned gender. The older term “transvestite” is considered derogatory by many and
should be avoided.

Differences of Sex Development (DSD): Refers to people born with a sexual
anatomy and/or chromosome pattern that does not fit the typical sexual anatomy
and/or chromosome pattern of male and female. In some cases, the appearance of the
genitalia at birth may not be clear and the assigned gender and gender role (boy or
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14.

15.

16.

17.

18.

19.
20.

21.

22.

23.

24,

girl) given may not be consistent with the gender identity of the person. The
inconsistencies in the development of the sexual organs may be associated with
atypical sex chromosomes such as Klinefelter syndrome (XXY), or Jacob’s
syndrome (XYY). The term Intersex has also been used instead of DSD, although
many people are of the opinion that DSD is a more appropriate term to use. This
book will not address DSD.

Drag King: A female performer who cross-dresses as a man with the sole aim of
entertaining others at bars, clubs, or similar events.

Drag Queen: A male performer who cross-dresses as a woman with the sole aim of
entertaining others at bars, clubs, or similar events.

Family of Choice: Persons or group of people an individual sees as significant in
their life. It may include none, all, or some members of their family of origin. In
addition, it may include individuals such as significant others, domestic partners,
friends, and co-workers.

FTM: A person who transitions from a female assigned gender to a male gender as
they identify themselves as male.

Gender: Is about three things, namely; (1) our biology (sex chromosomes, anatomy
of the reproductive system and secondary sex characteristics); (2) gender expression,
and (3) gender identity. Gender is about who someone is. There are lots of different
genders. No one can tell another person how they feel on the inside. For further
information see what has been written above.

Gender Binary: See binary gender

Gender Confirmation Treatment (GCT): Transgender people who wish to
transition permanently to their experienced gender in order to affirm their gender
may undergo treatment. This treatment is known as gender confirmatory or
confirming treatment. GCT includes hormone treatment and gender confirming
genital surgery.

Gender Confirmation Surgery: This term is used to describe the surgical
procedures required in order for a transgender person to change their body to reflect
their gender identity. This may include chest reconstructive surgery, breast
augmentation surgery, gender confirmation genital surgery and other surgeries such
as vocal cord surgery, facial surgery, and so on.

Gender Confirmation Genital Surgery: The surgical procedures required in order
for a transgender person to change their genitals to reflect their gender identity. In
the past the term sex reassignment surgery (SRS) has been used. The term gender
surgery is also used. Colloquially “bottom” surgery can be used.

Gender Dysphoria: The distress that some transgender people feel due to the
discrepancy between their assigned gender at birth and their gender identity. This
distress can include high levels of disgust with their sex characteristics, as these may
contradict their gender identity. The distress can also be due to the interpersonal
prejudice and discrimination from society. The same term (Gender Dysphoria) is also
used as a diagnosis. (For further information regarding Gender Dysphoria as a
diagnosis see chapter 4.)

Gender Expression: The way a person expresses one’s gender identity to others. A
person can express their gender through their behaviour, mannerism, clothing,
hairstyle, voice or body characteristics. Some of those expressions are culturally
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25.

26.

27.

28.

29.
30.

31.

32.

33.

34.

bound, for example, outside of Western cultures, it is not uncommon for men to wear
skirts and skirt-like garments; however, in North America and much of Europe, the
wearing of a skirt is usually associated with being a woman. Other stereotypical
gender expectations are that men should not cry and women are gentle.

Gender Fluid: A person whose gender identity varies over time. A gender fluid
person may at any time identify as male, female, neutrois, or any other non-binary
identity or some combination of identities. See non-binary.

Gender Identity: The psychological identification of oneself or the internal sense of
being (the way we feel inside, in our hearts and in our minds) in relation to gender.
How people feel about their gender is very personal. Only the individual knows this.
Traditionally, in western societies, there is a presumption that the gender identity of a
person is binary (male of female) and will match the assigned gender at birth. This is
not always the case. Although gender identity may be powerfully influenced by the
sex of the genitalia and the gender of rearing (including the role and expression of
the gender), it is not solely determined by these factors.

Gender Neutral, or Non-gender: A person who may regard themselves as not
having a gender. This is part of the non-binary spectrum. See non-binary definition
and chapter in this book for more information.

Gender Non-conforming: Any individual whose gender expression is different
from what society expects of them, due to their assigned gender at birth. See Gender
Variance too.

Gender Surgery: See gender confirmation genital surgery.

Gender Queer: This term is used for people who identify themselves as neither
entirely male nor entirely female. The term “non-binary” is also used. See non-binary
for more information.

Gender Recognition Certificate: In the United Kingdom transgender people who
have undergone a permanent change of social gender status can obtain legal
recognition in the form of a Gender Recognition Certificate (GRC), which allows
them to change their birth certificate. Obtaining a GRC does not necessarily require
hormone treatment or gender confirmation surgery.

Gender Role: This term is similar to gender expression and is used to describe the
gender social role, which is based on societal and cultural rules. There are rules in
society that dictate what a man or a woman should wear, feel, and do in society. This
is learned very early on, when we are children. For example, boys should not wear
pink, boys should not play with dolls, girls should not climb trees, etc. In spite of the
greater gender equality in some Western cultures there are still ‘rules’ in our society
about what is appropriate for a man or a woman, a boy or a girl, especially in terms
of appearance. A significant departure from those rules often causes anxiety to
others, which can be reflected onto the gender nonconforming person, causing
distress and dysphoria.

Gender Variance: This term is used to describe the fact that some people dress
and/or behave in ways that are perceived by others as being outside of the cultural
and societal gender expressions. Another term used to describe the same is gender
nonconformity.

Gynaephylic: A person who feels a sexual attraction to femininity or who has a
sexual interest in physically adult women.
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35

36.

37.

38.

39.

40.

41.

42.

43.

44,

45.

46.

. Intersex: Refers to people born with a sexual anatomy and/or chromosome pattern
that does not fit the typical sexual anatomy and/or chromosome pattern of male and
female. Many people feel that DSD is a more appropriate term. See DSD for more
information.

MTF: A person who transitions from the assigned gender of Male to Female as they
identify themselves as female.

Mx: Is an English-language honorific for use alongside Mr, Ms, etc. that does not
indicate gender. It is often the only option for non-binary people, as well as those
who do not wish to reveal their gender.

Neutrois: Refers to people who consider themselves to have a neutral gender or not
to have a gender. It is part of the non-binary gender.

Non-binary Gender: This term is used to describe people who don't see themselves
as being part of the binary gender (male or female). As part of the non-binary
spectrum people can identify themselves as gender queer, neutrois, pan-gender,
poly-gender, third gender, etc. The pronouns that non-binary people often prefer is
“they” and the title “Mx.” (For further information regarding non-binary genders see
chapter 12.)

Non-gender: A person who considers themselves not to have a gender. It is part of
the non-binary gender.

Pan-gender: A person who identifies themself as having an infinite number of
genders that goes beyond the knowledge we have currently about genders. It is part
of the non-binary gender.

Poly-gender: A person who identifies themself as having several genders, either
simultaneously or not. It is part of the non-binary gender.

Queer: This is an umbrella term to cover people who are not heterosexual or
cisgender. A term used to refer to lesbian, gay, bisexual and, often also transgender,
people. It can have a derogatory connotation.

Reproductive System: Refers to the organs and parts, which function in the process
of reproduction in the male, especially the testes, penis, seminal vesicles, prostate,
and urethra and in the female, especially the ovaries, fallopian tubes, uterus, vagina,
and vulva.

Secondary Sex Characteristics: Are any of a number of manifestations, such as
development of breasts or beard, muscularity, distribution of fat tissue and change of
pitch in voice, specific to the male and female body, starting and developing at
puberty, but not essential to reproduction.

Sex (1): When a child is born, the first question that parents ask (unless they know it
in advance) is whether the child is a boy or a girl. The midwife or the doctor will
look at whether the child has a penis or a vagina and, based on this, they will tell
them whether the baby is a boy or a girl. This is the sex of the baby, not the gender.
Sex and Gender are often used interchangeably, as if they mean the same, but sex
refers to the biological differences (penis or vagina) between male and female. Based
on this the child will be assigned as male or female. When the child is born, the sex
of the infant is based on the genitals but internal reproductive organs, physical
characteristics, (musculature or fat distribution when they are older) and the brain,
are all sex differentiated. And of course, the sex chromosomes (XX for a woman or
XY for a man) will usually be related to the genitals of the person.
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47.

48.

49.

50.
51.

52.

53.
54.

55.

56.

57.

58.

59.

Sex (2): Refers to the biological characteristics that define humans as female or male.
While these sets of biological characteristics are not mutually exclusive, as there are
individuals who possess both, they tend to differentiate humans as males and
females. In general use in many languages, the term sex is often used to mean
“sexual activity,” but for technical purposes in the context of sexuality and sexual
health discussions, the above definition is preferred.

Sex Chromosomes: Either of a pair of chromosomes, usually designated X or Y,
that combine to determine the sex and sex-linked characteristics of an individual,
with XX resulting in a female and XY in a male.

Sexual Orientation: Is an enduring pattern of romantic or sexual attraction (or a
combination of these) to persons of the opposite sex or gender, the same sex or
gender, or to both sexes or more than one gender.

Sex Reassignment Surgery: See gender confirmation genital surgery.

Top Surgery: This term may be used colloquially to describe chest reconstructive
surgery. See chest reconstructive surgery.

Third Gender: A person who is not considered by themselves or others to be male
or female. Some societies have recognized the existence of a third gender. A third
gender in those cultures represents an intermediate state between man and woman, a
state of being both, or neither. The term "third gender” has gained legal identity in
India, Bangladesh and Pakistan.

Trans: See Transgender

Trans*: This term has been used as the most inclusive umbrella term to include
anyone who is not Cis. In other words, the asterisk used at the end of trans* indicates
inclusion of all nonconforming (gender queer) groups and includes non-binary
people who self-describe or self-identify in a number of ways (e.g., as pangender,
polygender, bigender, neutrois, and so on).

Transgender: An umbrella term to describe anyone whose gender identity,
expression or behaviour is different from the assigned gender at birth based on the
sexual characteristics. The term Trans is also used as an abbreviation for transgender.
Transgenderism: Refers to a state or condition in which a person's identity does not
conform unambiguously to conventional ideas of male or female gender.
Transgender Man: A person who was assigned a female gender at birth based on
their sexual characteristics, but who identifies as male.

Transgender Woman: A person who was assigned a male gender at birth based on
their sexual characteristics but who identifies as female.

Transsexual: The term transsexual (as an adjective) has been used since 1949 to
refer to people who had a clear sense of being “[born] in the wrong body”
(Cauldwell, 1949). This term is largely confined to legislation and to medical
literature. As the terms ‘transsexual’ and ‘transsexualism’ are and have been used as
a diagnosis in the International Classification of Diseases and Health Related
Problems (ICD-10; WHO) and in the Diagnostic and Statistical Manual of Mental
Disorders (DSM-I1I: APA), they are thought to pathologize transgender people. The
terms ‘transsexual’ and ‘tramssexualism’ are often considered old-fashioned and
stigmatizing, and this terminology is increasingly being replaced with terms, such as
‘transgender’ and ‘trans,” which many people deem more acceptable. Language is
political and depends on place, time, and sometimes, age group. Older trans people
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seem more inclined to use “transsexual,” and to distinguish between this binary
identity and other non-binary or intermittent gender expressions. Also, after
physically transitioning, many transsexual people consider themselves men or
women and no longer identify as a transsexual person.

60. Transvestite: This is a medical term, which has been used to describe a person who
cross-dresses (dresses in clothes that a society considers to be stereotypical from the
opposite binary gender). This person generally does not aim to live full time as the
other gender. This is an old term, which is not used as it is considered derogatory by
many people. See cross-dresser.

61. Transition: Is the process of changing one's gender presentation permanently to
accord with one's internal sense of one's gender. It is usually the time when a person
begins to live as their experienced gender. This can take the form of social transition
(by coming out to people, asking them to use the right pronoun and name, changing
the name legally, changing the way one looks, etcetera). Transitioning may or may
not include gender confirming medical treatment.

62. Two-Spirit: This term refers to the historical First Nations People whose individual
spirits were a blend of male and female spirits. It is also used by some people to
describe people who are a blend of male and female. This is part of the non-binary
group.

We want to conclude this chapter by making a number of final remarks. In order to
encompass the largest population of gender variant individuals, we will use the broader term
‘transgender’ to refer to persons who wish to be socially recognized as a gender distinct from
their assigned sex, with or without the desire for body modification. For reasons of order and
containment, we will limit the content of this book to populations—however inconsistently
defined—that have either transitioned from one gender to another or who present with a
desire to do so.

We have aimed to be as consistent and comprehensive as possible with the use of
terminology. However, the list is by no means exhaustive. Moreover, this book has been
written by many authors with different professional backgrounds and from different countries.
Consequently, there may be some variation in the use of terminology for which we apologise
in advance. In a similar vein, it is highly likely that by the time this book is published, another
term or set of terms will have emerged, rendering those described in this chapter irrelevant or
even politically incorrect!

LEARNING POINTS

e Transgender (as an adjective) describes anyone whose gender identity, expression or
behaviour is different from the assigned gender at birth.

e The transgender or trans* community is an extraordinarily diverse group of people.

e Sex refers to the biological and physiological characteristics that define men and
women.

o Gender refers to the socially constructed roles, behaviours, activities and attributes
that a given society considers appropriate for men and women.
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e Sex is often thought of as static, whilst the concept of what gender is continues to
develop and evolve.

e Many people feel their gender does not fit in a binary model of male or female.

e An increasing number of countries allow passports to have a non-binary gender
marker, which may cause problems with international travel.

e Not all people who identify as transgender wish to change their bodies with
hormonal treatment and gender confirming surgery.

e There are many countries, which have a social system that incorporate people who
adopt a gender role different to their biological sex.
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OVERVIEW

This chapter discusses how common it is to identify as transgender. Clinical studies
have traditionally shown low prevalence rates of transgender people with more recent
studies provide higher prevalence rates of transgender people than older studies. Clinical
studies only provide data on transgender people who can and want to access transgender
health services. In contrast, population studies have found considerably higher prevalence
rates of transgender people than clinical studies. Population studies may be more reliable
in facilitating true prevalence rates of transgender people in society. More tolerant
societies provide higher prevalence rates of transgender people than less tolerant
societies.

INTRODUCTION

The word “prevalence” is a frequently used epidemiological measurement in scientific
and medical literature. It defines the proportion of a population who have a condition, or a
specific characteristic. Prevalence is calculated by comparing the number of people one wants
to study with the total number of people in the pool. This is usually expressed as a percentage
(%) or as the number of cases per 10,000 or 100,000 people. Although prevalence in medicine
and psychology has usually been used to define illness or risk factors, it has also been used to
define sexual orientation (number of people who are gay, straight or bisexual) (Aspinal et al.,
2009) and gender diversity (number of transgender people) (Arcelus et al., 2015).
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Estimating the number of transgender people in a given population can be extraordinarily
complicated. Although prevalence studies of this population may be of benefit to health
service providers and planners (in order to estimate the number of people who may require
access to transgender health services), it also maintains the pathologisation of transgender
people in society (as it can be viewed as something different to the norm which requires
investigation).

THE COMPLEXITIES OF FINDING OUT ABOUT PREVALENCE RATES

The World Professional Association of Transgender Health’s (WPATH) Standards of
Care (Coleman et al., 2012) highlights that to calculate prevalence rates of transgender people
in society presents enormous difficulties, due to the differences in cultural manifestation of
gender behaviour. It is because of this that researchers who have studied this subject have
focused on the most easily counted subgroup, namely those who present for gender-
transition-related care at specialist gender identity clinics. Consequently, many prevalence
studies published in this field have their origins in the Western world and select a very
specific population. When reading prevalence studies, we need to keep the following factors
in consideration:

e The terminology used to describe the subjects studied: One of the main difficulties in
undertaking epidemiological studies for any subject relates to changes in terminology
over the years. This is also true for studies looking at transgender people. For
example, studies based on clinical settings have used a psychiatric diagnosis to
define the population, such as Transsexualism (as per the International Classification
of Diseases and Health Related Problems version 10) (ICD-10, WHO, 1992) or
Gender Identity Disorder in adolescents or adults (as per the fourth edition of the
Diagnostic and Statistical Manual of Mental Disorders) (DSM 1V, APA, 2000). The
diagnosis and the terminology used to define transgender people have evolved over
the years. Since the original definition by Benjamin et al. (1966), different terms and
diagnoses have been used. For example, when analyzing changes in prevalence over
the years we need to look at studies using different terminology and diagnoses, as
these have changed considerably. In doing so we could question the validity of
comparing studies looking at people with a specific identity, such as a transgender
identity, with studies using a diagnosis, such as transsexualism. Therefore, when
reading epidemiological studies we need to question as to who the studied subjects
are. Do they select every transgender person, or only transgender people attending a
gender service and fulfilling a diagnosis at the time the study took place, or people
who self identify as being transgender?

e Studied period and country where the study took place: The country where the study
takes place, or the area of the country (city versus countryside) can affect the results
of any epidemiological study. This is even more important when studying prevalence
rates of people who are discriminated against by society or law, such as transgender
people. More tolerant societies are likely to yield higher prevalence rates, as people
feel more confident to identify themselves as transgender. The year when the study
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takes place will also affect the results of epidemiological studies. The degree of
tolerance towards transgender people has improved over the years in some countries.
This has allowed transgender people to “come out” more easily and access
transgender health services. A reflection of all of the above is the higher prevalence
of transgender people found in more recent studies from more tolerant societies
(Dhejne et al., 2014; Judge et al., 2014), when compared to the older ones (Pauly,
1968; Walinder, 1967). Unfortunately, less tolerant societies report low prevalence
rates of transgender people (Ahmadzad-Asl et al., 2010), which is unlikely to be an
indication of the lack of transgender people in these societies.

e Identification of the subjects studied: How people are recruited into an
epidemiological study will affect the prevalence rates found. For example, measuring
the number of transgender people in society is not the same as measuring the number
of transgender people accessing gender services or fulfilling a characteristic of being
transgender. Different recruitment methods will capture different populations.
Clinical studies will include those who are able and willing to access services, whilst
population surveys will include a much bigger pool of people. A reflection of this is
the high prevalence rates of gender variance found in population surveys (Gates,
2011; Kuyper and Wijsen, 2012; Reisner et al., 2014; Van Caenegem et al., 2015),
compared to clinical studies (see for instance, De Cuypere et al., 2007; Dhejne et al.,
2014). In addition, studies looking at people attending transgender healthcare
services will provide higher rates of transgender people than studies looking at
people who access gender confirming surgery. Furthermore, clinical studies will
depend on the existence of transgender healthcare services and how accessible these
are to those who seek any form of treatment. The large number of studies from the
Netherlands, Belgium and Sweden is a clear example of this.

A study aiming at identifying the true prevalence of transgender people in society will
need to use a method that allows the inclusion of every transgender individual in the studied
population. This is easier said than done. Many transgender people may not be in contact with
any transgender health service, as they may not be out to others or may not require any
clinical service. Some may only use online forums as a support, or may live in their
experienced gender only in the online world. Even online population surveys aiming at
including transgender people may find that people are reluctant to express their experienced
gender identity for fear of being outed and, in some countries, persecuted.

Therefore, when reading prevalence studies of transgender people in society, we need to
keep in mind which population these studies include in order to make sense of their results.
Clinical studies will only capture the top of the iceberg and they will underestimate the true
prevalence of transgender people in society. Population survey studies are likely to capture a
more realistic prevalence rate of transgender and gender non-conforming people. However,
the results of these studies cannot be used for further development of healthcare services, as
not every individual with a transgender identity will require the input of transgender
healthcare services in the future. In other words, the literature on the prevalence of
transgender highlights the importance of adhering to specific case definitions because the
results can vary by orders of magnitude. Many clinicians and researchers in the field of
transgender healthcare recommend standardized and routine collection of data on transgender
status and gender identity (Collin et al., 2016).
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SoOME NUMBERS

For the last 50 years, more than 30 studies have investigated the prevalence of
transgender people in different countries. The large majority of these studies are based on
people attending transgender healthcare services. These clinical studies have used diagnostic
criteria to define people, such as a diagnosis of Transsexualism or Gender Identity Disorder.
We do not agree with the use of a mental health diagnosis to describe a transgender person, as
such classification is pathologising and perpetuates stigma (we have made our position clear
elsewhere. See for instance, Bouman et al., 2010; Richards et al., 2015). However, in order to
review the literature, we need to use the terminology used in these studies. Some studies have
argued that defining people by using a diagnosis strengthens their results, as they are able to
capture a more homogenous group compared to studies that include people who self-identify
as transgender.

CLINICAL STUDIES

Clinical studies only include people who have approached transgender health services for
assessment and treatment, and/or are on cross-sex hormones and/or are referred for, or have
undergone, gender confirming surgery (GCS). For reasons explained above, clinical studies
have shown an enormous variation of prevalence rates ranging from 0.45 per 100,000 (Pauly,
1968) to 23.60 per 100,000 people (Tsoi, 1988).

Studies based on transgender people undertaking gender confirming surgery (GCS): The
oldest epidemiological study provides a prevalence rate of 0.45 per 100,000 people (Pauly,
1968). This data was based on individuals who approached transgender health services in
order to undergo gender confirming surgery (GCS). The author identified 2000 transgender
women and 500 transgender men who had requested GCS from various transgender surgical
providers in the US and calculated the prevalence by dividing these numbers by the total
population of the US in 1968. More recent studies, also from the US, using similar data
(which includes people referred for and people who have received GCS), describe very
different prevalence rates. For example, Horton (2008) described prevalence rates of 39.5 per
100,000 for transgender women and 24 per 100,000 for transgender men. These are similar
rates to previously reported studies (See for instance Conway, 2002, who reported a
prevalence rate of 40 per 100,000). A Singaporean study, also using figures based on people
undertaking GCS, found not very dissimilar data to the American studies, namely 23.6 per
every 100,000 people in Singapore (Tsoi et al., 1988).

European studies using data of people referred for GCS provide lesser prevalence rates:
10 per 100,000 in Spain (Esteva et al., 2012); 4.28 per 100, 000 in Belgium (De Cuypere et
al., 2007) and 16.6 per 100,000 in Sweden (Dhejne et al., 2014). The difference between the
American/Asian and European results is likely to be due to the type of health system available
in these countries (whether private or state funded).

Studies based on transgender people referred to transgender health services: The vast
majority of the clinical studies have focused on individuals referred to transgender health
services, regardless of whether people were on treatment or not. These studies have used this
information to calculate prevalence rates in the country. Most of them have been conducted in
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Europe and provide prevalence rates varying from 0.45 (Walinder et al., 1971) to 3.88
(Gomez-Gil et al., 2006) per 100,000 people. There are a few studies which have taken place
outside Europe and the US. A Japanese study found prevalence rates similar to European
studies, namely 3.97 per 100,000 for transgender women and 8.20 per 100,000 for
transgender men (Baba et al., 2011). An Iranian study reported much lower prevalence rates:
0.69 per 100,000 for transgender women and 0.74 per 100,000 for transgender men
(Ahmadzad-Asl et al., 2010). Several studies have focused on the number of transgender
people, who are on cross-sex hormone treatment. They provide prevalence rates per 100,000
people of 1.22 to 2.77 (Eklund et al., 1988); 4.42 (Bakker et al., 1993); 8.05 (Van Kesteren et
al., 1996) and 6.77 (Judge et al., 2014).

In order to make sense of all these numbers, a recent study has summarized and analyzed
the data of all the published studies that use the diagnosis of transsexualism (ICD-10, 1992;
APA, 1987). This is a very specific criterion, which was chosen as most studies (whether
those looking at people attending transgender health services, on cross-sex hormones or
referred for GCS) define the population based on a diagnosis using the classification criteria
of the International Classification of Diseases and Health Related Problems (ICD-10)
of the World Health Organization (WHQO) and the Diagnostic and Statistical Manual of
Mental Disorders (DSM) of the American Psychiatric Association. This study takes into
consideration when the study took place and which population was used. It found that the
prevalence of people fulfilling the diagnosis of transsexualism per 100,000 was 4.6, or 1 in
every 21,739 individuals. For transgender women it was 6.8 per 100,000, or 1 in every 14,705
individuals, and for transgender men, 2.6 per 100,000, or 1 in every 38,461 individuals
(Arcelus et al., 2015).

This study also looked at whether prevalence increases over the years. Taking into
consideration the biases discussed above (such as the changes in terminology over the years,
the time and location of the studies, type of treatments and healthcare setting), there is a clear
and significant increase in prevalence rates over the years. Countries using the same database
over different years have reported an increased prevalence of individuals attending
transgender health services, receiving prescribed cross-sex hormones, and/or applying for
GCS (Eklund et al., 1988; Bakker et al., 1993). Figure 2.1 shows a summary of the overall
prevalence rates (per 100,000 people) of the studies reviewed in this section.

Prevalence According to Age and Gender

Most studies looking at prevalence rates of transgender people attending transgender
health services have found that transgender women are more prevalent than transgender men
(for a review, see Arcelus et al., 2015). This is even more pronounced when one looks at the
older population, where the overwhelming majority of transgender people are female
(Bouman et al., 2016). Studies looking at transgender youth found similar number of
transgender boys and girls in the population studied (Aitken et al., 2015; Arcelus et al., 2016).
Very few studies have found the opposite. One study from Poland and one study from Japan
reported more transgender men than women in their population sample (Godlewski et al.,
1988; Baba et al., 2011). The reasons for this remain unclear.



18 Jon Arcelus and Walter Pierre Bouman

45
40 39.5
40
35
30
23.6
25 71
20
15
15
10
5 19 2419
0.40.41.‘3‘12-1.‘7
0 TR :'-:‘-:I T : : : : : : : : : : : : : :
3L e EEE8 5585555488858 %
=2 3 £¢835 s~ 35: 252 =:£2%8%55%
=% 2 =2 0 YV = =2 28 = = % ® £ 5 8 S Es 2 2835
Egiﬁﬁﬂ@ﬁﬁkm E.JEUBOU ‘g;‘fmmga
jan

Figure 2.1. Prevalence of transgender people attending transgender health services per 100,000 people.

POPULATION SURVEYS

As discussed above, not every transgender person wants to have medical or surgical
treatment or wishes to access transgender health services (Bockting et al., 2008). Therefore,
many transgender people will not be in contact with any services and, thus, clinical studies
will not capture this population. More recently, studies have tried to take this into
consideration by measuring prevalence rates of transgender identity (instead of transgender
people) in the community, using population surveys. It is hoped that by doing so such
studies will include people who are not in contact with health services. An American study,
which included 28,662 adults aged 18-64 years asked the question whether participants
considered themselves to be transgender. The study found that five people per 1,000 replied
affirmatively, suggesting a prevalence of 500 per 100,000 (Conro et al., 2012).

Another recent and interesting study from the US focused on young people only. They
asked 7,000 youths to describe their gender assigned at birth and their gender identity. Out of
the studied population, 0.33% (or 330 per 100,000 people) described incongruence between
both (Reisner et al., 2014). Finally, two European studies, one from the Netherlands (Kuyper
and Wijsen, 2014) and one from Belgium (Van Caenegem et al., 2015), investigated
prevalence rates of gender incongruity through an online survey. The fact that both countries
are considered tolerant societies may have helped in gathering more honest answers from
people. The first study included more than 8,000 people aged 15 to 70 years old. They found
that 4.6% (460 per 100,000) of people assigned male at birth, and 3.2% (320 per 100,000) of
people assigned female at birth, reported an ‘ambivalent gender identity’ (defined as equal
identification with other sex as with sex assigned at birth). Regarding an incongruence
between their assigned gender and their gender identity, the study showed that 1.1% (110 per
100,000) of people assigned male at birth and 0.8% (80 per 100,000) of people assigned
female at birth reported an ‘incongruent gender identity’ (defined as stronger identification
with other sex than with sex assigned at birth).
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The Belgian study reported that out of the 1,812 people they invited to participate, gender
ambivalence was present in 2.2% (220 per 100,000) of people assigned male at birth and
1.9% of (190 per 100,000) people assigned female at birth. The study found that 0.7% (70 per
100,000) of people assigned male at birth and 0.6% (60 per 100,000) of people assigned
female at birth reported an incongruence between their assigned gender and their gender
identity. The second part of the study, which focused on 2,472 sexual minority individuals,
found higher prevalence rates of gender ambivalence and incongruity of gender amongst this
specific population: 1.8% (180 per 100,000) and 0.9% (90 per 100,000) in people assigned
male at birth and 4.1% (410 per 100,000) and 2.1% (210 per 100,000) in people assigned
female at birth, respectively. Figure 2.2 shows a summary of the survey population studies of
people who self-defined as gender incongruent.

The increase in prevalence of people who identify as transgender in the last decade is
likely to be due to a number of interactively linked factors: the increased visibility of
transgender people on television and in cinema, (such as celebrities like Chaz Bono and
Caitlyn Jenner, the TV-series Transparent, and movies like Boys Don’t Cry, Dallas Buyers
Club, Transamerica and The Danish Girl, to name a few. Their screening makes being
transgender enter societal conscience as an increasingly mainstream phenomenon and is
likely to contribute to at least a partial de-stigmatization of being transgender); the wide
availability of information on the Internet and other communication channels about
transgender people, which also is likely to contribute to de-stigmatization; the increased
awareness of the availability of various medical treatments (Coleman et al., 2012; Wylie et
al., 2014) and the development of societal tolerance towards transgender individuals in
Europe and some other parts of the world (FRA, 2014; Keuzenkamp & Kuyper, 2013).
Moreover, as being transgender enters societal conscience, more people will reflect on their
assigned and experienced gender and some may feel an incongruence and, therefore, possibly
question their assigned cisgender status, which had previously always been taken for granted.
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Figure 2.2. Survey population studies of people who self-define as gender incongruent per 100,000
(compared to clinical studies of people with a diagnosis of transsexualism - Arcelus et al., 2015).
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The percentages of people reporting ambivalence and incongruence with their gender
identity in the aforementioned population studies represent millions of people globally and
highlight the need to take this seriously. This also clearly shows the existence of people who
explicitly identify as non-binary, that is, those people who identify and/or present in a way,
which is outside the gender dichotomy of man/woman. It remains unclear, however, how
many people will decide to seek assessment and treatment at transgender health services
(Bouman et al., 2016).

OTHER PREVALENT STUDIES

There are also studies, which have collected information regarding the number of
transgender people in a given population by accessing information from Governmental
organizations, such as virtual statistics or changes of gender marker in the passport (Dhejne et
al., 2014; Olsson & Mdller, 2003; Veale, 2008; Weitze & Osburg, 1996). Some of these
studies look at the number of people per population requesting a legal change of their gender
status, often after gender confirming surgery (Olsson & Mdller, 2003). Others look at the
number of people requesting a change of gender marker in their passport without any medical
documentary evidence, which is only possible in some countries, such as New Zealand
(Veale, 2008). The prevalence found in these studies ranges from 2.1 to 16.6 per 100,000
people (Dhejne et al., 2014; Olsson & Mdller, 2003; Veale, 2008; Weitze & Osburg, 1996).

CONCLUSION

Prevalence rates of transgender people from population studies are considerably higher
than those from clinical studies. The two types of study include different groups of people, as
not everyone who identifies as transgender will decide to seek gender-related treatment and,
therefore, present to transgender health services. Transgender people may, however, still
decide to do so at some point in the future. The high prevalence rates of people reporting
gender incongruity in population studies may explain the significantly increasing number of
people referred to transgender health services in Europe and North America (Aitken et al.,
2015; de Vries et al., 2015).

The majority of the studies, which aim to estimate the prevalence of transgender people
in society, were conducted in Western countries, particularly in Europe. A more open and
egalitarian society may facilitate undertaking this type of research. The majority of the
prevalence studies used data from transgender health services and can only provide
prevalence rates of transgender people who are able and want to attend transgender health
services. The high prevalence rates found in many population studies suggests that a
transgender identity is far more common than clinical studies have shown so far. A tolerant
and civil society, where everyone is treated equally, will not only facilitate appropriate and
necessary access to healthcare for transgender people who wish to do so, but will also allow
people in general to question their gender identity and consider how to express this. This can
only be beneficial to both individuals and to society as a whole. A ban on allowing people to
express their gender identity may manifest itself in individuals as distress and profound
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unhappiness. Many people, who have to hide their gender identity, do not achieve their full
potential. Many older people in particular, who we meet in our clinical practice, wish they
could have transitioned when they were much younger.

There are a limited number of reports regarding transgender people from developing
countries. This may simply indicate that, whilst transgender people in those countries have
access to transgender health services, no epidemiological studies have been undertaken.
Alternatively, it may also indicate a lack of transgender health services due to lack of
resources or, possibly, also due to a lack of tolerance towards gender diversity in some
cultures.

This review can only conclude that estimating how common being transgender is in our
society is currently not possible. It may take a long time for societies to become fully
accepting of individuals with gender non-conformity and, until then, it is unlikely that we will
find more precise estimates of the transgender population, both per country as well as
globally. Although prevalence data may only matter for transgender healthcare services’
development and delivery, it may also increase awareness and empowerment of transgender
people, knowing that they are part of a large group. This will allow normalizing a transgender
identity in our society and help people to develop a strong sense of belonging, which is vital
for all of us.

LEARNING POINTS

e Current clinical studies from more tolerant societies provide higher prevalence rates
of transgender people than older studies.

e More recent studies provide higher prevalence rates of transgender people than older
studies.

e Population studies have found a considerably higher prevalence rate of transgender
people than clinical studies.

e Clinical studies can only provide data on transgender people who can and want to
access transgender health services.

e Population studies may be more reliable in facilitating true prevalence rates of
transgender people in society, but do not provide information as to the number of
people wanting treatment and support from transgender health services.

e ltisimpossible to know the true number of transgender people in society.

e This is unlikely to change until society truly accepts gender diversity.
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OVERVIEW

This chapter gives a brief historical overview of transgender people as well as
(outdated) psychological theories and the development of medical treatment for
transgender people. The main content of this chapter discusses various biological,
psychological, social and cultural factors, which are thought to play a role in the
development of being transgender. In particular, with regards to biological factors family
studies, brain studies, hormonal studies and gene studies are described.

INTRODUCTION

In this chapter we shall look at various biological, psychological, social and cultural
factors, which are thought to play a role in why some people’s gender identity does not match
their assigned gender. But before discussing these, a very brief overview of the topic of
transgender people and its treatment throughout history is described.

HISTORICAL BACKGROUND

Transgender People in History

Descriptions of the adoption of varying gender roles have been reported throughout
history and across cultures. As early as the fifth century BC, Herodotus, a Greek historian,
described the disease of the Scythians (morbus feminarium), which was thought to be divine
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retribution for their pillaging of the temple, in line with his view of diseases as being from
divine causes (Thomas, 2000). The sufferers were described as follows:

“Their beard falls off; their genital organs atrophy; their amorous desires disappear; their
voice becomes feeble; their body loses its force and energy, and at last they come to a
condition where they partake of feminine costume, and assimilate to women in many of their
occupations.” (Beard, 1886)

Hippocrates, a Greek physician and by many considered one of the most outstanding
figures in the history of medicine, also lived and practised in the fifth century BC.
Hippocrates described transgender women as Anandrii, and believed the disease was due to
excessive riding on horseback. The history of transgender men has perhaps been generally
less visible, although there are many accounts of females assigned at birth living as men,
working and marrying without attention, sometimes only found to be females assigned at
birth at death and, at other times, suffering great adversity and even death upon discovery.
During the American Civil War (1861-1865) people assigned female at birth are known to
have worn what was traditionally men’s clothing and fought as soldiers. Many may have
worn men’s clothes as this was their only means of fighting and participating in the war
effort. Some of them may have been transgender men and continued to live as men
throughout their lives. There are many other people, male and female, some famous and
others less so, who are thought to have identified as transgender throughout history (for
further reading see Lobdell, 2011; Stryker, 2008).

Equally, there are many more examples across the world and amongst different cultures
of gender role change (Nanda, 2008), such as the Mujerados of the Pueblo Indians of New
Mexico, the Hijras of India, the Samoan Fa ‘afafine and Native American/First Nations “Two-
Spirit People” (an English term that emerged in 1990 out of the third annual inter-tribal
Native American/First Nations gay/lesbian American conference in Winnipeg, Canada).
These encompass wide variations in social gender role and sexuality among the many varied
groups, of which there are many descriptions (Lang, 1998). In Thailand the term “Kathoey”
was traditionally used to describe gay and effeminate cisgender men who might be
understood to be transgender in other cultures. It is how most commonly used to refer to
transgender women. There are complex reasons why there may be a greater percentage of
transgender individuals in Thailand than probably anywhere else in the world. These include
different beliefs around, and attitudes towards, biological and assigned sex and gender as well
as easy access to cross-sex hormones and gender-confirming surgery without the requirement
for any psychological evaluation. In Iran, the Qur’an is understood as forbidding
homosexuality which may be punishable by death, whilst changing one’s gender is deemed
acceptable, and this may explain why more gender-confirming surgery is said to be performed
in Iran than any other country outside of Thailand (Alipour, 2017; Ellison, 2008). The
phenomenon that is transgender is present in all cultures and cuts through all social strata in
society. Transgender people have always been present and they live in every continent of our
globe, with their social, cultural and religious backgrounds as varied as the colours of the
rainbow.
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PSYCHOLOGICAL THEORIES

Early psychoanalytical theories included neurosis in relation to Oedipal concerns,
castration complexes and faulty identification (Fenichel, 1930; Segal, 1965). Many
transgender people were subjected to electroshock treatment or other aversion therapies, when
psychoanalysis failed to change their experienced gender (Allison, 2010). Other early theories
concerned learning and development, such as the influence of parents’ wish for an opposite
sex child (Stoller, 1964) or social gender identity development (Money et al., 1957). These
theories have also been found to have little evidence to support them and much of the
research done by Professor Money was later discredited. Attempts to treat people with
psychological treatments were unsuccessful and individuals, therefore, frequently sought
medical treatments rather than psychological therapy.

MEDICAL TREATMENT OVER THE YEARS

The medical treatment of transgender individuals has been undertaken for nearly one
hundred years with considerable medical advancements over this time. Norman Haire, a
gynaecologist who was a campaigner for sexual reform and promoted birth control, reported
the case of Dora-R of Germany in 1921 who, under the care of Magnus Hirschfeld, a German
sexologist and advocate for sexual minorities, underwent surgical transition between 1921
and 1930. Hirschfeld introduced the term “transsexualismus” in 1923 and in 1930 supervised
the second case to undergo genital reassignment surgery, Lili Elbe of Denmark. The movie
The Danish Girl, which received four Academy Award nominations, came out in 2015 and
was based on the life of Lili Elbe and her wife Gerda Wegener.

David Oliver Caudwell, an American sexologist, introduced the term “transsexualism” in
1949 for those wishing to change physiological sex and he distinguished between biological
and psychological sex. However, he regarded surgery as an unacceptable response and
advocated that transsexualism be seen as a mental disorder (Murjan & Bouman, 2015).

Harry Benjamin, an American endocrinologist and sexologist, began treating patients in
1948 using Premarin, an oestrogen which had been introduced in 1941. He involved
psychiatrists, electrologists and surgeons and formed the Harry Benjamin International
Gender Dysphoria Association which published its first guidelines regarding “the Hormonal
and Surgical Sex Reassignment of Gender Dysphoric Persons” in 1979 (HBIGDA, 1985).
The organisation is now called the World Professional Association for Transgender Health
(WPATH) and introduced its seventh version of the Standards of Care (SOC) in 2012. “The
overall goal of the SOC is to provide clinical guidance for health professionals to assist
transsexual, transgender, and gender-nonconforming people with safe and effective pathways
to achieving lasting personal comfort with their gendered selves, in order to maximize their
overall health, psychological well-being, and self-fulfilment” (Coleman et al., 2012) (For
more information about Standards of Care see Chapter 16 by Fraser & Knudson).
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WHY DO SOME PEOPLE IDENTIFY AS TRANSGENDER?

The real answer is that we don’t know. In spite of many studies looking into this
phenomenon, one sole reason (or aetiology) as to why a person identifies their gender
differently from the one assigned at birth, has not been found. It is generally accepted that
there are different factors, which influence the development of someone’s identity, including
their gender identity. These factors include biological, psychological, social and cultural ones,
which interact with one another. There have been several hypotheses regarding the aetiology
of identifying as transgender, and some of these theories and research findings will be
discussed next.

BioLoGICAL THEORIES

Studies aimed at providing a biological explanation regarding the aetiology of being
transgender have focused on three main areas: studies looking at family members of
transgender people; those looking at their brain structure and studies investigating the role of
hormones.

Family Studies

A Spanish study published in 2010 suggests that siblings of a transgender person are
more likely to be transgender than siblings of a cisgender person. This likelihood is higher for
brothers than sisters and for siblings who have a transgender sister (who was assigned male at
birth) than those who have a transgender brother (who was assigned female at birth) (Gémez-
Gil et al., 2010). These findings have to be put into context, as the overall chance of someone
with a transgender sibling being transgender remains very small (approximately 1/200, or
0.5%). These findings, however small, may point towards a biological explanation for being
transgender, although, as for most family studies, the influence of the family environment
cannot be ruled out. The same Spanish group of researchers also looked at the birth order and
ratio of brothers to sisters of transgender people (Gomez-Gil et al., 2011). The study found
that the incidence of late birth order in their Spanish transgender sample was higher than in
the general population, but this only applied to transgender people who were sexually
attracted to people who were assigned the same gender at birth. In other words, this only
applied to transgender females sexually attracted to females and to transgender males sexually
attracted to males. There are other studies that reported similar findings (for instance see
Blanchard et al., 1995, 1996; Poasa et al., 2004; Tsoi et al., 1977). The Spanish study also
found that transgender females had a higher than expected proportion of male siblings, but
again, this only applied to transgender females sexually attracted to females. Although some
of these findings were not replicated in other studies (Blanchard & Sheridan, 1992; Green,
2000; Zucker et al., 1997, 1998), these studies suggest a biological explanation as to why a
person’s gender identity and assigned gender may not match.
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Brain Studies

Before describing the findings of brain studies of transgender people, we will describe
brain differences according to gender in the cisgender population. Studies looking at brains
describe how differences in brain form, structure, connectivity and function between men and
women are thought to determine differences in behaviour, psychological function, and
cognitive performance on certain tasks.

The cerebral cortex is the brain’s outer layer of neural tissue in humans and other
mammals. The brain’s outer layer plays a key role in memory, attention, perception,
awareness, thought, language, and consciousness.

The human cerebral cortex is 2 to 4 millimetres (0.079 to 0.157 in) thick and is composed
of grey matter, consisting mainly of cell bodies and small vessels. Underlying the cerebral
cortex is the white matter, which consists mainly of the white substance (myelin) that
surrounds the ending of the nerves. White matter actively affects how the brain learns and
functions.

Men have a larger brain volume than women and this is only partly due to their larger
body size (Luders & Toga, 2010). Boys and girls show differences in the development of the
grey and white matter volume of their brain over the course of puberty (Giedd et al., 2012),
and sex differences in the ratio of brain tissue compartments have been reported (Luders &
Toga, 2010). Cortical thickness is generally higher in women than in men (Luders et al.,
2006). Under the cerebral cortex lies the amygdala, which is formed of two almond-shaped
structures of densely packed brain cells deep within the brain. The amygdala has been shown
to perform a primary role in the processing of memory, decision-making, and emotional
reactions. The amygdala is larger in men and has a higher density of androgen than oestrogen
receptors (Halpern, 2012). Another major component of the brain is the hippocampus, which
is a small, but very important, region as it is thought to be the centre of emotion, memory, and
the autonomic nervous system. The autonomic nervous system is the part of the nervous
system responsible for control of the bodily functions not consciously directed, such as
breathing, heartbeat, and digestive processes. Portions of the hippocampus are larger in
women than men, with a higher density of oestrogen than androgen receptors (Halpern,
2012).

The two other structures in the brain, which are thought to play an important role in
gender identity development, are the stria terminalis and the hypothalamus (see Figure 1).
The stria terminalis is a structure in the brain consisting of a band of fibres running along the
lateral margin of the ventricular surface of the thalamus. Serving as a major output pathway
of the amygdala, the stria terminalis runs from its centromedial division to the ventral medial
nucleus of the hypothalamus. The hypothalamus is a portion of the brain that contains a
number of small nuclei with a variety of functions. One of the most important functions of the
hypothalamus is to link the nervous system to the endocrine system via the pituitary gland

(hypophysis).
Differences in Transgender People

The results of a series of post-mortem studies at the laboratory of Professor Dick Swaab
in the Netherlands largely confirmed the hypothesis that transgender people’s exposure to sex
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hormones in the womb has led to a different sexual differentiation of the brain, with the body
and genitalia developing in one direction, and the brain and gender identity in the other
direction. Post-mortem anatomical studies have shown that some structures are feminised in
transgender females. The size and the number of neurones of specific parts of the brain (the
central part of the bed nucleus of the stria terminalis (BSTc) and the third interstitial nucleus
of the anterior hypothalamus (INAH3)) of transgender females are more similar to cisgender
females than males. These differences have been found to occur in transgender women
irrespective of sexual orientation and cross-sex hormone treatment (Garcia-Falgueras &
Swaab, 2008; Kruijver et al., 2000; Zhou et al., 1995).

Hormonal Studies

In the early development of the foetus, sex hormones interact with androgen and
oestrogen receptors, and direct the sexual differentiation of the brain. Then, after birth and
later during life, circulating sex hormones influence the brain further, which is often referred
to as the activating effects of sex hormones. These hormone levels may fluctuate or change
during puberty, the menstrual cycle, menopause and hormone treatment. A prominent
hypothesis as to why a person is transgender is that exposure to sex hormones during prenatal
development (in the womb) has led to atypical sexual differentiation of the brain, with the
body and genitalia developing in the direction of one sex, and the brain and gender in the
direction of the other sex (Kreukels & Guillamon, 2016; Swaab & Garcia-Falgueras, 2009).
The time window for prenatal sexual differentiation of the genitalia precedes the time window
for the sexual differentiation of the brain.

stria terminalis

hypothalamus

hippocampus

Figure 1. Structures of the Brain.
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The organisation-activation theory, which has been developed from animal studies, aims
to explain the relationship between hormones and brain development. The first landmark
study by Phoenix et al. (1959) suggests that the exposure of prenatal androgens has an initial
impact on the development of the brain (this part of the theory is called the organisation). The
brain is then activated in puberty under the influence of sex hormones (this part of the theory
is called the activation). The study by Phoenix et al., in 1959 showed that when guinea pigs,
who were pregnant with female offspring, were injected with testosterone, their new born
female guinea pig showed more typical male sexual behaviour (i.e., mounting) and less
typical female behaviour (i.e., lordosis (back arched downward)) when mating. These effects
were permanent. Testosterone was said to be organising the tissues that mediated the sexual
behaviour. This theory has been updated by more recent research from Arnold (2009) who
recognizes the important contribution of the X and Y genes in producing and reducing sex
differences in mammals. It is important to realise that gender identity in humans is much
more complex and, whilst there is an increasing amount of research showing that the
formation of gender identity is greatly influenced by hormones, there is no single and clear
explanation (Murjan & Bouman, 2015).

Gene Studies

Although the birth assigned sex (and gender) of a baby is usually determined by the
external genitalia, which largely correspond to the sex chromosomes (XX for females, and
XY for males), we know that in the first two months in utero the foetus develops gonads. A
gonad is an organ that produces gametes; a testis or ovary. These gonads are bipotential in the
sense that they can develop into either male or female gonads, thereby influencing further
sexual development. Under the influence of Y-chromosomal Sry (sex-determining region Y)
the gonads develop into testes, which produce testosterone. This sets in motion the
differentiation of the male assigned foetus. In the absence of Y-chromosomal Sry the gonads
develop into ovaries and in the absence of testosterone the foetus differentiates as assigned
female. Failure to masculinise in chromosomal males and masculinisation of chromosomal
females leads to the development of various intersex conditions. Some people may prefer the
term “differences of sexual development” (DSD). Although distinct from being transgender,
intersex conditions also give us information about the development of gender identity, as it
has been found that they have high rates of gender dysphoria (Cohen-Kettenis, 2005). It can
be seen that both intersex conditions and identifying as transgender represent conditions of
atypical sexual and gender identity development, due to genetic and hormonal influences that
affect the developing foetus at different developmental stages, with some overlap between the
two (Andreazza et al., 2014; Savic, Garcia-Falgueras, & Swaab, 2010; Swaab & Garcia-
Falgueras, 2009).

PSYCHOSOCIAL AND CULTURAL FACTORS

There is little evidence that psychosocial factors play a significant causative role in the
aetiology of identifying as transgender, but they may interact with biological factors. Indeed,
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being transgender may be causative for psychosocial factors, such as, for example,
transgender children may experience lack of warmth or even rejection from their parents and
others (Koken, 2009). There is evidence that a poor or absent parental relationship, being an
adoptee, having older brothers, childhood abuse, and parental encouragement to express a
child’s desired gender rather than their assigned gender at birth are more common among
transgender people (Veale et al., 2010a, b), however this does not mean they are aetiological
factors for becoming transgender. There are also cultural factors which come into play, as
societies differ in terms of their acceptance of transgender people, which can impact on well-
being and levels of minority/marginalisation stress (Murjan and Bouman, 2015). While to
some extent it is irrelevant as to why people are transgender (as we don’t spend a great deal of
time considering why people are cisgender), it is clear that our developing understanding of
hormones and neurobiology has shaped our understanding of gender and transgender issues.
It was in this context, as well as in the context of significant work done by transgender
movements, that transgender people gained access to physical treatments such as cross-sex
hormones and gender- confirming surgery and that damaging psychological and psychiatric
treatments were discredited. The growing body of research showing evidence for the role of
prenatal organisation of the brain in the development of transgender identities is also
important in validating these identities (Bouman et al., 2016). Who you are is not about what
others tell you, but something you determine for yourself. No one is able to tell another
person how they feel on the inside regarding their gender.

LEARNING POINTS

e Transgender people have always existed throughout history and across cultures

e Medical treatment of transgender people has been undertaken for nearly one hundred
years, with considerable medical advancements in this time

e Being transgender is likely to be a consequence of a multifactorial developmental
process, which starts in the womb, in which key biological, as well as psychological,
social, and cultural factors, play a role

e Exposure to sex hormones in the womb is likely to lead to atypical sexual
differentiation of the brain, with the body and genitalia developing in the direction of
one sex, and the brain and gender in the direction of the other sex

e Brain studies have shown that certain brain regions and structures in transgender
people are closer to those of cisgender people with the same gender identity than to
those of people with the same birth-assigned sex

FURTHER READING
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OVERVIEW

In this chapter the changes in the classification of gender identity-related phenomena
over time in the American Psychiatric Association’s Diagnostic and Statistical Manual of
Mental Disorders (DSM) are discussed. As research about gender incongruence and
gender dysphoria increasingly evolves, the terminology, placement, and criteria of gender
dysphoria were repeatedly re-evaluated in successive versions of the classification
manuals. Changes in various aspects of the diagnosis, however, were not only based on
research. Social and political factors contributed to the way gender incongruence/gender
dysphoria is perceived as well.

INTRODUCTION

When a person’s gender identity does not match the gender assigned at birth, s/he or they
may turn to health care professionals with an explicit wish for gender confirming medical
intervention, including hormone treatment and/or surgery, or just to explore their feelings and
examine suitable options. Because gender confirming genital surgery is not easily reversible,
and the treatment has important consequences, a careful assessment procedure is necessary.
The health care professional will collect information regarding the signs or symptoms the
person is experiencing, as well as their treatment wish. This information will be used to come
to a joint decision for subsequent steps in the care for the transgender person. A classification
system assists the health care professional to determine which condition explains the signs
and symptoms the person is experiencing and facilitates communication among professionals.
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The Diagnostic and Statistical Manual of Mental Disorders (DSM) of the American
Psychiatric Association (APA), is a handbook that describes all known psychiatric and
psychological conditions. The main purpose of the DSM is to help trained clinicians diagnose
their patient’s/client’s mental disorder/psychological condition. It will assist them in case
formulation and, ultimately, in creating an adequate treatment plan (APA, 2013, pg. 19). As
the DSM is widely used, and not only in the United States of America, this chapter will focus
on this diagnostic manual. Another diagnostic manual is the International Statistical
Classification of Diseases and Related Health Problems (ICD) by the World Health
Organization (WHO).

What is considered a mental disorder or condition changes over time. For example, no
one would now consider it a mental disorder if people who are held captive as slaves desire to
flee from their oppressor, but, in 1851, Dr. Samuel A. Cartwright argued differently (Singy,
2010). He described the phenomenon of drapetomania: a mental disorder causing slaves to
flee/run away (Cartwright, 1851). Over time, our ideas about which behaviours, ideas, or
emotion regulations are so deviant from the norm that they are considered a mental disorder,
change. Also, as knowledge about certain mental disorders/conditions changes — for example
as the result of scientific evidence — the way symptoms are described may also change. In this
chapter we will describe the shifts made in the classification of gender identity-related
conditions.

Over the years, different terms have been used to indicate gender identity-related
phenomena. If one’s gender identity (the feeling of being male or female, or another gender)
is not in line with a person’s gender assigned at birth (when someone, often a doctor,
declares, usually shortly after birth: “It’s a boy!” or “It’s a girl!”), we will use the term gender
incongruent. Transgender will be used as an umbrella term for all kinds of gender
incongruence phenomena. It is a broader category than the well-known term of transsexual.

Each adult individual has a number of identities, such as a national, racial, or professional
identity (Kroger, 2007). One of these identities is one’s gender identity. Gender identity refers
to the sense of oneself as male or female (Diamond, Pardo, & Butterworth, 2011) or as
another gender (e.g., gender neutral or a-gender). Gender identity is usually expressed in a
person’s gender role. Gender role concerns behaviours, attitudes, and personality traits which,
within a given society and historical period, are typically attributed to, expected from, or pre-
ferred by persons of one gender (see also Beek, Cohen-Kettenis, & Kreukels, 2016).

In most cases, gender identity and physical sex characteristics are congruent. A baby with
male external genitalia will be assigned to the male gender, and experience himself as male.
Incongruence between the physical characteristics does occur, however, in some cases.
Intersex conditions (also known as Disorders or Differences of Sex Development) are
congenital conditions in which the development of chromosomal, gonadal, or anatomical sex
is atypical (Fausto-Sterling, 2000; Hughes et al., 2006).

The distress a person may experience as a result of an incongruence between gender
identity and assigned gender, is known as gender dysphoria. People with gender dysphoria
may have an intersex condition, but, mostly, have physical sex characteristics and sex
chromosomes (XX or XY) which all correspond with each other.

In clinical psychology and psychiatry, individuals who experienced distress because they
did not identify with their assigned gender were formerly known as transsexuals (WHO,
1992), or individuals with a gender identity disorder (GID; APA, 2000). Recently, the name
of the diagnosis changed into Gender Dysphoria (APA, 2013) and, in the upcoming version
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of the International Classifications of Diseases of the World Health Organization, the
proposed term for the diagnosis is Gender Incongruence (Drescher, Cohen-Kettenis, &
Winter, 2012).

For more than a decade, the diversity of gender identity and gender problems has
received increasing attention in literature (e.g., Diamond et al., 2011; Fausto-Sterling, 2000).
It has been argued that individuals with gender incongruence do not necessarily experience a
complete cross-gender identity, and may not always need clinical attention (e.g., Diamond &
Butterworth, 2008; Lee, 2001). The gender identification of individuals now covers a wide
spectrum of gender identity labels, such as; third gender, pan-/poly-/or omnigendered or
gender fluid, instead of male and female or even transsexual. These individuals may, or may
not, experience distress and they may, or may not, want to live as “the other gender” (see
Cohen-Kettenis & Pféfflin, 2010, for an overview). In the case of conditions other than
“classical” Transsexualism, treatment preferences may also differ from the standard hormone
treatment and gender-related genital surgeries. Those who do not suffer from their gender
incongruence are often called gender variant (see also Beek, Cohen-Kettenis, & Kreukels,
2016).

Until about 20 years ago, transgender phenomena were usually considered as
psychopathological. Krafft-Ebing (1886) and Hirschfeld (1923) were among the first to
describe individuals who wanted to live, or were living, as members of the other sex.
Hirschfeld was also the first to refer people with gender dysphoria for surgery (hormone
treatment only became available in the 1950s). Many medical and mental health practitioners
criticized the use of hormones and surgery as a solution to gender identity problems (e.g.,
McHugh, 1992), as they considered gender dysphoria a severe neurotic, or a psychotic,
delusional condition in need of psychotherapy and ‘reality testing’. The huge media attention
over the transition of some persons, such as Christine Jorgenson (a transgender woman,
whose gender assigned at birth was male, and who sought treatment in Europe and published
her story), resulted in more psychiatric awareness of the concepts of gender dysphoria and the
desire of people with gender dysphoria to transition. Interest in studying the phenomenon also
increased in professional circles. It was acknowledged that sexual orientation (sexual
attraction to persons of the male and/or female gender) and transvestism (cross-dressing often
associated with sexual arousal) had to be distinguished from transsexualism (as it was then
called), and in 1978 and 1980 transsexualism was included in the ICD-9 and DSM-III
respectively. More recently the conceptualization of gender dysphoria (or gender
incongruence, as it will probably be called in the ICD-11) as a psychiatric condition, has been
challenged (Drescher, 2015; Drescher, Cohen-Kettenis, & Zucker, 2012) (see Table 1.).

OVERVIEW OF GENDER IDENTITY DIAGNOSES IN DSM AND
RATIONALE FOR CHANGES

Below we will describe the main changes and rationales for the successive DSM editions.
For each new edition, we will first describe the general changes in the DSM. This is followed
by a description of the changes that were specific to the gender identity diagnoses. Figure 1
and Table 1 provide an overview of the diagnostic terms, codes, sections and main changes of
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gender identity diagnosis across the different DSM versions (see also Beek, Cohen-Kettenis,
& Kreukels, 2016).

Table 1. Overview of the Diagnostic Terms, Codes, Sections and Main Changes of
Gender Identity Diagnosis across Different DSM Versions

DSM Version Main Changes

DSM-I11 (1980) First descriptive, symptom-based diagnosis for Transsexualism
Inclusion of a Childhood Diagnosis

DSM-II1-R (1987) Inclusion of GIDAANT

New placement in section: Disorder Usually First Evident in Infancy,
Childhood, or Adolescence

DSM-1V (1994)/ Placement in the new section "Sexual and Gender Identity Disorders”
DSM IV-TR (2000) | Adoption of the single diagnosis of GID that applied to children,
adolescents, and adults

Criteria became more similar for boys and girls

DSM-5 (2013) Name change and different placement into new Section,

“Gender Dysphoria”

Narrower criteria for children

Broader criteria for adults

Focus on distress/dysphoria as the clinical problem and not on identity
per se

Core Criteria

DSM-I11 - Introduction of Diagnostic Criteria for Transsexualism

The publication of DSM-III (APA, 1980) changed the way mental health professionals,
as well as the public, viewed mental disorders. Unlike its predecessors, that reflected a
clinically based model and provided no clear descriptions or diagnostic criteria, DSM-III
viewed psychological or psychiatric disorders from a research-based medical model, in which
diagnoses were clearly defined and consisted of specified symptoms.

While working towards publishing DSM-III, for the first time during DSM revision, field
trials were conducted. These studies assessed the reliability of the draft criteria of high-
prevalence disorders and the structure of DSM-I11 (APA, 1980, p. 467-472; Zucker & Spitzer,
2005). No systematic literature reviews or focused analyses were undertaken during the
revision (Kupfer et al., 2002). Decisions on inclusion/exclusion of certain diagnoses and the
exact criteria were made by individuals who were considered to be experts in the field
(Zucker & Spitzer, 2005).

With regard to gender identity diagnoses, a diagnosis of ‘Transsexualism’ appeared for
the first time in DSM-III under the diagnostic class of “Psychosexual Disorders” (APA,
1980). Three ‘Gender Identity Disorders’ were included in DSM-III: Transsexualism, Gender
Identity Disorder of Childhood (GIDC), and Atypical Gender Identity Disorder. The essential
feature of these diagnoses was “an incongruence between anatomic sex and gender identity”
(APA, 1980, p. 261). For Transsexualism, this essential feature was reflected in the presence
of two main criteria: A) “a persistent sense of discomfort and inappropriateness about one’s
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anatomic sex”, and, B) “a persistent wish to be rid of one’s genitals and to live as a member
of the other sex” (APA, 1980 p. 261-262). Other criteria were that this “disturbance” had to
be continuously present for at least two years, that it was not due to another mental disorder
(e.g., schizophrenia), and that it was not associated with a physical intersex condition (APA,
1980, p. 261-262).

One essential feature (criterion A) for the Gender Identity Disorder of Childhood was a
strongly and persistently stated desire to be a boy/girl, or insistence that she/he is a boy/girl
(depending on assigned gender of the child) (APA, 1980, p. 265-266). Another important
feature (criterion B) for natal girls was a persistent rejection of female anatomic structures.
Natal boys could either have a persistent rejection of male anatomic structures or a
“preoccupation with female stereotypical activities” (APA, 1980, p. 266).

Another difference between girls and boys in the DSM-III criteria was that the B-
criterion for girls relied on the girl’s denial that she had a female body (e.g., assertions that
she “will not develop breasts” or “has no vagina,” APA, 1980), whereas, for boys, the B-
criterion was focused more on dissatisfaction with having a male body (e.g., assertions that
“his penis or testes are disgusting or will disappear,” APA, 1980, Bryant, 2007).

Bryant (2007) explains, based on archival research at the APA, that in earlier drafts of
DSM-III’s GIDC criteria, it was attempted to use parallel language for boys and girls, but that
this was not always possible and, in later drafts, the criteria started to differ slightly for boys
and girls. This seemed to be the result of many letters, mainly from feminist mental health
professionals, that were written to the Gender Identity Disorder Committee, questioning the
inclusion of girls in the diagnostic criteria of the GIDC (Bryant, 2007).

DSM-1I1I’s third Gender Identity diagnosis was the ‘Atypical Gender Identity Disorder’,
which was a residual category for coding gender identity related conditions that did not fall
under ‘Transsexualism’ or ‘Gender Identity Disorder of Childhood’.

With the publication of DSM-III, for the first time in history, there was a clearly
described set of criteria/symptoms that could be used to make gender identity-related
diagnoses. This provided a framework that later revisions of the DSM relied upon.

From DSM-I111 to DSM-I111-R

In general, the major goal of DSM III-R was to “improve consistency, clarity, and
conceptual accuracy of the DSM-I11 criteria, but to avoid changes lacking substantial research
evidence” (Kupfer et al., 2002, p. xvi). The Working Group to revise DSM-III could rely on
much more research than the Task Force of its predecessor, DSM-I11 (APA, 1987, p. xxvii).

DSM [lI-R provided three diagnoses for postpubertal individuals with severe
‘gender identity disorders’: ‘Transsexualism’, ‘Gender Identity Disorder of Adolescence and
Adulthood, Nontranssexual Type’ (GIDAANT), and ‘Gender Identity Disorder Not
Otherwise Specified” (GIDNOS) (APA, 1987). For children, as in DSM-III, a diagnosis for
Gender Identity Disorder of Childhood was included in DSM-III-R. The GIDNOS diagnosis
could be used in the same way, for children as well as for adults, as the DSM-I1I diagnosis of
‘Atypical Gender Identity Disorder’: as a residual category for those who did not fit in the
other gender identity categories. For the most part, the gender identity diagnoses in DSM-I1I-
R remained similar to those in DSM-III. Only a few changes occurred. Firstly, the DSM-III
category Psychosexual Disorders was eliminated, with many of the former diagnoses placed
in DSM-I11-R under a new category termed Sexual Disorders. In DSM I1I-R, gender identity
disorder was placed in the subclass: Disorders usually first evident in infancy, childhood or
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adolescence. The change in placement was driven by the prevailing, but incorrect, assumption
that “gender identity disorders almost always begin in childhood” (APA, 1987, p. 424).

Secondly, a diagnosis of Gender Identity Disorder of Adolescence or Adulthood,
Nontranssexual Type (GIDAANT) was included in DSM-III-R. The difference between
Transsexualism and GIDAANT was defined by whether or not there was a two-year
preoccupation with getting rid of one’s primary and secondary sex characteristics and
acquiring those of the other sex (APA, 1987; Levine, 1989). In other words, when a person
desired to undergo medical intervention to make their physical appearance (or characteristics)
more congruent with their experienced gender, Transsexualism was the fitting diagnosis,
while Gender Identity Disorder of Adolescence or Adulthood, Nontranssexual Type was
applicable to people who did not wish to receive these interventions, or had only recently
developed this desire (Bradley et al., 1991; Levine, 1989).

Another change from DSM-IIlI to DSM-III-R was that in DSM-III-R schizophrenia
or chromosomal or intersex conditions were no longer included as exclusion criteria
(APA, 1987; Levine, 1989). DSM-III-R acknowledges that individuals can suffer from
schizophrenia, or have an intersex condition, and be transsexual (Levine, 1989).

With regard to the GIDC diagnosis, differences between the criteria for boys and girls
became more prominent: for girls, a “persistent and intense distress about being a girl” and a
“stated desire to be a boy” were required; whereas for boys, a “persistent and intense distress”
and “intense desire” to be a girl were required (APA, 1987). So, while girls had to verbalize
the desire to be a boy, boys did not have to state the opposite. This led some authors to
conclude that the criteria for boys had a lower threshold/were less strict than for girls (Bryant,
2007; Langer & Martin, 2004). Zucker (2010) notes that the opposite could also be argued:
that the criteria for girls were less strict, because they lacked an intensity criterion.

From DSM-I111-R to DSM-1V

In anticipation of the appearance of DSM-IV, several work groups were appointed by the
APA to refine and develop diagnostic criteria. The main instructions were to be generally
conservative and ensure that changes were derived only from a “careful analysis of relevant,
well-conducted published studies or from a fresh examination of appropriate data bases”
and that unsupported expert opinion should not be a sufficient basis for changes (Shaffer et
al., 1989, p. 830). With these principles in mind, the Subcommittee on Gender Identity
Disorders started work and reviewed the recent literature in the area of gender identity
disorders. The Subcommittee suggested a number of changes. In DSM Il1I-R the gender
identity diagnoses were placed in the category Disorders usually first evident in infancy,
childhood or adolescence. Although this was considered to improve the sensitivity to these
problems of clinicians working with children, clinicians working with adults felt this
placement was inappropriate for Transsexualism, because behavioural precursors of adult
‘Transsexualism’ are not always present in childhood (Bradley et al., 1991; Bradley et al.,
1997; Shaffer et al., 1989). The Subcommittee concluded that a distinct diagnostic category,
Gender Identity Disorders, should be created in DSM-1V (Bradley et al., 1991).

DSM-1II-R’s diagnosis of Gender Identity Disorder of Adolescence or Adulthood,
Nontranssexual Type (GIDAANT) was eliminated from DSM-IV (APA, 1994). The two
main reasons for the elimination of GIDAANT were the lack of clarity of the boundaries
between GIDAANT and Transsexualism, and a desire to uncouple the clinical diagnosis of
gender dysphoria from criteria for approving individuals for sex reassignment surgery (SRS)
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(Bradley et al., 1991; Bradley et al., 1997). “The diagnoses of GIDC and Transsexualism
were collapsed into one overarching diagnosis, Gender Identity Disorder (GID), with
different criteria sets for children versus adolescents and adults” (Zucker & Spitzer, 2005, p.
32).

The Subcommittee argued that the diagnostic criteria should be more comparable for
boys and girls than they were in DSM-III-R (Bradley et al., 1991; Zucker et al., 1998).
Therefore, the diagnostic criterion regarding the verbalized wish to be of the other gender
became the same for boys and girls: “repeatedly stated desire to be, or insistence that he or
she is, the other sex” (APA, 1987). Furthermore, the criterion of a verbalized or stated
desire/insistence of a child to be of the other gender was no longer required for a diagnosis in
DSM-1V, as clinical experience suggested that children often do not verbalize this wish,
despite significant cross-gender identification (Bradley et al., 1991). Also, after reanalysing
available datasets, it was concluded that the wish to be of the opposite sex should not be a
distinct criterion, but rather just one of several behavioural markers of cross-gender
identification (Zucker et al., 1998). While in DSM-III and DSM-III-R the main focus of the
GIDC was on a cross-gender identity, in DSM-IV the main focus shifted towards cross-
gender behaviour.

A newly added criterion to the GIDC diagnosis in DSM-IV was the D-criterion that
stated: “The disturbance causes clinically significant distress or impairment in social,
occupational, or other important areas of functioning” (APA, 1994). This D criterion was
added to about half of all DSM-IV diagnoses in response to critics who were concerned that
previous DSM diagnoses were overly inclusive (Spitzer & Wakefield, 1999). The idea was to
reduce the false positives by adding a specific criterion that implied distress or impairment
(Spitzer & Wakefield, 1999). Regardless of this new D-criterion, some critics were concerned
that, compared to the previous criteria, DSM-IV’s GIDC diagnosis still had a lower threshold
for children, and that more children would, therefore, fulfil the diagnostic criteria than before
(Haldeman, 2000; McGann, 2007). DSM-IV-TR (APA, 2000) was a text revision of DSM-IV
and included no changes to the DSM-IV GID diagnoses.

From DSM-1V-R to DSM-5

The appearance of DSM-5 was preceded by six years of literature reviews, secondary
analyses, research reports, draft versions published on DSM-5’s website for review, and field
trials (APA, 2013, p. 56). Reviewing the research findings was critical for the DSM-5
taskforce, since the science underlying the publication of DSM-III was almost 50 years old
and was outdated (APA, 2013, p. 61). One problem