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Abstract The American Psychiatric Association (APA) is
in the process of revising itsDiagnostic and Statistical Man-

ual (DSM), with the DSM-V having an anticipated publica-
tion date of 2012. As part of that ongoing process, in May
2008, APA announced its appointment of the Work Group on
Sexual and Gender Identity Disorders (WGSGID). The ann-
ouncement generated a ßurry of concerned and anxious res-
ponses in the lesbian, gay, bisexual, and transgender (LGBT)
community, mostly focused on the status of the diagnostic
categories of Gender Identity Disorder (GID) (for both chil-
dren and adolescents and adults). Activists argued, as in the
case of homosexuality in the 1970s, that it is wrong to label
expressions of gender variance as symptoms of a mental dis-
order and that perpetuating DSM-IV-TRÕs GID diagnoses in
the DSM-Vwould further stigmatize and cause harm to trans-
gender individuals. Other advocates in the trans community
expressed concern that deleting GID would lead to denying
medical and surgical care for transgender adults. This review
explores how criticisms of the existing GID diagnoses par-
allel andcontrastwithearlierhistoricalevents that ledAPAto
remove homosexuality from the DSM in 1973. It begins with
a brief introduction to binary formulations that lead not only
to linkages of sexual orientation and gender identity, but also
to scientiÞc and clinical etiological theories that implicitly
moralize about matters of sexuality and gender. Next is a
review of the history of how homosexuality came to be re-
moved from the DSM-II in 1973 and how, not long thereafter,
the GID diagnoses found their way into DSM-III in 1980.

Similarities and differences in the relationships of homo-
sexuality and gender identity to psychiatric and medical th-
inking are elucidated. Following a discussion of these issues,
the author recommends changes in the DSM-V and some in-
ternal and public actions that the American Psychiatric Asso-
ciation should take.
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It was six men of Hindustan
To learning much inclined,
Who went to see the Elephant
(Though all of them were blind)
That each by observation
Might satisfy the mind.

The Þrst approached the Elephant
And happening to fall
Against his broad and sturdy side
At once began to bawl:
ÔÔBless me, it seems the Elephant
Is very like a wallÕÕ.

The second, feeling of his tusk,
Cried, ÔÔHo! What have we here
So very round and smooth and sharp?
To me Ôtis mighty clear
This wonder of an Elephant
Is very like a spearÕÕ.

The third approached the animal,
And happening to take
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The squirming trunk within his hands,
Then boldly up and spake:
ÔÔI see,ÕÕ quoth he, ÔÔthe Elephant
Is very like a snake.ÕÕ

The Fourth reached out an eager hand,
And felt about the knee.
ÔÔWhat most this wondrous beast is like
Is mighty plain,ÕÕ quoth he;
ÔÔÔTis clear enough the Elephant
Is very like a tree!ÕÕ

The Fifth, who chanced to touch the ear,
Said: ÔÔEÕen the blindest man
Can tell what this resembles most;
Deny the fact who can,
This marvel of an Elephant
Is very like a fan!ÕÕ

The Sixth no sooner had begun
About the beast to grope,
Than, seizing on the swinging tail
That fell within his scope,
ÔÔI see,ÕÕ quoth he, ÔÔthe Elephant
Is very like a rope!ÕÕ

And so these men of Hindustan
Disputed loud and long,
Each in his own opinion
Exceeding stiff and strong,
Though each was partly in the right
And all were in the wrong.

John Godfrey Saxe,The Blindmen and the Elephant

(1873)

Introduction

ÔÔWe are in a new era in which diagnosis has such social
and political implications that one is constantly on the
front lines Þghting on issues our forebears were spared.ÕÕ

Robert Stoller, M.D.1

The American Psychiatric Association (APA) is in the pro-
cess of revising itsDiagnostic and Statistical Manual (DSM),
with the DSM-V having an anticipated publication date of 2012
(Kupfer, First, & Regier,2002; Phillips, First, & Pincus,2003).
As part of that ongoing process, in May 2008, APA announced
the appointment of the members of the Work Group on Sexual

and Gender Identity Disorders (WGSGID),2 one of 13 Work
Groups participating in the DSM-V revision process.

Prior to the WGSGID appointments, media interest in the
DSM process had primarily focused on possible conßicts of
interests of psychiatrists with Þnancial ties to the pharma-
ceutical industry (Garber,2007). However, the announce-
ment of the WGSGID appointments and the groupÕs charge
generated a ßurry of concerned and anxious responses in the
lesbian, gay, bisexual, and transgender (LGBT) community
and blogosphere, mostly focused on the status of the diagnos-
tic categories of Gender Identity Disorder (GID) of Adoles-
cence and Adulthood and GID of Childhood (GIDC).3 These
controversies were subsequently taken up in the LGBT press
(Chibbaro,2008; Osborne,2008) and, shortly afterwards, the
mainstream media (Carey,2008) and professional newslet-
ters (Melby,2009) began reporting about them as well. The
issues LGBT activists raised related to GID and the DSM are
summarized below:

1. As in the case of homosexuality in the 1970s, it is wrong
for psychiatrists and other mental health professionals to
label expressions of gender variance4 as symptoms of a
mental disorder and perpetuating DSM-IV-TRÕs GID
diagnoses in the DSM-V would further stigmatize and
cause harm to transgender individuals, already a highly
vulnerable and stigmatized population.

2. Some members and advocates of the trans community
expressed concern that deleting GID from the DSM-V
would lead third party payers to deny access to care for
those transgender adults already struggling with inade-
quate private and pubic sources of healthcare funding for
medical and surgical care.

3. Retention of the GID diagnoses would eventually lead to
putting the diagnosis of ÔÔhomosexuality,ÕÕ removed from
the DSM-II in 1973, back into the psychiatric manual.

4. Clinicaleffortswithgendervariant childrenaimedatgetting
them to reject their felt gender identity and to accept their
natal sex were unscientiÞc, unethical, and misguided. Act-
ivists labeled such efforts a form of ÔÔreparative therapy.ÕÕ

1 Cited in Bayer (1981, p. 10).

2 The13WGSGIDmembersareKennethJ.Zucker,Ph.D. (Chair), Irving
M. Binik, Ph.D., Ray Blanchard, Ph.D., Lori Brotto, Ph.D., Peggy T.
Cohen-Kettenis, Ph.D., Jack Drescher, M.D., Cynthia Graham, Ph.D.,
Martin P. Kafka, M.D., Richard B. Krueger, M.D., Niklas Laûngstro¬m,
M.D., Ph.D., Heino F. L. Meyer-Bahlburg, Dr. rer. nat., Friedemann
Pfa¬fßin, M.D., and Robert Taylor Segraves, M.D., Ph.D.
3 In DSM-IV-TR, there is only one diagnosisÑGIDÑwith separate
criteria sets for children vs. adolescents/adults.
4 Following Meyer-Bahlburg (2009), ÔÔThe nomenclature in the area of
gender variations continues to be in ßux, in regard to both the descriptive
terms used by professionals, and, even more so, the identity terms adopt-
ed by persons with GIV [Gender-Identity-Variants].ÕÕ Where possible,
this author will use the term ÔÔgender varianceÕÕ to refer to individuals
with gender atypical behavior or self presentations.
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5. Internet bloggers and petitioners widely circulated ad homi-
nem accusations and attacks against individual members of
the WGSGID who were characterized as prejudiced against
transgender individuals (i.e., transphobic).5 Some profes-
sionals petitioned the APA to ÔÔbalanceÕÕ the work group
appointments with more ÔÔtrans positiveÕÕ members.6 Fears
were raised that these individuals would use their position to
inßuence the Work Group in ways that would further exac-
erbate stigma and prejudice against the trans community.

There is no factual basis to the rumors that APA, which
issued a 2005 position statement supporting civil marriage
equality for gay people,7 might restore homosexuality to the
DSM nor have these assertions been made by anyone afÞli-
ated with APA or the DSM process (Osborne,2008). What
constitutes a reparative therapy is addressed brießy later in
this review. Meyer-Bahlburg (2009), in a related DSM re-
view, takes up the issue of how medical treatment of gender
variance might be conceptualized with or without the GID
diagnosis in greater detail. Also in related reports, Cohen-
Kettenis and Pfa¬fßin (2009) and Zucker (2009) review the
diagnostic criteria of the existing GID diagnoses. Although
this author questions the utility of ad hominem and ad fem-
inam attacks by activists opposed to researchers with whom
they disagree, that is a discussion for another paper.8

The bulk of this report exploreshowcriticisms of the exist-
ing GID diagnoses compare with earlier historical events that
led APA to remove homosexuality from the DSM in 1973.
The deÞnitive chronicle of events leading up to that decision
is BayerÕs (1981) Homosexuality and American Psychiatry:

The Politics of Diagnosis in which he lays out some ÔÔdeep
and fundamental questionsÕÕ regarding the relationship be-
tween psychiatry and homosexuality that were heatedly de-
bated four decades ago. As the added comments in brackets
below indicate, today society is debating similar questions
about gender as well:

What is normal sexuality [or normal gender]? What is
the role of sexuality [or the role of gender] in human
existence? Do the brute requirements of speciesÕ sur-
vival compel an answer to the question of whether ho-
mosexuality [or whether gender variance] isa disorder?
How should social values inßuence psychiatry and help
to deÞne the concept of mental illness? What is the app-
ropriate scope of a nosology of psychiatric disorders?
How should conßicts over such issues be resolved?
How should the opposing principles of democracy and
authority be brought to bear in such matters? (Bayer,
1981, p. 4)

As in the case of homosexuality, arguments for removal of
the ÔÔtrans diagnosesÕÕ include societal intolerance of differ-
ence, the human cost of diagnostic stigmatization, using the
language of psychopathology to describe whatsome consider
to be normal behaviors and feelings and, Þnally, inappropri-
ately focusing psychiatric attention on individual diversity
rather than opposing the social forces that oppress sexual and
gender nonconformity.9

In consideration of the question of removal versus reten-
tion, this review begins with a brief introduction to binary
formulations that lead not only to linkages of sexual orien-
tation and gender identity, but also to scientiÞc and clinical
etiological theories that implicitly moralize about matters of
sexuality and gender. Next is a review of the history of how
homosexuality came to be removed from the DSM-II in 1973
and how, not long thereafter, the GID diagnoses found their
way into DSM-III in 1980. Although the DSM-IV-TR diag-
nosis of Transvestic Fetishism also falls under the transgen-
der umbrellaÑand the history of that diagnosis is worthy of
similar reviewÑthis paper conÞnes its discussion to the his-
tory and issues surrounding the GID diagnoses and their intro-
duction to the psychiatric nomenclature in the DSM-III.10

This paper goes on to elucidate some similarities and
differences in the relationships of homosexuality and gen-
der identity to psychiatric and medical thinking. Although
this paper primarily focuses on adolescent and adult GID, it
brießy addresses the question of whether efforts to convert a
childÕs gender identity (as opposed to an individualÕs sexual
orientation) are a form of reparative therapy. This is followed
by a discussion leading to this authorÕs recommendations for
changes in the DSM-V in particular as well as some internal
organizational and public policy actions that should be taken
by the American Psychiatric Association.

5 For example, seehttp://www.thepetitionsite.com/2/objection-to-dsm-v-
committee-members-on-gender-identity-disorders; retrieved February
9, 2009.
6 For example, seehttp://professionals.gidreform.org/samples.html;
retrieved July 10, 2009.
7 Retrieved November 9, 2008 fromhttp://www.psych.org/Departments/
EDU/Library/APAOfÞcialDocumentsandRelated/PositionStatements/
200502.aspx.
8 Severalyearsago,membersof theLGBTcommunityprotested thecon-
tent of Northwestern UniversityÕs J. Michael BaileyÕs (2003) book,The
Man Who Would be Queen. While there were activists who primarily
criticized the authorÕs arguments regarding transgenderism, some activ-
ists attacked BaileyÕs character, reputation, and family members. Dreger
(2008) has summarized an account of those events. Critics of DregerÕs
account of those events include Bettcher (2008), Gagnon (2008), Lane
(2008), Mathy (2008), McCloskey (2008), and Nichols (2008) among
others. Also seeArchives of Sexual Behavior, Volume 37(3), 2008 for a
broad range of discussions of the Dreger article.

9 See Karasic and Drescher (2005).
10 In a classic text on the subject, BenjaminÕs (1966) The Transsexual
Phenomenon takes pains to distinguish transvestitism from transsexu-
alism. The current DSM-IV-TR diagnosis of ÔÔtransvestic fetishism,ÕÕ in
one form or another, has been found in all editions of the DSM. It is be-
yond thescopeof thispaper togo into thathistory,although,asBenjamin
(1966) noted, touching upon transvestitism can be helpful in clarifying
oneÕs understanding of transsexualism.
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Although the author is a member of the DSM-V Work
GrouponSexualandGender IdentityDisorders, thispaper and
its recommendationsdonot necessarily represent the positions
of either the Work Group or of the APA. It is just the authorÕs
ownperspective.Theaimof this reviewis to furtherdiscussion
of substantive issues in the debates surrounding possible re-
moval, modiÞcation or retention of the DSM GID diagnoses.

In preparing this review, this author was unable to Þnd any
one perspective that adequately tied together the disparate
threads ofunderstandinggender. The issues involved are com-
plexanddonot lend themselves toeasysolutions.The authorÕs
own efforts to fashion such a synthesis left him pondering
anew the proverbial blind men inadequately describing an ele-
phantby touching justone of itsbodyparts. In fact,manyof the
authors cited in this review have put forward some element of
truth,albeitapartialone.As in thecaseof theblindmenand the
elephant, the metaphors evokedby the parts offer only a partial
understanding of the whole of gender variance, gender diag-
noses and the social construction of gender. In acknowledg-
ment of genderÕs multiplicity, this author makes no claim of
having a more acute vision than others who have theorized or
written about the matter. Hopefully, readers will accept this
limitation and be patient as this review takes them through the
subjectÕs complexity.

Gender Binaries, Sexual Orientation, and Gender

Variance

It is not altogether surprising that questions about the proper
place of gender variance in a psychiatric manual would re-
semble those regarding theplacement of sexualorientation as
well. ÔÔBoth historically and cross-culturally, transgender
people have been the most visible minority among people
involved in same-sex sexual practices. As such, transgen-
dered [sic]11people have been emblematic of homosexuality
in the minds of most peopleÕÕ (Devor,2002, p. 5). In addition,
ÔÔatypical gender behaviorÕÕ is not an infrequent Þnding in the
histories of gay men and women (Bell, Weinberg, & Ham-
mersmith,1981; Mathy & Drescher,2009).

Many cultures routinely conßate homosexuality with trans-
gender identities because they rely upon several beliefs that
use conventional heterosexuality and cisgender12identities as a

frame of reference. Once regarded as synonymous, it is only
relatively recently thatsexual orientation (deÞned as an indi-
vidualÕs erotic response tendency or sexual attractions) and
gender identity (deÞned as oneÕs sense of oneself asbeing either
male or female) have been regarded as separate categories.

History offers many examples of this conßation. For exam-
ple, in the mid-19th century, Ulrichs (1994) hypothesized that
some men were born with a womanÕs spirit trapped in their
bodies. He believed these men constituted athird sex and
named themurnings.13 While historians of homosexuality
unremarkably and routinely seemto regardUlrichsÕurnings as
homosexual men (Bullough,1979; Chauncey,1994; Green-
berg,1988), a female spirit in a male body bears a narrative
kinship with 20th century theories of transsexualism. Like
many theories about homosexuality and transgenderism, Ul-
richs drew upon longstandinggender beliefs, employing im-
plicit cultural ideas about the ÔÔessentialÕÕ qualities of men and
women (Drescher,1998a, 2007; Drescher & Byne,2009).

People express gender beliefs, their own and those of the
culture in which they live, in everyday language as they either
indirectlyorexplicitlyacceptandassigngenderedmeaningsto
what they and others do, think, and feel. Gender beliefs touch
uponalmosteveryaspectofdaily life, includingsuchmundane
concerns as the kind of shoes men should wear or ÔÔdeeperÕÕ
questions of masculinity such as whether men should openly
cry. Gender beliefs are embedded in questions about the kind
of career a woman should pursue and, at another level of dis-
course, what it would mean if a professional woman were to
forego rearing children or pursue her career more aggressively
than a man. ÔÔReal menÕÕ and ÔÔreal girlsÕÕ are powerful cultural
myths with which everyone must contend.

Gender beliefs draw upongender binaries that usually
refer to a most ancient one, that of male/female, but can also
include the 19th century binary of homosexuality/heterosex-
uality and, perhaps in the future, the emerging 21st century
binary of transgender/cisgender. Furthermore, these binaries
are not conÞned to popular usage. Many scientiÞc studies of
homosexuality contain implicit (and often explicit) binary
gender beliefs as well. For example, the intersex hypothe-
sis of homosexuality (Byne,1995; Drescher & Byne,2009)
maintains that the brains of homosexual individuals exhibit
characteristics that would be considered more typical of the
other sex. The essentialist gender belief implicit in intersex
hypotheses is that an attraction to women is a masculine trait,
which in the case of Freud (1920) led to his theorizing about
lesbians as having a masculine psychology, while biological
researchers have presumed that gay men have brains that

11 The use of ÔÔtransgenderedÕÕ as an adjective has begun to fall out of fa-
vor and has been replaced by ÔÔtransgender,ÕÕ as in ÔÔtransgender people.ÕÕ
12 Historically, the term ÔÔhomosexualÕÕ preceded and necessitated the
creation of the term ÔÔheterosexualÕÕ; the latter term emerged as a more
speciÞc signiÞer of what people used to think of as ÔÔnormal.ÕÕ Similarly,
members of the transgender community have coined the term ÔÔcisgen-
derÕÕ to describe those whose psychological gender is concordant with
their anatomical sex and who usually think of their gender identity as just
ÔÔnormal.ÕÕ ÔÔThe word has its origin in the Latin-derived preÞxcis,
meaning Ôon the same sideÕ as in thecis–trans distinction in chemistry.
In thiscase,ÔcisÕrefers to the unityofagender identitywitha gender roleÕÕ

Footnote 12 continued
(http://en.wikipedia.org/wiki/Cisgender). Some trans writers (Serano,
2007) prefer cissexual rather than cisgender.
13 Ulrichs deÞned a woman who we would today call a lesbian asurn-
ingin, a manÕs spirit trapped in the body of a woman.
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more closely resemble those of women (LeVay,1991) or are
recipients of extra fragments of their mothersÕ X (female)
chromosomes (Hamer & Copeland,1994).14

Gender beliefs usually only allow for the existence of two
sexes.15 To maintain this gender binary, most cultures tra-
ditionally insisted that every individual be assigned to the
category of either man or woman at birth and that individuals
conform to the category to which they have been assigned
thereafter (Drescher,2007). The categories of ÔÔmanÕÕ and
ÔÔwomanÕÕ are considered to be mutually exclusive. Iran, in
contrast to Western beliefs and practices, offers a dramati-
cally startling example of how a contemporary society equip-
ped with sufÞcient modern technology can reinforce its own
binaryperspectives.Whilehomosexuality is illegal there, it is
estimated that about 150,000 transsexuals live in Iran, which
hosts more sex-reassignment surgery (SRS) than any nation
besides Thailand:

Explaining theapparentparadox,oneMuslimclericsays
that while homosexuality is explicitly outlawed in the
QurÕan,sex-changeoperationsare not.Theyarenomore
an affront to GodÕs will than, for example, turning wheat
intoßour and ßour intobread.So while homosexuality is
punishable by death, sex-change operations are present-
ed as anacceptable alternativeÑas a way to live within a
set of strict gender binaries, as a way to, well, live like
others. The tragic aspect comes through in discussions
with patients and their reluctant parents in the waiting
room of TehranÕs pre-eminent sex-change surgeon, Dr.
BahramMir Jalali,where it becomesclear that some feel
pressured, not free, to become transsexuals. Asked if he
would be preparing for surgery were he living outside
Iran, one young man says, ÔÔNo. I wouldnÕt do it. I
wouldnÕt touch GodÕs work.ÕÕ (Ellison,2008)

Rigid gender beliefs often ßourish in fundamentalist, reli-
gious communities where any information or alternative ex-
planations that might challenge implicit and explicit assump-
tions are unwelcome. IranÕs implementation of coercive SRS
to prevent some of its gay citizens from practicing homosex-
uality is an extreme application of a cultureÕs binary gender
beliefs. Yet this cultural need to maintain gender binaries can
also be found in the West where, since the last half of the 20th

century, intersex infants,16 even in the absence of medical
necessity, have been routinely subjected to surgery for the
purposes of ÔÔconÞrmingÕÕ an earlier assignment to either
male or female genders (Colapinto,2000; Diamond & Sig-
mundson,1997; Dreger,1998, 1999; Fausto-Sterling,2000;
Kessler,1998; Money, Hampson, & Hampson,1955a, 1955b,
1957).

As the case of Iran illustrates, it is common when entering
the realms of gender and sexuality to encounter another form
of binary thinking: ÔÔmorality talesÕÕ about whether certain
kinds of thoughts, feelings, or behaviors are ÔÔgood or badÕÕ or,
in some cases, whether they are ÔÔgood or evilÕÕ (Drescher,
1998a,2002a). The good/bad binary is not conÞned to religion
alone as the language of morality is inevitably found, for
example, in theoriesabout the ÔÔcausesÕÕ ofhomosexuality.For
in the absence of certitude about homosexualityÕs ÔÔetiology,ÕÕ
binary gender beliefs and their associated moral underpin-
nings frequently play a role in theories about the causes and/or
meanings of homosexuality. When one recognizes the narra-
tive forms of these theories, some of the moral judgments and
beliefs embedded in each of them become clearer.

Homosexuality as Psychiatric Diagnosis

Nowhere are the moral implications of etiological theories
more apparent than in the modern history of homosexualityÕs
status as a psychiatric diagnosis. As noted elsewhere (Dre-
scher,1998a,2002a), it is possible to formulate a descriptive,
empirical typology of etiological theories of homosexual-
ity17 in which they generally fall into three broad categories:
normal variation, pathology, and immaturity.18

1. Theories of normal variation treat homosexuality as a
phenomenon that occurs naturally. Such theories typi-
cally regard homosexual individuals as born different,
but it is a natural difference, like left-handedness. The
contemporary cultural belief that people are ÔÔborn gayÕÕ

14 ÔÔBut every once in a while…the X and Y chromosomes get jumbled
up, and this little strip of DNA from a Y chromosome is ÔmistakenlyÕ
passed to a daughter (or a bit of the X goes to a son). That means boys are
getting a tiny bit of ÔfemaleÕ chromosome and girls are getting a bit of a
ÔmaleÕ chromosome. This raised the intriguing possibility that a genetic
crossover between the male and female sex chromosomes is related to
the behavioral ÔcrossoverÕ between heterosexuality and homosexual-
ityÕÕ (Hamer & Copeland,1994, p. 128).
15 There are exceptions, as in PlatoÕsSymposium and some Native
American cultures (Williams,1986). Also see Fausto-Sterling (1992,
1993, 2000) for a scientistÕs thoughtful criticisms of gender binaries.

16 Historically referred toasÔÔhermaphroditismÕÕandlaterasÔÔintersex,ÕÕ
the recent term ÔÔdisorders of sex developmentÕÕ (DSD), like ÔÔgender
identity disorder,ÕÕ has also divided intersex activists between those who
see this medical terminology as stigmatizing and those who see it as
necessary for providing informed treatment.
17 The exact ÔÔcausesÕÕ of heterosexuality are also unknown, but as a
dominant cultural narrative regarded as ÔÔnormal,ÕÕ heterosexuality rare-
ly requires explanation. Yet as Freud (1905) noted, ÔÔfrom the point of
view of psycho-analysis the exclusive sexual interest felt by men for
women is also a problem that needs elucidating and is not a self-evident
fact based upon an attraction that is ultimately of a chemical nature (pp.
145Ð146n).
18 Among the key words in the morality tales embedded in etiological
theoriesareÔÔsocialbeneÞtÕÕandÔÔsocialharm,ÕÕÔÔgoodandevil,ÕÕÔÔhealth
and illness,ÕÕ ÔÔadaptive and maladaptive,ÕÕ ÔÔholy and sinful,ÕÕ or ÔÔmature
and childish.ÕÕ
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is a normal variation theory.19 As these theories equate
thenormal with thenatural, theydeÞnehomosexuality as
good (or, at baseline, neutral). Such theories see no place
for homosexuality in a psychiatric diagnostic manual.

2. Theories of pathology regard adult homosexuality as a
disease, a condition that deviates from ÔÔnormal,ÕÕ hetero-
sexualdevelopment.Atypicalgenderbehavioror feelings
are symptoms of a ÔÔdiseaseÕÕ to which mental health pro-
fessionals need to attend. These theories hold that some
internal defect or external pathogenic agent causes homo-
sexuality and that such events can occur pre- or postna-
tally (intrauterine hormonal exposure, excessive mother-
ing, inadequate or hostile fathering, sexual abuse). Theo-
riesofpathology tend toviewhomosexualityaseitherbad
orasa signofa defectand someof these theorists are quite
open about their belief that homosexuality is evil.20

3. Theories of immaturity regard expressions of homosex-
ual feelings or behavior at a young age as a normal step
toward adult heterosexuality. Ideally, homosexuality is a
passing phase that one outgrows. However, as a ÔÔdevel-
opmental arrest,ÕÕ adult homosexuality is equated with
stunted growth. Those who hold these theories tend to
regard immaturity as relatively benign, or at least not
as ÔÔbadÕÕ compared to those theorists of pathology who
have a tendency to emphasize the potentially malignant
meanings of homosexuality.

Throughout history, discourseabout homosexuality has been
tied to cultural values. Thus, unsurprisingly, ofÞcial pronounce-
ments on the meanings of same-sex behaviors were once pri-
marily the province of religions, many of which deemed homo-
sexuality to be ÔÔbad.ÕÕ However,as 19th century Western culture
shifted power from religious to secular authority, homosexuality
received increasedscrutiny from, among others, the Þeldsof law,
medicine, psychiatry, sexology, and human rights activism. In
1869, Hungarian journalist Ka«roli Ma«ria Kertbeny Þrst coin-
ed the terms ÔÔhomosexualÕÕ and ÔÔhomosexualityÕÕ in a political
treatise against Paragraph 143, a Prussian law later codiÞed in

GermanyÕs Paragraph 175 that criminalized male homosexual
behavior (Katz,1995). Kertbeny put forward his theory that
homosexuality was inborn and unchangeable, arguments that it
wasanormalvariation,asacounterweightagainst thecondemna-
tory moralizing attitudes that led to the passage of sodomy laws.

Richard von Krafft-Ebing, a German psychiatrist, offered a
theoryofpathology thatdescribedhomosexualityasa ÔÔdegen-
erativeÕÕ disorder. Adopting KertbenyÕs terminology, but not
his normalizing beliefs, Krafft-EbingÕs (1965) Psychopathia

Sexualis viewed unconventional sexual behaviors through the
lensof19thcenturyDarwinian theory:allnon-procreativesex-
ual behaviors, now subject to medical scrutiny, were regarded
as forms of psychopathology. In an ironic twist of the modern
ÔÔborn gayÕÕ theory, Krafft-Ebing believed that although one
might be born with a homosexual predisposition, such inclina-
tions should be considered a congenital disease. Krafft-Ebing
was inßuential in disseminating among the medical and sci-
entiÞc communities both the term ÔÔhomosexualÕÕ as well as its
authorÕs view of homosexuality as a psychiatric disorder.21

Psychopathia Sexualis would presage many of the patholo-
gizing assumptions regarding human sexuality in psychiatric
diagnostic manuals of the mid-20th century.

Incontrast toKrafft-Ebing, Havelock Ellis (1905), a British
sexologist, considered homosexuality a normal variation of
sexual expression. A normative view was also the position of
the German homophile movement led by openly homosexual
physician and sex researcher, Magnus Hirschfeld (1914), the
major torchbearer in his time of UlrichÕs (1994) 19th century
third sex theories.22 In contrast to Ellis and HirschfeldÕs the-
ories of normal variation and Krafft-EbingÕs theory of pathol-
ogy, Freud put forward a third kind of narrative, a theory of
immaturity, that would also Þnd its way into the popular
imagination.

According toFreud(1905),aseveryone isbornwithbisexual
tendencies,expressionsofhomosexualitycanbeanormalphase
of heterosexual development. His belief in innate bisexuality
didnotallow for thepossibleexistenceofHirschfeldÕs thirdsex:
ÔÔPsychoanalytic research is most decidedly opposed to any att-
empt at separating off homosexuals from the rest of mankind as
a group of special characterÕÕ (p. 145n).23Further, Freud argued

19 These theories say that gay people are born different, but their dif-
ferences are natural and intrinsic to who they are. Today, left-hand-
edness is an apt analogy, as its presence in a minority of people is not
deÞned as illness, although being left-handed may have disadvantages.
Yet, in the past, being left-handed did lead to social opprobrium (the
word sinister is derived from a Latin root connoting the left side) and
historically, analogous to gay men, left-handed children were often
treated as if they were abnormal and cured of their antisocial habit by
forcing them to write right-handed.
20 The psychiatrist Edmund Bergler (1956) infamously wrote in a book
for general audiences, ÔÔI have no bias against homosexuals; for me they
are sick people requiring medical help… Still, though I have no bias, I
would say: Homosexuals are essentially disagreeable people, regardless
of their pleasant or unpleasant outward manner…[their] shell is a
mixture of superciliousness, fake aggression, and whimpering. Like all
psychic masochists, they are subservient when confronted with a stron-
ger person, merciless when in power, unscrupulous about trampling on a
weaker personÕÕ (pp. 28Ð29).

21 Psychopathia Sexualis also attracted innumerable lay readers who
were intrigued, and sometimes felt recognized, to Þnally read about
experiences analogous to their own. Such readers often submitted their
own accounts to Krafft-Ebing and, partly for this reason, the volume
grew larger in each subsequent edition (J. Kerr, personal communica-
tion, July 11, 2009).
22 Hirschfeld would also help some of his patients obtain early access to
sex reassignment surgery (Denny,2002).
23 FreudÕs earlier diplomatic rebuke of HirschfeldÕs theory can be
compared with his more contemptuous assessment several years later:
ÔÔThe mystery of homosexuality is therefore by no means so simple as it
is commonly depicted in popular expositionsÑÔa feminine mind, bound
therefore to love a man, but unhappily attached to a masculine body; a
masculine mind, irresistibly attracted by women, but, alas! imprisoned
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that homosexuality could not be a ÔÔdegenerative conditionÕÕ as
Krafft-Ebing maintained because, among other reasons, it was
ÔÔfound in people whose efÞciency is unimpaired, and who are
indeeddistinguishedbyspeciallyhigh intellectual development
and ethical cultureÕÕ (p. 139).24 Instead, Freud saw expressions
of adult homosexual behavior as caused by ÔÔarrestedÕÕ psycho-
sexual development.

Insupportof that claim,hewrote severalpapersattributing
the homosexuality of patients and historic Þgures to family
dynamics. For example, inLeonardo da Vinci and a Memory

of His Childhood (Freud,1910), he attributed the artistÕs
homosexuality to prolonged mothering and an absent father.
In The Psychogenesis of a Case of Homosexuality in a Wo-

man (Freud,1920), he argued that his female patient, disap-
pointed by the birth of a younger brother during the pubertal
resurgence of her Oedipus complex, turned away from her
father and from men in general. ÔÔShe foreswore her wom-
anhood and sought another goal for her libido…she changed
into a man and took her mother in place of her father as a love
objectÕÕ (p. 215). Toward the end of his life, Freud (1935)
wrote ÔÔHomosexuality is assuredly no advantage, but it is
nothing to be ashamed of, no vice, no degradation; it cannot
be classiÞed as an illness; we consider it to be a variation of
the sexual function, produced by a certain arrest of sexual
developmentÕÕ (p. 423).25

Yet, by the early 20th century, psychiatrists mostly regarded
homosexuality as pathological. After FreudÕs death in 1939,
manypsychoanalystsof thenextgenerationwouldcometoecho
that position as well. With a fewnotable exceptions, they would
claim a new and improved understanding of homosexuality and
thenproffer psychoanalytic ÔÔcuresÕÕ thathadeluded their ÞeldÕs
founder. They based their views on the theories of Rado (1940,
1969), a Hungarian e«migre«to the United States whose theories
had a signiÞcant impact on American psychiatric and psycho-
analytic thought in the mid-twentieth century.26Rado claimed,
in contrast to Freud, that there was no such thing as either innate
bisexuality or normal homosexuality. Heterosexuality was the
only biological norm and homosexuality a ÔÔphobicÕÕ avoidance
of the other sex caused by inadequate parenting.

Freud had pessimistically written in a 1920 case report,
ÔÔIn general, to undertake to convert a fully developed homo-

sexual into a heterosexual does not offer much more prospect
of success than the reverse, except that for good practical
reasons the latter is never attemptedÕÕ (p. 151). In contrast, the
next generation of analysts viewed efforts to cure homosex-
uality as akin to treating other forms of unconscious anxiety.
Although retaining elements of FreudÕs immaturity narra-
tive, focusing on presumed preoedipal ÔÔcausesÕÕ of homosex-
uality (Lewes,1988), mid-20th century analysts regarded the
ÔÔhomosexualÕsÕÕ development arrest less benignly than did
Freud. Their pathologizing theories provided a rationale for
claimsofÔÔcure.ÕÕHowever,despite their therapeuticoptimism,
most of their efforts appeared to have been unsuccessful. In a
rare, controlled analytic study, Bieber et al. (1962) treated 106
homosexual men. They claimed a 27% ÔÔcureÕÕ rate with psy-
choanalysis, but when challenged a decade later to produce a
ÔÔcuredÕÕ patient, they were unable to do so (Tripp,1987).27

Although practitioners of aversion therapy in the 1960s also
claimed ÔÔcures,ÕÕ by the 1970s behavioral therapistsadmitted
that few of their patientsmanaged to stayÔÔconvertedÕÕ for very
long (Bancroft,1974; Davison,1976).

While psychiatrists, physicians, and psychologists were
trying to ÔÔcureÕÕ and change homosexuality, sex researchers
of the mid-20th century instead studied a wider spectrum of
individuals that included non-patient populations. Psychia-
trists and other clinicians inevitably drew conclusions from a
biased sample of patients seeking treatment for their homo-
sexuality or other difÞculties and then wrote up Þndings of
this self-selected group as case reports. Sexologists, on the
other hand, went out and recruited large numbers of non-
patient subjects for their studies.

Most prominent among those studies was the research of
Kinsey and his collaborators:Sexual Behavior in the Human

Male (Kinsey, Pomeroy, & Martin,1948) andSexual Behavior

in the Human Female (Kinsey, Pomeroy, Martin, & Gebhard,
1953). The Kinsey reports surveyed thousands of people and
found homosexuality to be more common in the general pop-
ulation than was generally believed. KinseyÕs now-famous
ÔÔ10%ÕÕ statistic, todaybelieved to becloser to1Ð4%(Laumann,
Gagnon, Michael, & Michaels,1994),28 was sharply at odds
with psychiatric claims of the time that homosexuality was
extremely rare in the general population. Ford and BeachÕs
(1951) Patterns of Sexual Behavior, a study of diverse cultures
and of animal behaviors, conÞrmed KinseyÕs view that homo-
sexuality was more common than psychiatry maintained and

Footnote 23 continued
in a feminine body.Õ….If [psychoanalytic] Þndings are taken into ac-
count, then, clearly, the supposition that nature in a freakish mood
created a Ôthird sexÕ falls to the groundÕÕ (Freud,1920, pp. 170Ð171).
24 Freud (1905), in The Three Essays, described Krafft-EbingÕs
ÔÔpathological approach to the study of inversionÕÕ as being ÔÔdisplaced
by the anthropological. The merit for bringing about this change isdue to
[Ivan] Bloch, who has also laid stress on the occurrence of inversion
among the civilizations of antiquityÕÕ (p. 139n).
25 Freud also signed a 1930 petition calling for decriminalization of
homosexuality in Germany and Austria (Abelove,1993).
26 Rado was the founder of the Columbia Center for Psychoanalytic
Training and Research in New York City.

27 Responding to TrippÕs challenge of BieberÕs claims of therapeutic
success, rather than producing a patient, Bieber Þled an ethics complaint
with the American Psychological Association for impugning his ÔÔscien-
tiÞc honesty and credibility.ÕÕ The Committee on ScientiÞc and Pro-
fessional Ethics and Misconduct found no evidence of unethical be-
havior (Tripp,1987, p. 287).
28 In 1903, Hirschfeld surveyed 3,000 students in a technical school and
found 1.5% of the students identiÞed as homosexual and 4.5% as bisex-
uals (Pfa¬fßin, 1997).
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that it was found regularly in nature.29In the late 1950s, Hooker
(1957),apsychologist,publishedastudythat refutedpsychiatric
beliefs of her time, as her study failed to Þnd more signs of
psychological disturbances in a group of non-patient homo-
sexual men compared to non-patient heterosexual controls.30

American psychiatry, inßuenced at the time by psycho-
analytic ego psychology, mostly ignored this growing body
of sex research and, in the case of Kinsey, expressed extreme
hostility toÞndings thatcontradicted theirown theories (Lewes,
1988). This was the general state of affairs when, in 1952,
APA published its Þrst edition of theDiagnostic and Statis-

tical Manual (DSM-I), listing all the conditions psychiatrists
then considered to be a mental disorder. DSM-I classiÞed
ÔÔhomosexualityÕÕ as a ÔÔsociopathic personality disturbance.ÕÕ
In DSM-II, published in 1968, homosexuality was reclassi-
Þed as a ÔÔsexual deviation.ÕÕ However, by 1970, the scientiÞc
research arguing for a non-pathological view of homosexu-
ality was dramatically brought to the attention of the APA.

As Bayer (1981, 1987) has noted, factors both outside and
within APA would lead to a reconceptualization of homo-
sexualityÕs place in the diagnostic manual. In addition to the
research Þndings from outside psychiatry, there was a grow-
inganti-psychiatrymovement (Szasz,1960)andanemerging
generational changing of the guard within APA comprised
of younger leaders urging the organization to greater social
consciousness (Drescher,2006a). A very few psychoanalysts
like Marmor (1965) were also taking issue with psychoana-
lytic orthodoxy regarding homosexuality (Drescher,2006b;
Rosario,2003). However, the most signiÞcant catalyst for
diagnostic change was gay activism. In the wake of the 1969
Stonewall riots in New York City (Duberman,1994), gay and
lesbian activists, believing psychiatric theories to be a major
contributor to antihomosexual social stigma, disrupted the
1970 and 1971 annual meetings of the APA.

The protests were successful in getting organized psychi-
atryÕs attention and led to unprecedentedand groundbreaking
educational panels at the next two annual APA meetings. A
1971 panel, entitled ÔÔGay is Good,ÕÕ featured gay activists
Frank Kameny and Barbara Gittings explaining to psychia-
trists, many who were hearing this for the Þrst time, the stigma
caused by the ÔÔhomosexualityÕÕ diagnosis (Gittings,2008;
Kameny,2009; Silverstein,2009). Kameny and Gittings re-
turned to speak at the 1972 meeting, this time joined by John

Fryer, M.D. Fryer appeared as Dr. H Anonymous, a ÔÔhomo-
sexual psychiatristÕÕ who, given the realistic fear of adverse
professional consequences for coming out at that time, dis-
guised his true identity from the audience and spoke of the
discrimination gay psychiatrists faced in their own profes-
sion (Gittings,2008; Scasta,2002).

Astheseprotestsandpanels tookplace,APAalsoembarked
upon an internal deliberative process of considering the ques-
tion of whether homosexuality should remain a psychiatric
diagnosis. At a session of the 1973 APA annual meeting, par-
ticipants favoring and opposing removal debated the ques-
tion, ÔÔShould Homosexuality be in the APA Nomenclature?ÕÕ
and shortly thereafter those proceedings were published in
the APAÕsAmerican Journal of Psychiatry (Stoller et al.,
1973). The Nomenclature Committee, APAÕs scientiÞc body
addressing this issue, also wrestled with the question of what
constitutes a mental disorder. Spitzer (1981), who chaired a
subcommittee looking into the issue, ÔÔreviewed the charac-
teristics of the various mental disorders and concluded that,
with the exception of homosexuality and perhaps some of the
other Ôsexual deviations,Õ they all regularly caused subjective
distress or were associated with generalized impairment in
social effectiveness of functioningÕÕ (p. 211). Having arrived
at this novel deÞnition of mental disorder, the Nomenclature
Committee agreed that homosexuality per se was not one
(Bayer,1981; Drescher,2003; Drescher & Merlino,2007;
Hire, 2002; Rosario,2003; Sbordone,2003; Spitzer,1981;
Stoller et al.,1973). Several other APA committees and delib-
erative bodies then reviewed their work and approved that
decision. Finally, in December 1973, APAÕs Board of Trust-
ees (BOT) voted to remove homosexuality from the DSM.

Psychiatrists from the psychoanalytic community, object-
ing to the decision, petitioned APA to hold a referendum in
which the entire membership was asked to vote either in sup-
port of or against the BOT decision (Bieber,1987; Socarides,
1995). The decision to remove was upheld by a 58% majority
of voting members.31 The declassiÞcation of homosexuality
was accompanied by APA issuing a position statement32

(Bayer,1981; Drescher,2006a; Lynch,2003) which became
the Þrst of many APA position statements supporting civil
rights protections for gay people:

Whereas homosexuality in and of itself implies no
impairment in judgment, stability, reliability, or voca-
tional capabilities, therefore, be it resolved that the
American Psychiatric Association deplores all public

29 For more contemporary biological studies of homosexuality in
animals, see Bagemihl (1999). For more contemporary anthropological
views regarding homosexuality and transgenderism see Herdt (1994).
30 Hooker compared 30 gay men with 30 heterosexual controls using
the TAT, the Make-a-Picture-Story test (MAPS test), and the Rorschach
inkblot test. Following Hooker, Siegelman (1972) compared 84 homo-
sexual women to 113 heterosexual control and found the former ÔÔto be
as well adjusted as the latter.ÕÕ In a more extensive review of the liter-
ature, Riess (1980) concluded ÔÔthere are no psychological test tech-
niques which successfully separate homosexual men and women from
heterosexual comparisonsÕÕ (p. 308).

31 It should be noted that psychiatrists didnot vote, as reported in the
popular press, on whether homosexuality should remain in the diagnostic
manual. What APA members voted on was to either ÔÔfavorÕÕ or ÔÔopposeÕÕ
the APA Board of Trustees decision and, by extension, the scientiÞc pro-
cess they had set up to make the determination (Bayer,1981, p. 148).
32 The statement was largely based on language formulated by Richard
Pillard and Lawrence Hartmann and their pioneering work on this issue
within the Northern New England Psychiatric Society (Bayer,1981).
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and private discrimination against homosexuals in such
areas as employment, housing, public accommodations,
and licensing, and declares that no burden of proof of
such judgment, capacity, or reliability shall be placed on
homosexuals greater than that imposed on any other
persons. Further, the APA supports and urges the
enactment of civil rights legislation at local, state, and
federal levels that would insure homosexual citizens the
same protections now guaranteed to others. Further, the
APA supports and urges the repeal of all legislation
making criminal offenses of sexual acts performed by
consenting adults in private.33

Thus ended the American classiÞcation of homosexuality
per se as an illness. Within two years, other major mental health
professional organizations, including the American Psycho-
logical Association, the National Association of Social Work-
ers,and the Association forAdvancementof BehaviorTherapy,
endorsed the APA decision.

This did not, however, mean that APA was endorsing a
normal variant model of homosexuality:

If homosexuality per se does not meet the criteria for a
psychiatric disorder, what is it? Descriptively, it is one
form of sexual behavior. Our profession need not now
agree on its origin, signiÞcance, and value for human
happinesswhenweacknowledge thatby itself itdoesnot
meet the requirements for a psychiatric disorder. Simi-
larly, by no longer listing it as a psychiatric disorder we
are not saying that it is ÔÔnormalÕÕ or as valuable as het-
erosexuality….What will be the effect of carrying out
such a proposal? No doubt, homosexual activist groups
will claim that psychiatry has at last recognized that
homosexuality is as ÔÔnormalÕÕ as heterosexuality. They
will be wrong. In removing homosexuality per se from
the nomenclature we are only recognizing that by itself
homosexuality does not meet the criteria for being con-
sidered a psychiatric disorder. We will in no way be
aligning ourselves with any particular viewpoint regard-
ing the etiology or desirability of homosexual behavior
(American Psychiatric Association,1973, pp. 2Ð3).

Nor did the diagnostic change immediately end psychia-
tryÕs pathologizing of some presentations of homosexuality.
For in ÔÔhomosexualityÕsÕÕ place, the DSM-II contained a new
diagnosis: Sexual Orientation Disturbance (SOD).34 This

diagnosis regarded homosexuality as an illness if an individual
with same-sex attractions found them distressing and wanted to
change (Spitzer,1981; Stoller et al.,1973). The new diagnosis
served the purpose of legitimizing the practice of sexual con-
version therapies (and presumably justiÞed insurance reim-
bursement for those interventions as well), even if homosex-
uality per se was no longer considered an illness. The new
diagnosis of SOD also allowed forthe unlikely possibility that a
person unhappy about a heterosexual orientation could seek
treatment to become gay.35

In 1980, DSM-III dropped SOD and in its place substituted
ÔÔEgoDystonic HomosexualityÕÕ (EDH) (Spitzer,1981).How-
ever, it was obvious to psychiatrists more than a decade later
that the inclusion Þrst of SOD, and later EDH, had been the
result of earlier political compromises and that neither diag-
nosis met the deÞnition of a disorder in the new nosology
(Mass,1990a, 1990b). Otherwise, all kinds of identity distur-
bances could be considered psychiatric disorders. ÔÔShould
people of color unhappy about their race be considered men-
tally ill?ÕÕ critics asked. What about short people unhappy
about theirheight?Whynotego-dystonic masturbation (Mass,
1990a)?Asaresult, ego-dystonichomosexualitywasremoved
from the next revision, DSM-III-R, in 1987 (Krajeski,1996).
Insodoing, theAPAimplicitlyacceptedanormalvariant view
of homosexuality in a way that had not been possible 14 years
earlier.

Other diagnostic systems would eventually follow suit. In
1992, the World Health Organization (WHO,1992) removed
ÔÔhomosexualityÕÕ from the Tenth Edition of the Internation-
al ClassiÞcation of Diseases (ICD-10), replacing it with a di-
agnosis similar to Ego-Dystonic Homosexuality (Nakajima,
2003).

Gender Identity Disorder and the DSM

Today, expressions of gender variance or gender noncon-
formity are frequently subsumed by the popular termtrans-

gender, a term that does not appear in the DSM or any other
diagnostic manual.36

ÔÔTransgenderÕÕ is a relatively new word. It was origi-
nally coined by Virginia Prince in the early 1970s to
refer to people who lived full-time in a gender that was
not the one that usually went with their genitals (Prince,

33 Retrieved November 9, 2008 fromhttp://www.psych.org/Depart
ments/EDU/Library/APAOfÞcialDocumentsandRelated/PositionState
ments/197310.aspx.
34 Prior to 1980Õs DSM-III, APA published a small number of copies of
the DSM. When those were exhausted, another small number was pub-
lished. After running out of copies of DSM-II printed before the 1973
decision, APA printed up new copies in which ÔÔhomosexualityÕÕ was
replaced by ÔÔsexual orientation disturbanceÕÕ (R. L. Spitzer, personal
communication).

35 ÔÔAs Frank Kameny, a Ôgay activist,Õ remarked in 1973, he had no
objection to the category of Sexual Orientation Disturbance since any
homosexual who was distressed at being homosexual was clearly ÔcrazyÕ
and in need of treatment by a gay counselor to get rid of societally induc-
ed homophobiaÕÕ (quoted in Spitzer,1981, p. 211).
36 Also see Leli and Drescher (2004).
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personal communication).37In the 1990s, the word was
taken up by a variety of people who, in their own ways,
transgressed usual sex and gender expectations. It has
now come to have quite a broad meaning. For many
people, the term transgender includes a wide range of
sex, gender, and sexual expressions which may include
heterosexuals, lesbians, gays, bisexuals, queers and
transsexuals (Devor,2002, p. 8).

Currah, Green, and Stryker (2008) further elaborate on the
term as

… a sense of persistent identiÞcation with, and expres-
sion of, gender-coded behaviors not typically associ-
ated with oneÕs sex at birth, and which were reducible
neither to erotic gratiÞcation, nor psychopathological
paraphilia, nor physiological disorder or malady. The
self-applied term was meant to convey the sense that
one could live non-pathologically in a social gender not
typically associated with oneÕs biological sex, as well
as the sense that a single individual should be free to
combine elements of different gender styles and pre-
sentations, or different sex/gender combinations. At one
level, the emergence of the ÔÔtransgenderÕÕ category
represented a hair-splitting new addition to the panoply
of available minority identity labels; at another level,
however, it represented a resistance to medicalization,
topathologization,and to themanymechanismswhereby
the administrative state and its associated medico-le-
gal-psychiatric institutions sought to contain and deli-
mit thesociallydisruptive potentialsof sex/gender non-
normativity. Having an intelligible social identity is the
means by which an individual body enters into a pro-
ductive relationship with social power. Thus ÔÔidentity
politics,ÕÕ the struggle to articulate new categories of
socially viable personhood, remains central to the con-
sideration of individual rights in the United States, and
to thepursuit of a more just social order. The emergence
of ÔÔtransgenderÕÕ falls squarely into the identity politics
tradition (p. 3).

Like homosexuality, medical scrutiny of transgenderism
also began in the 19th century. As noted above, a lack of dis-
tinction between homosexuality and transgender presen-
tations was common. Krafft-Ebing (1965) weighed in on the
side of transgenderism as psychopathology, documenting
both cases of gender dysphoria and of gender variant indi-
viduals born to one sex yet living as members of the other.

Hirschfeld (1923) is credited with being the Þrst person to
distinguish the desires of homosexuality (to have partners of
the same-sex) fromthose of transsexualism(to liveas theother
sex).38 By the 1920s, physicians in Europe had begun exper-
imenting with sex reassignment surgery (SRS).39 However,
the surgical construction of gender (Garber,1993) truly seized
the popular imagination when George Jorgensen went to
Denmark as a natal man and returned to the U.S. in 1952 as
trans woman Christine Jorgensen (Jorgensen,1967). Amidst
great public and professional controversy, the physicians who
participated in JorgensenÕs SRS published a report of their
treatment of her in theJournal of the American Medical Asso-

ciation (Hamburger, Stu¬rup, & Dahl-Iversen,1953).
The publicity surrounding JorgensenÕs transition, begin-

ning with a 1952New York Daily News headline: ÔÔEx-GI
Becomes Blonde Beauty,ÕÕ eventually led to greater popular,
medical, and psychiatric awareness of a scientiÞc concept
thatwouldeventually come tobeknownasgender identity, as
well as recognition of an increasing number of people wish-
ing to ÔÔcross over.ÕÕ For those who eventually would come to
identify astranssexual, increased public discussions ofsex

reassignment and gender identity would provide them with a
way to put a name to their feelings and desires.40As a result, a
presentationofgender (Stoller,1985)onceconsideredexceed-
ingly rare would gradually become more commonplace.41

Yet, at the time of JorgensenÕs 1950s transformation and
for the next three decades, many psychiatrists, and particu-
larly psychoanalytic practitioners, remained critical of sex re-
assignment as a treatment for gender dysphoric individuals.42

Most psychiatric theorizing of that time conßated sexual ori-
entation and gender identity, and many analysts were unaware

37 PrinceÕs original term was ÔÔtransgenderalÕÕ and she coined it as an
alternative to ÔÔtranssexualÕÕ to describe people who lived in the non-
natal gender but did not have transsexual surgery. PrinceÕs life story and
a collectionof some ofher academic publications can be found inPrince,
Ekins, and King (2005). Prince passed away on May 2, 2009 at the age of
96.

38 It should be noted that there are transgender individuals who desire to
liveasamember of theothersex and whoneitherdesire norseek medical
or surgical treatment to accomplish that goal.
39 In 1930, Lily Elbe (born Einar Mogens Wegener), who had been
living as a woman for more than a decade, underwent sex reassignment
in surgery in Germany under the supervision of Hirschfeld. Ebershoff
(2000) has written a novel about Elbe, soon to be released as a Þlm. Also
see Hertoft and S¿rensen (1978). HoyerÕs (1933) Man Into Woman is
also a classic early account.
40 Blanchard (2003) attributes increased social acceptance of sex
reassignment to Þve factors: (1) high-proÞle, attractive trans pioneers;
(2) positive clinical evidence; (3) the backing of prestigious experts and
institutions; (4) sympathetic media; and (5) a favorable social climate.
41 In line with these cultural changes, in recent years a few states have
enacted laws that establish ÔÔgender identityÕÕ as a protected legislative
characteristic, although it remains to be deÞned as a ÔÔsuspect category,ÕÕ
a term for groups likely to be subject to discrimination (other suspect
classiÞcations include race, ethnicity, age, sex, and, less frequently,
sexual orientation). This is a remarkably rapid cultural shift as the mod-
ern coinage of ÔÔgender identityÕÕ only emerged in the mainstream scien-
tiÞc community half a century ago (Stoller,1964).
42 See Socarides (1969), Hertoft and S¿rensen (1978), and McHugh
(1992) for psychiatric views opposing sex reassignment and Chiland
(2000, 2003) for a contemporary, psychoanalytic criticism of SRS.
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of, indifferent to,orat timeshostile towards researchfromnon-
analytic sources that did not support their own theories (Bayer,
1981; Lewes,1988). Many physicians and psychiatrists criti-
cized using surgeryand hormones to irreversiblyÑand in their
view incorrectlyÑtreat people suffering from what they per-
ceived to be either a severe neurotic or psychotic, delusion-
al condition in need of psychotherapy and ÔÔreality testing.ÕÕ
Mainstream medical thinking at the time was captured in a
1960s survey of 400 physicians that included psychiatrists,
urologists, gynecologists, and general medical practitioners
asked togive theirprofessionalopinionsaboutacasehistoryof
a trans individual seeking SRS.43 Green (1969) summarized
the Þndings as follows:

Eight percent [8%] of the respondents considered the
transsexualÔÔseverelyneuroticÕÕandÞfteenpercent [15%]
considered the person ÔÔpsychotic.ÕÕ The majority of the
responding physicians were opposed to the transsex-
ualÕs request for sex reassignment even when the pa-
tient was judged nonpsychotic by a psychiatrist, had
undergone two years of psychotherapy, had convinced
the treating psychiatrist of the indications for surgery,
and would probably commit suicide if denied sex reas-
signment. Physicians were opposed to the procedure
because of legal, professional, and moral and/or reli-
gious reasons. In contrast to the conservatism with which
granting of sex-reassignment procedures was viewed,
there was a paradoxical liberalism in the approach to
these patients should they already have been successful
in obtaining their surgery elsewhere. Among the
respondents, three quarters [75%] were willing to allow
the postoperative patient to change legal papers such as
a birth certiÞcate and to marry in the new gender, and
one-half [50%]wouldallow theperson tadoptachildas
a parent in the new gender. (pp. 241Ð242)

It was in this cultural context that the Þrst two editions of
the DSM were published. With a signiÞcant emphasis on psy-
choanalytic theories of normal and pathological mental func-
tioning, the GID diagnoses or anything equivalent did not
appear in either one (APA,1952, 1968). By 1980, however, a

newly revamped DSM-III would abandon the psychodynamic
theories informing the Þrst two volumes and instead adopt a
neo-Kraepelian, descriptive, symptom-based framework draw-
ing upon contemporary research Þndings (Spiegel,2005; Zuc-
ker&Spitzer,2005). In that shift, a growingbodyof researchon
child and adult gender identity found its way into the manual.
Zucker and Spitzer (2005) summarize the vicissitudes of the
current gender diagnoses from DSM-III through DSM-IV-TR:

In the third edition of the Diagnostic and Statistical
ManualofMentalDisorders(DSM-III;APA,1980), there
appeared for the Þrst time two psychiatric diagnoses per-
taining to gender dysphoria inchildren, adolescents, and
adults: gender identity disorder of childhood (GIDC) and
transsexualism (the latter was to be used for adolescents
and adults). In the DSM-III-R (APA,1987), a third diag-
nosis was added: gender identity disorder of adolescence
and adulthood, nontranssexual type. In DSM-IV (APA,
1994, 2000a), this last diagnosis was eliminated (ÔÔsuns-
ettedÕÕ), and the diagnosesof GIDC and transsexualism
were collapsed into one overarching diagnosis, gender id-
entitydisorder (GID),with different criteria sets for child-
ren versus adolescents and adults. (p. 32)

The decision to placetranssexualism in the DSM was based
on the research and clinical contributions of John Money, Harry
Benjamin, Robert Stoller, and Richard Green. All took issue
with the prevailing psychiatric view of their time that dismissed
the existence of transgender subjectivities as a unique psycho-
logical phenomenon in its own right. The pioneering activities
of these menÑcreating gender clinics and providing medical
and surgical treatment to trans individualsÑultimately led to
the new diagnosis in the DSM. They also changed professional
and eventually public attitudes toward sex reassignment. Their
contributions are brießy summarized below.

John Money, a psychologist and sexologist, Þrst began pub-
lishinghis theoriesregardinggender identitydevelopment in the
1950s (Money et al.,1955a, 1955b, 1957). Based on studies of
children born with intersex conditions, Money theorized that
oneÕs sense of being male or femaleÑwhat eventually came to
be known as oneÕs gender identityÑwas acquired and that ac-
quisition was primarily determined by external, environmental
factors. Citing cases of gender assignment in intersex children
born with ambiguous genitalia, Money believed parental atti-
tudes have a strong effect on whether a child accepts the gender
category towhich ithadbeensurgicallyandmedicallyassigned.
For Money, the role of the psychosocial environment was crit-
ical: ÔÔIn those instances [where the child does not accept the
category towhich it hasbeenassigned,]… it is commontoÞnda
history inwhichuncertaintyas to the sexof thebabyatbirthwas
transmitted to theparentsandneveradequately resolved [within
the parentsÕ mind]ÕÕ(Money & Ehrhardt,1996, p. 153).

Money coined the termgender role (Money1985a, 1994),
which he deÞned as those things that a person says or does to

43 ÔÔThe case history in the questionnaire read as follows: Since early
childhood, this 30-year-old biological male has been very effeminate in
his mannerisms, interests, and daydreams. His sexual desires have al-
ways been directed toward other males. He would like to be able to dress
exclusively inwomanÕsclothes.This person feels inwardly and insists to
the world that he is a female trapped in a male body. He is convinced that
he can only be happy if he is operated on to make his body look like that
of a woman. SpeciÞcally, he requests the removal of both testes, his
penis, and the creation of an artiÞcial vagina (all of which can, in fact, be
done surgically). He also requests that his breasts be made to appear like
a womanÕs, either surgically or by the use of hormones (this, too, is
medically possible)ÕÕ (Green,1969, p. 236).
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disclose himself or herself as having the status of boy or man,
girl or woman, respectively (e.g., general mannerisms, deport-
ment and demeanor, etc.) and regardless of the personÕs ana-
tomical sex.Gender identity refers to oneÕs persistent inner
sense of belonging to either the male or female gender category.
Money (1994) credits the latter termÕs coinage to Robert Stol-
ler.44Gender identity can be an independent variable in relation
to sexual orientation. For example, some people can be born
with a male body, have a female gender identity, and, in some
cases, be attracted to men (androphilic) while others may be
attracted to women (gynephilic). Money came to see gender
identity as the private experienceof gender role and gender role
as the public manifestation of gender identity: ÔÔAs originally
deÞned, gender role consists of both introspective and the ex-
traspective manifestations of the concept. In general usage, the
introspective manifestations soon became separately known as
gender identity. The acronym, G-I/R, being singular, restores
theunityof theconceptÕÕ(Money,1985b,p.279;seealsoMoney
& Ehrhardt,1996).

MoneybelievedapersonÕsgender identitywasÞxedbythree
years of age, and considered efforts to change a personÕs gender
identity difÞcult, if not impossible, in anyone older. Pessimism
about changing an adultÕs gender identity left only one thera-
peutic alternative to improvethe affected individualÕs well-
being: sex reassignment. In the mid-1960s, in the wake of
MoneyÕs theoreticalworkandhisclinical and researchÞndings,
Johns Hopkins opened the Þrst university-afÞliated, multidis-
ciplinarygenderclinicofferingsexreassignment to transsexuals
seeking treatment (Green & Money,1969). More than 40 aca-
demiccenters in theU.S.would lateropengenderclinicsaswell
(Denny,1992, 2002).45

Harry Benjamin, a physician, is credited with both popu-
larizing the termtranssexual in itscurrentusageand for raising
awareness about trans individuals within the medical profes-
sion (Benjamin,1966; Green,2009a; Ihlenfeld,2004; Person,

2008; Pfa¬fßin, 1997).46 Benjamin was a pioneering maverick
who offered transgender individuals hormonal treatment at a
time when mainstream psychiatry and medicine regarded gen-
der incongruent individuals as confused homosexuals, neu-
rotics, transvestites,schizophrenicorsomecombinationthereof
(e.g., Socarides,1969). Benjamin, who had an essentialist
view of transsexualism, had little regard for his eraÕs psy-
chiatrists or psychoanalysts (Ihlenfeld,2004). He ÔÔbelieved
that the transsexual suffers from a biological disorder, that his
brain was probably ÔfeminizedÕ in utero. Heeschewsany psy-
chological explanationÕÕ (Person,2008, p. 272). Consistent
with his essentialist view, he believed psychotherapeutic
attempts to change gender identity were ÔÔfutileÕÕ (Benjamin,
1966, p. 28). As an outgrowth of his interests in the devel-
oping Þelds of endocrinology, gerontology, and sexology in
the 1920s and 1930s, Benjamin was among the Þrst physi-
cians to experiment with hormonal and surgical treatments
for agingÑhe eventually pioneered the treatment of gender
dysphoric individuals using sex hormones (Ihlenfeld,2004).

According to a colleague, ÔÔBy 1972, Benjamin had diag-
nosed, treated, and befriended at least a thousand of the ten
thousand Americans known to be transsexual. In the process,
he had come to be regarded not only as the discoverer but also
as the patron saint of transsexualsÕÕ (Person,2008, p. 260).
Notably, he accomplished this in a private practice setting
without either university or academic support. In acknowl-
edgment of BenjaminÕs early advocacy for the medical treat-
ment of transsexualism, in 1979 the newly formed Harry Ben-
jamin International Gender Dysphoria Association (HBIG-
DA),47which would go on to develop standards of care (SOC)
for treating trans individuals, was named in his honor.48

Robert Stoller was a preeminent member of both the
American psychiatric and psychoanalytic establishments of his
time (Green,2009a). Like Money, StollerÕs (1968) theorizing
about gender evolved from working with both intersex and
transsexual patients. Stoller (1964) is credited with introducing
the concept of gender identity into both the psychoanalytic lit-
erature and into the consciousness of many psychiatrists as44 ÔÔI trace my initial acquaintance with this new term to communica-

tion at the time with Evelyn Hooker, the psychologist now famed for
her pioneering studies in Los Angeles that led to the ofÞcial depathol-
ogization of homosexuality. According to a personal communication
(1984) with the late Robert Stoller, there was a psychoanalytic gender
identity study group at the University of California at Los Angeles
(UCLA) Medical Center during this same period, the middle 1960sÕÕ
(Money,1994, p. 166). Regular attendees of that study group included
Ralph Greenson, Judd Marmor, Robert Stoller, and Richard Green (R.
Green, personal communication, July 6, 2009).
45 Money, as well as his ÔÔnurtureÕÕ theory of gender identity develop-
ment, was attacked in ColapintoÕs (2000) As Nature Made Him. He was
accused, among other things, of falsifying published data about a pair of
twin boys, one of whom lost his penis at age 8 months in a botched
circumcision and was later reassigned to be a girl. Money claimed the
child, referred to as ÔÔJohn/JoanÕÕ in the case report, successfully accept-
ed gender reassignment. In ColapintoÕs book, John/Joan was revealed
to be David Reimer who publicly came forward to tell his story of having
rejected female assignment.

46 Hirschfeld (1923) is credited with coining the term transvestism in
1910 and transsexualism in 1923, although he did not deÞne the latter in
its currentusage (Pfa¬fßin,1997).Cauldwell (1949) isoftencreditedwith
the Þrst usage of the contemporary meaning of transsexualism (Hertoft
& S¿rensen,1978; Pfa¬fßin, 1997).
47 Founding members include Jack Berger, Richard Green, Donald
Laub, Walter Meyer, Jude Patton, Charles Reynolds, Jr., Paul Walker,
Alice Webb, and Leo Wollman. Retrieved from A. H. DevorÕs web
based history, ÔÔReed Erickson and The Erickson Educational Foun-
dation,ÕÕ athttp://web.uvic.ca/*erick123/#HB, July 7, 2009.
48 In 2006, it was proposed that HBIGDAÕs name be changed to the
World Professional Association for Transgender Health (WPATH).
That name change became ofÞcial in 2009 after a membership ballot
(H. F. L. Meyer-Bahlburg, personal communication, March 2009).
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well.49 However, in contrast to BenjaminÕs essentialist views,
Stoller (1967) believed that in some cases, childhood family
dynamics were responsible for ÔÔcausingÕÕ adult transsexual-
ism.50Stoller (1985),undoubtedly inßuencedby theseparation-
individuation theories of Mahler, Pine, and Bergman (1975),
opined that GID in boys was a ÔÔdevelopmental arrest… in
which an excessively close and gratifying motherÐinfant sym-
biosis, undisturbed by fatherÕs presence, prevents a boy from
adequately separating himself from his motherÕs female body
and feminine behaviorÕÕ (p. 25).

As a medical student at Johns Hopkins, Richard Green
studied cross-gender behavior in children under the supervision
of his mentor John Money. Green did his psychiatric training as
a UCLA resident with Robert Stoller, and later developed a
close relationship with Harry Benjamin (Green,1987, 2009a).
GreenandMoney (1969)co-editeda groundbreaking,multidis-
ciplinary treatment textbook,Transsexualism and Sex Reas-

signment, and published two early and important scholarly
works in the Þeld of GIDC research (Green & Money,1960,
1961). His later volume,The ‘‘Sissy Boy Syndrome’’ and the

Development of Homosexuality (Green,1987) was a prospec-
tive study that tracked into adulthood the development of 66
gender-atypicalboyswhostatedawish tobeagirl.Seventy-Þve
percent of the children Green studied grew up to be gay men.

Stoller and Green were among the most prominent of psy-
chiatrists who supported the APA decision to remove homo-
sexuality from the DSM-II (Stoller et al.,1973). They also
served on the DSM-III Subcommittee on Psychosexual Disor-
ders that recommended including transsexualism (now called
GID in adolescents and adults) in the DSM-III.

During the 1960s, North American psychiatry had begun
to take a look at the phenomenon of transsexualism in
adults (see, for example, Green & Money,1969; Stoller,
1968). It became apparent that psychiatrists and other
mental-health professionals had become increasingly
aware of the phenomenon, that is, of adult patients report-
ing substantial distress about their gender identity and
seeking treatment for it, typically hormonal and surgical
sex-reassignment. Indeed, there were enough observed
cases that it was possible in the 1960s to establish the Þrst
university- and hospital-based gender identity clinics for
adults. Many clinicians and researchers were writing
about transsexualism, and by 1980, there was a large
enough database to support its uniqueness as a clinical

entity and a great deal of empirical research that exam-
ined its phenomenology, natural history, psychologic
and biologic correlates, and so forth. Thus, by the time
DSM-III was in its planning phase in the mid-1970s,
there were sufÞcient clinical data available to describe
the phenomenon, to propose diagnostic criteria, and so
on (Zucker & Spitzer,2005, p. 37).

According to Zucker and Spitzer, the case for including GID
of Childhood in the DSM-III was made for similar reasons:

At thesametime, therealsowasanemergingclinicaland
research literature on children who expressed the desire
to be of the opposite sex, leading to a similar situation,
that is, there was a clear description of the phenomeno-
logy, development of diagnostic criteria, and so on (e.g.,
Green,1974; Stoller,1968,1975). Although research on
both GIDC and transsexualism likely lagged behind
other psychiatric phenomena with much higher preva-
lence rates, expert consensus clearly concluded that
there was sufÞcient indication of clinical usefulness and
acceptability for these two disorders to be considered for
the DSM-III. In this respect, the reliance on expert
consensus regarding parameters that justiÞed inclusion
was probably not much different from the many other
DSM diagnoses, such as borderline personality disorder
or narcissistic personality disorder, that had not been
subjected to more systematic Þeld trials (Zucker &
Spitzer,2005, p. 37).

The World Health Organization (1992) followed the
DSM-IIIÕs lead in 1992Õs ICD-10 and included the diagnoses
of transsexualism and gender identity disorder of childhood.

It should be noted that while the two GID diagnoses are
groupedtogether inDSM, treatmentapproachesforGIDCseem
at marked variance from the treatment philosophy of GID in
adolescentsandadults. In the latter case, successful treatment of
gender dysphoria through sexual reassignment seems relatively
uncontroversial.51 However, there is much controversy about
the treatment of GIDC. Until recently, in cases of GIDC in very
young children, treating gender dysphoria to prevent transition
in later life was felt to be a legitimate goal. Only when such
efforts fail would transition be sanctioned (Wallien & Cohen-
Kettenis,2008; Zucker,2008a, 2008b).

It isbeyond the scopeof thispaper to reviewall the issues in
the debates regarding appropriate treatment of gender variant
children. It should be noted, however, that changing cultural
attitudesaboutwhatexactlyconstitutesÔÔappropriateÕÕexpres-
sions of gender are leading some clinicians to encourage par-
ents in helping their children transition at earlier ages (Ken-
nedy,2008; Rosin,2008; Spiegel,2008a, 2008b). Further-
more, as in the case of homosexuality in the 1970s, LGBT

49 A search of the largest psychoanalytic data base, PEP-WEB (http://
www.pep-web.org/), shows that the term ÔÔgender identityÕÕ only ap-
pears in the psychoanalytic literature for the Þrst time in the 1964 Stoller
paper.
50 StollerÕs hypothesis of a ÔÔblissful symbiosisÕÕ between mother and
son as a ÔÔcauseÕÕ of GID is disputed by Coates (1990, 1992; Coates &
Wolfe, 1995), who argues for some combination of inborn, biological
temperament and alternative family dynamics as factors predisposing to
GID of childhood.

51 However, see Chiland (2003), Hertoft and S¿rensen (1978), and
McHugh (1992) for critical views of SRS.
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advocacy groups have had some recent successes in changing
professional opinions about GID diagnoses. For example, in
November 2008, ÔÔAfter repeated contactsÕÕ from the Swedish
Association for Sexuality Education (RFSU) and the Swed
ish Federation for Lesbian, Gay, Bisexual and Transgen
der Rights (RFSL), the Swedish National Board of Health and
Welfare (Transvestitism no longer,2008), a governmental
agency made Sweden the Þrst country to remove the GIDC
diagnosis from the Swedish version of the ICD-10, citing its
potential, along with Þve other diagnoses, of being offensive
and contributing to prejudice.52The Swedish diagnostic man-
ual, however, will retain the Transsexualism diagnosis in or-
der to continued providing sex reassignment.

Homosexuality and GID: Parallels

Many trans activists, with the support of LGB and straight
allies, are calling for removal of the GID diagnoses. In many
respects, these calls resemble historic arguments that led to
the 1973 removal of homosexuality from the DSM-II.

The Parallel of Turning Sin into Illness

Traditionally, religion has played a strong role in codifying
sociallyacceptableexpressionsofgenderandsexuality.Gender
beliefs about the proper roles of men and women are Þrmly
rooted inJudeo-Christianandother traditions that regardgender
role transgressions as grounds for censure and castigationÑ
even punishment by death. Given the historical conßation of
gender expression and sexual orientation, biblical prohibitions
against homosexuality are, at times, framed in language that
describes men as transgressing their ÔÔnaturalÕÕ (that is, God-
given) gender roles:

• Thou shalt not lie with mankind, as with womankind: it is
abomination. (Leviticus 18:22)

• If a man also lie with mankind, as he lieth with a woman,
both of them have committed an abomination: they shall
surely be put to death; their blood shall be upon them.
(Leviticus 20:13)

• And likewise also the men, leaving the natural use of the
woman, burned in their lust one toward another; men with
men working that which is unseemly, and receiving in
themselves that recompence of their error which was
meet. (Romans 1:27)

• Know ye not that the unrighteous shall not inherit the
kingdom of God? Be not deceived: neither fornicators,

nor idolaters, nor adulterers, nor effeminate, nor abusers
of themselves with mankind, nor thieves, nor covetous,
nor drunkards, nor revilers, nor extortioners, shall inherit
the kingdom of God. (I Corinthians 6:9).53

In addition to condemning sexual transgressions, some
biblical passages touch upon what would today be referred to
as transvestism and transsexualism. For example, Deuter-
onomy 22:5 explicitly forbids cross-dressing: ÔÔThe apparel
of a man shall not be upon a woman and a man shall not wear
womanÕs garments for anyone who does these is an abomi-
nation to the Lord.ÕÕ In orthodox Jewish traditions, Leviticus
22:24, ÔÔAnd one that is bruised, or crushed, or broken, or cut
in the testicles, shall ye not offer unto the Lord; and in your
land shall ye not make the like,ÕÕ is interpreted as a prohibition
against castrating both animals and human beings and is ta-
ken to forbid sex reassignment surgery.54

For centuries, religious views and the legal consequences
of those prohibitions held sway.55 However, accompanying
the rise of Western secularism, in the mid-19th century,
scientiÞc and medical explanatory models of nature sought
to supplant religious and supernatural explanations. Yet, ÔÔas
ecclesiastical authority began to wane with the rise of the
modern state, the religious abhorrence of homosexual prac-
tices was carried over into secular lawÕÕ (Bayer,1981, p. 17).

In the process of casting a critical, scientiÞc eye on a range of
what were then deemed to be socially unacceptable behaviors,
many ÔÔsinsÕÕ would eventually come to be classiÞed as ÔÔill-
nessesÕÕ:demonicpossessionredeÞnedas insanity,drunkenness
as alcoholism, and sodomy as anillness called homosexuality.
Bayer (1981) contends that this was a model ÔÔinspired by the
vision of a thoroughly deterministic science of human action.
It rejected the Ôpre-modernÕ stress on will and the concomi
tant moral categories of right and wrong. Instead it sought the
causes of deviance in forces beyond the control of the individ-
ualÕÕ (p. 18).

Yet, by the mid-20th century, critics of psychiatry and the
medical profession would argue that psychiatric disorders
merely reßected existing social attitudes and prejudices and
that they were often nothing more than forms of social control.

52 The other Þve diagnoses are F64.1, Dual-role transvestism; F65.0,
Fetishism; F65.1, Fetishistic transvestism; F65.6, Sadomasochism, and
F65.6, Multiple disorders of sexual preference. See ÔÔTransvestism Ôno
longer a diseaseÕ in Sweden,ÕÕ published November 17, 2008; retrieved
from http://www.thelocal.se/15728/20081117/, February 15, 2009.

53 Other biblical passages interpreted as prohibitions against homo-
sexuality can be found in Genesis 19, Leviticus 18:7, Judges 19, I Kings
22:46, II Kings 23:7, and I Timothy 1:9Ð10.
54 Thanks to Naomi Mark for the Biblical references as well as the
information regarding their current interpretations within the orthodox
Jewish community.
55 Boswell (1980, 1994) challenges the historical view of a linear
tradition of condemnation, arguing that in different historical eras the
western church tolerated same-sex relationships. Boswell (1980) and
Gomes (1996) point out the selective use of biblical prohibitions by reli-
gious authority Þgures. Gomes (1996) and Helminiak (1994) offer alter-
native religious interpretations of traditional religious dogma condemn-
ing homosexuality.
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The most telling example of medicineÕs history of diagnostic
excessÑandoneeasilyheldupfor ridiculeÑisdrapetomania,

a 19th century ÔÔdisorder of slaves who have a tendency to run
away from their owner due to an inborn propensity for wan-
derlustÕÕ (Schwartz,1998, p.357). Szasz (1960),a psychiatrist,
psychoanalyst, and spokesperson for a nascent anti-psychiatry
movement, declared mental illnesses to be myths, no more
than metaphors for physical illness. He characterized psychi-
atric nomenclature as an effort by mental health practitioners
to exercise control in the guise of ÔÔproviding treatmentÕÕ for
individuals by Þrst deÞning them as ÔÔpatientsÕÕ and then
labeling their thoughts, feelings, and behaviors as ÔÔsymp-
tomsÕÕ of imaginary ÔÔdiseases.ÕÕ For Szasz (1965,1974a), psy-
chiatryÕs diagnosis of homosexuality was a prototypical ex-
ample of social control as was the medical model of drug
addiction and the concomitant criminalization of drug users.

Although few psychiatrists today would accept SzaszÕs
line of reasoning, particularly his theory of schizophrenia
(Szasz,1974b), his arguments regarding the social context
of diagnosing mental disorders are not completely without
merit. For example, the Þrst edition of the DSM (APA,1952)
explicitly and non-self consciously articulated a role for
social values in making a diagnosis of the overarching cate-
gory of sociopathic personality disturbances which included
homosexuality: ÔÔIndividuals to be placed in this category are

ill primarily in terms of society and conformity with the

prevailing cultural milieu, and not only in terms of personal
discomfort and relations with other individualsÕÕ (p. 38, my
emphasis).

While physicians and psychiatrists are often accused of
seeking power and control, thereare also altruistic reasons for
turning ÔÔsinnersÕÕ into ÔÔpatientsÕÕ: the medical modelÕs promise
ofhope for treatmentandcure.An ill personwasnotnecessarily
responsible for his or her ÔÔsymptoms,ÕÕ and, in the best of cir-
cumstances, would beneÞt from therapeutic compassion rather
than religious judgment and condemnation.

The stigma of psychiatric illness and the paternalism of
medical practitioners notwithstanding, many ÔÔhomosexualsÕÕ
accepted, if not embraced, the medical model as an alternative
to religious and legal condemnation. While some saw in the
illness model hopes for a ÔÔcure,ÕÕ Bayer (1981) sees a more
practical concern:

Since the threat of criminal prosecution was the im-
mediate danger, it is not surprising that homosexuals
did not attack the standard psychiatric view of sexual
deviation. With professional support hard to come by, it
would have been surprising if those attempting to foster
legal reform had diverted energy to the attack of those
who argued that homosexuality was an inappropriate
target of the criminal law (pp. 67Ð68).

By the 1950s and 1960s, ambivalence toward the medical
model would play out in the publications of the American

homophile movement56 as its members and allies openly
debated the relative social merits and costs of pathologizing
homosexuality. For example, Cory57 (1965) spoke not only
for retaining the medical model but also defended the mental
health professionals coming under attack from an increas-
ingly militant homophile movement:

Once the name was Edmund Bergler [1956]; today it is
Albert Ellis… I am more and more convinced that the
homophile movement in the United States… will do
great harm to its struggle if it gets into a head-on clash
with men of science whose work it Þnds threatening:
and that there is nothing inconsistent between accep-
tance of the work of psychotherapists who report suc-
cess, nay cure, and the struggle for the right to par-
ticipate in the joys of life for those who cannot, will not
or do not undergo such change (pp. 8Ð9).

By the mid-1960s, CoryÕs approachÑadvocating for gay
people to have access to treatment of their homosexuality and
for the gay community to collaborate with psychiatrists who
pathologized homosexualityÑwas rejected by American
homophile groups. Following the 1969 Stonewall riots, the
ÔÔhomophile movementÕÕ evolved into ÔÔgay liberationÕÕ and
repudiated the medical model of homosexuality. The rest, as
they say, is history.

Undoubtedly trans individuals in 1980, seeing a psychi-
atric diagnosis as the key to obtaining medical and surgical
treatment, did not criticize TranssexualismÕs inclusion in the
DSM-III. However, since treatment for gender incongruent
children focused on preventing adult transsexualism, and in
thecase ofsomeclinicians whoclaimed they werepreventing
homosexuality and cross-dressing (Rekers, Bentler, Rosen,
& Lovaas,1977), GIDC received a much chillier reception.
Some activists and academics in the Þeld of queer theory
(Mass,1990b; Sedgwick,1991) asserted that the new diag-
nosis wasa ruseperpetratedbypsychiatrists topreventhomo-
sexuality in adults.58 Zucker and Spitzer (2005) refuted that
interpretation of historical events on the basis of three rea-
sons: (1) there was no need for a veiled backdoor diagnosis to
prevent homosexuality because DSM-III [still] contained the
diagnosis of ego-dystonic homosexuality; (2) that EDH was
itself eventually removed from the DSM-III-R because of a
lack of any empirical basis to support the diagnosis; and (3)
ÔÔseveral clinicians and scientists who argued in favor of
delisting homosexuality from the DSM-II were members of

56 The most notable organizations in this movement were the Matta-
chine Society for men and the Daughters of Bilitis for women. The
Mattachine Review and DOBÕsThe Ladder would publish numerous
articles debating normalizing versus pathologizing models.
57 Donald Webster Cory was the pseudonym of Edward Sagarin.
58 To the present day, this argument continues to resurface in the
writings of gay academics and clinicians (Ault & Brzuzy,2009; Bryant,
2007; Corbett,1996; Haldeman,2000).
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the DSM-III subcommittee on psychosexual disorders that
recommended the inclusion of the GIDC diagnosis in DSM-
IIIÕÕ (p. 35).

Whywouldthesameexpertswhopersuasivelyandsuccess-
fully argued for removal of homosexuality from the DSM-II59

advocate for including the GID diagnoses in the DSM-III? As
the following history reveals, what seems paradoxical today is
the result of decisions made by individuals who lived in a dif-
ferent time with different ideas, different social values regard-
ing gender, and different clinical and social agendas.

In the 1970s, professional advocates of the medical model of
transsexualism found themselves arguing against a common
psychiatric belief that saw trans people as severely mentally
disturbed. Using an alternative medical model of illness, albeit
one less pathologizing than the theories of neurosis and psy-
chosis theyopposed, theyexpandedprofessionalawarenessand
knowledge about gender identity and sex reassignment and
were eventually successful in changing psychiatric and medical
opinions regarding the authenticity of trans subjectivities. As
a result, they created increased possibilities for anatomically
dysphoric transgender individuals to obtain the treatment they
needed to live their lives unnoticed and unmolested as members
of the other sex. Yet ironically, partially as a result of changes
they helped bring about (authenticating and, through the DSM
and later the ICD-10, solidifying a medical category of indi-
vidual known as the ÔÔtranssexualÕÕ) and partially due to cir-
cumstances beyond their control (the closing of university-
afÞliated gender clinics following the publication of Meyer and
ReterÕs (1979) controversial follow-up study claiming SRS
confersnoobjectiveadvantage intermsofsocial rehabilitation),
cultural attitudes about gender would also change, perhaps in
ways these medical pioneers never envisioned.

For example, the early transsexualism medical literature
gives little indication of professional encouragement to live
oneÕs post-transition life as an openly trans person. Christine
Jorgensen, who did come out as an openly trans woman, was a
rare exception. Instead, early professional proponents of sex
reassignment seemed more likely to endorse (at least in their
published writings) postoperative assimilation, which meant
living unobtrusively as a member of the other sex. Benjamin
(1966), for example, in discussing the results of male-to-fe-
male sex reassignment, noted that ÔÔseveral factors have to be
considered: the physical and mental health, the emotional
state, the social status, as compared to that before the change;
the attitudeof the family, the position insociety,and lastbut by
no means least, the sex life, largely dependent upon the ade-
quacy of the newly created female genitals, especially the
vaginaÕÕ (p. 150). For an end result ÔÔto be assessed good, the
total life situation had to be successful as well as the sex life.A

good integration into the world of women with acceptance

by society and by the families was essentialÕÕ (p. 151, my
emphasis). Similarly, the gender clinics at Johns Hopkins and
other academiccenters supported a treatmentmodel of assimi-
lation into cisgender culture. However, by the 1980s:

Theclosingof [most]U.S.genderclinicscreateda treat-
ment vacuum which resulted in the slow development
of a market economy for the treatment of transsexual-
ism. Free from the restrictive policies of the gender pro-
grams, transsexuals began to orchestrate their own sex
reassignments, choosing services and service providers
in ana la carte fashion. Long kept out of communica-
tion with one another by privacy requirements of gen-
der clinics and by the insistence of the clinics that to be
ÔÔproperÕÕ transsexuals they must blend into society and
disappear, transsexuals began communicating with one
another, seeking and providing information and com-
paringnotes… By1985, therewereanumberof support
groups and regional conferences which welcomed both
crossdressers and transsexuals. Around 1990, trans-
sexuals, who had been conspicuously absent from the
literature, began to publish, adding their voices to those
of feminist scholars… (Denny,2002, p. 40).60

One consequence of less medical control of postoperative
living and an increased contact among individuals were new-
ly formed trans communities that proposed a:

new [alternative] transgender model, [in which] trans-
sexuals were not mentally ill men and women whose
misery could be alleviated only by sex reassignment,
but rather [they were] emotionally healthy individuals
whose expression of gender was not constrained by
societal expectations. Instead, the pathology was shif-
ted from the gender-nonconformist to a society which
cannot tolerate difference… Many transsexuals, how-
ever, have reinterpreted their experience in the light of
the transgender model and are less likely to disappear
into society after sex reassignment than was the case
under the medical model (Denny,2002, pp. 43Ð44).

As increasing numbers of trans individuals began to come
out of their closets, thegay liberation movement once again
evolved and expanded more broadly into advocacy for les-
bian, gay, bisexual, and transgender (LGBT) civil rights.
Sexual orientation and transgender identities, once conßated,
and only recently separated from each other as discrete cat-
egories, now found common political cause. One historical
fact supporting such a political alliance was that many of the
protestors at the 1969 Stonewall riots were transgender

59 See, for example, Green (1972), Stoller (1973), and Stoller et al.
(1973).

60 Among the 1990s authors who self-identiÞed as trans are Feinberg
(1993), Bornstein (1994), and Wilchins (1997).
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(Duberman,1994; Stryker,2007).61 There was also a very
practical reason for the embrace of trans inclusion: those who
oppose gay rights ÔÔsee lesbian, gay, bisexual, and queer
peopleÕs interests as being almost the same, if not identical, to
those of trans peopleÕÕ (Devor,2002, p. 6).62 Trans inclusion
would accelerate in the 1990s, as many national LGB advo-
cacy organizations amended their mission statements to in-
clude gender identity and transgender people.63

It started happening in the mid-1990s, in response to the
queer movement of the early 1990s, and in response to a
decade of radical AIDS activism. Fighting to end the
epidemic required, from a public health point of view,
getting past the squabbles of homosexual identity pol-
itics left over from the 1960s, Ô70s and Ô80s. The Re-
aganite rightwantedto labelAIDSÔÔgay-related immune
deÞciencyÕÕ even though viruses are no respecters of
identity. AIDS was not a gay disease, but convincing
others of that fact required a transformation of sexual
politics. It fostered political alliances between lots of
different kinds of people who all shared the common
goal of ending the epidemicÐand sometimes precious
little else (Stryker,2007).

Because the transgender community is so much smaller
than the lesbian, gay, and bisexual one, members of the for-
mer have successfully increased their cultural and political
clout by aligning with the latter as an ostensibly united LGBT
community. Trans advocacy today encompasses civil rights,
access to care, and promoting greater tolerance of gender
variance not just in trans individuals, but also in society in
general (Drescher,2002e; Wilchins,1997).

From Medical Illness to Civil Rights Movements

At the time of the 1973 APA decision, organized psychiatry
was not yet prepared to call homosexuality a normal variant
of human sexuality. However, the diagnostic revision did end
organized medicineÕs formal participation in the social stig-
matization of homosexuality. The APA decision shifted de-
bate about homosexuality into the moral and political realms
by depriving religious, governmental, military, media, and
educational institutions of medical or scientiÞc rationaliza-
tion for discrimination.

With psychiatry no longer ofÞcially participating in stig-
matization, a historically unprecedented social acceptance of
gay men and women gradually ensued. Whether the APA role
was causal, as this author has asserted (Drescher,2006c) or a
bellwether of wider social changes, is open to debate. Never-
theless, those who accepted scientiÞc authority on such mat-
ters gradually came to accept the APA position and a new
cultural perspective emerged: (1) if homosexuality is not an
illness, and (2) if one does not literally accept biblical prohi-
bitions against homosexuality, and (3) if contemporary, sec-
ular democracy separates church and state, and (4) if openly
gay people are able and prepared to function as productive
citizens, then what is wrong with being gay? And if there is
nothing wrong with being gay, then what moral and legal
principles should the larger society endorse in helping gay
people openly live their lives (Drescher,2002c, 2006b)?

There has been ample consideration of these questions in the
last four decades and consequently much has changed. In 1973,
ÔÔhomosexual behaviorÕÕ was illegal in most of the 50 United
States. The 1970s began the proliferation of local and eventually
state civil rights ordinances making discrimination on the basis
of sexual orientation illegal.64 As acceptance of gay people in-
creased, by 2003, three quarters of the states had repealed their
sodomy laws. Then, on June 26, 2003, the U.S. Supreme Court
made a 6-3 historic ruling inLawrence and Garner v Texas to
overturn the countryÕs remaining sodomy laws. National and
state governmentsare increasinglyaddressing the rightsof same-
sex couples to adopt and to act as foster parents to children.

Even some religious organizations have changed their views
onhomosexuality. In2005,UnitedChurchofChristbecame the
Þrst mainline Christian denomination to support same-sex mar-
riage. Major religious groups that permit same-sex unions but
that do not give them the same status as marriage include the
Episcopal Church, the Evangelical Lutheran Church, and Re-
form Judaism. Reform Judaism now trains openly gay and les-
bian rabbis.

61 Stryker (2007) further notes, ÔÔTransgender people have their own
history of civil rights activism in the United States, one that is in fact
older, though smaller and less consequential, than the gay civil rights
movement. In 1895, a group of self-described ÔÔandrogynesÕÕ in New
York organized a ÔÔlittle clubÕÕ called the Cercle Hermaphroditos, based
on their self-perceived need ÔÔto unite for defense against the worldÕs
bitter persecution.ÕÕ Half a century later, at the same time some gay and
lesbian people were forming the Mattachine Society and the Daughters
of Bilitis, transgender people were forming the Society for Equality in
Dress.Whengayand lesbianpeoplewereÞghting forsocial justice in the
militant heyday of the 1960s, transgender people were conducting sit-in
protests at DeweyÕs lunch counter in Philadelphia, Þghting in the streets
with cops from hell outside ComptonÕs Cafeteria in San FranciscoÕs
Tenderloin, and mixing it up at Stonewall along with lots of other folks.ÕÕ
62 Devormade thesecomments inapaperbasedona lecture tomembers
of the Association of Gay and Lesbian Psychiatrists (AGLP). Following
a series of discussions leading to publications in itsJournal of Gay and
Lesbian Psychotherapy, in 2001 AGLP amended its bylaws with gender
identity and transgender inclusive language (see Devor,2002; Denny,
2002; Drescher,2002b; Seil,2002).
63 Devor (2002) cites examples of trans inclusion at the National Gay
and Lesbian Task Force (NGLTF) in 1997, Parents, Families and
Friends of Gays (PFLAG) in 1998, and the Human Rights Campaign
(HRC) in 2001.

64 A notable exception is the U.S. federal government which to date
does not yet offer any protection against discrimination on the basis of
either sexual orientation or gender identity. In 1990 the federal govern-
ment passed theHate Crimes Statistics Act, theÞrst time a federal statute
recognized sexual orientation (Schmalz,1992).
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Most telling in the movement for normalization has been the
rapidlychanging landscapeofsame-sexmarriage.At thetimeof
this writing, marriage equality can be found in Belgium, Can-
ada, the Netherlands, Norway, South Africa, Spain, Sweden,
and six U.S. states: Connecticut, Iowa, Maine, Massachusetts,
New Hampshire and Vermont. At least Þve more U.S. states
are expected to follow suit in the next few years. Israel now
recognizes same-sex marriages performed in other countries.
Similarly, while New York State and Rhode Island do not
presentlyallow same-sexcouples tomarry, they recognize gay
marriages performed elsewhere. Civil unions for same-sex
couples inNewJerseymaysoonbeupgraded tomarriage.This
progress has been signiÞcant, despite some energetic counter-
movements, such as the federal DeÞnition of Marriage Act
(DOMA), with many recent U.S. state constitutional amend-
ments, and the 2008 referendum overturning CaliforniaÕs
Proposition 8. U.S. states with domestic partnerships include
California,Hawaii, Maine, Oregon, and Washington. Numer-
ous local municipalities and corporations throughout North
America, Europe, and Latin America offer some form of
legal relationship rights for same-sex couples. In addition to
upgrading their current civil unions law to offering full
marriage equality, many national and state governments are
also addressing the rights of same-sex couples to adopt and to
act as foster parents to children. These events are the result of
changing cultural norms and they have had a signiÞcant im-
pact in rapidly changing cultural views on ÔÔappropriateÕÕ
expressions of gender as well.

The movement for transgender civil rights has followed
more slowly in the wake of the larger gay rights movement,
although the pace of the latter has picked up remarkably in the
last decade. In the 1970s, with rare exceptions, local munici-
palities offering anti-discrimination protections on the basis of
sexual orientation did not include gender identity protections
(National Gay & Lesbian Task Force,2007). By the late 1990s,
as trans inclusion became a focus of LGBT civil rights organi-
zations, it was rare to Þnd a state or municipality that did not
introduce anti-discrimination protections for sexual orientation
and gender identity at the same time.65 In recent years, anti-
discrimination protections and/or hate crime laws for gender
identity have been enacted at thestatewide level in California
(2003), Colorado (2005), Connecticut (2004), Hawaii (2003),
Illinois (2005), Iowa (2007), Maine (2005), New Jersey (2006),
NewMexico (2003),Oregon(2007),Pennsylvania (2002),Ver-
mont (2007), and Washington (2006) (National Gay & Lesbian
Task Force,2008).66

Parallels in Arguments for Diagnostic Removal

These civil rights advances notwithstanding, many in the
LGBT movement are critical of psychiatryÕs GID diagnoses.
Like the gay community that argued to be taken out of an
earlier diagnostic nosology, the trans communityhas adopted
similar normalizing arguments to make the case for removal.
These include:

• adopting normalizing etiological theories, such as the
belief that one is born gay/trans;

• adopting a transhistorical approach that connects modern
gay/trans identities to historical Þgures and cultures;

• using modern cross-cultural studies to show that antiho-
mosexual/antitrans attitudes are culture bound;

• looking to statistics regarding prevalence to refute the
notion that homosexuality/transgenderism is rare;

• underscoring thedifÞcult, if not impossible taskofchanging
a sexual orientation/gender identity, even through psycho-
therapeutic means;

• adopting and insisting upon the use of normative language
to replace medical terminology (ÔÔhomosexualsÕÕ become
gayordeÞantlyqueer;ÔÔgenderdysphoriaÕÕbecomesgender
dissonance; ÔÔgender reassignment surgeryÕÕ becomes gen-
der conÞrmation, gender afÞrmation surgery, genital reas-
signment surgery, or bottom surgery);

• labeling theories that contradict afÞrmative perspectives
as unscientiÞc;

• ad hominem and ad feminam attacks on professionals
who either believe homosexuality/transgenderism is an
illness or use pathologizing language to make sense of
homosexuality/transgenderism.

Given the sensitivities involved and the civil rights issues
at stake, the push for a normative view of transgenderism, as
in the case of homosexuality almost four decades ago, has led
to passionate and, at times polemical, calls for a reconsider-
ation of the GID diagnoses:

Ironically, psychiatric diagnosis has also served a human-
istic purpose, sometimes for the same groups that it op-
presses. Psychiatric classiÞcation can initially increase
public empathy for people who are seen as suffering from
a ÔÔdiseaseÕÕ and can even enable oppressed groups to be
treated more humanely, but classiÞcation comes at the
cost of reinforcing the belief that certain behaviors are
deviant, subnormal, or pathological, and therefore less
deserving of genuinely equal rights. Thus, the removal of
homosexuality from the DSM was a watershed event
in gay rights history and it foreshadowed the direction of
the transgender rights movement today… [T]rans people
have largely stopped thinking of themselves as ÔÔdisorder-
edÕÕ or suffering from a ÔÔpsychiatric disease.ÕÕ They are
not as likely to have an uncritical gratitude towards the

65 New York State is a notable exception.
66 Relationships between the transgender and the rest of the LGB com-
munity have not always been harmonious. Wilchins (1997), for exam-
ple, recounts being excluded, during the 1990s, by lesbians at the Michi-
gan WomynÕs Music Festival, a mostly lesbian organization that to this
date apparently continues to exclude trans women from open partici-
pation.
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benevolent and sometimes not so benevolent healers
who are the gatekeepers of medical services. Mental hea-
lth professionals are especially problematic for those who
want body modiÞcation, because they control access to
surgeons and doctors who can prescribe hormones…
Transactivists are recognizing that pathologizing transg-
enderism is, in the end, more harmful than helpful (Nic-
hols,2008, pp. 476Ð477).

Similar normalizing arguments, less polemical but no less
passionate, are made by Winters (2005), who writes:

The Gender Identity Disorder diagnosis has divided the
transgender community and mental health professions
alike, on the premise that relief of social stigma associated
with psychosexual diagnosis must inevitably be traded
against access to sex reassignment procedures for those
who require them. In truth, the current GID category fails
transgender, and especially transitioning transsexual indi-
viduals,onbothcounts.Gendervariantpeoplefacebarriers
to social legitimacy and civil rights under medical policy
that terms their gender identity as mental disorder and la-
belsordinarygenderexpressionsassexualdeviance.At the
same time, transsexual individuals who suffer gender
dysphoria, that is distress with their physical sex charac-
teristicsor theirassociatedsocial roles, faceobstaclestosex
reassignment treatmentposedbyadiagnosisofdisordered

gender identity. By labeling a personÕs identity, which is
discordant with her or his natal sex, asdisordered, GID
implies that identityandnot thebody is thatwhichneedsbe
Þxed. By its title and diagnostic criteria, the diagnosis
contradicts treatment goals that correct the body (p. 72).

In the tradition of Cass (1979), who created a model of gay
identity formation, Devor (2004) proposed a normalizing,
14-stage model of transsexual identity formation. Like an
earlier generation of gay activists who turned to scientiÞc
Þndings to support their movements normalizing arguments,
trans writers do so as well:

Therehavealsobeenstudies thathaveexamineda small,
sexually dimorphic region of the brain known as the
BSTc. Researchers found that the structure of the BSTc
region in trans women more closely resembles that of
most women, while in trans men it resembles that of
most men [Garcia-Falgueras & Swaab,2008; Kruijver
et al.,2000; Zhou, Hofman, Gooren, & Swaab,1995].
Like all brain research, such studies have certain limi-
tations and caveats, but they do suggest thatour brains

may be hardwired to expect our bodies to be female or

male, independent of our socialization or the appear-
ance of ourbodies (Serano,2007,p.81, italicsadded).67

Much as the gay liberation movement spent many years
citing the Kinsey studiesÕ ÔÔ10%ÕÕ statistic to argue that their
numbers were too large to be ignored, trans activists also see
higher prevalence rates as both an antidote to invisibility as
well as furthering the cause of acceptance:

In this investigative report we calculate an approximate
value of the lower bound of the prevalence of male-to-
female (MtF) transsexualism in the United States, based
on estimates of the numbers of sex reassignment sur-
geries performed on U.S. residents during the past four
decades.We Þnd that the prevalence of SRS is at least on
theorderof1:2500,andmaybetwice thatvalue.Wethus
Þnd that the intrinsic prevalence of MtF transsexualism
must be on the order of*1:500 and may be even larger
than that. We show that these results are consistent with
studies of TS prevalence emerging in recent studies in
other countries. Our results stand is sharp contrast to the
value of prevalence (1:30,000) so oft-quoted by ÔÔexpert
authoritiesÕÕ in the U.S. psychiatric community to whom
the media turns for such information. We ponder why
that community might persist in quoting values of
prevalence that are roughly two full orders-of-magni-
tude(a factorof*100) toosmall.Finally,wediscuss the
challenge that our much larger and more realistic num-
bers present to the medical community, public health
community, social welfare community and government
bureaucracies (Conway,2002).68

Finally, in the tradition of queer theory, what constitutes
ÔÔnormalÕÕ gender is deconstructed from an outsiderÕs per-
spective. Just as heterosexuals were asked to look at their
heterosexism, transgender writers explicate cisgenderism or
cissexualism to the less gender dissonant:

Perhaps the best way to describe how my subconscious
sex feels to me is to say that it seems as if, on some level,
my brain expects my body to be female. Indeed, there is
someevidence tosuggest thatour brains have an intrinsic

understanding of what sex our bodies should be… When
oneÕssubconsciousandconscioussexesmatch,as theydo
forcissexuals,anappropriate gender identitymayemerge
rather seamlessly. For me, thetension I felt between these
two disparate understandings of myself was wholly jar-
ring… Many cissexual people seem to have a hard time
accepting the ideathat they toohaveasubconscioussexÑ
a deep-rooted understanding of what sex their bodies
should be. I suppose that when a person feels right in the
sex they were born into, they are never forced to locate or

67 See Herbert (2008) for a discussion of the work of Garcia-Falgueras
and Swaab (2008).

68 In contrast, Van Kesteren, Gooren, and Megans (1996) estimate the
prevalence of transsexualism as 1 in 12,000 natal males and 1 in 30,000
natal females.As in thegayofGLBpopulations, transgender individuals
are frequently rendered invisible in population surveys (Drescher,
2009a).
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question their subconscioussex, to differentiate it from
their physical sex. In other words, their subconscious sex
exists, but it is hidden fromtheir view. They have a blind
spot (Serano,2007, pp. 80Ð87, my emphasis).

Table1lists some of the parallels between homosexuality
and gender variance as they relate to psychiatric diagnosis.

Homosexuality and GID: Contrasts

Possibly Harmful Consequences of Removing GID

Gay activists of the mid-20th century were Þghting both for
civil rights and sexual liberation. Toward that end, and to
keep medical practitioners from unnecessarily meddling in
gay peopleÕs lives, most of them wanted out of the DSM. The
same approach is undoubtedly true for transgender people
who are not anatomically dysphoric and who therefore see no
reason why mental health professionals should judge them in
the language of psychiatric diagnosis.

Among those who do seek to transition, there are activists
and supporters who wish to retain the psychiatric diagnosis as
a needed step in obtaining medical treatment. Some might
unfavorably be compared to Donald Webster Cory, an early
homophile activist who held a distinctly minority position
thatgaypeopleshouldcooperatewithpsychiatrists inorder to
obtain medical treatment of their homosexuality.

There are also trans activists who would prefer that psychi-
atry not meddle in their decision to transition and that mental
healthprofessionalsshould foregotheir currentlyassignedgate-
keeping role of determining psychological Þtness for transition.
As they seek a diminished role for psychiatry, they advocate for
increased access to physicians providing medical and surgical
care for transition. Some suggest placing transsexualism as
a ÔÔmedicalÕÕ rather than a ÔÔpsychiatricÕÕ diagnosis of the ICD
(unlike the DSM, there is no American equivalent to the non-
psychiatric section of the ICD). However, it is not clear whe-
ther such an approach would be amenable to the World Health
Organization committees presently charged with updating the
ICD.69

Presently,however,whereeither insuranceornationalhealth
caresystemscover theseprocedures, it isapsychiatricdiagnosis
that currently justiÞes ÔÔmedical necessityÕÕ for such care. So
while removal from the DSM led to a liberating and immediate
ÔÔcureÕÕ (Drescher,2002f) for members of the gay community, a
similar approach with GID could have unintended, adverse
treatment consequences, particularly for the anatomically dys-
phoric transgender individuals seeking or in need of medical
transition.

DifÞculty Finding Reconciling Language that Removes
the Stigma of Diagnosis while Maintaining Access to
Medical Care

As in the case of EDH, there are voices seeking a middle
ground between avoiding the stigma of having a diagnosis
while at the same time justifying the need for medical and
surgical treatment. In an effort to resolve the contradictory
moral implications between narratives of pathology and
normal variation, conventional language can be stretched in a
variety of ways as a balance is sought between avoiding
stigma and obtaining needed services and social concessions:

It took the gay-rights movement 30 years to shift from
the Stonewall riots to gay marriage; now its transgender
wing, longconsideredthemostsubversive, isstrivingfor
suburbannormalcy too.Thechange is fueledmostlybya
community of parents who, like many parents of this
generation, are open to letting even preschool children
deÞne their own needs. Faced with skeptical neighbors
and school ofÞcials, parents at the [Trans Health] con-
ference discussed how to use the kind of quasi-thera-
peutic language that, these days, inspires deference: tell
the school the child has a ÔÔmedical conditionÕÕ or a ÔÔhor-
monal imbalanceÕÕ that can be treated later, suggested a
conference speaker, Kim Pearson; using terms likegen-

der-identity disorder or birth defect would be going too
far, she advised.The pointwas to take the situationout of
the realm of deep pathology or mental illness, while at
the same time separating it from voluntary behavior, and
to put it into the idiom of garden-variety ÔÔchallenge.ÕÕ
(Rosin,2008)

From the perspective of clinicians, Levine and Solomon
(2009) self-consciously, and somewhat defensively, try to parse
out theconßictbetweennormalvariantandpathologicalmodels
of transsexualism. Although they say, ÔÔOur work begins with
the belief that GID is a fact of nature,ÕÕ (p. 51), by which one
might presume they think of transgenderism as a natural con-
dition, they nevertheless assert:

1. In a nosological sense, GID are [sic] forms of psychopa-
thology;

2. Gender identity disorders are typically co-morbid with
other psychopathologies;

3. The promotion of civil rights for the transgendered can
obscure professional perceptions of psychopathology;

4. Ethical obligations require professionals to communi-
cate theuncertaintiesabout the long-termoutcomeofgen-
der transition and sex reassignment surgery (SRS) (p. 41).

Levine and Solomon (2009) then go on to make a spirited
defense for retaining the language of psychopathology need-
ed as a separate category of discourse required for the clinical
work. Despite the obvious narrative contradictions of their

69 The ICD is being revised for an 11th edition (ICD-11) scheduled for a
2014 release.
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Table 1 Homosexuality, gender variance and psychiatric diagnosis: parallels

Homosexuality Gender variance

Social justice as rationale for removal Yes Yes

Empirical basis as rationale for removal Yes

(Sexology Research)

Controversial at time of removal

Empirical data for both retention and removal are
controversial

Etiological theories reßect good and bad
moral judgments

Normal Variation of Human Sexual Expression

Homosexuality is good and natural

Normal Variation of Human Gender Expression

Transgender is good and natural

Psychopathology

Homosexuality is bad and the homosexual orientation
needs to be fixed

Psychopathology

Transgenderism is bad and the gender discordance
needs to be fixed

Psychological Immaturity

Homosexuality is bad and gay people need to grow up

Psychological Immaturity

Transgenderism is bad and a form of arrested
development

Biblical condemnation Genesis 19

Leviticus 18:7, 22

Leviticus 20:13

Judges 19

I Kings 22:46

II Kings 23:7

Romans 1:27

I Corinthians 6:9

I Timothy 1:9Ð10

Deuteronomy 22:5

Leviticus 22:24

Modern religious attitudes Mostly condemning, with some religions and
denominations more accepting

Mostly condemning, with some religions and
denominations more accepting

Early normalizing theories UlrichÕsUrnings andUrningen, 1864

KertbenyÕs ÔÔHomosexual,ÕÕ 1869

Havelock Ellis,1905

Magnus Hirschfeld,1914

UlrichÕsUrnings andUrningen, 1864

Virginia PrinceÕsTransgenderist and
Transgenderism, 1968

Medicalization, although stigmatizing,
leads to wider social recognition and
acceptance of category of person

ÔÔThe HomosexualÕÕ Krafft-Ebing,1965

ÔÔThe InvertÕÕ Freud,1905

The Homosexual Neurosis Stekel, 1922

ÔÔThe PervertÕÕ Rado,1940

ÔÔPsychopathia Transsexualis,ÕÕ Cauldwell,1949

ÔÔBlissful SymbiosisÕÕ Stoller,1964

ÔÔThe Transsexual PhenomenonÕÕ Harry Benjamin,
1966

ÔÔTranssexualismÕÕ DSM-III, 1980

ÔÔGID of Adulthood & AdolescenceÕÕ DSM-IV,
1994

Theories of immaturity Freud,1905 Stoller,1968

Members of stigmatized group accept
medical labels

Illness and immaturity preferable to sin

Illness model offers hope of ÔÔcureÕÕ

Immaturity model offers hope of ÔÔgrowthÕÕ

Illness model provides rationale for medical
interventions facilitating transition

Later normalizing theories Kinsey Reports,1948, 1953

Ford and Beach,1951

Evelyn Hooker,1957

Cass,1979

Denny,1992

Devor,2004

Serano,2007

Members of stigmatized group reject
medical labels

Diagnoses seen as patronizing, demeaning and
perpetuating of stigma

Diagnoses seen as patronizing, demeaning and
perpetuating of stigma

Diagnostic category used to justify
discrimination

Immigration law, military service, marriage,
adoption, inheritance and other taxes, insurance,
medical beneÞts

Americans with Disability Act (ADA) speciÞcally
excludes transsexualism; Refusal of life and
disability insurance beneÞts

Social consequences of removing
Diagnosis from DSM

GLB individuals relieved of mental disorder label;
Loss of rationalization for denying full equality in
immigration, work, marriage, family law, etc.

Trans individuals who are not anatomically
dysphoric relievedofmentaldisorder label; Loss
of rationalization for denying full equality in
immigration, work, marriage, family law, etc.

Arch Sex Behav

123



approach, they argue that such language should imply no
moral judgments about the patients:

There are three advantages to the designation of a
pattern of behavior as a disorder. The Þrst is that pro-
fessionals with a scientiÞc background are more likely
to study the origins, consequences, and treatment of
disorders than other patterns. ScientiÞc study offers the
possibility of new knowledge and efÞcacious treatment
based on evidence. The second is that third-party pay-
ment for evaluation and therapy services is linked to
diagnoses.There isno insurancecoverage forunofÞcial
problems. The third is that some of the suffering atten-
dant to these patterns can be ameliorated (pp. 43Ð44).

To repeat, efforts to straddle the contradictory implica-
tions of having a diagnosis (bad, disordered) while putting
forth a narrative of normal variation (good, natural) can be
seen as trying to foster an environment in which offering
medical and surgical treatment does not imply stigma or
judgment.

The Washington Psychiatric Society (2009) Task Force on
Gender Identity Disorder similarly struggles to Þnd language
thatÔÔmaximizesÕÕaccess tomedical,surgical,andmentalhealth
care while mitigating the potentially discriminatory uses of the
diagnostic categories to restrict access to public accommoda-
tions. The report notes, ÔÔIn the current absence of means to
resolve this dilemma satisfactorily(e.g., structural reform of the
health care system), we propose revisions to the diagnostic
categoriesavailable tocare forgendervariantpersonsÕÕ(pp.1Ð2).
In their struggle to Þnd reconciling language, they even
propose what might be called a ÔÔbookkeepingÕÕ solution: that
GIDC be removed from the DSM and replaced with the
V-Code of Child/Adolescent Gender Variance. This diag-
nosis would be applicable until age 18 and presumably ßag
those gender variant children (and their families) who seek
some form of psychological treatment. While this would
reduce stigma by deÞning gender variance before age 18 as a
subject of clinical attention rather than a psychiatric disorder,
the redeÞnition would only exacerbate the access to care
problem as third party payers rarely reimburse V-codes.

APA and LGBT Civil Rights

Following the events of 1973 and with subsequent genera-
tional changes in the organization, APA gradually became a
more socially conscious group. Given psychiatryÕs historical
role in stigmatizing homosexuality in mind, and thanks to the
effortsofagrowingnumberofopenlygay, lesbian,andbisex-
ual psychiatrists coming out in the organization (Ashley,
2002; Barber,2003, 2008; Hire, 2001), APA continued to
expand its public positions regarding gay and lesbian civil
rights. In 1990, APA issued a statement opposing ÔÔexclusion
and dismissal from the armed services on the basis of sexual

orientation.ÕÕ70 In 1992, APA called on ÔÔall international
health organizations, psychiatric organizations, and individ-
ual psychiatrists in other countries to urge the repeal in their
own countries of legislation that penalizes homosexual acts
by consenting adults in private.ÕÕ71

In 1998, APA issued a statement opposing ÔÔany psychi-
atric treatment, such as ÔreparativeÕ or ÔconversionÕ therapy,
that is based on the assumption that homosexuality per se is a
mental disorder or is based on the a priori assumption that the
patient should change his or her homosexual orientation.ÕÕ72

In 2000, APA strengthened the statement, recommending,
ÔÔethical practitioners refrain from attempts to change indi-
vidualsÕ sexual orientation (American Psychiatric Associa-
tion, 2000b).ÕÕ73

Then, in 2000, following VermontÕs passage of civil un-
ions laws, APA endorsed ÔÔthe legal recognition of same-sex
unions and their associated legal rights, beneÞts and respon-
sibilities.ÕÕ74 In 2002, APA called for ÔÔinitiatives allowing
same-sex couples to adopt and co-parent children and sup-
ports all the associated legal rights, beneÞts, and responsi-
bilities which arrive from such initiatives.ÕÕ75

In 2003, APA signed onto an amicus brief for the gay
plaintiffs in the US Supreme Court case of Lawrence and
Garner v. Texas. This historic Supreme Court decision abol-
ished discriminatory US sodomy laws that criminalized
homosexuality.76

In 2005, after MassachusettsÕ 2004 legalization of mar-
riage equality, APA issued a statement supporting ÔÔthe legal
recognition of same-sex civil marriage with all rights, ben-
eÞts and responsibilities conferred by civil marriage, and
opposes restrictions to those same rights, beneÞts, and
responsibilities.ÕÕ77

70 RetrievedNovember9,2008fromhttp://www.psych.org/Departments/
EDU/Library/APAOfÞcialDocumentsandRelated/PositionStatements/
199013.aspx.
71 RetrievedNovember9,2008fromhttp://www.psych.org/Departments/
EDU/Library/APAOfÞcialDocumentsandRelated/PositionStatements/
199216.aspx.
72 RetrievedNovember9,2008fromhttp://www.psych.org/Departments/
EDU/Library/APAOfÞcialDocumentsandRelated/PositionStatements/
199820.aspx.
73 RetrievedNovember9,2008fromhttp://www.psych.org/Departments/
EDU/Library/APAOfÞcialDocumentsandRelated/PositionStatements/
200001.aspx.
74 RetrievedNovember9,2008fromhttp://www.psych.org/Departments/
EDU/Library/APAOfÞcialDocumentsandRelated/PositionStatements/
200003.aspx.
75 RetrievedNovember9,2008fromhttp://www.psych.org/Departments/
EDU/Library/APAOfÞcialDocumentsandRelated/PositionStatements/
200214.aspx.
76 Lawrence v Texas, retrieved November 9, 2008 fromhttp://www.
law.cornell.edu/supct/html/02-102.ZS.html.
77 Retrieved November 9, 2008 fromhttp://www.psych.org/Depart
ments/EDU/Library/APAOfÞcialDocumentsandRelated/PositionState
ments/200502.aspx.

Arch Sex Behav

123

http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199013.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199013.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199013.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199216.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199216.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199216.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199820.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199820.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/199820.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200001.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200001.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200001.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200003.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200003.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200003.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200214.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200214.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200214.aspx
http://www.law.cornell.edu/supct/html/02-102.ZS.html
http://www.law.cornell.edu/supct/html/02-102.ZS.html
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200502.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200502.aspx
http://www.psych.org/Departments/EDU/Library/APAOfficialDocumentsandRelated/PositionStatements/200502.aspx


In 2006, APA created the John Fryer Award for ÔÔa public
Þgure who has made signiÞcant contributions to LGBT men-
talhealth.ÕÕNamed for theonce-disguisedDr.HAnonymousÕ
alter ego, the awardÕs Þrst recipients were Frank Kameny and
Barbara Gittings, two of the gay activists who 35 years ear-
lier brought the issue of psychiatric stigmatization of homo-
sexuality to APAÕs attention (Gittings,2008).78

The Caucus of Gay, Lesbian, and Bisexual Members of the
American Psychiatric Association (CGLBM-APA) was estab-
lished in the mid 1970s and is active within APA to this day.79In
1978, APA created a task force ongay and lesbian issues that in
1981wasupgradedtoastandingCommitteeonGay,Lesbianand
Bisexual (GLB) Issues. While originally charged to focus on
GLB issues, a revised charge was approved and updated in 2004
to include trans issues as well.80 Due to a 2009 restructuring of
APA governance, the Committee on GLB issues (among scores
of others) was ÔÔsunsettedÕÕ and the GLB Caucus is now the de
facto APA component charged with addressing LGBT issues.

It contrast to its strong afÞrmation of LGB civil rights after
the 1973 decision to remove homosexuality from the DSM,
APA has not issued position statements in support of trans-
gender civil rights. One explanation for this disparity may be
that there are hundreds of openlyLGB psychiatrists advocating
fororganizationalawarenessofLGBrights,bothwithinAPAas
well as in its allied organization, the Association of Gay and
Lesbian Psychiatrists (AGLP). There are very few visible trans
psychiatrists within either organization.

The Committee on Gay, Lesbian, and Bisexual Issues
often functioned as the default clearinghouse for queries to
the APA about trans issues; however, in 1997 the Committee
drafted aCommittee Report: The Diagnostic Category of

Gender Identity Disorder (GID) (Committee on Gay, Les-
bian, and Bisexual Issues,1997). Its heretofore unpublished
recommendations included:

(1) That the assumptions fueling the conceptual confusions
in the GID diagnosis be examined through the creation of
an APA task force composed of members from APAÕs
Committees on Women, Abuse and Misuse of Psychiatry
in the US, DSM, Gay, Lesbian and Bisexual Issues, Com-
ponentsof theCouncilonChildren,AdolescentsandFam-
ilies, and transgendered members of the APA.

(2) That documentation of possible misuses of the GID
diagnosis must be substantiated. Misuses should be add-
ressed, perhaps by the Ethics Committee.

(3) A clear distinction between homosexuality and GID
must be made in the next DSM.

(4) To avoid nosologic confusion between GID categories
in adults and children and to remove unfounded etio-
logic links between the two, we should separate the dia-
gnosis of GID in children from GID in adults.

(5) ThatascientiÞcdialoguebeestablishedamongmembers
of the transgender community, interested APA mem-
bers, and the DSM-V Committees on GID.

The draft report appears not to have been widely distributed
withinAPA and isnot accessible via a searchof APAÕswebsite.
To this authorÕs knowledge, noaction was taken on any of the
reportÕs recommendations. In fact, prior to the recent DSM
controversies (Chibbaro,2008; Osborne,2008), APAÕs only
ofÞcial public statements regarding transgender people are the
DSMÕs GID diagnoses and transvestic fetishism.

Further, while it is often asserted that the DSM (and ICD)
diagnoses provide the only pathways to insurance reimburse-
ment for trans individuals seeking medical assistance, APA has
issued no treatment guidelinesfor either GIDC or adult GID.
Thisomissionis instarkcontrast toan increasingproliferationof
APA practice guidelines for other DSM diagnoses.81 In addi-
tion, the absence of a formal APA opinion about treatment of a
diagnosis of its own creation has contributed to an ongoing,
troubling problem: many health care insurers and other third
party payers claim that SRS is an ÔÔexperimental treatment,ÕÕ an
ÔÔelective treatment,ÕÕ or ÔÔnot medically necessaryÕÕ and there-
fore not reimbursable or covered under most insurance plans
and treatment isnotalwaysaccessible towardsofgovernmental
agencies, such as foster care and prison systems. In other words,
the presence of the GID diagnosis in the DSM is not serving its
intended purpose of creating greater access to careÑone of the
major arguments for diagnostic retention.

In an effort to address this longstanding omission, APAÕs
Board of Trustees voted in December 2007 to create a special
Task Force to review the scientiÞc and clinical literature on
the treatment of GID. That Task Force was convened in 2008
and is presently reviewing the published literature on treat-
ment issues.

Table2lists some of the contrasts between homosexuality
and gender variance as they relate to psychiatric diagnosis.

78 Subsequent winners of the Fryer award were Lawrence Hartmann,
MD (2007), Richard C. Pillard, MD (2008), and San Francisco Mayor
Gavin Newsome (2009).
79 Seehttp://www.aglp.org/pages/chistory.html.
80 This author chaired the APA Committee on GLB Issues from 2000 to
2006 and Þelded numerous questions from journalists and advocacy
groups regarding APA positions on gender identity and transsexualism.

81 APA has issued Practice Guidelines for Acute Stress Disorder and
Posttraumatic Stress Disorder, AlzheimerÕs Disease and Other Demen-
tias of Late Life, Borderline Personality Disorder, Bipolar Disorder,
Delirium, Eating Disorders, HIV/AIDS, Major Depressive Disorder,
Panic Disorder, Psychiatric Evaluation of Adults, Schizophrenia, Sub-
stance Use Disorders and Suicide. The American Psychological Asso-
ciation has recently issued a report recommending clinical approaches
to gender dysphoric and gender variant patients (APA Task Force on
Gender Identity and Gender Variance,2008).
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Table 2 Homosexuality, gender variance and psychiatric diagnosis: contrasts

Homosexuality Gender variance

Year placed in DSM 1952 (DSM-I) 1980 (DSM-III)

Current status as DSM Mental
Disorder

No GID

GIDC

Transvestic fetishism

Year removed from DSM 1973

Homosexuality removed from DSM-II and
replaced by Sexual Orientation Disturbance

1980

Sexual Orientation Disturbance replaced by
Ego Dystonic Homosexuality in DSM-III

1987

Ego Dystonic Homosexuality removed in
newly revised DSM-III-R

N.A.

ScientiÞc rationale for diagnostic
category

Alternative model to prevailing religious
views of homosexuality as sin or immorality

Alternative to prevailing psychiatric model of
transsexualism as a symptom of psychosis or severe
neurosis

Medical rationale for diagnostic
category

Diagnosis justiÞed psychiatric interventions
aimed at changing homosexual orientations

Diagnosis justiÞed providing medical and surgical
treatment to enable transition

Presence of diagnosis in DSM has
increased access to care

N.A. Limited success in US where most third party payers
do not cover treatment of the diagnosis. Greater
success in other countries (using ICD) where
national health care systems pay for treatment

The role of activism Catalyzed 1970Ð1973 APA debates that
eventually led to 1973 removal of
homosexuality from DSM-II

Impact on status of GID diagnoses in DSM-V
uncertain

Medical consequences of
Removing Diagnosis from DSM

No immediate medical consequencesÑDSM
text has remained mostly silent on sexual
orientation as an associated factor (like race,
age, ethnicity) in psychiatric disorders

Possible loss of access to careÑwhere third party
payment is available, it depends upon meeting
current diagnostic criteria

Reconciling language to remove
stigma of diagnosis while
maintaining access to medical
care

N.A. DifÞcult to reconcile

Chronological relationship between
place in DSM and civil rights
advances

Civil rights advances gradually followed
removal from DSM

Civil rights advances have proceeded despite
inclusion in DSM

APA Practice Guidelines offering
professional guidance regarding
treatment

N.A. None, despite inclusion in DSM for almost 30 years;

Board of Trustees authorized creation of Task Force to
explore this issue in 2007

APA position statements in support
of civil rights

Opposes discrimination in work and housing
(1974)

Opposes discrimination in the US Armed
Forces (1990)

Calls for repeal of antihomosexual laws in
other countries (1994)

Opposes conversion therapies (1998, 2000)

Supports second parent adoptions (2002)

Supports civil marriage equality (2005)

None

APA components charged with
advocating for minority groups

Caucus of Gay, Lesbian, and Bisexual
Members (CGLBM-APA)

Committee on Gay, Lesbian and Bisexual
Issues (1981Ð2009)

None
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Are Clinical Interventions with Gender Variant Children

Reparative Therapy?82

This author has written and edited numerous reviews and
criticisms of so-called reparative therapies and other sexual
orientation conversion efforts (Drescher,1997, 1998a, 1998b,
1998c; 2001, 2002c, 2002d; Drescher & Zucker,2006).
However, this authorÕs understanding of that literature had not
previously understood the term as applying to the prevention
of adult transsexualism in gender variant children.

Historically, there have beena range of theoretical and clini-
calapproaches tochanginghomosexuality, i.e., psychoanalysis,
aversion therapy, behavioral techniques, etc. The American
Psychological AssociationÕs Task Force on Appropriate Ther-
apeutic Responses to Sexual Orientation (2009) reviews all
these approaches and classiÞes them with the overarching term
ÔÔSexual Orientation Change EffortsÕÕ (SOCE).83

Forpurposesofconciseness, the termÔÔreparative therapyÕÕis
a subset of SOCE and primarilyassociated with the work of
Nicolosi (1991). A fusion of religion and older psychoanalytic
theories of homosexuality, reparative therapy interventions for
ÔÔtreatingÕÕ male homosexuality are based on a developmental
theory that claims a ÔÔfailure tofully gender identify [with male
Þgures leads to a] deÞcit in sense of personal power. Homo-
sexuality is understood to represent the drive to repair the ori-
ginal gender-identity injuryÕÕ (p. xvi). Homosexuality, in this
model, isanalogizedtovitamindeÞciencydiseases, inwhichthe
missing ingredients that ÔÔmake people gayÕÕ are ÔÔgood enough
relationshipsÕÕ with oneÕs same-sex parent. Reparative ther-
apists claim their interventions repair or ÔÔhealÕÕ these putative
ÔÔdeÞcits.ÕÕ

NicolosiÕs reparative therapy has roots, beginning in the
1970s, in efforts to provide pastoral care to ÔÔhomosexualsÕÕ
despite long-standing Christian beliefs about the special sin-
fulness of same-sex thoughts, attractions, and behaviors (Er-
zen,2006; Harvey,1987; Moberly,1983a,1983b). Reparative
theorists are quite straightforward in their belief that homo-
sexuality is a mental disorder and a social problem. For exam-
ple, Moberly (1983a) asserts, ÔÔTraditionally, the Christian
faith has regarded homosexual activity as inappropriate, as
contrary to the will and purposes of God for mankind…it
seems to the present writer that one may not avoid the con-
clusion that homosexualactsare alwayscondemned and never
approved. The need for reassessment is not to be found at this
pointÕÕ (p. 27). In a similar vein, Nicolosi (1991) sees human
sexuality through a metaphysical lens that elevates hetero-
sexuality and denigrates same-sex relationships:

Each one of us, man and woman alike, is driven by the
power of romantic love. These infatuations gain their
power from the unconscious drive to become a com-
plete human being. In heterosexuals, it is the drive to
bring together the male-female polarity through the
longing for the other-than me. But in homosexuals, it is
the attempt to fulÞll a deÞcit in wholeness of oneÕs
original gender (p. 109).

Some signiÞcant contrasts between reparative therapists
and DSM-V Workgroup members who treat gender variant
children are that none of the latter practice from a religious
orientation, their published works do not explicitly cite reli-
gious dogma, they do not think homosexuality is a sin or an
illness, they do not think it is wrong to be gay, they do not see a
gay outcome as a treatment failure, they do not call what they
do reparative therapy, and they do not reference reparative
therapy literature in support of their clinical approaches.84 It
may also be true that reparative therapists may cite references
fromDSM-VWorkgroup members,but distorting the Þndings
of mainstream researchers in support of their controversial
approaches isnotanuncommonpracticeamongadvocatesand
practitioners of conversion therapy (Drescher,2002d, 2009b).

It appears that labeling these clinical practices as ÔÔrepar-
ative therapyÕÕ primarily rests on the analogy that trying to
change an individualÕs gender identity (gender identity con-
version efforts or GICE85) means the same thing as trying to
change an individualÕs sexual orientation (SOCE).

What is the source of the comparison? The earliest reference
in a scholarly publication is notin a review article or study, but a
letter to the editor of theJournal of the American Academy of

Child and Adolescent Psychiatry. There, Pickstone-Taylor
(2003) criticized Bradley and ZuckerÕs (1997) report of treating
gender variant children and compares their work to reparative
therapy of homosexuality. However, Pickstone-TaylorÕs letter
makes no mention of the religious or other theoretical beliefs
underlying reparative therapies but instead focuses on what he
seesasanalogousefforts to reinforce genderconformity inadult
gay patients and in gender variant children. Winters (2005, p.
77), inhercriticaldiscussionofBradleyandZuckerÕsworkwith
children, cites APA and other organizationsÕ policies against
reparative therapies. However, none of those professional pol-
icy statements explicitly address the ethics or efÞcacy of efforts
to change gender identity in children. Hill, Rozanski, Carfag-
nini, and Willoughby (2007, p. 61) also describe efforts to chan-
ge gender variant children as ÔÔreparative therapy.ÕÕ While their
positions may be valid, these authors do not provide any details
to support the analogy. Further, at present there is no scholarly

82 At the request of the GID subgroup of the Workgroup on Sexual and
Gender Identity Disorders, and because of expertise in the area of sexual
orientation conversion efforts, this author has included this brief digres-
sion from the main issues addressed in this review.
83 The author served as a member of that American Psychological
Association Task Force.

84 For example, see Zucker (2000,2005,2006) and Bradley and Zucker
(2003).
85 KelleyWinters (personal communication) has recently suggested the
term.
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literature to support the comparison. Why call them ÔÔreparative
therapy?ÕÕ

Certainly, the political beneÞts of the analogy seem unde-
niable. Given the small size ofthe transgender community,
mobilizing opposition to ÔÔreparative therapy,ÕÕ a perennialbête

noire of the larger LGB community provides a useful political
shorthand: trying to change trans kids is obviously just like
trying to change gay adults. Yet, as politically compelling as it
may be to assert that changing sexual orientation means the
same thing as changing gender identity, the analogy is prob-
lematic in other situations. For example, civil rights protections
based on sexual orientation do not provide civil rights protec-
tions for transgender individuals. If they did, there would be
no need to seek more inclusive language protecting ÔÔgender
identityÕÕ in civil rights legislation.

This author believesa more detailed and scholarly studyof
potential harm from GICE and how that may compare with
SOCE seems worthwhile. Hopefully, this challenging work
will be taken up by interested colleagues who wish to im-
merse themselves in both the reparative therapy literature as
well as the literature on clinical interventions to change gen-
der variant children. However, such a review is beyond the
scope of this paper.

Discussion

As this review has tried to show, there are similarities and dif-
ferences in the histories of diagnosing homosexuality and
gender variance as mental disorders. These histories underscore
the fact that many, if not all, diagnostic categories have a social
context. The most extreme examples of abusive authority cre-
ating psychiatric diagnoses for purposes of exercising power
and control are always jarring, as in the case of diagnosing
escaped slaves in the antebellum South or ÔÔhospitalizingÕÕ
political dissidents in the former Soviet Union and in other
authoritarian regimes.

Gay activists in the mid-20th century certainly viewed the
homosexuality diagnosis as an abuse of psychiatric authority
and there are activists in the LGBT community who view the
GID diagnoses in the same way. Given their potential for
abuse,somehavecalled foreradicatingpsychiatricdiagnoses
altogether. Such a move is highly unlikely and, in any event,
doing so is likely to increase rather than diminish human
suffering. Some have sought to discredit psychiatric diag-
noses, regardless of their clinical utility, because all diag-
noses are subjective and argue that psychiatric nosology is at
best a ÔÔsoft scienceÕÕ and, at worst, not a science at all. Yet the
criticism of ÔÔsubjectivityÕÕ can apply to even the ÔÔhardestÕÕ of
sciences, as when the International Astronomical Union re-
cently decided, by a membership vote, that Pluto is no longer
a planet (Vedantam,2006).

Subjective considerations were not entirely lost on the
architectof thecurrentDSMdiagnosticsystem,RobertSpitzer
(1981), who struggled with similar questions decades ago:

The concept of disorder is man-made. Over the course of
time, all cultures have evolved concepts of illness or dis-
ease inorder to identifycertainconditions that, because of
their negative consequences, implicitly have a call to ac-
tion to a special group of caretakers (in our society, the
health professions to provide treatment), to the person
with the condition (to assume the sick or patient role), and
to society (to provide a means for delivery of health care
and in some instances to exempt the sick individual from
certain responsibilities). The advantage of identifying
such conditions is that it makes it easier for individuals
with thoseconditions toreceivecarethatmaybehelpful to
them. When the reasons for identifying certain conditions
as mental or physical disorders are understood, it will be
apparent that the question,ÔÔIs condition A (whether it be
homosexuality, schizophrenia, left-handedness, or illit-
eracy)adisorder?ÕÕismorepreciselystatedas,ÔÔIs ituseful
to conceptualize condition A as a disorder?ÕÕ or,‘ÔWhat
are the consequences (to society, the individual with the
condition, and the health professions) of conceptualizing
condition A as a disorder?ÕÕ (p. 211)

Spitzer, charged with answering the question of whether
homosexuality should be considered a psychiatric diagnosis,
came up with a unique formulation: psychiatric disorders are
characterized by dysfunction and distress. Prior to that time,
psychiatrists had no such formulation nor is it clear how much
interest they had in the question of how to deÞne what is and
what is not a disorder. This is because both the DSM-I and -II
represented an accretion of psychosocial problems brought into
psychiatric practice. Diagnoses were there because they repre-
sented phenomena that psychiatrists treated and what psychia-
trists treated was based on the ÞeldÕs origins in medicine and
penology. Spitzer sought to create a more uniÞed approach, one
that would diminish the inßuence of meta-psychological psy-
choanalytic formulations on psychiatric diagnosis and link the
DSM to contemporary scientiÞc research models and to the
empirically based practices ofother medical specialties. Fur-
ther, and to his credit, he also included so called V-Codes,
acknowledging that not all problems presented to psychiatrists
rose to the level of a psychiatric diagnosis.

In recognition of the fact that ÔÔdisordersÕÕ occur in a
psychosocial matrix, the Introduction of the DSM-III (APA,
1980) notes:

In DSM-III each of the mental disorders is conceptu-
alized as a clinically signiÞcant behavioral or psycho-
logical syndrome or pattern that occurs in an individual
and that is typicallyassociatedwitheitherapainful symp-
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tom (distress) or impairment in one or more important
areas of functioning (disability). In addition, there is an
inference that there is a behavioral, psychological, or
biological dysfunction, and that the disturbance is not
only in the relationship between the individual and so-
ciety. (When the disturbance islimited to a conßict
between an individual and society, this may represent
social deviance, which may or may not be commend-
able, but is not by itself a mental disorder.) (p. 6)

Psychiatric illnesses, like ÔÔsocial deviance,ÕÕ often create
conßicts between individuals and society. Consequently, both
the psychiatrically ill and minority groups are subject to stig-
ma. As noted in the WPATHStandards of Care (2001), ÔÔThe
designation of gender identity disorders as mental disorders is
nota license forstigmatization,or for thedeprivationofgender
patientsÕ civil rightsÕÕ (p. 6). Stigmatization of individuals with
psychiatric disorders is a social problem with which APA is
quite familiar. Organized psychiatry and other mental health
professionalshavespent decades trying to reduce the stigmaof
psychiatric illness in order to increase access to care and to
encourage people to avail themselves of mental health ser-
vices. Mental health professions are themselves stigmatized
because of their association with the conditions affecting the
populations they treat.

It is, therefore, understandable that many transgender indi-
viduals, already stigmatized for their expressions of gender
variance, would wish to avoid the added burden of being la-
beled as having a ÔÔmental disorder.ÕÕ This is especially true for
members of the trans community who are not anatomically
dysphoric and who neither seek nor desire medical or surgical
intervention to change their bodies. Further, many in the trans
community who do seek medical intervention prefer being
diagnosed with a ÔÔmedical condition,ÕÕ rather than a psychi-
atric disorder. Yet most psychiatrists today would argue that
psychiatric disorders are medical conditions. One unintended
consequence of belaboring distinctions between medicine and
psychiatry, and this is a wider social problem faced by trans-
gender and cisgender people alike, is the perpetuation of
existing stigma and prejudices against the psychiatrically ill.

If the parallels between homosexuality and gender vari-
ance are absolute, then social resistance to transgender civil
rights and transphobia in general are byproducts of the psy-
chiatric diagnoses and resultant stigma. In retrospect, the med-
ical perpetuation of stigma was clear in the case of homo-
sexuality.History hasvindicated theeffortsof thoseearly gay
activists who believed that removing that diagnosis from the
DSM would reduce their social stigma and elevate their so-
cial status. If that is also true of gender variance, then remov-
ing the GID diagnoses from DSM could accelerate trans so-
cial acceptance and tolerance.

TodayÕs trans activism, however, is taking place in a much
different climate than the environment in which gay activists

found themselves four decades ago. In fact, many of the
changes in gender beliefs wrought by the gay rights move-
ment have altered social discourse and societyÕs values in
ways that have created opportunities for the trans community
as well. In contrast to the obstructive role the diagnosis of
homosexuality played in gay peopleÕs lives, and despite the
persistence of trans diagnostic categories in both DSM and
the ICD-10, the social acceptance of transgenderism and
articulation of transgender rights has increasingly unfolded
inboth theU.S.andabroad (see Green,2009b;NGLTF,2007,
2008; Yogyakarta Principles,2007). Growing recognition
and increased acceptance to date should not be interpreted as
a rationalization for retention of the diagnosis but only as a
statement of fact. Further, it is entirely possible that the lag-
ging social acceptance of gender variance will catch up with
the more advanced social normalization of homosexuality.
For example, gay marriage, once unimaginable, is now the
law of the land in many places. It isnot unthinkable that, in the
future, gender variant people transitioning from one sex to
another might be treated by medical specialists who, like
obstetricians, use medical and surgical interventions to
facilitate what society considers to be a normal life event.

How far is society from such a normalizing outcome?
Forty years ago, it seemed unlikely that the average person
would have accepted the idea of gay marriage. Today, polls
show a majority of Americans support marriage equality
(Langer,2009). In the United Kingdom, individuals who
have undergone reassignment can marry with the legal status
of the post-operative sex (Green,2009b). The situation is
much grimmer in the U.S. where postoperative marriages by
trans individuals have been annulled by court decree (Currah
et al.,2009). So although the psychosocial context for eval-
uating gender variance is rapidly changing, today there is a
practical concern that it might be difÞcult to convince most
people that transition from one sex to another is as ÔÔnormalÕÕ
as childbirth. That day may come, and in some places it has
already arrived, most notably in those communities and
schools that are increasingly supportive of allowing young
gender variant children to adopt the gender role they feel is
consistent with their gender identity (Kennedy,2008; Rosin,
2008; Spiegel,2008a, 2008b).86

What role should APA and the DSM play in changing
societyÕs attitudes toward transgenderism? Bayer (1981), in
his analysis of the 1973 APA decision, believed ÔÔthe psychi-
atricmainstreammustultimatelyafÞrmthestandardsofhealth
and disease of the society within which it works. It cannot hold
to discordant views regarding the normal and abnormal, the
desirable and undesirable, and continue to perform its socially
sanctioned functionÕÕ (p. 194). If that is true, psychiatry cannot

86 Silverstein (2009) makes a similar argument that changing sexual
mores propelled by the growth of and exposure to Internet pornography
will render obsolete contemporary cultural notions of paraphilias.
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take a leadership role in changing social attitudes but must
instead merely follow or mirror societyÕs values.

BayerÕs conclusions, however, proved to be in error,87

although it took the passage of a generation before society felt
the deeper effects of APA decision to remove homosexuality
from the DSM. After the 1973 APA decision denied reli-
gious, political, military, and educational institutions a medi-
cal rationalization for discrimination, the debates surround-
ing homosexuality shifted from the medical and scientiÞc
arenas to the social, political, and moral forums where they
properly belonged. Consequently, by the mid-1990s, Amer-
ican policy makers at the highest levels of national and state
government were engaged in heated debates regarding mar-
riage equality and the rights of gay people to serve in the
military. It is entirely possible that removing GID from the
DSM would do the same for transgender rights. One should
not underestimate the stigma-reducing effect if being trans is
no longer considered a psychiatric disorder.

Yet,asa practicalmatter in the hereandnow,andasMeyer-
Bahlburg (2009) details in a related review, removal could
have other consequences, speciÞcally the loss of medical and
legal justiÞcations for medical treatments facilitating transi-
tion for anatomically dysphoric trans individuals.

Last, but not least, this review has not taken up the issues
surrounding the treatment and place of GIDC in the DSM.
While there is a growing acceptance of treating adults who
present for transition, the meaning and approach to gender
variance in children and adolescents is more controversial. It
is beyond the scope of this paper to review those issues (see
Bartlett, Vasey, & Bukowski,2000; Cohen-Kettenis &
Pfa¬fßin, 2009; Corbett1996, 1998; Ehrbar, Witty, Ehrbar, &
Bockting,2008; Hill et al., 2007; Isay,1997; Kennedy,2008;
Korte et al.,2008; Menvielle, Tuerk, & Perrin,2005; Mo¬ller,
Schreier, Li, & Romer,2009; Richardson,1996, 1999; Wal-
lien & Cohen-Kettenis,2008; Zucker,2008a, 2008b, 2009)
but it is worth highlighting some of them.

Are all presentations of gender variance in children non-
pathological? Is the psychological distress associated with
gender incongruence in children the result of internal pro-
cesses or unaccepting social responses? Is it possible to
clinically distinguish a pathological GIDC from normative
gender atypical behavior of children who may or may not
grow up to be gay or transgender? Given that most cases of
childhood gender incongruence do not persist into adulthood,
are there subtypes of GIDC? If so, can they be distinguished
from each other? Does empirical research support the claim
that clinical interventions with gender variant children can
prevent persistence of gender incongruence into adolescence

and adulthood? If so, is it advisable or ethical to treat children
in order to prevent adult transsexualism? To whom does it
matter if a child grows up either gay or transgender? Does the
current state of empirical research support treating prepub-
escent children with hormone blockers to prevent the onset of
puberty and the facilitation of transition in later life? What of
the gender variant child whose social environment both ac-
cepts and encourages an early transition but may be unaware
that the child, unwilling to disappoint, has had a change of
heart (P. T. Cohen-Kettenis, personal communication)? Who
should be designated as the best advocates for gender variant
children? Parents? Teachers? Government agencies? Mental
health professionals? Adult transgender activists? Queer
theorists? These and many other questions not easily an-
swered and all will require further study as well as thoughtful
analysis and discussion.

Recommendations

How should APA proceed? Physicians need to take to heart
the dictum ÔÔÞrst do no harm.ÕÕ This guides many clinical en-
counters in which physicians and patients must make treat-
ment choices, all of which are potentially fraught with harm.
In those cases, the best approach is to make choices that
maximize beneÞts and minimize harm (or side effects). At
this moment in time, I believe the less harmful choice would
be retaining and modifying the adolescent and adult GID
diagnostic criteria to make them more narrowly inclusive of
individuals who are distressed about the dissonance between
their anatomical and psychological gender.

Given the potential for stigma, why retain the diagnosis at
all? As previously noted, unlike the case of homosexuality in
the 1970s, the expansion of trans rights has not been entirely
obstructed by the DSM diagnoses, although it is entirely
possible that the DSM diagnoses may have played (and are
still playing) an inhibitory role delaying the pace of change.
Yet, despite the GID diagnoses being on the books, the
acceleration of trans legal protections in the last decade has
been rapid (NGLTF,2007). While retaining the diagnoses,
even with modiÞcation, can undoubtedly contribute to per-
petuating stigma(in amannersimilar tobeing diagnosedwith
major depression or bipolar disorder can be stigmatizing),
such an outcome would constitute a lesser harm to anatom-
ically dysphoric members of the trans community than the
denial of access to medical and surgical care likely to ensue
following removal from the DSM. However, narrowing
current DSM-IV-TR diagnostic criteria to exclude trans indi-
viduals who are not anatomically dysphoric nor distressed
would also go a long way in reducing the stigma experienced
by a sector of the trans community.

The DSM-V Workgroup on Sexual and Gender Identity
Disorders, the DSM-V Task Force, and the APA can take

87 APA has also played a signiÞcant leadership role in past decades in
reducing social stigma associated with public conversations about psy-
chiatric illnesses like depression and anxiety, in normalizing the use of
psychotropic medications, and in the growing cultural acceptance of
ÔÔtalk therapies.ÕÕ
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steps to reduce the potential harm of stigmatization and im-
prove access to needed medical care.

Recommendations to the DSM-V Workgroup on Sexual
and Gender Identity Disorders and the DSM-V Task Force
include:

• Modify the language of DSM-V GID diagnoses so they
are less stigmatizing of gender variance in general;

• Separate gender diagnoses from the sexual dysfunctions
and paraphilias;

• Separate any childhood diagnosis in the DSM-V from
adult transsexualism to avoid existing nosologic confu-
sion between GID categories in adults and children;

• Narrow the DSM adolescent and adult GID criteria so that
the diagnosis only applies to individuals who are anatom-
ically dysphoric;

• Rather than wait for a DSM-VI revision, periodically re-
visit the question of including gender diagnoses as soci-
etal attitudes toward gender variance continue to evolve.

Recommendations to the APA:

• ReafÞrm APAÕs commitment to opposing the stigma as-
sociated with psychiatric disorders and accessing mental
health services;

• Charge either anexisting APA committee, council or com-
ponent or a new one with ofÞcial responsibility for trans-
gender mental health issues and advocacy;

• Review the WPATH (2001) Standards of Care:

Ð Either endorse them as the American Medical Asso-
ciation has done; or

Ð Develop and publish APAÕs own practice guidelines
for whatever DSM gender diagnoses are modiÞed and
retained in a manner consistent with established clini-
cal practices, input from patients, and the empirical
data base;

• Support and encourage research into further study of the
beneÞts and harms of current GIDC treatment approaches;

• Issue position statements, lobby and Þle amicus briefs in
support of trans civil rights and non-discrimination and
afÞrm that gender variance does not imply any impair-
ment in an individualÕs judgment or competence; and

• Proactively state support, lobby and when necessary Þle
amicus briefs to increase public and private health insur-
ance coverage for medically necessary treatment of trans-
gender individuals and oppose categorical exclusions of
coverage for treatments prescribed by a physician.
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