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FOREWORD 

In the decade-and-a-half since I coedited Transsexualism and Sex Reassignment 
(Green & Money, 1969), remarkable changes have occurred with Harry Ben
jamin's "transsexual phenomenon" (1966). Formerly, when writing about this 
condition in scientific journals, it was necessary to define the term transsex
ualism. Now the lay public recognizes it. Even the American Psychiatric Asso
ciation acknowledges it as a "disorder," with its inclusion in the Third Edition of 
its Diagnostic and Statistical Manual (1980). Although this "elevation" to the 
status of mental illness may seem a Pyrrhic victory, it is a recognition of the 
legitimacy of transsexual ism as a source of human suffering. 

The controversy that surrounded the decisions in the early patient cases to 
perform sex-change surgery has largely dissipated. The cries of "collusion with 
delusion," principally from psychoanalysts, have quieted. The dire predictions of 
psychosis and/or suicide following surgery as the "last psychic defenses are cut 
away" have almost never been realized. By contrast, many postoperative patients 
consider the surgery to have been life-saving. Medical centers worldwide have 
incorporated programs for evaluating and treating persons requesting sex reas
signment. Elaborate guidelines for patient management have been developed by 
an international organization of health care professionals (Harry Benjamin Inter
national Gender Dysphoria Association, 1981). Harry Benjamin's child has 
come of age. 

Gender Dysphoria: Development, Research, Management is the mark of the 
new status of transsexual ism and sex reassignment. It draws together current 
research, clinical knowledge, psychological theories, and technological skills. Its 
hallmark is expansion beyond the phenomenon of transsexual ism to include 
other gender dysphorias and the interrelationship among several atypical patterns 
of sexuality. However, as the model of conventional sexual identity development 
gone askew, transsexual ism remains exemplary. As such, the text's heritage 
remains with Harry Benjamin. 

Gender Dysphoria will serve as a benchmark for those concerned with 
serving the health needs of persons who feel they have the mind of one gender 
and the body of another sex. To anyone at all curious about how he or she 
developed a sexual identity, a bedrock for all experience, the work with transsex
uals transcends the plight of this relatively small patient population. 
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x FOREWORD 

The 1969 text was dedicated to Harry Benjamin: "The editors dedicate this 
book to Harry Benjamin, M.D., the pioneer of transsexual research. His com
passion and courage in treatment of the transsexual patient opened a new frontier 
in the knowledge of human nature." 

At this writing, Harry is 99 years old. This new text is yet another credit to a 
courageous pioneer, a man who reached out to transsexual patients before it was 
professionally safe and before it was politically fashionable. 

Writers of both texts are proud to stand in Harry's century-old shadow. 

RICHARD GREEN 
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PREFACE 

Fifteen years ago the first patient claiming to be a transsexual presented at the 
Clarke Institute of Psychiatry. At that time, I had neither heard of transsex
ualism, nor had I interviewed such a patient. Shortly afterward, the then-chair
man of the Department of Psychiatry sent a memo requesting a volunteer to head 
up a pilot study. This was the result of the increasing number of patients who 
were presenting at various centers in Toronto, claiming to be transsexual and 
demanding surgical sex reassignment. As no facilities were available to assess 
such patients, the chairman felt it incumbent to establish whether there was a 
need for such a specialized clinic in Toronto or indeed in Canada. 

I wanted to do some clinical research, and as I knew nothing about transsex
ualism it seemed an interesting field to explore. In addition, after working as a 
psychiatrist in a general hospital setting, I was missing the interdisciplinary 
stimulation that such a situation had offered to me previously. Thus, the Gender 
Identity Project was established. From this early and really very primitive begin
ning, with a shoestring budget, the Gender Identity Clinic evolved, which was 
established in 1975 with the financial blessing of the Ministry of Health of the 
Province of Ontario. I am happy to say that the clinic has continued to flourish 
from that date until today, with some 790 patient referrals. The more detailed 
evaluation of my interest in gender dysphoria will be found in Chapter lOon the 
management of these patients. 

Following a full-day workshop that I organized when the American Psychi
atric Association Annual General Meeting was held in Toronto in 1982, I 
realized that much work had gone into its successful reception, due largely to the 
efforts of the participating faculty members. Also, it seemed that the time was 
propitious to bring together in one volume the knowledge gained over the last 
decade, since the publication of one of the more widely read books on gender 
dysphoria. 

A comprehensive survey of the contents of this book will be found in the 
introductory chapter. The following will provide the reader with a capsule review 
of the contents. In Chapter 1, Steiner, Blanchard, and Zucker provide a brief 
review of the historical aspects of transsexual ism as well as an introduction to the 
basic terminology and a more comprehensive summary of the ensuing chapters. 
Hoenig's chapter on the origin of gender identity looks at the subjective 
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XII PREFACE 

awareness of gender in the intersexes and relates this to the sex of assignment and 
rearing in terms of physically normal individuals. Chapter 3 focuses on the 
various biological hypotheses of the etiology of transsexualism. Zucker follows 
this with a comprehensive review of the literature on children with gender
identity disorders. In Chapter 5, Bradley presents a psychodynamic formulation 
of the origin of cross-gender-identified children, whereas in Chapter 6 Beitel 
discusses an intrapsychic model of gender disturbance. Langevin presents recent 
findings on cross-dressing behavior and its meaning for transvestites and transsex
uals, emphasizing that cross-dressing has many meanings. Blanchard provides 
the reader with an understanding of the available objective methods of classifying 
male gender patients, including psychophysiological measurement. In Chapter 9 
Freund first discusses the typological research and then concentrates on possible 
physiological factors in relation to cross-gender identification and homosex
uality. Steiner then deals with the clinical management of transsexuals followed 
by an insight into their romantic relationships. Blanchard proceeds to discuss the 
significance of the gender reorientation process and its importance in any assess
ment of surgical outcome. In Chapter 13 Hucker discusses the medicolegal 
issues relating to transsexualism. Chapter 14 provides a unique look at transsex
ualism in the arts, and Steiner concludes with some personal observations. 

It is interesting and of importance that all the authors are in the same 
institute. In this way, Langevin's pure research into sexuality, Freund's behav
ioral sexology section, the children's gender identity clinic in the Child and 
Family Studies Centre, and the Gender Identity Clinic itself have close ties with 
one another. Because of this relationship, we are able to broaden each other's 
perspectives and exchange ideas and criticisms. It is my hope that the reader will 
also profit from this interchange. 

Throughout the book much emphasis is placed on all research aspects. The 
vital importance of follow-up, not only of the diagnosed transsexual, whether 
before or after surgical reassignment, but also of all the patients who are evalu
ated in the gender identity clinic cannot be overemphasized. The reader will also 
find useful and extensive references that follow each chapter. 

Although the clinical syndromes presented in this book are not very com
mon, the scientific interest they generate, together with the increase in the 
number of patients presenting with transsexual ism and other gender dysphoric 
syndromes, only underscores the increasing importance for all who work in the 
mental health field to gain a greater understanding of, and empathy for, these sad 
and often very troubled patients. 

In conclusion, in compiling a book, there are many people involved apart 
from the writers, and it would be impossible for me to acknowledge each indi
vidually. However, there are certain people to whom lowe much for the help 
they have given me in this undertaking. 



PREFACE Xlll 

I would like to thank Audre Greening Smith, Freda Salutin, Sheila McCor
mick, and Linda Del Maestro for typing, Susan Bradley and Sam Izenberg for 
their constructive comments on Beitel's chapter, and Cathy Spegg for her as
sistance in statistical analysis. 

There are four very special people without whom this book would never 
have been produced. I am indebted to Ray Blanchard and Ken Zucker for their 
great contribution in assisting in the editing of the chapters. Finally lowe a debt 
of gratitude to Krystyna Lewis and Len Clemmensen, who have put up with my 
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1 
INTRODUCTION 

BETIY W. STEINER, RAY BLANCHARD, and KENNETH J. ZUCKER 

Terminology. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . 2 
Overview................................................................... 6 

Throughout the ages, there have been men who wished to be women and 
women who wished to be men. There are many fascinating examples of such 
persons in history and in literature if one is sufficiently interested to search for 
them (Bullough, 1975, 1976; Green, 1974; Karlen, 1971; Steiner, 1981; 
Weinrich, 1976). Individuals with cross-gender wishes and cross-gender behav
ior have existed in every major culture in the world, knowing no boundaries of 
race, creed, or color. Thus, historical study reveals that transsexual ism and 
related disorders of gender identity are not conditions peculiar to modern times. 

Harry Benjamin was one of the first physicians to realize the despair that 
transsexual patients suffer when there appears to be no one interested or con
cerned enough to help them or even try to understand their dilemma. Ben
jamin's book The Transsexual Phenomenon was published in 1966, the same year 
in which the first North American gender identity clinic was established at The 
Johns Hopkins University Hospital. In 1968, Robert Stoller published his views 
on transsexualism from a psychoanalytic perspective (Sex and Gender), and in 
1969, Richard Green and John Money published their coedited book, Transsex
ualism and Sex Reassignment, which has become another standard work in the 
field. Green's 1974 book, Sexual Identity Conflict in Children and Adults, was 
one of the most influential single studies of the 1970s. 

These books were the first comprehensive publications about transsexual ism 
and other gender identity disorders. Today, however, the most recent of them is 
10 years old. Many things have changed since these books were published, not 
the least of which has been the inclusion of gender disorders as discrete psychi
atric syndromes in the third edition of the Diagnostic and Statistical Manual of 
Mental Disorders (American Psychiatric Association, 1980), commonly known 

BETfY W. STEINER and RAY BLANCHARD· Gender Identity Clinic, Clarke Institute of 
Psychiatry, Toronto, Ontario, Canada M5T IRS. KENNETH]. ZUCKER· Child and Family 
Studies Centre, Clarke Institute of Psychiatry, Toronto, Ontario, Canada M5T IRS. 



2 BETTY W. STEINER ET AL. 

as the DSM-III. Physicians' attitudes toward sex reassignment are more positive 
than they were 20 years ago when a mail survey of physicians showed that the 
majority of respondents were opposed to reassignment surgery for transsexuals 
even if the patient was judged non psychotic by a psychiatrist, had undergone 2 
years of psychotherapy, had convinced the treating psychiatrist of the indication 
for surgery, and would probably commit suicide if denied sex reassignment 
(Green, Stoller, & MacAndrew, 1966). Not all clinicians, however, have now 
adopted a favorable view; some continue to regard reassignment surgery as noth
ing more than a "palliative collusion with symptomatology" (Meyer, 1982, p. 
401). Another interesting change has been in the sex ratio of patients requesting 
reassignment. Early estimates of the proportion of biological females were as low 
as one female to every eight males. Over the years, the proportion of females 
requesting reassignment has gradually increased, and the Gender Identity Clinic 
at the Clarke Institute in Toronto now assesses two females for every three males. 
Diagnostic issues have continued to be debated. The DSM-III recognized three 
different types of transsexual ism, following a decade in which authorities dis
puted whether there was one, or more than one, type of this disorder, or if they 
adhered to the view of a single true type, what its distinguishing characteristics 
were. The monolithic theories of gender identity development and cross-gender 
identity that dominated the field 10 years ago-at least in North America-have 
been eroded steadily by the repeated arrival of disconfirmatory evidence. 

We perceived, therefore, the need for an updated, comprehensive text 
summarizing the more recent theoretical and practical developments in the area 
of gender disorders. As new ideas have evolved, new problems have been born. 
The complexities of diagnosis, the question of prison inmates who are, or claim 
to be, transsexual, and issues regarding the children of transsexual couples, 
including the artificial insemination of wives of female-to-male patients, are only 
a few of the problems needing solution. In the present volume, we do not 
propose to provide the answers so much as to introduce the reader to the current 
questions. 

TERMINOLOGY 

Terminology in the area of gender disorders is not highly standardized and 
so may be somewhat confusing to the beginning student. In this section, we will 
first present the nomenclature used in the DSM-III as a point of reference; it will 
then be easy to acquaint the reader with the various diagnostic labels that he or 
she will encounter in this book or elsewhere in the literature by comparing these 
labels with the DSM-III terminology. 

The DSM-III defines transsexualism as a heterogeneous disorder of gender 
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identity-the sense of knowing to which sex one belongs. The essential features 
of the disorder are stated to be 

a persistent sense of discomfort and inappropriateness about one's anatomic sex and a 
persistent wish to be rid of one's genitals and to live as a member of the other sex. 
(1980, pp. 261-262) 

(The finer points of diagnosis will be taken up by Steiner in her chapter on 
clinical management.) The preceding definition is all one really needs to ap
proach the literature on female-to-male transsexuals, who are a relatively homo
geneous group. Male gender patients, on the other hand, present with a wide 
range of clinical signs and symptoms, and it is mainly in regard to gender
disturbed males that authors vary in their terminology. 

As already mentioned, the DSM-III presents three specific subtypes of 
transsexualism, which, in practice, are mostly needed for the diagnosis of male
to-female transsexuals. These subtypes correspond to the individual's predomi
nant sexual history prior to the appearance of the full transsexual syndrome. The 
asexual transsexual reports never having had strong sexual feelings and often 
gives an additional history of little or no sexual activity or pleasure derived from 
the genitals. The sexual history of the homosexual subtype (which accounts for 
almost 100% of female-to-male transsexuals) is one of erotic attraction to mem
bers of his or her own anatomical sex. The authors of DSM-III point out that 
homosexual transsexuals often will deny that their behavior is homosexual be
cause of their conviction that they are "really'" of the other sex. Heterosexual 
transsexualism occurs exclusively, or almost exclusively, in anatomical males. 
This type, about which more will be said later, is sexually attracted to females, at 
least until the gender disorder is well established. An important feature to notice 
in these diagnostic labels is that they do not change according to the subject's 
current surgical status or cross-gender convictions. Thus, a postoperative male
to-female transsexual living as the wife of a heterosexual male would still be 
regarded as a homosexual transsexual if she reported that she had been erotically 
attracted to males prior to the full development of the transsexual syndrome. 

The last gender-related DSM-III diagnosis of present interest is that of 
transvestism. The essential feature of this disorder is given as 

recurrent and persistent cross-dressing by a heterosexual male that during at least the 
initial phase of the illness is for the purpose of sexual excitement. (1980, p. 269) 

DSM-III states that some proportion of transvestites eventually want to dress and 
live permanently as women and that, in such cases, the diagnosis should be 
changed to transsexualism. 

Now that the DSM-III nomenclature has been presented, the terminologies 
employed by other writers may be compared to it. Table 1 shows how the DSM
III labels correspond to those labels the reader is most likely to encounter in the 
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literature and to variant labels employed by contributors to the present volume. 
This table is, of course, an oversimplification. These writers do not use the exact 
same formal classification criteria for their various diagnostic categories; there
fore, their diagnostic labels cannot be said to correspond exactly either. Howev
er, diagnostic labels appearing in the same column may be regarded as roughly 
equivalent. An empty cell in Table 1 means that the corresponding author (or 
authors) has no diagnostic category comparable to the other entries in that 
column. For example, Buhrich and McConaghy have no separate category that 
corresponds to the "asexual transsexuals" of DSM-III or Person and Ovesey's 
"primary transsexuals" (1 974a). 

Table 1 reveals that the authors listed-and these are reasonably represen
tative-differ primarily in two ways. First, some authors (e.g., Freund, Steiner, 
& Chan, 1982) employ a separate category for males who are intermediate 
between transvestism and fully developed heterosexual transsexualism; other au
thors do not. Second, some authors (e.g., DSM-III, as already described) employ 
a separate category for "asexual" transsexuals, whereas others do not. A discus
sion of the merits of these specific categories would be beyond the scope of the 
present chapter. We have pointed up the preceding differences simply to help the 
reader gain an overview of the diagnostic labels and classification schemes to be 
found in the literature. 

There are a few miscellaneous terms, or variant definitions, that are not 
found in Table 1 and that the reader should know. In the lay vocabulary, the 
term transvestism most often means the simple act of cross-dressing; hence, 
laymen sometimes refer to cross-dressing homosexual males as transvestites. 
Nowadays, few sexologists use the term transvestism to mean simply cross
dressing. Sexologists, oddly enough, have never gotten around to inventing a 
dignified label for cross-dressing nontranssexual homosexuals and so are some
times reduced to referring, in their scholarly works, to "drag queens." The next 
miscellaneous point concerns a variant definition of the term transsexual. Meyer 
(1974) proposed that the term should be reserved only for those patients who 
have actually undergone, and completed, genital reassignment. The term, there
fore, would refer to an anatomical fait accompli, and would have no further 
meaning. (p. 555) One occasionally encounters authors who follow this usage. 
The last new terms we will introduce here are gender dysphoria and gender 
dysphoric (Fisk, 1973), which the reader will encounter constantly. The diag
nostic label gender dysphoric is much broader than transsexual. This term is the 
only one available to refer to the whole gamut of individuals who, at one time or 
another, experience sufficient discomfort with their biological sex to form the 
wish for sex reassignment. In addition to transsexuals, this group includes certain 
transvestites and some effeminate male or masculine female homosexuals, for 
whom cross-gender desires are only weak or periodic. Gender dysphoria refers to 
the condition: a sense of awkwardness or discomfort in the anatomically con-
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gruent gender role and the desire to possess the body of the opposite sex, together 
with the negative affect associated with these ideas, namely anxiety and reactive 
depression. 

Before leaving this section, one final word on terminology is in order. 
Newcomers to the field of gender disorders are often nonplussed by references to 
heterosexual transsexuals. Their confusion may be compounded by the fact that, 
for certain authors, for example, Stoller (1971), the diagnoses of homosexuality, 
heterosexuality, and transvestism, on the one hand, and transsexualism, on the 
other, are mutually exclusive. For Stoller, a label such as heterosexual transsex
ual would be a contradiction in terms. To avoid any possible future confusion, 
the type of person labeled by DSM-III as a heterosexual transsexual (and who is 
familiar to all experienced clinicians, whether or not they would apply the label 
transsexual to him) will be described here as follows: A heterosexual transsexual 
is an anatomical male who strongly wishes to have a female body and to live in 
society as a woman and who may succeed in obtaining surgical sex reassignment. 
Preoperatively, the patient is sexually attracted by females rather than males, and 
he usually reports that cross-dressing was initially accompanied by sexual excite
ment. Postoperatively, he-now "she" -may still be attracted to female sexual 
partners, and it is not unknown for such a patient to establish a meaningful 
"lesbian" relationship with an anatomical female. 

OVERVIEW 

Chapters 2 to 6 focus on early influences in gender identity development. In 
Chapter 2, Hoenig begins by describing some of the early reports of individuals 
whose "subjective sense" of gender identity was experienced in contradiction to 
their biological sex. The main thrust of the chapter is to review what is known 
about the factors that influence this subjective sense in human intersexes. Three 
issues are critically considered: (1) whether sex of assignment and rearing are the 
most potent influences on gender identity development, which, since the work of 
Ellis (1945) and Money and his colleagues (Money, Hampson, & Hampson, 
1955a, 1955b), has been widely accepted to be the case (see Diamond, 1982); (2) 
whether there is, in fact, a critical period for the development of gender identity; 
and (3) the extent to which intersex data can be used to draw relevant conclusions 
about gender identity development in physically normal individuals. 

In Chapter 3, Hoenig argues that there is a crucial flaw in the "sex-of
rearing" account of the development of gender identity. Transsexuals, Hoenig 
writes, are clearly "assigned" to the appropriate sex at birth, yet they develop a 
"paradoxical gender identity." Thus, in Hoenig's view, the sex-of-rearing hy
pothesis fails badly in the arena of transsexual etiology. The bulk of Hoenig's 
chapter deals with biological perspectives on the problem of transsexual ism (see 
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also Freund, Chapter 9). Its focus is broad and includes the recent work on the 
H-Y antigen. 

Chapters 4 and 5 are concerned with cross-gender-identified children. 
Zucker provides an overview of the literature: He includes sections on diagnosis, 
epidemiology, adaptive functioning, treatment, long-term follow-up, and 
etiology. Bradley provides a summary of her clinical experience with cross
gender-identified children and their families and presents an etiological formula
tion that tries to take into account both constitutional and psychodynamic vari
ables. In Chapter 6, Beitel presents an intrapsychic model of gender disturbance 
in which gender disorders are viewed as resting on a spectrum-the model itself 
attempts to synthesize ideas from object relations theory and psychoanalytic self
psychology. 

The perspectives from which these authors write reflect the range of ap
proaches in the field. There are points of convergence and divergence. Both 
Hoenig (Chapter 3) and Beitel (Chapter 6), for example, stress that gender 
identity is subjective and phenomenological. For Hoenig, this means that ani
mal models cannot shed much light on what is, in the final analysis, a uniquely 
human experience. (Freund, in Chapter 9, takes a different position on this 
issue.) For Beitel, the psychoanalytic situation provides an important meth
odological tool for understanding an individual's "construction" of his or her 
gender identity. 

A point of divergence with regard to etiology hinges on Hoenig's (Chapter 3) 
interpretation of the sex-of-rearing hypothesis in relation to transsexuals. 
Hoenig's point that transsexuals are assigned to the correct biological sex at birth 
is beyond dispute. His additional statement (repeated by Freund)-that transsex
uals are "reared in that sex" (emphasis added)-is not accepted by all the other 
contributors. Zucker, Bradley, and Beitel would all disagree with this latter claim 
(at least to some extent), from the perspective of working with cross-gender
identified children. Of course, part of the problem is what one means by the 
term rearing. If a parent finds it "cute" that his or her son wears his mother's 
clothes, plays with female dolls, and says he wants to be a girl, it may be argued 
that the child's rearing is ambiguous. Perhaps one way to resolve this matter is 
the development of greater consensus on the definition of rearing (it certainly is 
more complex than sex assignment at birth) and by taking into account potential 
variations in parental reactions to "transsexual" behavior in childhood and 
adolescence. 

Chapters 7-9 deal with a number of empirical and theoretical issues rele
vant to adults with gender identity disorders. Langevin points out that cross
dressing in males has generally been evaluated with regard to feminine gender 
identity (e.g., Stoller, 1971). He then goes on to provide data, including some 
from his own research, that show that cross-dressing is also practiced by, among 
others, rapists, sadists, and masochists. These individuals have not been tradi-
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tionally considered to have gender identity disorders. They do not, for example, 
report childhood cross-gender behavior patterns characteristic of transsexuals. 
Yet, in adulthood, a percentage of these individuals display at least one behav
ioral phenotype-cross-dressing-that is similar to that of the transsexual. As 
Langevin's chapter title suggests, cross-dressing has many meanings, including 
some that previously have not been systematically considered in the sexology 
literature. 

In Chapter 8, Blanchard presents a battery of self-administered question
naire scales designed for the objective classification of adult male patients into 
four diagnostic categories, which correspond roughly to the diagnostic groups 
previously identified by Buhrich and McConaghy (1978, 1979) and Freund, 
Steiner, and Chan (1982) (see Table 1). Blanchard also discusses the common 
distortions in patients' self-reports, and he briefly describes the use of psycho
physiological measurement as an alternative to verbal methods in the assessment 
of those erotic anomalies that usually accompany gender disturbance. 

Freund's chapter is divided into three parts. The first part reviews the 
typological research that led to the taxonomic scheme around which Blanchard's 
diagnostic instruments were designed. Freund argues, both from questionnaire 
data and from epidemiological evidence, that the most fundamental division of 
male gender disorders is into heterosexual and homosexual types and that hetero
sexual and homosexual males actually develop two different types of cross-gender 
identities. In Freund's view, these are two etiologically distinct disorders, both of 
which occur with varying degrees of severity; thus, one has masculine homosex
uals, effeminate homosexuals, and transsexual homosexuals, on the one hand, 
and transvestites, (heterosexual) "borderline transsexuals," and heterosexual 
transsexuals, on the other. In one respect, Freund's view is similar to Bradley and 
Beitel's (Chapters 5 and 6) in that they conceptualize gender disorders as falling 
along a spectrum. Freund's hypothesis, however, implies that there is not a 
spectrum of gender disorders but two separate spectra, whereas Beitel would 
arrange all cases along a single continuum. 

The second and third parts of Freund's chapter point out the area most 
likely to be involved if there is a physiological etiology of homosexuality and 
homosexual-type cross-gender identity. Freund hypothesizes that among the 
bases of gender identity are the conclusions a person draws about himself or 
herself from observing his or her own behavioral or emotional traits. Because 
sex-dimorphic behavior can be observed and hormonally manipulated in ani
mals, Freund, unlike Hoenig (Chapter 3), concludes that animal research is 
ultimately relevant to the study of gender disorders. The human intersexes also 
show us that hormones must have something to do with homosexuality and 
homosexual-type cross-gender identity, but the absence of gross anatomical ab
normalities in homosexuals implies that abnormal circulating hormone levels (or 
plasmatic receptors) could not be the relevant factor. In Freund's view, a phys-
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iologically oriented investigation of these phenomena will have to focus on the 
pathway starting in neuronal cell nuclei and ending at the ribosomes that man
ufacture the proteins that determine neuronal function. 

Chapters 10-13 deal with clinical issues. In Chapter 10, Steiner discusses 
the clinical management of gender dysphoric patients, including how one might 
work with uncommon cases, such as transsexuals in prison. In the next chapter, 
she presents an analysis of the partners of transsexuals through the use of clinical 
vignettes. 

In Chapter 12, Blanchard discusses the process by which an individual 
moves into the social status of the opposite biological sex. It is argued that 
surgical sex reassignment is only one among many components in this process 
and is not necessarily the most important of these. Blanchard would claim that a 
general failure to take the rehabilitative impact of the nonsurgical components of 
gender reorientation into account has distorted the interpretation of surgical 
outcome studies and has overall tended to mislead research on the clinical 
management of transsexualism. 

Hucker addresses medicolegal issues and transsexual ism in Chapter 13. 
These include legal definitions of sex, changes in personal identification, matri
monial matters, criminal aspects (e.g., the right to cross-dress), civil-legal as
pects, claims to social benefits, and discrimination. 

In Chapter 14, Hoenig surveys the use of transsexual themes in the arts. He 
remarks that although the belles lettres tend not to be concerned with questions 
of etiology-to this we must turn to the sciences-the latter are "not nearly as 
readable, enjoyable, or inspiring." 

Finally, Steiner concludes this volume with a personal perspective that is 
based on her 14 years as psychiatrist-in-charge of the Adult Gender Identity 
Clinic at the Clarke Institute of Psychiatry. 
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The subjective sense of belonging to one sex is normally taken entirely for 
granted. The law in its varied history always had much to say about the rights or 
duties of men or the rights or duties of women, but (until very recently) it has 
never bothered to provide a definition of who is a man or who is a woman. The 
law in many cases defined specifically what a man or woman can or cannot do, 
what work they must not do, what clothes they must not wear, with whom they 
can or cannot enter into a marriage, or what specific obligations they have. But 
what constitutes a man or woman, what essential characteristics he or she has, 
are nowhere specified. 

The first legal step in designating a newborn as a boy or a girl is the entry on 
the birth certificate. Once recorded, this becomes an almost unalterable fact that 
determines the fate of that child. Yet the basis for the entry is remarkably 
informal. The sex of the child has in the vast majority of cases been pronounced 
by the midwife, occasionally by a doctor. The basis of their decision is an 
examination of the genitalia. In almost all cases, these will be quite unequivocal, 
but in some cases the external genitalia may be difficult to identify. In certain 
types of pseudo hermaphroditism or true hermaphroditism a very careful exam
ination is necessary to determine the sex. In some cases, this early examination 
turns out later to have been misleading. The wrong sex had been assigned, and 
correction will be necessary. In some cases, like the testicular feminization 
syndrome, the external genitalia appear perfectly formed, and the sex assignment 
is never questioned or only very late in life, such as when the patient is investigat
ed because of infertility. 

JOHN HOENIG' Gender Identity Clinic, Clarke Institute of Psychiatry, Toronto, Ontario, Cana
da M5T IRS. 
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If the sex assignment is later found to have been in error because of newly 
discovered physical discrepancies of one kind or another, an application can be 
filed for a change on the birth certificate. Such a change can be authorized when 
proof is provided that a genuine error had occurred but not otherwise. In all 
other cases, the entry on the birth certificate stands as if carved in marble. 

At least this was so until fairly recently. The old position was once more 
confirmed in an unusual divorce case brought before Mr. Justice Ormerod in 
Britain in 1970. The case, Corbett v. Corbett (otherwise Ashley), briefly, was 
that of a transsexual Ashley, who was contesting a petition for divorce by Corbett. 
Judge Ormerod, qualified both as a medical man and a lawyer, delivered a 
carefully considered judgment, some 20 pages long, saying that there had not 
been a marriage because a marriage can only be contracted between a man and a 
woman. He then explained why the law did not consider Ashley to be a women, 
although medical evidence was provided that Ashley was a transsexual and had 
undergone sex reassignment surgery. The judge argued that what determined the 
legal status of a woman was female external and internal genitalia and a ka
ryotype with XX chromosomes. This definition leaves persons with certain types 
of hermaphroditism out in the cold. Psychological criteria were dismissed as 
irrelevant. 

Judge Ormerod's decision has been questioned both in Britain where the 
matter was raised in Parliament and in the United States where, in a number of 
court decisions, other judgments were passed, explicitly setting aside the judg
ment in Corbett v. Corbett. As a result, several of the states and some provinces 
in Canada have made provisions for changes in the birth certificates of such 
persons (Hoenig, 1977). 

Just as the law in the past has made many rules about males and females but 
left the definition of these states unspoken, the education in homes or in schools 
made many rules in that respect but never considered that a child had to be 
taught to feel him- or herself a boy or a girl. The sexual identity is not a subject of 
education, only the sex-appropriate behavior. "A real boy does not play with 
dolls" or "a real girl must show modesty." These admonitions are indeed given 
great emphasis, but how the child should feel is not really put into words. He or 
she is expected to have that feeling, to be endowed with it ab initio. 

And in the vast majority of the "normal" population, the law and the 
education in their naivete have served us well. It was the abnormal, the patho
logical cases, where the expected had not occurred, that forced us to reconsider 
what had so far been taken for granted and ask the kind of question on which 
Judge Ormerod had to pass judgment. 

Advances in our knowledge of various, up-to-then obscure forms of her
maphroditism brought problems to light that had previously not been thoroughly 
considered, and it was our increasing awareness of transsexual ism that made us 
face these questions. The observation that the subjective sense of gender identity 
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can be at odds with the physical sex characteristics, in themselves apparently 
"normal," brought these questions into focus. 

TERMINOLOGY 

Such cases had not escaped medical observation. A mainly casuistic liter
ature began early in the 19th century with Frankel (1853) and Westphal (1870) 
and was, of course, studied by the great sexologists of the 19th century from 
Krafft-Ebing (1894) to Hirschfield (1925) or H. Ellis (1936). Westphal com
mented on this contradiction in his patients between the sex of the body and the 
inner experience of it, which led him to call the syndrome Kontrdre Sexual
Empfindung (contrary sexual self-awareness). However, perhaps because 1 of his 
2 cases was not clearly a transsexual, this term was overextended by others to 
include homosexuality. Hirschfeld was anxious to show that cross-dressing
transvestism-was not identical with homosexuality; in his 17 illustrative cases, 
there are several who today would not be called transvestites, but were clearly 
recognizable transsexuals. Ellis, shifting the emphasis from the behavior of cross
dressing to the inner experience, preferred the term sexo-aesthetic inversion and 
illustrated the concept with the well-known case history of the Chevalier d'Eon. 
The term transsexual came into use through Caul dwell (1949) and Benjamin 
(1953), and it has prevailed against such terms as paranoia transsexualis (Pauly, 
1965). 

The evolving nomenclature of the syndrome is not the only terminological 
problem besetting the literature on this subject and hampering communication 
as well as research. Before proceeding any further with a critical examination of 
the research reports on these questions, it will be expedient to clarify a number of 
concepts that in the past have often been left undefined. Later, it will become 
evident how this omission has at times flawed otherwise promising research. 

The word sex is used to cover several quite diverse aspects of behavior in 
animals as well as in humans. Usually in the normal course of events, these 
diverse aspects are harmoniously attuned to each other, but under certain abnor
mal conditions, they can be discordant one with the others. It is, of course, 
precisely these abnormal cases that are of particular interest to medical science, 
and their study will not only shed light on the abnormality itself, but it will allow 
us, or so it is hoped, to draw conclusions about certain normal physiological or 
psychological developments of this or that aspect of sexuality. It will be helpful to 
make the following distinctions. 

1. Coital and procreational behavior. This is most commonly referred to 
when one speaks of sexual behavior, particularly in relation to animal studies. 
The dimorphic behavior in coitus is clearly definable in animal behavior and is 
relatively easily applicable to human behavior also. In animals, it has more or 
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less clearly definable subcategories, such as behavior while in estrus, the pre
coital "courting," coitus itself, the care for the young, and so on. It is clear that if 
this aspect of sexual behavior comes under study, each of these categories will 
have to be defined operationally. For our present concern, these matters are not 
of immediate relevance and need not be gone into beyond drawing attention to 
them. 

2. Eroticism. By this, one usually means the erotic arousal patterns and the 
particular stimuli that cause arousal. In psychoanalytic terminology, one speaks 
here of object choice. This can be misleading as there clearly is no "choice," no 
active part played by the aroused. Rather, he or she has a sensitivity, a receptivity 
for certain stimuli that have the power to arouse. Besides these often highly 
specific qualitative aspects of the arousal, there is also the quantitative aspect of 
eroticism. How easily does arousal come about; how strong and of what duration 
is it? 

In animals the patterns of eroticism are observable during the precoital 
courting behavior. From ethological observations, we know that receptivity to 
arousing stimuli can be highly specific for each species. 

Research in human eroticism has developed very ingenious methods, and 
we can now test erotic arousal by fairly reliable objective techniques using 
physiological measurements such as skin resistance (Bancroft, 1974), phallome
try (Freund, Sedlacek, & Knob, 1965; Johnson & Kitching, 1968) and other 
methods described by Masters and Johnson (1966). 

3. Gender identity. By this, one means a subjective awareness of maleness 
or femaleness. It is a phenomenological concept in that it is the result of intro
spection. One inwardly experiences one's gender identity as a conviction of being 
a male or a female or sometimes something that is not quite either. As gender 
identity is arrived at by reflection, it cannot be directly applied to animals. We 
have no means of ascertaining the gender identity even in higher animals. 
Observation on cross-gender behavior in animals does not permit us to draw 
conclusions about their inner subjective states. We shall see later in humans that 
gender behavior and gender identity are by no means always in accord. Most 
effeminate men or tomboyish women have no doubt at all about their male or 
female gender identity. 

4. Gender role or gender behavior. This refers to the pattern of outward 
behavior. Although there are areas of behavior that are the same for men and 
women, much human behavior is dimorphous. Insofar as it is, we speak of 
masculine or feminine gender behavior. It is overt and can be observed by 
others. Persons or animals may behave in conformity with the accepted standard 
male or female role; they can deviate to a greater or lesser degree from it or show 
a complete role reversal. In animals gender behavior is normally stereotyped and 
invariable. The norms of gender roles in humans, however, change. They differ 
in different cultures and changes through history in the same society. Even in 
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the same society during a given historical period, norms of gender roles can vary 
from one social class to another. These roles are more clearly defined as ideal 
types than those that can be established in particular individuals. Unlike the 
characteristic stereotypy in the animal world, humans show much individual 
variability. No matter how much the ideal types of male or female behavior vary 
from one social group to another, all cultures always show a greater or smaller 
dichotomy in gender behavior (Mead, 1949). Of all the categories mentioned so 
far, gender behavior appears to be the most culturally determined, depending, it 
seems, on a social convention. Its norms are very versatile. Yet, we shall find that 
it is not entirely culture dependent. 

As was mentioned earlier, these four aspects of sexual behavior are usually 
in harmony. A male, behaving as a man coitally, is erotically sensitive to female 
sex appeal, has of course no doubt about his masculine identity, and generally 
behaves socially as a virile individual. However, he can, although in no doubt 
about his masculine gender and behaving accordingly, be completely insensitive 
to female sex appeal, but be strongly aroused by, and attracted to, men. Yet 
again, he may be a man without any doubt about his male identity, be entirely 
heteroerotic, but strike most observers as being exceedingly effeminate in his 
behavior. These examples, to which of course could be added other variations, 
show that, although the four aspects are highly correlated, they can at times show 
more or less marked deviations. 

When trying to investigate the origins of each of these separate aspects of 
sexuality, we had best try to keep them separate as far as the complexity of these 
matters will let us do so. 

ANIMAL STUDIES 

Although animal studies do not lend themselves to investigations of gender 
identity, they are a rich source of information on most other aspects of sexual 
behavior. Systematic experimentation in that field was probably started by Eugen 
Steinach (1861-1944). He had devoted a lifetime to research into the physiology 
of sex characteristics. The widespread effects of castration had been known to 
husbandry for ages. Steinach, by experiments that he began in the early 1890s, 
added to medical knowledge the effect of gonadal implants, in particular, the 
effect of cross-gender implants. He wrote: 

It soon became obvious that these implantation experiments were destined to furnish 
the foundation for still more extensive revelations. Results showed that it is indeed the 
sel! hormone that causes the excitability of the brain and brings about the "erotiza
tion" (as I called it) of the individual, giving him that inner impulse through which 
the whole sexual mentality of the mature individual is determined; further, that this 
hormone releases all the other psychic attributes of masculinity and femininity. 
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These conclusions, based on my reimplantation experiments, led to my work on 
the experimental transformation of sex character. (Steinach & Loebe!, 1940, p. 19) 

Steinach had in fact implanted testicles into female rats or hampsters and 
ovaries into males of the species after the animals had been castrated shortly after 
birth. The results were truly astonishing. The animals showed a complete sex 
reversal. Not only did these animals assume the morphological appearance of the 
opposite sex, but they also assumed the cross-sex mating behavior and even 
behaved in many other respects like an animal of the opposite sex. Steinach had 
devised tests he called "courage tests" and "strength tests" to objectify the results 
of his operation on the behavior of the animal. 

Steinach describes how he was launched on his research on the hormonal 
influence on the sexual life. It was a paper by Tarchanoff, he explains, that 
appeared in 1892 under the title "On the Physiology of the Sex Apparatus of the 
Frog." Tarchanoff had a purely mechanistic theory of how the frog during rut 
comes to develop the embracing reflex that makes him cling to the female. The 
theory struck Steinach as simplistic, and he began his work with rodents. 

He describes the "antecedents" of his ideas. Ludwig Ham, a student of 
Anthony van Leeuwenhoek in Delft in Holland, using the microscope, had 
noted the human spermatozoa, and this led to the discovery of the seminal 
tubules in the testicles. At first the other cells between the tubules were regarded 
to be connective tissue only. Franz Leydig in 1850 had described them, and they 
were called "interstitial cells" but no further attention was paid to them. Leydig 
never dreamed that they secreted any substance of value in the body's economy. 
More than 50 years later two French scientists, Bouin and Ancel, thought it 
possible that the internal secretion might come from these cells. They called the 
structure glande interstitielle. It meant that the testicles or ovaries were really 
dual structures, one supplying the elements of procreation, the other, hormones. 
This was called Bouin's theory; Steinach claims to have been the first to establish 
conclusive proof for it. He found that excised and transplanted testicles showed 
atrophy of the tubules, whereas the Leydig cells had proliferated, forming a 
compact gland. Steinach was able to prove conclusively the hormonal function 
of that gland that he called the "puberty gland." However, he did not leave it at 
just that. 

He believed that the function of the gland deteriorates with age, giving rise 
to the manifestations of senility and that the gland could be reactivated, leading 
to rejuvenation. This reactivation he believed could be achieved by vasoligation, 
a procedure severing the vas deferens or the vasa efferentia. The latter connect 
the testicle to the epididymis. The procedure became known as the Steinach 
operation, and for a time it enjoyed wide acclaim for rejuvenation. Benjamin 
(1945), who describes himself as a pupil of Steinach, writes that such persons as 
Thomas Mann and Sigmund Freud had availed themselves of it. Steinach 
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became more and more involved in these claims of rejuvenation, which were 
lacking the good experimental basis of his earlier work, and he became more and 
more a controversial figure. He was even the victim of hostility. 

Notwithstanding this, however, Steinach's work greatly influenced Fliess 
and Freud as well as Hirschfeld and Kraepelin. Both Freud and Kraepelin came 
to expect answers to many psychiatric problems from endocrinological work as 
pioneered by Steinach. 

Steinach also claimed to have discovered the cause for homosexuality and 
for discordant gender behavior, and patients were subjected to various transplants 
and other procedures to correct these deviations. He did not, however, concern 
himself with gender identity as such, a concept not yet clearly established. 

Since Steinach, the field of animal research on sexual behavior has become 
truly multidisciplinary and is now too vast to be surveyed here. Our understand
ing of the complex interplay between hormones, morphological structures, and 
sexual function has made great strides. What is striking in animal studies is the 
remarkable stereotypy not only in dimorphic structures, like body size, coloring, 
and others, but also in dimorphic behaviors, like courting or mating behaviors, 
parental care, nestbuilding, or vocal behavior. These patterns differ from species 
to species; they show sometimes even a total role reversal, but for each species the 
particular behavior emerges regularly in every individual. The behavior appears 
programmed from the start. Much is known about the physical substrate of these 
behavior patterns-cerebral structures (Arnold, 1980), hormones (MacLusky & 
Naftolin, 1981), or mechanisms of neurohormonal interactions (McEwen, 
1981). Much is also known about how dimorphic behavior patterns in animals 
can be changed by manipulation of specific neuronal or hormonal mechanisms. 

HUMAN STUDIES 

Experiments of the kind used in animal research are, of course, unthinkable 
in humans. Occasionally, a procedure carried out for therapeutic purposes may 
allow us a glimpse into otherwise hidden connections between sexual behavior 
and underlying physiological or anatomical substrates and acts as a quasi experi
ment that permits one to draw certain conclusions. There is, however, nature's 
own experiment that lends itself to the study of these matters. The "experiments 
of nature" are persons who suffer from true or pseudohermaphroditism. These 
abnormalities have, of course, fascinated medical and biological science for a 
long time. However, many of the earlier studies concentrated mainly on the 
morphology, the endocrine and other dysfunctions, and the genetic aspect, and 
they almost totally ignored the psychological aspects. Occasionally some psycho
logical aspects of a patient were mentioned, but the subject hardly received 
systematic attention until about 40 years ago. 
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As more became known about intersexes, individual descriptions of cases 
gave way to more systematic classifications (see, e.g., Overzier, 1967) or to 
"periodic tables or spectra of intersexes" (see, e. g., Armstrong, 1968; Melicow & 
Uson, 1964). Intersexes had been of great interest to Hirschfeld (1936), and he 
tried to classify various psychosexual abnormalities among them. But he never 
studied the psychosexual aspects of the hermaphrodites themselves, at least not 
in the way that would throw light on the origin of normal sexual behavior. 

Albert Ellis 

The first person to use systematically the study of various types of her
maphrodites to find what determines psychosexual characteristics was Albert 
Ellis (1945). He is a psychologist and introduces his paper 

as a plea to the members of the medical profession, to whose lot the first-hand study of 
hermaphrodites invariably falls, to consider it hereafter their scientific duty to see that 
thoroughgoing psychiatric and psychological investigations in addition to the usual 
physiological ones, are made of all hermaphroditic individuals who may come to their 
attention. (p. 108) 

Ellis's study has much to recommend it. His aim was to clarify whether 
homosexuality is brought about mainly by biological factors or mainly by psy
chological and educational ones. The lives of hermaphrodites or pseudoher
maphrodites, he believed, could offer an excellent experimental situation to 
decide that question. The investigation was based on the fact that pseudoher
maphrodites, who have an essentially male or female somatic makeup, are 
frequently reared as members of the sex opposite to the one in which they 
should, on purely physiological grounds, be raised. He was looking particularly 
for one or the other of the following situations that can arise. 

• Among hermaphrodites one finds somatic males or females who are as
signed to the opposite sex and raised to think of themselves as members of 
that sex. 

• Hermaphrodites who show both male and female physical characteristics 
are, as it were, haphazardly assigned sometimes to this, sometimes to that 
sex. 

• Hermaphrodites are sometimes assigned to one sex and raised as such but 
later are reassigned to the other sex. 

The hypothesis was simple: He argued that, if male pseudohermaphrodites, 
no matter which sex they are raised, generally acquire a masculine libido or 
gender identity, and female ones, a feminine libido or identity, and mas
culine/feminine hermaphrodites, bisexual psychological characteristics, then 
the case for the constitutional determination of the direction of psychosexuality is 
practically proven. But if psychosexual characteristics follow, rather, the sex of 
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rearing, the case for the psychological determination would appear much the 
better one. With these perhaps not entirely watertight premises in mind, he 
scrutinized well over a thousand reports on hermaphrodites in the English liter
ature and found 84 that provided enough information to test his hypothesis. 

Included in this group were 20 true hermaphrodites, 19 true (?) her
maphrodites, and 45 pseudohermaphrodites (see Table 1). 

As Table 1 shows, 39 babies had been assigned to the male sex and 45 to the 
female sex. As they grew up and their erotic preferences became known, most of 
those raised as males were attracted to females, namely 34 (87%). Ellis calls this 
heterosexual. The remaining 5 (13%) remained simply immature. None of the 
39 were homosexual. Of those 45 raised as females, 33 (73%) turned out hetero
sexual, and 8 (18%) either homosexual or bisexual. The remaining 4 (9%) stayed 
immature. We see that, inasmuch as the abnormality permitted the develop
ment of a mature eroticism, it was in keeping with the assigned sex in all the 
patients reared as males and in most of those reared as females. However, in 
about 18% of the latter, erotic orientation did not follow the direction of 
assignment. 

Considering now the pseudohermaphrodites alone, as they have only male 
or female gonads, he found, as is shown in Table 2, that of the male pseudoher
maphrodites, 88% showed an erotic orientation in line with their assigned sex. 
But 9% showed a "deviant" eroticism. Among the female pseudohermaphro
dites, the deviants amounted to 18%. 

These findings appear to favor the proposition that erotic orientation de
pends more on sex assignment and sex of rearing than on the sex of the gonads. A 
male sex assignment seems to be accepted universally irrespective of the gonadal 

TABLE 1. Erotic Orientation Related to Assigned Sex 

Erotic orientation 
Assigned Type of 

sex hermaphrodite Number Heterosexual Homosexual Bisexual Immature 

Male Pseudo 16 16 
?True 12 7 
True 11 11 
Total 39 34 (87%) 5 (13%) 

Female Pseudo 29 22 2 2 
?True 7 7 
True 9 4 3 2 
Total 45 33 (73%) 5 (11%) 3 (7%) 4 (9%) 

All cases 84 67 (80%) 5 (6%) 3 (4%) 9 (11%) 

Note. Data from A. Ellis (1945). 
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TABLE 2. Pseudohermaphrodites. Erotic Orientation Related to 
Assigned Sex and Physical Sex 

Assigned 
sex 

Male 

Female 

All cases 

Erotic orientation 

Heterosexual 
Homosexual or bisexual 
Immature 
Total 

Heterosexual 
Homosexual and bisexual 
Immature 
Total 

Heterosexual 
Homosexual or bisexual 
Immature 
Total 

Note. Data from A. Ellis (1945). 

II 

II 

19 
3 
I 

23 

30 
3 
I 

34 

Type of 
pseudohermaphrodite 

Male Female 

(100%) 5 (100%) 

(82%) 3 (50%) 
(13%) 2 (33%) 

(5%) I (17%) 
6 

(88%) 8 (72%) 
(9%) 2 (18%) 
(3%) I (10%) 

II 

sex. A female assignment, however, seems less assertive, and a homosexual 
orientation may develop in about one in five to six cases. 

Ellis's overall conclusions, although cogent in the light of his findings, are 
perhaps somewhat sweeping. There are a number of observations that emerge 
but that are not dealt with. First of all, the fact that 1 in 10 cases remain 
erotically "immature," which probably means undifferentiated, shows that one 
is dealing with a very abnormal group of people, and application of conclusions 
to what happens in "normal" persons must remain very tentative. Even more 
striking is the very low number of homosexuals. Compared to the figures in the 
Kinsey report, there should have been considerably more than the 6% homosex
uals plus 4% bisexuals. It is also noteworthy that, whereas homosexuality, partic
ularly the mixed types, is more frequently found in physiologically normal men 
than in women, in these intersexes the reverse is true. In fact, in the males it is 
totally absent, whereas in the females it amounts to 11 % plus 7% "mixed" types. 

Even more interesting for our purpose are Ellis's findings with respect to the 
gender identity of hermaphrodites. Ellis refers to this as the "sex role which they 
eventually assumed." He found that, of the 84 hermaphrodites, all but 2 con
tinued life in their assigned gender; these 2 assumed a "mixed" gender role. It is 
not explained exactly what this means. Both these cases had an "immature" 
eroticism; one was a male pseudohermaphrodite, the other, may have been a 
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true hermaphrodite. Again, sex assignment and rearing appear to exert an over
riding influence on gender role or identity. 

It should, however, be kept in mind that the term gender role as used here 
may not be the same as gender identity. Ellis was dealing with case reports in the 
literature, and remaining socially in the assigned gender role does not necessarily 
mean that the subjective sense of gender identity is in line with this behavior. 
Indeed, in 18 (21 %) of the 84 cases, the "sex role" had not been unequivocally 
stated, and Ellis refers to these cases as "presumably" male or female. 

John Money 

During the times in which Ellis collected the cases for his study, relatively 
little was known about hermaphroditism or pseudohermaphroditism, and there
fore the pathological details available to him were limited. Ten years later, 
Money and his colleagues (Money, Hampson, & Hampson, 1957) carried out a 
similar study. They had certain advantages over Ellis in that they studied the 
patients themselves rather than depending on case reports in the literature. They 
also could make use of the new biological knowledge about pseudohermaphrodi
tism and could carry out more recently developed medical investigations. We are 
thus provided with more physical details of the cases studied, but unfortunate
ly-although Money like Ellis is a psychologist-the psychological aspects of 
their cases are not given in even as much detail as Ellis was able to glean from the 
literature in his group of cases. Money and his colleagues did not describe 
separately the eroticism, the gender behavior, or the gender identity of their 
patients. Nor did they study the dependence of each on the diverse physical 
characteristics of their intersexes. Instead of adequate psychiatric assessments of 
the mental state, they speak merely of "psychologic healthiness," not even ex
plaining what exactly that meant. In spite of these regrettable flaws, it should be 
emphasized that the work of that group had, and still has, outstanding merit, and 
it was of great value to scientists and clinicians throughout the world. 

Money and Joan and John Hampson had investigated 105 hermaphroditic 
patients, all seen at The Johns Hopkins School of Medicine over a 5-year period. 
Most of them could be observed repeatedly during a follow-up period. Instead of 
simply dividing the pseudohermaphrodites into male or female according to the 
gonads, they considered a number of physical sexual variables and examined 
their relationship to psychosexual characteristics, either separately or in com
binations. These variables were five in number, namely (1) chromosomal sex; (2) 
gonadal sex; (3) hormonal sex and pubertal feminization or virilization; (4) inter
nal accessory reproductive structures; and (5) external genital morphology. 

The hermaphroditism of these patients belonged to a wide variety of diag
nostic categories. Money and his colleagues also appraised by interviews and test 
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procedures each patient's "gender role and orientation as masculine, feminine or 
as ambiguous" (p. 333). They then compared these with the sex to which the 
patient had been assigned and in which he or she had been reared. There were 
23-30 patients in whom the assigned sex contradicted one or several of the five 
biological sex determinates. Only 5 out of the 105 patients were found to have a 
"gender role and orientation [which] was ambiguous and deviant from the sex of 
assignment and rearing" (p. 333). Unfortunately, as mentioned before, no de
tailed information was provided by the authors about the psychological aspects of 
their subjects' conditions. Was it simply homosexuality, or was it mainly a cross
gender identity? This point seems crucial. Homosexuality is vastly more com
mon than transsexualism. It is true that 5 out of 105 cases is small, but this is 
much greater than the number of cases of cross-gender identity one would expect 
in a control group. If what was found was transsexualism, one would have liked 
to know why the rearing had not achieved what it was expected to do. 

Hampson and Hampson (1961) used the same approach to study an unspec
ified number of hermaphrodites collected from the literature. In all case~, the sex 
of rearing was in contradiction to one or more physical gender determinants. 
The analysis reveals the same result. Of the cases assigned to the male sex, all 
remained psychosexually male. Of the others assigned to the female sex, psycho
sexual "deviance" was found seven times. Of particular interest is a group of 65 
cases of whom, although having the same type of hermaphroditism, 11 indi
viduals were assigned to the male sex and 54 to the female sex. Of the former, the 
subsequent psychosexuality was, in all cases, in accord with the assignation and 
rearing. Of the latter, there were 5 who were psychosexually deviant. Just as in 
Money's reports, the deviants or their deviation were not further pursued. 

Money et al. (1957) thus concluded that psychosexuality was neutral at the 
time of birth and was almost entirely determined by educational factors. They 
also expressed certain views on how these educational influences achieved their 
impact. They see certain similarities with a child's acquisition of a language, or 
with "imprinting" as used by Lorenz (1952) or Tinbergen (1969). Among their 
cases, there were 14 who underwent reassignment of sex at various ages. They 
found that if the reassignment had taken place before the age of 2 years 3 months 
most of the patients achieved a state that they called psychological healthiness. If 
it had taken place later, the majority showed psychologic nonhealthiness. They 
inferred from this that the gender role seems to be well established at 2 years 3 
months and that reassignment after that age becomes more and more hazardous. 

Thus, Money et al. (1957) and Hampson and Hampson (1961) had largely 
confirmed Ellis's findings, and their conclusions, which they felt applied not 
only to hermaphrodites but also to normal persons, can be formulated as follows: 

l. At birth the child is in a state of sexual neutrality. 
2. Gender identity and eroticism are largely the result of gender assignment 
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and rearing, even when constitutional physical aspects are in discord 
with the assigned sex. 

3. The process of acquiring the gender identity and erotic orientation is 
akin to the process of imprinting that is known from animal studies 
(Lorenz, 1952). 

4. From this follows that the imprinting takes place during a critical period, 
which they suggest is before the age of 2 years 3 months of the child's 
life. At this age, the identity and erotic orientation are firmly established, 
and attempts at reversal are fraught with the danger of later complica
tions. 

5. The imprinting is permanent. 

Interpretations of Research on the Psychosexuality of Intersexes 

These were startling findings and seemed to put what used to be speculation 
on a firm basis of clinical empiricism. As mentioned earlier, these views are still 
widely accepted, but they have not escaped criticism from various quarters. 

Diamond (1965) published an extensive critical essay on the concept of 
psychosexual neutrality at birth by reviewing man's place in the evolutionary 
continuum, and he produced much evidence from biology as well as the behav
ioral sciences that would seriously question Money's own conclusions. The 
evidence he musters ranges widely. He mentions among others, work by Kall
mann (1952a, 1952b) and by Schlegel (1962) on unequal concordance rates of 
homosexuality in mono- and dizygotic twins. Kallmann had 85 twin pairs and 
Schlegel had 113. Both workers found a very highly significant difference in the 
concordance rates between the two types of twins. Diamond also mentions much 
work that suggests that gender behavior and gender identity are programmed 
before the child is born and comes under educational influences. He concludes, 

It is time ... to admit that in sexuality, as in so many other areas, the human being is 
extremely flexible and his behavior is a composite of prenatal and postnatal influences 
with the postnatal factors superimposed on a definite inherent sexuality. (p. 169) 

An even stronger attack came from Zuger (1970). Zuger's attack concen
trated on Money's methods of investigation and analysis and succeeded in greatly 
undermining the legitimacy of Money's conclusions. The journal that published 
Zuger's polemic invited Money to write a defense of his work, which is published 
with Zuger's paper and is followed by Zuger's rebuttal of Money's defense. This 
editorial move gives the reader an excellent opportunity to gain a first-class 
understanding of the debate as it stands. It testifies to the force of the work of 
Money and the Hampsons that this debate came to such vigorous life more than 
a decade and a half after its publication. One of Money's complaints against 
these two critics was that they made their polemical claims without any new data 
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to support them. This cannot be said to be the case in a number of other 
publications that also take up critically various points made by Money. 

Walter Briiutigam 

Brautigam (1964) collected lO7 intersexes in the literature. Twenty-five had 
at birth been assigned to a male role and 82 to a female role. Nineteen of these 
patients had remained sexually so grossly immature that they could not be used 
for the investigation. Of the remaining 88 (18 males, 70 females), no fewer than 
40 had changed their gender role and identity. Twenty-seven had assumed the 
male gender; 13 were ambiguous. All changes were from female. 

In that last respect, Brautigam's findings are the same as those of Ellis and 
Money, although not like those of other workers as will be shown later. This 
apparently greater stability in hermaphrodites assigned to the male sex is surpris
ing because the frequently necessary corrective surgery to simulate a female 
phenotype is much easier to perform than that to simulate the male. The most 
likely explanation is that male assignation will only be chosen if the external 
genitalia do not present too great a problem for the individual functioning in that 
sex role even without corrective surgery, and that reassignment in females will go 
ahead only if the genitalia are sufficiently male to permit this. Brautigam offers 
another explanation. He points out that in most cases the sex reassignment takes 
place between the ages of 16 and 21, the time when the effects of puberty really 
come into their own. Most of the patients who seek reassignment are gonadally 
male pseudohermaphrodites, and Brautigam suggests that the innate disposition 
asserts itself under the influence of a pubertal increase in androgen production 
over the educational gender role. The characteristics that seem to go most 
frequently with the sex change are masculine body build, facial hair, body hair, 
or male voice; that is, characteristics that depend on the influence of androgens. 
Surprisingly, the presence or absence of a well-developed penis does not appear 
to be a significant factor, thus not lending any support to psychoanalytic theories 
about the importance of penis envy. 

A large number of patients assigned to the female sex later turned out to be 
erotically attracted to women. The incidence of this contrary eroticism as shown 
in the right-hand column of Figure 1 is even larger than the shift in gender 
identity. This means that the innate erotic disposition asserts itself even more 
often than the change in gender identity. Brautigam explains this by pointing out 
that the decision to set reassignment procedures in motion requires great effort in 
view of the social pressures favoring the status quo. Many hermaphroditic per
sons simply cannot muster the energy to overcome these obstacles. 

Thus Brautigam comes to the conclusion that the theory of psychosexual 
neutrality at birth cannot be supported; that a very large number of her
maphrodites have an erotic orientation contrary to the sex of rearing; and that, 
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FIGURE 1. Hermaphrodites-Sex Assignment vs. Gender Role and Eros. The white bars show the 
number of patients reared as females, the number eventually adopting the female gender role, and 
the number displaying a "normal" female pattern of erotic arousal (i.e., an erotic preference for 
males). The black bars show the number reared as males, the number eventually adopting the male 
gender role, and so on. The stippled bars show the number of patients who are ambiguous with 
regard to gender role or erotic preference. (From Brautigam, 1964; reproduced from Der Internist, 
5:171-182, 1964, with permission from the editoL) 

when the influence of the pubertal androgen increase makes itself felt, many 
patients muster the energy against all the social odds to achieve a reassignment. 
The physical constitution asserts itself. Brautigam's figures, on the other hand, 
also show the great extent to which educational influences can assert themselves 
against the constitutional disposition. 

He assumes an etiology for the erotic orientation different from that for 
gender identity. He regards the former as a genetically transmitted trigger mecha
nism that generates sexual arousal in response to specific-he believes visual
stimuli. 

The wide discrepancies between Money's and Ellis's findings, on the one 
hand, and Brautigam's or Wolfs (1968), on the other, are striking and difficult to 
explain. Selection of cases from the literature always lays the author open to 
some bias, and this could have been the case here, which perhaps affected the 
outcome of the studies. It is also possible that in some cases the psychosexual 
characteristics were not fully recognized. The lack of detail on the psychosex
uality of their cases in the studies by Money and the Hampsons would make one 
feel that this could have occurred in some of their patients. That this assessment 
can at times be very difficult was stressed by Newman and Stoller (1968) who 
described the case of a woman with pseudohermaphroditism whose apparent 
femininity concealed an ambiguous gender identity. They concluded that "the 
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outward manifestations of gender role may conceal an aberration of gender 
identity in intersexed patients" (p. 1262). 

If one compares Money's and Brautigam's positions, the following picture 
emerges (see Table 3). 

Critical Period and Permanency of Assignment 

The proposition that gender identity and erotic orientation are established 
during a critical period in life, namely before the age of 2Yz years or so has also 
been questioned, particularly the suggestion that reassignment at a later age is 
hazardous. The latter is, of course, of great clinical importance. 

Zuger (1970) collected 18 cases from the English literature in whom sex 
reassignment had taken place between the ages of 4 and 33 and where the 
readjustment was very successful in all but 3 cases. Eight of the 18 cases were 
from male to female, and 10 from female to male. There are many other cases of 
later sex reassignment in the literature. Diamond (1965) mentioned 7 such cases 
and Wolf (1968) collected 65 cases comparing them with 65 others where the 
originally assigned sex had not been changed. Kraus (1972) mentions several 
reports including a case of his own, in whom successful reassignment had taken 
place at age 19. Zuger (1970) mentioned that Money's categorical views on the 
inadvisability of later reassignment have often caused undue postponement or 
refusal of reassignment to the detriment of the patient. 

All these cases of sex reassignment argue against Money's second postulate 
that sex assignment is the most important determining factor of psychosexual 
orientation. They are all cases where the sex assignment at birth was unsuc
cessful, having been superceded by other as-yet unknown factors and therefore 
had to be set aside. 

TABLE 3. Comparison of Findings in Hermaphrodites 

Money et al. 1957 

Erotic and gender neutrality at birth 

Gender assignment and rearing are overriding 
determinants 

Imprinting 

Critical period before 2 yr and 3 mo 

Irreversibility 

Gender identity and erotic orientation are both 
determined mostly by rearing 

Brautigam 1964 

No neutrality at birth 

Influential but not all overriding 

Spontaneous changes can occur much later, 
mostly at puberty 

Successful change in later life is possible 

Gender role and identity development differ 
from erotic development 
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Julianne Imperato-McGinley 

The postulate of the permanency of the gender identity when once estab
lished is also called in question by many of the preceding cases. This aspect was, 
however, most powerfully challenged by the work ofImperato-McGinley, Guer
rero, Gautier, and Peterson (1974). They had discovered a new type of pseudo
hermaphroditism caused by a deficiency of the enzyme 5u-reductase. 

Two androgens are involved in sexual differentiation-testosterone and 
dihydrotestosterone-each with a selective role to play during embryogenesis. 
Testosterone in specific androgen-dependent target areas is converted to 5u
hydrotestosterone, a more potent androgen, by 5u-reductase. Tests in human 
fetuses have shown that dihydrotestosterone formation occurs in utero in the 
urogenital sinus, the urogenital tubercle, and in the urogenital swellings but does 
not occur in the Wolffian anlage until after differentiation due to testosterone has 
occurred. This means that testosterone secreted in utero by the testes acts directly 
on the Wolffian ducts to cause differentiation to the vas deferens, epididymis, 
and seminal vesicles. In the urogenital sinus and urogenital tubercle, however, 
testosterone functions as a prehormone, and only its conversion to dihydrotesto
sterone results in differentiation of the external genitalia and prostate. In the 
absence of 5u-reductase, the conversion cannot take place, and these structures 
remain undifferentiated. Thus, the child, though male, has at birth genitals 
resembling those of a female. 

At puberty the increase in muscle mass, the growth of the phallus and 
scrotum, and the voice change appear to be mediated by testosterone. Thus, 
although prostate growth, facial hair, temporal recession of the hairline, and 
acne do not occur unless dihydrotestosterone is present, at puberty the individual 
nevertheless ceases to resemble a female and acquires sufficiently marked male 
characteristics. 

The new type of pseudohermaphroditism was found in 33 inhabitants of 
Salinas, an isolated village in the Dominican Republic. The affected indi
viduals, all blood related, were males (46, XY). At birth, because of the ambigu
ity of the external genitalia, 19 were raised as girls. For 18 of these, adequate 
information could be obtained. They were described as living as apparently 
normal girls in the village up to the time of puberty when, between the ages of 7 
and 12, they did not develop breasts, and their bodies began to change in a 
masculine direction. A male gender identity gradually evolved as they passed 
through stages of no longer feeling like girls to feeling like men and finally, to the 
conscious awareness that they were indeed men. Their erotic interest in women 
also developed. They also changed their gender role in the community, showing 
direct aggressiveness, assertiveness, large motor activity, and choice of male 
occupation. Sixteen of the 18 subjects showed all these changes. One changed 
his gender identity, that is, he experienced himself as a man, but remained in the 
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female gender role. He continued to dress and live as a women. Erotically he 
behaved and felt like a man. The other subject continued to live as a woman. 
She retained a female gender identity and role. She had married a man at 16 
who left her after a year. She remains uninvolved with men, works as a domestic, 
wears false breasts under her female clothes, but her build and mannerisms are 
masculine (Imperato-McGinley, Peterson, Gautier, & Sturla, 1979). 

These findings show that hermaphrodites, although basically male, can be 
raised as girls and will adopt a female identity and gender role, as has indeed 
been shown by other workers. However, under certain circumstances, particu
larly related to the hormonal milieu, these educationally acquired characteristics 
will be overturned, and changes can occur at later ages when the biological sex 
prevails. Imperato-McGinley sees in these findings a direct challenge to Money's 
postulates, and she concludes, that in the absence of interfering sociocultural 
factors, the effect of androgens in utero and at puberty predominates in gender 
and erotic determination, overriding the effect of rearing as girls. She and her 
colleagues later reported other cases with a 1713-hydroxysteroid dehydrogenase 
deficiency, in some of whom gender and erotic reversal occurred at puberty 
(Imperato-McGinley, Peterson, Stoller, & Goodwin, 1979). Similar cases due to 
various hormonal abnormalities were reported by others, with gender reversal 
occurring at puberty (Akesode, Meyer, & Migeon 1977; Goebelsmann, Horton, 
Mestman, Arce, Nagata, Nakamura, Thorneycroft, & Mishell, 1973). 

Particularly tragic are some cases where corrective surgery was undertaken 
in childhood to remove what appeared to be a large clitoris; the psychosexual 
changes at puberty were severely complicated by this precipitous intervention, 
which was motivated at times by the view that gender identity as established 
before 2-3 years cannot be changed later (Teter & Boczkowski, 1965). 

Imperato-McGinley's conclusions did not go unchallenged. Money (1976) 
questioned whether these children had really been raised unambiguously as girls, 
but this objection was refuted. Comments by others were that neither imprinting 
nor hormones as such determined the gender identity but the appearance of the 
male genital organs. "Wouldn't it be odd indeed if the child insisted that he was 
a girl when he and everyone around him saw him as a boy?" asks Bleier (1979). 
Keen (1979) drew attention to the distinct social advantages that men in these 
Dominican villages enjoy in having more freedoms than women. He feels that 
the change in gender identity is adequately explained by that inducement. These 
suggestions open more questions than they answer. If all psychosexual charac
teristics can change so easily to suit expediency, it becomes difficult to under
stand the obstinate attitude of transsexuals, homosexuals, and others who suffer 
from psychosexual disorders. 

Imperato-McGinley has drawn attention to the possible importance of hor
mones in gender identity and eroticism. It should, however, be remembered that 
this relationship is not simple. Administration of androgens to females ordinarily 
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does not change gender identity or erotic orientation, although it does increase 
sexual drive both in men and women (Money, 1965). Imperato-McGinley there
fore stresses the importance of androgenization already in utero as well as at 
puberty. 

CONCLUSIONS 

In spite of an increase in our knowledge of these matters, it must be 
admitted that it would be premature to consider that the question of how psycho
sexual characteristics come about in humans is settled. Up to now, most of our 
knowledge is based on investigations on intersexes. As we have tried to show, the 
various investigators present unequal and even contradictory facts. Even if all 
these factual diversities and contradictions could be satisfactorily settled, our 
problems would be far from over. In particular, the extent to which such findings 
can be generalized to normal persons is very doubtful indeed. 

Manfred Bleuler (1954) has raised important points in that respect. He is of 
the opinion that the psychically and endocrinologically abnormal hermaphro
dites have to cope with abnormal influences from their environment; further
more, by their abnormal and peculiar nature and personality they are apt to 
create a special social milieu that then rebounds on them. It is possible that, 
because of these circumstances, educational influences gain a greater impor
tance. Hermaphrodites, in presenting the clinical features of the endocrine psy
chosyndrome such as infantility, fearfulness, and insecurity vis-a-vis others as 
well as some of the instinctual abnormalities described by Bleuler (1954) will 
tend to cling unduly to established conventions and try to accommodate them
selves to them. This trend alone would make them more amenable to educa
tional influences. He further expresses doubts whether it is always possible to 
expect hermaphrodites to be definitely oriented to one or the other sex. It may be 
that many hermaphrodites deep down do not have a strong inner orientation to 
one gender or the other but that they represent a form of existence all their own. 
This seems perhaps to apply particularly to certain groups of intersexes. Stoller 
(1964a) has described such a case of an hermaphrodite whom he had studied 
along psychoanalytic lines. 

This person is an example of a "woman" who did not have the opportunity to develop 
a clear-cut core gender identity .... This patient exemplifies what is seen in oth
ers .... And so a most unusual gender identity is produced .... He feels he belongs 
to neither of the sexes to which everyone else belongs; while he develops aspects of 
both genders, he exists outside of both in a new category. (p. 455) 

Money et al. (1957) as well as Stoller (1964b) had emphasized the impor
tance in gender identity development of the external genitalia. VCilkel (1969), 
well aware of the caution urged by Bleuler as well as by Freund (1966), reports 
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two cases of genital malformation without intersexuality. One case with scrotum 
bipartitum with hypospadia perinealis was brought up as a girl. When, later in 
life, she was accidentally found to have male gonads and chromosomes, she 
strongly protested against suggestions of gender reassignment. She had absolutely 
no doubt about her female gender identity, although she was erotically attracted 
exclusively to women and had a male habitus as well as many "male" interests. A 
second patient with a similar deformity was reared a girl. In her case, gender 
identity, gender role, and eroticism were all in keeping with her sex of rearing. 
Volkel also refers to two analogous cases reported by Money. From these obser
vations he, with all caution and due skepticism, draws conclusions about the 
origin of psychosexual characteristics similar to those of Ellis and Money. On the 
other hand, Berg (1963) reported a case of perineal hypospadias reared as a girl 
who underwent corrective surgery and subsequently changed gender identity. 

Volkel's efforts demonstrate once more the apparently contradictory evi
dence rather than bring us closer to the answer to the crucial questions of what 
determines psychosexual characteristics in intersexes. He shows that we know 
even less how far generalizations of these findings in intersexes, even when 
unambiguously established, to normals can be regarded as legitimate. 
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ESSENTIAL CHARACTERISTICS OF THE SYNDROME 

The answer to the question of what determines gender identity in hermaphro
dites is still not definitively answered in spite of much research that was described 
in the previous chapter. All the findings show the enormous influence played by 
sex assignment at birth and rearing, and some workers, like Ellis (1945) and 
Money and his co-workers (Money, Hampson, & Hampson, 1957) even con
clude from their studies of hermaphrodites that sex assignment at birth and 
rearing play the overriding roles in determining not only gender identity but also 
eroticism. 

Whatever the merits of these views in relation to hermaphrodites, it is 
obvious that they do not have any application to the origin of the abnormal 
gender identity in transsexuals. Here we have persons who are born without 
physical abnormality in their genital organs. Their sex at birth is free of any 
ambiguity. They are assigned to the appropriate sex and are reared in that sex. 
And yet, in spite of all this and often in the face of harsh efforts by their parents 
and peers to correct or prevent this, they show, usually from the earliest age, a 
paradoxical gender identity. No further change occurs either at puberty or at any 
other time in their lives to reverse this attitude, and their gender identity remains 
permanently and virtually irreversibly established. The patients do not appear to 
enjoy their anomalous identity. On the contrary: They have difficulties, while 
growing up, with their parents, siblings, and peers as well as with their social 
surroundings in general. They are reprimanded, coerced, teased, mocked, and 
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bullied. Their social contacts are almost always tenuous, and their school adjust
ment is poor. Educationally, they often perform well below their intellectual 
capacity (Roth & Ball, 1964). Their pubescent years are troubled. They look for 
sexual or romantic partners among erotically "normal" individuals, but are 
usually unable to form such relationships. Their effeminacy or masculine behav
ior, as the case may be, attracts homosexuals rather than "normals," who, 
however, are not what they seek and who are often quite unacceptable to them. 
Frequently, their behavior makes it difficult, as they leave puberty, to make a 
satisfactory work adjustment, and often they come into conflict with law enforce
ment agencies and have to bear the stigma of "being known to the police." And 
so they plough their lonely and unhappy rum path through life, feeling misun
derstood and persecuted. And yet, in spite of all these "educational" influences 
to the contrary, their gender identity remains abnormal. Many accept their 
unhappy fate and simply suffer it; some go to great lengths to achieve a change in 
their physical appearance by self-mutilating operations, seek hard-to-find medi
cal help, or find it all too much and resort to suicide. With fanatical fervor, they 
pursue their aim of being accepted as the sex they feel they are, even against all 
appearances. This idea, perceived as overvalued by those around them, includ
ing those who are most sympathetic, appears to dominate their entire existence. 

Reversibility 

If educational influences can print or induce gender identity, then the 
transsexuals must be the exception that tests that rule. Gender identity seems to 
establish itself against all those influences. On the other hand, if gender identity 
is due to an innate pathological factor, what is this factor? To all appearances, 
transsexuals' bodies are different from those of their chosen gender, often so 
emphatically so that it becomes impossible for them even to "pass" as a member 
of the opposite sex, and they show little in the way of consistent abnormalities. 
Whatever has gone wrong, however, seems to be virtually permanent. Rever
sibility of the assigned gender identity and erotic orientation may be possible, and 
this has been reported in many cases of hermaphroditism. This does not seem, 
however, to be the case among transsexuals. The condition, once established, no 
longer changes and represents an end state. Long-term follow-up studies confirm 
this (Sturup, 1976; Walser, 1968). Lundstrom (1981) has summarized the liter
ature on follow-up studies on patients who had undergone sex reassignment. He 
reviews a total of 368 male patients and 124 females. Although the reassignment 
had not been satisfactory in about 10% of the patients, not one of them was 
reported to have changed their gender identity. 

Of course, this does not mean that transsexuals do not sometimes change 
their attitude to their condition, particularly with respect to their quest for sex 
reassignment surgery. It is obvious, in my opinion, that any psychiatrist who 
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encounters a transsexual in his or her practice will first try to dissuade the patient 
from pursuing his or her hopeless quest by some form of psychotherapy. There 
will be explanations about the impossibility of a real sex change of the body; that 
even the most accomplished surgery will only be a superficial measure to achieve 
an outward resemblance and can never be entirely satisfying. In most cases, 
however, this will have little impact, and the patients will persevere with their 
request for surgery. However, in a few cases the advice will be accepted, and they 
will desist (Forester & Swiller, 1972). Also, many are not accepted for surgery 
(Lundstrom, 1981). They usually continue to cross-dress and to persevere in 
their transsexual life-style, but without the surgery. It is, in fact, surprising that 
not more of them choose that compromise, in view of the difficulties ahead of 
them. 

There are also reports of changes in gender identity in adult or late adoles
cent transsexuals (Barlow, Abel, & Blanchard, 1979; Barlow, Reynolds, & 
Agras, 1973; Dellaert & Kunke, 1969; Kirkpatrick & Friedmann, 1976), but in 
many of these cases, the initial diagnosis is not clearly given or the follow-up 
assessment is not described in detail. Barlow, Abel, and Blanchard (1977) de
scribe a 21-year-old male who, at the instigation of his friends, submitted to 
exorcism seances, and as a result he gave up his cross-gender life-style and 
assumed a normal male role. This result was still sustained in a follow-up at 2Yz 
years. Was this a real change of gender identity or just a decision to give up the 
quest for reassignment? This question could not be confidently answered from 
the case report. There have also been claims that patients have changed their 
transsexual gender identity following psychotherapy. Most attempts to bring this 
about ended in failure, including trials with behavior modification therapy 
(Bancroft & Marks, 1968; Gelder & Marks, 1969). Schwobel (1960), however, 
reported a successful case of a man who, after psychotherapy along existential
analytical lines, had ceased his transsexual convictions and pursuits. This case 
and the one by Dellaert and Kunke (1969) stood alone, insofar as I know, in the 
psychiatric literature until recently, when Barlow et al. (1979) reported success 
in three patients. They used a combination of general psychotherapy and behav
ior modification. The reports in none of these cases give sufficient details to 
allow the reader to form his or her own opinion. These as-yet isolated cases, 
however, should not be dismissed too lightly. Even if what has changed is only a 
surrender of the question for a surgical solution, this can be of crucial clinical 
importance for the individual patient. 

Indeed, this possibility of a change in attitude toward surgery has led to the 
practice that is followed in most clinics of insisting that the patients lead a 
complete life in their chosen gender role for a considerable length of time
usually 1 to 5 years-before they are considered for surgery. 

Sometimes the change of attitude toward surgery comes too late, namely, 
after surgery, and there are regrets, even tragedies. Lundstrom (1981) has given a 
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summary of the literature on such cases, which vary from 1.4% to 5.7%. Such 
patients regret having had surgery usually, although not always, because of 
postoperative surgical complications. Suicides are not uncommon. They oc
curred in 2-3 %. 

Pauly (1981) presented a literature review similar to that of Lundstrom, and 
he arrived at very similar results. His review covered 366 cases; many of them, 
though, were some of the same cases counted also by Lundstrom. 

Sweden has a well-organized legally enacted service, through which multi
disciplinary assessments can be carried out, and which will provide sex reassign
ment in suitable cases (Walinder & Thuwe, 1976). Out of 97 cases that had 
come for assessment, 31 were refused surgery. These 31 patients were followed
up by Lundstrom (1981). Most cases had been turned down because the diag
nosis was not that of typical transsexualism. Seven of them, nevertheless, suc
ceeded later in having surgery elsewhere. Twelve cases had the right diagnosis 
but were refused surgery on other grounds. None of the patients who were 
thought to be transsexual and who could be followed up had changed their 
gender identity, irrespective of whether they had surgery or not, although 2 who 
were refused the operation because they presented with an atypical syndrome had 
changed to some extent. Refusal of surgery was in some patients followed by 
severe disappointment and maladjustment, and in one case it probably led to 
suicide. The individual involved killed herself shortly after the refusal. 

All this clearly shows the extraordinary stubbornness of the syndrome once 
established. Certain claims that in an exceptional case the individual changes 
spontaneously or does so as a result of social events or psychotherapy are few and 
far between. Even these claims are accepted by most authorities only with strong 
reservations. 

PSYCHOSOCIAL ETIOLOGY 

We thus have a syndrome of cross-gender identity occurring in persons 
without apparent physical abnormality. In many cases, the syndrome begins in 
earliest childhood and manifests itself contrary to gender assignment and rearing. 
It appears to be irreversible. It may be associated with homoeroticism, but this is 
not invariably the case (Freund, Steiner, & Chan, 1982; Hoenig & Kenna, 
1974b; Walinder, 1967). Also, the patient mayor may not behave in a gender 
role in line with his or her gender identity. Great discrepancies in that regard 
may make it impossible for the patient "to pass" socially, and these are taken into 
account when indications for or against surgery are being assessed. 

Following the findings of Ellis (1945) and Money, Hampson, and Hamp
son (1957) on intersexes, attempts were made to explain the origin of transsex
ualism in terms of educational influences of one kind or another. The difficulty 
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was that, whereas the intersexes studied by these authors developed the identity 
of the gender to which they were assigned, the transsexual did and does the 
opposite. If educational influences are at work, they must be hidden ones. The 
theories about such covert influences have been summarized elsewhere (Hoenig, 
1982; Ploeger & Flamm, 1976). 

In all such efforts, it is methodologically questionable whether the study of 
the meaningful relationships in a person's life can be used for general deduc
tions. Meaning is always personal and private, and the development based on 
meaning is unique. Data of those kinds are fundamentally different from those 
established in the natural sciences and lead to different orders of knowledge. To 
overlook this is methodologically impermissible (Jaspers, 1974). If the develop
ment of the disorder is entirely based on an unfolding of meaning, it is a 
methodological mistake to try to understand the entire syndrome by deductive 
methods borrowed from the natural sciences. Stoller (1972) has stated: 

One of the requisites of science is confirmation of observation, and that is, I think, 
where we analysts have fallen down. I am in disagreement with most of my analytic 
colleagues, but I do not think that we are scientists; I think we are lovers of science, 
and I think we get full credit for our love, but you don't get to be a scientist just 
because you love science. (p. 30 I) 

This tongue-in-cheek criticism has methodological truth. The psychology of 
meaning (to which post-Freudian psychoanalysis particularly is closely related) is 
an essential discipline of psychiatry, but to treat it as science in the sense of being 
able to produce general laws about etiology is to misunderstand it. Thus, Stoller's 
(1970) findings in the patients and the families he so carefully studied or any 
other psychogenic development cannot automatically be inferred in all cases of 
transsexualism, but have to be reestablished in every case anew. Other investiga
tors, however, who have tried to do that, have usually failed to confirm Stoller's 
findings in the vast majority of the patients. 

This section hardly does justice to the extensive work on psychological 
etiological factors in transsexualism. It is more fully dealt with elsewhere in this 
book. Our main objective here is a critical review of the advances in biological 
research. 

BIOLOGICAL ETIOLOGY 

Universally operative psychosocial etiological factors have in fact remained 
elusive, and both Money and Stoller suggest that a constitutional factor is always 
operative and that, without it, the development of the syndrome cannot occur, 
no matter what else may be amiss with respect to educational or other psycho
social influences. 
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Stoller (1964) explains that gender identity seems, in normal human beings, 
to be brought about by a number of factors. They are (a) the appearance of, and 
sensations from, the external genital organs; (b) whether parents, sibs, and peers 
consider the child a boy or a girl; and (c) a biological force that, though hidden 
from view, nevertheless provides some of the energy drive for gender identity. 
Stoller comes to these conclusions on the basis of the relatively infrequent but 
nevertheless impressive occurrence of a cross-gender identity asserting itself in 
certain intersexes against the gender of assignment at birth and subsequent 
rearmg. 

In fact, if one takes into account the findings of Brautigam (1964), Imper
ato-McGinley, Peterson, Gautier, and Sturla (1979), and several other investiga
tors mentioned elsewhere in this book, such changes are not as infrequent as had 
been thought. Stoller has described a small number of such cases of his own 
(Baker & Stoller, 1968). 

In the assumption of such a biological force, Stoller follows Freud, who was 
greatly taken by Fliess's idea of universal bisexuality. Freud (1961) wrote that 

it would appear, therefore, that in both sexes the relative strength of the masculine and 
feminine dispositions is what determines whether the outcome of the Oedipus situa
tion shall be an identification with the father or with the mother. (p. 22) 

He also draws the limits to which psychoanalytic studies of a case can take us. 

We often have the impression that with the wish for a penis (in females) and the 
masculine protest (in males) we have penetrated through all the psychological strata 
and have reached bedrock, and that thus our activities are at an end. This is probably 
true, since, for the psychical field the biological field does in fact play the part of the 
underlying bedrock. (1964, p. 252) 

These biological speculations were very important to Freud. In the foreword 
to the fourth edition (dated 1920) of the "Three Essays on the Theory of Sexual
ity," Freud stated: 

After the turmoil of war has subsided one finds with satisfaction that the interest in 
psychoanalytic research has, in the world at large, survived unharmed. But not all 
parts of the teachings have met the same fate. The purely psychological findings of 
psychoanalysis ... enjoy a growing acceptance .... Those parts of the teaching 
however which border on biology, and which are presented here in this little book, 
continue to evoke undiminished objections. (1946, p. 5) 

This was much regretted by him, as he regarded them as central to his theory of 
sexuality. The post-Freudians have all but dropped these views or at best pay 
them lip service only. 

Money et aZ. (1957) are not as unambiguous about the previously men
tioned biological force. They state that, in a minority of their intersexes, the 
assigned gender had been set aside by "constitutional or inherited factors." By 
this, however, they seem to refer to the appearance of the visible genital organs, 
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which affect the gender and erotic development, but by a psychological route 
rather than a direct biological one. They maintain their view of gender and erotic 
neutrality at birth. Gender and eroticism strike them as having much in com
mon with the acquisition of one's native language. The ineradicability of the 
gender attributes led them to suggest that they are established by the process of 
imprinting, in the sense Konrad Lorenz (1953) or Tinbergen (1957) uses this 
term. 

Konrad Lorenz (1953), however, takes great pains to show that even the 
communications that a dog is capable of with his master are far removed from 
the instinctual behavior dependent on the mechanisms of the "releaser" and 
"imprinting." He describes how a dog behaves, for instance, to make you open 
the door for him. 

The intelligible actions of the dog described above are not innate but are individually 
learned and governed by true insight. Every individual dog has different methods of 
making himself understood by his master and will adapt his behavior according to the 
situation. (p. 102) 

On the other hand, while discussing the behavior of certain birds, Lorenz ex
plains that 

the perfect coordination of social behavior which is brought about by these actions and 
reactions (i.e., signals understood by each animal without previous experience) con
veys to the human observer the impression that the birds are talking and understand
ing a language of their own. Of course this purely innate signal code of an animal 
species differs fundamentally from human language, every word of which must be 
learned laboriously by the human child. (p. 96) 

Imprinting, on the other hand, depends on a species-specific innate or 
constitutional characteristic that, at a specific time in the animal's development, 
is brought to life by a "releaser" experience. To quote Lorenz again: 

Being a genetically fixed character of the species-just as much as any bodily char
acter-this so-called language is, for every individual animal species ubiquitous in its 
distribution. (p. 96) 

Thus, if it is indeed a kind of imprinting that determines gender identity and 
eroticism, this would presuppose an innate disposition that is evoked by psycho
social releasers rather than a total constitutional neutrality that can be formed 
arbitrarily into either male or female gender identity or eroticism by simple 
learning. Thus, Money's views appear not altogether clear, and they are not in 
line with what Lorenz means by imprinting. What Money has in mind seems to 
be more akin to conditioning than to imprinting. The latter always presumes the 
presence of an innate disposition. 

The view that gender identity and erotic orientation in normals are pri
marily biologically determined and that deviations such as transsexualism and 
homosexuality are due to pathological variants of this underlying biological 
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factor is, of course, an old one and was in fact held by various authors almost 
throughout the history of sexology (Hoenig, 1977). The perennial question, 
however, concerned the exact nature of this biological factor. 

The idea that male and female brains differ was first mooted by Ulrichs 
(1868), a homosexual activist, and more precisely formulated by Krafft-Ebing 
(1894). Both were speaking of centers or structures that control sexuality, includ
ing eroticism and gender behavior. Although such centers have since been 
demonstrated in certain mammalia, they have never been found in humans. 
However, more general brain differences between the sexes have been shown to 
exist. Lacoste-Utamsing and Holloway (1982) have shown suggestive sex dif
ferences in the shape and surface area of the human corpus callosum. They 
suggest that this finding, because of the particular fibers that cross in the unequal 
parts, could be related to gender differences in the degree of lateralization for 
visuo-spatial functions. That such functional sex differences do exist has long 
been suspected. The literature on this interesting field of study has been summa
rized by Finegan, Zucker, Bradley, and Doering (1982) and LaTorre, Gross
mann, and Piper (1976). Both groups of authors have also carried out investiga
tions into these functions in feminine boys and transsexual adults and reported 
certain dimorphic cognitive differences. Findings of that kind have not gone 
unchallenged. Some authors reported that, in carefully designed investigations, 
the earlier results with adults could not be replicated (Hunt, Carr, & Hampson, 
1981). The last word has not been spoken. 

When hormones were discovered, and following the spectacular experi
ments by Steinach (1894), humoral speculations became more prominent. The 
theories mostly in favor at present suggest neuronal and hormonal interactions to 
be responsible in a species-specific way for the normal psychosexual develop
ment, and derailments of that development at various stages would bring about 
the variety of known abnormalities. This would be the case in regard to the gross 
physical abnormalities of the varieties of hermaphroditism as well as the behav
ioral, erotic, and, in the case of humans, gender identity abnormalities. Al
though our understanding of this abnormality in animals has grown consider
ably, particularly with respect to intrauterine and perinatal factors, the applica
tion of it to human psychosexual development is as contentious as ever. We shall 
try to review the evidence as it stands at present. 

Cerebral Abnormalities 

There have been many reports of diverse psychosexual abnormalities associ
ated with cerebral lesions. Sometimes these abnormalities were of a general 
quantitative kind, such as sexual impotency associated with cerebral tumors 
(Johnson, 1963) or changes in libidinal drive, and sexual enjoyment and 
orgasmia in women after severe head injuries (Janzik, Mayer, Schmitz, & Gilch, 
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1976). These latter authors, for example, followed up 27 women who had had 
such injuries and found that between 70% and 81 % had suffered a loss in libido 
and coital frequency. There was also a small group of 4-8% who reported an 
increase in these respects. They emphasize, however, the importance of premor
bid psychosexual factors and posttraumatic partner relationships that may have 
contributed to these outcomes. 

Sometimes qualitative changes in psychosexual behavior, such as an 
emergence of perversions, resulted from cerebral lesions. The areas thought to be 
particularly associated with such qualitative changes were the temporal lobes and 
the limbic system as well as certain hypothalamic structures. There have been a 
number of reports that suggested a relationship between cerebral lesions of very 
diverse pathologies in these areas and transsexualism. 

Temporal Lobes and Sexual Abnormalities 

The basis for speculations on a link between sexual behavior and the tem
porallobes was first provided by the experiments on monkeys by Kluver and Buey 
(1939). They observed, after bilateral temporal lobectomy, hypersexuality and 
unnatural sexual acts among other changes. Similar observations have also been 
reported in humans (Terzian, 1958). However, other observers noted hypos ex
uality in humans with temporal lobe lesions of various kinds (Gastaut & Col
lomb, 1954; Hierons & Saunders, 1966; Hill, Pond, Mitchell, & Falconer, 
1957; Johnson, 1963; Mignone, Donelly, & Sadowsky, 1970; Taylor, 1971). 
The hyposexuality improved after excision of the abnormal tissue, provided that 
the operation had succeeded in also removing the EEG focus (Blumer & Walk
er, 1967; Hill, Pond, Mitchell, & Falconer, 1957; Walker, 1972). For example, 
in the series reported by Hill et al., which consisted of patients who had under
gone unilateral temporal lobectomy for the treatment of temporal lobe epilepsy, 
8 out of 16 patients reported increased libido. Another patient masturbated 
excessively and did so publicly without normal inhibitions. A further 3, who had 
various paraphiliac abnormalities like fetishism, lost them. Only 1 patient be
came impotent, and 2 had shown no change in libido. These findings led these 
authors to conclude that the temporal lobes exercise a regulatory function on 
sexual drive and that removal would lead to disinhibition. Kolarsky, Freund, 
Machek, and Polak (1967) investigated psychosexuality in a series of 86 patients 
with epilepsy, predominantly of the temporal lobe type, but found neither hyper
nor hyposexuality. 

Another source of speculation on the link between temporal lobes and 
sexuality is a number of observations suggesting the localization of certain sexual 
functions in the temporal lobes. Sexual sensations (Bente & Kluge, 1953; 
Erickson, 1945; Freemon & Nevis, 1969; Penfield & Rasmussen, 1955; Torelli 
& Bosna, 1958) or sexual orgasm as an aura of temporal lobe seizures (Van 
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Reeth, Dierkens, & Luminet, 1958) and sexual orgasm as the trigger for tem
poral lobe reflex epilepsy (Hoenig & Hamilton, 1960) have been described, 
although rather as more or less unexplained clinical rarities than as typical 
aspects of temporal lobe epilepsy as such. 

The association of sexual perversions with temporal lobe lesions is recorded 
in a number of cases. Hooshmand and Brawley (1969) reported two cases of 
exhibitionism with a tumor or an EEG focus in the temporal lobe. The abnor
mal sexual behavior ceased after anticonvulsant therapy. Fetishism and trans
vestism have also been reported in temporal lobe epileptics (Bhaskaran, 1955; 
Davies & Morgenstern, 1960; Epstein, 1961; Hunter, Logue, & McMenemy, 
1963; Mitchell, Falconer, & Hill, 1954). The three patients described by 
Mitchell et al. (1954) are also part of the series reported by Hill et al. (1957) 
earlier; they lost their perversions after temporal lobectomy. These reports intro
duce usually just one or at best a small number of such cases picked up in the 
course of practice. Kolarsky et al. (1967) examined the relationship between 
epilepsy and sexual deviations more systematically. They investigated an un
selected group of 86 epileptics and found sexual abnormalities in 19(22 %). Most 
of them had temporal lobe lesions. The deviations included voyeurism, exhibi
tionism, fetishism, sadism, masochism, frotteurism (pressing the penis against 
the buttocks of an unsuspecting female stranger), and hetero- and homosexual 
pedophilia. Four-fifths of the patients, however, were psychosexually normal. 
Kolarsky and colleagues found that sexual abnormalities were more likely to be 
present if the cerebral lesion was already present before the end of the first year of 
life. 

Temporal Lobe Lesions and Transsexualism 

With all this material at hand, it is not surprising that the possibility of 
temporal lobe involvement in the syndrome of transsexual ism had occurred to 
various investigators. The literature has been summarized by several authors 
(Blumer, 1969; Hoenig & Kenna, 1979; Ploeger & Flamm, 1976; Spate, 1970; 
and others). Spate described two female-to-male transsexuals who had marked 
EEG changes in the temporal lobe. He concluded that 

the sexual life can be changed quantitatively as well as qualitatively by reason of 
disturbances in the limbic system; and that it is likely that if the dysfunction in these 
parts of the brain begins early in life it will provide the precondition for a later deviant 
imprint. (p. 344) 

Blumer (1969) found only 2 out of 15 transsexuals to have abnormal EEGs. In 
one of these, the abnormality may have been associated with hypertension. 
Blumer also discussed 3 patients who had both epilepsy and transsexualism and 
concluded that epilepsy is uncommon among transsexuals, but, on occasion, 
might be somehow associated with it. He pointed to the frequent finding in 
transsexuals of hyposexuality, and he has written that "lack of normal genital 
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sexual arousal and orgasm may provide the substrate for abnormal sexual tenden
cies" (p. 218). Vietze (1970), who also reviewed the literature, concluded that 
transsexual ism is predominantly psychogenic in origin but that constitutional or 
biological peculiarities can facilitate its manifestation and development. 

Davies and Morgenstern (1960) described a patient in whom transsexualism 
began after the onset of temporal lobe seizures at the late age of 32. The temporal 
lobe lesion was due to cysticercosis. They also mention two other cases of 
transsexualism with temporal lobe dysfunction. Petritzer and Foster (1955) con
tributed another case history of transsexualism and epilepsy, with both condi
tions beginning at the same time. Epstein (1961) described five cases of sexual 
deviation (fetishism and transvestism) who had either epileptic seizures or EEG 
foci in the temporal lobe. One of his patients who appeared to be transsexual, 
showed spikes in the left temporal region and also had seizures. In a patient 
described by Hunter et al. (1963), the transsexual ism had begun at 9 years of age, 
whereas the temporal lobe seizures began at 29. Both the seizures and the 
transsexualism, however, improved while the patient was on anticonvulsants, 
but the improvement was temporary. Eventually, temporal lobectomy brought 
both the convulsions and the sexual abnormality to an end. Other cases present
ing with both disorders have been described by Taylor and McLachlan (1962) 
and by Yawger (1940). One of the most striking case histories, reported by 
Walinder (1965), was that of a 29-year-old man who had a normal development 
up to the age of 23, when he changed to a transsexual. He was found to have a 
predominantly leftsided EEG abnormality, consisting of bursts of theta and sharp 
waves. Under treatment with anticonvulsants, his psychosexual abnormality im
proved markedly, only to return when the medication was stopped. Hoenig and 
Duggan (1974) reported a transsexual patient who suffered from epilepsy. There 
were a large number of psychosexual abnormalities as well as epilepsy in other 
members of the family. The genealogical chart, however, showed that the two 
conditions came from different branches of the family and coincided in the case 
of the patient. Another member of the family, although not affected by epilepsy, 
was also a cross-dresser and possibly a transsexual. 

Such reports permit only tentative conclusions. It is possible that the con
currence of temporal lobe abnormalities and transsexual ism is merely fortuitous 
and that they are not causally connected. Perhaps, however, transsexualism is 
not an etiologically homogeneous syndrome, and in many cases there is a causal 
connection between the two abnormalities, but they represent a subgroup only. 

EEG Abnormalities in Large Groups of Transsexuals 

It is therefore important to establish the frequency with which cerebral and 
particularly temporal lobe abnormalities in the EEG occur in large unselected 
groups of transsexual patients. Randell (1970), describing a large group of pa
tients, stated: "the EEGs show varying non-specific abnormalities in one third to 
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one half of these cases. Specific focal lesions have also been found" (p. 212). 
Unfortunately, he does not give more precise details nor does he distinguish 
between transvestites and transsexuals. Walinder (1965) examined the EEG 
tracings of a consecutive series of 26 patients. He divided them into those who 
showed abnormalities in the temporal regions and those who showed generalized 
dysrhythmias. He found 8 patients (31 %) to have normal EEGs; in 6 (23%) the 
record was borderline, and in 10 patients (38%), the record was abnormal. In a 
larger series of 42 cases (Walinder, 1967), he found 29% of the patients to have 
abnormal EEG records and an additional 21 % had borderline abnormalities. He 
also collected 207 cases in the literature, 33% of whom had abnormal EEGs. He 
concluded that epilepsy is overrepresented among transsexuals. 

A random sample of the population will show a proportion of abnormal 
EEGs (Gibbs & Gibbs, 1944), and in unselected psychiatric patients the propor
tion is even higher (Hill, 1952). Kockott and Nusselt (1976), therefore, com
pared the EEG findings in 28 transsexuals with those in a control group of 30 
neurotics. Ten percent of the records were pathological in the controls compared 
with 32% in the transsexuals. This difference is significant. 

Hoenig and Kenna (1979) investigated 35 male and 11 female transsexuals 
and found definite abnormalities in 48%. Another 24% showed less definite 
"borderline" abnormalities. In almost half of these cases, the abnormality was in 
the temporal area, either right or left. Women showed the abnormalities more 
frequently than men. 

In studies published so far, as can be seen in Table 1, it is only a proportion 
of patients that shows EEG abnormalities, and not all abnormalities found are 
centered over the temporal areas. It should also be kept in mind that, with one 
exception (Kockott & Nusselt, 1976), none of the investigators used controls, nor 
were the EEGs read blindly. Nevertheless, the frequency with which abnor
malities do occur, particularly over the temporal lobes, is too high to be ignored. 

What is the explanation for this findings? Are the electroencephalographic 
findings due to a coarse abnormality in the brain or are the abnormalities more 
functional in origin? Unfortunately, the literature on transsexualism does not 
include detailed postmortem reports that could perhaps provide an answer to 
these questions. Is the lesion an acquired one, or is it more likely to be a 
metatropism-a constitutional abnormality? Whatever the nature of the abnor
mality may eventually turn out to be, is one to understand it as being central to 
the syndrome, in the sense of a cerebral abnormality specific for the syndrome? 
Or is the lesion nonspecific, providing merely the precondition for abnormal 
learning to take place (Burger-Prinz, Albrecht, & Giese, 1966). Freund's (1969) 
emphasis that such an effect is more likely to take place if the lesion arises during 
the first year of life seems to lend support to the latter view. 

In this context, certain connections between paranoid conditions and cere
bral lesions might be of interest. Berner (1965), on the results of Rorschach tests, 
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TABLE 1. Electroencephalography in Groups of Transsexuals 

EEG abnormalities 
Number 

Investigators of cases Definite Borderline Total 

WiHinder, 1965 26 38% 8% 46% 
Walinder, 1967 42 29% 21% 50% 

207 from lit 33% 
Blumer, 1969 15 13% 20% 33% 
Randell, 1970 50 VJ-V2 
Kockott & Nusselt, 1976 28 32% 32% 
Hoenig & Kenna, 1979 46 48% 24% 72% 

has shown that paranoid syndromes of various types are frequently associated 
with brain lesions. It has been pointed out before (Burger-Prinz et ai., 1966; 
Hoenig & Kenna, 1974a) that transsexualism has much in common with the 
paranoid syndromes, and, indeed, Pauly (1969) had at one time named the 
syndrome paranoia transsexualis. 

Another explanation offered, which also invokes learning as an etiological 
factor, in effect a more specific variant of that proposed by Kohifsky et ai. (1967) 
and Burger-Prinz et al. (1966), is that temporal lobe abnormalities cause hypo
sexuality (Gastaut & Collomb, 1954) and that various types of sexual disorders 
develop on the basis of this low sexual drive. This is a revival of an old view on 
the etiology of sexual perversions held by sexologists in the 19th century and 
ascribed by Freud (1946) to Havelock Ellis. In connection with transsexualism, it 
was taken up again by Blumer (1969) who "assumed that an inherent weakness of 
male genital powers may promote the overwhelmingly female orientation of 
some transsexuals" (p. 219). Spate (1970) surmised a lesion in the limbic system, 
which, if it arose very early in life, would provide the "fertile soil" for abnormal 
psychogenic developments to take place. Vietze (1970) holds similar views. 

These theories evoke certain reservations. It is by no means uncontroversial 
to regard transsexualism as a sexual perversion. At the core of the syndrome is an 
abnormal conviction, a paranoid phenomenon, rather than an abnormality of 
the sexual instinct (Hoenig & Kenna, 1974a), and generalizations from sexual 
perversions to transsexualism are therefore questionable. Furthermore, the view 
that transsexuals have a low sexual drive is not universally held. Binder (1933) 
and other early authors have reported this observation, but Kockott & Nusselt 
(1976) showed that in their series the low sex drive was associated with estrogen 
therapy rather than with the syndrome as such. Lastly, the view that temporal 
lobe lesions are associated with hyposexuality is not universally held (Terzian, 
1958). 
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In evaluating the significance of EEG abnormalities in transsexuals, one 
has to keep in mind that estrogens are known to have an epileptogenic effect on 
the cortex. Timiras (1969) has summarized the findings. He suggests that 

estrogen plays a role not only in the regulation of seizure activity on the hippocampus 
and the amygdala in the adult animal but also on its development. (p. 729) 

Lange and Julien (1978) found that focal cortical application of estrogens would 
evoke 2-3 cycles per second spike and wave discharges in cats. Logothetis and 
Harner (1960) show that intravenous administration of Premarin® in certain 
mammals has an activating effect on the cortical electric discharges. They pro
duced paroxysmal spike discharges. They draw attention to the observation that 
ovarectomy can give relief from seizures in humans. 

Many transsexual males take large doses of estrogens, with or without always 
admitting this to their doctor. The fact that so many transsexuals show EEG 
abnormalities may be due merely to that kind of medication, although this could 
not explain why female transsexuals have an even higher incidence of abnormal 
EEGs. 

The significance of the abnormal EEGs in a high proportion of transsexuals 
remains elusive. Nevertheless, the incidence is too high to be ignored, and 
future theories about the nature of the disorder must take this into account. 

The Hypothalamic Region 

The evidence for a close relationship between gender abnormalities and 
temporal lobe structures having remained inconclusive, interest has turned to 
hypothalamic structures, which, on the basis of animal experiments and of 
certain hormonal characteristics in human homosexuals, are thought to contain 
centers that regulate mating behavior in animals and homosexuality or, in some 
views, even gender identity. 

The relevant areas are the nucleus ventromedialis in the hypothalamus and 
the preoptic nucleus as well as the anterior hypothalamus. The position of these 
structures can be seen in Figure 1. 

A number of animal experiments have demonstrated a focus for sex-reg
ulatory behavior in the hypothalamus, particularly in the ventromedial and the 
preoptic nuclei and in the anterior hypothalamic area (for a brief review of that 
work, see Gadpaille, 1972). It was shown that, in female rats, guinea pigs, and 
cats, bilateral lesions in the ventromedial nuclei will bring about a reduction in 
sexual drive. Kluver and Bucy (1939) had shown earlier that rhesus monkeys, 
after bilateral temporal lobectomy, exhibit excessive and strange sexual behavior, 
and Whalen (1977) had made similar observations in other species. Bilateral 
lesions in the nucleus ventromedial is, however, can abolish these abnormal 
sexual behavior patterns (Schreiner & Kling, 1953). In male animals, though, 
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FIGURE 1. Hypothalamus. The relative positions of the preoptic nucleus, the anterior hypoth
alamus, and the ventromedial nuclei in sagittal and coronal sections. 

this effect does not occur regularly; instead, a reduction or extinction of sexual 
behavior is produced by a bilateral lesion in the medial part of the preoptic 
nuclei. Furthermore, these changes cannot be reversed by administration of sex 
hormones (Dorner, 1976; Whalen, 1977). Extirpation of the preoptic nuclei in 
female animals does not show these effects. 

From these observations, the conclusion is drawn that in animals the nu
clcus ventromedialis is a regulating center for female sexual behavior and thc 
medial preoptic nucleus and the anterior hypothalamus for male sexual behav
ior. This applies mainly to mating behavior, that is, lordosis in females and 
mounting in males (Dorner, 1976). According to Dorner, mature female cas
trated rats treated with testosterone show an increase in mounting if the ven
tromedial nuclei have been destroyed and an increase in lordosis after destruc-
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tion of the preoptic areas. This suggests that, although testosterone has a general 
stimulating effect on sexual behavior, the presence or absence of the male 
(preoptic) or female (ventromedial) regulating center will determine which type 
of mating behavior is enhanced. 

Because the mating behavior in such animals resembles that of animals of 
the opposite sex, Dorner speaks of "homosexuality." He applies these findings to 
humans and, based on certain hormonal test responses, infers that in homosex
uals the sex regulating centers are reversed. This analogy between mating behav
ior in animals and eroticism in humans has been questioned by several authors 
(Beach, 1977; Neumann, 1970). 

Dorner speaks of a sexual brain differentiation that he believes takes place 
during the fetal life of long-gestation animals and perinatally in short-gestation 
species. Normal male differentiation depends on the presence of adequate 
amounts of androgens during a critical period of hypothalamic development, 
which, in humans, is thought to fall in the fourth or fifth month of fetal life. 
Androgen deficiency during that period will result in a female organization. 
Such hormone-dependent differentiation processes had been demonstrated in 
various mammalian species and also in humans. In the latter, the gonaducts 
differentiate in the second or third month, and the formation of the external 
genitalia in the third or fourth month. The differentiation of the hypothalamus 
as a whole has not actually been demonstrated but is thought to follow immedi
ately after that. Indeed, several of the hypothalamic nuclei were shown to devel
op during that period of fetal life. (For a summary of this literature, see Dorner, 
1976. ) 

Although there is no histological evidence of masculine or feminine brain 
organization in the hypothalamus in humans, as there is in rats, Dorner claims 
to have indirect evidence for it by the demonstration of certain differential 
hormonal functions. It is known that, following an injection of estrogen, an 
increase of serum LH (luteinizing hormone) will occur in female rats, whereas 
males will show a decrease (Neill, 1972). This also applies to humans. Dorner, 
Rohde, and Krell (1972) showed that homosexual men reacted to this test by a 
significant increase in their LH response. This was unlike heterosexual males 
who showed the expected decrease. Thus, male homosexuals react to this test 
like normal females, whereas female homosexuals react like normal males. This 
paradoxical test response, called the "Hohlweg effect," could also be achieved in 
both sexes of rats, but only if the androgen levels had been abnormal during the 
critical fetal period of sex-specific brain differentiation. The findings in human 
homosexuals are therefore interpreted as indicating a faulty brain differentiation, 
thought to have been brought about by abnormal hormone levels at critical 
periods during gestation. 

Equating mating behavior in animals with erotic orientation in humans, 
Dorner sees in these findings a key to the causation of homosexuality in humans. 
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He postulates that an androgen deficiency in the male fetus between the fourth 
and seventh months of gestation (i. e., during the period of hypothalamic differ
entiation) will lead to feminization of the brain. Pubertal androgens will then 
activate this feminized brain, producing homoerotic feelings and behavior. Of 
course, to underpin this hypothesis, one would expect the actual "mating" 
behavior in humans to be reversed also, but this has not been shown to be the 
case in homosexuals. The only "reversal" in their case is that of erotic sensibility. 

Dorner, Rohde, Seidel, Haas, and Schott (1976) have also investigated 
transsexuals. Because many transsexuals are homoerotic, the Hohlweg effect 
would not be expected to differentiate between the two conditions. Therefore, 
two homoerotic transsexuals were compared with two transsexuals who had 
"hypo- or asexuality." The first two showed the same response nontranssexual 
homosexuals usually produce, whereas the other two reacted without a rise in the 
LH release. Three female transsexuals, also divided into homoerotic and low-sex 
drive groups, showed corresponding test results. From this they concluded that 
homoeroticism is the behavioral expression of an abnormally sex-differentiated 
brain. This, in their view, may be a predisposition but not a prerequisite to the 
development of transsexualism, which they believe to be environment depen
dent. They speculate that hyposexuality may, in a nonspecific way, favor the 
educationally determined development of transsexualism. Neumann (1970), on 
the other hand, believes that transsexualism, like homosexuality, may also be 
due to hormonally dependent fetal hypothalamic maldevelopment but at a later 
stage. He assumes another critical period immediately following the one that 
brings about the development of erotic orientation. This assumption is based on 
changes in sexual behavior in male rats following treatment with cyproterone 
acetate, an antiandrogen, during perinatal life. The behavioral changes were 
interpreted to be a possible experimental model for transsexual behavior. This 
view is open to criticism. Gender identity, in my opinion, cannot be reliably 
deduced from overt behavioral traits such as can be observed in animals. 

Boyar and Aiman (1982) also believe that an abnormal hypothalamic-pitui
tary function is present in most male transsexuals. They measured the LH 
reponse to gonadotrophin-releasing hormone (LHRH) and found it to be con
sistently (although not statistically significantly) greater than in heterosexual 
men. However, they did not examine heterosexual transsexuals, and therefore 
their findings cannot resolve the Dorner-Neumann disagreement. 

The literature on these matters has been systematically, if highly polemi
cally, presented by Schmidt and Schorsch (1981). It appears that in Germany 
brain surgery had been performed on over 70 patients with a variety of psychosex
ual abnormalities. The rationale for these operations is drawn mainly from the 
animal experiments mentioned previously and from the work of Dorner and his 
colleagues. The operation consisted in the surgical stereotactic destruction of 
certain areas in the hypothalamus. Schmidt and Schorsch are very critical of 
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these procedures, and it appears that, following public pressures, these opera
tions are in fact no longer carried out. A federal health office commission, after 
sifting all the scientific evidence available to them, concluded that it is "at 
present not yet possible to arrive at a binding assessment of hypothalamotomy on 
patients with deviant sexual behavior" (p. 320). Unfortunately, the follow-up 
studies on these patients are still very scanty. 

The surgery in humans thus was judged premature, but the experimental 
results of the original basic studies underlying that surgery are nevertheless of 
great value. Whether they are pertinent to human homosexuality, let alone 
transsexual ism, however, cannot at this stage be regarded as settled. 

Hormonal Abnormalities 

The hormonal status of transsexuals is not established unequivocally. Most 
of the earlier studies showed no abnormalities in the urinary excretion of 17-
ketosteroids and other breakdown products (Overzier, 1955; Taylor & McLach
lan, 1964; and others). Wiilinder (1967) found marginally abnormal values in 
about one-third of his 25 cases, including both men and women. Migeon, 
Rivarola, and Forest (1968), pointing to the limitations of urinary excretion 
studies, went further and tested the serum-testosterone levels in a small number 
of untreated transsexuals, but also found normal values. 

Aiman and Boyar (1982) had measured serum production rates of an
drogens and estrogens in 8 transsexual men and found them to be normal. 
However, their table of serum levels of testosterone was (with the exception of 
two cases) considerably below those of the normal control group. Starka, Sipova, 
and Hynie (1975) also found abnormally low serum-testosterone levels in 17 
male transsexuals and abnormally high levels in 50 female transsexuals; in fact, 
the high levels in the latter were double those found in normal women (Sipova & 
Starka, 1977). Furthermore, they pointed out that one of Migeon's cases, a 
male, had values that were two standard deviations below the norm. Fulmer 
(1973) also found elevated serum-testosterone levels in about half of their female 
transsexuals. This was confirmed by Gartrell, Loriaux, and Chase (1977) in 
homosexual women. Because the vast majority of transsexual women are homo
erotic, this finding is of relevance. Other workers, however, testing three female 
transsexuals, could not find abnormal serum-testosterone values (Jones & 
Samimy, 1973). 

Many female transsexuals show minor menstrual abnormalities such as 
longer cycles and slighter bleeding. These are suggestive of hormonal abnor
malities. Observations of those kinds have been reported by workers who noticed 
minor gonadal or hormonal abnormalities in a number of transsexuals (Ben
jamin, 1966; Ionescu, Dumitrache, & Maximilian, 1979). 
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Meyer-Bahlburg (1977, 1979) reviewed the largely inconsistent reports on 
homosexual as well as transsexual men and women. From his survey, it becomes 
clear that the final conclusions on the presence or absence of hormonal abnor
malities will have to be postponed until further well-controlled investigations 
have been carried out. 

Kupperman (1967), after examining some of the available evidence, has 
convinced himself that "there has been no demonstrable clue as to the identifica
tion of a possible endocrine dysfunction playing a role in the etiology of transsex
ualism" (p. 439). Although an actual ongoing endocrinopathy is not likely to be 
the main etiological factor in transsexualism, there are nevertheless a few very 
startling and thought-provoking case histories on record. Fessler (1933) described 
the curious case of a man who, following a bayonet injury to the right testicle, 
had urogenital tuberculosis, necessitating removal of the right testis and the left 
epididymis. Symptoms of an endocrine syndrome appeared and seemed to get 
worse. A year after the injury, he began to cross-dress, and transsexual ism super
vened. Another curious finding was reported by Lundberg, Sjovall, and Walin
der (1975). X rays on 11 male transsexuals showed abnormalities in the floor of 
the sella turcica in three. This suggested to the authors the presence of a pituitary 
tumor; unfortunately, this was not followed up by endocrine investigations. 

As was mentioned in a previous section, hormonal influences, if they have 
a role to play in the development of gender identity, are more likely to do that 
during fetal life. Experiments in lower animals have shown that hormonal influ
ences playa crucial part not only in the development of physical sexual charac
teristics but also of sexual behavior. Research developments in that area have 
been summarized by Money (1965) and Arnold (1980). Young, Goy, and Phoe
nix (1964), reviewing a large body of work on animals, concluded that gonadal 
hormones, particularly during fetal life, have a broad role in the determination 
of gender dimorphic behavior. Dorner et al. (1976) are convinced that hormonal 
influences during a critical period of fetal development cause masculinization or 
feminization also in the human brain. They demonstrated this by showing 
abnormal luteinizing hormone excretions in response to estrogen administra
tion. They found that in male homosexuals the test behaves as it does in normal 
women, and in female homosexuals it behaves as in normal men. When they 
applied the test to a number of homoerotic transsexuals, they found the test 
results were the same as in homosexuals with normal gender identity. If, howev
er, the transsexual ism was associated with asexuality, the test results were those 
found in normal heterosexual individuals. In other words, the female differenti
ated brain in the male brings about homoerotic orientation but no change in 
gender identity. The latter, in Dorner's view, is the result of heterotypical rearing 
as postulated by Money, although a predisposing influence by the neuroen
docrine abnormality cannot be excluded. Loewit, Humpeler, Mairbaurl, and 
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Vogel (1981) reported a similar abnormal test response in a female transsexual. 
Having only one case, their interpretation of the finding was perhaps not suffi
ciently cautious. 

A strong emphasis on the influence of testosterone on gender identity was 
expressed by Imperato-McGinley and her colleagues (Imperato-McGinley, Pe
terson, Gautier, & Sturla, 1979; Imperato-McGinley, Peterson, Stoller, & 
Goodwin, 1979), when describing the change in gender identity around puberty 
in a group of pseudohermaphrodities with 5a-reductase deficiency or 17~-hy
droxysteroid dehydrogenase deficiency. This work as well as the ensuing discus
sion of it has been mentioned earlier. In the present context, one would have to 
assume that the brain in these subjects had been adequately masculinized during 
fetal life because there was no testosterone deficiency and that the gender mal
assignment and rearing temporarily overlaid this. The pubertal flooding with 
testosterone, however, activated the brain and restored the masculine gender 
identity and eroticism. 

Hormones and Gender Behavior 

Although this review of hormonal influences during gestation on gender 
identity is still rather inconclusive, there is much less doubt of such influences 
on gender behavior. Animal experiments have more relevance for gender behav
ior studies than for studies of gender identity, which cannot be elicited in ani
mals. Various investigations on animals show clearly that hormonal influences 
on gender behavior are indeed crucial. Some studies show that the animal 
findings in that area are also applicable to humans. 

Ehrhardt, Evers, and Money (1968) investigated this question in humans in 
several very revealing studies. They found abnormalities in four areas in 23 
women with the adrenogenital syndrome in which cortisone therapy had been 
started late: (1) They were more tomboyish and showed more masculine interests 
than normal controls; (2) they had a higher sex drive and did obtain greater 
sexual satisfaction; (3) eighteen percent had homosexual experiences and 48% 
had homosexual dreams and fantasies; and (4) they showed an erotic arousal 
response more characteristic for males. Ehrhardt and Money (1967) also studied 
a number of girls whose mothers had been treated during pregnancy with pro
gestin to prevent abortion. This treatment causes physical virilization in the 
fetus, and the psychosexual abnormalities were similar to those found in the girls 
with the adrenogenital syndrome. Ehrhardt, Ince, and Meyer-Bahlburg (1981) 
also studied a number of girls whose mothers had been treated during pregnancy 
with estrogen/progesterone and/or thyroid hormone, which would lead one to 
expect the opposite effect to androgenization. They indeed found them to be less 
tomboyish in childhood than a control group; however, the difference waned 
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later in life when they chose the same kind of careers as the controls from 
untreated mothers. 

Yalom, Green, and Fisk (1973) conducted corresponding studies in males. 
They collected boys whose mothers had received estrogen and progesterone 
during pregnancy because they had diabetes. The boys were rated lower on 
several masculinity traits, including assertiveness and athletic ability than boys 
with healthy mothers. A group of boys with diabetic mothers who had not 
received estrogen or progesterone showed a higher score on these traits than the 
normal controls. 

In none of the studies on girls or boys was there any evidence of an abnor
mal gender identity. Thus, gestational androgens in females produced cross
gender behavior, cross-gender eroticism, and an increase in sex drive, whereas 
female hormones in males produced cross-gender behavior and reduced sex drive 
(though no changes in erotic orientation as far as this study goes). They do not, 
however, appear to affect gender identity in either boys or girls. We have further 
evidence here of the need to study these different aspects of psychosexuality 
separately. It is surprising that gender behavior, which differs so widely from one 
sociocultural group to another and appears extremely culturally determined, 
should be so dependent on hormonal factors. 

As regards erotic arousal patterns, these had first been established as di
morphically different by Kinsey, Pomeroy, and Martin (1948). The male was 
said to be more responsive to visual and narrative erotic stimuli, whereas the 
female was rnore dependent on the sense of touch. Arousal thresholds in males 
were lower than in females. In the male, the arousal by visual or narrative 
stimuli was felt in the external genitals, whereas the female was said to respond to 
such stimuli "romantically" rather than genitopelvically. For the latter type of 
response, women depended more on the sense of touch. Money and Primrose 
(1968) and Money and Brennan (1968) in two studies showed that, in male and 
female transsexuals, these arousal patterns are in keeping with their originally 
assigned gender and remain so even after hormonal and surgical treatment. They 
run consistently contrary to the transsexual gender identity, but, as shown in 
Ehrhardt's observations, they can, to an extent, be influenced by gestational 
hormone treatment, at least in the case of girls. 

The literature on the effects of prenatal hormones on various aspects of 
dimorphic sexual, erotic, and gender behavior has grown enormously and is too 
extensive to be discussed here. An excellent critical survey of the work is provided 
by Hines (1982). 

The H-Y Antigen 

Stimulus for research into the etiology of transsexualism can come from 
unexpected quarters. I am going to describe here such an impetus coming from 
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the field of immunology. A brief outline of these research developments has 
been published elsewhere (Hoenig, 1981). 

Eicher, a gynecologist in Munich, Germany, was consulted by a 29-year
old male-to-female transsexual with the request for gender reassignment surgery 
(Eicher, Spoljar, Murken, Richter, Stengel-Rutkowski, Cleve, & Martin, 1980). 
The patient was found on examination to be morphologically a normal male 
except for some minor abnormalities. His larynx showed female rather than male 
dimensions resulting in an abnormally high-pitched voice for a man. The ka
ryotype was 46 XY, but the Y chromosome showed a pericentral inversion 
confirmed by a G-band analysis. This is not uncommon in otherwise normal 
males. However, it prompted Eicher to investigate further, and he tested for the 
presence of the H-Y antigen; he found it to be absent. Was this unexpected 
finding linked to transsexual ism or was it coincidence? He proceeded to test 15 
other transsexual patients of both sexes and found 12 to have abnormal results. 
The work was continued, and the number of patients investigated grew in suc
cessive publications (Eicher, Spoljar, Cleve, Richter, Murken, & Stengel-Rut
kowski, 1979; Eicher, Spoljar, Cleve, Murken, Richter, & Stengel-Rutkowski, 
1979). In a later report, the numbers had increased to 22 patients, of whom 19 
showed a paradoxical result. Even more interesting is the finding that 2 of the 
normal responders to the test showed clinical features that set them apart from 
the other members of the group. One had been a transvestite for a long time 
before expressing transsexual sentiments; the other said she was "driven into 
transsexualism" by outside pressures. In other words, there were some atypical 
features in the clinical picture of these patients. In 1980, Eicher reported on 51 
cases, 26 males and 25 females. 

The abnormal finding occurred in 44 cases and a weakly abnormal response 
in another 2 cases. This amounts to 86% or 90% if the doubtful cases are 
included. In 1981, the number had risen to 61 cases, 33 male and 28 females 
(Eicher, Spoljar, Murken, Richter, Cleve, & Stengel-Rutkowsky, 1981). The 
males were all 46 XY and the females 46 xx. Of the men, 29 (87.8%) plus 1 
intermediate and of the women 25 (89.2%) plus 2 intermediate were H-Y anti
gen abnormal. If the intermediate cases are added, the paradoxical result is found 
in 93%. (From a personal communication, I understand that 100 cases have now 
been tested with consistent results.) 

At first these findings were obtained in one center only. In 1980, however, 
another team reported similar results. Engel, Pfafflin, and Wiedeking (1980) 
working in Gottingen, Germany, found a paradoxical H-Y antigen response in 
65% of their cases. They found the abnormal reaction in 68.7% of their male 
and in 56.5% of their female transsexuals. It is interesting that these results were 
obtained by a method that differed in several respects from that used by Eicher. 

Eicher et al. (1980) commented on the discrepancy. They pointed out that 
Engel's team used rats instead of mice, thus not following the same procedure as 
first described by Goldberg, Boyse, Bennett, Scheid, and Carswell (1971). Sec-
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ondly, they mention the possibility that the Gottingen team may have used 
different criteria for their clinical diagnosis. All this, they feel, may explain the 
higher incidence of normal responders among their cases. 

Spoljar, Eicher, Cleve, Eiermann, Murken, Richter, and Stengel-Rutkow
ski (1981) reported further that, in four cases with paradoxical H-Y antigen in 
lymphocytes, other tissues also showed the same response. In three females the 
ovaries, uterus, and mammae were found to be H-Y positive. In two males the 
testes, epididymis, corpus cavernosum, penis, and cremaster muscle were H-Y 
negative. One male who had H-Y positive lymphocytes also had H-Y antigen in 
the other tissue samples. 

These are striking results by any standards. I shall now describe briefly how 
the test is carried out. 

Test Procedure: 

The method follows the procedure described by Goldberg et al. (1971) from 
Cornell University Medical College and modified by Wachtel, Koo, Zucker
man, Hammerling, Scheid, and Carswell (1974) from the Memorial Sloan
Kettering Cancer Center in New York. The test animals are a colony of C57 
Bl/6J inbred mice. Adult female mice received five or six weekly intraperitoneal 
injections of male spleen cells. A few days after the last injection the mice are 
bled, and the antiserum is frozen and stored. Peripheral blood lymphocytes from 
transsexual patients as well as from various controls are prepared by the Ficoll R
density gradients after centrifugation. Adsorption of the H-Y antibody is carried 
out by incubating a small volume of the undiluted antiserum with an equal 
volume of the lymphocytes, leaving them for 40 minutes. After centrifugation 
the supernatants are tested for H-Y antibody activity. This is done in the follow
ing way. Sperm is obtained from the epididymis of mice 3-5 months old. The 
antiserum in graded dilution is mixed with guinea pig complement and sperm 
suspension and left for 40 minutes. Trypan blue is added to stain the dead sperm. 
Live sperm do not stain. The dead sperm count is then expressed as a percentage 
of all sperms and is charted. The tests are carried out simultaneously with control 
fluids. If the H -Y antibody is present, which is the case in normal males, the 
antiserum will be neutralized, and the sperm will largely survive. In the absence 
of H-Y antibodies (which is normal in female lymphocytes), the antiserum will 
kill a large number of sperms. As the dilutions increase, the fatality of sperms will 
decline, producing a gradient on the histogram as is shown in Figure 2. 

The H-Y Antigen as a Determinant of Sex 

The story of the H-Y antigen and its role in sex determination has been 
lucidly told by Ohno (1979). The H-Y antigen (it stands for histocompatibility) is 
found on the cell membrane of all male tissues and is considered an expression of 
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FIGURE 2. H-Y antigen test (Wachtel et al., 1974). Average adjusted test results with male or female 
normal human lymphocytes as obtained by C. Pole and Bing Au at the Immunology Laboratory of 
Memorial University, St. John's, Newfoundland. 

a gene. When absent, the primordial germ cells in the embryo develop "natu
rally" into ovaries; if present, this "natural" course is changed, and they turn very 
quickly into testes. In the male gonad there are three types of cells: (1) There are 
the precursors of the mesenchymal cells that form the base membrane; (2) the 
precursors of the Sertoli cells that form the seminiferous tubules, and (3) the 
Leydig cells that produce testosterone. The development of the Wolffian duct 
depends on testosterone, particularly during the period between the 60th and 
90th days of gestation. The Sertoli cells early on produce an anti-Mullerian 
factor to prevent an autonomous differentiation of Mullerian ducts, which would 
otherwise occur in spite of the presence of testosterone. The ovarian develop
ment, on the other hand, goes ahead without hormonal stimulation. 

This means that the H-Y antigen is instrumental in testicular versus ovarian 
development, but apparently it is not concerned with subsequent stages of mas
culinization or feminization, which depend on the presence or absence of testos
terone and other factors. 

It is difficult to see how the test findings of Eicher and Engel can come 
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about in an abnormality such as transsexualism. Male transsexuals have always 
been found to have 46 XY chromosomes (except in rare cases where the chro
mosomal abnormality is considered coincidental). Pauly (1969) has summarized 
the literature on this point. Females have always been found to have 46 XX 
chromosomes (Hoenig & Torr, 1964). 

Transsexual males and females have a normal gonadal development, which 
implies that the H-Y antigen must have been present or (respectively) absent 
during the early embryonic life. Testicular hormones must have been present in 
the males. The secondary sex characteristics are normal-often very much to the 
distress of the patient who finds it difficult to pass as the opposite sex. The 
paradoxical effect would have to be very circumscribed and affect only gender 
identity, not even erotic orientation in all cases (Hoenig & Kenna, 1974a; 
Walinder, 1967). How all this can come about cannot be answered with 
certainty. 

However, the H-Y antigen story is not as simple as has been outlined. 
Wachtel (1977) writes that "presence of H-Y antigen does not guarantee testic
ular differentiation. Other factors may be required" (p. 797). Not only in lower 
mammals but in humans 46 XY can be associated with female morphology 
(German, Simpson, Chaganti, Summitt, Reid, & Merkatz, 1978) and XX ka
ryotypes with male morphology (Wachtel, 1977). 46 XX hermaphrodites were 
found to be H-Y positive (Fraccaro, Tiepolo, Zuffardi, Chiumello, DiNatale, 
Gargantini, & Wolf, 1979), and H-Y mosaicism was described in the gonad of a 
46 XX true hermaphrodite (Winters, Wachtel, White, Koo, Javadpour, Loriaux, 
& Sherins, 1979). 

The exact location of the H-Y antigen is by no means certain, and there is 
evidence that there are probably several prompting and regulating genes situated 
on several locations. The structural gene was thought to reside on the Y chro
mosome, but, because it was found that persons with a 45 XO karyotype (Turn
er's syndrome) were H-Y positive, this view had to be abandoned (Wolf, Frac
caro, Mayerova, Hecht, Zuffardi, & Hameister, 1980). Of factors potentially 
interfering with the expression and action of the H-Y antigen, Wachtel (1977) 
lists the following possibilities: (1) mutation or loss of H -Y structural determin
ants; (2) position effects from translocation of H -Y structural genes; (3) mutation 
of H-Y activating genes; and (4) mutation of genes that specify plasma receptors 
for H-Y antigens. It would lead too far afield to review the ramifications of this 
research, much of which is still in progress. 

Engel, Pfaffiin, and Wiedeking (1980) have put forward a possible hypoth
esis. Others have speculated along similar lines (Adinolfi, Polani, & Zenthon, 
1982). According to Wolf et ai. (1980), an autosomal localization of the struc
tural gene for the H-Y antigen can be assumed. The expression of this gene is 
regulated by an X-linked repressor and a Y -linked inducer. In normal XX 
females, the transcription of the H-Y structural gene is prevented by the binding 
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of the X-linked repressor to repressor-binding sequences on the H-Y gene, as is 
shown in number 3 in Figure 3. In normal H-Y antigen-positive males, the 
repressor is removed by the Y-linked inducer, and the structural gene for the H-Y 
antigen consequently becomes transcribed (number 1 in Figure 3). 

The structural gene is surmised to include three factors: (1) nucleotide 
sequences for repressor binding; (2) sequences that code for H-Y antigen recep
tor-binding activity; and (3) those that code for antigenic determinants of the H-Y 
antigen molecule. An explanation of the origin of the H-Y antigen-positive XX 
males with testes and H-Y antigen-positive XY females with pure gonadal dys
genesis can be explained in that way (Engel et at., 1980). 

What happens in transsexuals? Engel et ai. (1980) have dealt with this 
problem as follows. They try to answer two separate questions emerging from 
their findings: 
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1. How can male gonadal development come about in the absence of the 
H-Y antigen, and how can female gonadal development take place in 
the presence of the H-Y antigen? 

2. How does the presence of H-Y antigen in females, or the absence of it in 
males, bring about transsexualism? 

They answer the first question by suggesting that, in the male, a mutation at 
the H-Y site has taken place that alters the antigenic determinants or causes them 
to disappear altogether, without, however, affecting the enzyme active site that is 
responsible for testicular genesis (see number 2 in Figure 3). Because the recep
tor-binding activity of the H-Y molecule is not involved in the deletion, interac
tion of the gonadal receptor and the H-Y molecule is sustained and testicular 
differentiation of the gonadal anlage is secured. Because our tests for the pres
ence or absence of the H-Y antigen depend on its antigenic property, they fail to 
demonstrate its presence, and the patient will appear in the test result to be H -Y 
antigen negative. 

As regards H-Y-positive females, the situation is more complex. Engel et al. 
consider two possibilities: (l) A mutation on the H-Y gene deletes the sequences 
for the enzymatic function of the H-Y antigen, that is, its receptor-binding 
activity. (2) A mutation on an independent gene has caused an alteration in the 
H-Y antigen receptor in the gonadal membranes. Either defect can bring about 
the same result during embryogenesis, namely the development of ovaries in the 
presence of H-Y antigen. As the antigenic property of the H-Y is preserved, the 
tests that depend on this will detect its presence. There seems to be some 
evidence supporting the feasibility of either of these hypotheses. This could, 
however, not explain why XX females have the H-Y antigen in the first place. 
This must come about by another mutation. Findings in humans as well as in 
animals who are XX males suggest that the mutation affects the sequences 
responsible for the repressor-binding activity. This means that, in female trans
sexuals, two mutations have to be surmised to explain all the findings in that 
syndrome: one mutation causing the presence of the H-Y antigen and a second 
one preventing testicular differentiation (see number 4 in Figure 3). 

Two independent mutations occurring simultaneously would make this a 
rare event indeed. Because of that, Engel et al. favor the possibility expressed in 
the first of the preceding two alternatives; namely that the prevention of testicular 
differentiation is brought about by a mutation on the H-Y gene itself. If this were 
indeed the case, then the two mutations necessary to bring about the entire 
syndrome could be explained by an extension of the deletion affecting the re
pressor-binding and the neighboring receptor-binding sequences, that is, one 
quantitative change rather than two independent occurrences. 

Now let us discuss the second question concerning the emergence of an 
abnormal gender identity. Engel and his colleagues considered the entirely spec
ulative possibility that the antigenic determinants of the H-Y molecule could be 
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engaged in the printing of the sexual center in the fetal hypothalamus. They 
have in mind the structure in the brain of rats demonstrated by Dorner (1976), 
which differs in males and females and is dependent on sex hormones for its full 
development. 

It would appear that the tentative answer to the second question is even 
more problematic than the first. A brain center as a substrate for psychosexual 
characteristics has often been surmised, from Krafft-Ebing to the present, but it 
has never been demonstrated in humans. As regards the answer to the first 
question, this is at least feasible and derives support from a good many observa
tions in animals and humans. 

The H-Y antigen is not only found in humans and all other mammals, but 
also in birds and even fish. It has been conserved for over three hundred million 
years, maintaining sexual dimorphism. Mutations are therefore unlikely. How
ever, if it is the receptor-binding sile that is responsible for the dimorphism, its 
preservation during evolution is the factor that is mutation resistant rather than 
its antigenic determinants. The proposed mechanism for female transsexuals is 
more complex and may involve two mutations. If that is so, one would expect 
female transsexual ism to arise much less frequently. As is well known, most 
workers did, in fact, find this to be so. However, Walinder (1971) more recently 
found that the difference in the prevalence rates is due to an artifact in case 
collection and suggests that the true ratio approximates equality. Hoenig and 
Kenna (1974b) have come to similar conclusions. 

The most attractive aspect of this tentative hypothesis by Engel et al., which 
carries more feasibility than others, is that it can be falsified by further tests. One 
will have to investigate relatives of patients for H-Y antigens. If the theory is 
valid, more cases should be found in these families. If they are found but do not 
show transsexualism, further light may be shed on the etiology of the syndrome. 

We are left then with a purely empirical abnormality (so far not yet suffi
ciently replicated) that is still in search of an established rationale. If the findings 
could be consistently replicated, it would be a most significant discovery-of 
importance far beyond the concern of transsexual ism as such. 

However, attempts at replication have so far been less than successful. A 
number of laboratories have tried their hand, but work has been very slow, 
mainly because the method involved in the biotest is very difficult and taxes the 
skills of any laboratory. Much time is involved in gaining mastery of it. Ohno 
(1979) himself disarmingly admits that he has never achieved it. In some quarters 
at long last, Eicher's claims have now been tested; the findings almost always fail 
to support them. 

Ciccarese, Massari, and Guanti (1982) in Bari, Italy, have published a first 
report. Their team has much experience, judging from its earlier publications on 
aspects of the H-Y antigen. Ciccarese and associates tested three males and three 
females, all transsexuals as well as three control cases. The H-Y antigen constitu-
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tion, in every case, was found to be concordant with the chromosomal, anatom
ical, and hormonal sex and clearly did not correspond to the gender identity of 
transsexuals. Their conclusion was that "sexual behavior is independent of H -Y 
antigen constitution." The number of cases is small, and Ciccarese et al. did not 
use exactly the same test method as Eicher's team. Nevertheless, their findings or 
conclusions cannot be disregarded, particularly as other workers who are very 
experienced in the field of transsexual ism as well as in H-Y antigen research have 
produced similar results (R. Green, personal communication, January 1984). 

Finally, when Spoljar and his colleagues tried to replicate their earlier 
findings under more stringent experimental conditions (mainly by carrying the 
tests out blindly), they were unable to do so (Eicher, 1983). They tested 20 
unequivocally diagnosed transsexuals and found that only 50% showed a discor
dant result. This finding as well as Pfafflin's (1981) report offinding 50% discor
dant cases among 60 normal controls (although Pfafflin had used a somewhat 
different test) led Eicher (1984) himself to withdraw his earlier claims of having 
demonstrated an etiological role for the H-Y antigen in transsexualism. 

It appears then that this chapter is now being closed, a chapter that had 
raised hopes in the many patients that their condition would receive better and 
more sympathetic understanding and in researchers who thought a definite trail 
to greater knowledge had been found. 

Familial Incidence 

As can be seen so far, the search for the biological etiological factors has 
opened some possibilities for the future, but has remained no less elusive than 
the search for possible educational or other psychogenic factors in the etiology of 
the syndrome. Whatever the nature of the underlying abnormality of the syn
drome may turn out to be, the question of the familial incidence of the disorder 
is of interest. After all, the study of the syndrome merely followed an approach 
used in the study of psychiatric disorders in general, in which nature of the 
underlying pathology was not yet known, but where the familial occurrence of 
the psychosyndrome in question was being investigated. 

Transsexualism presents special difficulties in this respect. It is relatively 
rare, and case collection is much more difficult. The establishment, in several 
countries, of gender identity clinics that attract many patients from all over the 
world helps only partly to overcome this. The condition is not frequent enough 
to produce a sizable number of cases of multiple births, and therefore com
parisons of concordance rates between groups of mono- and dizygotic pairs of 
twins or triplets is not possible. Instead, we have to rely on reports of a few cases 
here and there. This, however, makes it difficult to draw conclusions. 

In view of the low frequency of the condition, the chance of its arising more 
than once in the same family should be very small. The fact therefore that 
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several such cases are nevertheless on record suggests that familial factors may 
playa role in its etiology. 

Most published cases concern siblings, but there are a few reports concern
ing other types of relationships. Some of these reports, unfortunately, do not 
provide sufficient detail to allow a convincing diagnosis of transsexualism. Ran
dell (1971) found a family history of "transvestism" in 2.5% of a series of 340 
transsexuals. Randell (1959), unfortunately, tends sometimes not to separate 
transsexuals from transvestites clearly. H. Ellis (1936) reports a transsexual pa
tient whose father was affected, and Bender and Paster (1941) report one whose 
mother was also affected. One should also consider in this context the remark
able finding of Stoller (1970) that most, if not all, of his male patients were, 
during psychoanalysis, found to have had mothers who were bisexual and who 
had lived as boys for a period in their early life. In his theory on the etiology of 
transsexual ism, this finding is an important cornerstone, but is nevertheless not 
explained very fully. It appears that these mothers have themselves a transient 
form, almost a forme fruste, of the disorder. Stoller interprets this as a factor 
determining the mother's attitude to the child, that is, a link in the psychogenic 
chain of events that results in the child's developing a female gender identity. He 
does not discuss the possibility of a hereditary transmission. McKee, Roback, and 
Hollender (1976) described two patients (two of a set of triplets) who had a 
transsexual cousin, and Hoenig and Duggan (1974) describe a large extended 
family of their transsexual patient with a first cousin who probably was also a 
transsexual, and several cases of other psychosexual abnormalities. 

Multiple cases of transsexualism among siblings are by far the most fre
quent. Stoller and Baker (1973) describe two brothers, both of whom, without a 
doubt, showed the syndrome. Also, the family situation was described by Stoller 
as typical and pathogenic for that disorder. Curiously enough, no specific men
tion is made in those two case descriptions of the mother's transient gender 
disorder. The mother is said to have always wanted girls and strongly encouraged 
her sons' cross-gender behavior from the earliest age. The astonishing aspect is 
the length to which she would go and the extraordinary "success" she had. After 
all, mothers who are disappointed to have a boy and who wanted a girl are 
commonplace; transsexualism, on the other hand, is rather uncommon. Sabalis, 
Frances, Appenzeller, and Moseley (1974) report three brothers-a total sib
ship-who were transsexual, and they also found the Stollerian family constella
tion. This included a maternal history of "dressing like a boy" when young and 
having boyish interests. Hore, Nicolle, and Calnan (1973) had come across two 
brothers from Singapore who were typical transsexuals. Their rearing was rather 
different from that of their normal siblings, but the family situation did not really 
show Stoller's etiological postulates. They, unlike the normal sibs, were raised by 
their grandparents. Grandmothers who have foolishly encouraged future trans
sexuals in cross-dressing have been found by several authors, but no mention is 
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'made of the grandmothers' own psychosexual history or any gender identity 
ambivalence. They were described as "good, loving, and strict but caring indi
viduals" (Halle, Schmidt, & Meyer, 1980). Taylor and McLachlan (1962) also 
mention the case of two brothers, both of whom showed transsexual or trans
vestite tendencies. More definite descriptions come from a law report from 
Argentina, in which Francisco Defacio stood trial for having performed sex 
reassignment operations on two half brothers, M. and L. Veg (Smith, 1971). 
There is also a pair of half brothers who had such operations in the University of 
Minnesota Hospital. Unfortunately, as far as is known to me, the cases have 
never been fully described in the medical literature but only in the popular press. 
After the operation, Lorrain (formerly Carry), aged 28, was working as a cashier 
secretary and as an exotic dancer, and Lenette (formerly Burt), aged 22, worked 
as a beautician after divorcing the husband "she" had married. Both were said to 
have been highly satisfied with the operation. Two cases were recorded where the 
patient's sister was a transsexual (Berman, 1953; Karpman, 1947). A specific 
pathogenic family situation that would explain the emergence of transsexualism 
in a brother and a sister is difficult to conjecture. It certainly would tend to 
undermine Stoller's theory, and various other propositions that have been 
entertained. 

One of the most remarkable cases was described by Krafft-Ebing (1894). 
Whereas in most cases of transsexual ism the patient was raised in accordance 
with the overt biological sex and developed a cross-gender identity in spite of it, 
in Krafft-Ebing's Case 127 a brother and a sister were deliberately assigned to the 
gender opposite to their biological sex and raised in that gender. Although this 
happens frequently in pseudohermaphrodites, here we have two cases where it 
was done to perfectly normal children. This extraordinary story goes as follows. 

A Hungarian count, a member of an aristocratic family held in the highest 
public regard in spite of-or perhaps because of-a reputation for eccentricity, 
himself holder of high office, decided for reasons not revealed by Krafft-Ebing, 
other than describing him as "that foolish count," to bring up his son entirely as a 
girl and his daughter as a son. The count came from a family with psychiatric 
loading. There were two suicides among his relatives, and his family, although 
Catholic, were entirely given to spiritualist pursuits. The count himself had to 
resign from his office, having somehow squandered a huge fortune. 

The son Ii~ed entirely as a girl up to the age of 15, when he left home to join 
an institute of higher education. He then changed and led a male existence. No 
further details are given of his life, from which one can probably assume that it was 
uneventful with respect to cross-dressing. 

The life of his sister was different. She was officially registered at birth as a girl 
and named Sarolta (Hungarian for Charlotte), Countess of V. The father and, on 
his insistence, all members of the household, however, called her Sandor (a male 
name), and she dressed as a boy and was taught all the usual male pursuits, 
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including riding, fencing, and so forth. At 12 she went to her mother who lived in 
Germany. The mother was shocked by, and strongly disapproved of, her daughter's 
masculine dress and behavior, made her wear female clothes, and put her into a 
residential educational institute for young ladies. While there, at 13, she fell in 
love with an English girl, a fellow resident, seduced her, and eloped with her. 
"She" had "revealed" herself to this English redhead as a boy and had convinced 
her of this. On her return, the mother tried but never succeeded in turning her to a 
female role, and Sandor continued her entire life as a man. "He" was erotically 
attracted exclusively to women and was so convincing in his masculine gender role 
that everyone, including Krafft-Ebing, found it difficult, even during professional 
contacts when the truth was known, to treat her as anything but a man. Sandor was 
a gifted writer and had the ability to arouse passion as well as devotion in women, 
who appear to have remained deceived even after years of "marriage" to him. As far 
as this example goes, sex assignment at birth seems to be able to produce cross
gender identity as well as homoerotic orientation. The "experiment," however, 
failed in the case of the son. 

The very rarity of such deliberate cross-gender assignments makes it difficult 
to apply what can be learned from them to the entirety of transsexuals. In their 
case, gender assignment in childhood does not appear to have any similarity to 
this "experiment." 

Buhrich and McConaghy (1978) found that mothers of male transsexuals 
admitted that they had hoped for a daughter in significantly more cases than 
various controls, but the percentage was less than a quarter of all transsexuals, 
and they also found that, in transvestites, the percentage was even higher. 

Twin Studies 

Several cases of monozygotic twins with transsexualism are on record; some 
show concordance, some not. The discordant cases include one male and one 
female pair reported by Green and Stoller (1971). The males were 8 years old, 
and monozygosity had been established with a more than 99% probability. The 
normal twin had established social dominance over the other by the time they 
were 4 months old. It was also reported by the parents that the abnormal twin was 
more attractive looking and more "cuddly" from soon after birth. At 3 years the 
"prefeminine" twin fell ill, and this changed the parental attitude to him with 
their giving him greater solicitude and protection. One twin was certainly more 
effeminate in his gender role, and the parents had noticed cross-dressing. Defi
nite evidence of female gender identity, however, is not detailed in the report, 
other than that he drew a female in a "Draw-a-Person" test and performed within 
the female range in a number of other tests. The assessment of this case is further 
complicated by the boy's heterosexuality, which revealed itself during adoles
cence (Green, 1979). We have, then, identical twins concordant for eroticism 
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and discordant for gender behavior, but with a degree of uncertainty as regards 
discordance for gender identity. 

The zygosity of the female pair was also established with 99% probability. 
The transsexual twin was dominant from an early age and is clearly recognizable 
as a transsexual. The normal twin seems entirely feminine. The mother is said to 
be "borderline psychotic" and "when delusional, believes her own body is 
changing in a male direction" (p. 326). Both twins ascribe their diverse develop
ment to the way they had been treated by the parents. The authors point out that 
these cases do not exclude a biological etiology but stress the value of exploring 
postnatal experiences in detail. They counsel caution against a (biologizing) 
oversimplification. Martin (1981) adds to the literature a pair of identical twin 
sisters who were entirely discordant as regards gender identity, although both 
were homoerotic. Again, the feminine twin developed an illness at 4 112 years 
and received more attention from the mother. 

Two concordant brothers belonging to a set of triplets were reported by 
McKee, Roback, and Hollender (1976). The third was a girl, who could not be 
interviewed but is said to be normal. The authors state that their histories reveal 
patterns generally in keeping with the psychological determinants of trans sex
ualism suggested by Stoller. However, the children had lost their mother after 
their birth and had received little parental care. At 3 they were placed in a foster 
home and had an excessively close relationship with the foster mother. At 5 they 
again moved, this time to live with an uncle and aunt. Again they were much 
closer to the aunt than to the alcoholic uncle, who spent little time in the home. 

Another male monozygotic pair were described by Hyde and Kenna (1977). 
They were concordant for transsexualism and an explosive personality disorder, 
but discordant for schizophrenia. The authors argue that transsexualism is part of 
a schizophrenic spectrum. Finally, brief mention is made by Benjamin (1971) of 
two pairs of concordant identical twins, but no details are given of these cases. 

Although a single case observation is hardly suitable from which to draw 
etiological conclusions, most of the authors did not resist the temptation to 
speculate. Needless to say, their conclusions are widely diverse. 

A case of relevance here is that of twin brothers that were first described by 
Money (1973). It concerns a monozygotic twin boy whose penis at the age of 7 
months had been accidentally ablated during circumcision by cautery. After 
lengthy consideration and anguish, the decision was made to reassign the child 
to a female gender. He was 17 months old when that was done. Orchidectomy 
(excision of the testes) and vaginoplasty were performed, and later hormonal 
medication was started. The outcome at the age of 12 was reported as favorable 
(Money & Tucker, 1975). 

The literature in this field of gender identity is often contentious, not to say 
acrimonious. The case of this child provides an example of this. Diamond (1982) 
published a follow-up account of this case. He first of all points to the tremen-
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dous and-as he thinks-premature theoretical impact this case has had, as 
shown in various textbooks that refer to this work as evidence that gender identity 
is learned rather than biologically determined. The boy, he says, had been made 
a cas celebre by extremist feminists. Diamond (1982) expresses his "strong belief 
in the force of an inherent male or female nervous system bias for the develop
ment of sexual identity and partner choice" (p. 182). It came about that both he 
and Money were invited to take part in a television program by the British 
Broadcasting Corporation to discuss this case. Some BBC journalists had found 
out from the patient's new psychiatrists that the 13-year-old was beset with 
problems. Diamond quotes from the report of therapists familiar with the case 
that the patient had been found to have "fantasy material [which] reflected some 
considerable ambivalence regarding her past and present situation as a female." 
They also found that "this teenager is having considerable difficulty in adjusting 
as a female," and they had doubts "that she will ever make the adjustment as a 
woman." 

When this became known, Money is said to have withdrawn from the 
project. The BBC still went ahead and broadcast their findings, and Diamond 
feels gratified that his beliefs have been vindicated by this case, and not contra
dicted, as was earlier claimed by various writers. 

The general conclusion from the evidence so far seems to be that, although 
the condition arises familially too frequently for this to be totally dismissed, the 
overwhelming majority of cases appear to be quite sporadic and without a 
positive family incidence of the disorder. Walinder and Thuwe (1977) argued 
that, if the disorder were transmitted by a recessive gene, there should be a higher 
than expected history of cousin marriages between the patient's parents. Testing 
this on 61 cases, and making use of the excellent parish registration system 
existing in Sweden, they did not find a single positive case. 

CONCLUSIONS 

A survey of the research into the etiology of transsexual ism reveals a lively 
and fascinating array of diverse approaches. Certain, albeit as yet inconclusive, 
findings have nevertheless given direction to the lines of speculation on this 
problem. Animal studies are of extremely limited use to investigate a disorder 
that consists in its core of phenomenological criteria. Studies on human intersex
es, although at one time very promising, appear to have only limited and 
qualified application. The main conclusions drawn from them, namely, that 
psychological factors determine gender identity-be they by learning, condition
ing, or imprinting-cannot be regarded as established, and, in any case, are not 
regarded as an exhaustive explanation even by their protagonists. A "biological 
force" has had to be invoked. The search for this constitutional factor or factors 
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has brought to light some interesting findings, but can at best be regarded as 
"promising." It is certainly in no sense conclusive. 

Simple explanations are not likely to emerge, particularly if the researcher is 
prepared to study separately each of the several components that make up the 
syndrome, but that are to some extent independent variables of it; for example, 
variables like gender identity, gender role with its several components, erotic 
orientation, erotic arousal patterns, and others. Although usually highly corre
lated, they nevertheless show a certain independence one from the others, and 
their variability contradicts simplistic spectra constructs that often underlie pre
cipitate etiological theories. 
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So long as we trace ... development from its final outcome backwards, the chain of 
events appears continuous, and we feel we have gained an insight which is completely 
satisfactory or even exhaustive. But if we proceed the reverse way, if we start from the 
premises ... and try to follow these up to the final result, then we no longer get the 
impression of an inevitable sequence of events which could not have been otherwise 
determined. We notice at once that there might have been another result, and that we 
might have been just as well able to understand and explain the latter. The synthesis is 
thus not so satisfactory ... in other words, from a knowledge of the premises we 
could not have foretold the nature of the result. 

Freud (192011955) 

It may come as a surprise to some that this well-known retrospective researcher 
was sensitive to the method's limitations. Despite their shortcomings, retro
spective methods have made important contributions to the domains of develop
mental psychology and psychopathology. Their widespread use may be largely 
attributable to the acceptance by most students of development of the view that 
early experiences affect later behavior. Retrospective methods, for better or for 
worse, have played a major role in appraising the idea of continuity in develop
ment. 

In the past two decades, a number of advances have aided the search for 
continuities in development, two of which will be mentioned here. First, pro
spective or longitudinal studies have come to reoccupy a prominent place in 
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developmental research. Their principal advantage is that developmental phe
nomena observed in statu nascendi are subject to less distortion than are attempts 
to reconstruct such phenomena through retrospective techniques. Second, con
ceptual advances in the resolution of measurement issues have greatly facilitated 
the assessment of continuity. For example, it has been effectively argued that 
although the "genotype" (i.e., the underlying process) may remain the same, its 
"phenotypic" expression may well vary with age. This approach has proved 
extremely profitable in assessing continuities in early social development (see, 
e.g., Sroufe & Waters, 1977). 

In the case of psychosexual development, assessment of continuity has had 
a long but erratic history. Freud (1905/1953), for example, reflected somewhat 
upon the developmental correlates of adult heterosexuality-his vision of the 
normal end state of psychosexual development. In the past 20-30 years, there 
has been an explosion of research on children's psychosexual development, 
though surprisingly little consideration has been given to the possible connec
tions between patterns of psychosexual behavior in childhood and patterns of 
adult psychosexual behavior. In this chapter, I focus on cross-gender-identified 
children and, among other things, examine the relevance of the concept of 
continuity for their development. 

At least two historical developments have fostered interest in the study of 
cross-gender-identified children. The first development has been the increased 
attention given to adult transsexuals, individuals who feel and behave in ways 
considered, at least from the cultural and phenomenological perspectives, to be 
more typical of the opposite biological sex than of their own. Retrospective 
studies have figured prominently in the efforts to understand the developmental 
correlates of transsexualism. A variety of research and clinical studies have docu
mented what appears to be a pattern of cross-gender identity and behavior that 
has existed since early childhood (e.g., Benjamin, 1966; Green, 1974; Stoller, 
1975; Tuthill, 1978; Wiilinder, 1967). For a variety of reasons, however, many 
researchers have become increasingly reluctant to accept the veracity of transsex
ual recollections; for example, it is now claimed that some adults who request 
sex-reassignment surgery modify their childhood histories in order to satisfy the 
expectations of the clinician (e.g., Stoller, 1973). In any case, one alternative to 
the retrospective method is to study children whose gender identity development 
corresponds to what the adult transsexual has recalled. The first formal prospec
tive study of children considered "at risk" for adult transsexual ism was initiated 
by Green (1974), and since then a number of other studies have followed. 

A second development relevant to the study of cross-gender-identified chil
dren comes from part of the empirical literature on adult homosexuality. A 
number of retrospective studies, conducted by researchers of diverse theoretical 
persuasions, have shown that a substantial percentage of homosexuals recall 
having engaged in a greater number of cross-gender behaviors during childhood 
than did their heterosexual counterparts (e.g., Bell, Weinberg, & Hammer-
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smith, 1981; Freund, Langevin, Satterberg, & Steiner, 1977; Grellert, New
comb, & Bentler, 1982; Guloien, 1983; Hellman, Green, Gray, & Williams, 
1981; Saghir & Robins, 1973; Whitam, 1977, 1980). Although our understand
ing of the connection between childhood cross-gender behavior and homosex
uality is far from complete, I would argue that cross-gender behavior is the one 
developmental correlate of subsequent homosexuality for which there is at least 
some consensus. Prospective studies of cross-gender-identified children can con
tribute to our understanding of the apparent connection between childhood 
psychosexual behavior and erotic orientation in later life. 

PHENOMENOLOGY AND DIAGNOSIS 

Because there exist in the literature a number of excellent phenomenologi
cal accounts of behaviors putatively related to childhood cross-gender identifica
tion (Bakwin, 1960; Bates, Skilbeck, Smith, & Bentler, 1974; Green, 1968, 
1971, 1974; Green & Money, 1960; Stoller, 1968a, 1975; Zuger, 1966), Table 1 
simply summarizes what appear to be the most salient features. In clinical 
practice, these behaviors might be encountered in the following way: 

A. B., a 5-year-old boy (IQ = 124), was referred for assessment because of parental 
concern regarding his gender identity development. Since the age of two, A. has 
been strongly interested in, and has adopted, culturally stereotypic feminine behav
ior and activities. Currently, he prefers to play with girls both in the neighborhood 
and at nursery school. His toy preferences are for jewelry, purses, and female dolls, 
especially when he is indoors (e.g., during the colder months of the year). When 
outdoors, he tends to engage in more neutrally oriented activities, such as playing 
in the sandbox and swings and riding a bicycle. He "very much" likes to cross
dress, through improvisation or the use of actual female clothing, both at home 
and at nursery school. His parents see him as often "carrying" himself in a femi
nine way. He talks in a high-pitched voice when playing house. Both parents feel 
that he definitely dislikes rough-and-tumble activity, noting, for example, that he 
did not participate in T-ball during the past year, preferring to remain on the 
sidelines with them. He sits when he urinates at home and has, on occasion, 
hidden his penis under his scrotum. He has wished that his penis would "flyaway," 
though his parents do note that at times he has been "proud" of his penis, remark
ing, for example, on how big it gets during an erection. His verbal cross-sex wishes 
have been "sporadic." A. first stated his wish to be a girl atthe age of 3 112. Around 
6 months prior to assessment, the mother recalled, was "one of the worst times"; 
that is, the frequency of cross-sex wishes increased. Both parents state that he 
continues to express cross-sex wishes on occasion. 

For the moment, let us assume that this kind of behavior pattern is the basis for 
the clinician's decision to describe a child as cross-gender identified. 
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TABLE 1. Core Characteristics of Childhood Cross-Gender Identification 

l. Anatomic dysphoria. In both sexes, there is an expressed discomfort of one's sexual anatomy. 
In boys, there is the wish to have a vagina instead of a penis. There may be attempts at hiding the 
penis and testicles to simulate having a vagina. In play, the child may simulate having breasts. 
Sitting to urinate is commonly reported. The wish to bear and breast-feed infants has also been 
observed. In girls, there is the wish to have a penis instead of a vagina. There may be attempts at 
simulating a penis with various objects. Standing to urinate is reported. Discomfort at the 
thought of growing breasts has also been observed. In very young children, the reality of one's 
anatomic sex may be denied verbally. 

2. Cross-dressing. In boys, there is an interest in, or the actual wearing of, female clothing. This 
might include dresses, high-heeled shoes, jewelry, and makeup. Simulation of female clothing 
or long hair (e.g., with towels) is also common. In girls, there is a preference for wearing clothes 
that approximate as closely as possible boys' apparel. Most commonly, this is expressed by 
preference for pants. Wearing dresses, even on special occasions, is experienced as extremely 
unpleasant. There is a lack of interest in makeup and jewelry. A preference for short hair has also 
been observed. 

3. Identity statements. In both sexes, there is the verbal wish to become the opposite sex. In very 
young children, it might be claimed that one is the opposite sex or that one will grow up and 
become a member of the opposite sex. 

4. Mannerisms. In boys, both body movement and voice inflection take on feminine or "effemi
nate" qualities. In boys, these mannerisms might include arm fold, flexed elbow, flutters, hand 
clasp, hands on hips, hyperextension, limp wrist, and palming (for detailed definitions, see 
Rekers, Amaro-Plotkin, & Low, 1977a). In girls, there may be attempts to carry oneself in a 
hypermasculine manner. There also may be low voice projection. 

5. Peer preferences. In both sexes, there is a preference for opposite-sex playmates. Boys tend to 
avoid same-sex playmates more than girls. Social isolation may characterize the child's peer 
relations, especially in older boys. 

6. Rough-and-tumble play/participation in sports. In boys, there is an intense dislike of close 
bodily contact, especially in the context of rough-and-tumble activities or competitive group 
sports. Some boys seem to be especially fearful of physical injury. Group sports are intensely 
disliked but individually oriented sports (e.g., swimming) are often enjoyed. Much less is known 
about the behavior of girls on this variable. In late childhood, some girls are quite involved in 
competitive sports. It is not clear whether this is a powerful discriminating factor. 

7. Toy preferences. In both sexes, there is a preference for toys considered culturally appropriate 
for the opposite sex. In boys, there is a particular interest in female dolls and role playas female. 
Superheroes are female (e.g., Wonder Woman). In older boys, there is a fascination with female 
TV or movie stars. In girls, there is a preference for boys' toys, and there is a concomitant lack of 
interest in girls' toys. Superheroes are male (e.g., Superman). 

Over the past few years, three diagnostic models have been developed for 
use with children referred because of concerns with regard to gender identity: the 
DSM-III diagnosis of Gender Identity Disorder of Childhood; Rosen, Rekers, 
and Friar's (1977) distinction between "cross-gender identification" and "gender 
behavior disturbance"; and Stoller's (1968a) diagnosis of male childhood trans
sexualism. Before appraising these models, the evidence that qualifies childhood 
cross-gender identification as a syndrome is briefly considered. 
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To begin with, most of the behaviors listed in Table 1 have shown discrimi
nant validity in the sense that they differentiate the behavior of boys from the 
behavior of girls; in addition, most of these behaviors differentiate gender-re
ferred children from their siblings, psychiatric-problem children, and normal 
children (Bates & Bentler, 1973; Bates, Bentler, & Thompson, 1973, 1979; 
Doering, 1981; Green, 1974, 1976; Green & Fuller, 1973a; Green, Fuller, & 
Rutley, 1972a; Green, Fuller, Rutley, & Hendler, 1972b; Green, Neuberg, & 
Finch, 1983; Rekers & Yates, 1976; Skilbeck, Bates, & Bentler, 1975; 
Thompson, Bates, & Bentler, 1977; Zucker, Bradley, Corter, Doering, & 
Finegan, 1980a; Zucker, Doering, Bradley, & Finegan, 1982; Zucker, Finegan, 
Doering, & Bradley, 1983a; Zuger & Taylor, 1969). 

By definition, demonstrating differences between groups with regard to 
presenting characteristics is only a first step in validating a psychiatric syndrome. 
As Rutter (1978) points out, it is also necessary to provide evidence for differences 
in terms of etiology, course, response to treatment, or some other variable. In 
this regard, research on childhood cross-gender identification is beginning to 
move out of its infancy (see, for example, the section on long-term follow-up). 

Attempts at construing cross-gender identification as a syndrome have not 
been without their critics. Wolfe (1979), for example, notes that an 

underlying ... approach to the assessment of ... childhood gender disorders is the 
assumption that a set of gender role norms exists which constitutes a reference point for 
determining normal and abnormal behavior in young children. (p. 555; emphasis in 
original) 

Wolfe then argues that the 

potential for obsolescence of gender-based norms ... should discourage their use as a 
standard against which to measure normal or abnormal behavior. (p. 555) 

Wolfe also argues that norms ("base rates") do not "finesse the issue of values; 
and statistical differences do not a gender norm make" (p. 558). 

Unfortunately, there is considerable confusion in these assertions. For ex
ample, if gender role norms do not exist, how can there be a "potential for 
obsolescence"? In any case, Wolfe (1979) provides no data to show that gender 
role norms do not exist and appears either to dismiss or to ignore the massive 
amount of empirical data that suggest that they do (for recent reviews, see 
Huston, 1983; Ruble & Ruble, 1982; Rutter, 1980; Serbin, 1980). Even if there 
were changes in "gender norms" for children, this would simply call for a 
reevaluation of the face validity of behaviors putatively stereotyped as masculine 
or feminine. At present, however, the evidence for change that does exist is far 
from dramatic (e.g., Bianchi & Bakeman, 1978; Cole, Zucker, & Bradley, 1982; 
Frasher, Nurss, & Brogan, 1980; Minuchin, 1965). Finally, Wolfe's argument 
that "statistical differences do not a gender role norm make" ignores the distinc
tion between "sex typical" (Fagot, 1982) behaviors that have relevance for gender 
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role norms and those that do not (see Feinblatt & Gold, 1976). In this connec
tion, it should be noted that reference to norms in defining abnormal behavior 
has had a long history (see Scott, 1958) that, by definition, calls for close 
attention to changes in community consensus. At the very least, then, one might 
argue that the behaviors associated with cross-gender identification are "atypical" 
in the statistical sense (see also the next section on epidemiology). The more 
complex issue of whether they are abnormal, for example, in terms of causing 
"distress, disability, or disadvantage" (Spitzer & Endicott, 1978) will be consid
ered in the course of this chapter. 

Let us now turn to an evaluation of the three formal diagnostic models that 
are available for use with gender-referred children. Table 2 presents the DSM-III 
criteria for Gender Identity Disorder of Childhood. As noted elsewhere (Zucker, 
1982), the criteria for boys appear to reflect accurately what one observes in 
clinical assessment. In the case of girls, however, it was suggested that the criteria 
for Point B force the clinician to avoid making a positive diagnosis, even though 
the clinical evidence suggests the presence of disturbance. 

Two objections to the Point B criteria were raised. First, it was argued that 
they exclude feelings of aversion for one's sexual anatomy, which diverges from 

TABLE 2. DSM-III Diagnostic Criteria for Gender Identity Disorder of Childhood 

For males: 
A. Strongly and persistently stated desire to be a girl, or insistence that he is a girl. 
B. Either (l) or (2): 

1. persistent repudiation of male anatomic structures, as manifested by at least one of the 
following repeated assertions: 
(a) that he will grow up to become a woman (not merely in role) 
(b) that his penis or testes are disgusting or will disappear 
(c) that it would be better not to have a penis or testes 

2. preoccupation with female stereotypical activities as manifested by a preference for either 
cross-dressing or simulating female attire, or by a compelling desire to participate in the 
games and pasttimes of girls 

C. Onset of the disturbance before puberty. 
For females: 
A. Strongly and persistently stated desire to be a boy, or insistence that she is a boy (not merely a 

desire for any perceived cultural advantage from being a boy) 
B. Persistent repudiation of female anatomic structures, as manifested by at least one of the 

following repeated assertions: 
1. that she will grow up to become a man (not merely in role) 
2. that she is biologically unable to become pregnant 
3. that she will not develop breasts 
4. that she has no vagina 
5. that she has, or will grow, a penis 

C. Onset of the disturbance before puberty. 

Note. Reprinted with the permission of the American Psychiatric Association. 
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what the criteria permit for boys. Instead, the only evidence considered valid is 
statements that might be characterized as either delusional or immature, in the 
sense that they deny the reality, or the future reality, of the girl's anatomic status 
or biological capabilities. Based on a clinical sample of eight cross-gender-identi
fied girls (median age, 5.9 years), my opinion is that it is the persistent negative 
feeling state regarding anatomic sex that is of clinical import, in a manner 
analogous to the negative feeling states observed in gender-referred boys. 

The other objection concerned the absence in Point B of a criterion dealing 
with a girl's preference for culturally stereotypic masculine activities, although 
this preference may be quite extreme (e.g., Rekers & Mead, 1980). This omis
sion appears to be based in part on a concern not to characterize "tomboys" as 
gender disturbed, a "differential diagnosis" issue. By implication, the DSM-III 
criteria suggest that the tomboy will not "strongly and persistently" state the 
desire to be a boy or insist that she is a boy, nor will she manifest a "persistent 
repudiation" of her anatomic structures. It is not clear, however, whether these 
are the only (and, perhaps, crucial) behavioral signs that differentiate the tomboy 
from the gender-disturbed girl. For example, a strong aversion toward female 
clothing and cosmetics seems to be a meaningful characteristic of gender-re
ferred girls. Whether this characteristic goes beyond the tomboy's preference for 
"casual" or "functional" clothing is not yet clear. I hope that current research on 
nonclinic tomboys (e. g., Green, Williams, & Goodman, 1982; Green, 
Williams, & Harper, 1980; Williams, Green, & Goodman, 1979) will sharpen 
our understanding of the distinctions between their gender identity development 
and the gender identity development of girls who meet the DSM-III criteria for 
gender disturbance. 

Despite these concerns, we recently attempted to evaluate the reliability and 
validity of the DSM-III criteria (Zucker, Finegan, Doering, & Bradley, 1984). 
Two raters independently read the psychiatric histories in the charts of the first 36 
cases (31 boys, 5 girls) referred to our clinic (see Bradley, Steiner, Zucker, 
Doering, Sullivan, Finegan, & Richardson, 1978). One rater was personally 
familiar with all of the cases, whereas the second rater was not. After searching 
the history for information regarding specific cross-gender behaviors (see 
Bradley, Doering, Zucker, Finegan, & Gonda, 1980), each rater made a deci
sion as to the presence or absence of both DSM-III criteria (Point B for girls, 
however, was not formally rated). For Point A, the second rater agreed with the 
first rater in 34 of the 36 cases (19 present, 15 absent); for Point B, the second 
rater agreed with the first rater in 28 of the 31 cases (16 present, 12 absent). 

Next, the gender role behavior of the children who met the DSM-III 
criteria (n = 21) was compared with the gender-role behavior of those who did 
not (n = 15). Based on a variety of parent-report questionnaires and behavioral 
tests, the cross-gender-role behavior of the DSM-III children was more extreme 
than that of their non-DSM-III counterparts, though the differences were not 
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always significant. One demographic characteristic that differentiated the two 
groups was age; on average, the DSM-III group was significantly younger than 
the non-DSM-III group (mean, 6.6 vs. 9.7 years). Statistical controls for age, 
however, showed that it played only an equivocal role in accounting for the 
gender-role differences between the two groups (for details, see Zucker et al., 
1984). 

Although these data suggest that the DSM-III criteria show some promise in 
meeting standards of reliability and validity, a number of issues still require 
clarification. One involves the format of the criteria. For each sex, there are two 
criteria (see Table 2), and the diagnosis of gender identity disorder is given only if 
both criteria are met. It is not clear, however, what empirical justification there 
is for separating the two points (and, for boys, for separating Points B-1 and B-2 
as well). Theoretically, the separation arises from attempts to understand gender 
identity development as a multidimensional phenomenon. For example, a dis
tinction is now routinely made between "core gender identity" and "gender 
role." The former has been defined in many ways, including Stoller's (1964) 
notion that it is the development of a "fundamental sense of belonging to one 
sex," the "awareness" that one is a male or a female. Gender role is typically 
defined as the constellation of behaviors, activities, and personality charac
teristics culturally designated as masculine or feminine. A number of writers 
have argued that these two aspects of gender identity need not be related; that is, 
one's sense of maleness or femaleness need not correlate with the degree of one's 
masculinity or femininity. 

It would appear, then, that Points A and B in DSM-III are intended to 
reflect these two aspects of gender identity. Presumably, Point A gauges the boy's 
"sense" of maleness, whereas Point B, particularly B-2, reflects his masculinity. 
Point B-1 is harder to categorize with regard to these two components. The view 
advanced here is that it is difficult to separate the assessment of core gender 
identity from the assessment of gender role. Part of the problem is a measure
ment issue; after all, what does a "sense" of maleness or femaleness really mean? 
If it means the ability to label or categorize oneself as male or female (the 
"awareness" that one is a male or female?), then by the age of 3 the vast majority 
of children have established their core gender identity (e.g., Kuhn, Nash, & 
Brucken, 1978; Paluszny, Beit-Hallahmi, Catford, Cooley, Dull, & Guiora, 
1973; Slaby & Frey, 1975; Thompson, 1975). As a result, ceiling effects will 
preclude any relation to other aspects of gender identity. However, it is not clear 
whether this is how core gender identity is evaluated in the clinical literature. 
Consider, for example, how Stoller (1965) infers, on the basis of a maternal 
report, a sense of maleness in a 4-year-old boy born without a penis: 

He likes to wrestle and box. He likes all kinds of sports . . . and he told me that he 
wants to be a wrestler . . . when he is big. He plays with doUs, but when he does, he 
is the father. ... He is different altogether than [his sister] .... He dislikes anything 
that looks girlish to him ... he wants everything boy's. He will play Superman. He 
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will mimic quite a bit; in other words, when it comes time to comb his hair, he will 
comb way back like his father. (p. 209) 

All of this sounds very much like gender-role behavior. 

83 

Our own research and the work of others has yielded overwhelming evi
dence that even the most strongly cross-gender-identified children "know" which 
sex they are, at least if one infers "knowing" from their answers to the question, 
"Are you a girl or a boy?" and its negation (Zucker, Doering, Bradley, & 
Finegan, 1980b). These data are at variance with Stoller's account of male 
childhood transsexualism. For example, Stoller (1968a) contends that the key 
characteristic that differentiates the transsexual boy from other boys who engage 
in feminine behavior is "a fixed belief that one is a member of the opposite sex 
and will grow up and develop the anatomical characteristics of the opposite sex" 
(p. 195). As noted elsewhere (Zucker, 1982), Stoller also describes these boys as 
"feeling" that they are of the opposite sex. It was concluded that until the 
ambiguity between feeling and believing has been clarified, one cannot be cer
tain that the key diagnostic criterion is, in fact, the child's "fixed belief that [he 1 is 
a member of the opposite sex."1 Even in those rare cases where a child claims 
that he or she is of the opposite sex, its importance per se is unclear, given that 
the child engages in many other cross-gender behaviors as well. What may be 
important is not so much that gender-referred children misclassify themselves as 
of the opposite sex as that they attach no positive affective significance to the 
knowledge that they are of one sex and not the other. 

Perhaps the ability to categorize oneself as male or female is not the best way 
to infer that a child has a "fundamental sense" of maleness or femaleness. As 
research on "gender constancy" (Kohlberg, 1966) has shown, children's abilities 
to appreciate the invariant nature of their gender proceeds through a series of 
increasingly sophisticated stages, which depend, at least in part, on cognitive 
maturity (e. g., Emmerich, Goldman, Kirsh, & Sharabany, 1977; Gouze & 
Nadelman, 1980; Marcus & Overton, 1978; Miller, Roedell, Slaby, & Robin
son, 1978; Zucker & Yoannidis, 1983). During the preschool years, for example, 
when cross-gender behavior most commonly emerges (Green, 1974), many chil
dren believe that superficial changes in gender-linked attributes transform one's 
gender. Consider the following discussion with a 5-year-old gender-referred boy 
(IQ = 115): 

INTERVIEWER (I): Remember when I asked you if you were a girl or a boy? What 
did you say? 

CHILD (C): Boy. 

lConsider Stoller's (1968a) statement that "these boys do not only wish at times that they were 
girls ... [but also] maintain ... they are ... females" (p. 200). It is not clear how one can wish 
to be what one already is. 
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I: How do you know you're a boy? 
c: I have boy's hair, and I have boy's clothes. 
I: Well, what if, what if you didn't have boy's clothes, how else would you know 

that you're a boy? 
c: I won't ... if I didn't wear any clothes and wore girl's clothes, then I'll be a 

girl! 
I: (following further discussion) Well, remember I asked you if, if you could be a 

girl if you wanted to be, and you said you could be? 
c: Yea. 
I: How, how could you become a girl? What makes (child's name) be like a girl? 
c: Because, whenever I ... whenever I wear girl's clothes ... that's when I'm a 

girl. 
I: SO when you wear girl's clothes, that makes you feel like a girl? 
c: Yes . . . and I will be happy. 

Although vulnerability to gender inconstancy is by no means unique to cross
gender-identified children, this vignette suggests that this child's acknowledg
ment that he is a boy does little to advance our understanding of his cross-gender 
identification. 

If the logic of these arguments is accepted, similar objections can be leveled 
against the separation of Points B-1 and B-2. Anatomic dysphoria (B-1) may, in 
fact, be distinct from a "preoccupation with female stereotypical activities" (B-2), 
but this is an empirical question that requires investigation. The same line of 
reasoning can, of course, be applied to the DSM-I1I criteria for girls. 

Still, it should be recognized that the DSM-I1I criteria do not formally 
separate gender identity from gender role, given that both Points A and Bare 
required to make the diagnosis. The diagnostic model developed by Rosen et al. 
(1977), however, does argue for their formal separation. Based on clinical experi
ence, Rosen et al. identified as two syndromes "cross-gender identification" and 
"gender behavior disturbance" within the "relatively rare population of male 
child gender disturbances." 

By what behavioral referents do they distinguish these two syndromes? 
Rosen et al. (1977) suggest that only the cross-gender-identified boy will manifest 
a "preference for a feminine identity," as judged by verbal cross-sex wishes and 
by the "desire or preference ... to bear children and breast-feed infants" (p. 
91). Similarly, the boy with gender behavior disturbance will "have adopted 
feminine behavior to a greater or lesser degree, but [will] not evidence any 
identification with the opposite gender" (p. 91). Rosen et al. acknowledge the 
circularity in this and argue, for example, that "in the absence of cross-gender 
identity statements, the clinician must look elsewhere for evidence of cross
gender identity" (p. 93). What is found when this is done? In general, Rosen et 
al. admit that "gender behavior disturbed boys may resemble cross-gender iden
tified boys in most of the behavioral manifestations" but suggest that differences 
in the frequency and intensity of cross-dressing and in the amount of closeness to 
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and dependence upon the mother distinguishes the two groups of boys. As noted 
elsewhere (Zucker, 1982), Rosen et at. provide no data to document these 
claims. 

To test the idea that cross-gender identification and gender behavior distur
bance are distinct syndromes, Bentler, Rekers, and Rosen (1979) quantified their 
assessment procedure using 5-point rating scales in a sample of 25-38 gender
referred children. Ratings for cross-gender identification were made by two clini
cians, one of whom based his ratings on a "psychodynamic" assessment inter
view with the child and his parents as well as a variety of psychological tests 
administered to the child. The other clinician based his ratings on a "behavioral" 
assessment that included observation of the child's play and information pro
vided by the parents. The mean rating of the two clinicians constituted the 
child's final score for cross-gender identification. 

These two clinicians used the same data base for rating gender behavior 
disturbance, whereas a third clinician used a "psychometric" assessment pro
cedure in which the parents completed two questionnaires that focused on the 
child's gender-role behavior. The mean rating of the three clinicians constituted 
the child's final score for gender behavior disturbance (for details, see Bentler et 
al., 1979, pp. 271-275). 

The correlation between the two syndromes was. 71. On this basis, Bentler 
et al. (1979) concluded that the two syndromes "were not entirely synonymous" 
and that there was a "basis of differentiation of these concepts in individual 
cases." Until more precise data are available, however, it is open to debate 
whether a correlation of this magnitude will have any value in distinguishing the 
two syndromes in clinical practice. An unfortunate omission in the Bentler et al. 
and Rosen et al. (1977) reports is the lack of clinical examples of each syndrome. 

In any case, it was argued elsewhere (Zucker, 1982) that the procedures 
were poorly defined, particularly the psychodynamic and behavioral assess
ments, given the large data base that was used to arrive at a specific rating. It was 
also argued that the raters probably utilized some kind of qualitative judgment in 
reaching their final rating. In this connection, it is particularly unfortunate that 
Bentler et at. (1979) provided no test of interrater reliability for each assessment 
procedure. 

In brief, the diagnostic model proposed by Rosen et at. (1977) attempts to 
distinguish between cross-gender identification and gender behavior disturbance, 
but the empirical support appears equivocal at best. Nevertheless, the model 
does alert the clinician to a potential limitation of the DSM-III criteria with 
regard to classifying extreme cross-gender behavior in children who do not ex
press cross-sex wishes. Consider the following: 

C. D., an ll-year-old boy (IQ = 106), was referred by school personnel because of 
"girlish behavior," which had resulted in "cruel" teasing from other children. At 
the time of the assessment, C. preferred playing with girls, though, in actuality, he 
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was a socially isolated child in the sense that he had established no enduring 
friendships with members of either sex. He displayed a number of effeminate 
mannerisms and often spoke in a high-pitched voice. C. does not like sports. He 
spends a great deal of time watching TV, especially soap operas and other programs 
of an interpersonal nature. His favorite TV character is Mary Tyler Moore. He 
wants to become an interior designer. Although C. has cross-dressed on only one 
occasion in the recent past, he shows great interest in his older sister's clothing. 
There is no current evidence of anatomic dysphoria and no current expression of 
cross-sex wishes. 

This child would neither meet the complete DSM-III criteria for a gender 
identity disorder nor fall under the rubric of Rosen et aI.'s (1977) diagnosis of 
cross-gender identification. It would seem, however, that his behavior could be 
characterized as a "gender role disturbance," as outlined by Rosen et al. Thus, 
their model seems useful in that it permits classification of cross-gender behavior 
that occurs in the absence of cross-sex wishes. However, because it is not known 
whether the presence of cross-sex wishes is of particular diagnostic significance 
(for example, with regard to etiology, natural history, etc.), perhaps it would be 
better to simply classify cases according to whether or not such behavior accom
panies the other signs of cross-gender identification. 

In summary, it is concluded that there is at present little empirical justifica
tion for conceptualizing gender identity and gender role as distinct diagnostic 
criteria, as in DSM -III, or as diagnostic entities, as in Rosen et al. (1977). Part of 
the problem revolves around measurement issues. There is really no consensus 
as to how one validly distinguishes gender identity and gender role behaviorally, 
at least during childhood (see) e.g., Green, 1974, p. 298). On the other hand, 
the theoretical distinction itself may no longer be useful. One alternative to the 
attempts at separating identity and role would be to abandon the class model 
approach (Lorr, 1961) and to adopt a quantitative model for appraising the 
degree to which a child departs from culturally typical patterns of gender identity 
development. 2 Bentler et al. (1979) have already done this to some extent. It is 
also concluded that the descriptor gender identity disorder is inaccurate because 
the child appears to classify his or her sex correctly. What is really being evalu
ated is the child's degree of identification with the opposite sex; hence, the 
descriptor cross-gender identification captures more accurately the nature of the 
syndrome. 3 

2An irony of DSM-III (American Psychiatric Association, 1980) is its attempts to blend the two 
models, in that variations along the dimensions of frequency, intensity, and duration are ultimately 
used to make a "yes-no" decision. In this regard, an important practical problem remains in that it is 
still largely a clinical judgment as to how much behavior is necessary to fit the labels "frequently," 
"persistently," "preoccupation with," and so on. (It should also be noted that quantitative models 
often do the same in trying to identify "cut-off' points, again resulting in a "yes-no" designation.) 

3Identity: "The state of being identical, absolute sameness"; identification: "to associate very closely 
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EPIDEMIOLOGY 

What is the incidence of childhood cross-gender identification in the gener
al population and in the psychiatric population? In trying to answer this ques
tion, it should be noted that the available epidemiologic data can answer the 
question of incidence only from the perspective of converging evidence because 
the focus of the available studies is varied, and none have used formal diagnostic 
criteria in gauging the incidence of cross-gender identification. As implied in the 
previous section, what is of interest is the evaluation of cross-gender behavior 
patterns, as opposed to the evaluation of single cross-gender behaviors. Both 
parents and professionals often ignore this distinction, as judged, for example, by 
the query "What's wrong if a boy plays with dolls?" At stake is not a particular 
behavior in its own right but its co-occurrence with other cross-gender behaviors 
and their collective frequency, intensity, and duration. From this vantage point, 
other practical questions such as "Is it only a phase?" can be answered with 
greater certainty (cf. Stoller, 1967). 

There are at least three ways in which one could attempt to ascertain the 
incidence of childhood cross-gender identification in the general population. 
First, one could conduct a standardized cross-sectional survey of children to 
determine the frequency of behaviors associated with cross-gender identification. 
To our knowledge, there have been no large-scale investigations of this type; 
however, a number of small-scale studies have examined the incidence of a 
variety of cross-gender behaviors in "normal" (i.e., nonclinic) boys. 

Zucker et al. (l980a) administered a questionnaire to the parents of 162 
boys between 20 months and 5 years of age to assess the frequency of a variety of 
same-gender and cross-gender behaviors. Table 3 presents frequency data for a 
selected sample of these behaviors. It can be seen that at 20 months there are 
virtually no same-gender or cross-gender behaviors; thereafter, however, same
gender behaviors increase in frequency as a linear function of age. In contrast, 
cross-gender behaviors remain close to the floor throughout the age range inves
tigated. Zucker et al. found that there was significant, though only moderate, 
agreement between mothers and fathers for all but one of these items. 

Zuger and Taylor (1969) interviewed the mothers of second-grade boys with 
regard to the presence of six cross-gender behaviors. This was done within the 
context of questions about the presence of a larger array of "behavior habits." 
Table 4 shows the percentage of positive occurrences for each cross-gender 
behavior. As Zuger and Taylor admit, these percentages ignore the duration of 
the behaviors. In addition, the mothers were not asked at what point in the 
child's life each behavior occurred, though they were asked whether the behavior 

in feeling or interest ... to regard oneself as sharing the characteristics of another person" (Oxford 
Paperback Dictionary, 1979). 
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TABLE 3. Maternal Ratings of Same-Gender and Cross-Gender Behavior in Boys 20 

Months to 5 Years of Age 

Age groupa 

Behaviorslresponse scaleb 2 3 4 6 

He says that he is a boy. (8) X 1.33 2.96 4.32 7.11 6.50 6.54 
SD 1.52 2.86 2.74 1.28 1.68 2.07 

He says he would like to be a girl. (8) X 1.00 1.00 1.07 1.03 1.10 1.29 
SD .00 .00 .37 .19 .41 .82 

He says that he will grow up and be a Daddy. (8) X 1.00 1.29 1.67 3.70 3.92 4.83 
SD .00 .77 1.44 2.52 2.26 2.36 

He says that he will grow up and be a Mommy. X 1.00 1.00 1.25 1.03 1.17 1.16 
(8) SD .00 .00 .84 .19 .67 .45 

He likes to dress up in his father's clothes. (8) X 1.52 1.92 1.42 2.22 2.46 3.06 
SD 1.47 1.29 .79 1.57 1.62 1.75 

He likes to wear his mother's clothes. (8) X 1.00 1.48 1.46 1.40 1.17 1.38 
SD .00 1.05 I. 03 .93 .47 .61 

In fantasy games, he likes to play the role of X 1.04 1.96 2.00 3.11 3.17 3.58 
father. (5) SD .21 .89 1.15 1.08 I. 05 .92 

In fantasy games, he likes to play the role of X 1.00 1.29 1.39 1.63 1.50 1.45 
mother. (5) SD .00 .54 .62 .92 .57 .62 

Note. Data from Zucker, Bradley, Corter, Doering, and Finegan (l980a). 
a I = 20 months (n = 21); 2 = 2 years (n = 27); 3 = 2Yz years (n = 28); 4 = 3 years (n = 27); 5 = 

Wz years (n = 28); 6 = 4-5 years (n = 31). 
b 5-point scale (I = never to 5 = always); 8-point scale (I = once every 6 mo or less to 8 = daily). 

TABLE 4. Maternal Report of Cross

Gender Behavior in Second-Grade Boys 

Percentage 
Behaviors N positive 

Desire to be female 46 7% 
Feminine dressing 95 13% 
Wearing lipstick 94 7% 
Doll playing 95 15% 
Preference for girl playmates 41 2% 
Aversion to boys' games 93 3% 

Note. Data from Zuger and Taylor (1969). 
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was still present. On this basis, it was concluded that cross-gender behaviors 
tended to be short and episodic. Zuger and Taylor also found that the number of 
cross-gender behaviors manifested by an individual child was small; in fact, of 
the 95 boys, 69 (73 %) apparently never engaged in any of these behaviors. 

A questionnaire that focused, in part, on cross-gender behavior was admin
istered by Bates et al. (1973) to the mothers of 175 boys, ages 5-12. Table 5 
provides data on the frequency of a selected sample of these behaviors. With the 
exception of play with girls, the behaviors apparently occurred infrequently. 

In Green's (1974) study of feminine boys, control boys (age range, 4-12) 
were obtained and matched with regard to a number of demographic charac
teristics. Based on a parent-report questionnaire, Green (1976) presented data on 
a wide variety of cross-gender behaviors manifested by both groups of boys. Table 
6 shows the occurrence of a selected number of these behaviors for the control 
boys. It can be seen that the mothers rated these behaviors as occurring relatively 
infrequently. Similar ratings were made by the fathers (see Green, 1976, Tables 
18-37). 

Information on the incidence of cross-gender behaviors is also obtainable 
from standardized child behavior problem questionnaires, a major source of 
epidemiologic data since the 1940s (Achenbach & Edelbrock, 1978; Dreger, 
1981a, 1982). A major method for generating items is to peruse the case histories 
of child guidance patients and then select for inclusion only the more common 
problem behaviors (e. g., Achenbach, 1966). Thus, the absence from some ques
tionnaires of behaviors putatively related to cross-gender identification may sim-

TABLE 5. Maternal Ratings of Cross-Gender Behavior in Boys 5 to lOY ears of Age 

Age group (in years) 

Behaviorslresponse scale" 6 7 8 9 10 

He plays with dolls. (8) X 1.4 1.3 1.4 1.2 I.l 1.2 
SD 1.0 0.7 1.3 0.9 0.4 l.l 

He dresses in female clothing. (8) X 1.0 1.0 1.0 I.l 1.2 1.0 
SD 0.0 0.0 0.0 0.3 0.9 0.0 

He uses feminine gestures with his hands when X 1.3 I.l I.l 1.2 1.4 1.4 
talking. (5) SD 0.5 0.3 0.4 0.4 0.7 0.7 

At school he plays with girls. (8) X 5.9 3.9 3.2 3.0 2.4 2.8 
SD 2.4 2.9 2.6 2.7 2.3 2.5 

At home he plays with girls. (8) X 5.8 5. I 4.4 3.7 3.9 3.9 
SD 2.5 2.4 2.8 2.7 2.7 2.9 

Note. Data from Bates, Bentler, and Thompson (1973). 
" 5-point scale (l = never to 5 = always); 8-point scale (l = once every 6 mo or less to 8 = daily). 
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TABLE 6. Maternal Ratings of Same-Gender and Cross-Gender Behavior in Boys 4 to 
12 Years of Age (in %) 

Behaviors Response scale 

Above Average Average Below Average 
Interest in sports 40 40 21 
Interest in rough-and-tumble play 31 50 19 

Frequently Occasionally Never 
Verbal wish to be a girl 0 6 94 

Frequently Rarely Never 
Frequency of cross-dressing 0 18 81 

Favorite Toy Frequently Occasionally Never 
Female-type doll play: interest 0 2 45 53 

Mother Father Both Equally 
Preferred parent 25 17 57 

Considerable Slight Absent 
Interest in playacting 21 60 19 

Note. Data from Green (1976). N ranges from 45 to 49 per behavior. 

ply reflect the judgment that such behaviors occur too infrequently to warrant 
inclusion. 

Two well-known factor analytically derived questionnaires on childhood 
behavior problems include items relevant to cross-gender identification. Dreger's 
Childhood Behavior Classification Project inventory contains a factor originally 
labeled Homoerotic Affectation vs. Hysteric Apprehensiveness (Dreger, 1970) but 
more recently termed Gender Confusion (Dreger, 1981 b; see also Baker & Dreg
er, 1973). It consists of such items as "Behaves like opposite sex, or does such 
things as boys wearing dresses or girls wrestling"; says "I wish 1 were (the opposite 
sex)"; and "Uses expressions like 'Oh, my dear! How very, very lovely!'" Unfor
tunately, the percentage of parents endorsing these items as a function of the 
child's age, sex, and clinical status is currently not available (Dreger, personal 
communication, December 14, 1982). 

Achenbach's Child Behavior Checklist (CBCL; see Achenbach & Edel
brock, 1981) contains 118 behavior problem items, two of which pertain to cross
gender identification: "behaves like opposite sex" and "wishes to be of opposite 
sex." The CBCL has been factor-analyzed as a function of sex and age (4- 5, 6-
11, 12-16). One or both of these items contribute factor loadings;::: .30 to at 
least one factor for four of the six sex-by-age groupings. 

Although some of the factors on which these two items load seem peculiar, 
the percentage of children whose parents endorsed them as a function of age, 
sex, and clinical status remains relevant. Table 7 presents these data. As might be 
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expected, endorsement of both items was more common for girls than for boys, 
regardless of age and clinical status, and "behaves like opposite sex" was more 
common than "wishes to be of opposite sex." More interesting, however, was the 
finding that both items differentiated the clinic and nonclinic samples quite 
poorly. Although the F values for both items were statistically significant, they 
were among the five smallest in the entire questionnaire; hence, they were 
discarded to correct for the number of simultaneous comparisons (Achenbach & 
Edelbrock, 1981, p. 36). Regression analysis indicated that "wishes to be of 
opposite sex" accounted for 5 % of the variance for clinical status for boys 4- 5. 
Table 7 shows that this item was endorsed by 15% of the mothers of 4-5-year-old 
clinic boys but by less than 2% of the mothers of 4-5-year-old nonclinic boys. In 
no other age-by-sex grouping did these two items account for more than 1 % of 
the variance for clinical status. Based on our experience, the finding that 15% of 
clinic-referred boys wish to be the opposite sex appears high. One would cer
tainly want to know more about this, and a replication study would be useful. In 
any case, it is of interest to note how sharply this percentage drops by the age of 
6-7 in the clinic group. 

TABLE 7. Percentage of Children Whose Mothers Endorsed 
Child Behavior Checklist Items Relevant to Cross-Gender 
Identification 

Group Behaves like opposite sex 

Age 
4-5 6-7 8-9 10-ll 12-13 

Boys 
Referred 16.3 11.2 9.5 10.7 3.7 
N onreferred 6.0 5.9 2.7 4.9 0.7 

Girls 
Referred 18.6 9.1 14.5 13.1 16.5 
N onreferred ll.8 9.6 1l.0 12.5 12.9 

Wishes to be of opposite sex 
Boys 

Referred 15.5 2.7 5.1 1.1 2.4 
Nonreferred 1.3 0.0 0.0 2.3 0.0 

Girls 
Referred 6.5 5.8 8.3 7.4 4.2 
N onreferred 5.0 2.6 2.7 l.9 2.7 

Note. Data from Achenbach and Edelbrock (1981). Exact percentages 
from Achenbach (personal communication, December 7, 1982). N = 100 
per cell. Percentages are not exact in some cases due to missing data. Data 
for children ages 14-15 and 16 not included. 
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Assessment of children's actual cross-gender behavior in naturalistic en
vironments is the third and final way in which the incidence of childhood cross
gender identification might be ascertained. The vast literature on "normal" sex 
typing clearly indicates that extreme patterns of cross-gender behavior are un
common, even during the preschool years. 4 Even in so-called high-risk groups 
within the general population, such as boys from father-absent homes, cross
gender behavior seems to occur at a level less extreme than that displayed by 
children referred for problems in their gender identity development (Stevenson 
& Black, 1983; Zucker & Abramovitch, 1981). Unfortunately, many normative 
studies limit themselves to the assessment of only one sex-typed behavior, so 
even when cross-gender behavior is present, it is difficult to ascertain its exten
siveness. There are, however, exceptions, and some of these studies are quite 
instructive. 

Over an 8-year period, Fagot (1977) observed the sex-typed behavior of 207 
preschoolers (106 boys, 101 girls) during periods of free play. Four nursery 
schools and 15 classrooms of children were involved. Each child was observed 
for 10 seconds once every 5 minutes, with a range of 10-40 hours of total 
observation. Of 30 behaviors, 8 met predetermined criteria for classification as 
"sex-preferred," that is, one sex engaged in the behavior for a significantly greater 
percentage of time than did the other sex. Some of the behaviors appear to be of 
particular relevance as baseline data on cross-gender identification. In Table 8, 
for example, it can be seen that "dress up" in female costume occurred in less 
than 1 % of the observations for boys and in 3% of the observations for girls, a 
factor of 1:8.7. "Play with dolls" occurred far less often among boys than among 
girls (a factor of 1:11. 7), and "play with transportation toys" was far more com
mon among boys than among girls (a factor of 10.9:1). Thus, at least within the 
context of the preschool environment, certain types of cross-gender behaviors 
occur quite infrequently for both sexes. 

Fagot (1977) also attempted to identify children with "moderate" levels of 
cross-gender behavior statistically. Such children were defined as obtaining pref
erence scores for opposite-sex activities that were at least 1 SO above the mean of 
the opposite sex and preference scores for same-sex activities that were at least 1 
SO below the mean of their own sex. Based on this criterion, 7 boys (6.6%) and 5 
girls (4.9%) displayed moderate cross-gender preferences. In a similar study with 
67 children (18- 58 months), Fagot (1978a) reported that 2 of32 boys (6.2%) and 
1 of 35 girls (2.8 %) displayed cross-sex preferences. 

Although this is not the place to review many of the other normative studies 
that document sex differences in gender role behavior, two normative studies by 

4Jt is not, however, unusual to find writers who argue the opposite, namely that cross-gender 
behavior is common during the preschool years (e.g., Frankel & Sherick, 1979; Tyson, 1982). 
Typically, these claims are not based on quantitative analyses. 
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TABLE 8. Percentage of Total Observation Time Spent in 8 Sex
Prefl'!rred Behaviors 

Behaviors Boys Girls 

Art activities (cutting, drawing, pasting) 5.59 15.02 
Dress up 0.35 3.06 
Play in kitchen 5.49 14.76 
Play with dolls 0.39 4.60 

Build blocks 2.73 0.47 
Carpentry, hammer, saw 1. 98 0.85 
Outdoor sandbox/mud play 15.Il 3.45 
Transportation toys 12.12 1.11 

Note. Data from Fagot (1977). 
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Rekers and his associates (Rekers, Amaro-Plotkin, & Low, 1977a; Rekers & 
Rudy, 1978) regarding "feminine" or "effeminate" mannerisms are worth citing, 
given the paucity of other research on these behaviors. It is often claimed that 
such mannerisms result in peer ostracism of gender-problem boys, especially in 
late childhood and adolescence; hence, knowledge of their occurrence in the 
general population may have some clinical utility. 

Based on clinical experience, Rekers et al. (1977a) studied the frequency of 
eight mannerisms or gestures in 58 normal boys and girls, ages 4- 5 and 11-12, 
during two 5-minute play periods with a Toss-Across beanbag game (see Table 1 
for a listing of these mannerisms and Rekers et al., 1977a, for their formal 
definitions). Rekers et al. found that three of the eight gestures occurred signifi
cantly more often in the girls than in the boys (limp wrist, flutters, flexed elbow). 
Of the other five, four also occurred more often in the girls than in the boys, but 
the differences were not significant. The remaining gesture, hands on hips, 
appeared to be expressed differently in the two sexes, so in a replication study 
with 180 normal boys and girls, ages 4-5, 7-8, and 11-12, Rekers and Rudy 
(1978) divided this gesture into a "masculine" component (fingers forward) and a 
"feminine" component (fingers down or back). They found that five of the eight 
gestures (limp wrist, flutters, flexed elbow, hand clasp, palming) occurred signifi
cantly more often in the girls than in the boys and that the 11-12-year -old boys 
held their hands on hips in the fingers foward position more often than did the 
two younger groups of boys and all three groups of girls. The remaining gestures 
all occurred more often in the girls than in the boys, but the differences were not 
significant. In general, Rekers et al. (1977a) and Rekers and Rudy (1978) noted 
that the base rates for these gestures, at least within the context of their study, 
were low, even for the girls. 

Taken together, these three sources of data suggest that a number of cross-
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gender behaviors occur relatively infrequently in the general population. Can 
the same conclusion be reached for children referred to child psychiatric clinics? 
As noted earlier, Achenbach and Edelbrock (1981) found that the two items 
pertaining to cross-gender identification on the CBCL were among the worst 
discriminators of clinic and nonclinic children. Although their data suggest that 
cross-sex wishes in clinic populations are relatively low, especially for boys older 
than 5, it would be of interest to have more detailed epidemiologic data. Only 
five studies of which I am aware contain such information. In Zuger and Tay
lor's study (1969), the maternal interview was used to assess the occurrence of 
seven cross-gender behaviors (see Table 4) in 58 boys, ages 4-13, referred to a 
psychiatric clinic. The percentage of mothers who reported these behaviors as 
present was low (range across behaviors, 0-14%). The most commonly reported 
behavior was cross-dressing among boys, ages 4-9 (3 of 21). As noted earlier, 
interpretation of the positive occurrences is somewhat difficult, given Zuger and 
Taylor's failure to indicate the duration of the behavior and whether it was 
current or past behavior. However, Zuger and Taylor did show that the number 
of behaviors per child was low. They also concluded, based on clinical impres
sions and some follow-up data, that the behaviors tended to be short-lived. 

As part of a structured diagnostic interview schedule for children ages 6-16, 
Herjanic and Reich (1982) reported incidence data for "often wishing" to be the 
opposite sex and cross-dressing. Of 307 children interviewed (257 of whom were 
psychiatric referrals, the remaining 50 being obtained from a pediatric outpatient 
clinic), 16 (5.2%) acknowledged often wishing to be the opposite sex and 13 
(4.2%) acknowledged cross-dressing. Maternal interview yielded lower rates for 
these two behaviors (1.9% and 2.9%, respectively). 

As part of a larger study, Feinblatt and Gold (1976) found that of 193 
children referred to a Connecticut child guidance clinic in 1970, 4 boys and 3 
girls (3.6%) were referred primarily because of "gender role inappropriate" be
havior. A recent replication of this study by Skinner (1984) found that gender 
role inappropriate behavior was the primary reason for referral in only 2 of 318 
children (.006%) seen in a Toronto child psychiatry service in the years 1967 and 
1970. In a study of 100 boys 6-12 years of age referred to the only child 
psychiatric clinic in Newfoundland, Sreenivasan (1981) reported that none were 
referred for "discordant gender role behavior"; however, based on a variety of 
indexes, Sreenivasan concluded that 15 of these boys, in fact, manifested "un
usual degrees of effeminacy." Some of the 15 appear to be cross-gender identified 
on the basis of clinical vignettes; for the others, however, this conclusion seems 
based on a weighted "effeminacy" score, the clinical meaning of which is 
unclear. 

Finally, in a number of assessment studies of gender-role behavior, gender
referred children have been found to be more extreme than psychiatric controls 
in their cross-gender behavior (Bates, Bentler, & Thompson, 1979; Doering, 
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1981; Skilbeck et at., 1975; Zucker et at., 1980a, 1982, 1983a). In our own 
research, the gender-role behavior of the psychiatric controls has tended to 
approximate quite closely that of the siblings of gender-referred children and 
normal controls. Although these are not epidemiologic studies, they do suggest 
that atypical gender-role behavior is not commonly associated with psychiatric 
status (i. e., clinical referral) per se. 

In summary, the epidemiologic data suggest that extreme forms of cross
gender behavior are uncommon among boys in the general population. Even 
during the preschool years, when according to many authors, cross-gender be
havior is common, the data indicate that behaviors such as cross-dressing occur 
infrequently.5 In general, the epidemiologic data on psychiatric populations 
point to a similar conclusion, though the data from Achenbach and Edelbrock 
(1981) and Sreenivasan (1981) suggest somewhat higher levels of cross-gender 
behavior than in the general population; on the other hand, the assessment 
studies that have included psychiatric controls do not seem to bear this out. 
Overall, there appears to be little epidemiological evidence that cross-gender 
behavior is ever a common "phase in boyhood behavior" (Green, 1968). Be
cause there is less epidemiologic data on cross-gender behavior in girls, it is 
somewhat riskier to make definitive assertions regarding its prevalence among 
them. At present, however, there is little evidence that the clinical picture of 
cross-gender identification in girls occurs frequently in the general or psychiatric 
populations. 

ADAPTIVE FUNCTIONING 

The presence and significance of psychopathology in adults with cross
gender identity or same-sex erotic preference have been areas of intense study 
and great controversy. Consequently, the attention given to the general adaptive 
functioning of cross-gender-identified children has been surprisingly small. 
However, some hypotheses regarding their functioning have been borrowed from 
those working with adult homosexuals. Rekers (1 977a), for example, has empha
sized the role of peer ostracism in producing psychopathology in cross-gender
identified boys. The parallels between this emphasis and labeling theory in
terpretations of psychopathology in adult homosexuals are obvious. It should be 
realized, however, that the validity of labeling theory accounts of psycho
pathology in homosexuals is far from clear (see Sagarin & Kelly, 1980) and that 
the precise role peers play in "producing" psychopathology in cross-gender
identified children has not yet been formally evaluated. 

In this section, I will review what is known about the general adaptive 

5See footnote 4. 
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functioning of cross-gender-identified children, considering both negative and 
positive features of their adjustment. With regard to the negative features, three 
hypotheses will be evaluated. First, there is the previously mentioned hypothesis 
that boys who engage in cross-gender behavior will be ostracized by their peers 
and that this has a variety of psychopathological consequences, including depres
sion, social withdrawal, and low self-esteem. Because peers are believed to be 
more tolerant of cross-gender behavior in girls, the hypothesis has been advanced 
only for boys. A second hypothesis is that, apart from their atypical gender-role 
behavior, cross-gender-identified children have other social characteristics (e.g., 
poor social skills) that leave them vulnerable to difficulties in peer relationships 
and adjustment problems. This hypothesis has also been advanced only for boys. 
The third hypothesis derives from the contemporary research literature on an
drogyny. One version of androgyny theory (e.g., Bern, 1974; Spence & Helm
reich, 1978) holds that individuals who can display masculine or feminine 
behaviors appropriate to the particular dictates of the "situation" will be more 
effective in their social functioning than individuals who cannot. Although this 
hypothesis has been studied mainly with adults, many writers imply that an
drogyny is a desired ideal for children as well (e.g., Flake-Hobson, Skeen, & 
Robinson, 1980; Flerx, Fidler, & Rogers, 1976; Guttentag & Bray, 1976; Roddy, 
Klein, Stericker, & Kurdek, 1981). Accordingly, at least this particular variant of 
androgyny theory would predict that cross-gender-identified children, like their 
same-gender-identified counterparts, will show poorer social adjustment than 
their androgynous peers. 

With regard to the positive adaptive functioning of cross-gender-identified 
children, two hypotheses have been proposed. First, it has been suggested that 
cross-gender-identified boys should do well in school because it is a "feminine" 
environment (Biller, 1974; Sexton, 1969); hence, one would predict more 
positive teacher adjustment ratings and better school performance for such boys 
as compared to their same-gender-identified male peers. Presumably, the op
posite predictions would be made for cross-gender-identified girls. A second 
hypothesis, advanced only for boys, is that cross-gender identification is associ
ated with creativity. This idea has varied origins, but one version comes from the 
psychoanalytic equation of creativity and identification with the mother (see 
Stoller, 1968b, Chapter 10). To some, creativity in males is a sublimation of the 
wish to have a baby (e.g., Jacobson, 1950). In evaluating these hypotheses, 
consideration will be given to data from both clinical and nonclinical sources. 

Negative Adaptive Functioning 

To evaluate the peer rejection or "secondary psychopathology" hypothesis, 
one must first show that children do, in fact, react negatively to the expression of 
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cross-gender behavior in peers. Then one must show that cross-gender-identified 
children manifest psychopathology. Finally, a causal link between peer os
tracism and psychopathology must be demonstrated. Children's reactions to 
cross-gender behavior in their peers has been assessed in two ways: by focusing 
directly on their responses to cross-gender behavior and by more general judg
ments of social behavior in children who vary in their degree of masculinity or 
femininity. 

Reactions to cross-gender behavior have been evaluated in both analogue 
and naturalistic studies. Connor, Serbin, and Ender (1978) had 105 boys and 
girls in Grades 4, 6, and 8 read stories in which a male, female, or sex-unspec
ified child responded to an interpersonal problem-solving situation in an ag
gressive (masculine), assertive (masculine), or passive (feminine) manner. For 
each story, a number of questions were asked, including two that were relevant to 
the evaluation of cross-gender behavior: (1) "Do you think the way the child ... 
tried to solve the problem was a good way?" and (2) "Do you like the child?" 
Only minimal support was found for the idea that cross-gender behavior would 
be appraised negatively. For question 1, aggressive responses were evaluated less 
favorably than assertive or passive responses, regardless of the target child's sex. 
For each response, the reactions did not differ as a function of the child's sex; 
however, the girl who behaved passively was rated more favorably than the girl 
who behaved assertively. For question 2, the sex of the target child did not 
significantly influence the children's ratings. 

In another analogue study (Hull & Hull, 1982), 10-year-olds and adults 
evaluated a boy and a girl who engaged in a neutral, masculine, or feminine 
activity (clay, football, and dolls, respectively). Their preliminary analyses indi
cated that the boy and girl playing football were rated equally "emotionally 
healthy" but that the boy playing with dolls was rated as less emotionally healthy 
than the girl playing with dolls. 

Carter and McCloskey (1984) interviewed 80 boys and girls in kindergarten, 
and Grades 2, 4, and 6 to assess, in part, their reactions to violations of sex-typed 
norms by both sexes. Each child was first asked to give an example of sex-typed 
behavior in four areas (toy, friendship, activity preferences, and traits) and then 
to indicate their response to a violation (e.g., a girl who played with boys). Across 
all age groups, the children reacted negatively to sex-role violations, and this 
increased with age. For cross-sex toy and friendship preference, boys were evalu
ated more harshly than were girls. It was also found that 70% of the children said 
they would not play with a child who displayed cross-gender behavior. 

Zucker, Wilson, and Bradley (1983b) evaluated children's appraisals of 
clinically relevant cross-gender behaviors in boys, that is, an array of behaviors 
characteristic of boys who meet diagnostic criteria for gender identity disorder. 
Five stories were constructed in which the ratio of same-gender to cross-gender 
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behaviors varied: 4:0, 3:1, 2:2, 1:3, and 0:4. 6 Children in Grades 3-6 (71 boys, 
90 girls) read each story and then used a 5-point multiple-choice format to 
answer three questions including one that asked whether they would like to be 
friends with the target child. The results for this question are shown in Table 9. 
The significant sex of rater X story content interaction (F[4,636) = 38.25, P 
< .0001) was evaluated by simple effects analysis. In part, it showed that boys 
liked most the boy who engaged in four same-gender behaviors. With each 
addition of a cross-gender behavior, the target child was less and less preferred as 
a friend. The girls' ratings indicated a general indifference toward being friends 
with the target child though there was some tendency for the child to be more 
liked as the number of feminine behaviors increased. 

This study showed that boys were highly sensitive to the expression of cross
gender behavior-even one such behavior in conjunction with three same
gender behaviors resulted in a more negative friendship appraisal. In contrast, 
the girls simply appeared to show a general indifference toward the target child, 
regardless of the nature of his gender role behavior. If this latter finding reflects 
accurately girls' real world behavior, it would support clinical observations that 
older cross-gender-identified boys have difficulty in becoming part of both male 
and female peer groups. 

How do these analogue studies compare with in vivo observations of chil
dren's reactions to same-gender and cross-gender behavior in their peers? Fagot 
(1977) recorded the positive and negative reactions of preschoolers to the sex
typed behavior of their peers and found that boys received significantly more 
praise than girls during masculine play, whereas girls received significantly more 
praise than boys during feminine play. Boys received significantly more criticism 
than girls during feminine play, but the converse was not found for girls. With 
one exception (Morey, 1981), similar findings, especially with regard to praise, 
have also been reported in a number of other investigations (e.g., Fagot & 
Patterson, 1969; Lamb, Easterbrooks, & Holden, 1980; Lamb & Roopnarine, 
1979; Langlois & Downs, 1980; McCandless, Bush, & Carden, 1976). 

6The behavioral referents were peer preference (play with boys vs. play with girls), toy preference 
(play with racing car vs. play with Barbie doll), dress-up preference (Dad's old Army shirt and belt 
vs. Mom's old dress and high-heeled shoes), and TV fantasy hero (Superman vs. Wonder Woman). 
An example of a story is as follows: "This is a story about a boy named Peter. He is in grade [ ], just 
like you. At recess, Peter plays with the girls. After school, Peter goes home and does his favorite 
things-he puts on one of his Mom's old dresses and high-heeled shoes. After supper, Peter watches 
the TV show he likes best, "Wonder Woman." Right before bedtime, Peter plays with his favorite 
toy, a Barbie doll." For stories 2-4, in which there were both same-gender and cross-gender 
behaviors, four different combinations of behaviors were used; inclusion of "exemplar" as an 
independent variable did not alter the results. The order of the five stories varied randomly across 
children. After each story, a manipulation check was included to insure that the children had 
accurately read the story. 
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TABLE 9. Peer Ratings of Friendship as a Function of Story Content and Rater's Sex a 

Same-gender to cross-gender ratio 

4:0 3: I 2:2 1:3 0:4 

X SD X SD X SD X SD X SD 

Boys 1.57 0.93 1.90 1.07 2.46 1.22 3.15 1.39 3.46 1.45 
Girls 2.86 1.22 2.71 1.30 2.55 1.20 2.64 1.25 2.43 1.33 

Note. Data from Zucker, Wilson, and Bradley (l983b). 
a Response scale ranged from 1-5; I = "Yes, a real good friend," to 5 = "No, not at all." 

Fagot (1977) also analyzed peer reactions to the seven boys and five girls 
mentioned earlier who had "moderate" cross-gender preferences. All seven boys 
received significantly less praise and more criticism than their same-sex class
mates, with the magnitude of the difference ranging from a factor of 1.4 to 8.4 
(mean, 4.3). These boys were found to be three times as likely to play alone than 
were the other children in their class. The reactions of peers to the girls who 
engaged in moderate levels of cross-gender behavior did not differ from their 
reactions to other girls in the class (cf. Fagot, 1978a; Fagot & Patterson, 1969). 

The findings of studies that have used less direct techniques to evaluate peer 
appraisals of cross-gender behavior generally converge with the findings of the 
studies reviewed so far. Inselberg and Burke (1973) tested 335 boys in kinder
garten on a test of sex-role preference to derive "high," "middle," and "low 
masculine" groups. On 3-point rating scales, the "high masculine" boys were 
judged more favorably by their peers in a variety of areas (e. g., good ideas, 
making friends, art) than were the "middle" and "low masculine" boys, who did 
not differ significantly from each other. Unfortunately, only a composite score 
was analyzed, so it is difficult to discern the relative contribution of the eight 
measured attributes. 

Hemmer and Kleiber (1981) used a peer nomination procedure with 312 
children (151 boys, 161 girls) in Grades 3-6 to identify one male and one female 
classmate as a "sissy" and a "tomboy," respectively. Percentage of nominations 
constituted the unit of analysis. Children in Grades 3-4 gave more negative 
interpersonal ratings to sissy boys as compared to nonsissy boys. Similar findings 
were obtained for boys in Grades 5-6, but the number of significant effects was 
smaller. Tomboy girls in Grades 3-4 were rated more favorably than nontom
boys with one exception. Similar findings were obtained in Grades 5-6. 

Silvern (1978) obtained both "real" and "ideal" masculine-feminine seIf
concept ratings from 64 children (32 boys, 32 girls) in Grades 4-5. A "guess 
who" format was used to obtain peer ratings of popularity. For each of 7 positive 
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and 7 negative traits, each child identified three other children in his or her class 
who best fitted the descriptor. The 7 positive items were combined to form a 
"popular" rating, and 4 negative items, based on their pattern of intercorrelation, 
were combined to form a "rejection" rating. For Grade 4 boys, popularity was 
negatively associated with the degree of both real (r = .51) and ideal (r = .34) 
femininity. In contrast, popularity among Grade 5 boys was positively associated 
with the degree of both real (r = .29) and ideal (r = .53) femininity. Rejection 
ratings were not related to the degree of real and ideal femininity in boys. For 
girls, popularity and rejection ratings were unrelated to degree of real and ideal 
masculinity. Silvern argued that changes in peer evaluations of classroom behav
ior associated with femininity (e.g., seeking adult attention) accounted for the 
between-grade differences in the relation between popularity and real and ideal 
femininity in boys; however, the statistical basis for this interpretation is weak. 

Gray (1957) evaluated the relation between masculinity/femininity and 
social acceptance in 61 children (34 boys, 27 girls) in Grades 6-7. Each child 
was rated on a 5-point scale by his or her peers with regard to degree of mas
culinityifemininity; for example, a rating of 5 was given to a girl who "is a real 
tomboy. She wants to wear jeans all the time and likes boys' games and sports. 
She acts as if she wished she were a boy instead of a girl." An unlimited peer 
nomination procedure was used to assess social acceptance with regard to lead
ership, practical intelligence, withdrawal, aggression, and choice of friends. For 
each variable, the boys and girls were divided at the mean. High leadership boys 
were rated by their peers as more masculine than low leadership boys. Similar 
results were obtained for high friendship and low withdrawal boys. For girls, only 
one effect was found-the high withdrawal group was rated as more feminine 
than was the low withdrawal group. 

How do these data compare with what is known about the peer relationships 
of children referred for concerns in the area of gender identity? Green (1976; see 
also Green ct ai., 1980) obtained parental assessments of the male peer group 
relations of 55 feminine and 45 masculine boys. The former had been referred 
by various professionals for participation in a research clinical study. Green ct ai. 
(1982) also obtained parental assessments of the female peer group relations of 50 
masculine (tomboy) and 49 feminine (nontomboy) girls. Both groups had been 
solicited through newspaper advertisements. 

Maternal ratings of same-sex peer group relations for these four groups of 
children are presented in Table 10. It can be seen that the masculine boys were 
more likely to have good same-sex peer group relations than were the feminine 
boys, especially as judged by the "good mixer" category. Nevertheless, an im
pressive 43% of the feminine boys were described as being either leaders of, or 
good mixers with, other boys, a finding that belies the grim peer group picture 
drawn by others (e.g., Rekers, 1977a). However, Green (1976) did report that 
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TABLE 10. Maternal Judgments of Same-Sex Peer Group 
Relations of Masculine and Feminine Boys and Masculine and 
Feminine Girls (in %) 

Same-sex peer group relations 

Group Leader Good mixer Voluntary loner Rejected 

Masculine boys 
(n = 45) 19 70 8 

Feminine boys 
(n = 55) 14 29 38 18 

Masculine girls 
(n = 50) 32 44 24 0 

Feminine girls 
(n = 49) 27 63 8 2 

Note. Data from Green (1976, Table 20) and Green, Williams, and 
Goodman (1982, Table 22). 
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83% of the feminine boys related best to females, compared to only 2% of the 
masculine boys (cf. Bates et al., 1979). 

The masculine girls tended to do less well than the feminine girls with 
female peers, but this trend was not confirmed in the analysis of paternal ratings 
(see Green et al., 1982). Green et al. (1980) also reported that the two groups of 
girls did not differ with regard to self-ratings of relative popularity with other girls 
but that the masculine girls rated themselves as relatively more popular with boys 
than did the feminine girls. In fact, Williams et al. (1979) found that 79% of the 
masculine girls related best to males, compared to only 4% of the feminine girls. 

These clinical and nonclinical studies support the idea that peers react 
negatively to cross-gender behavior in boys; the only datum that directly contra
dicted this idea was Silvern's (1978) finding with Grade 5 boys. The data for girls 
are more equivocal. The two analogue studies (Connor et al., 1978; Hull & 
Hull, 1982) are inconclusive and of dubious clinical validity. The interview 
study by Carter and McCloskey (1984) generally found that cross-gender behav
ior in girls was appraised negatively, a finding that contradicts established lore; 
similarly, the in vivo studies of preschoolers indicate that girls, in fact, did 
receive significantly more praise than did boys when they engaged in feminine 
behavior, but more criticism was not evident when they engaged in masculine 
behavior. Finally, the less direct studies of peer reactions by Gray (1957), Hem
mer and Kleiber (1981), and Silvern (1978) either found no relation between 
degree of cross-gender behavior and negative peer reactions or some evidence for 
a positive relation. In the studies by Green and his associates, rejection and being 
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a loner are clearly more common among feminine boys than among masculine 
girls. 

It must now be asked whether cross-gender-identified children manifest 
psychopathology. With respect to nonclinical samples, the data reviewed so far 
indicate that less masculine boys are more withdrawn (Gray, 1957), more likely 
to play alone (Fagot, 1977), less popular (Silvern, 1978, Grade 4), more popular 
(Silvern, 1978, Grade 5), and somewhat more aversive in their interpersonal 
relations (Hemmer & Kleiber, 1981) than their more masculine counterparts. 
Less feminine girls have been found to be less withdrawn (Gray, 1957) and 
somewhat more effective in their interpersonal relations (Hemmer & Kleiber, 
1981), though in many other respects they appear to be indistinguishable from 
their more feminine counterparts (Fagot, 1977; Gray, 1957; Silvem, 1978). 

In addition to peer-related ratings of adjustment, there are also self-ratings 
and parent ratings. Inselberg and Burke (1973) found that the "high masculine" 
boys generally showed greater adjustment than the "low masculine" boys on a 
number of scales on the California Test of Personality, Primary Form AA; 
however, the "high masculine" and "middle masculine" boys were quite similar 
to each other. A measure of self-concept differentiated these two groups from the 
"low masculine" group in the same direction, but a projective measure of anx
iety did not. 

Stericker and Kurdek (1982) evaluated, among other things, the relation 
between sex-role self-concept and two measures of adjustment, self-esteem and 
parent ratings, in 238 children (103 boys, 135 girls) in Grades 3-8. Sex-role self
concept was measured with a child-oriented translation ofBem's (1974) Sex-Role 
Inventory. Children were classified into one of four groups on the basis of a 
double-median split of their masculine and feminine scores (sex congruent, sex 
incongruent, androgynous, and undifferentiated). Because there were so few sex
incongruent cases (n = 13), their records were not used. Self-esteem was mea
sured by the Piers-Harris Self-Concept Scale, and parent ratings of adjustment 
were derived from the Personality Inventory for Children. No relation between 
sex-role self-concept and the two measures of adjustment was found. 

In Gray's (1957) study, the relation between peer ratings of masculinity/ fe
mininity and a self-report measure of manifest anxiety was examined. It was 
found that children rated as relatively more "sex appropriate" by their peers had 
higher self-ratings of anxiety than did their relatively less sex-appropriate coun
terparts. Gray felt that this finding was consistent with previous studies for girls 
but not for boys. Moreover, the finding for boys was puzzling, given that mas
culinity was found to be associated with social acceptance among one's peers. 

Sears (1970) examined the relation between five self-concept scales (and a 
summary scale) and a modified version of the Femininity scale, a unidimen
sional measure of masculinity/femininity, of the California Psychological In-
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ventory (CPI) in a Grade 6 sample of 75 boys and 84 girls. It was found that 
femininity was moderately related to poor self-concept for both boys and girls 
(significant rs, .26-.36). Although these data are consistent with the findings of 
other studies, it should be noted that some of the self-concept measures included 
items putatively related to gender role (see Sears, pp. 271-273). Thus, the 
relation between the CPI measure of femininity and self-concept may be some
what artifactual. 

How do the findings of these nonclinical studies compare with data from 
clinical samples of gender-referred children? Bates et al. (1973) factor-analyzed a 
questionnaire completed by mothers of normal and gender-referred boys. One 
factor contained 17 items and was termed "Behavior Disturbance." These items 
referred to behaviors suggestive of parental defiance, emotionality, irritability, 
and obstinacy. Bates et ai. reported that the gender-referred boys received higher 
maternal ratings on this factor than did the normal boys. In a subsequent report, 
Bates et at. (1979) reported that both gender-referred and psychiatric control boys 
tended to have higher maternal ratings on this factor than did normal boys (both 
ps < .10). 

On the basis of maternal report, Zuger (1974) found that 15 of 43 "effemi
nate" boys (34.9%) had histories of nocturnal enuresis compared to 38 of 141 
psychiatric control boys (27.0%), a nonsignificant difference. Zuger also re
ported that 14 (32.5%) ofthe effeminate boys showed delay or impairment of 
speech, but data were not available for the psychiatric controls. Although the 
incidence of both of these behaviors appears high, the absence of a concurrent 
normal control group precludes a definitive conclusion. 

In our own research, Achenbach's 118-item CBCL has been used as one 
technique for identifying psychopathology in gender-referred children. Each 
item is rated by parents on a 3-point scale (0-2) with regard to frequency of 
occurrence. As noted earlier, behavior problem scales have been derived through 
factor analysis for three age groups and the two sexes. These scales have been 
grouped into two "broad-band" factors, termed "internalizing" and "externaliz
ing," both of which are comprised of several "narrow-band" scales that presum
ably identify discrete areas of disturbed functioning. 

Table 11 presents mothers' data for gender-referred children, their siblings, 
and psychiatric controls with regard to six indexes of disturbance: the number of 
clinically elevated narrow-band scales (T 2: 70), the number and sum of items 
rated 1 or 2, T-scores for the internalizing and externalizing scales, and the T
score for the total behavior problem score. On all six indexes, the psychiatric 
controls had the highest levels of disturbance, followed by the gender-referred 
children and their siblings. The psychiatric controls had significantly higher 
scores than the gender-referred children on two indexes and significantly higher 
scores than the siblings on the five indexes in which the main effect for group was 
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TABLE II. Maternal Ratings of Disturbance on the Child Behavior Checklist 

Group 

Gender Psychiatric 
referred Siblings controls 

(N = 41) (N = 32) (N = 23) 

Measures X SD X SD X SD F(2,93) P 

No. clinically elevated scales 2.04 2.40 1.03 1.67 2.52 2.76 3.18 .05 
Number of items 35.19 17.03 28.90 16.04 44.26 15.60 5.88 .01 
Sum of items 44.53 24.91 34.21 22.77 53.39 24.95 4.29 .02 
Internalizing T -score 62.92 1l.21 58.40 12.65 65.17 9.65 2.62 .10 
Externalizing T-score 59.56 10.87 55.78 11.00 66.08 9.08 6.44 .01 
Total T -score 61.97 11.l2 57.09 12.04 66.30 8.57 4.87 .01 

significant (see Table 11). The gender-referred group tended to have higher 
scores than the siblings on three of the five indexes in which the main effect for 
group was significant (all ps < .10). 

These analyses were repeated only with the gender-referred children who 
had been matched individually with a psychiatric control for sex, age, IQ, social 
class, and family status. The data were treated as matched pairs, and none of the 
six comparisons were significant. 

The gender-referred children who had siblings were analyzed separately, 
with the data also treated as matched pairs. On all six indexes, the gender
referred children had higher levels of disturbance (all ps < .05).7 The maternal 
ratings of the gender-referred child and his or her sibling tended to be moderately 
correlated (range, .39-.59), which suggests that the siblings were not simply 
portrayed as "all good." 

It can also be seen in Table 11 that the gender-referred children had signifi
cantly higher Internalizing T-scores than Externalizing T-scores (t[40] = 3.54, P 
< .01), whereas the scores on these two broad-band scales did not differ for the 
sibling and psychiatric controls. 

Overall, then, these data suggest that gender-referred children (mainly boys) 
are perceived by their mothers as manifesting psychopathology of an inter
nalized, overcontrolled (Achenbach & Edelbrock, 1978) nature. Interestingly, 
Achenbach (1966) has found that internalizers outnumber externalizers by about 
2: 1 among girls, whereas this ratio is reversed among boys. 

7When a gender-referred child had more than one sibling, the one of the same sex and closest in age 
was used in the analysis. Additional analyses using the other sibling(s) as matched pairs did not alter 
the findings. 
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The notion of overcontrol as a form of psychopathology in gender-referred 
boys receives additional support from research by Bates et al. (1973, 1979) and 
Sreenivasan (1981). Bates et al. (1979) factor-analyzed ratings of the verbal and 
motor behavior of gender-referred, psychiatric-problem, and normal boys during 
a 10-minute interview with a female adult. Three factors were identified and 
termed "nervous activity," "nondynamic communication," and "body constric
tion." Both the gender-referred and psychiatric-problem boys showed more body 
constriction than the normal boys, but the three groups did not differ from one 
another on the other two factors. Bates et al. (1973, 1979) have also reported 
that, based on maternal ratings, gender-referred boys are less extraverted than 
psychiatric-problem and normal boys (cf. Vroegh, Jenkin, Black, & Handrich, 
1967). 

Sreenivasan's (1981) study of psychiatric-referred boys also suggests a rela
tion between cross-gender identification and internalized or overcontrolled psy
chopathology. A significant association was found between degree of effeminacy 
(low, medium, high) and an ICD diagnosis of neurotic or personality disorder, 
both of which can be characterized as "internalized" disorders. The absence of 
reliability data for the psychiatric diagnoses, however, calls for some caution in 
appraising these findings. 

On the whole, the studies of clinic-referred boys who manifest cross-gender 
behavior suggest that, on average, these boys are characterized by moderate 
levels of psychopathology. To what extent can this psychopathology be attributed 
to peer ostracism? Apart from clinical impressions (e.g., Rekers, 1977a), no 
information has been available on this question. In addressing the question it is 
suggested that a chronicity effect should exist, in that degree of psychopathology 
will correlate with age simply as a function of longer exposure to peer ostracism. 

To test this idea, correlations were computed between age and the six 
CBCL indexes of disturbance listed in Table 11 for our sample of 37 gender
referred boys. It can be seen in Table 12 that none of the six indexes were 
significantly correlated with age. Because gender-referred children show substan
tial variability in the degree of cross-gender behavior at assessment (Zucker et al., 
1984), the relation between degree of psychopathology and age was assessed 
separately for those children who did and did not meet the DSM-III criteria for 
gender identity disorder of childhood. It can be seen in Table 12 that the degree 
of psychopathology is moderately correlated with age in the DSM-III group but 
not in the non-DSM-III group. Thus, at least among the more strongly cross
gender-identified boys (as judged by diagnostic status), there is some, albeit weak, 
support for the chronicity effect. Although the correlational nature of these data 
leaves open a variety of alternative interpretations, the peer rejection-psycho
pathology hypothesis cannot be completely dismissed. 

The second hypothesis that will be evaluated here states that cross-gender
identified boys have other social characteristics that make them vulnerable to 
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TABLE 12. Relation between Age and Degree of Disturbance on 
the Child Behavior Checklist in Cross-Cender-Identified Boys 

Measures 

No. clinically elevated scales 
Number of items 
Sum of items 
Internalizing T-score 
Externalizing T-score 
Total T -score 

*p<.05. 

DSM-III 
(N = 20) 

.457* 

.253 

.304 

.255 

.297 

.316 

Diagnostic status 

Non-DSM-III 
(N = 17) 

.023 
-.174 
-.117 
-.103 
-.152 
-.083 

Combined 
(N = 37) 

.249 

.062 

.115 

.119 

.065 

.125 

psychopathology and interpersonal difficulties. In a semi naturalistic setting, 
Klein and Bates (1980) studied the social behavior of nonclinic boys during 
structured play. Based on maternal responses to a sex-typed games inventory 
(Bates & Bentler, 1973), 11 groups of boys were formed, each consisting of a 
"high," "average," and "low masculine" boy. One of the sets of variables studied 
involved peer interactions during a 5-minute period in which the group was 
asked to play "monkeys." In general, the low masculine boys were less proficient 
than the high masculine boys in their social interactions. The average masculine 
boys had scores that fell between those of the other two groups. 

Based on factor analysis of clinical and demographic data concerning gen
der-referred boys and their families, Bates et ai. (1974) identified two factors that 
included at least some items relevant to social adjustment. One factor, labeled 
Overprotectiveness, included such items as "passive," "very harm avoidant," 
and "compulsively neat." The other factor, labeled Social Unresponsiveness, 
included such items as "not at all responsive to social reinforcement" and "im
mature." Gender-referred boys ages 8-13 (n = 16) judged to be "effeminate" 
tended to have higher ratings on the Overprotectiveness factor than did gender
referred boys ages 8-13 (n = 6) judged to be "noneffeminate or mildly effemi
nate" (p < .10). The Social Unresponsiveness factor, however, did not differ
entiate these two groups of gender-referred boys. 

The CBCL contains three scales designed to ascertain information regard
ing social competence. Two of these scales are of relevance here. The Activities 
Scale consists of items concerning the amount and quality of the child's par
ticipation in sports, nonsports hobbies, activities and garnes, and jobs and 
chores. The Social Scale consists of items concerning the child's membership 



CROSS-GENDER-IDENTIFIED CHILDREN 107 

and participation in organizations, contact with friends, and behavior with others 
and when alone (for details, see Achenbach, 1978; Achenbach & Edelbrock, 
1981 ). 

Table 13 presents T-score data for these two scales for gender-referred 
children, their siblings, and psychiatric and normal controls. The normal controls 
were recruited for a larger study on gender identity development conducted by 
Doering (1981). The criteria for inclusion were: no previous involvement with the 
mental health profession and no clinically elevated narrow-band scales on the 
behavior problem portion of the CBCL. Because of the latter criterion, the social 
competence scores of the normals may be artificially "good" because these scores 
correlate, albeit modestly, with the total behavior-problem scores (see Achenbach 
& Edelbrock, 1981, p. 60). A one-way analysis of variance (ANOV A) was not 
significant for the Activities Scale (F[3, 118] = 1. 11) but was significant for the 
Social Scale, F(3,118) = 5.28, P < .002. Duncan's multiple range test for 
unequal ns (Kramer, 1956) showed that the gender-referred children had lower 
scale scores than did the children in the other three groups who did not differ 
significantly from one another. Similar results for the Social Scale data were found 
among the gender-referred children who had siblings and for the gender-referred 
children matched with a psychiatric control. 

Although the data base is small, these studies lend some support to the idea 
that gender-referred children may have a general deficit in social interaction 
skills. In my own clinical experience, such a deficit certainly seems to charac
terize a considerable proportion of cases, though in other cases the quality and 
level of social skills appear to be appropriate. Documentation of the social skills 
of cross-gender-identified children in specific contexts (e.g., with same-sex vs. 
opposite-sex peers) would appear to be a worthy aim of future research. 

The third hypothesis, derived from androgyny theory, states that cross
gender-identified children, like their same-gender-identified counterparts, will 

TABLE 13. Maternal Ratings of Social Competence on the Child 
Behavior Checklist (Social Scale) 

Gender
referred 

(N = 39) 
Siblings 

(N = 30) 

Psychiatric 
controls 

(N = 23) 

Normal 
controls 

(N = 30) 

X SD X SD X SD X SD 

40.05 12.99 46.40 11.40 47.13 14.62 51.90 10.81 

a Collapsed across sex for each group. Analysis with sex as a factor did not 
alter the results. 
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manifest poorer social adjustment than their androgynous peers. In general, the 
data reviewed so far are not appropriate for evaluating this hypothesis because 
these data have assessed gender role behavior by means of either a forced-choice 
or a unidimensional format. As is well known, androgyny theory argues that 
masculinity and femininity should be measured independently because there is 
no a priori reason to assume that individuals cannot possess both characteristics 
simultaneously. 

Unfortunately, there are few data in the child literature that can be used to 
evaluate the androgyny hypothesis. In general, little consideration has been 
given to what qualifies as androgynous behavior in childhood (cf. Oleshansky, 
1981; Wolf, 1980). To date, the few available studies on such behavior have 
tended to adopt the commonly used adult androgyny scales for use with children. 
Whether adult-derived personality attributes are the best way to conceptualize 
androgyny in childhood has not yet been fully worked out. In any case, four 
studies that have examined the relation between "androgyny" and adjustment in 
childhood have failed to provide strong support for the idea that androgynous 
children will have superior social adjustment. 

Hall and Halberstadt (1980) examined the relation between self-ratings of 
androgyny and a variety of adjustment indexes in a sample of 89 children (45 
boys, 44 girls) in Grades 3-6. A children's version of the Personal Attributes 
Questionnaire (CPAQ; Spence, Helmreich, & Stapp, 1974) was used to measure 
masculinity/femininity. The CPAQ consists of a unipolar Masculine scale, a 
unipolar Feminine scale, and a bipolar Feminine-Masculine scale. In addition 
to obtaining separate scores for each scale, it is possible, based on the pattern of 
scores on the Masculine and Feminine scales, to classify children as masculine, 
feminine, androgynous, or undifferentiated. Social adjustment was measured by 
the Piers-Harris Self-Concept scale (a total score and six subscales) and teacher 
ratings of popularity, leadership, and social maturity. 

In general, Hall and Halberstadt (1980) found little support for the an
drogyny hypothesis. For both boys and girls, higher scores on the Masculine and 
Feminine-Masculine scales were associated with better self-concept scores. No 
relation was found between the Feminine-scale score and the scores on the self
concept scales. Teacher ratings of adjustment were unrelated to children's scores 
on the three CPAQ scales. The classification scores yielded somewhat different 
results. The androgynous children had somewhat better self-concept scores than 
did the children in the other three groups (i. e., masculine, feminine, undifferen
tiated) combined. In contrast, teachers rated sex-typed children (e.g., feminine 
girls) as somewhat higher in social maturity and leadership than cross-sex-typed 
children. Hall and Halberstadt concluded that, in general, "androgyny among 
children may not be as useful a concept as researchers might have originally 
hoped" (p. 280). 

Massad, Patterson, and O'Brien (1980) also used the CPAQ to examine the 
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relation between peer acceptance and self-ratings of masculinity/femininity in 
131 children (69 boys, 62 girls) in Grade 5. A peer nomination procedure was 
used to identify three classmates most preferred as partners for each of 10 ac
tivities (e. g., friendship, school related). The results did not support the an
drogyny hypothesis. Both androgynous and masculine boys received higher over
all ratings of peer acceptance than did feminine and undifferentiated boys. 
Androgynous girls tended to have higher ratings of peer acceptance than femi
nine and undifferentiated girls but did not differ from masculine girls. 

As noted earlier, Stericker and Kurdek (1982) measured androgyny in terms 
of personality characteristics and found no relation between sex-role self-concept 
and two measures of adjustment among children in Grades 3-8. 

Finally, Fagot (1978a) classified preschoolers as masculine, feminine, an
drogynous, or undifferentiated on the basis of their degree of involvement in 
male- and female-preferred activities. These groups were compared with respect 
to a variety of behaviors, including social cooperation, verbal and motoric ac
tivity levels, problem-solving styles, and peer reactions. Little evidence was 
found that androgynous children were better adjusted than sex-typed children. In 
terms of peer reactions specifically, androgynous children received less peer 
responses than did masculine and feminine children but more than undifferenti
ated children. 

In general, then, the available data give little support to the androgyny 
hypothesis. Until the behavioral referents of childhood androgyny are better 
worked out, consideration of the concept's relevance to clinical cases of cross
gender-identified children is premature. Even if one subscribes to the an
drogynous vision, it would still be the case that cross-gender-identified children 
would have their troubles "fitting in." 

Positive Adaptive Functioning 

Let us now turn to an evaluation of the hypotheses related to positive 
adaptive behavior in cross-gender-identified children. The first hypothesis, based 
on the contention that feminine behavior corresponds more closely than mas
culine behavior to the "feminine" ambience of the school, is that cross-gender
identified boys should receive more positive teacher ratings of adjustment and 
that cross-gender-identified girls should receive less positive teacher ratings of 
adjustment. Before assessing this hypothesis, it must be shown that teachers are, 
in fact, more approving of feminine behavior in both boys and girls. 

Direct assessments of teachers' responses to cross-gender behavior have been 
evaluated in both analogue and naturalistic investigations. Levitin and Chananie 
(1972) had 40 female first- and second-grade teachers read brief vignettes in 
which a boy or a girl behaved in either an aggressive or a dependent manner 
within a classroom setting. Dependent behavior was approved of more than the 
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aggressive behavior, regardless of the child's sex. The dependent girl was liked 
more than the aggressive girl, but ratings of boys were not differentially affected 
by their behaviors. Similar findings have been reported in two other analogue 
investigations (Bell, 1981; Etaugh & Hughes, 1975). 

How do these findings compare with in vivo assessments of teacher re
sponses to sex-typed behavior? Fagot and Patterson (1969) observed preschool 
teachers' positive and negative responses to children's sex-typed behavior during 
periods offree play. Of 232 reinforcements directed to boys, 199 (85.7%) were 
for feminine behavior, as were 353 of 363 (97.2%) reinforcements directed to 
girls. Criticism was exceedingly rare. Similar findings for female teachers have 
been reported by Etaugh, Collins, and Gerson (1975) and by McCandless et al. 
(1976). For male teachers, McCandless et al. found that boys were reinforced 
more for masculine behavior than for feminine behavior but that, like their 
female counterparts, the male teachers reinforced girls more for feminine behav
ior than for masculine behavior. Fagot (1977) reported that teachers gave boys 
more praise than girls during "block building and hammering" but not during 
"play with transportation toys" and "play in an outside sandbox." Boys also 
received more praise than girls while engaged in art activities, a female-preferred 
behavior. Teachers criticized boys more than girls only during "dress-up play." 
Girls received more praise than boys during "dress-up play" and more criticism 
during "play in an outside sandbox." The teachers did not show differential 
reactions to the children with "moderate" cross-gender behavior preferences. 
Lamb et al. (1980) have also reported more teacher praise for same-sex behavior 
than for cross-sex behavior, and the converse for criticism; however, these re
sponses were not analyzed as a function of the child's sex. 

On the whole, these data show that girls consistently receive more teacher 
praise when engaged in feminine as opposed to masculine behavior. The data for 
boys appear more equivocal, however, with the earlier studies showing more 
praise for feminine behavior but the more recent ones showing more praise for 
masculine behavior. How can this inconsistency be explained? Part of the prob
lem may be due to differences in data analysis. In Fagot's (1977) study, for 
example, responses were expressed as proportion scores as opposed to raw fre
quencies; in addition, responses were analyzed for individual sex-typed behaviors 
rather than across categories. Had raw frequencies been employed, it is possible 
that boys would have received more praise for feminine behaviors than for 
masculine behaviors because one female-preferred behavior (art activities) was 
responded to quite often. 

Another explanation concerns length of teacher experience. Fagot (1981) 
found that experienced teachers, regardless of their sex, reinforced boys more for 
feminine behaviors than did inexperienced teachers, regardless of their sex (see 
also Fagot, 1978b; Robinson, 1981; Robinson & Canady, 1978; Robinson, 
Green, & Skeen, 1982). Inspection of the previously cited studies indicates that 
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it was the experienced teachers who reinforced boys more for feminine behavior. 
For example, in the McCandless et aZ. (1976) study, the female teachers were 
described as "all experienced early childhood teachers," whereas the male teach
ers were primarily "high school seniors who had been trained" before participa
tion in the study. 

Although the evidence that teachers react less favorably to masculine behav
ior is equivocal, it remains of interest to review what is known about teacher 
ratings of adjustment in boys and girls. In general, it is well known that, at least 
during the elementary school years, the incidence of school-related difficulties is 
higher for boys than for girls (see Eme, 1979); however, these studies tell us little 
about the influence of within-sex variations in sex-role behavior on teacher 
ratings of adjustment. Four studies that took such variations into account yielded 
equivocal results. 

Anastasiow (1965), on the basis of scores on a toy preference test, selected 
98 of 229 5-6-year-old boys and classified them as "high masculine," "femi
nine," and "median." In general, kindergarten teachers' ratings of adjustment 
(e. g., readiness for first grade, maturity) favored the masculine boys over the 
"median" and "feminine" boys but reached significance only with the former. 
Ratings by first-grade teachers also favored the "masculine" boys, though the 
magnitude of the differences was attenuated. With the exception of "social 
virtues," the differences found seemed to be related to gender-role behavior (e.g., 
physical ability). 

Vroegh et aZ. (1967) used a paired-comparison procedure with preschool 
teachers to identify children who varied in their degree of masculinity or femi
ninity. From a sample of 229 boys and 206 girls, four groups of 40 children were 
selected ("most masculine" boys; "least masculine" boys; "most feminine" girls; 
"least feminine" girls). Each teacher rated one child from each group on 60 
personality variables that presumably measured adjustment. Factor analysis 
yielded four factors, of which two, Social Adjustment and Competence, ap
peared relevant to adjustment. The "most masculine" boys received more favor
able ratings on these two factors than did the "least masculine" boys. The "most 
feminine" girls received a more favorable rating than the "least feminine" girls 
on Social Adjustment but not on Competence. Vroegh (1971) has reported 
similar findings with school-age children. 

In Silvern's (1978) study, the relation between teacher ratings of adjustment 
and self-ratings of real and ideal femininity was examined. Adjustment ratings 
were made using a Likert-type format. Of nine items, five were used on the basis 
of their pattern of intercorrelation to construct a total adjustment score. For fifth
grade boys, adjustment correlated positively with self-ratings of real (r = .28) and 
ideal (r = .35) femininity. For fourth-grade boys, a similar relation was found for 
real femininity (r = .49), but only among boys who had female teachers (one 
male teacher was also involved). Teacher impressions of academic ability were 
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measured by one Likert item. For the fourth- and fifth-grade boys combined, 
female teachers' rating of academic ability was moderately related to self-ratings 
of real femininity (r = .28). No relation between adjustment (including academ
ic ability) and self-ratings of real and ideal femininity was found for girls. 

In Hemmer and Kleiber's (1981) peer-nominated study of sissies and tom
boys, teachers rated the sissy boys in less favorable ways than the nonsissy boys. 
Tomboys were rated less favorably than the nontomboys in Grades 3-4, but not 
in Grades 5-6. 

Finally, Sprafkin, Serbin, and Elman (1982) assessed the relation between 
preschoolers' (37 boys, 37 girls) degree of involvement in male- and female
preferred activities and teacher ratings of adjustment. Each child's behavior was 
sampled three times during a particular play period, and an average of 60 obser
vations per child was obtained over a 3-month period. Subsequently, each child 
received two scores: one score reflected degree of participation in male-preferred 
activities, relative to that of same-sex peers; the other reflected degree of par
ticipation in female-preferred activities, relative to that of same-sex peers. Teach
er ratings of adjustment were derived from Kohn and Rosman's (1972) Symptom 
Checklist and Social Competence Scale. The Symptom Checklist yields two 
scores (apathy/withdrawal; anger/defiance) as does the Social Competence Scale 
(interest/participation; conformity to rules). 

For boys, the degree of participation in male-preferred activities was signifi
cantly related to teacher ratings of anger/defiance (r = .31) and conformity to 
rules (r = - .48). The degree to which boys participated in female-preferred 
activities was related to conformity to rules (r = .53). For girls, degree of par
ticipation in male-preferred activities was related to apathy/withdrawal (r = 

- .34). Sprafkin et ai. (1982) concluded that these findings "contradict the 
notion that strong conformity to sex-role behavior is essential for adequate psy
chological and social adjustment" (p. 566). 

Although Sprafkin et ai. 's effort to correlate ratings of adjustment with 
direct observations of sex-typed behavior is commendable, the robustness of their 
findings is questionable. Given that a number of hypotheses were tested simul
taneously, it is important that this be statistically controlled (e. g., by use of the 
Bonferroni inequality [see, e. g., Grove & Andreasen, 1982]). With alpha set 
at .05, the number of significant correlations in Sprafkin et ai.'s study would be 
reduced to 1.8 This would obviously call for a different interpretation of their 
findings. 

8Myanalysis. It should be noted that one of the significant correlations (r = .31, P < .05, two-tailed) 
reported by Sprafkin et al. (1982) is, in fact, only significant at the .10 level. As an aside, given the 
length of this section, Sprafkin et al.'s claim that "traditional assumptions that sex-role conformity is 
positively related to psychological adjustment in young children have not, to date, been examined 
empirically" (p. 559) is odd. 
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In our own research on gender-referred children, teacher adjustment ratings 
have not been systematically obtained though teacher reports are often requested 
as part of clinical assessment. We do, however, have IQ data and parental ratings 
of school performance from the School Scale of the CBCL. As shown in Table 
14, the gender-referred children do not differ from their siblings in IQ (cf. 
Finegan, Zucker, Bradley, & Doering, 1982). Table 14 also includes the IQ of 
the psychiatric and normal controls. As noted earlier, the former were matched 
on an individual basis with a gender-referred child for IQ, and the latter were 
expected to approximate the gender-referred group as a whole. Because the four 
groups are equivalent with regard to IQ, there is little reason to believe than any 
between-group differences on the School Scale of the CBCL are accounted for 
by differences in intellectual ability. 

A one-way ANOYA on the School Scale data (boys only) approached 
significance, F(3,56) = 2.34, P < .10. Multiple comparisons indicated that the 
psychiatric controls had lower scores than the gender-referred children (p < . 10) 
and the normal controls (p < .05). None of the other comparisons was signifi
cant. These data suggest that gender-referred boys do somewhat better in school 
than other clinic-referred boys; however, the hypothesized connection between 
gender role and school performance should be questioned, given that the siblings 
and the normal boys do as well as the gender-referred boys. These findings 
should be viewed with caution since the sample size was reduced because many 
of the children in our study were too young (less than 6) to receive CBCL School 
Scale ratings. 

Let us now try to place the normative data on teacher responses to sex-typed 
behavior in perspective. In general, it has been my impression that teachers often 
are concerned about the cross-gender behavior of gender-referred children. In 
my view, this is due to its extensiveness and intensity; for example, among our 
younger male referrals, extensive cross-dressing and play in the "girls' corner" 

TABLE 14. IQ and Maternal Ratings of School Performance on 
the Child Behavior Checklist (Boys Only)a 

IQ School score 

Gender X SD N X SD N 

Gender referred 107.3 14.46 38 49.66 15.25 24 
Siblings 108.4 14.52 14 49.20 8.16 10 
Psychiatric controls 114.3 12.58 20 40.80 13.85 15 
Normal controls 115.9 12.45 15 55.00 15.58 II 

a For gender referred, siblings, and psychiatric controls, IQ based on ei
ther the Stanford-Binet, the WPPSI, or the WISC-R. For the normal 
controls, IQ based on the PPVT. 
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often evoke teacher concern. Regarding a 5-year-old boy (IQ = 122), one teach
er wrote that 

during free play, I noticed he made an extra special effort to go daily to the "house 
center." He always puts on a pink frilly dress and play[sl the mother role. 

Another teacher wrote, regarding a 6-year-old boy (IQ = 105), that he 

has indicated a marked preference for exhibiting traditional female behavior rather 
than traditional male behavior. Almost always plays a female role in creative dramatic 
play-"mother," "wife," "bride," "sister." This mostly takes the form of specific 
mannerisms which seem learned as well as a general manner which is gentle, soft
spoken, and "coy." In the fall, [he] brought a dress to school to use as a painting apron 
which he wore over his clothes, pant-legs rolled up (but rarely painted). 

Such reports do not give one the impression that the teachers reinforce 
cross-gender behaviors. Close inspection of at least some of the normative studies 
suggests that what is reinforced as feminine is primarily "art activities," which 
happens to be an activity preferred by females. Pleck (1981, Chapter 8) has 
reached a similar conclusion. As noted earlier, in Fagot's (1977) study, the most 
frequently reinforced feminine behavior in boys was art activities (see also Fagot, 
1981). Interestingly, not one instance of "doll play" or "dress up" was positively 
reinforced, though it should also be noted that only "dress up" received any 
criticism. In summary, there is little reason to believe that teachers reinforce 
boys for the feminine behaviors that are commonly associated with clinical 
referral. It is clear that some female-preferred behaviors, like art activities, are 
reinforced in boys. However, we have never had a gender referral in which the 
primary concern was that the boy was interested in art. 

The second hypothesis related to positive adaptive behavior in cross-gender
identified children is that cross-gender behavior in boys is associated with 
creativity. The accuracy of this hypothesis has some practical import inasmuch 
as some critics have suggested that modifying the behavior of cross-gender
identified boys will dampen their aesthetic sensitivities (see Green, 1974). 

Three studies with non clinical samples of boys have examined the relation 
between gender-role behavior and creativity. Biller, Singer, and Fullerton (1969) 
tested 35 5-year-old boys on two measures of sex-role "orientation," two mea
sures of sex-role "preference," and five measures of "creativity" (for the pur
ported distinction between sex-role orientation and preference, see Biller, 1969). 
Creativity was measured by asking the children to name all the "red and round 
things" they could think of and to give as many uses as they could for a news
paper, a knife, and a coat hanger. The total number of responses and the number 
of unique responses were converted to a standard score that served as the final 
index of creativity. 

The results showed that degree of creativity was not associated with either 
sex-role orientation or sex-role preference. Biller et ai. (1969) did find, however, 
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that the boys who showed a "mixed" sex-role pattern (e.g., high on orientation 
but low on preference) had higher creativity scores than the boys who showed a 
consistent sex-role pattern (e. g., low on both orientation and preference). Thus, 
in this sample, the boys who were most feminine were not the ones with the 
highest creativity scores. 

In another study, Lott (1978) recorded 41 adult- or peer-directed social 
behaviors of 72 kindergarten children (35 boys, 37 girls). Each child was ob
served continuously for four 15-minute periods. Parents and teachers indepen
dently rated these behaviors in terms of their sex-role appropriateness. The 
degree to which each child actually engaged in sex-typicai behavior was used to 
form two groups-one that "matched" adult sex-role expectations and one that 
did not. A creativity measure similar to the one employed by Biller et ai. (1969) 
was used. For both boys and girls, Lott found that the less sex-typed children 
were more creative than the children who were more sex typed. 

In Hemmer and Kleiber's (1981) study, the relation between creativity and 
peer nominations of sissy boys was also examined. They used three measures of 
creativity derived from Torrance's (1966) Unusual Uses Test as well as teacher 
and peer ratings of creativity. The degree of creativity on the Unusual Uses Test 
was moderately correlated with sissy nominations in Grade 3-4 boys but less so 
in Grade 5-6 boys. The teacher rating of creativity was moderately associated 
with sissiness in both Grades 3-4 and 5-6, but the peer rating was not. Some 
caution should be given to these findings because only about a third of the boys 
in the study were given the Unusual Uses Test. 

On the whole, these studies point to a moderate relation between (pri
marily) verbal measures of creativity and patterns of masculinity/femininity; 
however, they do not appear to give strong support to the prediction that femi
ninity per se is associated with creativity. 

What is known about the creative abilities of clinic samples of cross-gender
identified boys? Green and Money (1966) reported that of 20 feminine boys, 9 
displayed an "exceptional interest in theatrical stage-acting [and] dramatic role
taking in childhood play ... from an early age" (p. 536). Interestingly, they 
noted that 7 of the boys "utilized the opportunity to play-act at being a woman." 
In a subsequent study, Green (1976) reported that feminine boys had a much 
greater interest in playacting than did masculine boys. 

To what extent do these interests extend into later life? Zuger (1978) re
ported that 7 of 16 "effeminate" boys (age range 4-16) were interested or actively 
involved in "creative" professions (e.g., acting, art, music) at follow-up (age 
range 16-29). Money and Russo's (1979) adult follow-up of 9 cross-gender
identified boys found that 4 were in what could be considered creative profes
sions, including one who had achieved a "high degree of recognition." These 
findings, of course, are consistent with the view that adult homosexuals are 
"overrepresented" in some of the arts (see Whitam & Dizon, 1979). 
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In general, these data suggest that a meaningful association exists between 
cross-gender identification and creativity in boys. Nevertheless, it should be 
noted that, apart from parent report, there has been no systematic assessment of 
creativity in a clinic sample of cross-gender-identified boys. Such an assessment 
would be desirable because some claims regarding the unique attributes of cross
gender-identified boys in this domain have not been replicated. For example, 
Finegan et ai. (1982) could not confirm Money and Epstein's (1967) finding of 
greater verbal as opposed to perceptual ability in feminine boys, though they did 
find a narrower difference between Vocabulary and Block Design subtest scores. 
In any case, a more important issue is the extent to which femininity and 
creativity are causally related. Treatment studies might attempt to monitor 
whether reductions in cross-gender behavior and increases in same-gender be
havior are related to reductions in creative skill. My own speculation is that only 
the focus of creative abilities would change. 

TREATMENT 

A variety of therapeutic strategies have been employed with cross-gender
identified children. Because others have spent considerable space outlining ra
tionales for treatment (e.g., Green, 1974; Marlowe, 1979; Rekers, 1977a; Re
kers, Bentler, Lovaas, & Low, 1978b; Rekers, Rosen, Lovaas, & Bentler, 1978; 
Rosen, Rekers, & Bentler, 1978), I will only briefly consider these issues here. 
The major focus of this section will be to evaluate the evidence regarding 
therapeutic change within childhood. 

Treatment of cross-gender-identified children has been justified for two 
main reasons. First, the retrospective data suggest that these children are "at risk" 
for transsexualism, homosexuality, or transvestism. Treatment as a possible pre
vention of these psychosexual outcomes and their purported negative emotional 
correlates is therefore advocated. In general, it would seem that preventing either 
transsexualism or transvestism is a goal that will never gather systematic opposi
tion, but to make the same claim for homosexuality is highly unlikely. Although 
many parents would probably prefer that their child not become homosexual, 
my own experience suggests that the range of acceptance for such an outcome is 
considerable. It would seem, therefore, that the prevention (or encouragement) 
of homosexuality in its own right is, at present, primarily an ideological issue 
(see, e.g., Bayer, 1981; Morin & Schultz, 1978; Rekers, 1982a, 1982b; Rich, 
1980). Nevertheless, the apparent connection between childhood cross-gender 
behavior and these psychosexual outcomes is typically ignored or dismissed by 
those who question the treatment of cross-gender-identified children (e.g., Gel
fand, Jenson, & Drew, 1982, p. 14; Nordyke, Baer, Etzel, & LeBlanc, 1977; 
Winkler, 1977; Yussen & Santrock, 1982). Moreover, it could be argued that the 
clinician has some obligation to inform parents of the possible psychosexual 
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sequelae of cross-gender behavior. Such knowledge may be helpful for some 
parents in ultimately accepting their child's sexuality, whatever the outcome may 
be. 

The other reason for advocating treatment is that cross-gender identification 
is associated with a variety of negative sequelae within childhood, most notably 
peer ostracism. As stated by Rekers et al. (1977b), "labeling and peer rejection 
are perhaps the major sources of the [cross-gender-identified boy's] extreme 
unhappiness and discontent" (p. 5). Although this argument has been stressed by 
many writers, our review provided only minimal support for the peer rejection
psychopathology hypothesis. Clinically, my own experience has been somewhat 
different from what others report. I have not been impressed by the pervasiveness 
of peer ostracism during early childhood, though by late childhood its presence is 
more obvious. Thus, unless one wishes to advocate treatment in order to avoid 
subsequent peer ostracism, I am not convinced that this rationale is a compelling 
one. Moreover, to advocate treatment simply because others do not "like" one's 
behavior can only be taken so far as a general principle. 

In my view, offering treatment to a child (either on his or her own or 
through parental consent) can be justified for a relatively simple reason. Cross
gender identification constitutes a potentially problematic developmental condi
tion. Taken to its extreme, the outcome appears to be transsexualism. To make 
children feel more comfortable about their sex does not, in my view, constitute 
an unreasonable treatment goal. Although there is considerable disagreement 
about how one might achieve this aim, the goal itself seems relatively benign. 

Behavior Therapy 

Working primarily from a social-learning perspective (see Rekers, 1972), 
Rekers and his colleagues have published eight case reports of therapeutic inter
vention with cross-gender-identified children (Rekers, 1979; Rekers & Lovaas, 
1974; Rekers & Mead, 1979; Rekers, Lovaas, & Low, 1974; Rekers & Varni, 
1977a, 1977b; Rekers, Yates, Willis, Rosen, & Taubman, 1976; Rekers, Willis, 
Yates, Rosen, & Low, 1977c). Table 15 provides information regarding a 
number of characteristics of these studies. It can be seen that all eight children 
were treated, at least in part, in a clinic setting. In six cases, the child's sex-typed 
play was the primary target of behavioral change (see Table 15).9 As stated by 
Rekers and Lovaas (1974), the therapeutic goal in the clinic (for boys) was to 
"extinguish feminine behavior and to develop masculine behavior" (p. 179).10 

9Sex-typed speech content is also mentioned as a target of change in a number of these reports. 
Because verbal behavior occurred infrequently during these sessions, it was not the main focus of 
the analyses. 

lOIn this regard, a recent claim by Rekers and his colleagues that their "intent and ... practice has 
[been 1 ... to enhance supporting masculine behaviors, while maintaining the coexisting feminine 
behaviors" (Rosen, Rekers, & Brigham, 1982, p. 372; emphasis added), is puzzling. 
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In each case, treatment was preceded by a number of 5-minute baseline 
sessions in which the child's sex-typed play with masculine and feminine toys or 
dress-up apparel was recorded from behind a one-way mirror. During baseline, 
the child was either alone or in the presence of an adult (parent or stranger), who 
sat quietly and observed. 

Across the six cases, the number of baseline-alone sessions averaged 17 
(range, 12-28), and the number of noninteractive adult "probe" sessions aver
aged 5.8 (range, 3-8). Although the rationale for determining the number of 
baseline sessions per child was not specified, a reasonably consistent pattern of 
sex-typed play occurred across the six cases. In the alone sessions, the children 
played primarily with the cross-sex toys and dress-up apparel, with the exception 
of one child whose play was about equally distributed between the same-sex and 
cross-sex toys (Rekers & Varni, 1977b). The non interactive adult probe sessions 
yielded similar results. Inspection of each case shows that the child generally 
played in much the same way as he or she had when alone. II 

Following baseline, a variety of treatment strategies were introduced. In five 
reports (see Table 15), "social attention" or "differential social reinforcement" 
constituted either the first or the only intervention. This procedure involved the 
parent or a stranger attending to the child's same-sex play (by looking, smiling, 
and verbal praise) and ignoring cross-sex play (by picking up a book and pretend
ing to read). During these treatment sessions, a new set of stimuli ("therapy 
toys") was used. In all five cases, sharp reversals occurred in the child's play 
behavior, with a shift to predominantly same-sex play. 

As noted by Rekers (1977b), one limitation of this intervention has been 
inconsistent generalization to other "stimulus" conditions. Within the clinic 
setting, for example, reinstatement of the alone condition frequently resulted in 

llThis interpretation contradicts Rekers's (1975) claim that the presence of an adult is a stimulus 
condition less likely to consistently elicit cross-sex play than the "alone" condition. Part of the 
reason for my different interpretation is inconsistent data reporting on Rekers's part. In the 1975 
paper, the sex-typed play of five boys is reported, two of whose treatment is presented elsewhere 
(Rekers, 1979; Rekers & Lovaas, 1974). In the Rekers and Lovaas report, the adults present were 
either the mother (X2) or a male stranger (XI), but in the 1975 paper the father is also reported as 
present. In the father-present condition, the child played primarily with same-sex toys. In the 1979 
report, Rekers stated that the child "had been predominantly masculine" in the mother's presence 
during baseline, but these data are not provided. The mother-present data are reported in the 1975 
paper, and the child's play showed a mixed pattern-on three trials with toys, feminine play 
averaged 33%; on three trials with dress-up apparel, feminine play averaged 67%. Part of the 
problem here is that the treatment paper (Rekers, 1979) includes only the data for the toys. In any 
case, the failure to report all of the adult probe conditions in the treatment papers is puzzling. In 
the three other cases reported by Rekers (1975), evidence of no cross-sex play in at least one of the 
adult probe conditions is convincing. Nevertheless, it appears that more cross-gender-identified 
children are less influenced by the presence of an adult, at least prior to therapeutic intervention, 
than the Rekers's (1975) report would lead one to believe. 
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a return to cross-sex play. In the Rekers and Lovaas (1974) report, for instance, 
the first four alone sessions that followed two "series" of the intervention resulted 
in a predominance of cross-sex play. After the third series, however, six of the 
remaining seven alone sessions resulted in a predominance of same-sex play. In 
the Rekers et al. (1976, Study 1) report, there were only three "alone" sessions 
that followed intervention before a new form of treatment was instituted-in all 
three sessions, cross-sex play occurred almost exclusively. In the three other 
reports that included social attention as the first or only intervention, there was 
either no evidence of generalization to the alone sessions, (Rekers & Varni, 
1977a) or it was inconsistent (Rekers, 1979; Rekers & Varni, 1977b). 

Generalization was also evaluated during noninteractive adult probe ses
sions. The adult either was the "therapist" or an adult who was not involved in 
the intervention. In two reports (Rekers, 1979; Rekers & Lovaas, 1974), there 
was virtually no cross-sex play in this condition; however, in three other reports 
(Rekers & Varni, 1977a, 1977b; Rekers et al., 1976), evidence for generalization 
(i.e., maintenance of same-sex play) was inconsistent. 

Given these findings, other treatment strategies within the clinic were em
ployed in four cases in an effort to maximize generalization (see Table 15). In 
Rekers et al. (1976), two new treatments followed the social attention interven
tion. The first (Treatment B) involved the mother verbally prompting her child 
not to play with the cross-sex toys while continuing to offer praise for same-sex 
play. The second (Treatment C) involved the mother's waiting outside the room 
until the child engaged in cross-sex play, at which time she entered the room to 
instruct the child not to do so. Although Rekers et al. claimed these treatments 
were effective in modifying the child's cross-sex play, it is, in fact, not clear 
whether this is so. For example, Rekers et al. noted that in the first two sessions 
of Treatment B, the child played exclusively with same-sex toys, so the negative 
contingency for cross-sex play was not given. A general lack of cross-sex play 
during Treatment C also occurred, so it is not clear how many times the mother 
actually entered the room to discourage cross-sex play. What seems to have 
occurred is that the child was already playing primarily with same-sex toys when 
the mother was present in the room prior to the initiation of Treatment B (see, 
e. g., session 46). Rekers et al. did find that following a number of these two 
interventions, the children remained exclusively same sex in play when in an 
"alternate" room (session 67) and with the father as the therapist (session 70). 
However, Rekers's (1977b) claim that these additional interventions (e. g., new 
room, new therapist) "substantially eliminated the stimulus-specificity of 
the ... treatment effects" (p. 283) is dubious, given that major shifts in the 
child's play had occurred prior to their initiation (see, e.g., sessions 49-57, 59-
66). 

In the three other reports (Rekers & Mead, 1979; Rekers & Varni, 1977a, 
1977b), self-monitoring (with and without behavioral cuing) and self-reinforcing 
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procedures were employed. The rationale for employing these techniques was to 
increase the generalization effects by eliminating the child's reliance on external 
cues (i. e., social attention). In the Rekers and Varni report (1977a), these pro
cedures followed the social attention intervention. During 12 sessions with be
havioral cuing, the child was exclusively same sex in play. In the five alone 
sessions that followed, the child was predominantly cross sex in play in four; 
however, two sessions in which the child's aunt was present resulted in exclusive 
same-sex play, a clear shift from baseline behavior. Following three additional 
self-monitoring sessions and three self-reinforcing sessions, the child was again 
exclusively cross sex in play during two alone sessions. Three of four self-rein
forcing sessions with novel therapy toys resulted in exclusive same-sex play; 
unfortunately, generalization could not be assessed as the child's aunt and uncle 
terminated treatment at this point against the therapist's advice. 

Rekers and Varni (1977b) also employed self-reinforcement following the 
social attention intervention. Generalization following this latter intervention 
had resulted in a substantial preference for same-sex toys but approximately 
equal preference for same-sex and cross-sex dress-up apparel. Relative to base
line, these patterns represented only moderate changes in play. The superiority 
of the self-reinforcing procedure appears to have occurred only for play with the 
dress-up apparel (cf. sessions 19-21 vs. 28, 33,40, and 43). 

In the third report (Rekers & Mead, 1979), only self-monitoring was em
ployed as the intervention. A total of 59 sessions were conducted, which were 
interspersed with 18 alone sessions. The majority of alone sessions with dress-up 
apparel resulted in a predominance of same-sex play; in contrast, the first 5 
"alone" sessions with toys resulted in almost exclusive cross-sex play but the last 
4 "alone" sessions resulted in exclusive same-sex play. Both of these patterns, on 
average, represent significant shifts in play relative to baseline. 

Rekers's (1977b, 1983a) claim that self-monitoring procedures are more 
effective than the social attention procedure does not appear to be strongly 
supported by these data, particularly the Rekers and Varni (1977a, 1977b) re
ports. In these two cases, evidence for greater generalization in the clinic is not 
strong, nor does it appear to be greatly superior to the social attention interven
tion. Even if self-monitoring had had a stronger effect, interpretation of this 
would be confounded by time because self-monitoring followed social attention 
in both cases. The Rekers and Mead (1979) report is more convincing, but 
replication studies are clearly required. It should be noted, for example, that the 
child in this report was female and also older than the children in the other five 
reports in which play was the target of change in the clinic. These subject 
variables could also have played a role in the treatment's relative effectiveness. 

In addition to inconsistent generalization within the clinic, Rekers (1977b) 
has also commented upon the lack of generalization to other settings, such as the 
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home and school. 1Z Accordingly, in two cases attempts were made to modify the 
child's play behavior in the home (Rekers & Lovaas, 1974; Rekers & Mead, 
1979) and in one case in the school (Rekers & Varni, 1977b). 

Rekers and Lovaas (1974) reported baseline home data that indicated the 
child spent much time with girls, used feminine gestures fairly often, and played 
with dolls. Using a token reinforcement intervention, the child was first penal
ized by his mother for doll play. This resulted in a cessation of doll play, but this 
effect did not generalize to the other cross-sex behaviors. Application of the 
intervention to gestures and play with girls, respectively, resulted in their 
cessation. 

In the other home intervention (Rekers & Mead, 1979), self-monitoring 
procedures were used to modify the child's play. With the exception of a short 
"satiation" effect, which was alleviated by the introduction of new stimuli, the 
child was primarily same-sex in play following intervention (for details, see 
Rekers & Mead, pp. 412-414). 

Rekers and Varni (1977b) reported baseline school data that showed the 
child engaged in cross-dressing, feminine role play, and play with girls. Self
monitoring and self-reinforcement procedures for cross-dressing resulted in sub
stantial declines in its occurrence, and this appeared to generalize to feminine 
role play, but not to play with girls. Reversal probes and additional self-monitor
ing sessions indicated that cross-dressing had ceased. Play with girls was not 
modified as it was felt that the level of involvement was within the range for other 
children in the class. 

Rekers and his associates have also attempted to modify cross-sex man
nerisms and speech content in the clinic setting (Rekers et al., 1974, 1976 [Study 
2], 1977c). In the presence of a research assistant, Rekers et al. (1974) obtained 
baseline data of the child's same-sex and cross-sex speech content and cross-sex 
voice inflection during 20-minute story-telling sessions. Differential reinforce
ment was then instituted for three sessions in which the assistant responded to the 
child's questions regarding same-sex or neutral topics but withdrew social atten
tion if the child made reference to cross-sex topics. This procedure resulted in a 
decrease in cross-sex speech content and an increase in same-sex speech content. 
In addition, there appeared to be evidence of "response generalization" in that 
the percentage of cross-sex voice inflections decreased as well. Three subsequent 
return-to-baseline sessions showed an increase in cross-sex speech content but 
only minimal changes in same-sex speech content and cross-sex voice 
inflections. 

12It could be argued that the failure to generalize was due to the use of new toys ("therapy toys") 
during the treatment sessions. Given that generalization tended to occur in the presence of adults, 
this explanation is not entirely adequate. 
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In the second report, Rekers et ai. (1976) recorded the occurrence of flexed 
elbow and feminine running during a throwing game in the presence of a 
research assistant. Following baseline, a "response cost" and verbal prompt 
procedure was instituted. The child's mother was eventually phased in as the 
therapist, and, in addition, began the same treatment procedure at home the day 
it started in the clinic. Beginning with the first clinic treatment session, there 
were substantial declines in the frequency of the two cross-gender mannerisms. 
Because the child had stopped running in the first session, interpretation of the 
treatment effect for feminine running was considered equivocal. In any case, the 
absence of reversal or return-to-baseline sessions raises some questions as to the 
role of treatment in the child's changed behavior though the magnitude of the 
change makes alternative explanations unlikely. The home treatment was not 
analyzed due to the mother's irregular collection of data. 

In the third report, Rekers et ai. (1977c) attempted to modify the child's 
feminine mannerisms and speech inflection. The child's feminine mannerisms 
were initially recorded in two contexts. First, the occurrence of eight man
nerisms was recorded during sex-typed play in alone and adult-present condi
tions. Then, the child was trained in a complex videotape feedback procedure to 
identify their occurrence correctly. This latter procedure was instituted because 
the child claimed that he could not on his own identify these mannerisms when 
they occurred in everyday life. Treatment of these cross-gender behaviors was 
conducted in a third context, in which the child threw a tennis ball at a "happy 
face" target or played a dart gun game. During these games, a "response cost" 
and verbal prompt procedure was employed. Following baseline, the response 
cost procedure was applied to each instance of feminine speech inflection. The 
verbal prompt was subsequently superimposed on the response cost procedure 
because the child "expressed his difficulty in discriminating his 'girlish talk. ", 
Limping-the-wrist, one of nine feminine mannerisms that was measured during 
these procedures, was also eventually treated with response cost and verbal 
prompts. 

Once these procedures were instituted, the occurrence of feminine voice 
inflection decreased but limping-the-wrist and the other feminine mannerisms 
were not affected; once the procedures were applied to limping-the-wrist, there 
was a general decrease in the occurrence of the feminine mannerisms. 

In two other reports (Rekers et ai., 1974, 1977c; cf. Rekers & Lovaas, 1974), 
modification of cross-gender mannerisms and voice inflection was the primary 
target of intervention in the home. As was the case with play behavior, Rekers et 
ai. (1974) noted that modification of the child's mannerisms and voice inflection 
in the clinic did not generalize to the home. Using a token reinforcement 
procedure, the child was first penalized by his mother for engaging in feminine 
gestures, following which feminine speech and high voice inflection were penal
ized. Relative to baseline, Rekers et ai. (1974) reported that the response cost 
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procedure was effective in reducing the gestures but that this did not generalize to 
feminine speech, including high voice inflection; however, once the procedure 
was applied to this behavior, it decreased in frequency. Rekers et al. noted some 
evidence for masculine "replacement" in speech content following this interven
tion, though inspection of their data suggests that this effect was somewhat 
inconsistent (see sessions 25-55). Similar findings for these two behaviors were 
also reported by Rekers et al. (l977c) using a response cost and verbal prompt 
procedure. 

Rekers et al. (1974) also treated the child's cross-gender mannerisms and 
voice inflection (including speech content) in the classroom because neither the 
clinic nor the home treatments of these behaviors had generalized to this setting. 
Using a response cost procedure applied to the cross-gender mannerisms, there 
was a slow decrease in their occurrence, and by the end of three weeks were no 
longer observed. At this point, the school term ended; observation of the child in 
a new classroom the following term indicated that there was no generalization in 
the treatment effect. Reinstatement of the response cost contingency successfully 
reduced the occurrence of cross-gender mannerisms once again. In addition, 
Rekers et al. noted that there was some evidence of response generalization to 
voice inflection and speech content. Although these data suggest success in 
reducing cross-gender mannerisms in the school setting, it should be noted that 
there were no data to show that the effect remained once the therapeutic con
tingency was removed. 

Finally, Rekers has reported the shaping of athletic behaviors, such as 
throwing a football, using both modeling and reinforcement of successive ap
proximations (Rekers, 1979; Rekers et al., 1974, 1977c). In the study by Rekers 
(1979), success at socking a ball occurred rapidly following training, but it did 
not generalize to kicking a ball; however, once training was introduced for the 
latter, the child gradually acquired this skill. Similar findings were reported 
descriptively in the two other reports, though in one (Rekers et al., 1974), the 
child's motivation for athletics remained weak. 

In addition to the studies by Rekers and his associates, three other cases have 
been reported in the literature in which behavior therapy techniques were em
ployed with cross-gender-identified children. Dupont (1968) instructed the par
ents of an 8-year-old boy to cease giving him negative attention when cross
dressed. Rather, the parents were to give him positive attention (e.g., by saying 
that they liked him as a boy). Dupont claimed this strategy resulted in a cessation 
of cross-dressing, which had been occurring at least two to three times a week for 
several months prior to treatment. Dupont felt the child's behavior was related to 
the fear that he would be no longer valued as a boy because his mother had 
originally hoped for a girl and was currently pregnant and again hoping for one. 
Dupont felt that the child was attempting "to make himself into the desired girl" 
the mother wanted. Diagnostically, it should be noted that this child probably 
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would not have met DSM-III criteria for a gender disturbance, at least as judged 
by the information presented in the report. 

Myrick (1970) reported on school-based treatment for a 9-year-old boy in 
which the target behaviors were the child's poor masculine athletic skills and his 
peer relations. Baseline data were collected on five variables: (1) the amount of 
time playing with girls and boys on the playground; (2) whether he sat with boys 
or girls at lunchtime; (3) choice of activities during physical education; (4) peer 
status in class, as judged by a sociometric procedure; and (5) self-ratings on a 
number of semantic differential scales. Treatment lasted for 5 weeks. Twice a 
week, a female physical education teacher tutored the child in masculine athlet
ics. The child was then given verbal praise, as appropriate, during team play. In 
the classroom, the child was seated next to the most popular and athletic boy, so 
that he would have "more opportunity to identify with a model boy." In addi
tion, there were two classroom discussions regarding friendships and making new 
friends. 

Following treatment, the baseline measures were recorded once again. 
Major shifts were reported in almost all areas; for example, the child played 
exclusively with boys on the playground, sat with boys at lunch, and was per
ceived as a quite popular boy by his classmates, a clear shift from his status as an 
"isolate" prior to treatment. As was the case in Dupont's (1968) study, the formal 
diagnostic status of this child is not clear from the available data. 

Hay, Barlow, and Hay (1981) employed a "covert modeling" procedure to 
modify cross-gender motoric behaviors in a lO-year-old boy with an extensive 
cross-gender history. During five weekly pretreatment videotape sessions, the 
child was asked to walk, sit, stand, and carry books. A videotape was also made of 
the child talking with the therapist in order to provide a sample of five man
nerisms and gestures. Two raters, blind to phase of treatment (baseline, treat
ment, posttreatment), were trained to identify the "gender-specific" charac
teristics of these behaviors and, from the videotapes, make a subjective judgment 
of masculinity on a 0-100% scale. Similar ratings were made during treatment 
and posttreatment. The child's parents made daily subjective ratings on a 0-
100% masculinity scale with regard to the child's cross-gender motoric behaviors 
and with regard to his "overall masculine behavior and percent of masculine 
play." 

Following baseline, there were 3-week sequential treatments of walking, 
sitting, standing, carrying books, and mannerisms/gestures. For each behavior, 
the child was told "to use his imagination whenever he wanted to remind himself 
how to perform one of the target behaviors in a masculine way" (p. 390). The 
child participated in the formulation of all covert modeling sequences and the 
"Six Million Dollar Man" was utilized as the model to be imagined (for details, 
see Hay et ai., 1981, pp. 390-391). 

Following the introduction of treatment for walking, clinic ratings of mas-
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culinity increased sharply, but there was no generalization to the other targeted 
behaviors. Each time a behavior was treated, masculinity ratings increased; 
ratings of previously treated behaviors remained stable even though they were no 
longer the target of treatment. Parental ratings for these behaviors yielded similar 
findings. In addition, parental ratings of "percentage of masculine behavior" also 
showed clear increments over treatment (48% to 72 %) as did "percentage of 
masculine play" (25% to 79%). 

Hay et al. (1981) concluded that covert modeling, in addition to being cost
effective, showed promise as a treatment for cross-gender identification in that it 
seemed less susceptible to stimulus and response specificity. At least two caveats 
about this interpretation must be raised. First, although the parents were appar
ently "blind" as to the specific behavior being treated during each 3-week inter
val, knowledge that treatment had begun could have biased their global ratings. 
One would also like to have greater assurance than is given in the report that the 
child did not inform his parents about the different phases of treatment. Second, 
whether or not covert modeling is a superior technique than the techniques 
employed by Rekers and his associates requires considerable replication research. 
It is quite possible that the child's age and intelligence ("bright normal") were 
subject variables that would enhance any treatment strategy. 

Follow-Up within Childhood. In the eight case reports by Rekers and his 
colleagues, follow-up assessments were conducted anywhere from 5 weeks to 
3 112 years after the end of treatment (see Table 15). The nature of these follow
ups varied, involving one or more of the following: clinical interviews of the 
child and family by those not involved in treatment, home and school observa
tions by assistants unknown to the child, a battery of diagnostic tests (see Rosen et 
al., 1977), and reports from neighbors and teachers. 

In general, Rekers concludes that strong shifts had occurred in gender 
identity and behavior. For example, Rekers and Lovaas (1974) reported that 26 
months after treatment, parent, neighbor, and teacher data "concurred that [the 
child] was indistinguishable from any other boy in terms of gender-related behav
iors" (p. 186). Home and school observations indicated that "none of [the 
child's] pretreatment feminine behavior was [present]" (p. 186). Elsewhere, Re
kers (1977b) reported that the child had a "normal gender identity" 3 112 years 
after treatment, as judged by a clinical interview and a battery of psychological 
tests. And, as a young adolescent, he is described as "indistinguishable from any 
other normal teen-age boy" (Rekers, 1982b, p. 139). 

Similar findings have been echoed in the remaining seven case reports. 
Perhaps the only lingering "signs" of a gender problem (in the boys) were the 
tendency to become effeminate under stress (e.g., Rekers et ai., 1974) and to 
remain relatively unskilled or uninterested in masculine athletics (e. g., Rekers & 
Lovaas, 1974; Rekers et al., 1976). On their own, however, these behaviors 
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obviously do not warrant a continued diagnosis of a gender disturbance. Dupont 
(1968) and Hay et ai. (1981) have also reported the maintenance of changes in 
cross-gender behavior at follow-up. 

In general, the behavior therapy studies seem to have identified effective 
strategies in modifying specific cross-gender behaviors. Within the conceptual 
framework of this paradigm, however, the problem of stimulus and response 
specificity during treatment appears by no means resolved. 

Interpretation of the data regarding long-term change (i. e., at follow-up) 
appears somewhat more controversial. Because there are, no doubt, at least some 
age-related changes with regard to the expression of cross-gender behavior (cf. 
Bentler, 1976; Green, 1975; Zuger, 1978), one has to wonder how many of the 
presenting behaviors would have disappeared "spontaneously" by late childhood, 
the time at which the majority of Rekers's cases were followed up. 

Retrospective data from adult homosexuals indicate "spontaneous decay" of 
certain cross-gender behaviors between childhood and adolescence (e. g., Harry, 
1983; see also Freund, Chapter 9); however, this is a long time span and one has 
to wonder whether, as in Harry's (1983) study, the same behaviors assessed at 
different ages can be used and have the same psychological meaning. In our own 
research, I-year follow-up data have been analyzed on 43 gender-referred chil
dren and their siblings (Zucker, Doering, Bradley, & Finegan, 1981; un
published data). Evidence was found for both stability and change. For example, 
the percentage of gender-referred children who drew an opposite-sex person first 
on the Draw-a-Person test declined substantially, but there was no significant 
change in cross-sex play on a sex-typed free-play task. Because the majority of the 
children received at least some kind of therapy, these findings cannot be consid
ered representative of a no-treatment control group. However, preliminary anal
yses (Zucker et ai., 1981) indicated that certain parameters of therapy (e.g., 
number of sessions) were unrelated to behavior at follow-up. Given that there 
was evidence for both stability and change, it would seem that more careful 
analyses of the nature and the timing of change in cross-gender-identified chil
dren is called for. 

Another problem lies in the interpretation of the follow-up data that purpor
tedly document the durability of treatment. Consider, for example, Rekers' 
(1979) treatment of a 7-year-old boy, who, at the age of 10, was found "in his 
natural environment [to show] predominantly masculine play behavior" (Rekers, 
1978, p. 270). Although Rekers (1978) did not specify what was meant by 
"masculine play behavior," it is interesting to note that the child was exclusively 
feminine in his play behavior during the final two alone sessions following 
treatment in the clinic 3 years earlier. Given the problems of stimulus and 
response specificity, one has to wonder whether treatment per se was responsible 
for this child's masculine play behavior at age 10. Alternatively, one could argue 
that because the child was primarily "masculine in the presence of his mother" 
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(Rekers, 1979, p. 259) in the clinic before treatment began, the follow-up obser
vations, in the presence of an observer (and, perhaps, the mother), simply 
replicated what had already occurred prior to therapeutic intervention. A more 
meaningful evaluation at follow-up might have involved further observations in 
the clinic in an "alone" condition. 

Another issue involves understanding how focusing on a specific behavior 
(e.g., play) results in the more pervasive change in "cross-gender identification" 
that Rekers reports at the end of treatment and at follow-up. For example, Rekers 
et al. (1976) modified the child's play with toys and two effeminate mannerisms 
in the clinic. At follow-up, it was concluded that 

response generalization occurred to the child's gender identity ... since we observed 
a cognitive change as a function of overt behavior change. (Rekers et al., 1976, p. 56) 

Presumably, this means that the child no longer made verbal statements about 
wanting to be a girl. The finding of response generalization after treatment is 
puzzling, however, given the problem of response specificity during treatment 
(Rekers, 1977b). One possibility is that verbal cross-gender statements tend to 
decline with age, regardless of treatment (cf. Green, 1975; Zucker et al., 1984). 
Another possibility is that cross-sex wishes disappear because their initial ex
pression is intimately related to other aspects of the child's gender behavior. 
Given young children's limited appreciation of gender constancy (Kohlberg, 
1966), the wish to be the opposite sex may simply reflect the child's sex-typed 
behavioral interests. Hence, once the interests change, so too may the verbal 
correlates. Wolfe (1979) has been critical of Rekers's failure to evaluate the 
"functional significance" of cross-sex wishes. As noted earlier, part of the prob
lem is a conceptual one, in terms of viewing cross-sex statements as unique, 
rather than as simply contributing to the general degree to which the child is 
cross-gender identified. 

Psychotherapy 

Psychoanalysts and analytically oriented psychotherapists have also contrib
uted to the treatment literature on cross-gender-identified children. Table 16 
presents a selected summary of 18 case reports of gender-problem boys. In sifting 
through these reports, a number of theoretical themes seem to have guided the 
therapist in understanding and addressing the "symptoms" of cross-gender iden
tification. These include the following: 

1. Both parents bring to their relationship serious personality difficulties 
that, in some instances, revolve around a masculinitylfemininity axis. For exam
ple, it is claimed that the mothers, for a variety of complex reasons, devalue 
masculinity, are envious and angry toward men, and that this is felt by the young 
boy. In some cases, the mother actively encourages femininity in her son; in 
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others, the OrIgm of the boy's femininity is less clear; however, the mother 
reports that she saw nothing wrong with it (e. g., that it was funny or cute), and so 
the behavior pattern continues until an agent external to the family signals that 
something is amiss. The fathers in these cases typically receive attention only by 
default, in that they are viewed as unable psychologically to counteract the 
mother's feminizing influence. Because of these family dynamics, the boy be
comes "fixated" at a "preoedipal" level of development, a time in which it is 
claimed that there is a "normal" phase-specific feminine identification with the 
mother (e.g., Lampl-De Groot, 1946; Stoller, 1974). The child's continued 
femininity reflects the failure on the part of the parents in permitting their child 
to move out of this phase of development (see, e.g., Greenson, 1966). 

2. In other reports (e.g., Charatan & Galef, 1965; Friend, Schiddel, Klein, 
& Dunaeff, 1954; Sperling, 1964), the role of "castration anxiety" is emphasized 
as a stressor that either produces or intensifies the child's feminine identification. 
The role of subjectively perceived trauma (e.g., tonsillectomy) during a period of 
heightened sensitivity to bodily integrity is also given consideration. 

3. Other authors have suggested that feminine identification in boys is 
related to actual (e.g., Gilpin, Raza, & Gilpin, 1979) or perceived (e.g., 
Fischhoff, 1964; Stone & Bernstein, 1980) loss of the maternal caregiver. The 
child's feminine interests (e.g., cross-dressing) are understood to represent "sym
bols" of the lost object and presumably function as anxiety reducers. 

4. In still other reports, feminine identification is seen as an attempt to 
master the experience of feeling overwhelmed by a subjectively experienced 
omnipotent mother (e. g., Fischhoff, 1964). This sense of powerlessness results 
in an identification with the "aggressor." Bloch (1976) even goes so far as to 
suggest that the "acted-out fantasy of a sexual reversal" is a "common defence 
against the parents' threat of infanticide." 

5. Finally, two reports consider the father's role in a more active way. One 
report (Lothstein & Levine, 1981) emphasized fear of masculine aggression as a 
reason for the child's cross-gender identification, whereas the other (Francis, 
1965) placed emphasis on the role of paternal "seduction" in inducing a "pas
sive-feminine" father-son relationship. 

One of the complexities in interpreting psychoanalytic case reports concerns 
the richness of the data, data that are, no doubt, highly selective. A related 
problem is that most authors invoke multifactor explanations for the genesis and 
maintenance of cross-gender identification; yet it is often difficult to surmise 
what the author felt were the necessary and sufficient conditions. Finally, the 
reader himself or herself can often find plausible interpretations that the author 
failed to consider. As an example, consider a report by Fischhoff (1964, Case 1). 
From the available information, the boy appears to have met DSM-III criteria 
for gender identity disorder of childhood. In this case, the parents "had at
tempted by word and deed to encourage ... 'boylike' [behavior], but all efforts 
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had failed" (p. 278). Fischhoff appeared to place great weight on the child's 
traumatic reaction to the birth of a brother, upon which he became withdrawn, 
depressed, and fearful of physical injury. Moreover, it was felt that the child's 
gender symptoms began at this time. In therapy, we learn from the child that he 
felt, following his brother's birth, "very unhappy ... and ... that his mother 
did not like him" (p. 280). His anger at his mother could not be expressed, and 
Fischhoff interpreted the femininity as an indicant of the boy's envy at the 
mother's powerfulness (e.g., in being able to produce a baby) and rage (by 
becoming a caricature of his mother). It was felt that the child's increased ability 
to express anger at his mother in therapy and at home was related to a decline in 
cross-gender behavior. 

What one does not know from this report, at least directly, is why the child 
felt so threatened by his brother's birth in the first place. We are not even told the 
child's age at the time this event occurred. The only clue that Fischhoff (l964) 
provides is that the mother had hoped for a girl when pregnant with the patient. 
Perhaps the child's sense that his two older brothers were "more prized and 
treasured than he" (p. 280) was related to his "choice of symptoms," that is, he 
would be more accepted by his mother if he acted like the girl she had wished 
for. Although this idea appears to contradict Fischhoff's claim that the parents 
attempted to convince the child to be masculine, we know very little as to what 
the actual behavior of the parents was toward this child and how their behavior 
might have contributed to his sense of powerlessness and rage. 

Regardless of the complexities in interpreting why these children developed 
their symptoms, it is of interest whether there were changes in behavior by the 
end of therapy. Some of the reports do not even provide information with regard 
to change (e.g., Stone & Bernstein, 1980; Volkan, 1979)1 In the remaining 
reports, there is either minimal or mixed evidence of change (e.g., Friend et ai., 
1954) or strong evidence of change (e.g., Greenson, 1966; Sperling, 1964). 
Thus, at least in some cases, it appears that cross-gender-identified children leave 
psychoanalytically oriented psychotherapy with a change in their behavior. 

The psychological mechanisms that might be involved in such change 
cannot be explored in depth in this chapter. Until controlled studies are carried 
out, most changes, of course, could be attributed to age-related factors or even 
spontaneous remission. Despite this caveat, there are two factors, aside from the 
ones emphasized in the reports, that I would like to discuss briefly. First, it is of 
interest to ask to what extent the therapist actually focused on the child's cross
gender behavior and what relation, if any, this has to behavioral change. One 
gets the impression from reading these case reports that attention to the cross
gender symptomatology varied considerably. In the Stone and Bernstein (1980) 
report, for example, there is only vague reference to whether the child's cross
gender behavior was a focus in therapy, but there is strong evidence that it was 
viewed simply as a manifestation of "other," more substantive problems. Green-
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son (1966), on the other hand, spent considerable time trying to understand the 
child's feminine behavior and even went so far as to buy the child a Barbie doll to 
aid this effort. In this case, the therapist reported numerous examples in which 
he conveyed to the child that he valued maleness and masculinity and that, 
although he valued femaleness and femininity, he did not want to "become" a 
woman. Eventually, this seemed to be assimilated by the child, and a shift in his 
cross-gender identification appeared to follow. 

The other factor that deserves consideration is the role of the child's parents 
in accounting for the extent of change in these studies. Thirteen of the case 
reports indicate that at least one parent had been in therapy or was so concur
rently with the child's treatment. In some cases (Fischhoff, 1964, Case 1; Green
son, 1966; Sperling, 1964), at least one parent was or had been in psycho
analysis. One would think that their own therapeutic experiences accounted at 
least in part for the changes in their child's behavior. 

As an aside, it should be noted that the majority of the children described in 
these reports had other behavioral problems, which ranged from moderate to 
severe. The majority appeared to be of the overcontrolled, internalized type 
described earlier; in only one case (Friend et ai., 1954, Case 3; cf. MacDonald, 
1938) did the child's problems appear to be of an externalized, acting-out type. 
Thus, there seems to be at least some convergence in the kinds of behavior 
problems noted in case reports and in larger research clinical samples. 

A more eclectic or multimodal approach to the treatment of cross-gender
identified boys has been described by Green, Newman, and Stoller (1972c; see 
also Green, 1974, Chapter 16; Newman, 1976; Rosen & Teague, 1974; Stoller, 
1970, 1978). Based on clinical experience, Green et ai. felt that therapy needed 
to achieve four objectives: (1) to develop a relationship of "trust and affection" 
between the boy and a male therapist; (2) to heighten parental concern regarding 
the boy's femininity so that they begin to disapprove of it; (3) to increase the 
father's involvement in the boy's life; and (4) to sensitize the parents to the 
dynamics of their own relationship, such that the mother-son "overcloseness" 
and the father's distance from the family can be altered. 

Green et ai. (1972c) reported on the treatment of five cross-gender-identi
fied boys (age range, 5-12) in which these objectives guided the therapy. At the 
time of their report, the children had been in therapy for 1 to 4 years. Typically, 
the child was seen individually, whereas the parents were seen together, though 
in one case the family was seen together for the first year of therapy. The 
behavior of the child's therapist in these cases is of particular interest. In general, 
he conveyed quite explicitly to the child that his feminine behavior was "not 
right" and should be given up; of course, this "message" was conveyed in a 
manner appropriate to the child's developmental level. In therapy, approval was 
given for "any signs of masculinity" either in overt behavior or fantasy. In 
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general, the therapists appeared considerably more "active" than classically ori
ented child psychotherapists (cf. Greenson, 1966). 

The therapeutic results were mixed. Although the boys appeared to give up 
much of their extreme cross-gender behaviors, such as cross-dressing, female 
doll play, and the wish to be a girl, Green et ai. felt that important variations 
remained in the degree to which each boy felt comfortable as a male. In
terestingly, the two cases (1, 3) that Green et al. considered least successful were 
the ones in which intervention with the parents was most difficult. In contrast, 
the two cases (2, 4) with the most successful shifts in cross-gender behavior had 
parents who were seen as most responsive to therapeutic intervention (see also 
Stoller, 1975, Chapter 16). 

Three other reports have appeared in the literature by authors who adopted, 
at least to some extent, Green et ai. 's (1972c) therapeutic strategy. Cohen (1976) 
reported on the first year of therapy of a 6-year-old cross-gender-identified boy 
seen by a female therapist. "Art psychotherapy" was employed as a tool to 
understand and "interpret" the child's feminine longings. The child's mother 
refused individual psychotherapy, and the father remained relatively uninvolved. 
At the time the report was written, there was little evidence of change in the 
child's cross-gender behavior, nor was there evidence of change in the parental 
dynamics. 

In the second report, Metcalf and Williams (1977) reported on the first 18 
months of therapy with another 6-year-old cross-gender-identified boy. The 
child was seen individually by a male therapist who, following the development 
of a "trusting" relationship, began to reinforce masculine behavior and ignore 
feminine behavior (cf. Rekers & Lovaas, 1974). In addition, the therapist ac
tively modeled masculine behavior, particularly when the boy requested it. The 
parents' therapist supervised a home-based behavior modification program and 
in addition met with the mother in a combination of "supportive psychotherapy, 
relaxation training, and some assertive practice." The father apparently was not 
willing to participate in therapy. At the time the report was written, considerable 
change had been observed in the child-his teacher reported that he played 
mainly with boys (although they were younger), adopted male roles, and was 
somewhat involved in rough-and-tumble activities. The teacher, who apparently 
had been asked to apply principles of "reinforcement and punishment" at 
school, also reported "no obviously feminine behavior." The parents also re
ported an increase in the boy's masculine interests and a sharp decline in cross
dressing, effeminate mannerisms, cross-sex wishes, and the desire to have his 
penis removed. On a modified version of the Transsexual Attitude Scale (Bar
low, Reynolds, & Agras, 1973), the child showed marked shifts relative to his 
pretreatment score. On the other hand, Metcalf and Williams discerned that the 
maternal grandmother continued, on occasion, to encourage the child's cross-
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dressing; it was also learned that the boy occasionally expressed cross-sex wishes 
in the presence of his sister's friends. 

Most recently, Lim and Bottomley (1983) reported on the 21-month treat
ment of a 5 112-year-old boy by a male therapist while his parents and maternal 
grandmother were seen by a female therapist. Over the course of therapy, the 
child showed gradual changes in his gender identification-by the end of thera
py, he had ceased cross-dressing, was comfortable in a "range of masculine 
roles," and had developed friendships with two boys in his neighborhood. When 
upset, he still showed an interest in feminine activities "without indulging in 
them." At follow-up 3 years after therapy ended, there was no reported evidence 
of cross-gender identification. With the adults, considerable effort was spent in 
exploring their perceptions of masculinity and femininity, which were felt to be 
strongly colored by familial experience, and how these perceptions influenced 
the child's appraisals of the relative value of men and women. The authors felt 
strongly that in this family men were seen as either ineffectual or dangerous, 
whereas women were seen as responsible and powerful. By the end of therapy 
and at follow-up, some improvements had occurred in the marital relation and 
in the family system as a whole. 

In summary, the therapeutic model of Green et al. (l972c) appears to have 
some success in changing cross-gender behavior in boys. It should be noted that 
there has been some debate in the literature whether the therapist must be a 
male. Clearly, there are reports in the literature that suggest a female therapist 
can be effective with such child patients (e.g., Gilpin et al., 1979; Loeb & 
Shane, 1982). As I see it, what is probably most important is the therapist's 
ability to convey to the child that she or he values the child as a male (or female) 
and that exploration of the child's cross-gender identification take place. The 
ability to deal effectively with these issues is probably related to characteristics of 
the therapist other than sex. 

Group Therapy 

A final approach to the treatment of cross-gender-identified boys has in
volved group therapy. Green and Fuller (l973b) reported on the group treatment 
of seven boys (age range, 4-9). Each child was reported to be aware, in varying 
degree, "of the reason for his inclusion in the group." Sessions occurred on a 
weekly basis (total length not indicated) in a recreational area with a male 
therapist who verbally reinforced the boys for nonfeminine, socially competent 
behaviors. In contrast, feminine behaviors were verbally admonished. It was 
noted that the boys themselves often criticized one another for feminine behav
ior. It was reported that both parental narratives and behavioral ratings of the 
boys indicated "change on a variety of parameters" concerned with cross-gender 
identification. Detailed analyses were not, however, available. 
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Bates, Skilbeck, Smith, and Bentler (1975) also employed group therapy 
with gender-problem boys who were mainly between the ages of 8 and 13 years. 
Their program emphasized the encouragement of masculine behavior and gen
eral social skills. In contrast to Green and Fuller's (1973b) approach, feminine 
behavior was not explicitly discouraged. Both modeling by the therapists and 
more structured behavior modification techniques were used. Concurrent with 
the childrens' group, the parents also met in groups with one of the main goals 
being to work on ways to improve the father-son relationship. Although system
atic data were not recorded, Bates et al. felt that the boys showed "recognizable 
improvement ... both in terms of social skills development and in the develop
ment of masculine interests and abilities" (p. 154). Parent and child verbal 
reports indicated similar changes in the neighborhood and at school, including 
"less interest in cross-dressing, doll play, and imitating females." 

LONG-TERM FOLLOW-UP 

What is the postpubertal gender identity and erotic preference of cross
gender-identified children? The answer has both theoretical and practical signifi
cance. In this section, I will review the data that bear on this question. At the 
outset, it should be realized that none of the available studies are meth
odologically ideal. For example, all cases involve children referred to mental 
health professionals; whether this represents a meaningful bias is unknown. The 
cases are also potentially biased simply by virtue of their appearance in the 
literature. A substantial percentage of these cases has been involved in treatment, 
an experience that may also influence the long-term outcome. With the excep
tion of Green's (1974, 1976) studies, there are no comparison groups; therefore, 
interpretations of the follow-up data must be based on converging evidence 
drawn primarily from the adult literature. Finally, it should be realized that 
assessment of postpubertal gender identity and erotic preference is itself no sim
ple task. In the follow-up studies, appraisal of these variables is based primarily 
on clinical interview or maternal report. The most valid method to assess erotic 
orientation (in males), phallometry (see Freund, 1963, 1977; Langevin, 1983, 
Chapter 2), has not been used. It should be noted, however, that phallometry 
and the clinical interview are subject to the same vulnerability, namely, false 
negative diagnoses. Thus, in appraising the significance of the follow-up data, 
one should keep in mind that atypical outcomes are more likely to be underesti
mated than overestimated. 

Table 17 presents the postpubertal psychosexual status of all English-lan
guage cases of cross-gender-identified children known to me that have been 
reported in the literature since 1960. Authors who did not report the postpubertal 
outcome were written at their most recent address listed in professional directo-
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ries. Authors who did not respond to a first letter were written a second time; 
absence of a response to the second letter is listed in the table as "did not reply." 
Under the heading Psychosexual Status is either the author's judgment of the 
outcome or my own interpretation of information conveyed to me in personal 
communications. The classification "uncertain" implies either that the person 
was not yet active sexually (and data regarding fantasy were not definitive), or 
simply that the author could not yet make a meaningful determination of psy
chosexual status. When appropriate, the basis for these classifications is given in 
more detail under Comment. 

It can be seen in Table 17 that the psychosexual outcome in males is 
predominantly atypical. Of 94 cases, 5 are transsexual (5.3 %), 43 are homosex
ual or bisexual (45.7%), 1 is a heterosexual transvestite (1.1 %); 21 are heterosex
ual (22.3%), and 24 are uncertain (25. 5%), including one child who is still prepuber
tal. If the uncertain cases are excluded, then 70% of the cases are either 
transsexual, homosexual or bisexual, or transvestitic, and 30% are heterosexual. 

One striking aspect of these data is that the prospective study of cross
gender-identified boys has a low yield rate for a transsexual outcome. Money and 
Russo (1981) appear somewhat puzzled by this finding; after all, these individuals 
had childhood behavior patterns that corresponded to the recollections of adult 
transsexuals. Money and Russo suggest that the 

failure to differentiate the erotasexual component of [gender identity/role] ... leads 
to errors of developmental prognosis, such as predicting adult transsexualism 
... from cross-dressing and other signs of boyhood effeminacy. (p. 144; emphasis 
added) 

Unfortunately, there are serious problems with this analysis. Money and 
Russo assume that the "erotosexual" component of "gender identity/role" -by 
which they presumably mean hetero- or homoeroticism-can be diagnosed in 
childhood, an assumption that has little systematic documentation. Moreover, it 
is not clear whether this component of gender identity/role is the key to an 
accurate prediction of long-term outcome because both "classical" transsexuals 
and homosexuals erotically prefer same-sex partners. 

Is there a way that the relatively low incidence of a transsexual outcome can 
be explained? One possibility, that Money and Russo (1981) and others (e. g., 
Green, 1975) hint at, is that the "natural history" of transsexual ism is disrupted 
by the child's contact with the mental health profession. At least two factors 
might be involved. First, the characteristics of families, including that of the 
child, who come for an assessment may be different from families who do not. In 
the former, the child's behavior, in some way, has become sufficiently dystonic 
so that his or her parents take the time to come for an evaluation. As a result, the 
child may be pushed away from an extreme cross-gender identification. In this 
regard, it is of interest that Green (1974) has noted that most adult transsexuals 
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were never brought for evaluation as children. A systematic retrospective study 
documenting this observation would be helpful. 

A second explanation is that therapy alters the natural history of transsex
ualism. Children and families who take the time to involve themselves in 
lengthy therapies must have at least some commitment to change, however 
loosely defined. Unfortunately, the therapy experience of three of the transsex
uals in Table 17 is not known (Lebovitz, 1972). Green's (1979) case had "exten
sive psychotherapy" but not until puberty (Green, personal communication). 
The therapy experience of Zuger's (1978) case consisted of "consultations and 
several interviews" at the age of 8 years. On the other hand, there are many cases 
in Table 17 in which there was only minimal therapeutic experience; yet trans
sexual ism did not develop (e. g., Money & Russo, 1979). Perhaps Green (1975) is 
correct in suggesting that "the most significant element [may bel the change in 
attitude of those parents who seek professional consultation." 

Another interpretation regarding the low incidence of transsexual ism has 
been advanced by Weinrich (in press). Based on epidemiological estimates of 
transsexual ism in the general population and on estimates of the incidence of 
"sissiness" in the childhoods of transsexuals and comparison groups (e.g., het
erosexuals), Weinrich argues that the small number of transsexuals in prospec
tive outcome studies is a base rate problem-that is, because of the relatively 
small sample sizes of most studies, one would not expect transsexualism to 
emerge on statistical grounds alone given its rarity in the general population. 
Weinrich's argument is a cogent one, though there are at least two aspects to his 
analysis that may be questioned: first, the accuracy of his epidemiological esti
mates, and second, the assumption that therapy or other psychosocial interven
tions in childhood have no effect on the natural history of transsexualism. In 
addition, one might note that if the diagnoses of transsexual ism in Table 17 are 
valid, then the actual incidence of transsexualism is considerably higher than 
what Weinrich predicts it should be. Nevertheless, his argument clearly calls for 
caution in assuming that childhood interventions are preventing subsequent 
transsexualism. 

Although the incidence of transsexual ism is low, the same cannot be said 
for homosexuality. In Money and Russo's (1979) study, for example, the concor
dance between childhood cross-gender behavior and subsequent homosexuality 
appears to be 100%. In Zuger's (1978) study, the concordance for homosexuality 
was 67%. Green's (1982; in press-b) preliminary findings reveal a high incidence 
of "bisexual or homosexual" behavior, though the incidence appears lower for 
fantasy. Green's data are especially interesting in that they point to the complex
ities of evaluating sexual orientation in adolescence. Note in Table 17 that 
although all of Green's cases report sexual fantasies, 14 have not yet been 
sexually active with another person. Interestingly, a substantial percentage of the 
atypical outcomes have been characterized as "bisexual," either in fantasy or 
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behavior. Some writers have argued that bisexuality as a "preference" (Freund, 
1977) does not exist (e.g., Freund & Langevin, 1976; for a review, see Langevin, 
1983, Chapter 5). Langevin has suggested that bisexuality may be "an attempt to 
adapt to the heterosexual world." Continued follow-up of Green's cases will, no 
doubt, clarify the nature of their sexual orientation. 

Taken together, the prospective data in Table 17 point to a strong associa
tion between childhood cross-gender behavior and subsequent homosexuality, a 
finding that converges with retrospective findings. This association is probably, at 
present, the best validational data for considering childhood cross-gender identi
fication a meaningful "syndrome" of behavior (cf. Rutter, 1978). 

Although the percentage of atypical psychosexual outcomes is high, it re
mains of interest to explain why some children develop a heterosexual orienta
tion. One possibility, of course, is an incorrect diagnosis of childhood cross
gender identification. By this, it is meant that the evidence for extreme and 
persistent cross-gender behavior was weak. Dupont's (1968) case, in which there 
was an apparent heterosexual outcome, is an example of this. There is some 
suggestion in Bakwin's (1968) data that the less extreme cases developed a hetero
sexual orientation, but details are lacking. On the other hand, there are a 
number of children, who, in my view, clearly manifested the behavioral signs of 
cross-gender identification but who appeared to develop a heterosexual orienta
tion in later life (e.g., Fischhoff, 1964; Metcalf & Williams, 1977). In our own 
research, we have observed that gender-referred children vary considerably in 
their degree of cross-gender identification at the time of assessment and histor
ically (Zucker et al., 1984). One of our long-term goals is to see whether degree 
of cross-gender identification, with appropriate confounding factors held con
stant, will be related to variations in postpubertal gender identity and sexual 
orientation. 

Is there any way that the heterosexual and homosexual outcomes might be 
differentiated? My reading of the data in Table 17 and the available therapy 
information (see, e.g., Table 16) hint at the possibility that homosexuality was 
more likely to occur when therapeutic involvement was minimal. In the report 
by Money and Russo (1979), for example, therapeutic experience was relatively 
brief. All patients were followed "annually, with intervening visits on a self
demand ... basis until puberty was established." No information, however, 
regarding how many families took advantage of the offer to be seen ad lib and 
what advice was given regarding "management" was provided. With the excep
tion of the report by Loeb and Shane (1982), whose patient was judged to be 
homosexual in fantasy at the age of 12, the lengthier therapies appear to be 
associated with a heterosexual outcome. The main problem with this analysis is 
that one does not know whether these two "subgroups" differ in other ways, apart 
from their degree of involvement in therapy. Until this is clarified, the correlates 
of tpyical and atypical outcomes will remain unknown. The studies by Green 
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and his associates and Rekers and his associates will probably do much to clarify 
the question of the effects of therapy and other variables on postpubertal sexual 
orientation. (Green's 1982 preliminary data, it should be noted, probably in
clude only the relatively older children in his study and details regarding their 
therapeutic expeience have not yet been reported). 

ETIOLOGY 

The etiology of childhood cross-gender identification remains a subject of 
great debate. Arguments that revolve around the nature-nurture issue are by no 
means over, despite the insistence by some (e.g., Money, 1981) that the debate is 
archaic. For example, explanations offered by sociobiologists regarding the po
tentially adaptive aspects of homosexuality (e.g., Alloway, 1979; Kirsch & Rod
man, 1982; Ruse, 1981; Weinrich, 1976, 1982) is a novel and interesting, albeit 
untested, case for a biological etiology. Similarly, claims by some adults that 
their homosexual erotic orientation is a "choice" based on philosophical consid
erations (see, e.g., DeFries, 1979) represents an intriguing, but untested, case for 
an environmental etiology. Most contemporary theoreticians, however, appear 
to have little public patience for "main effect" models of development. Although 
more complex models have been sketched (see, e.g., Sameroff, 1975), their 
application in practice is far from complete (cf. Garmezy, 1983). Because there 
is no widespread consensus with regard to the etiology of childhood cross-gender 
identification, this section will focus only on some of the issues that require 
continued thought in the course of clarifying etiological hypotheses. 

A reinforcement model of cross-gender identification (Rekers, 1972) is ele
gant by virtue of its simplicity. In Green's (1974) study of feminine boys, it was 
concluded that 

what comes closest so far to being a necessary variable is that, as any feminine behavior 
begins to emerge, there is no discouragement of that behavior by the child's principal 
caretaker. This has been true, so far, in nearly every family. (p. 238) 

Perhaps the most important issue with regard to the reinforcement model 
concerns the initial appearance of the feminine behavior (in boys) itself. Despite 
years of research on sex-typing, definitive evidence is still lacking that parents 
actually "shape up" their children's sex-role behavior. There are, however, more 
data on patterns of differential reinforcement following the appearance of sex 
differences in behavior. The distinction between the two is critical when consid
ering etiology because the factors that determine the genesis of a behavior are not 
necessarily the same ones that maintain it. The earliest age at which "shaping" 
has now been reported is 12 months. Snow, Jacklin, and Maccoby (1983) studied 
father-infant interaction in a "waiting room" situation and found that fathers of 
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girls were more likely to provide dolls for play than were fathers of boys (41 of 50 
vs. 21 of 57). Of the children who were given dolls, girls played with them for a 
longer period of time than did boys. Whether this reflects girls' greater attraction 
to dolls or some other factor is unclear, but the finding of a sex difference in 
duration of doll play points to the complexity in making direction of effect 
interpretations. 

In the case of cross-gender-identified children, its etiology might be consid
ered relatively straightforward if the parents literally "treated" the child as if he or 
she was of the opposite sex. Green (1974, Chapter 15) found that about 10% of 
the mothers of feminine boys in his study reported in retrospect that they had 
wanted a daughter "so badly" that they "saw" their baby son as a girl. Green also 
reported that about 15% of the mothers at some point had dressed their sons in 
girls' clothes (for a particularly interesting example of this, see Stoller, 1975, 
Chapter 17). Beitel (1981) has characterized these situations as the "psychologi
cal equivalent of the intersex case in that ... the penis is present, but the 
mother ... chooses to ignore it" (p. 5). In the majority of cases, however, 
"active" treatment of the child as the opposite sex is not this extreme; so if 
parental encouragement of cross-gender behavior exists, it operates in more 
subtle ways. 

As noted earlier, Green (1974) found that when feminine behavior in boys 
first appeared, typically during the preschool years, it was tolerated in almost 
every case. Once the parents became concerned, mothers were more so than 
fathers in about 80% of the cases. Given these findings, it is reasonable to ask 
whether these same patterns of reaction to cross-gender behavior are charac
teristic of the parents of "normal" preschool boys. 

Examination of the available data yields a mixed picture. Fathers appear to 
be less tolerant than mothers of cross-gender behavior in boys (e.g., Good
enough, 1957; Lansky, 1967) though not always (see Riding, 1971). These 
findings hint at a difference relative to the fathers of cross-gender-identified boys. 
The clinical picture of detached or absent fathers has been painted many times in 
the literature (e. g., Bradley et aI., 1980; Rekers, Mead, Rosen, & Brigham, 
1983; Rosen & Teague, 1974; Stoller, 1979). It could be argued that the fathers' 
relative lack of concern regarding their sons' cross-gender behavior is a charac
teristic common to all fathers who have sons with problems. Inspection of the 
available data does not, however, provide strong support for this idea, at least in 
the sense that fathers are more likely to underestimate problems than are mothers 
(e.g., Jacob, Grounds, & Haley, 1982; Lindholm & Touliatos, 1981; Speer, 
1971 ). 

Another possibility is that the father's apparent lack of concern reflects 
withdrawal from a son who does not share similar interests. Zuger (1970) has 
favored this interpretation as have Freund and Blanchard (1983). Alternatively, it 
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could be that cross-gender-identified boys are less likely to act feminine in front 
of their fathers; therefore the relative lack of concern may be related to the 
father's "not seeing" what is happening. Rekers (1977b) has hinted at favoring 
this interpretation. In other areas of childhood psychopathology, similar argu
ments have been offered; for example, Patterson (1980) has shown that "socially 
aggressive" children are less likely to misbehave in their father's presence than in 
their mother's presence. Clinically, however, I remain impressed with some real 
difficulties that many (but not all) of the fathers of cross-gender-identified boys 
have in interpersonal relations. I believe that there are characteristics of the 
fathers that contribute to their relative lack of concern (and involvement), but 
believe as well that the child contributes to this. The nature of this reciprocal 
process is not easy to document. 

In parent-child interaction studies, evidence for differential reaction to sex
typed behaviors in preschoolers is mixed (see, e.g., Fagot, 1978c; Langlois & 
Downs, 1980; Smith & Daglish, 1977), though there is an emerging consensus 
that fathers are less tolerant than mothers of cross-gender behavior in boys (cf. 
Snow et al., 1983). In fact, in the study by Langlois and Downs, the mothers 
were more likely to "actively reward" play with cross-sex toys than play with 
same-sex toys! 

Unfortunately, serious problems exist with the Langlois and Downs's (1980) 
study, and they highlight the complexities of studying the role of parental rein
forcement in shaping sex-typed behavior. Their design called for the parent to 
interact with the child in the presence of either same-sex toys or cross-sex toys. 
The situation of being placed in a room, in which, for example, only female 
dress-up clothes are available (for boys) is hardly an ecologically valid situation. 
To find that a parent reinforces feminine behavior in this condition is not terribly 
surprising. The only alternative would be to refuse to play with the child, which 
would be socially awkward given the exigencies of the experimenter's instruction 
to play with the child (though fathers apparently were somewhat more successful 
at doing so than mothers). A more serious problem is the mode of data analysis. 
Because the children did not play with the same-sex and cross-sex toys equally, 
the data were treated as proportion scores in order to control for variations in rate 
of play. This does not solve the problem, however, in that proportion scores do 
not necessarily capture the "psychological" equivalence of variations in play 
rates. Suppose a parent reinforces 1 of 2 intervals of cross-sex play and 2 of 10 
intervals of same-sex play. Which is more important-the higher proportion 
score for cross-sex. reinforcement or the greater number of intervals of same-sex 
play? 

Another problem concerns the meaning to a parent of feminine behavior in 
a boy who is predominantly same-gender-identified. A parent of such a child 
may think little about reinforcing cross-gender behavior simply because its gener-
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al occurrence is so infrequent. One is left then with needing to know more about 
the factors that influence parental tolerance of relatively high rates of cross
gender behavior during the preschool years. 

"Educative" variables might be one influence that facilitate parental toler
ance of high levels of cross-gender behavior. For example, parents of cross
gender-identified children often report that when the cross-gender behavior did 
not "go away," they consulted their pediatrician, who dismissed their concern, 
stating that it was only a phase. Because parents' reliance on the helping profes
sions is now a major source of child-rearing folk wisdom (cf. Whiting, 1974), 
one can assume that the pediatrician's recommendation is taken seriously, at 
least for a time. Another factor that might influence parents is purported cultural 
changes in behaviors that are appropriate for boys and girls. There are many 
books on the market that advocate the encouragement of cross-gender behavior 
(e.g., Carmichael, 1977; de Paola, 1979; Waxman, 1976). Although some of 
these books emphasize the importance of feeling good about one's sex (see, e. g., 
Waxman, 1976), perhaps some parents miss out on this "finer" distinction. 
Moreover, it is not entirely clear if young children can make this distinction 
either, especially when cross-gender behavior is engaged in at the exclusion of 
same-gender behavior. 

In the clinical literature especially, the intra- and interpersonal charac
teristics of the parents have received the greatest attention with rygard to why 
cross-gender behavior is tolerated or even encouraged (e.g., Bradley, Chapter 5; 
Rosen & Teague, 1974; Stoller, 1966, 1975, 1979). Unfortunately, systematic 
empirical studies regarding parental influence remain small in number. It is of 
interest to note that writers who believe that parental "dynamics" playa role in 
the genesis of cross-gender identification are increasingly willing to acknowledge 
that a multiplicity of factors are probably involved. For example, a main effect 
model for parental influence fails to account for why the siblings of cross-gender
identified children display culturally typical patterns of gender-role behavior 
(e.g., Zucker et al., 1982). Models that can accommodate the changing dynam
ics of family life are needed in order to explain more adequately why a particular 
child (especially when there are other same-sex siblings in the family) becomes 
cross-gender-identified. 

The factors that make it difficult for parents to change their attitudes and 
behaviors with regard to the cross-gender-identified child also require further 
study. In the clinic setting, Doering (1981) found that mothers of cross-gender
identified boys, compared to the mothers of psychiatric-problem and normal 
boys, had no difficulty in encouraging masculine play when instructed to do so. 
Understanding how this "success" can be transferred to everyday life will contrib
ute to our knowledge of the mechanisms of change in these families. 

Ultimately, once the social and environmental correlates are sufficiently 
understood, it will be possible to examine their relation to long-term outcome. 
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In this regard, however, it is important to bear in mind McNeil and Kai j' s (1979) 
fine point that factors that differentiate "high-risk" and "low-risk" groups may 
not necessarily be the ones that differentiate between outcomes within the high
risk group; conversely, factors that fail to differentiate between high- and low-risk 
groups may ultimately show discrimination within the high-risk group. As the 
long-term follow-up data show, it appears that cross-gender behavior is a rela
tively good predictor of homosexuality; whether other factors can be related to 
this outcome remains to be seen. 

One psychological variable that has been relatively ignored in understand
ing the genesis and maintenance of cross-gender identification concerns the 
child's own contributions. Self-socialization with regard to gender identity devel
opment (see, e.g., Kohlberg, 1966; Martin & Halverson, 1981) has added greatly 
to my own understanding of cross-gender-identified children. 

If one accepts the constructivist assumptions that (1) children actively con
tribute to their sense of (gender) self, and (2) that certain aspects of the gender self 
become more difficult to change with maturity, then one has new factors to 
consider with respect to both etiology and treatment. In other words, the "rules" 
that the child has elaborated for himself or herself with regard to cross-gender 
identification need to be addressed. Two examples of this will suffice. The 
mother of a 7 -year-old gender-referred boy (IQ = 107) recalled that when the 
child was 5, he was playing in the woods with a group of children. After a time, 
the boys apparently pulled down their pants to urinate. Her son, however, did 
not go along with this; rather, he ran (a considerable distance) home to urinate 
sitting down on the toilet. When the mother asked why he had done this, the boy 
replied "Girls can't go to the bathroom in the woods." Another gender-referred 
boy (IQ = 124), age 5, told his parents shortly after assessment that "I know I 
should play with boys' toys but my mind keeps telling me I like girls' toys." 

If one tries to understand the significance of these behaviors in the context 
of what they mean for the gender sense of self, it is as if the internal rules that 
guide gender behavior have developed along feminine lines. In the extreme, as 
in the first example, it is as if the child has classified himself as a female. From 
the standpoint of etiology, it is known that the beginnings of the gender sense of 
self occur between I and 2 years of age; from a treatment standpoint, one needs 
to know how amenable these rules are to change. 

The early work of Money and his colleagues (e.g., Hampson, 1955; Money, 
Hampson, & Hampson, 1955, 1957) on gender identification in hermaphrodites 
led to a fairly poor prognosis regarding change after the first 2 to 3 years of/ife. At 
the time, Money invoked critical-period interpretations to account for the re
sistance to change after a particular period of time. 

It should be realized, however, that the notion of a critical period as applied 
to hermaphroditic gender identification in particular and to behavioral develop
ment in general no longer receives the same uncritical acceptance as it once did. 
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Although many developmentalists still subscribe to the critical-period notion in a 
more limited form (see Oyama, 1979), perhaps the least accepted aspect of the 
critical-period idea concerns the notion of irreversibility (see, e.g., Rutter, 1979). 

In my own work, I have been impressed by the possibility of change well 
after the time period suggested by Money. Although such change may not come 
easily, I have seen a number of cross-gender-identified children work hard at 
reversing the "rules" that guide their gender sense of self. Consider the following 
interview with an 8-year-old gender-referred boy (IQ = 125): 

INTERVIEWER (I): Do you remember why your Mommy and Daddy came here 
with you? 

CHILD (C): Yes. 
I: Why did they come here with you? 
c: Because I needed help. 
I: What did you need help about? 
c: (long pause) 
I: Can you tell the microphone? 
c: Urn, ah, ah, urn, hmmm. 
I: What were . . . your Mom and Dad saying that you needed help about? 
c: (pause) Not to be a girl. 
I: Mm-mm. What do you think about that? 
c: I have changed my mind and I don't want to be one anymore. 
I: Mm-mm. How come you changed your mind? 
c: Well, because now I know the difference of a boy and a girl. And, and now I 

know what, what a man does and a, and a woman would do, so now I say that I 
will be a man and grow up the way I was born. 

I: SO do you think it would be better to be a man? 
c: Yes, yes. 
I: Why would it be better, do you think? 
c: Because I was born like that and I should be like that when I grow up. 
I: Do you think that you're going to need any help to learn to act more like a boy 

and a man? 
c: No. 
I: You think you can do it on your own? 
c: I think so. But with a little help from my father, I can do it! I can just zoom out 

and I can do it! 

Although one might rightly raise the question of social desirability operating 
here, I believe that this "reorientation" represents the first step in the child's 
effort at changing the gender sense of self. It is interesting that the child tells us 
that if his father helps, he might be able to change more quickly ("I can just 
zoom out ... and do it!") than if he must go it alone. I interpret this statement 
to mean that change occurs in a context, and the extent to which important 
others value such change may be a crucial factor (Bradley, Chapter 5). In 
another context, Maccoby and Jacklin (1980) make a similar observation with 
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regard to the child: "What is necessary [for adoption of the] sex-typed norm is 
that the child's sex identity must ... become salient and valued" (p. 970). 

By recognizing that the child plays an active role in gender identity develop
ment, a broader picture is gained of the forces that either enhance or impede 
efforts at change. With the appropriate familial support, I have observed some 
youngsters even as late as II or 12 make concerted efforts to change the way they 
feel about themselves. On the other hand, it is important to impart some sense of 
caution, given that I have also found some children who appear to have consid
erable difficulty in relinquishing the saliency that the opposite sex affords. Figure 
1 shows a 7-year-old gender-referred boy's (IQ = 100) drawing of his parents 1 

MOTHER FATHER 

FIGURE 1. Response of a 7-year-old gender-referred boy to the instruction "draw your parents" (I 
year after twice-a-week psychotherapy). 
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year after twice-a-week psychotherapy. Although his father brought him regular
ly to his therapy sessions and was himself involved in marital therapy, the father 
still appears to be considerably less salient than the mother in this boy's eyes. 

Although this section has emphasized experiential variables, I do not wish 
to leave the impression that biological perspectives are to be ignored. Needless to 
say, the biological marker for childhood cross-gender identification remains 
elusive. To date, there has been little convincing biological evidence to explain 
extreme cross-gender behavior in childhood. Given the rapidity in which ad
vances in techniques are occurring, one must remain open to the possibility of 
identifying such influences. In addition, one must remember that in the history 
of clinical child psychology and psychiatry, there have been many false leads. It 
was not too long ago that autism was viewed as an interpersonal, famiHal 
disorder. . 

At present, there is considerable interest in understanding the influence of 
prenatal gonadal hormones on postnatal pschosexual behavior (for recent re
views, see Ehrhardt & Meyer-Bahlburg, 1981; Gadpaille, 1980; Hines, 1982; 
Hughes, 1982; Meyer-Bahlburg & Ehrhardt, 1982; Quadagno, Briscoe, & 
Quadagno, 1977). Although formal experiments on humans are not possible, 
"social experiments," such as amniocentesis, might permit the assaying of fetal 
hormone levels and to correlate them with postnatal psychosexual behavior. 
Similarly, the present technique of measuring hormone levels in cord blood (see, 
e.g., Maccoby, Doering, Jacklin, & Kraemer, 1979) may show promise in 
elucidating hormone-behavior relations. 

CONCLUSIONS 

In this chapter, I have attempted to review critically what is known about 
cross-gender-identified children. In closing, I will try and summarize the main 
points of the chapter and indicate some future research issues. 

The phenomenology of this syndrome with regard to gender role and identi
ty has been well described now for a number of years. Clinically, the main issue 
is to determine the degree to which a child is cross-gender identified-this 
appears to be most problematic in late childhood, when a child's willingness to 
be frank is influenced by social desirability factors (cf. Bentler, 1976). 

One issue that requires further work is understanding "unusual" cases of 
childhood cross-gender identification. For example, I have interviewed and test
ed a small number of children who maintain that they wish to be the opposite 
sex; yet they show no other behavioral signs of cross-gender identification. These 
cases appear to involve children who manifest a variety of other psychological 
problems and come from families in which there is much psychopathology. For 
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example, one child was kidnapped by his father at the age of 3 and was cross
dressed as a girl by him for a year in order to minimize chances of detection in 
daycare. Despite this event, the child, at the age of8, did notshow major signs of 
cross-gender identification, other than the wish to be a girl. He attributed this 
wish to the devil, who was in his brain: "He always bugs me, he tells me in my 
mind to think about being a girl." Only long-term follow-up of these types of 
cases will clarify the nature of the cross-sex wish. 

From the perspective of phenomenology, the least understood aspect of 
childhood cross-gender identification involves eroticism (Martinson, 1973, 
1976). Both adult heterosexuals and homosexuals can recall being sexually excit
ed by other persons during childhood. Unfortunately, the systematic study of 
childhood eroticism simply does not exist. A greater understanding of erotic 
feelings in normal children is required before one can attempt to understand 
their significance in clinical cases. 

My review of the adapative functioning of cross-gender-identified children 
indicates the presence, on average, of moderate levels of psychopathology. Peer 
rejection does not seem to tell the whole story regarding its etiology. A fruitful 
area of further research would involve a careful analysis of familial psycho
pathology. In a preliminary report, Bradley et al. (1980) noted that the parents of 
gender-referred children often show signs of psychopathology, as judged by a 
variety of "objective" and clinical data. In addition, the siblings of gender
referred children were also not entirely free of nongender-related psycho
pathology. There is no a priori reason to have assumed that gender-referred 
children come from families in which psychopathology exists; therefore these 
initial findings represent new data. 

In terms of treatment, gender-referred children have shown evidence of 
change in both behavior and analytic therapies. Whether this represents "spon
taneous remission" or the syndrome's "natural history" remains open to debate, 
given the absence of no-treatment controls. However, my own clinical experi
ence leads me to believe that this type of explanation is inadequate. One form of 
treatment that has not yet been fully explored is family therapy. To the extent 
that "under the roof" variables are important in understanding cross-gender 
identification, a systems approach might prove especially useful in realizing 
change in these families. 

The long-term follow-up of gender-referred children has provided impor
tant convergent evidence in relation to retrospective research that cross-gender 
behavior in childhood is intimately related to adult eroticism and gender identi
ty. Because there is sufficient variability in outcome, however, it would appear 
that there is more flexibility to gender behavior than was once believed. Freud's 
(192011955) suggestion, therefore, that "there might have been another result," 
appears to be partly true. Continued study of cross-gender-identified children 
affords great promise in unravelling the mysteries of psychosexual development. 
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How does one become a transsexual? Although current data do not provide the 
definitive answer to this question, we can clearly gather some understanding 
from the study of gender disorders in children. Outcome studies are now con
firming the link between early cross-sex behaviors and later gender identity 
disorders (Green, 1979; Money & Russo, 1979; Zuger, 1978; see Zucker, Chap
ter 4 in this volume for a review of follow-up studies). Follow-up data also appear 
to show a degree of variability in outcomes that would suggest more flexibility in 
these disorders than had originally been supposed. Reports, although few in 
number, documenting changes in gender identity (Barlow, Reynolds, & Agras, 
1973; Davenport & Harrison, 1977; Kronberg, Tyano, Apter, & Wijsenbeek, 
1981) and our own clinical experience in following children and adolescents 
with these disorders have led us to believe that the critical factors relevant in the 
development and maintenance of these disorders are psychological and social. 

What then of the elusive biological factor posited by many authors as the 
ultimate explanation in these disorders (Baker & Stoller, 1968; Zuger, 1970; see 
Hoenig, Chapter 3 in this volume)? It is my belief that biological or constitu
tional factors are important in inducing a vulnerability that then allows the 
psychosocial factors within the family to exert their effect. To propose a biolog
ical factor of greater specificity for the onset of gender disorders appears unneces
s~ry, as the work of Money and the Hampsons (1955) clearly demonstrates the 
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overriding importance of psychological factors in the development of gender 
identity. Despite issues raised by anomalous findings (Imperato-McGinley, Pe
terson, Gautier, & Sturla, 1979), these early studies stressing the primacy of sex 
of assignment and rearing remain convincing. This point of view does not 
preclude the possibility that biological factors (e. g., hypothalamo-pituitary dif
ferences) may influence one's vulnerability to gender disorders. However, in 
those individuals most likely to display alterations in brain development from 
abnormalities in the prenatal hormonal milieu, for example, the adrenogenital
syndrome girls, very few display abnormalities in their gender identity (despite 
behavioral differences) when reared as girls (Ehrhardt & Baker, 1974). 

Despite earlier beliefs that there might be qualitative differences between 
individuals who go on to a transsexual outcome versus those who manifest a 
fluctuant or intermittent desire for sex change surgery or those who manifest 
their gender identity disturbance only in some cross-sex behaviors and homosex
uality in adulthood, few truly significant differences have emerged. Instead, we 
appear to be dealing with a spectrum of disorders with those who appear at the 
transsexual end manifesting more persistent and severe patterns of behavior likely 
stabilized in this direction because of a lack of interference by significant others. 
Although some authors (e.g., Stoller, 1968) have suggested a qualitative dif
ference in that boyhood transsexuals manifest a cross-sex gender identity signifi
cantly different from others who may only be confused about their gender identi
ty, in our clinical sample of children with gender identity disorders seen over the 
last 8 years, we have found this an unsatisfactory way of classifying children with 
gender disorders. The extent to which a child may manifest less confusion (i. e., 
be more cross-sex identified) is probably the result of lack of intrusion into the 
belief or defensive system that the cross-sex behaviors play. In our experience, 
however, the same familial factors appear to operate in the more severe cases of 
gender disorder as well as in the less severe. The differences appear to be quan
titative and to reflect varying degrees of vulnerability in the affected children as 
well as differences in the severity and extent of the family pathology. It is my 
thesis, then, that the transsexual syndrome arises from an earlier history of 
childhood gender identity disorder as do other less extreme disorders of gender 
identity that are manifest in adulthood. As well, I believe these same earlier 
disorders influence later sexual orientation. 

Our experience in assessing and treating children with gender identity disor
ders began with the opening of the Child and Adolescent Gender Identity Clinic 
at the Clarke Institute of Psychiatry in 1976. Since that time, a total of 64 
children (55 male, 9 female) and 70 adolescents (59 male, 11 female) have been 
referred for assessment of gender symptomatology. All of the younger children 
presented with cross-sex behaviors and/or wishes. Although cross-sex wishes 
were less frequently a reason for referral in the late latency children or young 
adolescents, they continued to present some cross-sex behaviors and interests and 
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were often referred primarily because of teasing or social ostracism at school. 
Approximately 30% of the adolescents presented with a stated desire to have sex 
change surgery. About 20% of the male adolescents were brought because of 
varying degrees of transvestitic behavior. The rest of the adolescents were seen 
because of individual or parental concern with respect to homosexual behavior. 

Children referred for assessment of gender disturbance were seen for psychi
atric assessment that encompassed both individual interviews and a family assess
ment. In addition, the younger children received an extensive battery of psycho
logical testing, tapping cognitive, adaptive, and gender-related functioning. 
Some of these findings have been reported elsewhere (Bradley, Doering, Zucker, 
Finegan, & Gonda, 1980; Finegan, Zucker, Bradley, & Doering, 1982; Zucker, 
Doering, Bradley, & Finegan, 1982). These children are currently being fol
lowed up on a yearly basis and will receive a more in-depth assessment as they 
move into adolescence. The willingness of the families to bring their children 
back on a yearly basis for reassessment has provided us with the opportunity to 
observe the changes that can occur with a variety of interventions over a period of 
time. Although these observations remain uncontrolled, we have had a unique 
opportunity to observe fluctuations in gender-related behaviors that appear relat
ed to such changes as family stresses and change of therapist. Obviously, the 
weight that can be given to our conclusions from this way of observing is 
somewhat limited, but it provides the ground for further, more rigorous study. 

GENERAL OBSERVATIONS 

Although it is possible to group gender-referred children according to 
whether or not they meet DSM-III criteria for gender identity disorder of child
hood (e.g., Zucker, Finegan, Doering, & Bradley, 1984), this does not erase the 
clinical impression that the distinctions between these two groups are essentially 
quantitative rather than qualitative. In general, these children display an exces
sive interest in activities considered more appropriate for the opposite sex, prefer 
opposite sex peers as playmates, may disavow their own physical/genital at
tributes, and may express the wish to be or the belief that they are the opposite 
sex. Differences between the adolescent and child population appear to reflect 
developmental differences as opposed to qualitative differences. Older children 
and young adolescents seldom reveal cross-sex wishes despite earlier histories 
suggestive of extreme cross-gender orientation. It is our opinion that this reflects 
familial and social pressures as well as changing cognitions in the child that force 
a move away from earlier magical or wishful thinking. Adolescents manifesting 
transvestitic behavior, however, appear qualitatively different (see the later dis
cussion). 

Although most gender disorders appear to originate very early in childhood, 
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most children are referred for assessment around school age either because of 
teacher pressure or parental realization that the child is not "outgrowing" the 
cross-sex behaviors. Early history may reveal self-soothing with soft objects in
cluding contact with maternal clothing, silky fabrics, and furs. Parents who are 
keen observers may report a gradual progression from interest in maternal or 
women's clothing to other activities considered stereotypically suited for the 
opposite sex. If not particularly discouraged, these behaviors tend to continue on 
either a sporadic or relatively continuous basis until the youngster meets the 
usual social sanctions encountered in the school situation. Boys manifesting 
cross-sex behavior tend to be excluded from their peer group because of their 
behavior and interests and are usually seen as gravitating toward the female peer 
group. Girls, on the other hand, experience less peer ostracism in manifesting 
cross-sex behavior (Fagot, 1977). With or without treatment, there is a tendency 
with age for at least some of the cross-sex behaviors to diminish (Green, 1975; 
Zuger, 1978). Nevertheless, the follow-up studies to date indicate a rather high 
incidence of homosexual orientation with maturity (see Zucker, Chapter 4 in 
this volume). A rather small proportion of the gender-referred population ap
pears to become more fixed in their belief that a change of their anatomical sex is 
the only way to achieve a sense of comfort within themselves (a congruence 
between their inner and outer selves). 

The adolescents referred for transvestitic behaviors (wearing of women's 
undergarments or occasional total cross-dressing, often accompanied by erotic 
arousal) have not typically manifested the early history of extreme cross-sex 
interest and behavior. They also appear to manifest a somewhat more secure 
sense of gender identity. Most transvestitic adolescents express interest in hetero
sexual relations. However, a few transvestitic individuals present a more mixed 
picture with greater gender confusion and more extreme cross-dressing. 

THE CHILD 

Those authors looking at the personality structure of individuals with gender 
pathology (e.g. Bradley et al., 1980; Lothstein, 1979; Meyer, 1980; Person & 
Ovesey, 1974a, 1974b, 1978) appear to agree that they display a vulnerability 
that allows social forces to impinge on the child, thereby producing pathology. 
The nature of this vulnerability has variously been described as borderline or 
narcissistic personality organization. Because of semantic difficulties in the use 
of these terms and lack of agreement about the existence of such personality 
disorders in children, we tend to view these children as sensitive individuals with 
poor anxiety tolerance. In our clinic population, there is an apparently increased 
family history (over 50%) of affective illness, including alcoholism (as obtained 
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from the parent report). Whether the vulnerability described previously is a 
manifestation of an affective diathesis or related to in utero influences (hormonal 
imbalance) is something about which we can only speculate. However, Her
renkohl (1982), in a recent review of studies related to the development of an 
anxiety prone personality, discusses ways in which stress during pregnancy may 
lead to a hormonal imbalance that appears related to behavioral changes in 
offspring. In a study by Yalom, Green, and Fisk (1973), boys born to diabetic 
mothers treated with diethylstilbestrol (DES) and synthetic progestin during 
pregnancy displayed less aggression, less assertion, and less athletic skills com
pared to controls. Although there are difficulties in transposing the effects of 
either animal studies or the study of boys of DES-exposed mothers to gender
disturbed children, the results are still suggestive of ways in which the observed 
vulnerability may arise. 

Green's (1974) earlier observation about marked physical attractiveness in 
some gender-disordered boys has certainly been observed in a small proportion of 
subjects. These boys tend to present as slim and winsome and, at least at the time 
of assessment, could pass or be viewed as girls if cross-dressed. 

It has also been our observation that some of these children have been 
extremely difficult for their parents to manage as infants. In these situations, the 
behavioral difficulty creates a frustrating interaction between parent and child, 
which appears to lead, in the child's mind, to a lack of certainty about parental 
affection. 

Many of the children presenting with gender disturbance have been seen as 
experiencing considerable stress within their families, either due to parental 
fighting or, in some circumstances, as due to a single traumatic episode. The 
stress is frequently expressed in play, interview, or dramatic material of a highly 
aggressive nature in which the threat to the child's sense of self is obvious (Pruett 
& Dahl, 1982). 

The adolescent who presents with transvestitic symptoms, on the other 
hand, is seldom identified as having feminine characteristics. He does, however, 
manifest a similar personality structure to that described for other gender-disor
dered individuals. 

THE PARENTS 

The most consistent finding is that when the cross-sex behaviors were first 
manifest, they were not particularly discouraged by the parenting figures and, in 
fact, in some cases were encouraged (Bradley et al., 1980; Green, 1974). This 
appears to reflect, in part, a somewhat permissive style of parenting, which, in 
the extreme, may be important in reinforcing the child's belief in the omnipo-
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tence of thoughts. On the other hand, transvestitic behaviors, usually carried out 
privately, were seldom observed by the parents. Parental reaction on discovery 
was usually quite negative. 

Mothers 

Mothers of Gender-Disturbed Boys. Mothers of these boys were described by 
Stoller (1975) as having a phallic envy and a degree of cross-gender identification 
themselves. This has been our observation in some instances as well. However, 
even in our most extreme cases of cross-gender identity disorder we have had 
difficulty finding these characteristics consistently. In some instances, the moth
ers have openly acknowledged their wish for a child of the opposite sex but in 
others this wish has not been apparent. During the first 2 to 3 years of the child's 
development, many mothers have had prolonged periods of depression that were 
often related to marital dissatisfaction and/or the father's frequent absence from 
the home. In some instances, there has been actual physical with
drawal/separation because of maternal sickness. Some mothers of gender-dis
turbed boys have evinced open hostility to males, and in interview they provided 
ample evidence that they viewed males as inadequate. In some families, these 
mothers have been viewed by their gender-disturbed sons as very powerful and 
threatening. Obviously, there has been no "universal" mother of children with a 
gender identity disorder. 

Mothers of Gender-Disturbed Girls. All of these mothers have been con
flicted about their own adequacy and are frequently seen by their masculine 
daughters as weak and unable to protect themselves (Bradley, 1980). 

Mothers of Transvestitic Boys. In our sample, these mothers have been 
outstanding in the degree to which they overtly reject their children, usually after 
a period of some closeness. In several of our cases, the mothers have left the 
family. These mothers, as well, frequently have manifested problems with de
pression that are often related to a chronically dissatisfying marriage. 

Fathers 

Fathers of Gender-Disturbed Boys. A sense of withdrawal is probably the 
most consistent observation of these men (Bradley et al., 1980; Green, 1974). 
Most tended to have a closer relationship with their own mothers than with their 
fathers. Generally, these fathers are psychologically unavailable, if not also phys
ically absent from the home during the early years of their son's development, 
but they also have difficulty relating to sons who do not readily reach out to 



GENDER DISORDERS IN CHILDHOOD: A FORMULATION 181 

them. Much of their absence from the family is work related but also appears to 
be an avoidance of intimacy and an attempt to shore up their own competency 
through overwork. 

Fathers of Gender-Disturbed Girls. These men are sometimes described as 
reinforcing their daughters masculine interests (Bradley, 1980; Green, 1974). 
They are sometimes violent and are often seen by their masculine daughters as 
powerful in contrast to their inadequate and sometimes physically threatened 
wives. They may express views about the general inadequacy of women. 

Fathers of Transvestitic Boys. These men are poorly described in the liter
ature. In our sample, there were no particularly striking features in the fathers we 
interviewed, although one father had a history of transvestitic behavior himself. 

Siblings 

In several of our less typical cases of boyhood gender disturbance, older, 
dominant, hostile female siblings appear to have been active in encouraging 
their younger brothers' cross-sex interests. 

THEORETICAL FORMULATION 

Although the preceding observations are uncontrolled in the sense that we 
have not evaluated these variables against control families, I have been struck by 
the way in which the absence of certain characteristic parts of the pattern pro
duces a lesser degree of disturbance. For example, boys whose fathers have been 
more involved manifest less extreme symptomatology generally. Because I am 
wary of such dangers as overpsychologizing but am also mindful of the need to 
provide a conceptual framework within which to understand gender pathology, I 
would like to suggest the following formulation, first of gender identity develop
ment and then of its connection with later sexual orientation. 

The Gender-Disturbed Boy 

The vulnerable child, as defined here, suffers an increased sensitivity and 
poor anxiety tolerance. His sensitivity may make him aware of parental affects 
and tensions that other children ignore. The boy's poor anxiety tolerance may 
lead to, or accompany, a sense of affective flooding that may be triggered in any 
affect-laden situation (a not uncommon occurrence in these families). Consol
idation of a sense of self is difficult because disorganization of thinking frequently 
accompanies affective flooding. 
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This vulnerable individual encounters a family system in which the mother 
has difficulty providing the positive emotional support needed to achieve a com
fortable sense of self-value. This may occur for many reasons. The mother may 
have wished for a girl to recapitulate a longed-for relationship with her own 
mother. Alternatively, she may have hostile feelings toward this child, her hus
band, or men generally that the child senses. In some situations, the mother's 
intense frustration at having to deal with a difficult or unsatisfying child may be 
perceived by the child as rejection. Similarly, the mother's intense frustration 
with an absent husband may induce a sense of blameworthiness in the child. 

The child reacts to his mother's withdrawal or hostility with the sense that 
there is something wrong with himself. His father, because of absence or perhaps 
some sense of his own inadequacy, is unable to provide the sense of valuing that 
would counterbalance the child's developing sense of confusion or devaluation 
of self. The child, experiencing a sense of uncertainty about his self-worth, looks 
to ways to enhance himself with his parents. Early testing with cross-sex behavior 
may be seen as a way of looking for parental recognition, especially if there is any 
sense of increased valuing of females by significant others. There may be a 
further anxiety-relieving function in the donning of women's clothing because of 
early contact with maternal clothing (in this way fulfilling a transitional object 
role). Other dynamic factors may reinforce the child's belief that being female 
would be better; for example, value systems that equate males with aggression 
and aggression as bad. Oedipal factors may also playa role. The parents' re
sponse, which may be encouragement or lack of discouragement, produces 
confusion about what the parents really value. This, then, leads to a failure to 
establish a stable gender identity and is part of the ongoing weak self-value that 
the child experiences. 

As the gender-confused child moves on into midchildhood, his innate 
tendency to withdraw from rough-and-tumble play and his effeminate man
nerisms lead to difficulty establishing himself in a male peer group. This social 
ostracism initially prodl)ces greater involvement with female peers and then 
ultimately a sense of social isolation as the child is also abandoned by his female 
playmates in late childhood. A result of this social isolation is a lack of positive 
peer feedback that normally helps consolidate a boy's identity as a male group 
member (a likely component of gender identity). Further, this isolated individual 
is now the butt of constant name-calling; for example, he may be called "fag," 
"fairy," and "queer." This must undermine any efforts at moving to consolidate 
a relaxed or comfortable sense of self. 

Many factors may modify this pattern. In some situations, a father may 
become concerned and increase his involvement with his son. Interaction with 
same-sex peers may be supported by integration into a boys' group. Both parents 
may respond to concern about later homosexuality by changing their previous 
patterns of behavior. Many of these events may occur without outside interven-
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tion but they are also obviously encouraged by therapeutic intervention. Also, 
the child himself may decide to overcome effeminate mannerisms, and he can 
be helped to do so in therapy. Although events such as these may help consoli
date a more secure sense of gender identity, many of these children move on into 
adolescence feeling uncertain about themselves. My understanding of what 
makes them likely to move on to a later homosexual orientation will be explained 
later. 

Throughout the preschool and latency years, cross-dressing may fluctuate, 
and it appears often at times of stress to provide anxiety relief. Similarly, threats 
to one's self-value may lead to increased needs to cross-dress. 

For those gender-disturbed boys who have received little discouragement of 
their cross-sex behavior or who have maintained a significant undisturbed fantasy 
of themselves as females, the cross-sex identity may have become the most 
significant or valued part of themselves. For these individuals, moving toward 
passing as a female and ultimately to the request for sex change surgery seems 
most likely. Although at times cross-dressing has served as an anxiety relief 
function, it now also provides a sense of completeness or wholeness that is 
especially essential for the adolescent coping with the broader issues of identity. 

The Gender-Disturbed Girl 

With the gender-disturbed girl, the factors are similar, but they obviously 
operate in the reverse. The same sensitivity and poor anxiety tolerance create a 
vulnerability to a family situation in which the mother is seen as inadequate and 
weak. This perception may arise because of maternal depression (Stoller, 1972), 
but it also seems to occur in the context of family conflict in which the mother 
appears threatened by a violent or intimidating husband. The daughter's tem
peramental tendency to a rather high activity level appears to support an identifi
cation with the more powerful or competent parent. The mother, perhaps be
cause of her depression or other preoccupations, fails to provide a positive 
validation of her daughter's femaleness (often related to her own belief that 
females are powerless and therefore less valued) and so fails to counteract the 
anxiety-provoked identification with the aggressor. 

SEXUAL OBJECT CHOICE 

As we ascend the evolutionary scale, biological mechanisms underlying 
behavior have tended to be balanced if not in some instances overridden by 
psychological or cognitive factors. Thus, it becomes very difficult to understand 
human behavior either by comparison with animal models or simply through a 
knowledge of biology. Nowhere is this more true than in the area of sexual 
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functioning. Even in our life span, the advent of effective methods of birth 
control has allowed the "pleasure of sex" to override its reproductive function. 
This notion of sex as essentially pleasurable and highly valued has so permeated 
our society that late-latency children and adolescents are strongly conditioned to 
think of various aspects of life in sexual terms. This, I would suggest, creates 
more pressure not only for earlier sexual activity but also for foreclosure of 
identity with respect to sexual preference. At the same time, it allows for greater 
cognitive and psychological influence in the area of sexual attraction. Cognitive 
theorists working in other domains have recently been stressing the critical role of 
cognitive processes in the individual's response to a situation. I believe this 
internal dialogue, including labeling of feelings, is very relevant to the under
standing of sexual object choice because it forms the intermediary stage between 
a variety of affects and drives and how they are expressed in behavior-in this 
instance, sexual behavior. 

I believe that the basic principles that lead to sexual object choice occur out 
of a basic attraction for the opposite sex as well as an attraction that we all 
experience for others who are more like ourselves than less like ourselves. This 
attraction and involvement with others like ourselves provides a feedback that 
reinforces one's identity as a member of that group. The early evidence of this 
behavior is readily seen in the phenomenon of young children gravitating toward 
other young children quite unknown to them. Further evidence comes from 
studies indicating that marriage partners have fairly marked similarities (see 
Cook, 1981). Duyckaerts (1964) provides a similar view. An important feature is 
how the individual defines these feelings of attraction to same-sex individuals, 
that is, as sexual or "identificatory." For sensitive people, these feelings may 
appear very intense and, if defined as sexual, may lead to a self-definition or 
questioning of oneself as homosexual. 

For most adolescents, seeing oneself as sexually active with another partner 
generates some anxiety. Given reasonable anxiety tolerance, adequate self-es
teem (including comfort with one's gender identity), and peer support, most 
adolescents are able to deal with this anxiety and move into a heterosexual role. 
That this is not accomplished easily for most individuals is suggested by 
Schofield's finding that "a fifth of young adults expressed anxiety over their 
sexual performance and a half had a sex problem of one kind or another" (cited 
in Rutter, 1980). The gender-disordered child moving into adolescence is a 
sensitive individual with reduced anxiety tolerance, a rather weak sense of him
self or herself, and a degree of gender insecurity. These factors may make it very 
difficult for this individual to contemplate heterosexual involvement. Even if 
efforts are made to achieve a heterosexual relationship, these may be made 
almost impossible because of a disabling level of anxiety. The choice of a same
sex partner may reduce that anxiety and may also coincide with that individual's 
need to reinforce his or her self-value through identification with another biolog-
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ically similar but stronger individual. Other dynamic factors may also reinforce 
same-sex object choice, for example, fear of, or hostility toward, the opposite-sex 
parent. Once begun, however, sexual activity in itself is reinforcing because of 
the pleasure involved and the self-validation, both from other partners and from 
a group. This produces, I believe, a homosexual identity and becomes suffi
ciently reinforced so that efforts to change it may, in fact, produce more anxiety. 
Because of the reinforcement value of the pleasure involved, there may be little 
motivation to change. This theory would be consistent with the literature that 
states that it is very difficult to change homosexual orientation after extensive 
homosexual experience (Langevin, 1983). 

For those individuals with somewhat weak self-esteem and less gender con
fusion, heterosexual relationships may develop. And if the feedback from these 
experiences is positive, they may experience sufficient consolidation of their self
value to allow them to function adequately. However, a dissatisfying heterosex
ual relationship may provoke increasing uncertainty about one's self-esteem and, 
to the extent that this is linked with questions about one's gender identity, may 
force the individual to exploration of homosexual relationships. This is seen, not 
infrequently, when a homosexual relationship follows a dissatisfying or unsuc
cessful marriage and with it an underlying assumption that the person was 
"latently" gay. Obviously, in those situations where the feedback from the ho
mosexual relationship is self-validating, the person may then declare himself or 
herself as gay. Again, however, lack of positive feedback in the homosexual 
relationship may lead to further shifts and self-labeling as bisexual. 

In the adolescent transvestite, maternal rejection of a sensitive and vulnera
ble boy seems important in the development of these behaviors. These adoles
cents, faced with intense but intolerable affects (usually anger at maternal rejec
tion), appear to resort to cross-dressing as a self-soothing behavior (the 
transitional object function) that is often accompanied by masturbation (also self
soothing). One may speculate that their difficulty with anxiety tolerance makes 
anger at the mother more frightening. The use of maternal garments may act as a 
fantasized protector against fear of loss of the mother at these times. The connec
tion with masturbation may become almost that of a conditioned association. 
Although these individuals are heterosexually oriented, their anxiety in social
sexual situations may be sufficient for them to require anxiety-reducing mecha
nisms-previously connected with sexual activity. This is the reason for the 
transvestitic behavior. 

DISCUSSION 

What this formulation implies is that, at least for many "homosexual" 
adolescents, object choice may be less fixed than is sometimes believed. This 
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position is supported by Bell, Weinberg, and Hammersmith's (1981) finding that 
many homosexual adults did experience heterosexual attractions and arousal 
during childhood and adolescence. In addition, although many were involved in 
heterosexual activity, they did not find these activities pleasurable. Although 
these authors interpret this lack of satisfaction as due to a more innate interest in 
same-sex individuals, it is also possible to interpret their data as the early negative 
reinforcement for further heterosexual activities. One further interesting observa
tion is that, in one of the few cases of conversion from homosexual to heterosex
ual object choice, the patient (a male) made this change in the context of a very 
supportive, apparently highly validating relationship with a female (Latimer, 
1977). 

Treatment recommendations that flow from this formulation would be 
focused on understanding and controlling the individual's anxiety, perhaps in
volving desensitization/conditioning techniques as well as promoting self-valida
tion in the gender role. In addition, intervention with parents of gender-dis
turbed children should involve advice regarding discouragement of gender 
inappropriate behaviors and encouragement of same-sex activities and peer in
volvement. Additional efforts may have to be directed at exploring current paren
tal conflicts or attitudinal biases that may contribute to, or maintain, the child's 
sense of insecurity. With the gender-disturbed early adolescent, efforts to dimin
ish cross-sex mannerisms and social-skill training to allow better integration with 
same-sex peers seems critical. 

For many adolescents and their families, the key issue is whether one can or 
should change what appears to be a developing homosexual orientation. The 
preceding formulation would suggest that efforts to promote heterosexual func
tioning should focus on those individuals who have not yet had extensive homo
sexual experiences. Obviously, much effort is needed by both the therapist and 
adolescent to clarify a sexual orientation that allows the individual to function 
comfortably. For many gender-disordered adolescents, support in adapting to a 
homosexual orientation, life-style and community living will be the most appro
priate therapeutic direction. For those individuals who prefer to work toward a 
heterosexual orientation, the therapist should probably feel comfortable in dis
couraging homosexual experience unless it is clear that a comfortable level of 
heterosexual experience cannot be achieved. The same would apply with respect 
to use of transvestitic garments; that is, they should be discouraged while the 
individual is attempting to clarify whether he can deal with the anxiety of sexual 
functioning without resorting to such anxiety-relieving materials. 

FUTURE NEEDS 

Obviously, there is a need for prospective studies of healthy (nonpsychiatric) 
latency-aged and adolescent children followed up into adulthood. Given a suffi-
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ciently large sample, with the freedom to interview these young people with 
respect to sexual attractions and experiences, we might begin to understand the 
relevance of the preceding speculations. 
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Psychosexual disorders such as fetishism, transvestitism, effeminate homosex
uality, and transsexualism, have been discussed in the literature as separate 
entities with their own unique psychodynamics (Fenichel, 1930, 1953; Freud, 
1927, 1955; Stoller, 1968) or as "perversions" with similar psychodynamics, only 
the choice of symptom being different (Socarides, 1969, 1970). Classical psycho
analytic formulations have evolved from the early view that these were primarily 
oedipal disorders to the more current focus on preoedipal etiologic factors (Bak, 
1968; Greenacre, 1968), stressing either separation-individuation issues (Green
son, 1968; Person & Ovesey, 1974a, 1974b; Socarides, 1969, 1970), primitive 
internalized object relations (Volkan, 1979), or disturbances in the sense of self 
(Person & Ovesey, 1976). Of the recent theorists, Stoller (1975) has maintained 
that transsexualisrn alone is the result of a nonconflictual reversal in core gender 
identity, whereas Person and Ovesey (1974a, 1974b) contend that the four disor
ders occur on a spectrum and that each, including transsexualism, is deeply 
rooted in conflict. 

As part of a study of childhood gender identity disorders (Beitel, 1981; 
Bradley, Steiner, Zucker, Doering, Sullivan, Finegan, & Richardson, 1978), an 
adolescent was assessed who manifested a progression in his symptoms from 
fetishism to transvestitism and finally to fears of transsexualism. Because this case 
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gave credence to the notion of a continuity of gender identity disturbance be
tween these entities, an attempt was made to derive a conceptual model that 
could account for such a progression of symptoms in a unitary way. The for
mulation that resulted is based upon the view that gender identity disorders 
reflect a disturbance primarily of the sense of self. The model uses concepts from 
both object relations theory and self psychology to illustrate how this basic 
disturbance affects the child's developing gender identity. 

Gender identity disorders in males can present either as childhood cross
gender disturbance, as fetishism, transvestism, or effeminate homosexuality, or, 
in the most advanced form, as transsexual ism. The latter three are what are 
sometimes referred to as the cross-dressing disorders (Stoller, 1968), that is, 
disorders that involve the wearing of female clothes by a male. Fetishism is not 
usually included with these disorders but can be thought of as related to trans
vestism on a descriptive level in that it involves the use of a particular item of 
female clothing (undergarment, shoes) as a repeatedly preferred or exclusive way 
of achieving sexual excitement. Childhood cross-gender disturbance is an as-yet 
undifferentiated disorder whose significance for the development of adult gender 
identity pathology initially become recognized through the retrospective child
hood histories of adults with gender identity disturbance (Stoller, 1968), and 
more recently through prospective studies (see Zucker, Chapter 4 in this 
volume). 

Modifying Stoller (1968), gender identity can be divided into three compo
nents (1) core gender identity, the basic male-female axis; (2) gender role, the 
masculinity-femininity axis; and (3) sexual role, which includes one's erotic 
nature as revealed by one's sexual object choice and preferred sexual activity. 
Stoller initially differentiated the cross-dressing disorders according to the com
ponents of gender identity that were disturbed. The transsexual was thought to 
have primarily a core gender identity problem; his gender role reflected his basic 
self-classification as a female and his sexual object choice was congruent with 
this self-view. The major etiologic factor was a particular family constellation in 
which a gender-disturbed mother and a father chosen by her to be uninvolved in 
her beautiful son's upbringing succeed in providing only feminizing influences 
for the young boy and thus produce a son, who, from the earliest age that gender 
differences appear, behaves in a cross-gendered manner and identifies as a girl. 
Only a boy with this kind of history and presentation is defined by Stoller as a 
primary transsexual, and such cases are considered to be extremely rare even 
among the group of "so-called" transsexuals. Furthermore, Stoller emphasizes 
that any evidence whatsoever of having had gratification from their male geni
tals, whether through heterosexuality, homosexuality, or through the practice of 
perversions such as fetishism and transvestism, precludes the diagnosis of prima
ry transsexual ism. 

In contrast to the transsexual, the effeminate homosexual has primarly a 
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disturbance of object choice. His gender role is in the service of his object 
choice, rather than being the reflection of a primary core gender identity prob
lem. That is, he behaves in a feminine manner and wears feminine attire 
primarily to attract men. The transvestite (and the fetishist) on the other hand 
has neither a basic disturbance of core gender identity nor of object choice. The 
wearing of female clothes is here a more circumscribed disturbance that either 
produces sexual excitement in itself, as in transvestism, or is a precondition for it, 
as in fetishism. 

Stoller's differentiation of these three clinical entities was a pioneering effort 
in the understanding of gender identity pathology. However, an additional per
spective has been gained recently through the description of the continuum of 
disturbance that these disorders also manifest .. Thus, Person and Ovesey (1978) 
have discussed how, whereas transvestism, for example, may be described as a 
totally distinct phenomenon, it also exists along a continuum with fetishism at 
one end and transsexualism on the other, with an occasional admixture of 
homosexuality as well. These authors, by defining transsexualism descriptively 
as the wish in biologically normal males for hormonal and surgical sex reassign
ment, were able to delineate another group of primary transsexuals (l974a) who, 
in contrast to Stoller's group, appear to have had an ambiguous core gender 
identity from an early age, were reportedly never effeminate in childhood, and 
whose identity crystallized into a transsexual one only in adolescence. Moreover, 
they discovered two groups of secondary transsexuals (l974b) both of whom also 
had an ambiguous core gender identity throughout childhood, but who dealt 
with this ambiguity initially through, in one case, a transvestitic, and in the 
other, a homosexual resolution. This tipped their identification toward the male 
core gender. However, under conditions of stress, when this defense broke down, 
both of these latter groups tended to gravitate toward transsexualism. 

If, for the purpose of this chapter, one accepts Person and Ovesey's broad 
descriptive definition of transsexualism, then one can include, within the same 
rubric, both Stoller's and Person and Ovesey's clinical populations. Two conclu
sions are then quite evident. The first is that Stoller's etiologic formulations for 
transsexual ism do not account for the wish to be female in this expanded popula
tion. This is clear from the fact that Person and Ovesey's primary transsexuals 
have neither a history of childhood effeminacy nor any conscious childhood 
wish to be female, both of which are inconsistent with Stoller's theory. Nev
ertheless, Stoller's is the most profound study of the psychological origins of 
transsexual ism in the literature to date and although, as he states quite clearly 
himself, it only applies to the most extremely feminine of men within this group, 
any alternate formulation that attempts to describe the entire population must 
also be capable of accounting for Stoller's observations. The second conclusion is 
that because there exists a group of transsexuals who regress to this state from an 
initially transvestitic or effeminate homosexual orientation, the notion of a con-
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tinuum of gender identity disturbance between these entities becomes credible. 
It is for the purpose of providing a conceptual framework that can encompass 
both of these conclusions that the model to be described was evolved. 

DERIVATION OF THE MODEL 

An attempt is made here to understand the dynamics of gender identity 
disturbance in terms of that aspect of the subjective world of the child that is 
concerned with the development of internal representations of the self and 
important others, that is, within that part of the ego that was first described as the 
"representational world" by Sandler and Rosenblatt (1962). Other authors (Jac
obson, 1964; Kernberg, 1976; Mahler, Pine, & Bergman, 1975) have subse
quently discussed in detail their particular notions of the course of development 
of this "representational world." Kernberg's developmental stages were found to 
be the most applicable to the formulation presented here. Furthermore, because 
gender identity disturbance is being considered as a disorder primarily of the 
sense of self, some of the concepts used by Kohut (1971) to understand self
pathology are also relevant. Interestingly, the concept of "splitting of the ego" 
used originally by Freud (1938/1955) to describe the pathology of the fetishist 
can be shown to be more generally applicable to a wider range of gender identity 
disturbances when these newer formulations are considered. After discussing 
further the theoretical basis of the model, its relevance to gender identity distur
bance will be described. 

Kernberg (1976) divides the process of internalization of object relations 
into four stages (Figure 1). The first stage occurs in the first 4 to 12 weeks of life 
and is equivalent to Mahler et al.'s (1975) stage of normal autism. During this 
stage, infants begin to lay down memory traces (or memory islands as described 
by Jacobson [1964] of various aspects of their experiences and perceptions of their 
mother. The traces tend to be cathected in a bipolar fashion; that is, memories of 
pleasurable gratifying experiences are cathected with libido, whereas memories 
of unpleasurable frustrating experiences are cathected with aggression. 

In the second stage, the "good" traces or representations begin to coalesce at 
one pole and the "bad" ones at the other. At this stage there is no separation 
intrapsychically of the boundaries between the infant's own good or bad experi
ences and those of his mother. This stage corresponds roughly to Mahler's 
symbiotic phase that extends from about the 2nd to the 5th month. 

Kernberg's stage three extends from the 6th to the 18th month of age and is 
characterized by the differentiation between self-representations and ob;ect repre
sentations. This stage has some overlap with Mahler's first three subphases of 
separation individuation. In this stage, although self and object differentiation 
gradually develops, the process of primitive splitting serves to keep the good self
representations apart from the bad self-representations and the good object repre-
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FIGURE 1. Stages of object relations. 

sentations apart from the bad ones. There thus does not as yet exist any integrated 
concept of the self or of the object. Ego boundaries do become stabilized, 
however, because self-images are being separated from object images, and thus 
the self does become differentiated from the nonself. 

In the fourth stage the separation of the good from the bad images gradually 
becomes mended, and an integrated self-concept and an object representation is 
achieved. This process is thought to begin around 12 to 18 months and to 



194 ALLAN BEITEL 

progress throughout childhood. It overlaps with Mahler's fourth subphase, the 
development of emotional object constancy and the primitive consolidation of 
gender identity. 

Kernberg believes that if the child's bad self- and object representations had 
become invested with an excessive amount of aggression, either constitutionally 
Or from excessive or chronic early environmental frustration, the integration of 
the good and the bad images is not tolerated, and primitive splitting then persists. 
The penalty for the persistence of this kind of splitting is the loss of the ability to 
bring together and to integrate both the loving and the hating aspects of both the 
self-image and the image of the other. It is a failure at this stage of development 
that is thought to be characteristic of borderline pathology. In such pathology, 
stereotyped images of the self and of the other that are in fact archaic remnants of 
early un integrated mother-child experiences tend to occur. These are projected 
and introjected in intimate relationships according to various evoking triggers. 
External objects are then denied a separate existence and are used as weights to 
maintain the balance between good and bad introjects. This is represented dia
grammatically in Figure 2. It is particularly during periods of stress in intimate 
relationships, when the ambivalent loving and hating cannot be tolerated, that 
this mechanism of splitting becomes activated. This type of relating is in contrast 
to that at a higher level where, because of more integrated internal self- and 
object representations, perceptions of others correspond more accurately to real
ity and are continually reshaped and reworked as new information is perceived 
and integrated. 

The mechanism of splitting as described and used by Kernberg will subse
quently be referred to as splitting of representations (Lichtenberg & Slap, 1972). 
It is a defensive mechanism used by the child to keep separate the all-good and 
the all-bad representations of an object or of the self; that is, it deals with the 
separation of the affective components of the representational world. If one uses 
the analogy of the theatrical stage, it represents a way of keeping apart the good 
from the bad characters. Another use of splitting will now be described that refers 
not only to separations of the affective kinds of characters, but to a cleavage of the 
entire stage including the characters on it, that is, to a cleavage of the representa
tional world itself. Both Freud and Kohut have described this kind of splitting 
from different vantage points. 

Freud (192711955; 193811955) described the pathology of the fetishist as 
being due to a "splitting of the ego," one part affirming and the other part 
denying the phallic nature of women. The use of this mechanism results in the 
persistence of two contradictory psychic groups within the ego. Freud, of course, 
did not refer directly to a "representational world." However, this concept can be 
useful in understanding a wider range of gender disturbance than simply 
fetishism when the notion of a representational world is considered. This can be 
done with the aid of the pictorial diagram shown in Figure 3. Here, the "split-
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off' part of the ego is shown to contain within it a representation of both the good 
self and of the good object. It should be noted that although the terms split-off 
ego and main ego are being used here l they, in fact, refer more specifically to the 
representational world aspect of the ego. As used by Freud, the split-off part of 
the ego represents a part of the ego in which reality testing is suspended, so that 
when this part of the ego is activated the boy is able to believe that his mother 
possesses a penis, even as he is aware in the other part of his ego that she does 
not. In Figure 3, this kind of splitting similarly results in a part of the ego that is 
less susceptible to reality testing and to correction of its images. These images 
tend, by their nature, to be of early mother-child experiences. 

Freud's concept of the split-off ego can be compared to Kohut's (1971) 
concept of the vertical splitting of the ego that also results in contradictory 
personality organizations that exist side by side on the basis of disavowal rather 
than repression. This form of splitting is felt by Kohut to be the major defense in 
patients with narcissistic personality disorders, or disorders of the sense of self. It 

lIn the remainder of this paper the terms "split-off ego" and "main ego" will be retained for 
simplicity. It is, however, recognized that in self psychology terminology one might better have used 
the terms "split-off self' and "self," and that in Winnicott's terminology there is some relation to the 
concept of "false" and "true" self. A full discussion of the differences between the theoretical 
frameworks implied by these different terminologies would be beyond the scope of this paper. 



196 

r.::\ 
~ 

......... --- ----

ALLAN BEITEL 

1.....-- 'SPLIT-OFF EGO' 

I 
,/ 

FIGURE 3, Splitting of the ego, 

allows the exhibition of grandiose self-representations that remain unmodified 
because they are "excluded from the domain of the reality sector of the psyche by 
a vertical split" (p.I77). Kohut's concept of the "selfobject" is therefore particu
larly useful in this context. Kohut described two kinds of "selfobjects" -mirror
ing "selfob;ects" and idealizing selfob;ects. Only the former is relevant here. A 
mirroring selfobject is one that responds to and confirms the child's innate sense 
of vigor and perfection. In the natural course of development, such mirroring 
comes initially from the parental figures until the child develops, for the most 
part, internal structures to take over this function. The integration of this concept 
into the model illustrated in Figure 3 is reflected in Figure 4, where the good 
self- and good object representation within the split-off ego is considered to 
function as an internal mirroring "selfobject" for the child, a function that 



THE SPECTRUM OF GENDER IDENTITY DISTURBANCES 197 

remains unmodified because of the relative imperviousness of this part of the ego 
to the modulating responsivity of significant environmental figures. 

It is with the aid of the pictorial diagram in Figure 4 that the relevance of 
the model to gender pathology will now be discussed. In the figure, the split-off 
portion is postulated to represent that aspect of the ego in which there exists some 
disturbance of core gender identity. Within this split-off part, the good self- and 
good object representation is in various degrees of merger reflecting behavioral 
phenomena that range from fetishism where the boundaries may be more dis
crete to transsexual ism where they would be more or less fused. The degree of 
merger may be related to the level of fixation of the gender disturbance. In this 
way, core gender identity disturbance can be defined in object relations terms as 
a particular disorder of the self that is characterized by a splitting off of part of the 
representational world, a part that contains within it an "all-good" image of the 
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mother along with an "all-good" representation of the self with which it is linked 
through various degrees of merger. These latter representations parallel the vari
ous degrees of feminine identification inherent in disorders ranging from 
fetishism to transsexualism and serve moreover in an internal mirroring "selfob
ject" capacity for the child. The splitting that is at the root of these disorders is 
considered to be a defensive reaction by the male child to a perceived deficiency 
in external mirroring. The split-off ego serves as a compensatory internal struc
ture through which the required mirroring is obtained, and the child becomes, 
in this symptomatic way, his own "selfobject." 

Although the central disturbance is one of self-esteem regulation, it be
comes gender focused presumably because the perceived lack of expected accep-\ 
tance and confirmation from the mother is identified by the boy as being the 
result of his maleness. In the most obvious form that this could take, the child 
perceives that his mother wanted him to have been a girl. The splitting that then 
occurs is the result of an attempt by the child to defend against the perceived 
rejection this awareness entails, through the development, and then the mainte
nance, of the illusion in the split-off ego that he is a girl. The manifestations of 
gender disturbance that then occur are reflections of the activation of this com
pensatory structure and represent the attempt by the child to obtain the required 
confirmation, albeit in a paradoxical cross-gendered manner. 

The different manifestations of the various gender identity disorder entities 
can then be understood as being reflections of the differences in the organiza
tions of the split-off ego in each of the disorders. Three aspects of these dif
ferences can be identified. Firstly, as mentioned before, the different degrees of 
feminine identification in the spectrum of disorder from fetishism to transsex
ualism can be related to the different degrees of merger of the self- and object 
representations within the split-off ego. Thus, in fetishism, the boundaries be
tween these representations are relatively discrete, and only a shoe is needed to 
represent the mother and thus to provide the needed security in sexual relations. 
In transsexualism, the representations are more or less fused, and the child must 
actually become his mother in order to feel safe. 

Secondly, the degree of intrusion of the gender identity pathology into the 
patient's life is a function of the need to activate the split-off ego, and this is 
related to "selfobject" need. This latter is a function of the extent to which the 
self has a tendency toward fragmentation, that is, of the cohesiveness of the self. 
In fetishism, for example, the pathology is generally well circumscribed and 
confined to discrete sexual situations such as masturbation or intercourse with 
the rest of the patient's life being relatively less affected. This would parallel a 
relatively circumscribed area of "selfobject" need, a reflection of a circumscribed 
area of vulnerability of the self. In Stoller's primary transsexuals, on the other 
hand, the "selfobject" need is very high, with much of the patient's life being a 
reflection of the need to maintain the activation of the split-off ego. In between 
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these two examples, but closer to the latter, would be those transsexuals de
scribed by Person and Ovesey, both their primary and secondary transsexuals, 
whereas transvestites would be closer to fetishists in terms of the degree of 
"selfobject" need. 

Finally, the degree to which the gender symptom shows syntonicity may be 
a function of the degree to which the split-off part of the ego received external 
confirmation in early childhood. At one extreme, the male child's femininity 
was confirmed, and as a result, a "false cross-generated self," in Winnicott's 
(1960/1965) sense, develops. At the other pole, the attempts at being feminine 
were not confirmed, and in this case a "secret cross-gendered self' developed that 
only becomes activated when various specific trigger situations disrupt the sense 
of self. Stoller's primary transsexuals, who were feminine in childhood, would be 
the most extreme example of a "false cross-gendered self." Person and Ovesey's 
primary transsexuals, who were not overtly feminine in childhood, maintained a 
"secret cross-gendered self." 

This latter aspect can be illustrated by considering further these two hypoth
esized extremes of mother-child experience. In the first kind of situation, the 
mothering figure colludes, in a conscious or unconscious way, with the child's 
attempt to become the daughter he perceives that the mother wants. In this 
situation, the response of the child to his mother's need to use him as a daughter 
firstly promotes the fusion of self- and object images in the child's gender repre
sentations. Furthermore, although the mother indeed serves here in the required 
"selfobject" capacity, both she and the child nonetheless understand that this 
mirroring is dependent upon the child's maintaining the illusion of being a girl. 
Thus, only the child's split-off ego identification is confirmed, the situation that 
is thought to be associated with the extreme forms of childhood femininity in 
boys, such as in Stoller's primary transsexuals. This is represented pictorially in 
Figure 5. 

In the second situation, the mother does not respond to the attempts on the 
part of the child to obtain acceptance for a female identification. In such a case 
the child, in part, gives up hope of external confirmation (the lowest arrow in 
Figure 5 is then broken) and relies instead on the secret split-off aspect of the ego, 
his cross-gender identity, to provide a form of internal mirroring. This would be 
the situation with the kind of transsexual described by Person and Ovesey, where 
as a child, the boy might fantasize being a girl, this being the reflection of 
internal mirroring; yet, he would not display any observable feminine behavior. 
This type of internal mirroring may also be reflected behaviorally, for example, 
in the surreptitious cross-dressing of the transvestite where the clothes them
selves, rather than the fantasy, might trigger the internal confirmation, perhaps 
in the manner of a transitional object. 

Thus far, only the relevance to gender identity pathology of the "split-off 
ego" has been considered. The "main" part of the ego, although quite relevant, 
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FIGURE 5. Selfobject mode of relating to internal and external objects. 

will only be dealt with briefly. Its chief relevance here has to do with the stability 
of the ego itself. Thus, an ego with fixations or deficits at early levels of develop
ment may itself at times of stress be subject to severe regressions in functioning to 
levels where even the defensive splitting of the ego can no longer be maintained. 
An example of this would be the case of delusional gender identity disturbance 
that occurs in the presence of actual psychotic decompensation. With this in 
mind, progressions in gender pathology as, for example, from transvestism to 
transsexual ism, can be understood as involving regressions in either the "split-off 
ego" and/or in the "main ego." For example, when gender identity disturbance 
progresses, an ego that is unstable may show signs of either very high levels of 
anxiety or of actual psychotic disturbance, thus showing "main ego" regression 
in addition to "split-off ego" regression. On the other hand, a more stable ego 
might tolerate such progressions without decompensation, showing only a split
off ego regression. The patients described by Person and Ovesey as secondary 
transsexuals-those that regress to transsexual ism from either transvestism or 
effeminate homosexuality without apparent anxiety-would be examples of the 
latter type of situation. 
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CASE PRESENTATION 

A 14-year-old boy was referred to the gender identity clinic by his therapist of 
several months for recommendations concerning the treatment of his gender dis
turbance. His problems initially were manifested in the use of female clothes for 
masturbation, but in the 6 weeks preceding the assessment they had progressed to 
the point where he feared "a woman inside him" was taking over his behavior. 

The young man recalled that at the age of 3 or 4 he was given a pair ofleotards 
by a girlfriend and that he kept these hidden in a closet until he was about 5. By the 
age of 6 he had begun to steal his mother's pantyhose, and he used these usually for 
masturbation. Also at times, he wore them at night to allay anxiety. Other than 
these hidden activities, he engaged in only masculine childhood behaviors, and at 
no time did he appear feminine in his play or in his mannerisms. He never had had 
the conscious wish to be a girl. 

At age 12, he was sent by his mother to live with his father (his parents had 
separated when he was 9) because she felt she could not control some of his 
rebellious behaviors. These behaviors seem to have begun the previous summer 
after his mother's niece had moved in with the family. During the subsequent 
months, an incident was described in which he had allowed his mother to catch 
him in his room wearing only her pantyhose. There was never any discussion 
between them about this incident, nor had there been any communication be
tween them on a number of earlier occasions when the mother had found her 
pantyhose in his room. It was only after he moved to live with his father that the 
cross-dressing behaviors began in earnest, leading to the point where he began to 
steal his father's girlfriend's clothes and to wear makeup. Both of these activities 
were confined to his house. As the date of his father's wedding approached, he 
began to attempt to cause enlargement of his breasts by using an estrogen "powder" 
and also to wear plastic breasts. During his father's I-week honeymoon, he became 
extremely anxious and confided to a female friend of his stepmother's his tremen
dous fear that a woman inside of him was attempting to take over his behavior, and 
he began to demand residential treatment for protection. He subsequently became 
quite attached to this woman and succeeded in arranging for her to attend his 
actual psychotherapy sessions with him. By the time of the assessment, about 6 
weeks after the honeymoon, his anxiety had significantly decreased and with it both 
the cross-dressing incidents and the behavioral difficulties. He was still anxious 
about "having an erection" because of the fear that the "woman inside him" would 
take over and he would have homosexual thoughts. His main preoccupation, 
however, was his attempt to find a girlfriend who he hoped would solve this 
problem. 

This patient's mother had clearly and overtly wanted a girl when the patient 
was born. In fact, she tricked her husband into having a fourth child he did not 
want only because of her wish for a daughter. Although her husband subsequently 
had a vasectomy, her need to have a daughter was nonetheless finally satisfied by 
adopting a girl when the patient was 3Yz years old. It is noteworthy in his mother's 
history that her own mother had died shortly after giving birth to her as a result of 
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the effect of the prolonged labor on her heart disease. The patient's mother had 
marked masculine identifications as a child, admitting to the wish, when she was 
young, to be a boy. The patient's father was a distant but caring man who con
firmed to us that the patient was an unwanted child whom he had "tried to 
overindulge so that he would not feel so rejected." He described his wife as showing 
more interest in the children as babies, but somehow losing interest when they got 
older. He cited several examples of negligence on her part. The patient, however, 
maintained that he had a good relationship with his mother, and instead he 
described his sister as "his tormentor" in the family. 

DISCUSSION 

This patient's history shows the entire range of gender pathology from 
fetishism to fears of transsexualism. His pathology reveals the two types of split
ting described previously-the splitting of representations and the splitting of the 
ego. The persistence of splitting of representations was a means of preventing the 
contamination of his good-self and good-object representations by the ag
gressively invested ones. The increase in aggression may have been a reaction to 
his perceived rejection by his mother on account of his not being a girl. There 
did not seem to be evidence of any attempts on the part of his mother to reinforce 
feminine behaviors, however. Thus, the predominant aspect of his splitting of 
representations is into "good" and "bad," rather than into "feminine" and "mas
culine," and his childhood gender behavior was primarily masculine. The "bad" 
maternal image was projected onto other family members; his adopted sister was 
the predominant focus. His mother served as the primary external object for the 
projection of the good maternal image. However, her tendency toward empathic 
failure made her a rather unsafe haven for such projections. 

The patient seems to have internalized, therefore, on another level, the 
awareness that his mother wanted him to have been a girl. That is, by splitting off 
part of the ego, he could maintain in this "split-off"part the illusion that he was 
the daughter his mother wanted. This served the purpose of allowing him to 
maintain his masculinity, but at the same time of avoiding the feeling of rejec
tion this entailed. 

This mother's preoccupation with the wish to have a daughter would, in 
fact, have been quite apparent during the patient's early years because there was 
no attempt to hide this from him. The adoption of a girl when he was 3 Yz was an 
occasion when his mother's disappointment in not having a girl would have been 
particularly evident, and this may have been the nidus for the crystalization of 
his unconscious wish to be a girl. The internalization of this wish was then the 
basis for the hypothesized splitting of the ego. 
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In this case one can hypothesize that a precursor to the splitting of the ego 
was the patient's earlier defensive use of denial in fantasy. This was revealed in 
his memory of the use he made of the little girl's leotards sometime after the 
adoption of his sister. The illusion of being a girl was here represented in the 
saving and then the hiding (splitting off) of this girl's item of clothing. The 
leotards thus became a kind of surreptitious transitional object, perhaps the 
external representation of the internal development of the split-off secret part of 
the ego. 

The patient's progression from the use of the leotards as a transitional object 
to the fetishistic use of the pantyhose, sometime between the ages of 4 and 6, 
reflects, in classical theory, the sexualization of the split-off ego: The pantyhose 
represented the mother as an incestual object as well now. Thus, the pantyhose 
in this sense served as a defense against castration anxiety, both by representing 
the phallic mother, as well as, paradoxically, by symbolizing the autocastration 
that disguises his masculinity. The preoedipal origins to the fetish are preserved, 
however, in the separation anxiety-relieving function of wearing them occasion
ally at night. 

In terms of the model, this latter progression to the use of the pantyhose as a 
fetish may also represent a turning away from the hope for external mirroring, 
that is, from the hope of his mother's "accepting" him as a girl with leotards to 
the acts of self-mirroring or self-comforting that are represented by the masturba
tion with his mother's garments. It is hypothesized that this mechanism subse
quently became an integral part of his particular mode of self-esteem regulation 
to be activated in the face of circumstances that threatened his sense of self. It 
was around the time of puberty when, in response to increasing libidinal pres
sures and life events that increased his vulnerability to perceived rejections, that 
the further progressions in his gender disturbance that will now be described 
occurred. These further progressions can be understood as manifestations both of 
the patient's activation of his "split-off ego" and of regressions in its gender self
and object representations in the face of rejection or abandonment feelings. 

The trigger to this process seemed to occur at age 12 when his mother's 
niece moved in with the family. For the patient, this seemed to represent a 
preadolescent repetition of the abandonment feeling occasioned by the adoption 
of his sister just prior to his oedipal phase. Shortly after this, an incident occurred 
whereby he allowed his mother to catch him in his room wearing only her 
pantyhose. Like the earlier incident with the leotards, this represented the almost 
delusional wish that his mother could recognize in him the daughter she wanted. 
His mother's anger over this incident represented to him, paradoxically, a further 
failure in mirroring. This incident was critical because it also seemed to make his 
mother transiently aware of her own rage at his not being a girl. It was perhaps 
her inability to completely deny this rage any longer that resulted in her subse-
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quent actual rejection of him, which was represented by her request that he go 
live with his father. 

The later progressions in the patient's gender disturbance, first to trans
vestitic behavior and then to transsexual fears, followed both this move and his 
father's remarriage and I-week honeymoon separation. One might speculate that 
several factors were involved here. First, the father's marriage may have been 
interpreted as a further rejection of him. Castration anxiety caused by incestuous 
wishes toward his father's bride may have had a part. Envy of this woman's 
femaleness may also have been a contributing factor. However, with reference to 
the model described, one may see that, as was his fetishistic turning to the 
pantyhose when he was younger, these progressions represented primarily further 
attempts at self-mirroring by which in progressively more regressive ways, he 
attempted, in the absence of external confirmation, to confirm himself as a girl. 
These progressions in his gender disturbance were paralleled internally by the 
increasing merger of his gender self- and object representations to the point of 
fusion of these representations that was then reflected in the fear he expressed of a 
woman inside of him taking over his behavior. Furthermore, with respect to the 
stability of the "main" part of his ego, it is apparent that, although the progres
sion in his gender disturbance was not accomplished without intolerable anxiety 
leading him even to the point of fearing for his safety, it did not progress to the 
point of overt psychotic decompensation. 

When halted this regression was his finding an older woman at just this time 
to whom he was able to confide his gender fears and who temporarily provided 
him with the external acceptance he needed; the degree of this acceptance 
included her attendance at his twice-weekly psychotherapy sessions. This woman 
thus became the external mirroring "selfobject" he hoped his mother would be. 
With this woman now providing external structure for his previously internal 
selfobject, he apparently was able to relinqUish the need to cross-dress for a 
period just prior to the assessment. The fear that the "woman inside him" would 
take over his behavior remained with him, however, whenever he had sexual 
thoughts. 

The equilibrium established was precarious because it depended on the 
external structure provided by this friend. That she served as a "selfobject" in the 
narcissistic mode, one that provided a structure needed for growth, was revealed 
in his newly developed tentative movements toward oedipal strivings with active 
fantasies of finding a girlfriend. The precariousness is revealed in the persistent 
fears of regression now to transsexual behavior as well as to fears of homosex
uality as a result of these regressions. 

This patient reveals the potential for transsexual decompensation and may, 
without treatment, become the kind of transvestitic transsexual described by 
Person and Oversey as a secondary transsexual. 
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SUMMARY 

This chapter presents a conceptual model of gender identity disturbance 
that is based upon the hypothesis that gender identity disorders ranging from 
fetishism to transvestitism and transsexual ism reflect primarily disturbances in 
the sense of self. The model utilizes concepts from both object relations theory 
and self-psychology to illustrate how this basic disturbance can affect the male 
child's developing gender identity. A clinical vignette is described of an adoles
cent who showed in his history a progression in his symptoms from fetishism to 
transvestism and finally to fears of transsexual ism. The model is then used to 
illustrate how such a progression of symptoms can be understood in a unitary 
way. 
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In order to better understand the many sexual anomalies that involve the wearing 
of or at least the use of women's attire by men, it is instructive to examine what 
clothes mean to the average person. Anthropologists long have recognized that 
throughout history almost all societies have a division of labor that is based on 
age and on sex. In many cultures the distinction between male and female is 
readily evident in the costuming that is worn. The clothes of men and women 
serve as insignia or as signals of the gender of the individual wearing them, and 
they indicate that the expected sex role behavior should be forthcoming from that 
person. The outward form of the costume chosen is often taken at face value to 
represent social station, roles, wealth, and the like as well as sex roles. Thus, the 
social climber, by dressing like an upper class lady, hopes to be accepted as one. 
Dorner (1974) noted that clothes serve many purposes related to climate, tech
nological advances, sexual display, political, social and economic structures, 
historical precedent, and the influence of the mass media. The latter create 
images of masculine and feminine idealized types that can have widespread 
influence. Yalom and Yalom (1971), for example, discussed the influence that 
Ernest Hemingway had on 20th century ideals of the male role. They noted that 
his name was a synonym for ultramasculinity-action, courage, physical prow
ess, stamina, violence, independence-and that he was the heroic model of an 
age. A photograph of him in hunting costume with rifle and his catch at his feet 
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is familiar to his many fans who idealized his interpretation of the male ster
eotype. Yet, his private writings show a considerable degree of gender confusion. 
He was diagnosed as having a severe paranoid depression, and he committed 
suicide in 1961. The extreme and stereotypic male image he created is not 
atypical of that held by some transsexuals, and, of course, Hemingway influ
enced many people. 

One purpose of clothes throughout the history of the Western world has 
been the conscious display of wealth, social station, and also sexual display. As 
Dorner (1974) noted, it has been predominantly the male who has been the 
peacock. However, the male has displayed and been vain as a male. The man 
who dresses as a female usually would be frowned upon, but the opposite was not 
always true. A female copying males may be seen as brave or courageous, for 
example, Joan of Arc (Bullough, 1974; Steiner, 1981). 

Sexual display may be attained in many ways. Suggestion and imagination 
are often used in conjunction with the distinctive features of clothes themselves. 
For example, women's attire often differs in the texture from men's clothes; 
particularly, women's undergarments are softer than men's so that the qualities 
of the garments themselves may have special properties that are exciting, as they 
are to the fetishist. Dion (1981), in discussing the features of sexual attraction, 
noted that a long-time ideal in Western society has focused on female physical 
features. The male's social station was considered more important than physical 
appearance, but the female's good looks were stressed and she had to be "deli
cate." She should be blond, blue-eyed with cream-white skin, and have a tiny 
waist. However, different features of the female anatomy have been exaggerated 
for display purposes at different times in history. The bustle or enlarged hip shape 
and behind of the Victorian female costume or 15th-century dresses suggestive of 
pregnancy are examples. The foregoing are stereotypes and generalizations. The 
reader will find many examples that qualify these statements. 

From a historical perspective, a costume may appear to be arbitrary and 
time bound. For example, Roman soldiers wore a tunic that looked much like a 
dress. Pictures of Louis XIV in his court show an evident concern for makeup, 
wigs, and stockings that revealed the shape of the leg, much as contemporary 
nylons do for the female leg. In spite of all these variations, deviations from the 
given costume and sex role have been treated with ridicule and/or punishment 
by the cultures in which they occur, although there are noticeable and famous 
exceptions, such as Nero or Francois I of France (see Clouet's painting of him). 
Nevertheless, most individuals generally would not think of dressing up as the 
opposite sex. It is instructive to watch normal men on Halloween who cross-dress 
for the purpose of the occasion. The incongruity in knowing that they are men 
and are attempting to act like women produces much laughter. That somebody 
would take cross-dressing seriously produces shock and disbelief. 

This attitude is not new to the 20th century. Some of Shakespeare's plays for 
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example, involved a woman pretending to be a man. In The Tempest, the 
heroine disguised herself as a male. She was later revealed as a female by the 
hero, and they formed a romantic liaison. Shakespeare himself, who is believed 
by some writers to have been homosexual (Besdine, 1971), may have been aware 
of the difficulty of assimilating the gender roles assigned by society to persons 
who do not fit. 

Not all societies treat cross-dressing with scorn. The berdache of the North 
American Plains Indians were considered valuable workers. These men who 
desired to take on the woman's role, perhaps as an anxiety reaction to the 
threatening way of life in that society, were highly valued for their ability to 
perform hard work, and they acquired the trappings of the female role (Forgey, 
1975). 

Most often it seems the average person in a sexual context uses clothes for 
insignia of gender role and as a means of sexual display. For some gender 
dysphoric men, the purpose may be similar. 

TRANSSEXUALISM AND GENDER IDENTITY 

The transsexual presents the apparently simplest picture of cross-dressing. 
In the male, the "true" transsexual claims to be a woman trapped in a male 
body, to have had a lifelong and strong conviction of cross-gender identification, 
and to feel that nature has "made a mistake. " Women's clothes in and of 
themselves are believed to be similar in nature to the purpose they serve for 
females. They are the insignia of the female role, and they may not serve 
especially sexual needs. Jan Morris (1974), the journalist-writer who had a male
to-female sex change operation in middle age, noted this in her book Conun
drum. After initial sexual experiences as a man, she noted at once it was a 
different thing from gender, which was not physical or genital at all but was "life 
and love" itself. Thus, the male transsexual wants, for whatever reason, to 
display in the female role but perhaps more important, he wants to be treated like 
a woman by heterosexual men or, to be more precise, by gynephilic (literally 
love of women) men. 

Transsexuals seem to have difficulties in the gay subculture because homo
sexual men are androphilic (literally love of men and technically, an erotic 
preference for physically mature males) and the "masquerade" in female attire is 
unacceptable in the long run. If not, the transsexual's reluctance to use his own 
penis may ultimately be frustrating (E. M. Levine, 1976; E. M. Levine, 
Shaiova, & Mihailovic, 1975; E. M. Levine, Grunewald, & Shaiova, 1976). 
Freund, Langevin, Zajac, Steiner and Zajac (1974) found that, in applicants for 
sex reassignment surgery, androphilic transsexual men indicated that a major 
reason for seeking sex reassignment surgery was to attract gynephilic male part-
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ners. This explanation is appropriate for androphilic men but is unsatisfactory for 
gynephilic and asexual transsexuals. The gynephile is transformed by surgery 
into a lesbian, and the asexual cases remain indifferent to sex. Erotic interest 
does play some role in the transsexual's behavior. Some are prostitutes and others 
overseductive. The inappropriately and overdressed male-to-female transsexual 
has been described as a caricature of the female, and his style of feminine attire 
labeled as "midnight whore." Nevertheless, as they present clinically, many 
masculine mannerisms and habits may be evident, and they must learn much to 
be convincing females. This suggests that the "conviction" of being a female 
may precede or be independent of gender role behaviors. Many gender dysphoric 
men acquire and practice feminine behaviors before seeking psychiatrists to 
approve sex reassignment surgery. Interestingly, at present in our clinic their 
choice of costume does appear inconspicuously feminine and less stereotyped. 

Some transsexuals also say they feel "good" dressed as women and that they 
experience a reduction in tension when they cross-dress (Bancroft, 1972). They 
may dress in privacy as a woman without contacting other individuals because 
they feel "relaxed and at peace." Morris (1974) as a transformed female also 
noted that people in general are usually far kinder and more indulgent to women 
than to men. She also sees women as more protected, suggesting that the female 
role overall may be more relaxing to male-to-female transsexuals. 

Some theorists believe that transsexuals are confused (Person & Ovesey, 
1974; Eber, 1980) and that they do not possess true feminine gender identity in 
the sense that females do. An applicant for sex reassignment surgery approx
imately 6 years ago recently came by for a social visit. When he so desperately 
wanted surgery he presented as obviously unsettled in gender orientation. At one 
visit he would be dressed in a very feminine way with rouge and earrings. At 
others he would be dressed in "macho" men's clothes, even with a knife in a 
leather case. At still other visits he would have both, with the rugged male 
exterior costume but wearing bra and panties underneath. He has been in and 
out of jail since we last met, for breaking and entering and theft. He appeared in 
a cowboy costume, which is inappropriate in Toronto, wearing a leather belt 
with an assortment of tools attached. He said he lost the desire to be a woman but 
from his description of his life, he seemed asexual. He seemed unable to take any 
social role seriously. 

Even Jan Morris (1974), who manifests creative talent as a writer and 
journalist, reflected on his/her incongruous and powerful attraction to male and 
female roles. She recalled with affection and pleasure her days as a male in the 
Army and as a male journalist accompanying the expedition to Mount Everest, 
during which he reveled in a feeling of unfluctuating control in his male body, 
something that women cannot share. During that exhilarating time of male 
fitness, she found the male body "a marvelous thing to inhabit." 

Person and Ovesey (1974) have noted that transsexual ism is not a unitary 
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entity, but a final common pathway for a variety of disorders. Newman and 
Stoller (1974) and Stoller (1971) have delineated several groups of applicants for 
sex reassignment surgery who appear to be convinced of their own feminine 
gender identity, although clinically they seem very attached to the male role. 
These latter cases are not considered "true" transsexuals, and some of these men 
are described as psychotic. 

Meyer (1974) noted, among applicants for sex reassignment, aging trans
vestites who were characteristically depressed, anxious, suicidal, and occasion
ally, homicidal; younger transvestites who were predominantly fetishists, mas
ochists, and sadists; stigmatized homosexuals whose erotic impulses seemed to 
them socially and personally unacceptable; polymorphous perverse men; schiz
oid individuals; eonists or prototypical transsexuals; and depressed patients, 
among others. Hoenig, Kenna and Y oud (1970) indicated that fully 70% of 
transsexuals have some additional psychiatric diagnosis, but only 13% were 
psychotic. 

In some cases, there may be vacillation in sex role and gender uncertainty 
that is evident. Stoller and Newman (1971) noted the confusion of transsexuals 
in their "bisexual identity." They described their two cases as resistant to treat
ment aimed at adaptation to the male role but after all the operations and female 
hormones, a male part of them remained untouched. Langevin, Paitich, and 
Steiner (1977) studied transsexuals living as males versus those living as females 
and showed that the former were confused, used their own penises more in 
sexual interactions with men, and reflected more the kind of case that Person and 
Ovesey have described. The transsexuals living as females, however, showed 
antisocial tendencies. The latter finding is interesting in conjunction with the 
report by Hoenig and Kenna (1979) that transsexuals tend to show brain pa
thology, and in particular, to manifest temporal lobe abnormalities. The picture 
of antisocial behavior and brain pathology in this area is congruent with an 
individual incapable of, or with reduced capability for, incorporating sex roles as 
well as other social roles into his behavior (Langevin, 1984). In fact, it may be 
quite characteristic of gender dysphoric men that they cannot incorporate social 
roles generally and that they see being a woman as a solution to their dilemma. 
Morris (1974), in an analysis of her own transsexualism, noted that as a male she 
took an observer's role but felt she belonged to no segment of humanity. She 
enjoyed her independence as a male but at the same time felt utterly detached 
from people, a feeling that could lead her to conclude that reality is an illusion. 
She also noted ominously that for every transsexual who attained some identity 
after surgery, many more found it to be only a mirage in the end; so they were 
still in a quandary. 

Although transsexuals have been characterized as extremely homosexual 
men, they resent that denotation. They claim that they are not gay and that they 
are true women psychologically. Some homosexual men, "drag queens," may 
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be difficult to distinguish from transsexuals. However, the former do not seek sex 
reassignment surgery although they may have intense feminine longings at 
times. In many cases, cross-dressing for homosexual men is a parody of social sex 
roles or even laughing at their own anomaly, for example, the annual Halloween 
public "transvestism" indulged in by some gay men. 

Nontranssexual homosexual men are also believed to manifest feminine 
gender identity. This is an old hypothesis, and it is supported in contemporary 
thinking by a number of theorists (d. Langevin, 1983). Using the best available 
gender identity scale to date, in terms of its psychometric soundness and validity, 
Freund et at. (Freund, Nagler, Langevin, Zajac, & Steiner, 1974; Freund, 
Langevin, Satterberg, & Steiner, 1977) found that homosexual men as a group 
showed greater feminine gender identity than did heterosexual men. However, it 
is interesting that only 2 to 3% of the homosexual men had scores overlapping 
with transsexuals but one third overlapped with the heterosexuals. This was not 
necessarily correlated with cross-dressing behavior, although it did playa role. 
Sanders, Bain, and Langevin (1984) and Bell, Weinberg, and Hammersmith 
(1981) raised doubts that the homosexual male is truly feminine identified. 
Sanders et at. examined the Freund et at. Feminine Gender Identity Scale but 
scored it in a different way, such that male items, female items, and indifference 
or ambiguity were scored separately. When this was done, the homosexuals as a 
group were masculine identified but not as strongly as the heterosexuals were. 
This corresponds to earlier findings on effeminacy summarized by Bancroft 
(1972). He noted that less than a quarter of homosexual men can be considered 
effeminate. 

Langevin (1983) has postulated that gender identity and erotic preference 
may be independent factors and that, in fact, erotic preference to interact sexu
ally with males or females may have little or no inherent relationship to gender 
identity. The male who has erotic interests that are at odds with the social gender 
role may develop a distaste for it or, as in the majority of our cases, indifference. 
Thus, they play the role but perhaps do not incorporate it to the extent that the 
heterosexual does or to the extent that the transsexual incorporates the female 
role. Altemately, they may incorporate both gender roles equally. 

The independence of gender behavior and erotic behavior is also evidenced 
in the existence of heterosexual (gynephilic) transsexuals. These men have a 
relative erotic preference for females but at the same time prefer to have sex 
reassignment surgery to satisfy their strong feminine gender needs (Barr, Raph
ael, & Hennessey, 1974; Buhrich & McConachy, 1977b, 1977c, 1978; Hoenig, 
Kenna, & Youd, 1970). Table 1 depicts the known relationship of erotic 
preference and gender identity in a variety of groups that may appear as appli
cants for sex reassignment surgery. "Normal" gynephilic masculine-identified 
and homosexual men are included as reference points. Although one may wish 
to select for surgical sex reassignment only the most feminine cases, there are 
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TABLE 1. Gender Identity and Erotic Preference in Sexually Anomalous Men 

Gender identity 

Ambivalence 
or 

Masculine indifference Feminine 

Men Homosexuals Homosexuals Homosexuals 
Transsexuals Transsexuals 

Erotic preference for 
Women "Normals" Transsexuals Transsexuals 

Transvestites Transvestites 
Sadists Sadists 
Masochists Masochists 

three noteworthy features. First, all the feminine gender identity groups also 
appear in the gender ambivalence-indifference (and confusion) cells of the 
table, and this may make it difficult to sort out suitable applicants for sex 
reassignment surgery. Second, the transsexual group may show an erotic prefer
ence either for men or women, and in some cases may be asexual. One has to 
wonder about satisfaction of sexual needs after surgery, and especially about the 
heterosexual transsexuals who would become "lesbians." This has been dis
cussed elsewhere in this volume. Third, a mixture of sex anomalies appear 
together in the feminine gender identity cells. Some of the anomalies are poorly 
understood, especially sadomasochism, and they may be easily overlooked. 

In examining the majority of transsexuals, it appears that cross-dressing is a 
symbol for these men that they want to be treated like a woman in the heterosex
ual gender roles. However, much confusion exists as to exactly what is being 
satisfied by this need. Moreover, many other groups exist who manifest sexual 
anomalies and who suggest that cross-dressing may have a much broader mean
ing, perhaps even to the transsexuals. 

FETISHISM 

The texture of female clothes, particularly female undergarments, has been 
considered to be an important facet involved in the erotic arousal of transvestites 
as opposed to transsexuals. It is currently accepted that males who have a greater 
preference for females and dress up in female clothes for sexual gratification are 
transvestites. Those who do not use clothes for sexual arousal are transsexuals. 
The hallmark distinguishing the transvestite from the transsexual is a fetishistic 
attraction to the garments, at least at some time in their sexual history. 

The essence of fetishism is that some inanimate object, in this case the 
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clothes and perhaps their texture, has an inordinately large sexual-arousal poten
tial for the male. In fact, they may prefer contact with the inanimate objects to 
sexual interaction with living men or women. However, this distinction is not so 
clear-cut in practice, and considerable confusion exists in the professional liter
ature about the nature of this sexual anomaly. The distinction of transsexual and 
transvestite is problematic. Moreover, Bancroft (1972) noted that there was a 
distinct possibility that a significant proportion of transvestites will eventually 
become transsexuals. Forty-two percent of his 22 heterosexual transvestitic cases 
appeared to be so oriented. Buhrich and McConaghy (1977a) thought that 
restricting the definition of transsexual ism to those without fetishistic features 
was premature. 

Bentler (1976), too, presented data that suggest diagnostic problems around 
cross-dressing behavior: He reported that 50% of transvestites he studied mastur
bated in their female attire and were "fetishists," but only 2 5 % of transsexuals did 
so. One has to wonder why all the transvestites in his sample did not masturbate 
in their female garments and why any of the transsexuals did. Moreover, from 
his data, it seems that gender identity may be as significant a component in 
transvestism as erotic needs. 

The aging transvestites described by Bancroft (1972), Lukianowicz (1959), 
Meyer (1974), Steiner, Satterberg, and Muir (1978), and Stoller (1971) appar
ently had cross-gender longings, at least in their later years, and they might seek 
sex reassignment surgery in spite of the fact that they were heterosexual. The 
clothing, therefore, is overdetermined in that it serves orgasmic and gender 
needs. Aging transvestites may have desires for surgery at this time, but these 
desires are transient and subservient to their erotic needs. As drive level dimin
ishes with age and sexual curiosity decreases, the gender need may remain strong 
and stable so that they now apply for surgery. 

The transvestite has not always been portrayed as the simple fetishist. Buck
ner (1970), for one, has postulated that the transvestite has a miniature society in 
which he portrays both male and female roles. Thus, looking in a mirror, he 
might see himself as the woman or as a man looking at a woman. In this dual 
society there is the perfect relationship in which there is no disharmony, and 
they completely satisfy "each other's" needs. Buckner believes that this becomes 
a habit from the transvestite's inability to cope with women in the real world 
where there is disharmony. In the miniature society, there is no problem. 
Orgasm as well as gender role behavior is fantasized and is satisfying. No one 
apparently has pursued this idea further in empirical study. However, some 
writers have noted that many transvestites describe having a "different person
ality" when dressed as a female (Prince & Bentler, 1972). Gosselin and Eysenck 
(1980), using the EPI scales, found that transvestites were less neurotic when 
dressed as females so the cross-dressing may serve to reduce anxiety. Bentler et 
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al.'s cases of transvestism represent the single largest sample in all medical 
history-504 nonpatient transvestites (Bentler & Pr.ince, 1969, 1970; Bentler, 
Sherman, & Prince, 1970; Prince & Bentler, 1972). They found that only 12% 
described themselves as fetishists, and 78% indicated that they were a different 
personality when dressed as a woman. 

One has to wonder why the transvestite puts the clothes on. If it w~re only 
the tactile properties of the garments that were satisfying, there would be no need 
to wear them. For example, a single male in his mid-30s came to our clinic 
having a long-standing fetish for male jeans. He enjoys fantasies of stealing them 
from their owners and keeps a collection of them for himself. In his sexual acts, 
he wraps the garment about his penis and masturbates. Wearing the clothes 
seems unimportant. Chalkley and Powell (1983) examined 48 patients with 
sexual fetishism who were seen over a 20-year period. Only 44% actually wore 
the clothes to which they were erotically attracted. However, the transvestite 
usually does wear the clothes. Bancroft (1972) noted this fact and, in studying 22 
cases, suggested that the "fetish" may involve both the texture of the garments 
worn but also a fantasy in which his own body becomes that of a woman, as 
though "she" were there. In 4 of his cases, the transvestites had fantasies of 
sexual intercourse with a man. Three of these patients imagined they were the 
women in the fantasy. Lukianowicz (1959) also noted a case of a transvestite who 
associated "his desire to be a woman" with masturbation. This hardly seems like 
an "inordinate sexual arousal to inanimate objects," which defines a fetish. The 
fact also that there is such an entity as an aging transvestite seeking sex reassign
ment surgery indicates that this sexual anomaly has been oversimplified. There is 
likely a combination of fetishism, gender needs, and perhaps other as-yet unex
plored dimensions that play a role in his behavior. One possibility is 
sadomasochism. 

SADOMASOCHISM AND VIOLENCE 

There are almost no systematic, controlled studies of sadomasochism; so its 
relationship to cross-dressing behavior is for the most part unknown. However, it 
is known that cross-dressing plays a role in this behavior. This knowledge is based 
on clinical reports and case studies (Lukianowicz, 1959). No one to date has 
examined in a phallometric study the exact relationship of clothing to this 
anomaly, but Wilson and Gosselin (1980) reported an informative comparison of 
a large sample of sadomasochists, fetishists, transvestites, and controls. There 
was extensive overlap of interests in the groups, pointing to the complexity of the 
anomalies. Although 37% engaged only in transvestism, 88% of the total group 
shared at least one of the other two sexual anomalies. Thirty-five percent of the 
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transvestites also engaged in sadomasochism. Moreover, 41 % of them were not 
fetishists. Their results both question the primary definition of transvestism as 
fetishistic and suggest a major association of cross-dressing with sadomasochism. 

A number of case reports (Resnik, 1972) found that female attire was associ
ated with "suicides." As it turned out, many of the cases could be identified as 
"accidental" and cross-dressing in female attire was used in some way as part of 
an autoerotic asphyxia (Dietz, 1978; Litman & Swearington, 1972; Stearns, 
1953; Walsh, Stahl, Unger, Lillienstern, & Stephens, 1977). This latter behav
ior involves producing a state of asphyxia in some way such as by self-strangula
tion or by using a plastic bag over the head. This is associated with sexual climax 
that apparently occurs just before passing into unconsciousness. Elaborate appa
ratus have been used, allowing the person engaged in the acts to manipulate a 
rope, so that once he passes into unconsciousness, he is released, preventing 
death. In some fatal cases, the men have been cross-dressed, and pornography 
has also been found, some of it of a sadomasochistic nature. Because these men 
are dead, we can only guess at the role the clothing played in their behavior. In 
one living case seen on our forensic service, it appeared that feminine gender 
identity was a powerful component in this man's behavior, and he desired sex 
reassignment surgery now that he had been castrated. 

Cross-dressing also occurs in the context of sadism and other sexually ag
gressive acts, in particular among rapists. Langevin, Paitich, and Russon (1984a) 
and Langevin, Bain et af. (1984) found in two studies that one fifth of men 
charged with rape or sexual assault, engaged in cross-dressing behavior, many of 
them achieving orgasm. The findings were surprising, but they appear to be 
consistent. Brittain (1970) noted some "effeminacy" in sex murderers, and he 
suspected homosexuality but said no more about the matter. In general, the 
connection of cross-dressing, femininity, and violence has not been stressed. 

In the second study (Langevin, Bain et al., 1984) only four cases (20%) were 
noted, but of these, fetishism appeared to be a major factor in the cross-dressing. 
Possession of the victim was also a factor, and gender identity played some role. 
The sadists showed gender disturbance as measured by the Freund et al. (1977) 
FGI scale, in that they were more feminine and/or ambivalent about gender 
identity than nonviolent nonsex-offender controls. One has to wonder why these 
violent men show behavior that is believed to be characteristic of the opposite 
end of the psychosexal spectrum, that is, the "passive" feminine, "harmless" 
transsexual or homosexual. In some instances, the behavior was surrogate in 
nature. For example, one sexually aggressive male abducted women and tortured 
them for his erotic gratification. However, before building up the courage to 
engage in these acts, he would dress as a woman and watch himself in a full
length mirror. He would abuse himself by sticking pins in himself, imagining 
that the woman in the mirror was a victim in his possession whom he was 
torturing. His cross-dressing did not appear to be inherently necessary for the 
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erotic gratification in the way it would be for a transvestite. Once a real victim 
was available, the man no longer had the need for the clothes. However, this was 
not true in the majority of cases, and a real fetishistic and/or gender component 
appeared to playa role in their behavior. The clothes themselves had a powerful 
erotic attraction. It was mainly their texture that was erotic, although visual 
components played a role as well. 

Recently, an applicant for sex reassignment surgery who had previously 
served time in prison for rape was examined in the gender clinic at the Clarke 
Institute. He highlights the fact that femininity and violence may not be so polar 
in nature. "Male" and "active" versus "female" and "passive" have been used as 
synonyms both in the sexual context and in a broader social context. That is, 
women are passive sexually and socially, but men are aggressive, assertive, and 
even violent. Now we are faced with an applicant for sex reassignment surgery 
who attacked women for erotic gratification while longing to be a woman. 
Something is amiss in our theorizing. Steiner, Sanders, and Langevin (1984) 
have reviewed the literature on violence in gender dysphoric men. Typically, 
transsexuals have been described as nonaggressive, as if violence were antitheti
cal to the basic nature of the condition. However, Milliken (1982) has reported 
several murder cases carried out by transsexuals, and we even had a case in our 
own clinic. Thus, some transsexuals are extremely violent, and the extent to 
which this is typical has received little consideration. 

This is true also of the relationship of cross-dressing and general sadomas
ochism. Wilson & Gosselin (1980) found that a favorite fantasy of transvestites 
involved being forced to do something or being bound, suggesting that mas
ochism plays some role in their anomaly. 

Nonsexual violence may also be evidenced in applicants for sex change 
surgery. One "aging transvestite" interviewed recently noted how important the 
female attire was to him now. Although he had always cross-dressed, it was 
extremely important to be a woman for those "precious moments." Prior to 
coming to our clinic, he had served 1 0 years for arson, which was committed for 
religious and political reasons and had "nothing to do with sex." However, 
"coming down from his 'high' of being a woman" and climaxing was extremely 
depressing, and he was suicidal much of the time. He could not face the clothes 
again and burned them as a "ritual purification." 

The fusion of gender behavior with violence may reflect abnormalities in 
the temporal lobe of the brain. Langevin, Bain et al. (1984) found that 56% of 
sadistic rapists, but not other rapists and sexual aggressives, showed right tem
poral lobe abnormalities as measured by Computer Tomography (CT scans). 
This was associated with feminine gender identity and erotic arousal to control
ling, terrorizing, and destroying the victim. This behavior pattern may reflect a 
more general, overall antisocial tendency in which the person who is unable to 
develop a conscience and to assimilate social roles in the form of employment, 
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familial behavior, social courtship behavior, and the like is unable to incorporate 
sex roles and/or gender identification fully. He can assume whatever pieces are 
necessary, perhaps by chance, as they are sexually arousing and meet his other 
needs. 

Hoenig and Kenna (1979) also found a preponderance of temporal lobe 
abnormalities among transsexual men and women, as measured by EEG. The 
exact nature of the brain abnormalities remains to be discovered, but these 
studies, among others, suggest a link of sexual violence, gender dysphoria, and 
brain damage or anomalies. The brain pathology may be subtle in many cases, 
and one should not expect to see epilepsy, although Kolarsky, Freund, Machek, 
and Polak (1967) did find that 22% of epileptics were sexually deviant, and 
Blumer (1970) and Epstein (1969) have also noted sexual anomalies associated 
with temporal lobe epilepsy. However, in general, gross pathology is not seen, 
although the new CT scan and nuclear magnetic resonance or NMR scans may 
produce subtle but clear findings in sexually anomalous men in general. 

NARCISSISM AND EGOCENTRISM 

Brain pathology may relate to other features that are common to many 
sexual anomalies-namely, narcissism and/or egocentrism. Both terms are 
complicated and multidefinitional, and they are not easily or clearly delineated 
as yet. However, in the context of erotic behavior, we have the opportunity to 
demarcate these behaviors in a way that is perhaps not possible or readily avail
able in other areas. Narcissism may occur in at least two ways: (1) as an erotic 
arousal and admiration of oneself dressed in female attire, involving no other 
person but themselves (automonosexualism); and (2) as interpersonal narcissism 
in which the attention of another person is sexually arousing. Although the 
attention of an attractive female may be sexually arousing to any male, for the 
narcissist the arousal from attention would exceed his desire to touch or interact 
with the female. In other words, all he wants the female to do is watch him 
without any body contact while he masturbates. This behavior can be examined 
phallometrically as well as in clinical interview. Interpersonal narcissism appears 
to be an important feature of the exhibitionist who is otherwise attracted to 
physically mature females and is capable of engaging in the full range of normal 
erotic behavior. However, Steiner, Sanders, and Langevin (1984) recently exam
ined a group of transvestites and transsexuals. They found that approximately 
half of the transvestites engaged in the so-called courtship disorder behaviors of 
peeping, exposing, frottage, and even rape. Thus, we have come full cycle. A 
fifth of rapists cross-dress for erotic arousal, and in studying transvestites, Steiner 
et ai. (1984) found that half of them engaged in the courtship-disordered behav
iors. Rosen and Kople (1977) also reported the case of an exhibitionist who cross-
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dressed while exposing. One may wonder what is the link among all these 
behaviors and how they are associated. The clothing in itself may be a signal 
saying "Pay Attention to Me," so that they may be admired. The other person in 
the exchange is an audience, much as an actor on a stage relates to his or her 
audience. They do not participate in the exchange; they watch; they applaud 
when the performance is finished. In this sense, the clothing may be simply a 
vehicle to create that attention. Some transvestites and transsexuals believe that 
women have a better time than men in their courtship relationships. The women 
receive all of the attention from the men, and this can be detected in the subtle 
glances exchanged even by strangers on a street. The man looks at the woman, 
and she casts away her gaze while he admires her. He opens the door, he lights 
her cigarette, and so forth. Many of the stereotyped behaviors appalling to 
feminists today may be the stereotyped sex role behaviors that are sought out by 
transsexuals and transvestites as part of a need for attention. Morris (1974), after 
describing in detail her feminine clothes, notes that she is ready to walk out on 
the street "ready for the world's appraisal" and that glances or smiles from men 
make her feel "absurdly elated." 

This egocentrism and/or narcissism may also tie in with the temporal lobe 
abnormalities in the brain, in that these individuals are unable to decenter 
themselves in the Piagetian sense of the term, to permit taking the role of the 
other (Pollack, 1980). The other person is a prop, something in the sexually 
anomalous men's world to be manipulated. The narcissist's behavior is a car
icature of the female rather than a real incorporation of the female role or the 
heterosexual male role. The feelings of his "audience" are unimportant; it is 
simply there to meet his needs. This may be true of a wide range of sexually 
anomalous men, from the rapist to the transsexual. This has not been studied in 
any detail, and it leaves us with more questions to be explored. 

CONCLUSIONS 

The use of female clothes by males has presented a bewildering array of 
possibilities that are noted in Table 2. One thing is clear: Cross-dressing behavior 
can have many meanings. The clinician meeting the cross-dressing patient may 
be dealing with a psychotic. It may mean that he is dealing with a criminal, with 
somebody who is gender disturbed, who has engaged in violence, or who has 
violent sexual needs. It can occur in somebody who is hetero- or homosexual. It 
is possible that sadism and masochism are involved or that there is brain pa
thology. Each of these factors should be assessed carefully. The available infor
mation suggests that many of these features have not been seriously entertained, 
and an adequate assessment demands that the following are examined. 
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Psychosis 

TABLE 2. The Purposes of Cross-dressing 
in Men 

Feminine gender identity, 
gender role 

Fetishism 

Sadomasochism 

N arcissisml egocentrism 

Transsexual 
Transvestite 
Sadist 
Masochist 

T ransvesti te 
Fetishist 
Sadistic rapist 
Transsexual 

Sadist 
Masochist 
Transvestite 
Transsexual 
Fetishist 

Transsexual 
T ransvesti te 
Exhibitionist 

The presence or absence of psychosis may be evident to the clinician, but 
the DSM-III criteria (American Psychiatric Association, 1980) can be scru
tinized along with such personality tests as the Minnesota Multiphasic Person
ality Inventory (MMPI) among others. Ruling out a psychotic state may be fairly 
straightforward; the hallmark signs are the presence of hallucinations and delu
sions. It should be clear, however, that the transsexual male who says, "I feel like 
a woman" is not psychotic for this reason. Lukianowicz (1959) pointed out that 
the transsexual feels like a woman but knows full well that he is a biological man. 
There would have to be evidence of delusions and that, in fact, the patient really 
believed he was a woman or was turning into a woman, thus denying physical 
evidence to the contrary. 

Criminal Record 
It is difficult to ask patients if they have criminal records because applicants 

for sex reassignment surgery may deny this is the case, seeing it as either irrele
vant to the task at hand or perhaps believing that surgery will be denied if they do 
have such a record. However, the presence of assault, theft, and breaking and 
entering is to be considered in reference to the socialization and adaptation of the 
individual involved. Money (1971) has dismissed this as an important factor, but 
one should examine it carefully to evaluate the patient's adjustment, especially 
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after sex reassignment surgery. This has not been done satisfactorily to date. If 
possible, police records and reports should be obtained for accurate and reliable 
information in this respect. 

Gender Identity 

The Feminine Gender Identity (FGI) Scale (Freund et al., 1974b, 1977) is, 
to date, the most reliable and best validated gender identity instrument available. 
However, it is easily faked and should be used in conjunction with some measure 
of test-taking attitude, social desirability response set, or naive lying, such as the 
MMPI validity scales provide. The most recent and popular BEM Androgyny 
Scale is not recommended because it tends to splinter into several factors, to be 
somewhat biased by social desirability, and to be less discriminating in differ
entiating sexually anomalous men than the FGI scale. Other gender role mea
sures such as the MMPI Mf scale might be examined in conjunction with 
personality, but they too are less discriminating than the FGI scale. 

Erotic Preference 

One has to ascertain in some detail erotic preferences in sexually anomalous 
men and the role that cross-dressing plays in their behavior. Stimuli that can 
examine erotic preference via penile volume changes have not been developed 
for standard reliable assessments. Thus, at present, one will be relying on inter
views or questionnaires. Available instruments have been reviewed elsewhere 
(Langevin, Paitich, & Russon, 1984b; Paitich, Langevin, Freeman, Mann, & 
Handy, 1977). We use the Clarke Sex History Questionnaire that samples a wide 
range of sexually anomalous behavior so that one will know if the patient in 
question is engaging in sexually anomalous behaviors and whether they are 
orgasmic in nature. Blanchard (see Chapter 8) has also developed a more de
tailed questionnaire relating to the nature of cross-dressing that should help to 
sort out whether the individual is cross-dressing orgasmically for fetishistic or 
gender needs. 

The nature of the erotic behavior can be considered in two parts: (1) the 
stimulus that elicits erotic arousal, and (2) the responses that the patient wishes to 
engage in once the stimulus has been identified. For example, the stimulus can 
be divided into male, female, and self. Is the patient more aroused by men, 
women, or by themselves? One may wish to have the patient rank the relative 
erotic valence of each of these. One may also wish to identify whether minors are 
sexually arousing or whether other stimuli such as garments play a role. A 
number of erotic stimuli have been outlined elsewhere (cf. Langevin, 1983). 
Having identified the stimulus, one may also then determine what is the prefer
ential response the patient wishes to engage in with that stimulus. It may be a 
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normal, mutual exchange such as intercourse, oral-genital interactions, and the 
like. It could be sadistic in nature, masochistic, fetishistic, sexually aggressive in 
the form of rape, or it may be exhibitionistic, or voyeuristic. The Clarke Sex 
History Questionnaire is useful in this respect, but a clinical interview is essen
tial. The cross-dressing may occur in the context of any of these behaviors. For 
example, in normal consenting intercourse, a fetish may predominate (he is 
primarily aroused by her undergarments), or the male may imagine that he is a 
woman having intercourse with a man and that in fact his partner possesses the 
penis. In sadism and masochism, cross-dressing may be a means of degrading or 
being degraded, that is, an individual may be humiliated by wearing inappropri
ate but erotic clothes. The sadist is aroused by control but also by terror and 
destruction of his victim. Thus, the clothing may serve as a surrogate to pretend 
that there is a female in his possession, or it may be also a way of humiliating 
himself for the purposes of sexual arousal. The potential for real violence rather 
than fantasized or consenting playacting in sadomasochism needs to be addressed 
seriously. The association of cross-dressing with aggression and suicide may be 
substantial. 

To label a behavior fetishism, it should be clear that the sexual response is 
directed to the garments per se. This point has not been carefully considered in 
the professional literature, and the question has often been phrased as "Do you 
masturbate while cross-dressed?" This leaves ambiguity about what is going on in 
the person's head and what are the critical aspects of the stimulus and the 
response involved. Possibly, the individual is playing the dual society suggested 
by Buckner. It may be a masochistic or sadistic act. It may be truly fetishistic, 
and/or some other factor may be operative that has not been defined to date. 
Some men appear to be anhedonic or asexual. Because lack of sex drive or 
retarded ejaculation may be associated with temporal lobe brain pathology, aCT 
scan may be important in asexual gender dysphoric cases, although one may 
wish to routinely examine the brain in all gender patients. Because pathology 
may be subtle, the longer and less accurate neuropsychological tests or EEG may 
not be as informative as a brain scan. 

One must also examine aggressiveness and courtship behaviors such as 
exhibiting for their sexual meaning. Sexual aggression may reflect the need for a 
fusion of violence with sexual arousal, and the clothing may serve any of the 
purposes listed above. Similarly exhibitionism and voyeurism may signal that the 
cross-dresser is a person who is deriving egocentric or narcissistic gratification 
from the clothes to the exclusion of the gender behavior. The interaction of all of 
the foregoing stimulus and response categories has not been studied in detail in 
sexually anomalous men typically seen in clinics who are mainly transsexuals, 
transvestities, exhibitionists, rapists, and fetishists, among others. By assessing 
each of these in a systematic fashion, one will have a better grasp of the clinical 
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treatments that can be applied to the individual and to the nature of the anoma
lies involved. 
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Adult male gender patients present with such diverse signs and symptoms that 
one cannot assume that they are all suffering from the same disorder or that they 
will all respond optimally to the same method of clinical management. There
fore, whether the ultimate goal is to investigate the causes of gender disorders or 
to establish the optimal treatment strategies for different types of patients, the 
researcher must first partition his or her sample of gender-disturbed males into a 
manageable number of descriptively homogeneous groups. Several authors have 
advanced typological schemes for doing this (e.g., Benjamin, 1966, 1967; 
Bentler, 1976; Buhrich & McConaghy, 1978, 1979; Meyer, 1974; Person & 
Ovesey, 1974a, 1974b; Stoller, 1971), and a taxonomy that is bound to be 
influential may be found in the DSM-III (American Psychiatric Association, 
1980). These typologies are grossly similar (probably because there is widespread 
agreement on the descriptive dimensions of greatest importance), although au
thors differ somewhat in the labels they attach to the various discriminable 
syndromes and even more in their etiological hypotheses for the different types. 
(See Table 1, Chapter 1 and related discussion for a comparison of representative 
typologies. ) 
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The major drawback of much of the typological work reported to date is its 
reliance on interview data as the basis of classification. (Notable exceptions are 
the efforts of Bentler and Buhrich and McConaghy.) Clinical interview as a 
method of formal classification is ultimately disadvantageous for research be
cause it increases the difficulty of comparing results from independent studies. 
Even when the same diagnostic categories are employed by investigators working 
in different locations, one cannot be sure how similarly patients actually are 
diagnosed from place to place because there is no way of computing interrater 
agreement. (Assessment of interrater agreement requires that two examiners, or 
teams, diagnose the same patients.) 

A research alternative to clinical interview is assessment and classification 
by means of self-administered questionnaires. This method is not without its 
own drawbacks. For example, the investigator who opts for completely objettive 
measures is not permitted to follow his or her-often correct-clinical judgment 
that says that a subject should be classified as Type X despite questionnaire 
responses that dictate his classification as Type Y. Such occasional problems are 
quite minor, however, compared to the potential advantage of objective ty
pological methods. Objective assessment techniques, used in conjunction with a 
standardized set of diagnostic categories, could greatly facilitate comparison of 
the findings of investigators who are independently researching the causes or the 
management of gender disorders. 

The purpose of this chapter is to present one such set of objective measures 
and to illustrate how they may be used to partition the population of male gender 
patients into a small number of descriptively homogeneous groups. To this 
extent, it is similar to an earlier paper by Freund, Steiner, and Chan (1982) from 
which it draws its main ideas. In the present chapter, however, a much greater 
share of the emphasis is on methods of classification rather than ultimate re
search goals; the etiological implications of the various discriminable syndromes 
will be treated in this volume by Kurt Freund. 

The assessment tools presented in this chapter are organized around the 
classification scheme for male gender disorders presented in Table 1. A com
parison of this table with Table 1 in Chapter 1 will show that the present scheme 
follows the model of Buhrichand McConaghy (1978, 1979) and Freund, 
Steiner, and Chan (1982) in that it includes a separate category for males who are 
intermediate between transvestism and heterosexual transsexualism, and it does 
not postulate a separate category of "asexual" transsexuals. The three diagnostic 
criteria listed in Table 1 represent three descriptive dimensions generally recog
nized as important for the typological study of gender disorders in adult males. 
These dimensions may be formulated as follows: (1) stability of gender identity 
(At the time of examination are the individual's cross-gender feelings or wishes 
only episodic, more extensive but still intermittent, or continuous and sus
tained?); (2) erotic partner preference (Is the individual more attracted sexually to 
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TABLE 1. Typological Scheme for Gender Disorders in Adult Males: 
Informal Classification Criteria 

Criteria 

Erotic 
Stability of gender partner Cross-gender 

Diagnostic group identity preference fetishism 

Transvestite Female self-image is Heterosexual Has been sexually 
only episodic aroused by the idea 

of being a female 
Borderline transsexual Female self-image is Heterosexual Has been sexually 

more than episodic aroused by the idea 
but less than continu- of being a female 
ous 

H eterosexual-fetishistic Female self-image is Heterosexual Has been sexually 
transsexual continuously sustained aroused by the idea 

of being a female 
Homosexual-nonfetishistic Female self-image is Homosexual Never sexually 

transsexual continuously sustained aroused by the idea 
of being a female 

males or females?); and (3) cross-gender fetishism (Does the individual have any 
history of erotic arousal in association with thoughts of being a female?). A fourth 
descriptive dimension that is highly relevant to the typological study of gender 
disorders in males is early cross-gender history (How much "femininity" is evin
ced in the individual's retrospective account of childhood behavior and fan
tasies?). This last variable is not a diagnostic criterion in the present classification 
scheme. Rather, group differences in early cross-gender history will be used as 
partial validation of the scheme. 

The remainder of this chapter is primarily concerned with translating the 
informally stated diagnostic criteria laid out in Table 1 into formal criteria based 
solely on questionnaire data. By this means, we hope to move toward the goal of 
completely objective classification. The first section discusses the assessment of 
stability of gender identity. The second describes the author's own research on 
the development of a questionnaire scale specifically intended to measure erotic 
partner preference in male gender patients, and it discusses the need for such a 
specialized instrument; the third section describes the author's attempt to con
struct a questionnaire scale to measure cross-gender fetishism. These two ques
tionnaire scales cannot help us to assign patients to one of our discrete diagnostic 
categories until we have located cutting scores on them thalt enable us to classify 
a patient as heterosexual versus homosexual and as having' a positive versus a 
negative history of cross-gender fetishism. Therefore, a ~ethod for locating such 
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cutting scores on the two scales is demonstrated in the fourth section. The fifth 
section describes previously published work on the questionnaire assessment of 
cross-gender history and illustrates how diagnostic categories may be partially 
validated by demonstrating the existence of group differences in this variable. 
The final section considers psychophysiological measurement as an alternative to 
self-report methods in the assessment of erotic partner preference and cross
gender fetishism. 

In contrast to males, almost all anatomical females present with the same, 
rather uniform syndrome of gender disturbance. (A few exceptions have been 
published as case histories. See Stoller [1982].) For this reason, females will be 
mentioned later only in the context of assessing cross-gender history. 

STABILITY OF GENDER IDENTITY 

As stated, the first typological variable requiring assessment is the episodic 
versus sustained nature of the subject's cross-gender feelings and wishes. This is 
the only one of the four primary dimensions for which no multi-item scale has 
yet been devised. Freund, Steiner, and Chan (1982) assessed a subject's position 
along this dimension by means of a single questionnaire item: 

Have you ever felt like a woman? (a) only if you were wearing at least one piece of 
female underwear or clothing; (b) while wearing at least one piece of female under
wear or clothing and only occasionally at other times as well; (c) at all times and for at 
least one year; (d) never felt like a woman. 

Estimating a subject's location on a personality dimension by means of a 
single multiple choice questionnaire item is admittedly rather crude. However, 
the usefulness of this item in separating out certain relatively homogeneous 
classes of gender-disturbed males from the remainder has been demonstrated. 
Freund, Steiner, and Chan (1982), in a study of 129 male gender patients, found 
that 29 of 30 subjects who endorsed option a or b were also both heterosexual 
and cross-gender fetishistic; I will present a quite similar result later in this 
chapter. Because this item could not correlate so highly with measures of the 
other primary dimensions of gender disturbance if it were not measuring some
thing and because there is no reason to suspect that it is measuring anything 
other than what it appears, on the face of it, to be measuring, we may accept this 
single questionnaire item as a rudimentary but provisionally serviceable index of 
the current stability of a male's cross-gender desires and sensations. 

This dimension, stability of cross-gender identity, is the one associated by 
Freund, Steiner, and Chan with the diagnostic labels transsexual and trans
vestite. For research purposes, they classified those subjects who indicated that 
they felt feminine only when cross-dressed (option a) as transvestites and those 
who indicated that they felt feminine at all times for 1 year (option c) as transsex-
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uals. Subjects who endorsed the intermediate option, b, were classified as bor
derline transsexuals. In the present chapter, this item and the same associated 
labels will be employed in a similar manner. This is illustrated in Table 2 in 
which the informal statements of diagnostic criteria presented in Table 1 are 
replaced by the formal, questionnaire-based criteria developed throughout this 
chapter. 

Before we proceed to the next section, one further comment about our use 
of the term transvestite is in order. Some authors use this word to describe all 
males with a positive history of erotic arousal in association with cross-gender 
fantasy; that is, for them, transvestism is synonymous with cross-gender fetish
ism. As will be apparent from the data mentioned in the second paragraph of this 
section, all males who are transvestitic by our definition would also be labeled 
transvestitic by the previously mentioned authors (because all the subjects class
ed as transvestitic by our definition turn out to be heterosexual and cross-gender 
fetishistic). Where we part company from such authors is that we do not, con
versely, classify all males with a history of cross-gender fetishism as transvestites. 
The present terminology makes it possible for us to distinguish among males 
who, while sharing a history of erotic arousal in association with thoughts of 
being a female, differ in the extent to which cross-gender ideas or wishes other
wise permeate their daily lives. 

TABLE 2. Typological Scheme for Gender Disorders in Adult Males: Formal Classification 
Criteria 

Criteria 

Response to questionnaire item, Total score on Total score on 
Diagnostic "Have you ever felt like a Modified Androphilia- Cross-Gender 

group woman?" Gynephilia Index Fetishism Scale 

Transvestite "Only if you were wearing at Less than 10 Greater than -8.7 
least one piece of female un-
derwear or clothing" 

Borderline "While wearing at least one Less than 10 Greater than -8.7 
transsexual piece of female underwear or 

clothing and only occasionally 
at other times as well" 

Heterosexual- "At all times and for at least one Less than 10 Greater than -8.7 
fetishistic year " 

transsexual 
Homosexual- "At all times and for at least one Greater than or equal Equal to -8.7 

nonfetishistic year" to 10 
transsexual 
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EROTIC PARTNER PREFERENCE 

The second variable to be assessed in the typological study of gender disor
ders is erotic partner preference (homosexuality vs. heterosexuality). The present 
section explains the research need for a self-report measure of this attribute that is 
especially tailored for gender patients, and it presents an instrument designed to 
maximize the reliability of partner preference measurement within this specific 
population. 

In this chapter, the terms homosexuality and heterosexuality will refer to the 
relative degree of erotic arousal induced in a subject by the perception of another 
individual of the same sex versus one of the opposite sex. In this context, the 
term perception is not limited to the visual sense, although it will be understood 
that the visual modality, at least in normally sighted males, is the most important 
erotic stimulus modality. The designation androphilic refers to those homosexual 
males for whom the percept of a physically mature male is more erotically 
arousing than that of an immature male; the designation gynephilic refers to 
those heterosexual males for whom the percept of a physically mature female is 
more arousing than that of an immature female. 

It is not always convenient or even possible to assess a subject's erotic 
partner preference directly by making psychophysiological recordings of changes 
in his erotic arousal level while he views or listens to (prerecorded) males and 
females of various ages. When conducting a clinical interview or constructing a 
questionnaire scale to assess erotic partner preference, it becomes necessary to 
rely on other observables-Iet us call them "self-reportables" -known to be 
correlated, although imperfectly, with the "definitive" measure postulated be
fore. An example of a self-reportable partner preference datum would be the sex 
of those persons with whom the subject has fallen in love or with whom he has 
been infatuated. In what follows, we will mention some of the sources of mea
surement error associated with such self-report data in the male population at 
large as well as the additional, special sources of measurement error that attach to 
self-report data in gender-disturbed populations. Later in this section, we will 
take up the problem of how such measurement error might be minimized in 
contructing a questionnaire scale to assess the erotic partner preference of gender 
patients. 

One obvious self-reportable partner preference datum that may be used to 
exemplify some of the sources of measurement error operative within the male 
population as a whole is the relative frequency of a subject's genital contacts with 
members of his own and the opposite sex. This datum does correlate fairly well 
with actual partner preference within samples of subjects who (l) have unre
stricted access to partners of both sexes, and (2) have had a substantial total 
number of genital contacts. Even when these two conditions are met, however, 
this datum is not a completely reliable indicator of erotic partner preference in 
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individual cases because of the proportion of variance in this measure accounted 
for by nonerotic variables. Homosexuals of both sexes may refrain from interact
ing sexually with members of their own sex and enter into heterosexual marriages 
out of a desire to conform to the heterosexual majority. Heterosexual males may 
support themselves by homosexual prostitution and thus have numerous homo
sexual contacts, but the antecedent motivation in such cases is economic rather 
than erotic. (The verbally reported heterosexual preference of a substantial 
number of male prostitutes has been confirmed by phallometric testing [Freund, 
1974]. ) 

Homosexual behavior or fantasies in heterosexual males may also result 
from erotic anomalies that are uncorrelated or even negatively correlated with 
homosexuality. Masochistic heterosexual males may engage in particular homo
sexual interactions that they perceive as submissive, for example, as the receptive 
partner in anal intercourse. Freund (1974) provides a brief description of one 
such case together with a few case histories that illustrate another "contaminat
ing" erotic variable that sometimes complicates the assessment of erotic partner 
preference in adult male gender patients. This latter phenomenon, to be de
scribed next, provides one of those sources of measurement error peculiar to 
gender-disturbed samples. 

It commonly happens that transvestite or transsexual males, who clearly are 
heterosexual from every other aspect of their sexual histories, will report that 
their erotic fantasies are of themselves, as females, engaging in coitus with males. 
Sometimes these fantasies are actualized (or rather, approximated, with anal 
intercourse substituting for vaginal), particularly with the patient partially or 
completely cross-dressed. It would appear that, in such cases, the effective erotic 
stimulus is the thought of being a female (or being treated as a female). The real 
or imagined male sexual partner is valued primarily as a symbol of the subject's 
femininity; he functions as a stage property, just as women's apparel and make
up, to aid and intensify the fantasy of being a woman. This available evidence 
(mentioned in the final section of this chapter) indicates that some such patients 
can still be shown to respond erotically to the sight of the female physique more 
than to that of the male, however. Thus, they remain heterosexual, as I define it, 
and this type of erotic interest in sexual intercourse with males is merely "noise" 
in assessing their basic partner preference. 

In addition to those general problems with interview or questionnaire assess
ment of partner preference that one is liable to encounter occasionally with 
various types of sexology patients and in addition to the specific ambiguities that 
may result from the erotic arousal value of cross-gender fantasies, there is a third 
potential source of error in assessing the erotic partner preference of adult male 
gender patients. Heterosexual men seeking hormonal or surgical feminization 
occasionally exaggerate the erotic attraction they do feel toward males. This is 
not merely the patient's attempt to influence the clinician's recommendation by 
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shifting his presentation in the direction of "classic" transsexual ism, although 
this is sometimes a factor. It also arises from the patient's own desire to perceive 
himself and be regarded by others as a female. 

It has been my clinical impression that, among other differences, trans
vestitic and heterosexual transsexual patients most often report their first erotic 
attraction toward, or sexual experience with, males as having occurred at a later 
age than do homosexual transsexuals. This might reflect the general tendency for 
the behavioral and psychological consequences of heterosexual gender disorders 
to continue to ram'ify after puberty and throughout the next few decades of life. 
As we will see, the results of the study reported in the present section are 
consistent with this clinical impression. This study also reveals at least one other 
subtle indicator of true versus apparent homosexual attraction, which may be 
incorporated into the questionnaire assessment of erotic partner preference in 
gender-disturbed males. 

The only previous large-scale study of male gender patients to employ 
formal psychometric assessment of erotic partner preference is that of Freund, 
Steiner, and Chan (1982). (Almost without exception, female gender patients 
prefer same-sex partners.) Freund, Steiner, and Chan actually began with two 
separate questionnaire scales both of which included dichotomous (yes/no) as 
well as polychotomous (multiple choice) items. The 9-item Gynephilia Scale 
was intended to measure erotic interest in physically mature females, and lhe 13-
item Androphilia Scale, in physically mature males. However; these authors 
considered that the correlation between these two scales was sufficiently high 
( - . 71) to warrant combining them into a single, unidimensional bipolar mea
sure, the AG (Androphilia-Gynephilia) Index. This was accomplished by con
verting total scores on both scales into z-scores and then subtracting each sub
ject's Gynephilia z-score from his Androphilia z-score. 

The AG Index turned out to be quite adequate for the purposes of Freund, 
Steiner, and Chan; that is, it entered into orderly relationships with their mea
sures of other personality -and erotic variables of particular relevance to gender 
disorders. However, the Androphilia and Gynephilia Scales were originally de
veloped and scored as "general purpose" measures of erotic interest in male and 
female partners. For reasons explained next, it is possible that a somewhat more 
reliable measure of erotic preference in adult male gender patients could be 
developed from the same set of items. 

The phenomenon of "mock" homosexuality (or rather, certain features of 
it) in heterosexual gender patients has already been discussed; the heterosexual 
activities of heterosexual patients and the homosexual interactions and fantasies 
of homosexual patients are also somewhat altered by the concurrent gender 
disorder. In consequence, apparently similar erotic interests or activities may 
have very different diagnostic validities in gender-disturbed versus nongender
disturbed populations or carry a different meaning altogether. Thus, one could 
expect that various self-report data, which would be correlated with erotic partner 
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preference in one direction within samples of heterosexual and homosexual 
males without gender disorders, might be uncorrelated with partner preference 
for gender patients or even correlated in the reverse direction. In psychometric 
terms, this would imply that the best scoring weights for the various response 
options of the same partner preference items might be somewhat different for 
gender patients than for other male populations. Freund, Steiner, and Chan did 
not modify the scoring weights of the Androphilia and Gynephilia items in line 
with the altered significance certain item endorsements might have for gender 
patients. (In fact, the technology for doing this in a truly systematic way was not 
readily available at the time they analyzed their data.) Therefore, Freund's 
scoring scheme necessarily left some margin for improvement in the AG Index as 
applied to gender patients. 

The present discussion of scoring weights may be illustrated with an em
pirical result that anticipates the study reported later. Freund's Androphilia Scale 
contains the item, "What kind of sexual contact with a male would you have 
preferred on the whole, even though you may not have done it?" This item 
includes, among other response options: (a) "your partner putting his privates 
between your upper legs (thighs)," and (b) "your partner putting his privates into 
your rear end." Freund, Steiner, and Chan used equal scoring weights for these 
two options, and, indeed, there is no apparent a priori reason why they should 
have been weighted differently. The empirical results, however, indicate that, 
among gender patients, option b should be weighted more heavily in the hetero
sexual direction than option a. (Why this should be the case, though intriguing, 
is purely a matter of conjecture. It may have to do with the often-observed 
concomitance of cross-gender fetishism and masochism. Alternatively, it may be 
because heterosexual gender patients, who have had much less sexual experience 
with males, are simply less familiar with the technique of interfemoral inter
course. ) 

To return to the main line of argument, the question reduces to one of how 
to determine the best scoring weights for partner preference items applied to 
gender patients. Now, the main criterion for the goodness of a scoring scheme is 
the resultant alpha reliability of the full scale. Fortunately, the best set of scoring 
weights does not have to be found by trial and error; there is a procedure for 
determining directly that set of scoring weights that optimizes the alpha reliabili
ty of a scale for a given population (Nishisato, 1980). The remainder of this 
section will describe the development of a partner preference measure specifical
ly tailored to gender patients, using the "optimal scaling" procedure previously 
mentioned. 

Method 

Subjects. The present subjects included most of those previously studied by 
Freund, Steiner, and Chan (1982) plus roughly 90 male patients with complete 
data who subsequently presented at the Clarke Institute of Psychiatry Gender 
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Identity Clinic or the Department of Behavioural Sexology. Eligible for inclu
sion in the study were all patients presenting with a gender disorder; all patients 
acknowledging some history of cross-dressing, regardless of presenting complaint; 
and all androphilic patients, regardless of presenting complaint. 

The actual criterion for inclusion in the study was the subject's response to 
the questionnaire item, "Have you ever felt like a woman?" As previously de·· 
scribed, this item offers four response options; those subjects were included who 
endorsed one of the first three. Following Freund, Steiner, and Chan (1982), I 
will refer to the 19 subjects who endorsed the first option, "only if you were 
wearing at least one piece of female underwear or clothing," as the transvestites. 
The 34 subjects who endorsed the second option, "while wearing at least one 
piece of female underwear or clothing and only occasionally at other times as 
well," will hereafter be referred to as the borderline transsexuals, and the 148 
subjects who endorsed the third option, "at all times and for at least 1 year," as 
the transsexuals. Subjects who endorsed the fourth option, "never felt like a 
woman," were not included in the study. Also excluded were 9 subjects who, 
although otherwise acceptable, had chosen certain rarely-endorsed response op
tions on one of the other relevant questionnaire items. 

The remaining 201 subjects had a mean age of30.0 years (SD = 9.3). The 
number of subjects with less than Grade 12 education was 95 and the number 
with high school graduation or university studies was 106. 

Materials and Procedure. All scale items used in this and in the next study 
were embedded within K. Freund's unpublished Erotic Preferences Examina
tion Scheme, which is routinely administered to male patients in the two depart
ments to which the subjects had been referred. The 23 items employed in the 
present modification of the AG Index (hereafter, Mod AG Index) included the 
original 22 items used by Freund, Steiner, and Chan (1982) plus one taken from 
their Heterosexual Experience Scale. This last item seemed to me to be equally 
valid as a measure of heterosexual interest. The Mod AG Index is reproduced in 
Table 3. 

Results 

The first step in the data analysis was the computation of optimal weights for 
the response options associated with each item in the Mod AG Index. This 
analysis followed the optimal scaling procedure for multiple choice items out
lined by Nishisato (1980). The scoring weights arrived at by this method are 
shown in Table 3 along with the number of subjects endorsing each response 
option. 

The 23 items of the Mod AG Index, scored with the optimal weights shown 
in Table 3, were then subjected to a principal components analysis. Three 
factors with eigenvalues greater than LO emerged, accounting for 58.8, 8.4, and 
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TABLE 3. Modified Androphilia-Gynephilia Index. Optimal Weights for Response 

Options, Number of Subjects Endorsing Each Response Option and Factor Loadings of 
Items 

Weights Factor 
(endorsements) loadings 

1. About how old were you when you first felt sexually attracted .91 
to males? 
a. younger than 6 1.3 (I 8) 
b. between 6 and II 1.2 (36) 
c. between 12 and 16 .8 (50) 
d. older than 16 -.1 (34) 
e. never -1.6 (63) 

2. What qualities did you like in males to whom you were .90 
sexually attracted? 
a. strong masculine behavior 1.0 (91) 
b. slightly masculine behavior .4 (45) 
c. rather feminine behavior -.5 (4) 
d. did not feel sexually attracted to males -1.7 (61) 

3. Would you have preferred .89 
a. male homosexual partners -.3 (6) 
b. male partners who were not homosexual .8 (124) 
c. had no preference .6 (11 ) 
d. did not feel sexually attracted to males -1.7 (60) 

4. Since age 16 and up to age 25 (or younger if you are less than .88 
25), how did the preferred age of male partners change as you 
got older? 
a. became gradually younger .9 (9) 
b. became gradually older .9 (75) 
c. remained about the same .7 (49) 
d. never felt attracted to males -1.6 (68) 

5. Since what age have you been sexually attracted to males .88 
only? 
a. younger than 6 1.3 (16) 
b. between 6 and 11 1.3 (27) 
c. between 12 and 16 1.0 (32) 
d. older than 16 .8 (33) 
e. never -1.2 (93) 

6. Since age 18, how old was the oldest male to whom you .85 
could have felt sexually attracted? 
a. between 17 and 19 .6 (5) 
b. between 20 and 30 .6 (54) 
c. between 31 and 40 .8 (45) 
d. between 41 and 50 .7 (32) 
e. older than 50 .7 (7) 
f. did not feel sexually attracted to males -1.7 (58) 

7. Would you have preferred a male partner .84 
a. who was willing to have you lead him .4· (7) 

(continued) 
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(TABLE 3. Continued) 

Weights Factor 
(endorsements) loadings 

b. who was willing to lead you .7 (120) 
c. you didn't care .5 (19) 
d. did not feel sexually attracted to males -1.8 (55) 

8. Since age 16, have you ever been equally, or more, attracted .84 
sexually by a male age 17 and over than by females age 17-
40? 
a. yes .9 (122) 
b. no -1.4 (79) 

9. Howald were you when you first kissed a male because you .83 
felt sexually attracted to him? 
a. younger than 12 1.3 (13) 
b. between 12 and 16 1.0 (39) 
c. older than 16 .7 (69) 
d. never -1.3 (80) 

10. How do you prefer females age 17-40 to react when you try to .83 
come into sexual contact (not necessarily intercourse) with 
them? 
a. cooperation on the part of the female -1.5 (58) 
b. indifference -.8 (6) 
c. a little resistance -1.4 (10) 
d. you don't care .3 (10) 
e. do not try to come into sexual contact with females age .9 (117) 

17-40 
11. What kind of sexual contact with a male would you have .80 

preferred on the whole, even though you may not have done 
it? 
a. your partner putting his privates between your upper legs 1.1 (50) 

(thighs) 
b. your partner putting his privates into your rear end -.1 (40) 
c. you would have preferred one of these two modes but .3 (16) 

you cannot decide which one 
d. you would have preferred some other mode of sexual .6 (43) 

contact 
e. had no desire for physical contact with males -1.6 (52) 

12. Since age 12, how old were you when you first touched the .76 
privates of a male to whom you felt sexually attracted? 
a. between 12 and 16 1.0 (58) 
b. older than 16 .5 (64) 
c. never -1.2 (79) 

13. Since the age of 16, have you ever fallen in love with a person .75 
of the male sex? 
a. yes 1.0 (94) 
b. no -.9 (107) 

(continued) 
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(TABLE 3. Continued) 

Weights Factor 
(endorsements) loadings 

14. Do you prefer females of age 17-40 .73 
a. who have no sexual experience -.9 (9) 
b. \\(ho have had a little experience -1.6 (19) 
c. who have had considerable experience -1.2 (22) 
d. you don't care how much experience -.9 (31) 
e. not enough interest in females age 17-40 to know .8 (120) 

15. In your sexual fantasies, are females age 17-40 always, or .72 
almost always involved? 
a. yes -1.5 (57) 
b. no .5 (90) 
c. haven't had such fantasies .7 (54) 

16. Since the age of 17 when you went dancing, was this to .71 
a. mainly meet girls at the dance -I. 7 (42) 
b. mainly meet male friends at the dance 1.0 (21) 
c. mainly because you liked dancing itself .6 (99) 
d. never went dancing since age 17 -.2 (39) 

17. Have you ever desired sexual intercourse with a female age .70 
17-40? 
a. yes -.9 (100) 
b. no .9 (101) 

18. About how old were you when you first made quite strong .68 
efforts to see males who were undressed or scantily dressed? 
a. younger than 12 1.2 (29) 
b. between 12 and 16 1.0 (43) 
c. older than 16 .5 (14) 
d. never -.8 ( 115) 

19. Between 13 and 16, when you first saw females 13 or over in .64 
the nude (or dressing or undressing) including striptease, 
movies or pictures, did you feel sexually aroused? 
a. very much -1.4 (42) 
b. mildly -.3 (49) 
c. not at all .8 (80) 
d. never saw females 13 or over in the nude, dressing or .3 (30) 

undressing (including striptease, movies, or pictures) 
20. When you have a wet dream (reach climax while dreaming), .60 

do you always, or almost always, dream of a female age 17-
40? 
a. yes -1.6 (30) 
b. no .7 (81) 
c. don't remember any wet dreams -.1 (90) 

21. Was there any period of 14 days or less when you had sexual .58 
intercourse with a female age 17-40 more than 5 times? 
a. yes -1.1 (58) 

(continued) 
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(TABLE 3. Continued) 

Weights Factor 
(endorsements) loadings 

b. no, and you are older than 25 . I (80) 
c. no, and you are 25 or younger .9 (63) 

22. Since age 13, have you ever fallen in love with or had a crush .57 
on a female who was between the ages of 13-40? 
a. yes -.7 (110) 
b. no .8 (91) 

23. How old were you when you first tried (on your own) to see .57 
females 13 or older naked or dressing or undressing (including 
striptease, movies, or pictures)? 
a. younger than 12 -.9 (24) 
b. between 12 and 16 -.7 (61) 
c. older than 16 -.4 (30) 
d. never .8 (86) 

4.5% of the total variance. The loadings of the items on the first (unrotated) 
factor are shown in Table 3. 

Finally, the alpha reliability of the full scale was computed as well as the 
part-remainder correlation for each item. (This is the correlation between a given 
item and the total score on all the other items.) The part-remainder correlations 
ranged from. 54 to .90; the alpha reliability coefficient was found to be .97. The 
frequency distribution of total scores on the index is shown separately for each 
group in Figure 1. 

Discussion 

The alpha reliability coefficient obtained in the previously mentioned study 
is high enough to sustain a considerable amount of "shrinkage" in a cross
validation study and still remain above an acceptable minimum. For this reason, 
it appears safe to conclude that the Mod AG Index is a reliable measure of erotic 
partner preference in adult male gender patients. 

The main result of interest is, of course, the optimal scoring weights. Most 
of these are intuitively satisfying, which increases one's confidence and interest 
in those weights that come as a surprise (e. g., the previously mentioned case of 
Item 11). There is one qualification to the foregoing: Weights based on a small 
number of endorsements (say, fewer than 10) are less likely to have correct 
relative values than those based on a larger number of endorsements. None of 
the former, however, seems strikingly out of line; moreover, the corresponding 
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FIGURE I. Frequency distributions of total scores on the Mod AG Index for transsexuals, borderline 
transsexuals, and transvestites. Low scores indicate heterosexual partner preference and high scores, 
homosexual partner preference. 

response options will likely be chosen as rarely by future subjects as by the 
present ones. Thus, these weights should not be the cause of any major shrinkage 
in reliability if the index is applied to future samples. 

The other result of which some passing mention might be made is the 
difference in frequency distributions of total scores among the three groups (see 
Figure 1). As one would expect, we find the transvestites crowding the heterosex
ual end of the range and a very different state of affairs obtaining among the 
transsexuals. However, further interpretation of these frequency distributions 
(e. g., Are all the borderline transsexuals heterosexual?) must wait until we have 
some notion of where to locate the cutting score on the Mod AG Index for 
classifying a given subject as heterosexual versus homosexual. The determina
tion of such a cutting score cannot be made solely from the data just reported. 
One solution to the problem of estimating this point will be demonstrated later 
after additional data have been presented. 
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CROSS-GENDER FETISHISM 

Cross-gender fetishism has previously been defined by Freund, Steiner, and 
Chan (1982) as an erotic anomaly in which cross-gender fantasy tends to occur in 
association with sexual arousal. Cross-gender fetishism, like erotic partner prefer
ence, must usually be assessed indirectly by means of clinical interview or self
administered questionnaires. The purpose of the present section is to describe the 
development of a formal psychometric instrument designed to measure this 
attribute, the Cross-Gender Fetishism (CGF) Scale. This scale was intended not 
only for gender patients but also for males presenting with some other type of 
erotic disorder in which cross-gender fetishism may show up as a collateral 
anomaly. 

I initially experimented with quite straightforward questionnaire items, for 
example, "Have you ever been sexually aroused by the thought of being a 
woman?" It soon became apparent from clinical interviews, however, that such 
items were commonly misinterpreted and consequently endorsed in the positive 
direction by subjects for whom cross-gender ideation did not, in fact, have any 
erotic connotations, either in the present or in the past. For this reason, the items 
selected for formal statistical analysis all deal with erotic arousal in association 
with dressing in women's apparel or preparing the feminine toilet. This circum
stance need not, however, blur the conceptual distinction we wish to make 
between cross-gender fetishism and simple fetishism. In cross-gender fetishism, 
women's apparel is erotically valued, solely or to a large extent as a symbol of the 
subject's femininity. The subject's favorite such symbol might not be apparel at 
all but rather some aspect of the feminine toilet, for example, putting on make
up, shaving the legs, or even some fantasized activity such as having intercourse 
with a male as a female. In simple fetishism, the fetish object, if it symbolizes 
anything, would appear to symbolize something quite different. Panty fetishists, 
for example, unlike men with marked gender identity disturbance, generally 
prefer panties taken from an actual female to new ones purchased by themselves, 
which suggests that the panties have some other significance. In another sub
category of simple fetishism, the fetish object is a particular material, for exam
ple, leather, fur, velvet, silk, or rubber; whatever such materials might signify, it 
is unlikely to be the thought of being a female. 

Method 

Ninety-nine of the subjects in the preceding section were administered an 
additional questionnaire section, which included the 11 items of the CGF Scale 
(reproduced in Table 4). Of these 99, 73 were classified according to the criterion 
item of the preceding section as transsexual, 20 as borderline transsexual, and 6 
as transvestite. 
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TABLE 4. Cross-Gender Fetishism Scale. Optimal Weights for Response Options, 

Number of Subjects Endorsing Each Response Option and Factor Loadings of Items 

Weights Factor 
(endorsements) loadings 

1. Have you ever felt sexually aroused when putting on wom- .91 
en's jewelry or outer garments (blouse, skirt, dress, etc.)? 
a. yes 1.2 (44) 
b. no -1.0 (55) 
c. have never put on any of these -1.0 (0) 

2. Have you ever masturbated while thinking of yourself put- .89 
ting on (or wearing) women's jewelry or outer garments? 
a. yes 1.4 (36) 
b. no -.8 (63) 

3. Has there ever been a period in your life of 1 year (or .87 
longer) during which you always or usually felt sexually 
aroused when putting on female underwear or clothing? 
a. yes 1.1 (48) 
b. no -1.0 (49) 
c. have never put on female underwear or clothing -1.0 (2) 

4. Have you ever masturbated while thinking of yourself put- .87 
ting on (or wearing) women's underwear, stockings, or a 
nightgown? 
a. yes 1.1 (46) 
b. no -1.0 (53) 

5. Have you ever felt sexually aroused when putting on wom- .85 
en's perfume or makeup, or when shaving your legs? 
a. yes 1.3 (38) 
b. no -.8 (61) 
c. have never done any of these -.8 (0) 

6. Have you ever felt sexually aroused when putting on wom- .83 
en's underwear, stockings, or a nightgown? 
a. yes 1.0 (52) 
b. no -1.1 (47) 
c. have never put on any of these -1.1 (0) 

7. Have you ever masturbated while thinking of yourself put- .83 
ting on (or wearing) women's perfume or makeup, or while 
thinking of yourself shaving your legs (or having shaved 
legs)? 
a. yes 1.5 (30) 
b. no -.7 (69) 

8. Have you ever felt sexually aroused when putting on wom- .83 
en's shoes or boots? 
a. yes 1.5 (31) 
b. no -.7 (64) 
c. have never put on either of these -.7 (4) 

(continued) 
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(TABLE 4. Continued) 

Weights Factor 
(endorsements) loadings 

9. Has there ever b~en a period in your life of I year (or .79 
longer) during which you always or usually masturbated if 
you put on female underwear or clothing? 
a. yes 1.2 (38) 
b. no -.8 (61) 
c. have never put on female underwear or clothing -.8 (0) 

10. Have you ever masturbated while thinking of yourself put- .72 
ting on (or wearing) women's shoes or boots? 
a. yes 1.7 (20) 
b. no -.4 (79) 

II. Have you ever put on women's clothes or makeup for the .62 
main purpose of becoming sexually excited and masturbat-
ing? 
a. yes 1.3 (24) 
b. no -.4 (75) 

Results 

The first major step in the data analysis was the computation of optimal 
weights for the response options associated with each item in the CGF Scale, 
again following the method of Nishisato (1980). The scoring weights are shown 
in Table 4 along with the number of subjects endorsing each response option. 
Some items in the CGF Scale included a third option, endorsement of which 
indicated that the subject had never engaged in the activity referred to in the 
item. Prior to the optimal scaling procedure, each such option was collapsed 
with the neighboring option that indicated that the subject had never felt sexually 
aroused when engaging in the relevant activity. This necessarily resulted in 
identical weights for both options in all cases where both options received some 
endorsements. In the case of those items in which the third option received no 
endorsements, we have set its weight equal to that of the second option by fiat. 

The II items of the CGF Scale, scored with the optimal weights shown in 
Table 4, were then subjected to a principal components analysis. Two factors 
with eigenvalues greater than 1.0 emerged, accounting for 67.7 and 9.3 % of the 
total variance. The loadings of the items on the first (unrotated) factor are shown 
in Table 4. 

The last steps in the analysis were the computation of the part-remainder 
correlation for each item and the alpha reliability of the full scale. The part
remainder correlations ranged from .56 to .89. The alpha reliability coefficient 
was .95. 
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Figure 2 consists of three scatterplots, one for each group, showing the 
subjects' CGF scores (on the ordinate) plotted against the rank order of their Mod 
AG scores (on the abscissa). It was preferable, for graphic purposes, to plot the 
rank order of Mod AG scores rather than the scores themselves because the 
transsexual subjects on the righthand side of the distribution would otherwise 
have formed too dense a cluster to permit the representation of individual points. 
A CGF score of -8.7 on the ordinate corresponds to a negative answer to every 
item. 
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FIGURE 2. CGF scores plotted against rank-ordered Mod AG scores. Each triangle represents one of 
the 99 subjects administered the CGF Scale. A CGF score of -8. 7 corresponds to complete denial of 
cross-gender fetishism; high scores indicate an extensive history of such behavior. The lowest (i.e., 
most heterosexual) Mod AG score was assigned rank I, and the highest (i.e." most homosexual) Mod 
AG score was assigned rank 99. 
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Discussion 

As had been true for the Mod AC Index, the alpha reliability coefficient 
found previously for the CCF Scale is high enough to sustain a considerable 
amount of shrinkage in cross-validation and still remain above an acceptable 
minimum. We may consider the CCF Scale an adequate self-report measure of 
the erotic value of cross-gender fantasy. 

In Figure 2, distinct syndromes of gender disturbance begin to be discerna
ble. The transvestites and the borderline transsexuals clearly tend to fall toward 
the heterosexual portion of the Mod AC range, and everyone of them has 
produced a nonminimum CCF score. The transsexuals look as if they include 
two groups, one that is similar to the transvestites and borderline transsexuals and 
one that is not. The problem of deciding to which of these two groups a given 
transsexual subject belongs will be taken up in the next section. 

DESCRIPTIVE CLASSIFICATION OF TRANSSEXUAL MALES 

Clinical experience and previous research indicate that the population of 
transsexual males consists of two qualitatively distinct types, the one tending to 
be heterosexual and to have a positive history of cross-gender fetishism and the 
other tending to be homosexual and to have a negative history of cross-gender 
fetishism. The problem addressed in this section is where to locate cutting scores 
on the CCF Scale and the Mod AC Index so as to classify correctly as many 
subjects as possible, given that one does not know in advance which subjects 
belong to which group. (If we already possessed some definitive criterion of group 
membership, we would simply use it, and the present section would be 
unnecessary. ) 

There are various procedures that could be used to locate those cutting 
scores on our two measures that would maximize the total number of correct 
classifications (hereafter, the hitmax cuts). These procedures may be charac
terized as "bootstrap" operations applied to the problem of syndromic classifica
tion, which are similar in purpose (but not in logic) to cluster analysis. The 
reader is referred to Meehl (1965, 1968, 1973) for the theoretical bases of these 
methods. 

The particular search procedure to be demonstrated requires that the pro
portions of the two types of subjects making up a sample be equal. In many 
instances, the condition of equal proportionality would not be approximated 
closely enough to justify the use of this method to estimate hitmax cuts. (My 
reasons for assuming that it is approximated closely enough in the present sample 
will be given later.) The interested reader is referred to the papers by Meehl cited 
previously for a description of related procedures that might be more appropriate 
for his or her own data. 
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Method 

Subjects were the 73 transsexual males studied in the previous section. The 
data employed were the subjects' scores on the Mod AG Index and the CGF 
Scale; no new materials are introduced in the present section. 

Results 

The mechanics of the search procedure selected (Meehl, 1965, Section 8, 
pp. 21-24) consisted of sliding arbitrary cuts around on the CGF Scale and the 
Mod AG Index jointly in various combinations until that pair of cuts was found 
for which the numerator of the phi-coefficient, computed on the fourfold table 
resulting from that particular pair of cuts, is a maximum (see Table 5). The 
maximum phi-coefficient numerator (26 X 36 - 6 X 5 = 906) was obtained 
with a cutting score of 10 on the Mod AG Index and -8.7 on the CGF Scale. 
Scores greater than or equal to 10 on the Mod AG Index were interpreted as 
indicating a homosexual partner preference and scores less than 10 as indicating 
a heterosexual partner preference; a score of -8.7 on the CGF Scale was in
terpreted as indicating a negative history of cross-gender fetishism, and any 
higher score as indicating a positive history of cross-gender fetishism. 

The two cutting scores were next estimated one at a time using a different 
search procedure, the "phimax means-by-frequencies test" (Meehl, 1965, Sec
tion ge, pp. 31-32). The mechanics of this search procedure consist of finding 
that cut on one scale that maximizes a quantity equal to the (unsigned) difference 
between the mean score on the second scale for subjects above the cut on the first 
scale and the mean score on the second scale for subjects below the cut on the 
first scale multiplied by the product of the absolute frequencies of subjects above 
and below the cut on the first scale. Failure to find reasonable agreement be
tween the cutting scores arrived at by the two different methods is a warning that 
one of the assumptions required by the statistical model underlying these search 

TABLE 5. Fourfold Table. Transsexual Subjects Classified 
According to Erotic Partner Preference and History of Cross
Gender Fetishism, Using Approximate Hitmax Cuts on the Mod 
AG Index and the CGF Scale 

History of cross-gender fetishism 

Negative 
Erotic partner preference (CGF = - 8. 7) 

Heterosexual (Mod AG < 10) 6 
Homosexual (Mod AG ::?: 10) 36 

Positive 
(CGF> -8.7) 

26 
5 
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procedures (that scores on the two scales are independent of each other within 
each group and that the frequency distribution for each scale is unimodal within 
groups) has been badly violated and that the resultant cutting scores are untrust
worthy. This check did not suggest any such gross violations; in fact, precisely the 
same cuts were found for both scales as had previously been located with the first 
search procedure. 

Discussion 

The two cutting scores estimated previously (Mod AG = 10, CGF = - 8. 7) 
classified 62 of the 73 transsexual subjects into one of the two major groups, 
heterosexual fetishistic and homosexual nonfetishistic (see Table 5). (We do not 
mean to imply by the shorthand label fetishistic that the subject necessarily 
reported that he was currently aroused by cross-gender fantasy, only that he 
acknowledged some history of this behavior.) The 11 atypical cases may be easily 
picked out in the top frame of Figure 2; they are the six leftmost subjects with 
CGF scores of -8.7 and the five rightmost subjects with CGF scores greater than 
-8.7. It is my impression that the "nonfetishistic" heterosexual cases probably 
belong with the rest of the heterosexual transsexuals and that the "fetishistic" 
homosexual cases probably belong with the homosexual transsexuals. At the 
present state of knowledge, however, the safest classification strategy for research 
purposes would be to set aside such atypical cases and work solely with the two 
numerous groups. We will be following this plan in the next section when we 
compare the relative frequency with which the heterosexual-fetishistic transsex
uals and the homosexual-nonfetishistic transsexuals were labeled sissy in child
hood. 

In the introduction to this section, I stated that I would later explain my 
choice of a hitmax search procedure that requires the condition of equal propor
tions of types. Part of the justification for this decision was data that were not 
previously mentioned that simply suggested that the degree of base rate asymme
try in the present sample was not large enough to have much effect on the results: 
In addition to the methods reported previously, I employed two other procedures 
for estimating hitmax cuts, which are applicable whether or not the base rates in 
the sample are equal. The exact same cutting score was obtained for the Mod AG 
Index. A somewhat higher cutting score was suggested for the CGF Scale. 
However, this resulted overall in a different classification for only 8 of the 73 
subjects. Because the results obtained with these other procedures were similar to 
the reported results but were not quite as clear-cut, I preferred the pair of scores 
reported before as hitmax estimates for this particular sample. 

There is a very probable relation between the Mod AG hitmax cut of 10 
determined previously from the present subsample of transsexuals and significant 
features of the full-group frequency distributions of Mod AG scores shown in 
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Figure 1. The frequency distributions of the transvestites and borderline transsex
uals fall entirely within the range below score 10, whereas lOis just about the 
point at which the scores of the transsexual subjects begin to pile up quite 
rapidly. The consistent pattern of internal relationships that emerges from these 
data suggests, first, that the estimated Mod AG cutting score is in the right 
neighborhood, and second, that all men classified according to our criterion as 
transvestites or borderline transsexuals are heterosexual in partner preference-a 
conclusion that agrees with my clinical experience. 

The location of cutting scores on the Mod AG Index and the CGF Scale 
permits us to replace the remaining, informal statements of diagnostic criteria 
that are presented in Table 1 with the formal, quantitative criteria presented in 
Table 2. We now have the complete set of test criteria needed for fully objective 
classification of patients into our four diagnostic groups. 

EARLY CROSS-GENDER HISTORY 

The fourth dimension that must be assessed in the typological study of 
gender disorders is that of early cross-gender history, that is, evidence of feminin
ity in the individual's childhood behavior and fantasies. Assessment of childhood 
femininity has two purposes. First, such information may be used to confirm the 
construct validity of syndromic groupings originally formed on the basis of other 
variables. The finding that groups assembled on the basis of one set of variables 
(e.g., erotic partner preference, cross-gender fetishism) turn out to be different 
with regard to other, nonredundant variables (e.g., early cross-gender history) is 
evidence that there is some difference between such groups more general than 
the specific distinctions used for assigning subjects to them. Second, information 
about the typical childhood histories associated with the various cross-gender' 
syndromes might have heuristic value in its own right in the formulation of 
etiological hypotheses. In the present section, I will describe previously pub
lished instruments that could be modified to assess childhood gender history 
rather than present any new or reweighted scales. I will, however, introduce this 
topic with a previously unpublished study that illustrates the use of childhood 
femininity measures in the construct validation of tentatively identified syn
dromic classes. 

This small study was carried out to answer the question of whether the two 
major types of transsexuals differed in the amount of overt cross-gender behavior 
manifested in childhood. Twenty of the heterosexual-fetishistic transsexuals 
from the preceding section and 29 of the homosexual-nonfetishistic transsexuals 
were administered an additional questionnaire, which included the item (bor
rowed from Whitam, 1977), "As a child were you regarded as a sissy? (a) yes; (b) 
not sissy exactly but different from other boys; and (c) no." Only 5 of the 
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heterosexual-fetishistic transsexuals (25 %) responded "yes," compared to 21 
(72%) of the homosexual-nonfetishistic transsexuals (p = .001, Fisher Exact 
Test), which suggests that homosexual-nonfetishistic transsexuals are much 
more likely to be remarkably feminine (or effeminate) in childhood than hetero
sexual-fetishistic transsexuals. This result points toward different childhood his
tories for the two groups; at the same time, it helps to validate our distinction 
between them by serving as evidence that these groups differ more generally than 
in their erotic behavior. 

I do not know of any retrospective questionnaire scale for adult males 
specifically intended as a pure measure of childhood femininity. However, there 
is one instrument, the Feminine Gender Identity Scale for males (Freund, 
Nagler, Langevin, Zajac, & Steiner, 1974; Freund, Langevin, Satterberg, & 
Steiner, 1977) that includes one part composed mostly of items concerning 
childhood gender role and identity. 

Unlike conventional masculinity-femininity measures, which are con
structed, with slight variations, by selecting items differentially endorsed by 
males and females, the Feminine Gender Identity Scale was constructed by 
selecting items differentially endorsed by heterosexual, homosexual, and trans
sexual males. The 1977 version of the scale includes three parts. Part B consists 
of three items borrowed from Freund's Androphilia Scale; Part C mostly pertains 
to adulthood and includes the item "Have you ever felt like a woman?" Part A
hereafter, FGIS(A)-is mainly composed of items regarding childhood and is 
therefore the subscale of present interest. The 19 items making up the FGIS(A) 
include the childhood preference for female versus male playmates and games, 
the predilection for stereotypically feminine household chores, and childhood 
fantasies of adult occupations commonly associated with the male or female sex 
as well as items regarding the frequency with which the subject, at various ages, 
frankly wished to be a female. 

In contrast to conventional masculinity-femininity measures, which are 
well known to be sensitive to social class and education (Constantinople, 1973; 
Grygier, 1957), the FGIS(A) has proved to be relatively unaffected by such 
demographic variables. Freund, Scher, Chan, and Ben-Aron (1982) found no 
difference in the FGIS(A) scores of heterosexual prisoners (whose modal educa
tion was less than high school graduation) and heterosexual university students; 
both groups differed reliably from homosexual patients and homosexual volun
teers who preferred physically mature partners. This lack of influence of so
cioeconomic status was confirmed by Blanchard, McConkey, Roper, and 
Steiner (1983), who found no difference in the FGIS(A) scores of heterosexual 
university students and trade school students (whose modal education was high 
school graduation). The heterosexual subjects obtained lower FGIS(A) scores 
than a sample of homosexual volunteers, who, in turn, scored lower than trans
sexual males, thus replicating the original findings of Freund et al. (1974, 1977) 
as well. 
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Freund, Steiner, and Chan (1982) administered the FGIS(A) to several 
groups of male gender patients, including two that correspond to our heterosex
ual-fetishistic and homosexual-nonfetishistic transsexuals. The heterosexual
fetishistic transsexuals produced significantly lower scores than the homosexual
nonfetishistic transsexuals. Insofar as this result may be interpreted as showing 
that heterosexual-fetishistic transsexuals exhibit less cross-gender behavior or 
fantasy in childhood than homosexual-nonfetishistic transsexuals, it may be 
regarded as congruent with the finding of the "sissy" item study that heterosex
ual-fetishistic transsexuals are less likely to be observably effeminate in child
hood. That such an approximate interpretation of the data of Freund, Steiner, 
and Chan is reasonable follows, of course, from the fact that the large majority of 
items in the FGIS(A) are concerned with childhood. The small amount of 
ambiguity that does obtain in their results can easily be avoided in future inter
syndromic comparisons by minor alterations of the scale. My recommendations 
for such adjustments are given next. 

In order to modify the FGIS(A) for use as a pure measure of childhood 
femininity, it would be necessary to exclude at least three items from the total 
score. (These items could still be administered with the rest of the scale but used 
separately to answer other questions.) The first of these is couched in the present 
tense and thus may be eliminated on the basis of content alone: "Do you think 
your appearance is (a) very masculine ... (d) quite feminine." The other two 
form part of a trio of similarly worded items. The first of these asks, "Between the 
ages of 6 and 12, did you wish you had been born a girl instead of a boy? (a) 
often; (b) occasionally; and (c) never." The second two have the same response 
options, but begin, "Between the ages of 13 and 16, did you wish you had been 
born a girl instead of a boy?" and "Since the age of 17, have you wished you had 
been born a girl instead of a boy?" The first item of this trio clearly pertains to 
childhood and would be included in the total score; the third pertains to 
adulthood and should be excluded on the basis of content. I have empirical 
grounds for recommending that the second item ("Between the ages of 13 and 
16") also be excluded from the total score. A small investigation of the item 
responses of 68 heterosexual gender patients (17 transvestites, 28 borderline 
transsexuals, and 23 heterosexual-fetishistic transsexuals) showed a marked and 
highly significant increase in the mean frequency of cross-gender wishes reported 
on the second item (ages 13-16) compared to the first (ages 6-12); the same 
trend continued from the second item of the trio to the third. Because this 
increase in retrospectively reported cross-gender wishes may be related to the 
onset of sexual maturity between ages 13 and 16, it is not safe to include this item 
with others intended to measure childhood levels of cross-gender fantasy and 
feelings. 

The Feminine Gender Identity Scale for males has a companion instru
ment, the Masculine Gender Identity (MGI) Scale for females (Blanchard & 
Freund, 1983). As had been done in developing the FGI Scale, item analysis was 
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carried out on a sexually homogeneous population, in this case, anatomical 
females. Also in connection with the FGI Scale, the MGI Scale was divided into 
parts, a first part to be administered to all females and a second part to be 
administered to homosexual females only. Most items in both parts are essen
tially identical to those in the FGI Scale, with appropriate wording changes 
made for female subjects. I mention the MGI Scale here for the sake of com
pleteness and because it may be useful in various research applications; however, 
because of the previously mentioned general uniformity of female gender pa
tients, intersyndromic comparison is not likely to be among them. 

LIMITATIONS OF SELF-REPORT METHODS 

As stated in the introduction, the purpose of this chapter is to provide 
reliable means of partitioning the population of male gender patients into de
scriptively homogeneous groups. In our demonstration, four such groups (the 
transvestites, borderline transsexuals, heterosexual-fetishistic transsexuals, and 
homosexual-nonfetishistic transsexuals) were obtained with the use of three in
struments (the FGI Scale, the Mod AG Index, and the CGF Scale). A single 
item from Part C of the FGI Scale ("Have you ever felt like a woman?") 
produced a preliminary division of the full population into three groups, two that 
were apparently homogeneous (the transvestites and borderline transsexuals), 
and one that was descriptively heterogeneous (the transsexuals). Next, the CGF 
Scale and Mod AG Index classified the majority of the transsexual males into two 
homogeneous categories (the heterosexual-fetishistic and homosexual-non
fetishistic transsexuals), thus bringing the total number of tentatively identified 
major groups to four. The differential description of the two transsexual types was 
then enlarged by a single questionnaire item pertaining to childhood femininity. 
Finally, we saw how Part A of the FGI Scale might be modified for service as a 
multi-item measure of this variable. 

I have not taken up those typological questions that would require us to 
begin hypothesizing about the etiology of these syndromes: Is transsexual ism a 
unitary entity, with the observable differences in cross-gender fetishism and 
childhood history between the two major types merely the result of the same 
disorder interacting with two different partner preferences, or do these types have 
separate and distinct etiologies? If the etiologies of heterosexual and homosexual 
transsexual ism are different, the next question is the following: Are the three 
heterosexual groups etiologically related in some way, or are their common 
features only superficial and misleading? If they are related, then are the trans
vestites, borderline transsexuals, and heterosexual-fetishistic transsexuals best 
conceptualized "phylogenetically" as three "species" of the same "genus," or 
"ontogenetically" as stages of development of cross-gender identity attainable by 
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individuals of one and the same type, where the limits of development for any 
given individual are set by additional factors at which we can only guess? Simi
larly, how should we conceptualize the family relationships among homosexual
nonfetishistic transsexuals, effeminate homosexuals who do not desire to 
possess a female body, and homosexual men who are unremarkably masculine 
both as adults and as children? Such questions will be taken up by Freund; the 
data reported in the present chapter do not include those that would enable us to 
begin theorizing on these matters. 

The degree of precision to which classification based on interview or ques
tionnaire data can be brought depends, in part, upon the limitations of the self
report method. One such limitation has already been alluded to: Even the most 
scrupulously honest heterosexual male gender patients do not (and probably can 
not) intentionally distinguish, in their self-reports, between the nature of their 
interest in sexual intercourse with males, which is related to fetishism in that it 
derives from the symbolic meaning of a male partner, and true homosexual 
attraction, which is based upon erotic arousal by the male physique per se, in 
particular, by the sight or feel of the external genitalia. I have already discussed at 
some length the subtle cues that might be used to make this discrimination and 
the utilization of such cues in questionnaire assessment of erotic partner prefer
ence. However, there are other sources of distortion, which I have not dealt with 
in this chapter and which may affect self-reports of cross-gender fetishism and 
early cross-gender history as well as erotic partner preference. I have previously 
commented that heterosexual male gender patients may exaggerate the erotic 
attraction they do feel toward males in order to shift their presentation in the 
direction of "classic" transsexualism (thus hoping to influence the clinician's 
recommendation) or purely to satisfy an inner need to perceive themselves, and 
to be regarded by others, as female. For the same reasons, such patients may 
minimize the extent of cross-gender fetishism in their sexual histories, and 
heterosexual or homosexual patients may emphasize the "feminine" activities or 
pursuits in their childhoods, making little mention of normal boyhood interests 
they may also have had. 

Investigators might attempt to eliminate from their research data those self
reports most likely to have been tailored to obtain hormones or surgical sex 
reassignment by administering one of the commonly employed social desirability 
scales along with their measures of erotic partner preference, cross-gender 
fetishism, early cross-gender history, and so on. They could then exclude from 
typological studies any subject whose social desirability score indicated an im
probably high degree of psychological well-being or moral rectitude, according 
to the rationale that the subject's self-reports of childhood femininity, partner 
preference, and the like must also be regarded as untrustworthy. I have never 
attempted to use social desirability scores in this way and so cannot comment on 
the probable success of such a strategy. 
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A completely different approach would be to employ direct psycho
physiological measurement of erotic arousal to assess partner preference and 
cross-gender fetishism in addition to, or instead of, self-report measures (psycho
physiological measures would obviously not be of help in the assessment of cross
gender history). This alternative or supplement to self-report is the final topic of 
this chapter. 

The phallometric test (Freund, 1957, 1963, 1981) is the most reliable 
psychophysiological method for assessing erotic arousal in the male (Zuckerman, 
1971). In this procedure, penile blood volume, the dependent measure of erotic 
arousal, is monitored during and after the presentation of potentially erotic test 
stimuli. Phallometric assessment is far from impervious to influence by the 
subject's willingness to disclose or recognize his erotic interests, but it is some
what less readily affected by the subject's attitude than verbal report (Freund, 
Chan, & Coulthard, 1979). 

When the phallometric method is employed to assess erotic partner prefer
ence, the subject's penile blood volume changes are recorded while he views 
slides, movie clips, or videotapes of nude males and females of various ages. 
Such evaluation of partner preference has been included in several published 
studies of transsexual ism and transvestism (e.g., Barr & Blaszczynski, 1976; Barr, 
Raphael, & Hennessey, 1974; Buhrich, 1978; Buhrich & McConaghy, 1977a, 
1977b, 1977c, 1978). When the purpose of phallometric testing is to assess cross
gender fetishism, the choice of test stimuli is not so obvious or straightforward. 

Phallometric assessment of cross-gender fetishism has previously been em
ployed in two published studies, both primarily concerned with the attempt to 
eliminate transvestitic activity by means of behavior modification techniques. 
Marks and Gelder (1967) reported on a mixed series of five transvestites and 
fetishists. The stimulus situations they investigated were the actual viewing and 
handling of women's garments as well as purely imagined fetishistic or trans
vestitic activities. Both types of stimulations produced penile blood volume in
creases. Rosen and Kopel (1977), in a single-case study, found that handling and 
fondling women's garments produced virtually no penile blood volume increase 
in their subject but that a videotape of the subject cross-dressing was highly 
arousing to him. Kurt Freund, using a procedure similar to that of Rosen and 
Kopel, monitored the penile blood volume of a number of transvestite patients 
while they viewed film clips of themselves in cross-dress apparel. Freund did not 
find the subject's prerecorded appearance in cross-dress apparel to be a very 
effective erotic stimulus; one patient, in fact, reported himself so appalled by the 
camera's cold objectification of his appearance that he ceased to cross-dress for 
months (Freund, personal communication). 

It was my opinion that pure fantasy would likely prove the most reliable 
stimulus for eliciting cross-gender fetishistic arousal in the laboratory. Of course, 
testing each subject with his own idiosyncratic fantasy productions would not 
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provide the degree of stimulus uniformity required for comparing the responses 
of different individuals or different groups. Therefore, in collaboration with 
Freund, I decided to try employing, as test stimuli, a standard set of verbal 
narratives depicting various cross-gender fantasies and activities. The subject 
listens through headphones to tape recordings of an actress reading these nar
ratives; each narrative is approximately 100 words long and takes the actress 
about 45 seconds to read. Continuous recording of penile volume change starts 
at trial onset (when a new narrative begins) and continues for 50 seconds. 

All narratives are written in the second person and present tense, for exam
ple, "You hear the sound of a snowplow coming down your street." The test 
version we are now using includes four categories of narratives: (l) (cross-dressing) 
The protagonist ("you") puts on women's clothes and makeup; (2) (sex with a 
male as a female) the protagonist, identified as female by reference to women's 
clothes, breasts, and the like, interacts sexually with a male partner; (3) (sex with 
a female as a male [normal male fantasy]) the protagonist, identified as a male by 
sartorial or anatomical references, interacts sexually with a female partner; and 
(4) (neutral) the protagonist is engaged in some solitary and nonsexual activity. 
Each of these four categories is represented by five different narratives, presented 
in a pseudorandom order. The following is an example of a "cross-dressing" 
narrative: 

You and your girlfriend are spending the afternoon trying on each other's dresses. 
Your girlfriend says that her clothes look better on you than they do on her. She sighs 
with envy at your figure and your complexion. She exclaims with pleasure as she looks 
through your clothes closets and lingerie drawers. From time to time, she picks out a 
garment and asks you to model it for her. She begs you to tryon the new chiffon dress 
that she purchased this morning. Delighted with the effect, she asks you to wear it this 
evening and go with her to the theater. 

In addition to the previously described phallometric test for cross-gender 
fetishism, the subject undergoes a separate test for erotic partner preference in 
which the phallometric stimuli are 14-second film clips of nude adult males and 
females smiling and walking toward the camera, interspersed with erotically 
neutral stimuli (film clips of landscapes). 

We have now administered different versions of the cross-gender fetishism 
test to about 30 subjects who verbally acknowledged some history of this erotic 
behavior. Our results indicate that narrative depictions of cross-gender fantasies 
elicit erotic arousal in such subjects as reliably as other types of phallometric 
stimuli (e.g., movie clips of nudes, narrative descriptions of exhibitionistic or 
voyeuristic activities) do in males tested for other erotic interests. The addition of 
the visual test for partner preference may become a satisfactory way of discrimi
nating true homosexual attraction (as evidenced by greater penile responses to 
male nudes than to female) from "fetishistic" interest in males. The test profile 
that reflects the latter phenomenon is quite distinct. On the narrative test, the 
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subject responds more to fantasies of intercourse with a male as a female than to 
fantasies of intercourse with a female as a male, and he responds substantially to 
the cross-dressing fantasies; on the visual test, he responds more to female nudes 
than to male. 

At this writing, I cannot provide an example of the use of phallometric data 
in setting up homogeneous categories that would parallel the use of the CGF 
Scale and the Mod AG Index for this purpose because our work on phallometric 
assessment of the gender disorders is still in the exploratory stage; however, the 
use of phallometric measures of erotic partner preference and cross-gender 
fetishism would be, in principle, no different from the use of self-report 
measures. 
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This chapter is a review of clinical and experimental studies that may suggest 
questions useful in research on the etiology of cross-gender identity (which is 
here conceived as an extreme form of masculine gender identity in females or 
feminine gender identity in males). The first section addresses itself to the ty
pology of cross-gender identity and demonstrates that there are two main types, 
one occurring in homosexual, the other in heterosexual (or just nonhomosexual) 
persons. Next, the relationships among androphilia (an erotic preference for 
physically mature males), homosexual-type cross-gender identity, and feminine 
gender identity (in males) in general are explored. The second section investi
gates the feasibility of physiological hypotheses of homosexual cross-gender iden
tity and discusses, in this context, relevant work on the development of gender 
identity in intersexes. The third section explores the relevance of animal studies 
to the problem of gen,der identity. 

CROSS-GENDER IDENTITY AND HETEROSEXUALITY VERSUS 

HOMOSEXUALITY 

First, let us give some definitions: Cross-gender identity is a physically 
mature person's wish or wishful fantasy that her or his body had the shape typical 
for the opposite gender. Cross-gender identity is always associated with further 
cognitive patterns or behaviors seen by the individual as characteristic of the 
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opposite gender and is very often associated with self-reports that similar wishful 
fantasies and behavior patterns had been present in childhood. Heterosexuality is 
an erotic preference (Freund, 1978) for persons of the opposite sex, when poten
tial partners of both sexes are available and are comparable as to other features 
that contribute to erotic attractiveness. In this definition the term sex denotes 
identifiable male or female body shape, particularly the type of external genitals. 
The definition of homosexuality is analogous, and that of bisexuality should 
similarly be based on erotic preference for body shape. The less a person erot
ically prefers the body shape of one sex to that of the other, the greater her or his 
degree of bisexuality, with maximum bisexuality occurring in the person whose 
erotic inclinations for body shapes of men and women are about equal (providin~ 
the inclination for both is substantial). However, a person's capacity to become 
sexually aroused by true or imagined tactile interaction with females or males 
need not be based on any considerable degree of bisexuality proper (Freund, 
1974). Tactile sexual interaction between heterosexual persons of the same gen
der is relatively frequent as surrogate activity, when acceptable members of the 
opposite gender are not available for a long period of time, particularly In 

penitentiaries or jails, among young adolescents, or in military service. 

Clinical Typologies of Cross-Gender Identity 

Although there were early single-case descriptions of cross-gender identity 
(Frankel, 1853; Westphal, 1870), Hirschfeld (1910, 1922) was probably the first 
author to provide a systematic study of this condition. He differentiated between 
a heterosexual, a bisexual, a homosexual, a "narcissistic" or "automonosexual," 
and an asexual type (Hirschfeld, 1922, p. 144). Since then, a number of authors 
have put forward their own typologies, and although hypothesized etiologies are 
quite often mixed in among the criteria of classification, some of these mixed
criteria typologies, for example, the one by Stoller (1971), are nonetheless de
scriptive enough to contribute significantly to our knowledge of this field. 

In males, Stoller differentiates between (1) "fetishistic cross-dressers"; (2) a 
group of such cross-dressers with whom the fetishistic component has faded away 
and for whom cross-dressing has become solely a means of appearing to be of the 
opposite sex; (3) transsexuals, whom Stoller "never found to be fetishistic" or to 
prefer female sex partners; (4) effeminate homosexual men who cross-dress occa
sionally; (5) certain schizophrenic patients who have the delusion that their sex is 
changing (this group was differentiated from non psychotic cross-gender identity 
patients by Krafft-Ebing (1886/1965) and will not be discussed in the present 
chapter); (6) a "mixed group," consisting of patients who "will have the attributes 
of more than one of the above groups"; and (7) "biologically induced" cross
dressers, that is, intersexual persons with sexually ambiguous physiques, in 
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whom there is a contradiction between gender identity and upbringing as a boy 
or girl. 

There is also the typology by Person and Ovesey (1978), who differentiate 
between (1) the ordinary transvestite, a fetishistic cross-dresser who uses clothing 
for sexual arousal (there are indications in their paper that this type is understood 
as a disorder of gender identity); (2) the homosexual cross-dresser; (3) the trans
sexual; and (4) those "transvestites who also use female clothing nonfetishistically 
in order to relieve anxiety about gender identity and gender role." 

In contrast to the present chapter, which focuses on cross-gender identity, 
Stoller as well as Person and Ovesey primarily investigate cross-dressing. This 
explains these authors also including among their types the homosexual cross
dressers who (even when cross-dressed) do not wish their body had the shape 
typical of the opposite sex. 

The most thoroughgoing typology has been put forward by Buhrich and 
McConaghy (1977a, 1977b, 1978, 1979) who differentiate between (1) "nu
clear" transsexuals who have never experienced fetishism and are likely to be 
significantly younger than (2) transsexuals who have been fetishistic ("fetishistic 
transsexuals") and who are significantly more likely to have experienced hetero
sexual intercourse, "to be married, and to show penile response to men and 
women, indicative of a more heterosexual orientation"; (3) "marginal" trans
vestites; and (4) "nuclear" transvestites. Marginal transvestites, in addition to 
exhibiting fetishistic arousal by women's attire, desire feminization by hormones 
or surgical intervention. Buhrich and McConaghy report that significantly more 
of the self identified fetishistic transsexuals, in comparison to marginal trans
vestites, showed homosexual interest and felt like women when nude. However, 
assessing predominance of heterosexual or homosexual interest in this kind of 
patient is a difficult task because there often appears to be a strong tendency of 
the patient to claim a homosexual or asexual history where there is evidence that 
strongly suggests heterosexuality. Moreover, it is likely that there is also some 
genuine confusion on the patient's part in this regard (see the later discussion). 

Because Buhrich and McConaghy were also well aware of the shortcomings 
of self-report in this respect, they used the phallometric method (which measures 
the arousal value of potentially erotic stimuli by assessing penile volume 
changes) for the differentiation of heterosexuality and homosexuality. However, 
a substantial proportion of males is able to feign positive responses to stimuli that 
are, to them, erotically uninteresting and to suppress genuine responses (Freund, 
1961, 1981). Therefore, it is well possible that the differences among the various 
types of cross-gender identity in respect to hetero- versus homosexuality are 
much larger than indicated by Buhrich and McConaghy's results. 

Although the prevalence of transsexual ism in women may actually be not 
very much less than in men (WiHinder, 1971), all the typologies of cross-gender 
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identity exclude women. This may be due to the gross difference between wom
en and men in respect to occurrence of heterosexual cross-gender identity, which 
virtually does not exist at all in women (Hamburger & Stump, 1953; Kronfeld, 
1923; Walter & Brautigam, 1958). To my knowledge, only one case of cross
gender identity in a heterosexual woman has been reported 0. B. Randell, 1959). 
Such a seeming exception could well be the result of the patient's misrepresenta
tion of facts. Randell described her as heterosexual, "transvestite," and transsex
ual. (From Randell's paper it is clear that by "transvestite" he means cross-gender 
fetishistic. ) 

The patient's story was very unusual. She said she had been seduced by a 
transvestite male (not her husband) into these deviate practices and had become 
(according to Randell) conditioned to experience orgasm in such acts and at
tempted without success to secure her husband's cooperation in similar behavior. 

A Formalized Revision of Clinical Typologies 

The previously mentioned gross difference between women and men, in 
respect to occurrence of particular syndromes of cross-gender identity, suggests 
that there exist two main types of this disorder, namely, a heterosexual and a 
homosexual type, and that these types have different etiologies. 

The current typologies of cross-gender identity were all based on clinical 
observation and judgment. No formal attempt had been carried out to establish a 
hierarchy of typological criteria, that is, an analysis of what signs or symptoms 
define the broad classes of cross-gender identity in males and what signs or 
symptoms define subgroups within each broader class. Without such a formal 
analysis, the question of what are the main types of cross-gender identity in males 
is not answered. Therefore, we carried out such an analysis (Freund, Steiner, & 
Chan, 1982a), whose main features will be described in this chapter. 

The subjects of the study were male cross-gender identity patients of the 
Gender Identity Clinic or the Department of Behavioural Sexology of the Clarke 
Institute of Psychiatry. The answers to two questions were the criteria of inclu
sion in the study: (1) Have you ever considered sex reassignment surgery? and (2) 
Have you ever felt like a woman? At least one of the two questions had to be 
answered in the affirmative (for the first question, "unsure" was also counted as 
affirmative). In this manner, 136 male cross-gender identity patients were in
cluded in the study; 124 of them answered both questions in the affirmative. The 
overwhelming majority of these subjects were patients of the Gender Identity 
Clinic where recommendations are made in respect to sex reassignment surgery. 
Therefore the group was highly biased; the majority of patients were transsexual. 
Only a few requested a cure for their cross-gender identity; almost all of these did 
so under pressure from their wives. They themselves neither wanted to change, 
on the one hand, nor to take female hormones or to have sex reassignment 
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surgery, on the other. Such persons would represent the population of trans
vestite clubs (Buhrich & McConaghy, 1977a, 1977b, 1978, 1979), and there 
seem to be a relatively large number of them. 

Questionnaire scales were constructed and validated to make possible mea
surement of the descriptive dimensions used in current typologies. One scale was 
to measure erotic attraction to women, another, erotic attraction to men, and a 
third scale measured heterosexual experience. Also included was "Part A" of our 
Gender Identity Scale for Males (Freund, Langevin, Satterberg, & Steiner, 
1977; Freund, Nagler, Langevin, Zajac, & Steiner, 1974; Freund & Pinkava, 
1960). This part concerns, in particular, gender identity in the subject's child
hood. There was also a festishism scale, a masochism scale, and a sadism scale. 
The two latter scales were included because, in males, masochism seems to be 
accompanied by transvestism more often than is allowed for by chance. (Blan
chard, in his chapter, has analyzed the main scales, and points out revisions that 
should be made to increase their usefulness). 

From principal components analysis that used subjects' scores on each of 
the scales, one relatively strong first factor emerged, which accounted for 47. 3 % 
of the total variance. The highest loading on this factor was by the scale that 
measured erotic attraction to women (-0.91). The next highest loadings were on 
the scales measuring extent of feminine gender identity (in childhood), fetish
ism, and erotic attraction to males (0.79, -0.79, 0.78). The remaining scales 
had much lower loadings on the main factor. This result was compatible with 
the hypothesis that the dimension of hetero- versus homosexuality has the high
est standing in the hierarchy of typological criteria in the realm of cross-gender 
identity in males, and that the extent of feminine gender identity in childhood 
and adolescence and the presence or absence of cross-gender fetishism are highly 
correlated with it. 

If it is true that the most basic division of male gender disorders is into 
heterosexual and homosexual types and that all identifiable syndromes of gender 
disturbance are simply subtypes of one of these two basic types, then one should 
find that men who share any given syndrome of gender disturbance will all be 
either heterosexual or homosexual. This prediction was tested in the next step of 
the study. Four discriminable syndromes of gender disturbance were investigat
ed: transvestism, borderline transsexual ism , fetishistic transsexualism, and non
fetishistic transsexualism. These syndromes were defined as follows: 

1. Transvestism is the condition in which a person fantasizes herself or 
himself as a member of the opposite sex only when sexually aroused. In 
the vast majority of such cases, clothing characteristic of the opposite 
sex-rarely some other symbol of cross-gender identity-is a highly 
arousing fetish (Stoller, 1968, 1971). 

2. Borderline transsexualism is a state of gender identity fluctuating sub-
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stantially between female and male types in a sexually nona roused per
son. This category corresponds to some extent to Buhrich and Mc
Conaghy's (1977b) "marginal transvestism." 

3. Transsexualism is a subject's sustained cross-gender identity that is also 
present when there is no sexual arousal and includes the wish that her or 
his body be of the opposite sex (Benjamin, 1966). However, some pa
tients afflicted by transsexualism do not ask for sex reassignment surgery 
proper. They wish only for a partial anatomic change, in particular, to 
have female breasts (Benjamin, 1966). In the present context, "sus
tained" indicates there has been no reversal of gender identity over a 
period of at least 1 year. 

Following Buhrich and McConaghy (1979), two modes of transsexualism 
were distinguished: a nonfetishistic mode that is neither preceded by transvestism 
nor accompanied by cross-gender fetishism; and a fetishistic mode that is pre
ceded or accompanied by cross-gender fetishism (in contrast to fetishism proper, 
cross-gender fetishism is characterized by the subject's fantasizing during 
fetishistic activity that she or he belongs to the opposite sex, and the fetish, in 
such cases always an object characteristic of the opposite sex, is used to induce or 
enhance cross-gender identity). 

Subjects were classified into the four diagnostic groups according to their 
responses to two questionnaire items, one concerning the current extent of cross
gender identity and the other concerning the subject's history of cross-gender 
fetishism. We classified as transvestite those men whose questionnaire responses 
indicated that they felt like women only when cross-dressed and that they had 
experienced sexual arousal in association with cross-dressing. The borderline 
transsexuals were those men who felt like women when cross-dressed but also 
sometimes when not cross-dressed and who had experienced sexual arousal in 
connection with cross-dressing. Those subjects who indicated that they felt like 
women at all times for at least 1 year were classified as transsexuals; those among 
them who indicated that they had experienced erotic arousal in association with 
cross-dressing were designated fetishistic transsexuals, and those who indicated 
that this had never occurred were designated as nonfetishistic transsexuals. 

Homosexuality and heterosexuality were diagnosed with the two previously 
mentioned questionnaire scales that measured erotic attraction to men and wom
en. Because the correlation between these two scales was quite high (-.71), we 
combined them into one unidimensional, bipolar measure. Choosing a likely 
cutoff score for classifying patients dichotomously as heterosexual versus homo
sexual, we found a high degree of agreement with independent clinical diag
noses. Table 1 shows the number of subjects in each of the four groups who were 
diagnosed as heterosexual and homosexual, according to their scores on our 
combined questionnaire scale. 
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TABLE 1. Heterosexuality versus Homosexuality and the Various 
Modes of Cross-Gender Identity 

Mode Heterosexual Homosexual 

Transvestism 10 0 
Borderline transsexual ism 19 1 
Fetishistic transsexualism 20 22 
N onfetishistic transsexualism 5 52 
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Although there is still considerable overlap in the cross-tabulation (shown in 
Table 1) in respect to fetishistic transsexualism, the overall result is not seriously 
at variance with the supposition that the currently differentiated modes of cross
gender identity in the male are subordinate to a hierarchically higher division 
into hetero- and homosexual types. The main deviation from our prediction is 
that the fetishistic transsexuals were not overwhelmingly heterosexual. However, 
we do not know to what extent this overlap is real or an artifact caused either by 
inadequacies of our questions or by limitations of the patient's self-reports. 

In this connection, Stoller's (1982) three female cases of cross-gender 
fetishism should be noted. Only one of these women was his patient; the second 
was a patient of Gutheil (1930) and with the third, Stoller had only exchanged 
letters. All three women were homosexual and strongly masculine. Although, in 
Stoller's view, these women had only transsexual "tendencies," according to the 
definition used in the present chapter, they were clearly transsexual. All three 
women indicated strong cross-gender fetishistic experiences. 

In addition to the unsolved question of whether there are any homosexuals 
with cross-gender identity who also have a history of cross-gender fetishism, or 
heterosexuals with cross-gender identity who do not have a history of such 
fetishism, there is a second unknown in respect to delineation of the various 
syndromes. This is the clinically clearly observable shift of some heterosexual 
cross-gender identity patients from having, for many years, frequent sexual in
teraction with women and never with men, to later claiming they have never 
really been attracted toward women and that they now feel they are erotically 
attracted toward men. According to the procedures used in our investigation of 
cross-gender identity, these patients would be (erroneously) classified as homo
sexual. 

It is not easy, and often impossible, to decide whether these patients deliber
ately try to mislead the examiner, just appearing as feminine as possible in order 
to have a better chance of obtaining a recommendation for sex reassignment 
surgery, or whether their wish to be in the female role in sexual interaction 
results in fantasies of sexual intercourse as a female with a male and that this 
makes them prefer the male as a sexual partner, in spite of not being attracted 
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toward male but toward female body shapes (see definitions of heterosexuality 
and homosexuality at the beginning of this chapter). For the latter phenomenon, 
we are using the term pseudohomosexuality. This term has been used by 
Hirschfeld (1910, p. 199), who borrowed it from Bloch (whom he quotes). 
However, these two authors designated, by this term, homosexual activities in 
heterosexuals in general, like those that are not too uncommon in pubertal 
youth. 

The third unknown in the expounded classification pertains to cross-gender 
identity in childhood. Those heterosexual cross-gender-identity patients who are 
classified, according to the previously described simple criteria, as transvestites 
virtually never report feminine gender identity or corresponding behavior in 
childhood, whereas borderline transsexuals or heterosexual transsexuals almost 
always do. If it is true that virtually all borderline transsexuals or heterosexual 
transsexuals pass through a phase of simple transvestism, then it is likely that 
their self-report of feminine gender identity in childhood is untruthful reporting 
or is based on paramnesias. In fact, in follow-up studies of feminine boys, the 
development of heterosexual transvestism was diagnosed only once (Zuger, 
1978). A small proportion of cases was reported as having developed into hetero
sexual men without any signs of cross-gender identity, and the overwhelming 
majority of these boys became androphiles without cross-gender identity (see 
Chapter 4 by Zucker). There is still the possibility that these nontransvestite 
heterosexuals were androphiles who did not wish to speak about their homosexu
ality. 

The question of whether transvestites in general tend to develop into bor
derline transsexuals and (heterosexual) fetishistic transsexuals can only be decid
ed by long-term follow-up studies of transvestites proper. As to the question of 
pseudohomosexuality and of the at-least seeming existence of nonfetishistic het
erosexuals with cross-gender identity or of fetishistic homosexuals, it will be 
further clarified by phallometric investigations. 

Within-Family Concordance of Type of Cross-Gender Identity 

The female versus male difference in prevalence of fetishistic types of cross
gender identity and the results of our typological study suggested that there are 
two etiologically distinct disorders of gender identity, one that is found in hetero
sexuals and the other in homosexuals. We therefore searched the literature for 
reports of occurrence of cross-gender identity in more than one member of a 
family, with the expectation that the afflicted members in the same family would 
also be concordant as to heterosexuality or homosexuality. The result of this 
search confirmed this expectation. 

Hore, Nicolle, and Calnan (1973) and Stoller and Baker (1973) both re
ported on two homosexual transsexual brothers, and Sabalis, Frances, Ap-
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penzeller, and Moseley (1974) reported on three such brothers. McKee, Roback, 
and Hollender (1976) reported about two male homosexual transsexual members 
of a triplet (the third member was a female). A cousin of this triplet was also 
homosexual and transsexual. J. R. B. Ball (1981) reports about a male-to-female, 
most probably homosexual, transsexual who had an older homosexual brother 
who had just undergone sex reassignment surgery. Ball also interviewed a third 
brother whom he characterized as an "exclusive homosexual," and added that 
information given to him about a fourth brother indicated that there was a 
further case of transsexualism. For transvestism, Ball uses the term simple trans
vestism, and he obviously differentiates between "transsexuals" and "homosex
uals." Therefore, it is highly probable that (in our terminology) all his "transsex
uals" were also homosexual. There are also two rather thoroughgoing reports on 
monozygotic transsexual homosexual twins (Anchersen, 1956; Hyde & Kenna, 
1977) as well as Benjamin's (1971) cursory remarks on having seen two such 
pairs. Stoller and Baker (1973) quote Benjamin's personal communication that 
these brothers were both "transsexual" that, in previously quoted Benjamin 
terminology, means that they were also homosexual. However, fully concordant 
monozygotic cases may not be pertinent with respect to heterosexual versus 
homosexual familial prevalence because in this context they cannot be fully 
counted as different individuals. 

In contrast, incomplete concordance, as in the monozygotic twins of Mar
tin (1981), is of great interest (though not in respect to familial occurrence). 
Martin described a pair of monozygotic sisters one of whom was homosexual and 
transsexual; the other was homosexual as well, but not transsexual. One sister 
was referred for endocrinological evaluation because of her wish to receive testos
terone, and she also had a mastectomy done. The nontranssexual twin was 
referred by chance to the same hospital and was followed for 2 years in psycho
therapeutic sessions. 

Hoenig and Duggan (1974) describe a homosexual transsexual patient 
whose mother reported that he had a homosexual, but probably not transsexual, 
sister, a very probably homosexual brother, and that there were numerous mem
bers of her extended family who, she suspected, were homosexual. Hastings 
(1974) reports on two transsexual half brothers who had sex reassignment sur
gery. Afterward one married a man, and the other attempted suicide by a 
gunshot in the abdomen, in front of a boyfriend who had jilted her. According to 
this brief report, both brothers were probably homosexual. 

There are also reasonably clear reports on direct observations of at least two 
cases of heterosexual cross-gender identity in one family. Edelstein (1960) re
ported on a heterosexual transvestitic patient whom he had interviewed many 
times thoroughly and who gave him a concordant history about his older brother; 
Liakos (1967) and Buhrich (1977) reported on the simultaneous affliction of a 
father and son. Liakos also reported about a second son who was concordant for 
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transvestism and heterosexuality, and Krueger (1978) discussed such concor
dance in a father and three sons. In a number of additional reports on familial 
occurrence, the type of observed disorder is missing or inconclusive. This per
tains, for example, to Randell (1971) who remarked that among his 340 trans
vestite patients he saw 9 familial cases. He did not elaborate further on this 
statement, and there are other similarly inconclusive reports (e.g., Taylor & 
McLachlan, 1962, 1963; Smith, 1971). 

The occurrence of more than one case of either heterosexual or homosexual 
cross-gender identity in the same family together with a lack of reports on 
families with a heterosexual and a homosexual case of cross-gender identity not 
only supports the hypothesis of two different diseases but, at the same time, 
indicates that familial occurrence of cross-gender identity, in spite of being so 
rare, may not be purely a chance event. 

We have to leave open the question of whether heterosexual and homosex
ual cross-gender identity are totally unrelated, or whether there still exist some 
common links in the etiology of these two conditions. At this point, however, it 
appears appropriate to investigate the etiology of these two conditions separately. 

The remainder of our review will concentrate on homosexual cross-gender 
identity, and the last topic of the present section will be a discussion of the 
relationship between androphilia and feminine gender identity in males. Howev
er, prior to exploring homosexual cross-gender identity, a short summary will be 
given about publications on the putative etiology of heterosexual cross-gender 
identity. 

Etiology of Heterosexual Cross-Gender Identity 

There are a number of papers on heterosexuals with festishism, trans
vestism, and early temporal lobe damage, with and without epilepsy (Bhaskaran, 
1955; Clark, 1915; Davies & Morgenstern, 1960; Epstein, 1960, 1961; Hunter, 
Logue, Valentine, & McMenemy, 1963; Kockott & Nusselt, 1976; Mitchell, 
Falconer, & Hill, 1954; Petritzer & Foster, 1955; Salfield, 1957; Taylor & 
McLachlan, 1962; Walinder, 1965; Yawger, 1940). These publications are dis
connected case reports, and we cannot be at all sure that the association between 
heterosexual cross-gender identity, fetishism, and temporal lobe damage is better 
than chance. In an attempt to decide whether the association of temporal lobe 
damage and fetishism proper or cross-gender fetishism exceeds chance, Kolafsky, 
Freund, Machek, and Polak (1967) examined 86 patients of an anti epileptic 
center. The team of examiners consisted of behavioral sexologists and neu
rologists; the former did not share any information with the latter, and vice versa, 
until the final tabulation of results. The sexological diagnosis was arrived at by 
interview, and the localization of the brain focus was arrived at by the neu
rologists from the patients' EEG and history. The result of this study indicated an 
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association of early temporal lobe damage (there was a cutoff point at the 18th 
month of life) with various anomalous erotic preferences, such as courtship 
disorders, sadism, and pedophilia. The sample was relatively small, and the 
sexological data were gathered by only one person, although the material was 
then evaluated by two experts. 

Femininity in Males and Homosexuality 

The nature of the relationship between homosexuality and homosexual 
transsexual ism is not at all clear. Is homosexual transsexual ism an unusually 
severe form of the same anomaly that, in its milder and more common form, is 
observable as simple homosexuality (i. e., homosexuality without gender inver
sion)? Or is homosexual transsexual ism a disorder qualitatively distinct from 
homosexuality per se, but one that can only develop if homosexuality is present? 
Observations concerning the outcome of cases of strong femininity in male 
children seem to support the first possibility (see Zucker's chapter). The picture 
often closely resembles (adult) cross-gender identity in that some such male 
children also profess their disappointment at not having been born girls; and, as 
mentioned earlier, although at least the majority of these boys are homosexual as 
adults, only very few turn out to be transsexual. Some in adulthood do not 
appear to be at all feminine-their strong femininity has "burned out" (Zuger, 
1978). 

The observation that strongly feminine male children may become adult 
homosexuals who do not appear feminine at all is paralleled by the observation, 
derived from the retrospective self-report of androphilic males, that they undergo 
a defeminization process, with the greatest change occurring between childhood 
and adolescence (Bates & Bentler, 1973; Yener & Snyder, 1966; Whitam, 
1977). This seems to suggest the possibility that peer or parental pressure might 
accomplish an adjustment in these cases (Freund, 1962, 1963, 1965, p. 54); 
however, this is just conjecture. Harry (1983) carried out the first systematic 
(retrospective) study that focussed on the self-reported defeminization in homo
sexual males. He used the two questions in Part A of our Feminine Gender 
Identity Scale for Males (Freund et al., 1974, 1977) that are asked there in an 
identical manner for three successive age ranges: childhood, early adolescence, 
and the period from late adolescence onward. Table 2 shows these items together 
with their scoring. 

Harry added four further questions: (1) whether the subject was regarded as a 
sissy; (2) whether he ever preferred playing or associating with girls rather than 
boys; (3) whether he was usually a loner; and (4) whether he wanted to be a movie 
star, actor, or entertainer. Harry was able to obtain answers from large groups of 
androphiles and could statistically demonstrate that, apart from the actor/ enter
tainer question, all items confirmed Zuger's observation of a defeminizing pro-



270 KURT FREUND 

TABLE 2. The Two Femininity Items 

(a) Between the ages of 6 and 12, did you put on women's underwear or 
clothing? 

once a month or more, for about a year or more (3) 
(less often, but) several times a year for about 3 years or more (2) 
very seldom did this during this period (I) 
never did this during this period (0) 

Between the ages of 13 and 16, did you put on women's underwear or 
clothing? 

once a month or more, for at least a year (3) 
(less often, but) several times a year for at least 2 years (2) 
very seldom did this during this period (l) 
never did this during this period (0) 

Since the age of 17, did you put on women's underwear or clothing? 
once a month or more, for at least a year (3) 
(less often, but) several times a year for at least a year (2) 
very seldom did this since age 17 (l) 
never did this since age 17 (0) 

(b) Between the ages of 6 and 12, did you wish you had been born a girl 
instead of a boy? 

often (2) 
occasionally (l) 
never (0) 

Between the ages of 13 and 16, did you wish you had been born a girl 
instead of a boy? 

often (2) 
occasionally (I) 
never (0) 

Since the age of 17, have you wished that you had been born a girl 
instead of a boy? 

often (2) 
occasionally (l) 
never (0) 

cess in (nontranssexual) homosexual males. However, only two questions (from 
the Feminine Gender Identity Scale) can be accepted as valid indicators of this 
phenomenon, because (1) it appears quite likely that, in childhood, peers would 
be much less restrained than in early and (particularly) late adolescence from 
letting the subject know that they regarded him as a sissy; and (2) in homosexual 
males the decay of the preference for "playing or associating with girls" is most 
probably caused by homosexuality and not by decreasing femininity. Harry 
himself reports that, in contrast, many heterosexual males indicated for the two 
later age periods that they preferred playing or associating with girls. There is also 
no good reason to regard being "a loner" as a particularly good indicator of 
(male) femininity. 
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The previously mentioned two questions from our Gender Identity Scale for 
Males were also employed by myself and Blanchard in a similar study of decay of 
femininity in androphilic males. We compared, in this respect, 132 gynephilic 
(having an erotic preference for physically mature females) and 147 androphilic 
paid volunteers (further specification of these groups is contained in Study 2 of a 
recent report by Freund & Blanchard, 1983). 

Figures 1 and 2 show the mean scores for cross-dressing and cross-gender 
wishes at each of the three age periods focused upon. In the androphilic males, 
there was a steady and strong decrease of cross-dressing and cross-gender wishes 
over the three age periods in question, and there was a similar but minimal 
decrement in respect to cross-dressing in heterosexual males. (In the latter, the 
wish to have been born a girl was virtually absent.) The reliability of the apparent 
decay of femininity was tested for each of the two items separately, by analysis of 
variance, with the three age periods and preferred sex of partner (gynephilic vs. 
androphilic) as independent variables, and the score of the item as the dependent 
variable. Table 3 shows the results of this analysis, which was in strong support of 
the notion of a spontaneous decay of femininity from childhood to adulthood in 
androphilic males. 

There is a substantial proportion of homosexual males who do not even 
indicate an early feminine gender identity, and whose scores on Part A of the 
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FIGURE 2. Frequency of cross-gender wishes in childhood, adolescence, and adulthood, as retro
spectively reported by adult androphiles and gynephiles. (Andro = androphiles; Gyne = gynephiles. 
The circles indicate the mean weight of the response option (see Table 2) retrospectively chosen for 
each of the age periods indicated on the x axis). 

Feminine Gender Identity Scale for Males are not higher than those of hetero
sexual controls (Freund et aZ., 1974, 1977). Notwithstanding this variation, the 
relationship between femininity and homosexuality is very close. Moreover, 
there appears to exist a relationship between preferred partner age and feminine 
gender identity. Ferenczi (19111 1927) thought that, on clinical grounds, he had 
clearly established two types of homosexual males. One type combined mas
culinity and a preference for postpubescents, and the other type combined femi
ninity with a preference for physically mature partners. In agreement with this 
was the observation by Nash and Hayes (1965) that the "active" homosexuals 
especially prefer young postpubescent partners (and not, like the "passives," 
physically mature males). From the Nash and Hayes paper, it appears that their 
"passives" were more feminine and that their "actives" were more masculine. 
However, Hirschfeld ([1914]1920), who had examined a very large number of 

TABLE 3. Results of Analysis ofYariance 

1. Cross-dressing 
Heterosexual vs. homosexual 
Age 
Heterosexual vs. homosexual x age 

2. Cross-gender wishes 
Heterosexual vs. homosexual 
Age 
Heterosexual vs. homosexual x age 

F (1,277) = 46.1, P < .0001 
F (2,554) = 41.9, P < .0001 
F (2,554) = 24.3, P < .0001 

F (1,277) = 53.8, P < .0001 
F (2,554) = 11.2, P < .0001 
F (2,554) = 9.3, P = .0001 
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homosexual persons, doubted the existence of a relation between femininity and 
age preference. 

We compared feminine gender identity and preferred age of sexual partner 
in two studies (Freund, 1962, 1963, 1965, pp. 72-76; Freund, Scher, Chan, & 
Ben-Aron, 1982b). In the first study, we compared most of the items of our later 
Feminine Gender Identity Scale for Males, separately, with the age preferences 
of our homosexual clients and found that the more feminine answers related to a 
preference for adult partners. The latter appeared to hold as well for ephebo
philes (Hirschfeld, 1914 )-those homosexuals who erotically prefer the youngest 
age category of physically mature males (about 17- to 20-year-olds). Nash and 
Hayes did not feel that the relationship between femininity and age preference 
could be extended to homosexual pedophilia. They stated simply that, whereas a 
close relationship seems to exist between androphilia and homosexual hebephilia 
(the preference for 11- or 12- to 16-year-olds), homosexual pedophiles are too 
different from homosexual hebephiles and androphiles to fall within the range of 
conditions for which the observed relationship between degree of femininity and 
preferred partner age holds. 

In our previously quoted second study (Freund et ai., 1982b), we employed 
Part A of our Feminine Gender Identity Scale for Males with two groups of 
androphiles, a group of homosexual hebephiles, a group of homosexual ped
ophiles, a group of heterosexual pedophiles, and two groups of gynephilic con
trols. The pedophilic groups also contained pedohebephilic males (whose range 
of erotic partner preference included children as well as pubescents), so that the 
hebephilic group was constituted solely (to our knowledge) of "pure" hebephiles. 

The homosexual pedophiles did not differ in feminine gender identity from 
any group of heterosexual controls or from the heterosexual pedophiles; that is, 
they did not exhibit any measurable extent of feminine gender identity. Howev
er, the homosexual hebephiles indicated a higher degree of feminine gender 
identity than one of the two heterosexual control groups, and the two androphilic 
groups had considerably higher feminine gender identity scores than all the 
remaining groups. A comparison of only the homosexual groups on the full score 
(Parts A + B + C) of the Feminine Gender Identity Scale for Males showed that 
the hebephiles had a lower score than one of the two groups of androphiles, 
whereas the pedophilic group had a clearly lower score than either of the two 
androphilic groups. 

In respect to androphilia and hebephilia, these results are in accord with the 
results of my first study as well as with the clinical observation of Nash and 
Hayes, but they are ambiguous in respect to whether homosexual pedophilia 
should be understood as simply an extension of the androphilic-hebephilic 
continuum. However, the outcome of another study (also reported in Freund et 
ai., 1982b) showed that homosexual pedophiles differ from homosexual hebe
philes and androphiles in more ways than erotic age preference, a finding that 
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supports the view of Nash and Hayes that homosexual pedophilia should not be 
included in this continuum. The additional difference between pedophiles and 
persons who prefer physically mature sexual partners is in respect to bisexuality. 

Men (without a cross-gender identity problem) who prefer physically ma
ture partners and claim they enjoy sexual interaction with females and males 
about equally, virtually always turn out to be androphilic (Ellis, 1904/1936; 
Hirschfeld, [1914] 1920; Krafft-Ebing, 1886/1950; Kronfeld, 1923). In hetero
sexual males who prefer physically mature partners and do not have a cross
gender identity problem, the claim of being bisexual is extremely rare. This 
difference between heterosexual and homosexual males who prefer physically 
mature persons is likely due to social pressures. 

On the other hand, there appeared to be a distinct proportion (though still a 
small minority) of pedophilic men who sexually approached female as well as 
male children (Gebhard, Gagnon, Pomeroy, & Christenson, 1965; Mohr, 
Turner, & Jerry, 1964), when there was no reason to suppose that interaction 
with one of the sexes was just surrogate activity-taking into account the high 
risk connected with sexual interaction with children of either sex and the roughly 
equal availability of male and female children. This appeared to indicate that 
pedophiles, in general, are either more bisexual than males who prefer physicaily 
mature partners, or that, among them, there is a sizable, highly bisexual group. 

In our study (Freund et al., 1982b), near to equivalent bisexuality was not 
found in androphiles or homosexual hebephiles but was found in homosexual 
pedophiles, using the same experimental method. From this we conclude that a 
meaningful ordering of homosexual males, according to the age of partners that 
most attract them, must end with those who prefer pubescents. The men who 
prefer male children appear too different to be grouped with the rest. There is 
also an indication that the etiology of homosexual pedophilia and pedohebephil
ia is different from that of androphiles: In contrast to the homosexual preference 
for physically mature partners, pedophilia or pedohephilia occurs only in men 
and virtually never in wpmen. 

Without any exceptions that we have observed, homosexual transsexuals are 
androphilic, that is, their erotic attraction is always to physically mature males. 
This fits the view that homosexual transsexualism is the most extreme develop
ment of a trait that is strongest in androphiles. We will now leave the subject of 
cross-gender typology and take up some other topics relevant to the question of 
physiological hypotheses of the etiology of homosexual cross-gender identity. 

GENDER IDENTITY AND INTERS EXES 

This section will discuss (1) development of gender identity; (2) work on 
human intersexes (which has rendered significant insights into the gross physical 
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and behavioral consequences of chromosomal anomalies, anomalies in respect 
to gonadal development, sex hormones, some enzymatic conversions of these 
hormones, and receptor proteins); and (3) analyses of the influence of sex hor
mones with which pregnant (human) mothers had been treated on behavioral 
and cognitive gender dimorphisms of the offspring. The presentation will have to 
be somewhat sketchy to minimize overlap with Chapter 2 by Hoenig and Chap
ter 4 by Zucker, and in the following it will be assumed that these two chapters 
have already been read. 

It would be difficult to conceive a person's gender identity as developing 
autonomously. One would think that a person must derive it either from his or 
her body shape (particularly the extemal genitalia) or from being labeled and 
raised as a female or male. It could also result from a person's self-labeling his or 
her behavioral or cognitive propensities as typically masculine or feminine. 
However, the sex of one's erotically preferred partners may have to be excluded 
from those propensities (from which gender identity might be self-inferred), 
because the vast majority of homosexual persons does not have a cross-gender
identity problem. Some psychodynamic theorists have advanced the hypothesis 
that homosexual transsexual ism results from a homosexual person's attempt to 
escape her or his guilt feelings over her or his homosexuality by developing the 
conviction of being "really" a member of the opposite sex (and thus normal 
except for having the wrong body). To me, this does not appear to be supported 
by observation. 

There is also the possibility that a person derives his or her gender identity 
from more than one of the previously mentioned indicators (body shape, sex of 
rearing and labeling by others, and self-labeling on the basis of behavioral pre
dispositions), or that gender identity is derived from different indicators at differ
ent stages of development. Moreover, persons who differ greatly in physical or 
cognitive pattems may derive their gender identity from different indicators. 

Cross-gender identity patients have unambiguous extemal genitalia, and 
the majority of them were reared just as clearly in correspondence with the 
gender indicated by their genitalia as other people. We are thus left with cross
gender-typical behavioral propensities or cognitive patterns (excluding preferred 
sex of partner) as the possible basis of cross-gender identity). 

The following is to demonstrate the possibility that gender dimorphic be
havioral and cognitive patterns, on the one hand, and gender identity, on the 
other, may be developmentally intertwined, that gender identity may be derived 
from gender dimorphic behavioral and cognitive propensities, and that it may, in 
turn, point the way for the developing individual in respect to what further 
gender-appropriate behaviors and attitudes are to be learned. The main question 
in this area is whether there are (more or less) primary gender dimorphic behav
ioral and cognitive propensities from which gender identity is derived, and if so, 
what these are. This question cannot be answered yet, but there is a large body of 
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relevant findings. The more important among them will be reviewed to illustrate 
the problem. After that, the possible physiological roots of the more or less 
primary gender dimorphic behavioral propensities and cognitive patterns will be 
discussed. 

The Development of Behavioral and Cognitive Gender Dimorphism 

The education- and tradition-based components of behavioral gender di
morphisms are sometimes so elaborate and obviously artificial that they ob
scured, for numerous early observers, the possibility that there may also be 
innate gender dimorphic behavioral components. In some tribal societies, males 
and females differed even in the words they used to denote the same objects 
(Davenport, 1965). There obviously was elaboration of sexual differences in 
earlier phases of the more developed cultures also, but in our present society the 
trend toward male-female educational and occupational differentiation has been 
reversed, and the better psychological indicators of masculinity or femininity in 
adults, that is, occupational preferences and verbally expressed emotional and 
ethical attitudes, which appear to depend heavily on education, may become 
more and more obsolete. However, they may be replaced by other gender di
morphic behaviors. 

On the basis of his observations of tribal societies, Bateson (1936, pp. 171-
182) developed the theory that societies are in an internal dynamic equilibrium 
maintained by two kinds of processes, one kind that preserves the status quo and 
others that further develop behavioral differentiation between a society's mem
bers. Bateson calls the totality of the differentiating processes schismogenesis and 
finds that this process is constituted by two varieties. One results from the 
competition of individuals or groups in respect to the same activities, which 
increase frequency, intensity, and refinement of these activities. Bateson calls 
this direction symmetrical schismogenesis, whereas the other variety regenerates 
and/ or increases (behavioral and cognitive) differences between a society's mem
bers. Bateson calls these latter processes complementary schismogenesis. Accord
ing to him, there are ongoing complementary schismogenetic processes that 
intensify (and/or regenerate) gender-specific behavioral (or cognitive) patterns, 
under the changing conditions of a developing society. 

Quite apart from these anthropological findings, a multitude of very early 
behavioral gender differences has been assessed. Gesell (1940) was one of the first 
to report on very early gender differences in motor skills, for instance, that male 
infants were found to be more active or better in gross movement patterns, and 
girls in fine motor skills such as handwashing, door opening, unbuttoning, and 
the like. This difference can be interpreted as a difference in the mobility of 
proximal versus distal joints. Hutt (1975) cites studies where neonate boys were 
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found to show more vigorous body movements. By the age of 3 weeks boys sleep 
less than girls, and they are more fretful and irritable. Another example is the 
different rate of maturation of verbal abilities (Terman, Johnson, Kuznets, & 
McNemar, 1946). Over the years, a number of extensive reviews have docu
mented the research on the development of behavioral gender dimorphism (e.g., 
Bims, 1976; Maccoby, 1966; Maccoby & Jacklin, 1974; Sherman, 1978; Ter
man & Tyler, 1954; Wittig & Peterson, 1979). 

Behavioral and cognitive gender differences in older children have been 
amply documented, particularly in respect to agonistic behavior. Terman et aZ. 
(1946) reported on two relevant studies, one by Goodenough and one by Hatt
wick. The study by Goodenough (1930) of 19 girls and 26 boys, in the age 
bracket of 7 to 82 months revealed that more rough-and-tumble play and threat 
and assertion were observed in boys than in girls. The study by Hattwick (1937) 
on 4,579 kindergarten pupils showed that boys, more often than girls, take toys 
away from other children and more often refuse to share toys, whereas girls tend 
to avoid conflicts and tend to give in more easily. Later studies by DiPietro (1981) 
and Jones (1972) have had comparable results. 

Some attributes of behavioral gender dimorphism appear to be induced by 
differential rearing of boys and girls, because parental behavior differs according 
to whether it is directed at a male or female infant. This has been borne out by 
the results of several studies (e.g., Fagot, 1978), but parental expectations could 
also be secondary to biologically prevailing dimorphism, for instance, in respect 
to rough-and-tumble play and related agonistic behaviors. Among the first inves
tigators interested in parental influence on behavioral gender dimorphism in 
children's agonistic behavior was Radke (1946). She found that both parents 
prefer, in their female children, more submissive, less aggressive, and less domi
neering behavior than in their male children. 

Terman et aZ. (1946, pp. 954-955) believed that behavioral gender di
morphism is a more or less direct reflection of the gross physical sex differences 
such as "height, weight, body build, muscular strength, motor skills, vital capac
ity and rate of maturation," and Terman et aZ. continued, "One wonders what 
would happen to the sex temperaments ... if these differences were reversed." 
Terman et aZ. obviously thought of adjustment of traditions to these physical 
differences. 

Although in humans it is not presently possible to differentiate between 
tradition-induced versus more directly biological components of behavioral sex 
dimorphism, because of our inability to pose questions that would be subtle 
enough to be eludicated within the ethically feasible limits of human develop
mental experimentation, relevant information can be obtained about these ques
tions in respect to subhuman primates. 

In most subhuman vertebrates sex differences in agonistic behavior exist from 
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an early age and have been shown to depend on the presence or absence of 
androgens in early phases of development (Meaney, Stewart, Poulin, & McEwen, 
1983). 

In rhesus monkeys, the innateness of sex dimorphism in agonistic behavior 
was clearly demonstrated by Harlow (1965), who eliminated virtually all parental 
influence on the behavioral development of young rhesus monkeys by substitut
ing, for their mothers, models of cloth-covered wire mesh with wooden heads 
(when the infants reached the age of 3 months). The animals were then regularly 
observed in a common playpen, and the frequencies of various elements of 
agonistic behavior were recorded for about 8 to 9 months. The results showed 
that rough-and-tumble play, particularly its initiation, and threat posturing de
veloped to a considerably larger extent in the males, whereas fear responses, 
consisting of passivity, rigidity (freezing) and withdrawal, developed to a much 
higher degree in the females. Coy and Phoenix (cited in Coy & McEwen, 1980, 
p. 48) found that the presence of the mother did not change the pace or extent of 
this sex dimorphic development. Moreover, Coy (1968, cited in Coy & 
McEwen, 1980, p. 49), and Coldfoot and Wallen (1978) showed that the pace 
and extent of development of rough-and-tumble play in young rhesus females is 
not even influenced by the presence or absence of young males. This was shown 
on motherless as well as mother-present all-female groups. Further, if female 
rhesus monkeys are treated with testosterone when still in the fetal stage, rough
and-tumble play in childhood increases to near male levels (Coy & McEwen, 
1980, pp. 49-50; Coy, Wolf, & Eisele, 1977). These observations on non
human primates make it very likely that there exist gender dimorphic behavior 
patterns also in humans that are mainly based on sex dimorphism in respect to 
physique and, particularly, in respect to the developmental impact of sex 
hormones. 

Like the early development of gender dimorphic behavioral and cognitive 
propensities, the early development of a child's understanding the concept of 
gender has also been the topic of numerous studies. Eaton and von Bargen 
(1981), in a recent study of their own, have reviewed the relevant literature, 
which suggests that four, largely overlapping phases in the development of gen
der identity can be differentiated: (1) the ability to categorize persons by gender; 
(2) a phase of believing in stability, which denotes a child's feeling that, whereas 
in principle a person's gender can change, this is unlikely to happen; (3) the 
understanding of irrelevance of motive, which is a child's feeling that gender is 
unlikely to change even if one wants it to; and (4) the understanding of constan
cy, a child's belief that a person's gender cannot change at all. Eaton and von 
Bargen demonstrated on 28- to 74-month-old children of both sexes that first the 
understanding of one's own gender is attained, then that of others of the same 
gender, and only after that comes the understanding of the gender identity of 
others of the opposite gender. 
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That gender identity, once established, causes or modifies at least some 
gender dimorphic behavioral and cognitive patterns has been demonstrated by 
Perry and Bussey (1979) in two classical experiments, which showed convincing
ly that children have a strong tendency to imitate the behavior of adults of the 
same gender but only under the condition that they can identify these adults' 
behavior as typical for their own gender. These experiments are, unfortunately, 
so complex that a summary would leave many readers of the present chapter 
uncomprehending. Therefore I have to refrain from supplying such a summary. 
However, the second experiment could serve as a test for measurement of cross
gender identity in children, and the interested reader is urged to read Perry and 
Bussey's original paper. 

Although the study of the development of behavioral and cognitive gender 
dimorphism in children is of great importance in respect to determining the role 
gender identity plays in the acquisition of gender appropriate behavior, this kind 
of research does not render much information about the roots of gender identity. 
Such information was expected by A. Ellis (1945) and Money, Hampson, and 
Hampson (1955) from the study of human intersexes (see Hoenig's Chapter 2 in 
this volume). 

Intersexes 

The term intersexuality denotes incongruences between the main sex di
morphic physical components of an organism (type of sex chromosomes-XX 
vs. XY -and its variations, type of gonads, type of the other internal genital 
structures, and type of external genitalia). External genitalia of human intersexes 
may at birth resemble those of the opposite sex. This almost invariably leads to 
assignment of the gender that is not in accord with type of gonads. As mentioned 
before, analysis of this contradiction appeared to students of human sexuality as a 
tool for disentangling the factors on which a person's gender identity and pre
ferred sex of partners is based. Before discussing this type of gender identity 
research, a few basic facts about the development of female versus male genitalia 
will be reviewed. 

The sexually neutral gonad, under the impact of the H-Y antigen (Ohno, 
Nagai, & Ciccarese, 1978; Wachtel, 1977), turns into a testis whereas, in the 
absence of this substance an ovary develops. According to Wolf, Fraccaro, 
Mayerova, Hecht, Zuffardi, and Hameister (1980), the structural H-Y gene is 
probably located on an autosome, the X chromosomes suppress this autosome's 
H-Y antigen production, and a substance produced by the peri centric portion of 
the Y chromosome suppresses the repressor factor of the X chromosomes. Wolf 
et al. base this theory mainly on observations of cases of the Turner syndrome, 
phenotypical females of stunted growth with frequent additional defects whose 
sex chromosome set is XO. In these cases the H-Y antigen is present though in 
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much lesser quantities than in males (development of a testis seems to depend on 
a threshold level of the H-Y antigen). There exists a very rare variety of males 
whose sex chromosome set is XX (Lisker, Flores, Cabo, & Rojas, 1970), but it is 
likely that, in all these cases, the pericentric portion of a Y chromosome is 
present as a fragment translocated to an X, an autosome, or forming a separate 
body (LaFranchi, Magenis, & Prescott, 1980). An important modification of the 
hypothesis by Wolf et al. (1980) has been put forward by Polani and Adinolfi 
(1983). Only after the femaleness or maleness of the gonad is determined, the 
other genital structures, which up to this point remain neutral, differentiate into 
the female or male type. In humans this differentiating process starts when the 
embryo is 14 to 16 mm long. 

Steinach (1911, 1912, 1916) demonstrated the possibility of (partly) mas
culinizing physical attributes as well as sexual behavior in mammalian females 
by altering an individual's hormonal makeup in an early developmental phase. 
Experiments carried out on embryos of amphibians and birds showed that go
nadal hormones of the opposite sex could considerably reverse the developing 
genitalia in the direction of the donor sex (Witschi, [1932]1939; Wolff, 1946; 
Wolff & Haffen, 1952; Wolff & Wolff, 1951). Genital masculinization (except 
for the gonads) of female fetuses by testosterone injected into pregnant mothers 
was shown by Hamilton and Gardner (1938) and Raynaud (1938) for the rat, by 
de Jongh and Mulder (1932) and by Dantchakoff (1938a, 1938b) for the guinea 
pig, and Van Wagenen and Hamilton (1943) for rhesus monkeys. The next step 
in this research was Jost's (1947a, 1947b) demonstration (on the rabbit embryo) 
that in a pregnant mammal, femaleness or maleness of the other embryonic 
genitalia depends entirely on the presence or absence of male gonads. 

Jost partially lifted rabbit embryos from their mother's womb, removed the 
still-undifferentiated gonads, retumed the embryos and, prior to the date when 
birth was expected, removed the embryos by caesarean section. Removal of 
gonads without replacement resulted in the development of the female type of 
genitalia. (Raynaud and Frilley [1947] performed the same experiment on the 
mouse, castrating the embryos by X rays.) 

The primordial genitalia consist of the undifferentiated gonad (which is 
composed of a cortical and a medullary part), of two pairs of ducts, one called 
Wolffian, the other Mullerian, and of the sexual tuberculum, which branches 
out into labioscrotal folds. The external genitalia develop from this tuberculum 
and the two folds. Once the male gonad starts secreting androgens, the cortex 
disappears; each Wolffian duct, under the influence of testosterone, develops 
into an epididymis, a seminiferous duct, and a seminal vesicle. The primordial 
genital tubercle develops into a penis, and the labioscrotal folds into a scrotum. 
In the absence of testosterone, the Wolffian ducts disappear (see, Wilson, 
George, & Griffin, 1981). 

To stop development of the Mullerian ducts into the female fallopian tubes, 
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the uterus, and the upper part of the vagina, a second product of the testis is 
necessary-the Mullerian inhibiting substance. This substance is produced by 
Sertoli cells of the testis in the eighth week of pregnancy (in physical maturity the 
Sertoli cells produce the sperm cells). The existence of the Mullerian inhibiting 
factor was also shown by Jost (l947a, 1947b, 1953). When he replaced the male 
gonads very early in their development by testosterone, the Wolffian ducts devel
oped into male internal genitalia, the genital tubercle and the vaginoscrotal folds 
developed into a penis and scrotum, but, because of the lack of the Mullerian 
inhibiting substance, internal female genitalia developed as well (the upper part 
of the vagina, a uterus, and fallopian tubes). There is a recent lucid and compre
hensive account of this process by Bercu, Donahoe, and Shulman (1980). 

In the following, only those intersexes will be briefly characterized whose 
external genitalia resemble more those of the sex opposite to that indicated by the 
sex chromosomes. In genetic females (characterized by the absence of the Y 
chromosome) more as well as less than two X chromosomes can occur (the XO 
type has already been mentioned), but this never leads to malelike external 
genitalia. The only case in which a substantial resemblance to the male genital 
occurs (apart from a virilizing tumor of the mother, or heavy progesterone 
medication in the mother's pregnancy) is congenital adrenal hyperplasia. Here, 
an enzymatic deficiency interferes with the synthesis of cortisone that in turn, 
because of a lack of feedback at the hypothalamus-pituitary level, leads to 
overproduction of androgens by the adrenal cortex. (There also exist other adre
nal enzymatic deficiencies, but they do not lead to gross virilization of the 
newborn female's genitalia.) 

The various conditions of male intersexuality, in which the genitalia may at 
birth be more female- than malelike, can be divided into four types: 

1. There can be faulty gonadal differentiation (the Swyer syndrome) that is 
caused by an anomalous structure of the H-Y antigen (Koo, Wachtel, 
Breg, & Miller, 1976; Wachtel, 1980; Wachtel, Koo, Breg, Elias, 
Boyse, & Miller, 1975). 

2. There are disorders of synthesis of testosterone or of the Mullerian inhib
iting substance. In these cases either the testis does not respond to the 
pituitary gonadotropin because this latter compound's structure is faulty, 
or the testosterone-producing (Leydig) cells (Lee, Rock, Brown, 
Fichman, Migeon, & Jones, 1982) or the Mullerian inhibiting-sub
stance-producing (Sertoli) cells have enzymatic deficiencies that do not 
permit testosterone synthesis or synthesis of the Mullerian inhibiting 
substance. 

3. There can be testosterone deficiency at the target organ level, due to 
increased levels of plasma testosterone-binding protein (Opitz, Simpson, 
Sarto, Summitt, New, & German, 1971). 
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4. Finally, there ate disorders of testosterone utilization at the target organ, 
because of either faulty or missing receptors (complete or incomplete 
"testicular feminization") or because of postreceptor deficiencies. The 
existence of similar disorders of utilization of the Mullerian inhibiting 
substance is very probable, but to date, it is little known. 

Gender Identity and Erotic Sex Preference in Intersexes 

Originally, human intersexes were thought, either on a priori grounds or on 
the basis of misinterpreted interviews, to be primarily neutral as to gender identi
ty and preferred partner sex and to learn to conform to what was expected of them 
in this regard because of a lack of more intrinsic motivation (Kraepelin, 1915, 
1918; Krafft-Ebing & Moll, 1924; Moll, 1908; Zublin, 1957). The first to aban
don this position and to conceive of the idea of studying such persons in order to 
find out whether the development of hetero- versus homosexuality and of gender 
identity is determined by experience or by physiology was A. Ellis (1945). Ellis's 
study as well as the work by Money, Hampson, and Hampson (1955, 1957), (see 
also Hampson & Hampson, 1961), have been reviewed in Chapter 2 and there
fore need not be discussed here in any detail. It suffices to say that the main 
shortcoming of these first endeavors was that no stringent attempts were made to 
reconstruct the hormonal conditions under which the fetus had developed 
(Freund, 1963, 1965, p. 209). The outcome of these studies was that erotic sex 
preference and gender identity were determined by whether a person was raised 
as a girl or boy. However, from the start, Money et at. reported exceptions to 
their rule, and many similar exceptions were reported by other authors, particu
larly by Brautigam (1964). Brautigam presented 84 intersexual patients, includ
ing some of his own, who developed a gender identity that was opposite to the 
gender in which they were raised. (Brautigam's work has been reviewed in 
Hoenig's chapter.) 

The second phase of the inquiry into the development of erotic sex prefer
ence and gender identity in humans focused on known anomalies of the fetal 
hormonal environment, in particular congenital adrenal hyperplasia and anom
alies that ensued from hormone medications prescribed for the pregnant mother. 
It was introduced by Money himself (Masica, Money, & Ehrhardt, 1971; Mon
ey, 1963, 1970; Money & Ehrhardt, 1972; Money, Ehrhardt, & Masica, 1968) 
who conceded that, apart from upbringing as a girl or boy, the hormonal en
vironment in the fetal brain may also be involved in the development of erotic 
sex preference and gender identity and should therefore be investigated. More
over, since the initiation of this line of research by A. Ellis and by Money, 
behavioral and cognitive examination of such patients has become somewhat 
more sophisticated, in that investigation of the various aspects of sex dimorphic 
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behavioral and cognitive patterns, including gender identity, was carried out 
separately. Vblkel had already demonstrated the necessity of this differentiation 
in 1963, as did Brautigam in 1964. 

Ehrhardt, Epstein, and Money (1968) compared 15 girls suffering from 
congenital adrenal hyperplasia (who had early cortisone treatment) with 15 con
trols. The first assessments were carried out when these girls were 5 to 16 years 
old. The mothers were also interviewed. In comparison with the healthy con
trols, the patients indicated a much greater interest in masculine clothing and 
toys and much less interest in infant care and feminine clothing and toys. They 
often were tomboys and indulged in much outdoor activity. Some of these girls 
reported homosexual fantasies, and in several cases "bisexual" motivation was 
diagnosed. 

Ehrhardt and Baker (1977) replicated this study on a group of 17 similar, 
early-treated female patients, whose behavioral and cognitive gender-type they 
compared with that of their mothers and 11 unaffected siblings.·The results were 
similar. Included in the study were also 10 boys with the same disturbance, 9 of 
whom could be compared with 11 unaffected brothers. No difference showed up 
between the compared male groups in respect to gender-related behavior, with 
the exception of sports. The affected brothers were said to have greater energy 
expenditure. At the same time, Money and Schwartz (1977) reported on a 
further follow-up of 17 early-treated women of the previously mentioned kind, 
then 16 to 25 years old. Some of these patients were among the 15 girls originally 
reported by Ehrhardt et aZ. (1968), Four of these now grown-up women indi
cated they were able to get "bisexually aroused," whatever that might mean. Two 
girls could get aroused "only homosexually." A further such patient was very 
evasive when asked about arousal by the same or the opposite sex. Money and 
Schwartz suspect that she was also homosexual and further specify that the 
"bisexuals" indicated they had been erotically attracted to females since elemen
tary school. 

In contrast to the adrenogenital syndrome, women whose mothers during 
pregnancy were on progesterone medication (to prevent abortion) seemed not 
prone to develop erotic preference for female partners, in spite of sometimes 
severe masculinization of external genitalia and much tomboyishness in child
hood (Ehrhardt & Money, 1967). Money and Mathews (1982) followed 10 of 
these women to ages 16 to 25. Two women not reported in 1967 were included 
in this more recent group. In 11 cases, there was virilization of genitalia. Data on 
erotic imagery and behavior were available for only 6 women. One among them 
reported no erotic experiences, whereas the other 5 reported exclusively hetero
sexual relationships and imagery. Later, Ehrhardt, Grisanti, and Meyer
Bahlburg (1977) reported on a group of 15 girls whose mothers were treated in 
their pregnancy with medroxyprogesterone acetate. Neither virilization of geni
talia nor tomboyishness ensued in these cases. The most plausible explanation 
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seems to be that there was a gross difference between earlier cases and those 
reported more recently in the progesterone dosage used. Obstetricians obviously 
had become aware of the ill effects of large doses of progesterone during pregnan
cy. In these girls there was a lower incidence of tomboyishness than in controls 
and a greater interest for typically female clothing. Meyer-Bahlburg, Grisanti, 
and Ehrhardt (1977) also compared 13 boys, ages 9 to l4, whose mothers had 
been treated in their preganancy with medroxyprogesterone acetate, with 
matched controls. No significant differences were found between the two groups 
in respect to energy expenditure, athletic skills, sex of playmates, being teased for 
effeminacy, or gender preference. 

Other studies compared combinations of estrogen and progesterone treat
ment of pregnant mothers. Yalom, Green, and Fisk (1973) investigated two 
groups of boys, one composed of 20 six-year-olds, the other of 20 sixteen-year
olds, whose mothers were diabetic and therefore had been on progesterone and 
estrogen medication during pregnancy. Both experimental groups were com
pared with controls on large sets of tests, ranging from direct assessments and 
rating by judges of athletic abilities to structured interviews on interests, and 
paper-and-pencil masculinity-femininity tests. Vigorous attempts were made to 
adhere to the double blind design. The method of ranking was also used in 
assessing assertiveness and "aggression." The latter provided the only clear-cut 
difference between 16-year-old sons of treated mothers and the controls. The 
former were less assertive and "aggressive." 

In addition to extensive interviews with the 6-year-olds and their mothers 
and observation of motor skills and administration of tests such as D. G. Brown's 
It-scale (1956), the teachers of experimental subjects and controls were asked to 
compare the boys with their classmates on a rating scale as to toughness, general 
assertiveness, athletic ability, and the like. The teachers rated the 6-year-old sons 
of mothers who had been on medication in pregnancy as less assertive and less 
athletically able. Unfortunately, the large number of tests and the difficulties of 
double blind rating by judges decreases the reliability of the result of the study. 

Reinisch and Karow (1977) compared three groups of women and men 
whose mothers were treated during pregnancy with combinations of estrogens 
and progesterone. One group comprised those 11 females and 5 males whose 
mothers were treated with the largest dosage of estrogens and the smallest dosage 
of progestins. The group with the opposite combination of the two medications 
or with progestin medication alone was composed of 16 females and 10 males, 
and a middle group between these more extreme ratios of medication was com
posed of 18 females and 11 males. Each treatment group was compared with a 
control group of untreated siblings. The comparisons were on IQ tests, the 
results of which are not of interest in the present context and were negative 
anyway. However, on the Cattell 16 Personality Factor Questionnaire, females 
as well as males whose mothers were exposed to higher progestin dosages were 
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significantly more "independent, sensitive, individualistic, self-assured and self
sufficient" than those exposed to high estrogen and low progestin dosages. 

Kester, Green, Finch, and Williams (1980) compared four groups of young 
men whose mothers had been treated in pregnancy. The mothers of 17 men had 
been on a synthetic estrogen (diethylstilbestrol); the mothers of a second group 
composed of 22 men had been on the same compound and (natural) pro
gestorone; the mothers of a third group of 13 men had been on (synthetic) 
progesterone only; and the mothers of 10 men had been on natural progesterone 
medication only. These groups were compared with each other, and each group 
was compared with matched controls on interview data and on masculinity
femininity tests. This project was already much more systematic than the 7-year
earlier one by Yalom et al., but there was still too much room for subjective 
interpretation. The main result was that those males whose mothers had been on 
progesterone recalled less masculine boyhood behavior, and those whose moth
ers had been on diethylstilbestrol recalled the most masculine boyhood behavior. 
This appears to contradict the result of the study by Reinisch and Karow (1977). 

Of particular importance in the context of the present inquiry into the 
development of erotic preference and gender identity was the finding that girls 
with adrenal hyperplasia tended to become tomboys and appear to be homosex
ually inclined more often than one would expect on the basis of a rough estimate 
of the prevalence of lesbianism in the population. 

A further line of inquiry, in this second phase of intersex research, is the 
work of Imperato-McGinley, Guerrero, Gautier and Peterson (1974), Imperato
McGinley, Peterson, Gautier, and Sturla (1979a), and Peterson, Imperato
McGinley, Gautier, and Sturla (1977). These studies have been reviewed in 
Hoenig's chapter. Therefore, it may suffice to recapitulate that Imperato
McGinely et al. and Peterson et al. described a hereditary 5a-reductase deficien
cy that results in femalelike external genitalia in male children that, at puberty 
(when there is an influx of large amounts of testosterone, which then causes 
phallic enlargement) become much more malelike. The phallic structure may 
then develop into a penis that can be intravaginally inserted. These boys were 
said to have been raised unambiguously as girls and to have a female gender 
identity that started changing, in later childhood through puberty, to fully male 
gender identity. 

Although the hormonal investigations of the persons studied by Imperato
McGinley et al. (1974) do not raise any doubts in respect to precision and 
comprehensiveness (taking into account the limits of the present state of the art), 
the descriptions of the psychological workup are not conveyed in a manner one 
can be comfortable with. It is to be hoped that the interviews have been taped 
and will be presented at a later time in a systematic way. Comprehensive tables 
would have been of great help, showing how many persons were interviewed 
personally, in how many cases parents were seen, and what was the qualification 
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of the interviewers. Some information about the wording of questions and where 
translators and mediators were used would have been helpful. There is also a lack 
of specific descriptions of these children's behavior, for example, whether they 
resembled the tomboyish girls more, how their toy preferences compared with 
those of other girls, and so forth. If such information was not available, this 
should have been indicated. Rubin, Reinisch, and Haskett (1981) have doubts as 
to whether it is possible that the intersexual males described by Imperato
McGinley were really raised unambiguously as girls. Their external genitalia, 
while much more female than male, were still different from a normal girl's 
vulva: 

Photographs of the external genitalia of three of the prepubertal subjects reveal almost 
complete labioscrotal fusion in one case and marked fusion in another case; absent 
labia minora in all three cases; phalluses ranging from an enlarged, abnormal clitoris 
to a small penis with hypospadias. 

Rubin et al. argue further that, in the villages in the Dominican Republic where 
these intersexual persons live, there is little privacy in living quarters or in 
outdoor life, and any such physical abnormality would be noticed by many 
people. Rubin et al. also point out that the intersexual male children began 
feeling different from girls between the ages of 7 to 12 years, when the sexes are 
encouraged to segregate. 

If reevaluations of the psychological observations confirm the reported find
ings, then the studies of Brautigam (1964), Zuger, (1970), Imperato-McGinley 
et al. (1974, 1979a, 197b), and Peterson et al. (1977) would suggest the pos
sibility that, in normal male children as well, gender identity at first may be 
based mainly on upbringing as a boy or girl and/or shape of external genitalia 
and would change only in the period between the start of school and puberty on 
the basis of further-developing male behavioral propensities and cognitive pat
terns, which are fueled by increasing testosterone levels. 

There are, however, cases in which this conjecture does not seem to hold. 
They might indicate that the conjecture is not valid or at least that, as mentioned 
earlier, some persons may derive their gender identity from different experiences 
than others. 

Rubin et al. (1981) quote papers on eight male patients with 5a-reductase 
deficiency that were seen in the United States 

who experienced testosterone activation at puberty prior to medical intervention, 
apparently maintained their female gender identity of rearing despite disfiguring 
pubertal virilization. 

Similarly, Volkel (1963) described a patient with hypospadia perinealis and 
scrotum bipartitum who was raised as a woman, but was erotically attracted to 
women, and whose movement patterns and general interests were masculine. 
This person nonetheless felt herself to be a woman. In this case, it is likely that 
shape of the external genitalia possibly together with having been raised as a girl 
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overrode the usual type of sources for a person's gender identity. There are other 
similar, somewhat bizarre instances, for example, the patient described by Im
perato-McGinley, Peterson, Stoller, and Goodwin (1979b) (whose condition will 
be characterized later). Imperato-McGinley, Peterson, Stoller, and Goodwin 
(1979) also reported a case of intersexuality caused by 17 f3-hydroxysteroid dehy
drogenase deficiency. In contrast to their previously mentioned studies, the 
psychological observation in this case is very satisfactory. The patient was unam
biguously raised as a girl but was a typical tomboy with all male interests. He was 
very unhappy as a female but convinced he was one. At puberty he had devel
oped a 4-cm-long penis. When told he was a man he was very pleased and 
changed immediately to a male gender identity. Interesting is the perseverance 
with a label that could hardly have been this patient's gender identity. He only 
seemed not to have known how to shed this label. 

It is not yet possible to disentangle the role of upbringing as a girl or boy, on 
the_one hand, and of early androgen impact on brain tissues, on the other, in the 
development of gender identity, preferred partner sex, or other gender dimorphic 
behavioral and cognitive patterns. The main reason appears to be insufficient 
knowledge of biochemical defects and their variation in the various types of 
intersexes (although psychological analysis of gender dimorphism is also still not 
sufficiently utilized). However, progress in this field is at present relatively rapid. 
Syndromes that not long ago were thought to have identical etiologies are now 
known to differ in this respect. Hypotheses on androgen utilization at early 
developmental phases are being revised concurrently. According to Saenger, 
Goldman, Levine, Korth-Schutz, Muecke, Katsumata, Doberne, and New 
(1978), there may exist a spectrum of several kinds of 5a-reductase deficiency. 
Leshin, Griffin, and Wilson (1978) and Imperato-McGinley et al. (1980) com
pared members of three families with multiple cases of 5a-reductase deficiency; 
one of these families was that described by Imperato-McGinley et al. (1974) and 
Peterson et al. (1977). The result indicated that the kind of 5a-reductase defi
ciency was probably identical in two of these families (though less severe in one 
of the two) but different in the third where this enzyme was produced in not 
much smaller quantities than in the normal case but was grossly unstable. 

Apart from the 5a-reductase deficiencies, the biochemically best known 
intersex condition is the testicular feminization syndrome, more precisely an
drogen insensitivity, which is characterized by defects of the protein receptor 
substances that transport the relevant androgens or their conversion products 
respectively into the cell nucleus. There is complete and incomplete testicular 
feminization. Patients with the complete form have femalelike external geni
talia, but the vagina is only a shallow pouch. The upper part is missing as are the 
remaining organs of Mullerian origin (uterus and fallopian tubes) because of the 
normally functioning Mullerian inhibiting substance of the testes. Axillary and 
pubic hair is absent or almost absent. Because of the lack of feedback by an
drogen production, the testes that normally also produce estradiol have an in-
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creased output of both hormones, and therefore breasts develop at puberty. 
There is always feminine gender identity. 

In incomplete testicular feminization (Ledermair & Delucca, 1968), gender 
identity and other gender dimorphic features are not as uniform (Konig, 1960). 
These patients also have an overall female appearance, but there usually is 
partial virilization of the external genitalia, and at laparotomy some Wolffian
duct derivatives are found. Despite the seeming relatedness of the two syn
dromes, the incomplete form appearing just as a lesser degree of the complete 
form, Griffin and Wilson (1980, who quote this from unpublished data of A. 
DiGeorge) note that "no pedigree has been reported in which the complete and 
incomplete forms of testicular feminization coexist in the same family." 

Until now two different anomalies have been found in complete and in
complete testicular feminization: (1) lack of binding of the testosterone derivative 
that forms in the cell (and therefore a lack of transport within the cell of this 
derivative to the cell nucleus) and (2) insufficient binding of the testosterone 
derivative by a faulty (i.e., thermolabile) receptor protein. Both anomalies have 
been observed in cases of complete testicular feminization but, in the incomplete 
syndrome, only the thermolabile-receptor form has been found (Griffin, 1979; 
Griffin & Wilson, 1980). 

A further phenotypically related intersex condition is the Reifenstein syn
drome, which usually runs in families and which at first sight could be perceived 
as the mildest degree of testicular feminization; it is characterized by a range of 
defects of otherwise typically male external genitalia (from a shallow vaginal 
pouch to perineoscrotal hypospadias to less gross abnormalities such as deficien
cy of sperm production). The androgen receptors are partially deficient but, 
unlike the case in patients with complete or incomplete testicular feminization, 
in the Reifenstein syndrome (Wilson, Harrod, Goldstein, Hemsell, & Mac
Donald, 1974) there are no thermolabile androgen receptors (Griffin, 1979; 
Griffin & Wilson, 1980). 

Moreover, the work of Brown, Maes, Rothwell, and Migeon (1982) suggests 
there may exist additional biochemical anomalies that impress as complete tes
ticular feminization, without a gross lack in androgen binding. It is supposed that 
in these cases the disturbance is located somewhere on the path between the 
receptor-plus-testosterone compound entering the cell nucleus and the final 
product of the ribosomes. Tentatively, the term postreceptor resistance is used to 
denote these cases (Eil, Loriaux, & Shulman, 1981). 

According to Money and Lewis (1982), the syndrome of idiopathic 
gynecomastia may also belong to the target organ diseases. Money and Lewis 
base this hypothesis on the very interesting finding that, in a series of 10 boys 
with this disorder, 2 were found to be homosexual and one to be "bisexual" but 
"predominantly homosexual in amative orientation." These boys were followed 
up from puberty to ages 17, 17Y2, and 21. All 3 were effeminate since childhood, 
including a history of cross-dressing, but there was no cross-gender identity. This 
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high concordance rate of homosexuality and idiopathic gynecomastia is in
terpreted by Money and Lewis as suggesting that idiopathic gynecomastia is a 
target organ disorder and that there may be a similar hormonal causation for 
homosexuality. 

As previously mentioned, we know that abnormal hormonal levels or ab
normalities in the corresponding intracellular plasmatic receptors increase the 
probablilty of cross-gender identity or homosexuality. However, we also know 
that the great majority of transsexual as well as of nontranssexual homosexuals 
exhibit no such hormonal or receptor abnormalities (Meyer-Bahlburg, 1977). 
Nonetheless, the studies of Kallman (l952a, 1952b) and of Pillard, Poum2dere, 
and Carretta (1982) strongly suggest that androphilia has physiological roots. 
Kallman found the concordance rate of androphilia much greater in mono
zygotic than in dizygotic male twins, and Pillard et ai. reported that, in a 
questionnaire poll of gynephilic and androphilic men, the latter indicated a 
much larger number of androphilic brothers or half brothers (but not of leSbian 
sisters). The androphilic probands characterized 17% of their brothers and half 
brothers as probably, and 28% as probably or possibly, androphilic and also 
indicated a larger number of distant androphilic (male) relatives. 

Developmental abnormalities in respect to availability of certain androgens 
or abnormalities of the corresponding intracellular (plasmatic) steroid receptors 
lead to gross physical intersexuality, which is not present in transsexual or non
transsexual homosexual patients. Therefore neither hormonal nor such plasma
receptor abnormalities should be expected to be responsible for this condition. 
On the other hand, the sex dimorphic behavioral or cognitive shifts that result 
from some fetal or neonatal hormonal abnormalities suggest that the chain of 
events that starts with the impact of these steroid hormones on certain neuronal 
cells is involved. Because of the unlikelihood that, in gender patients, the abnor
mality occurs in the initial part of this chain of events, an investigation of the 
hypothesized physiological etiology of this condition should focus on events 
between the impact of the conversion products of certain androgens on DNA 
structures in the nuclei of these neurons and the ribosomes that produce the 
proteins necessary for the tasks the neurons are fulfilling. 

The study of human intersexes has provided only somewhat uncertain 
evidence for the feasibility of the described kind of physiological hypotheses, but 
there are animal studies whose results, although still not unambiguous, do 
provide additional support. 

THE ANIMAL MODEL 

In the following, an outline of the typical features of relevant animal experi
ments on the developmental impact of sex hormones will be given, and the more 
important of such studies will be reviewed. 
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On the basis of other animal experiments, which focused on the bio
chemical events in certain areas of the brain that may be triggered by the fetal or 
neonatal impact of steroid hormones, I will attempt to argue the possibility that 
anomalies in such events may cause discrepancies between chromosomal and 
behavioral or cognitive gender type without abnormal steroid hormone levels at 
early developmental phases. This latter topic particularly is still limited to mere 
glimpses into a complicated system. These are glimpses that, nonetheless, may 
allow us also to envisage what kind of experimental blocking or diversion of 
neuronal biochemical processes may make it possible to investigate substantial 
parts of the problem of human cross-gender identity, using an animal model. 
The developmental impact of sex hormones is not at all limited to sexual interac
tion, but sex differences in copulatory and precopulatory patterns are the best 
studied. Therefore, this section will focus on reproductive behavior and will omit 
even the previously mentioned conspicuous sex dimorphism of fight-and-flight 
behavior. (An overview of behavioral sex dimorphism other than in respect to 
reproductive behavior is contained in Goy & McEwen, 1980.) 

Within each specific subarea of inquiry, to be reviewed in the following 
pages, there are still many gaps in our knowledge and apparent contradictions. 
They will be pointed out in some detail because the plausibility of the previously 
described hypothesis should not be due to oversimplification of what is really 
known. 

The Developmental Impact of Steroid Hormones on Behavioral Sex 
Dimorphism 

Berthold (1849) was the first to demonstrate with castration and implanta
tion experiments on cockerels that a chemical compound emanating from the 
gonad into the bloodstream instigates the male type of copulatory as well as 
fighting behavior by its direct impact on the "central nervous system". Bouin and 
Ancel (1903; see also Ancel and Bouin, 1903), who observed very early androgen 
secretion of the interstitial cells of the testes in pig embryos, and Steinach (1910) 
were the first to propose that the physical as well as behavioral characteristics of 
femaleness or maleness are determined in vertebrates solely by gonadal secretions 
at a very early stage of development. 

Steinach (1910, 1912) experimented with rats and guinea pigs. His main 
methods were castration in neonatal males or ovariectomy in neonatal females, 
followed by implantation of the heterologous gonads, with the result that at 
physical maturity, male sexual behavior was observed in females and female 
sexual behavior in males. (Implantation was used because, at that time, the sex 
hormones had not yet been isolated. Only much later did Steinach and others 
prepare the first extracts.) Steinach's observations and hypotheses on the develop
mental effect of sex hormones on the brain pointed out a direction of research 
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that has proved to be particularly fruitful, although he was not yet very well 
informed about the elements of the normal sexual behavior of his experimental 
animals. (Even among somewhat more recent pioneers, the spontaneous occur
rence of heterologous sexual patterns was not yet known, particularly the fairly 
frequent occurrence of the male pattern in untreated females and the occurrence 
in some species of the female-type pattern in untreated males.) Spontaneous 
heterologous sex behavior was described later by Stone (1924), Beach (1938, 
1941, 1945), Beach and Rasquin (1942), and Emery and Sachs (1975). 

Before proceeding, a short description of the typical female and male sexual 
activity patterns of the rat (the animal most frequently employed in experiments 
in this area) will be given. The female becomes receptive to the male every four 
or five days, depending on the length of her hormonal cycle. In the stage of 
receptivity she shows soliciting "proceptive" (Beach, 1976) behavior that acti
vates the male sexually. This proceptive behavior consists of displaying the hind 
quarters by "hopping" and short darting runs and ear wiggling-actually a trem
or of the head. The male pursues and mounts the female from behind and 
palpates her flanks, with or without thrusting. The receptive female will elevate 
the hindquarters-the lordosis response-and so facilitate penile intromission 
(with the male elevating one hind leg). After a number of mounts, with and 
without intromission, a particularly deep intromission follows, with the male 
remaining in this position for some time. This is the ejaculatory pattern. Howev
er, although there does exist a clear-cut general sex dimorphism in respect to 
copulatory behavior, females (particularly dogs and guinea pigs) do sometimes 
mount during sexual interaction, and males (e.g., hamsters and rhesus monkeys) 
may display lordosis, or present their hindquarters in female fashion. 

In mature animals, both female and male hormones have noticeable 
though weak (Beach, 1948, 1975) sex-dimorphic effects. Testosterone increases 
the probability of masculine-type mating in adult males as well as females, and 
estrogen and progesterone treatment in adulthood increases the probability of 
female behavior in animals of both sexes. In respect to testosterone impact on 
adult female rats and rabbits, this has been demonstrated by Ball (1937a) and Hu 
and Frazier (1940); this has been demonstrated for male guinea pigs by Swanson 
and Crossley (1971). 

A more recent "second" wave of Steinach-type experiments employed such 
concurrent treatment with heterologous sex hormones (after gonadectomy) to 
make visible even small shifts in gender dimorphic behavioral tendencies caused 
by neonatal or fetal interference with the natural sex hormone pattern. Such 
more precise Steinach-type experiments were performed by Harris and Levine 
(1962), Ward (1969), and Whalen, Edwards, Luttge, and Robertson (1969) on 
female rats; by Gerall (1966) on female rats and guinea pigs; by Goy, Bridson, 
and Young (1964) and Phoenix, Goy, Gerall, and Young (1959) on female 
guinea pigs; and by Beach and Kuehn (1970) and Beach et al. (1972) on female 
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dogs. In neonatally testosterone-treated female rats and in fetally treated female 
guinea pigs, even the ejaculatory pattern could be observed under these experi
mental conditions, without ejaculation, of course (Ward, 1969). 

Harris (1964), Feder and Whalen (1965), Grady, Phoenix, and Young 
(1965), and Thomas and Gerall (1969) carried out corresponding neonatal cas
tration experiments (i.e., interference with the developmental androgen effect) 
in male rats, with the result that there was little intromission behavior when 
these animals were confronted (under concurrent testosterone treatment) with 
receptive females, but they frequently responded in female fashion when later 
(under concurrent estrogen and progesterone treatment) mounted by other 
males. 

That treatment with large quantities of heterologous sex hormones, concur
rent with behavioral testing in adulthood actualizes otherwise latent effects of the 
fetal or neonatal impact of these hormones, was demonstrated in various studies 
(Clemens, Hiroi, & Gorski, 1969; Davidson & Levine, 1969) and most convinc
ingly by experiments carried out by Beach (1975) that compared sexual behavior 
of female dogs (1) androgenized fetally, (2) neonatally, (3) in both periods, and 
(4) without developmental androgenization. In adulthood, all developmentally 
androgenized females were ovariectomized and hysterectomized, and all animals 
included in the experiment were subjected to two mating tests with receptive 
females, first without having any concurrent treatment, and after that under 
concurrent testosterone treatment. The result was that all three groups of devel
opmentally androgenized females displayed the male intromission pattern only 
when in adulthood they were treated concurrently with testosterone and not in 
the prehormonal tests. In contrast, the developmentally untreated control 
females did not display the intromission pattern, whether or not they were 
concurrently treated with testosterone. 

The sensitive period for the developmental behavioral androgen impact 
differs from species to species (Beach, 1975; Beach & Kuehn, 1970; Beach, 
Kuehn, Sprague, & Anisko, 1972; Dantchakoff, 1938a, 1938b, 1950; Gerall, 
1966; Koster, 1943; Raynaud, 1938; Van Wagenen & Hamilton, 1943; Ward, 
1972), and the same pertains to the optimal zone within this sensitive period. 
Information about humans in this respect is still lacking. 

However, even in rats, neonatal castration without prenatal interference 
with androgenization produces only partially feminized behavior. This was dem
onstrated by Ward's (1972) finding that a large proportion of prenatally, 
cyproterone-treated males displayed proceptive, that is, soliciting, female behav
ior that is very rare in prenatally untreated, neonatally castrated male rats 
(cyproterone decreases testicular testosterone output). Moreover, some fetal an
drogenization occurs not only in males but also in female rats, as has been shown 
by Clemens and Gladue (1978) who blocked the impact of androgens on the 
fetus by administering an inhibitor of testosterone aromatization (see the later 
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discussion) to pregnant rats, with the result that the lordosis behavior of the male 
as well as of the female offspring was more intensive than that of untreated 
controls. 

We have not inquired up to this point about the possibility that the develop
ment of the female-type behavior (which ensues in the absence of the relevant 
androgens) may also depend on the presence of steroid hormones. This area has 
not yet received very much attention, but there are several studies that suggest 
that estrogens are necessary for the development of female-type behavior. 

Gerall, Dunlap, and Hendricks (1973) showed that female rats, who had 
been ovariectomized after attaining puberty, displayed more female copulatory 
behavior after treatment with estrogen and progesterone than if they had been 
ovariectomized soon after birth and that neonatally castrated male rats, into 
whom ovaries were implanted, displayed greater female receptivity than did such 
castrated males (under concurrent estrogen-progesterone treatment in 
adulthood) without implanted ovaries. Blizard and Denef (1973) observed that 
the deleterious effect of developmental androgenization on homologous sexual 
behavior in the female rat (under estrogen-progesterone treatment) could be 
partially counteracted by leaving the ovaries in situ instead of spaying the ani
mals soon after birth. Hancke and Dohler (1980) and Dohler, Srivastava, Gorski, 
and Shryne (1981), found that the antiestrogen tamoxifen inhibits development 
of female-type behavior in the rat without interfering with the development of 
male-type behavior, and Shapiro, Goldman, and Root (1974), using gonadotro
phin and steroid hormone blockers prenatally in rats, found that the develop
ment of female sexual differentiation is likely to require adrenal steroids as well. 
Dohler (1978) suggests that larger amounts of estrogens (ensuing from aromatiza
tion of androgens) masculinize the fetal or neonatal organism, and smaller doses 
of estrogens, possibly transported by a-fetoprotein from the placenta and/or the 
maternal ovaries to the fetus, feminize the fetal or neonatal organism. 

Progesterone appears to be involved in the development of female-type 
mating behaviors as well, at least in some vertebrate species. Shapiro, Goldman, 
Bongiovanni, and Marino (1976) showed that neonatal female rats have a 
markedly higher level of serum and adrenal progesterone than males, and 
Hagemenas and Kittinger (1972) showed the same for rhesus monkey fetuses. 

Dorfman (1967), Dorfman and Dorfman (1960), Dorfman and Kincl 
(1963), Kincl and Maqueo (1965), Arai and Gorski (1968), and Diamond and 
Young (1963) found that progesterone can protect the female organism from the 
developmental androgen effect that can be exerted not only by testosterone but, 
as mentioned earlier, by large amounts of estrogens such as those produced by 
the placenta and by the mother's ovaries. 

As one can see, the developmentally active hormonal system that shapes 
later behavioral sex dimorphism is too complex to be exhaustively investigated by 
fetal or neonatal treatment of females with androgens and by such interference 
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with androgen impact in males. However, the following will return to the topic 
of androgens, and particularly to testosterone, because too little is known in 
respect to the given problem about other steroid hormones and other compounds 
that might be involved as well, for instance, a-fetoprotein (Mizejewski, Von
negut, & Simon, 1980; Toran-Allerand, 1980). 

Sex Hormones and Preferred Partner Sex 

There exist two animal studies that demonstrate that manipulation of testos
terone levels in early phases of a mammalian organism's development can also 
shift the preferred sex of partner. The first of these two experiments was by 
Johnson and Tiefer (1972), who showed that neonatally castrated adult male 
hamsters, when under concurrent treatment with estradiol and progesterone, 
chose a vigorous male much more often than a receptive female for sexual 
interaction. The choice situation was offered by a T-maze, each choice arm of 
which led into a box in which the stimulus animal was housed, a female in one 
box and a male in the other. However, when under concurrent testosterone 
treatment, the neonatal castrates chose the female sex partner, and there was no 
shift in preferred sex of partner in neonatally testosterone-treated females 
(ovariectomized in adulthood) no matter whether concurrent hormone treat
ment in adulthood was with estrogen and progesterone or with testosterone. 

The second such experiment was by Beach, Johnson, Anisko, and Dunbar 
(1977). Beach et al. measured the frequency and duration of visits from four 
groups of female beagles to a tethered male stimulus animal, a vigorous copu
lator, and those to a tethered, sexually receptive female stimulus animal. One 
group were treated with testosterone in the fetal phase only; a second group were 
androgenized only neonatally; a third group were androgenized fetally as well as 
neonatally; and the fourth group were unandrogenized controls (who were 
ovariectomized after reaching sexual maturity). Each group was tested with as 
well as without concurrent testosterone treatment. As in the experiment by 
Johnson and Tiefer, only animals concurrently treated with opposite-sex hor
mones showed a result in the expected direction. The females treated with 
testosterone fetally and neonatally as well as those treated only fetally showed a 
substantial increase of the time spent with the tethered stimulus female. Concur
rently testosterone-treated control females showed the smallest increase in visit
ing time. 

These two experiments demonstrated that the developmental impact of sex 
hormones can influence choice of partner sex in adulthood. A further example 
that preferred partner sex in vertebrates in general may depend in one way or 
another on whether or not male hormone is available in sufficient quantities 
(and whether full use is made of it) is Mau's experiment with mallard ducks 
(1973, according to Schutz, 1975). Mau treated female mallard ducks with 
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testosterone, with the result that they started to direct their still-female sexual 
activities toward females. After cessation of treatment, they stopped inviting 
females and started inviting males again. 

The Nature of the Developmental Impact of Steroid Hormones 

Although, as mentioned earlier, the results of the second wave of Steinach
type experiments were much more precise than their early prototypes, they 
would be of little relevance to the question of cross-gender identity or homosex
uality if they merely showed that a developing organism can be sensitized to 
heterologous sex hormones present (in adulthood) in quantities much higher 
than appropriate for the experimental animal's or the human individual's own 
sex because neither homosexuals without cross-gender identity nor homosexual 
cross-gender-identity patients have abnormally high levels of heterologous sex 
hormones. 

Not many attempts have been made until now to disentangle changes of 
sensitivity to unnaturally high levels of heterologous sex hormones in adulthood 
by fetal or neonatal androgenization of females or castration in males, and 
actualization of more intrinsic (otherwise only latent) shifts in the female versus 
male behavioral balance caused by such early manipulation of sex hormones. 
One of these few attempts was a study by Pfaff and Zigmond (1971) who tackled 
this question by varying the concurrent hormonal treatments under which male 
and female rats were tested in adulthood. In this study, neonatally castrated male 
rats and controls not castrated until adulthood were compared as to elicitability of 
the female-type copulatory pattern under various concurrent treatments: (1) tes
tosterone plus progesterone; (2) estradiol; and (3) estradiol plus progesterone. The 
result was that under all three concurrent treatments, (neonatally) castrated male 
rats more frequently displayed female copulatory patterns than did the controls. 
In the same study, neonatally androgenized females, who had been ovariec
tomized in adulthood, were compared with controls under concurrent treat
ments with (1) testosterone and (2) estradiol. The result was that the neonatally 
androgenized animals displayed, under both treatments, less frequent female 
copulatory patterns than did neonatally nonandrogenized controls. 

Young (1961) quotes a number of additional experiments that suggest that 
the change of the balance between the animals' proneness to display either 
female or male patterns of sexual behavior, which ensues from developmental 
testosterone treatment or interference with normal testosterone impact, cannot 
be entirely a result of desensitization to treatment with estrogens in adulthood or 
of sensitization to testosterone in the previously indicated sense, but must also be 
due to more intrinsic shifts of sex-dimorphic behavior as envisaged by Steinach 
and his early followers. 

A further complicating problem was first pointed out by Beach and Holz 
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(1946), Beach, Noble, and Orndorff (1969), and Beach et al. (1972), who 
pointed out that the Steinach-type experiments were confounded because fetal or 
neonatal testosterone treatment of female rats masculinized not only their later 
sexual behavior but also their external genitalia and that, similarly, early castra
tion of males grossly interfered with penile development. This question was 
further investigated by Coldfoot, Feder, and Coy (1969), Hart (1972), Stern 
(1969), Whalen et al. (1969), and Whalen and Luttge (1971). 

Whalen et al. (1969) found that fetal or early postnatal testosterone treat
ment of female rats, which extinguishes the lordosis response, does not enhance 
mounting behavior of these animals when under concurrent testosterone treat
ment in adulthood, but enhances substantially the frequency of the intromission 
pattern. This suggests that the latter may depend solely on the development of 
the clitoris. However, Whalen himself as well as the other previously mentioned 
authors showed that this is not so. 

Whalen and Luttge (1971), administered dihydrotestosterone to pregnant 
rats. This caused a substantial increase in clitoral development in female fetuses, 
without any clear-cut indication that this facilitated display of male-type copu
latory patterns under concurrent testosterone administration in adulthood. The 
only exception was the intromission pattern that, although very rare in the 
experimental animals, nonetheless was still more frequent than in the controls. 

The interference of neonatal castration with penile development can be 
compensated not only by testosterone but also by some related steroid com
pounds, for example, androstenedione, which in low dosages does not extinguish 
the lordosis response. Neonatally castrated males who had early treatment with 
androstenedione, on the one hand when in adulthood under concurrent testos
terone treatment and confronted with receptive females, showed frequent intro
mission and even ejaculation, and on the other hand under concurrent estradiol 
and progesterone treatment and confronted with mounting males, nonetheless 
responded with the female lordosis pattern (Coldfoot et al., 1969). This result 
suggests that at least the cessation of the lordosis reflex is due to a central 
mechanism. The same kind of experiment was carried out by Stern (1969) with 
identical results. 

Hart's (1972) experiments carried this investigation one step further ahead. 
Hart treated male rats, castrated on the fourth day after birth, either with testos
terone propionate or with fluoxymesterone (or dihydrotestosterone, Hart, 1977), 
and compared masculine and feminine behavior patterns of the two treatment 
groups in adulthood. Like low-dosage androstenedione, fluoxymesterone (as well 
as dihydrotestosterone) does not extinguish the lordosis response but compensates 
for early castrationlike testosterone, in that it supports normal penile develop
ment, including maintenance of penile papillae (Beach & Westbrook, 1968). 
When confronted with receptive females, the two treatment groups did not differ 
from controls in respect to frequency of intromission pattern, but the fluox-
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ymesterone- or dihydrotestosterone-treated animals were mostly incapable of 
ejaculation or of displaying the ejaculatory pattem. This result suggested that, as 
in the case of the developmental testosterone impact on the lordosis reflex, a 
central rather than peripheral system was responsible for the loss of the ejaculato
ry pattem. 

Because well-delineated spinal areas mediating the ejaculation reflex exist, 
Hart (1972) compared the spinal penile reflexes of both treatment groups (after 
spinal transsection) and did not find any difference. Therefore, Hart reasoned 
that the capability of displaying the ejaculatory pattern depends on early testoster
one impact on certain brain regions. 

The previously mentioned experiments suggested that shifts in adult sex 
dimorphic behavior caused by the developmental impact of sex hormones are 
mediated by various physical substrates, including parts of the brain. The follow
ing will focus on the latter. However, before a review of the more important 
experiments aimed at brain regions, it should be noted that the previously quoted 
experiments have shown that fetally and neonatally caused shifts in respect to the 
balance between female- and male-type behavior in adulthood need not be 
linear, that is, an increase in feminine-type behavior need not be always accom
panied by a decrease in masculine-type behavior, and vice versa. 

The generality of the linear female versus male behavioral balance para
digm of developmental impact of testosterone was challenged particularly by the 
experiments of Beach et al. (1972), Beach (1975), and Whalen (1974) who 
envisage the linear model as being only a gross homologue that is superimposed 
on a more basic "orthogonal model" that consists of two separate systems-one 
where the absence or presence of the developmental impact of androgens ensues 
in feminization or defeminization, and another system where the presence or 
absence of such androgen impact results in masculinization or demasculiniza
tion. To the particularly clear demonstrations of this point belongs a not-yet 
quoted part of the previously mentioned experiment by Beach (1975) on dogs, 
which demonstrated that "pronounced reduction of feminine behavior may 
occur without any marked increase in masculine responses." This showed in two 
ways: (1) The females androgenized only fetally were much more behaviorally 
masculinized, although less defeminized than the females that were androgen
ized only neonatally; (2) With some of the females andrognized (with testoster
one propionate) only in the fetal stage, this was done earlier than with others. 
Both groups showed the same increase of male-type sexual activity but, though 
equally masculinized, the earlier androgenized group was markedly more de
feminized than the later treated group. 

A more recent example is the demonstration by Phoenix, Jensen, and 
Chambers (1983) that female rhesus monkeys, prenatally androgenized to the 
point of pseudohermaphroditic shape of external genitalia and later ovariec
tomized, while under concurrent testosterone treatment copulated in male fash-



298 KURT FREUND 

ion with normal females and while under concurrent estradiol and progesterone 
treatment copulated in female fashion with males. The copulatory pattern, in
cluding turning the head and reaching back as well as the rate of turning down 
male invitations closely resembled that of normal females. 

Sex-Dimorphic Brain Regions 

In the present context, investigation of involvement of various brain struc
tures in sex-dimorphic behavior is of great importance because, in such forma
tions, those previously mentioned anomalies in biochemical events can be 
expected that may be the physiological basis of cross-gender identity (and possibly 
also of androphilia and lesbianism). Starting with Bechterev (1909), attempts 
have been made to map the sexual apparatus of the brain (Figure 3). The 
methods used are destruction of minute areas (mainly by electrocoagulation) and 
stimulation of intact brain tissue either with chemical compounds including 
hormones or by electric current. 

Probably the first who found that, in (rat) males, destruction of the preoptic 
anterior hypothalamic region (Figure 3) eliminates copulatory behavior were 
Soulairac and Soulairac (1956) and Soulairac (1963), who also showed that this 
loss was probably not due to changes in testosterone output because testosterone 
treatment did not restore copulatory activity in the experimental animals. 

FIGURE 3. Approximate location of nuclei in the hypothalamus. Sagittal cut through the rat brain. 
(Arc = nucleus arcuartus; ap = area preoptica; rna = mammillary bodies; pi = pituitary gland; vm = 

nucleus ventromedialis.) Figure courtesy Acta Psychiatrica Scandinavica, Supplementum 287, Vol. 
62, Munksgaard, Copenhagen, 1980. 
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Hart, Haugen, and Peterson (1973) abolished or very much decreased copu
latory activity in male cats by small lesions in the medial preoptic anterior 
hypothalamic region and were also not able to restore this activity by injections of 
testosterone propionate. Rodriguez-Sierra and Terasawa (1979) observed the in
volvement of the preoptic anterior hypothalamic region with copulatory behavior 
in male guinea pigs. Hart (1982) found that male cats with dorsomedial preoptic 
lesions, after treatment with estrogen and progesterone, displayed more complete 
female-type behavior when confronted with vigorous males than did sham
operated controls. 

The relationship between the dorsomedial preoptic region and the ven
tromedial region of the hypothalamus was investigated by Christensen, Nance, 
and Gorski (1977), who castrated adult male rats and divided them into three 
groups. In one group they made lesions in the dorsomedial preoptic area; in the 
second group the lesions were made in the ventromedial hypothalamus; and the 
third group had only a sham operation. Later, all the animals were treated with 
estrogen and progesterone and confronted with vigorous males; 10 days after that, 
testosterone treatment was started, and at the 5th, 9th, and 13th days of such 
treatment, they were confronted with receptive females. In respect to display of 
the lordosis responses, the two experimental groups did not differ from the 
controls (there was almost none), but the animals with lesions in the dorsomedial 
preoptic area of the hypothalamus displayed lower levels of male-type behavior, 
whereas the animals lesioned in the ventromedial region of the hypothalamus 
displayed higher levels of male behavior than the sham-operated controls. This 
suggests that the ventromedial region inhibits male mounting behavior. 

Two particularly informative experiments specified the involvement of the 
medial preoptic region further. Slimp, Hart, and Goy (1978) observed that 
rhesus monkeys with medial preoptic lesions continued to masturbate but ceased 
or almost ceased copulating with or touching a (female) partner. This suggests 
that the experimental intervention abolished the transformation of the percept of 
the partner into sexual arousal in general or into the preparedness to mount in 
particular. Hart (1982) further showed that in dogs as well the interference of 
lesions in the medial preoptic area with male copulatory behavior is not due to a 
loss of erectile capability and that it is possible to elicit erection and ejaculation 
in dogs with such lesions. 

One of the crucial tests of whether sex hormones organize brain areas to 
produce female or male sexual behavior is implantation of steroid crystals into 
brain tissue (a procedure that has virtually no effect on the development of 
genitalia if these crystals are not too large) and particularly such implantation 
during the fetal or neonatal phase. 

In the following, examples of such analyses of the impact of steroid hor
mones on certain brain regions will be reviewed. Lisk (1962) showed for the 
(ovariectomized) female rat, and Sawyer (1963), Harris and Michael (1964), and 
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Michael (1965) showed for the (ovariectomized) female cat that crystals of an 
estrogen compound, implanted in the medial preoptic region or the anterior 
hypothalamus, restored sexual receptivity. Davidson (1966) and Lisk (1967) im
planted testosterone crystals into the medial preoptic region of male rats castrated 
in adulthood who had ceased copulating. The result was that they resumed being 
sexually active. Implantation of such crystals into other brain regions had only a 
minimal effect or did not result in any kind of resumption of sexual activity. 

The first implantation of hormonal crystals in brain tissue of neonatal 
animals was performed by Nadler (1968), who inserted small amounts of 
crystalline testosterone propionate at various locations in the brains of 5-day-old 
female rats, with the effect that in adulthood some masculinization of behavior 
could be observed. However, Nadler cautioned, this was not necessarily a central 
effect because clitoral enlargement could be observed in the experimental ani
mals; that is, the amounts of testosterone propionate used were still too large. 
Ten years later Christensen and Gorski (1978) implanted small pellets of testos
terone, estradiol, or cholesterol at various sites of the brain of female rats at Day 2 
or 5 after birth. Testosterone as well as estradiol, when implanted on Day 2 in 
the posterior part of the preoptic area, augmented masculine sexual behavior, 
that is, mounting as well as intromission patterns in adulthood, without mas
culinizing the genitalia. 

A further indication that steroid hormones exert their effect on sex-di
morphic behavior by impact on certain brain regions is the observation of sex
hormone-dependent histological differences. Several investigators had reported 
sex dimorphism of the microstructure of the brain. Pfaff (1966) was probably the 
first to show that neonatal castration of male or androgenization of female rats 
tends to abolish this dimorphism, which means that it is most likely a develop
mental effect of testosterone (or similar steroid hormones). Dorner and Staudt 
(1968, 1969a, 1969b) observed that neonatal androgenization in rats decreased 
the size of the cell nuclei in the preoptic anterior hypothalamic area and in the 
ventromedial nucleus of the hypothalamus, and that in female, but not in male, 
rats there is an increase in the size of these cell nuclei during the last 2 days of 
fetal life. 

Raisman and Field (1971, 1973) also reported microstructural sex di
morphism, specifically for the dorsomedial part of the preoptic region and the 
amygdala, and its diminution or abolition by neonatal castration of male rats and 
neonatal androgenization of female rats. Bubenik and Brown (1973), found in 
squirrel monkeys a marked sex difference in the diameter of the nuclei of neu
rons in the medial nucleus of the amygdala. Greenough, Carter, Steerman, and 
Devoogd (1977) reported a similar observation in the hamster. Moreover, Not
tebohm and Arnold (1979) discovered a conspicuous sex dimorphism in respect 
to the volume of certain interconnected brain nuclei that are involved with the 
sex-dimorphic courtship song of the canary, and Arnold (1980) reported on a 
similar sex dimorphism in the zebra finch. Castration of adult males or androgen 
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treatment of adult females decreases this sex dimorphism somewhat in canaries 
but not in zebra finches. Gurney and Konishi (1979) observed that in female 
zebra finches injected with estradiol on the first day of life, the volume of these 
brain structures will become much larger, though they will not reach the size of 
these structures in males. 

Gorski and co-workers (Gorski, Shryne, Gordon, & Christensen, 1977; 
Gorski, Gordon, Shyrne, & Southam, 1978) observed a very marked sex dif
ference in respect to volume of an intensely staining nucleus of the rat's medial 
preoptic region. This nucleus is larger in the male, and this enlargement is 
caused by developmental androgenization. (Gorski & co-workers also reported 
similar but more subtle differences in the suprachiasmatic nucleus.) Toran
Allerand (1978, 1981) demonstrated that testosterone as well as estradiol induces 
growth of neurites in cultures of tissue from the medial preoptic region and the 
arcuateventral premammillary region of mouse fetuses of both sexes and that 
estrogen blockers inhibit this testosterone or estradiol effect. 

The experiments on the developmental impact of steroid hormones on 
brain structures involved with behavioral sex dimorphism are still riddled by the 
aforementioned problem as to how much of the change in b€havioral shift is due 
to sensitization or desensitization to female or male hormones in adulthood, and 
there is no clear-cut proof that all the reported physiological dimorphisms in 
brain structures are responsible for behavioral sex dimorphism. Some of these 
differences could as well be involved only in sex-dimorphic endocrinological 
processes. However, the previously mentioned reports on the behavioral se
quelae of lesions of the dorsomedial preoptic region and on the impossibility of 
restoring the ensuing deficit in male-type mating by testosterone treatment sug
gest that at least some of the structural sex differences in these regions are more 
directly involved in the display of behavioral patterns than just by modulating 
hormonal output or utilization. (The deleterious effect of lesions of particular 
brain structures involved in courtship song in songbirds also could not be reme
died by testosterone treatment.) 

It is hoped that sex dimorphism in brain structures will be studied in 
autopsies of humans in general as well as of intersexes in particular, and because 
the specific locus of the anomaly in the chain of conversions of testosterone is 
well known in numerous types of intersexes, clues may be derived from the 
results of these studies as to whether and if so what structural sex dimorphism is 
caused by developmental hormonal impact. Results of such studies may then 
render valuable leads on whether and where to look for anomalies in sex-di
morphic brain structures in autopsies of cross-gender-identity patients. 

The Impact of Steroid Hormones in Intracellular Biochemical Events 

Up to now, examples among those animal studies have been reviewed tha.t, 
taken together, strongly suggest that, at least in subhuman mammals, the devel-
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opmental impact of sex steroids, particularly that of some androgens, determine 
whether the male or female type of sexual behavior will prevail in adulthood. 
However, because I have set out to argue the possibility that cross-gender identity 
as well as androphilia or lesbianism may be caused by anomalies somewhere on 
the pathway of conversion products of androgens from the nucleus of particular 
neuronal cells to ribosomal production of proteins, the following will review the 
little that is known about the conversion products of steroid hormones, particu
larly of testosterone, in certain parts of the brain. 

According to present knowledge, there are two main routes of testosterone 
transformation in androgen-sensitive tissues: A-ring aromatization to estradiol 
and conversion to 5a-dihydrotestosterone (Figure 4). 

A-ring aromatases for the conversion of androgens to estradiol as well as 
enzymes for the conversion to nonaromatizable androgens have been found in 
the hypothalamic region, in other parts of the limbic system, and in the pituitary 
(McDonald, Beyer, Newton, Brien, Baker, Tan, Sampson, Kitching, Greenhill, 
& Pritchard, 1970; Naftolin & Ryan, 1975; Perez-Palacios, Larsson, & Beyer, 
1975). This seems to suggest that at least in the species examined, both aro
matizable as well as nonaromatizable androgens are involved in central media
tion of male sexual behavior. There are numerous studies (some of which have 
already been mentioned) that compare the behavioral effects of androgens that 
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FIGURE 4. The two main directions of testosterone conversion. (Neither the active enzymes nor 
intermediate products are shown.) Figure courtesy Acta Psychiatrica Scandinavica, Supplementum 
287, Vol. 62, Munksgaard, Copenhagen, 1980. 
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are aromatizable to estrogens, for example, testosterone, androstenedione, and 
androstenediol, with that of nonaromatizable androgens, for example, 5a-di
hydrotestosterone, androstanediol, and androstanedione. In most species tested, 
androgens that are aromatizable to estradiol had an incomparably stronger be
havioral effect than nonaromatizable androgens. Parrott (1974, 1975, 1976) 
found that 19-hydroxytestosterone (19HT), an intermediate on the pathway of 
testosterone to estradiol, maintained normal refractory periods between ejacula
tions in castrated male rats but had only negligible effects on peripheral accessory 
sexual structures, whereas 5a-19HT, which cannot be aromatized to estradiol, 
had a negligible behavioral but strong peripheral effect. McDonald et al. (1970), 
Whalen and Luttge (1971), and Feder (1971) could not reinstate mating behav
ior in castrated male rats by the nonaromatizable androgen, dihydrotestosterone, 
and in 1968 Beach and Westbrook had already reported the absence of a behav
ioral effect in castrated male rats of the previously mentioned synthetic non
aromatizable androgen fluoxymesterone (which, however, instigates growth of 
prostate and seminal vesicles, as does dihydrotestosterone). McDonald et al. 
(1970) suggested that testosterone is actually a prehormone and that only its 
conversion product estradiol is behaviorally effective. 

The capability of estrogens to instigate and maintain male sexual behavior 
had been shown by Koster (1943), Ball (l937b, 1939), and Beach (1942) for 
castrated male rats, and this was later confirmed by numerous investigators for 
rats as well as for mice, guinea pigs, and cats (Beyer, Moral!, Naftolin, Larsson, 
& Perez-Palacios, 1976; Harris & Levine, 1962; Levine & Mullins, 1964; 
Larsson, S6dersten, & Beyer, 1973; Whalen, 1964). However, as mentioned 
earlier, this behavioral effect of estrogen is very weak in comparison to that of 
testosterone (Olsen, 1979). A substantial increase of this effect was attained by 
Christensen and Clemens (1975) who (in castrated male rats) applied estradiol 
directly at a brain region involved in mediating sexual behavior. This would 
appear to strengthen the estrogen hypothesis. 

Paup, Mennin, and Gorski (1975), however, reported that prolonged treat
ment with the nonaromatizable androgen dihydrotestosterone could induce 
more than slight sexual behavior in castrated male rats. In hamsters (Whalen & 
DeBold, 1974), guinea pigs (Alsum & Goy, 1974), rabbits (Beyer & Rivaud, 
1973), and rhesus monkeys (Phoenix, 1974, 1978), dihydrotestosterone activated 
sexual behavior to appreciable levels (though much less strongly than testoster
one). Moreover, Agmo (1977) found that (nonaromatizable) androgen fluox
ymesterone only slightly less effective than testosterone in stimulating sexual 
behavior in castrated male rabbits. But this does not exclude the possibility that 
there is no behavioral effect without estrogens. 

If estrogens were always involved in hormonal stimulation of sexual behav
ior, one would expect all antiestrogens and aromatase blockers (inhibitors of the 
enzymes involved in A-ring aromatization to estrogen) to abolish the behavioral 
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androgen effect. However, Whalen, Battie, and Luttge (1972) obtained negative 
results (on rats). The result of an experiment by Beyer et al. (1976) was equiv
ocal. Three antiestrogens were tested (MER-25; ICI-46474; and cis-clomiphene) 
and three aromatase inhibitors. Only one among these anti estrogens (ICI-46474) 
and only one among the aromatase inhibitors blocked the behavioral androgen 
effect. In a later study, the same group of investigators (Moral!, Larsson, & 
Beyer, 1977) found additional aromatase inhibitors capable of suppressing the 
behavioral effect of testosterone on castrated male rats, and they found that 
concurrent administration of estrogens counteracted the inhibiting effect of aro
matase blockers on androgen-induced sexual behavior. A further antiestrogen 
(1,4,6-triene 3, 17-dione) was found by Christensen and Clemens (1975) that 
blocked the facilitory effect of testosterone applied at the preoptic area on mount
ing behavior. 

Experiments by Larsson, S6dersten, and Beyer (1973), Baum and Vreeburg 
(1973), Perez-Palacios et al. (1975), Davidson and Trupin (1975), and Whalen 
and DeBold (1974) on castrated male rats, rabbits, and hamsters have shown that 
sexual behavior, induced by estradiol or dihydrotestosterone separately, can be 
substantially augmented by combining the two compounds. According to De
Bold and Clemens (1978), different species may have developed greater or lesser 
degrees of reliance on either the androgen or estrogen component of testosterone 
action, and there also exist differences in this respect between strains of the same 
species, as Luttge and Hall (1973) have shown for mice. However, in species 
where estrogens have the stronger sex-behavior effect than nonaromatizable an
drogens, its potentiation by the indicated combination could be interpreted as 
being due to a combination of central behavior-inducing and peripheral sex
organ-tissue-augmenting impact. An experiment by Davidson and Trupin (1975) 
tackled this issue. In this experiment, estradiol benzoate was either implanted in 
a brain region mediating sexual behavior or was administered by injections. 
Dihydrotestosterone, in capsules, was implanted peripherally. After a short time, 
the dihydrotestosterone capsules were removed. Nonetheless, a strong sexual 
behavior persisted for about 1 month after that. This result was interpreted by 
Davidson and Trupin as supporting the dual-component hypothesis. 

Moreover, according to Larsson (1979, p. 109) local anesthetization of the 
glans penis does not diminish the augmentation of the previously mentioned 
behavioral effect of estradiol by additional administration of dihydrotestosterone. 
Sheridan (1981) found, in the male rat, that even in the developmental period 
testosterone itself, or one of its unaromatizable metabolites, is active in several 
locations of the brain. Sheridan (1983) proposes that there are three categories of 
androgen receptors in the brain. One among them binds testosterone mainly and 
a second binds dihydrotestosterone mainly. The two kinds of receptors are in
volved in transporting the steroid into the cell nucleus. A third kind of androgen 
receptors binds testosterone and dihydrotestosterone equally but does not enter 



CROSS-GENDER IDENTITY IN A BROADER CONTEXT 305 

into the cell nucleus. There is also the finding of Gooren (1982) that, in human 
males, aromatization of testosterone to estradiol is not of importance in the 
maintenance of adult sexual behavior, once this is established. 

The question of how the developmental effect of testosterone comes about 
in the different species and the role the conversion products of testosterone play 
in this process will probably not be solved for some time, though progress of 
research in this area has accelerated remarkably since Jensen and his co-workers 
(see Jensen & DeSombre, 1973) established that injected estrogen is retained 
only in tissues known to respond to this hormone and that such specific retention 
is due to receptor proteins that bind specific steroid compounds with high af
finity. However, the task of the conversion products of estradiol in this complex 
system is even less known than that of testosterone. There are the products of 
hydroxylation of estradiol or estrone, the catechol estrogens, which can interact 
with certain neurotransmitters, the catecholamines (Kono, Merriam, Brandon, 
Loriaux, Lipsett, 1982; Lloyd & Weisz, 1978; Parvizi & Naftolin, 1977), but 
their actual function is still largely unknown. 

McEwen (1981) has given a comprehensive review of investigations of 
receptor sites in the brain. These studies were carried out mainly by auto
radiography (after injecting tritium-labeled compounds), and they showed a very 
similar distribution over a relatively large number of vertebrate species. 

Sheridan, Sar, and Stumpf (1974) observed in the area preoptica, the hy
pothalamus, and the amygdala, certain regions in which tritium-labeled testos
terone or its conversion products accumulate, and they observed a very similar 
distribution of labeled cells after injection of tritium-labeled estradiol. In these 
same brain regions, particularly in the area preoptica and the corticomedial 
amygdala, there is also an accumulation of aromatizing enzymes. This suggests 
that in these regions the estrogen receptors serve largely as mediators of androgen 
impact. This view is further supported by observations of a large increase of 
occupation of estrogen receptors during androgen treatment. 

The Interface between Hormonal Impact and Specific Compounds Involved in 
Neuronal Activity 

The area of investigation reviewed in the following is relatively new and 
virtually confined to the sexually mature organism, whereas in the context of the 
present question similar fetal or neonatal biochemical interactions, from which a 
lasting (developmental) effect may be expected, will have to be studied. Howev
er, because it is likely that such developmental investigations will have to be 
modeled to a large extent on studies of physically mature animals, available 
information of this latter kind will be reviewed. 

Steroid hormones alter electrical activity (Pfaff & McEwen, 1983) and the 
structure of neurons (Gorski, 1979), in particular brain nuclei (Gorski, 1979). 
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Moreover, there are three main ways by which sex hormones can be conceived 
to exert an impact involved in reproductive behavior. The "direct" route is by 
acting on cell membranes and, in this way, influencing the secretion of neuro
transmitters into the intersynaptic space or their reabsorption from this space. 
The existence of the direct route cannot be doubted but is not yet very well 
specified (McEwen, 1981). The indirect or "genomic" route (already mentioned 
several times in this chapter) is that in which the steroid hormone or a transfor
mation product of this hormone within the cell nucleus comes in contact with 
desoxyribonucleic acid (DNA) formations, where it may influence gene ex
pression and with it the synthesis of the various ribonucleic acids (RNA), particu
larly that of messenger ribonucleic acid (m RNA). Modifications of m RNA are 
likely to lead to changes in protein synthesis by the ribosomes in the cell plasma. 

The indirect, genomic route of the impact of sex steroids is the only one 
studied extensively. Compounds are used that can block the chain of chemical 
transformations at known locations. Antibiotic inhibitors of protein and ribonu
cleic acid synthesis have been used in numerous studies to demonstrate that a 
behavioral impact of steroid hormones is attained through the previously men
tioned chain of events. Actinomycin D implants or infusions in the brain of 
adult, ovariectomized female rats were shown to counteract induction of sexual 
behavior by estrogen and progesterone injections, and this effect appeared to be 
most conspicuous if the area preoptica was the target site (Quadagno, Shryne, & 
Gorski, 1971; Terkel, Shryne, & Gorski, 1973; Whalen, Gorzalka, DeBold, 
Quadagno, Ho, & Hough, Jr., 1974). This effect was temporary. It could be 
observed only within 12 hours after the hormone treatment, which suggests that 
it is due to an interference with the hormonal impact. 

Quadagno and Ho (1975), using infusion of the area preoptica with cyclo
heximide, which had been shown before to block protein synthesis specifically on 
the ribosomal level, observed similar interference with the behavioral estrogen 
effect. Rainbow, Davis, and McEwen (1980) showed that the antibiotic 
anisomycin, in female rats, interfered with the behavioral estrogen effect and 
prevented the normally occurring increase of progestin receptors in the preoptic 
area and the medial basal hypothalamus, which otherwise can be observed after 
injection of estrogen, and blocked the facilitation of estrogen-induced sexual 
receptivity by progesterone. Rainbow et al. (1980) also showed that anisomycin 
did not change the number of estrogen receptors or the rate of the translocation 
of the steroid hormone to the nucleus. This further supports the notion that the 
impact of the antibiotic was on postreceptor links of the chain of events leading to 
protein synthesis. It could also be shown that inhibition of this kind of protein 
synthesis in certain brain regions blocked the behavioral effect not only of es
trogen but also of progesterone. 

There was an additional important finding in the study by Rainbow et al., 
namely, that after a single injection of estradiol 
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sufficient to activate sexual behavior, there may be little or no estradiol bound to 
receptors when lordosis behavior first appears, suggesting that a genomic action of the 
hormone may be responsible for initiating the behavior. 
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In contrast, the progesterone effect is rapid (Meyerson, 1972), which by itself 
appears to suggest its behavioral effect may not be genomic; however, there do 
exist other relatively rapid genomic effects. 

Because the impact of steroid hormones on sexual behavior of adult rats has 
been shown to be mediated through protein synthesis, it seemed likely that the 
developmental behavioral impact of these hormones is mediated in a similar way. 
Interference of antibiotics (in newborn female rats) with the developmental im
pact of testosterone on cyclicity of pituitary function and with androgen-induced 
sterility had been demonstrated before by Kobayashi and Gorski (1970), who 
used actinomycin 0 and puromycin. Kobayashi and Gorski also showed that this 
shielding effect against androgen impact was only temporary. Actinomycin 0 
had to be administered 4 to 6 hours prior to the testosterone injection to be 
effective. This supported the notion that this effect of the antibiotics was closely 
related to the injected hormone. Gorski and Shryne (1972) later showed a similar 
effect of implants of cycloheximide into the hypothalamus. 

Salaman (1974) and Salaman and Birkett (1974), in an effort to further 
specify the indirect genomic route of the developmental androgen impact (in 
rats), compared various compounds for which the exact locus of blockage in the 
chain of the previously described biochemical events was well known. These 
blockers were: hydroxyurea, an inhibitor of desoxyribonucleic acid synthesis that, 
however, does not inhibit ribonucleic acid synthesis; a-amanitin, a fungal toxin 
that blocks nucleoplasmic or messenger precursor ribonucleic acid synthesis; 
actinomycin 0, which in low dosage is a selective inhibitor of nucleolar or 
ribosomal ribonucleic acid synthesis; puromycin, a general inhibitor of protein 
synthesis; and fluorouracil, which interferes with transcription and synthesis in 
nonfunctional proteins. The comparison of these compounds was, again, in 
respect to their capability to protect newborn female rats from the effect of 
testosterone treatment on pituitary (and ovarian) function. 

This particularly important study demonstrated the dependence of the de
velopmental testosterone impact on desoxyribonucleic acid synthesis, as indi
cated by the result of the experiment with hydroxyurea and the equally positive 
outcome of the experiment with a-amanitin suggests that the developmental 
testosterone effect may be additionally mediated by the synthesis of a few specific 
ribonucleic acid derivatives and possibly also by protein synthesis on the 
ribosome level. However, even when much more is known about the impact of 
steroid hormones on intraneuronal protein synthesis and developmental sex 
dimorphism in this respect, there will still be questions to be solved: Which of 
these differences pertain to the development of pituitary function and which 
more directly to behavioral sex dimorphism? 
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Monoamines and Sexual Behavior 

According to what is already known, it is likely that the developmental 
testosterone impact on particular neurons determines intraneuronal production 
of certain proteir.s that may in turn determine sex-dimorphic dendritic growth. 
This may be paralleled by sex-dimorphic enzymatic influences of these proteins 
on the production of neurotransmitters. Among the neurotransmitters known to 
be involved in sexual behavior is the indolamine serotonin. The conversion of its 
precursor to this compound can be blocked by parachlorphenylalanine. When 
male rats are injected with this blocker of serotonin production, there is a very 
substantial increase in attempts to copulate with other males (Larsson, 1979; 
Malmnas & Meyerson, 1971), if females are not present; but sexual interaction 
of vigorous male rats with receptive females increases only marginally. Para
chlorphenylalanine increases heterosexual activity in sexually sluggish rats as 
well as in castrated rats with whom the effect of castration has been insufficiently 
counteracted by too low dosages of testosterone. In very large doses this com
pound induces sexual behavior in castrated rats who have no testosterone treat
ment at all and have ceased to copulate. 

Augmentation of proneness to display sexual behavior by parachlorphenyla
lanine could be shown with other mammals as well, including humans. In 
contrast, drugs that inhibit conversion of serotonin to other substances and 
therefore lead to an intracellular accumulation of serotonin tend to reduce sexual 
behavior. However, according to Gessa and Tagliamonte (1975), para
chlorphenylalanine does not have any effect in male rats whose pituitary has 
been removed. This seems to suggest that the serotonin effect on sexual behavior 
depends on the availability of steroid hormones. According to Rainbow, Parsons, 
and McEwen (1982) and Fischette, Biegon, and McEwen (1983), the modula
tion of neurotransmitter receptor binding by hormones may alter sensitivity to 
neurotransmitters. Binding of serotonin 1 receptors fluctuates over the estrus 
cycle, and administering of estrogen increases the number of serotonin 1 recep
tors in certain brain nuclei. There are differences between females and (noncas
trated) males in respect to changes in serotonin 1 receptor binding, resulting 
from estradiol injections, and unaromatizable androgens may also affect seroto
nin 1 receptor binding. 

Another group of monoamine neurotransmitters, the catecholamines 
dopamine and norepinephrine, appear to have the opposite effect on sexual 
behavior. Dopaminergic stimulation of sexual behavior was demonstrated (in 
male rats) by Gessa and Tabliamonte (1975), who could show that apomorphine, 
which stimulates dopamine receptors, intensifies male sexual behavior, whereas 
haloperidol, which inhibits dopamine receptors, "suppresses the spontaneous 
copulatory behavior of vigorous copulators." Larsson (1979, p. 140) quotes 
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Butcher, Butcher, and Larsson who suppressed sexual behavior in male rats by 
the use of tetrabenazine, which depletes the central nervous system of mono
amines, and were subsequently able to rearouse sexual behavior by means of 
amphetamine as well as by apomorphine, two compounds that specifically acti
vate the catecholamine system. On the basis of the outcome of their own pre
viously mentioned experiment, Gessa and Tagliamonte (1975) proposed the 
hypothesis that male sexual behavior is reciprocally controlled by a central 
serotogenic inhibitory and dopaminergic stimulatory mechanism. 

According to Carter and Davis (1977) and Meyerson, Palis, and Sietnieks 
(1979), serotonin increase inhibits sexual behavior not only in the male but also 
in the female rat, and particularly their male-type sexual behavior (Larsson, 
1979). In contrast, however, to the previously quoted stimulatory effect of cate
cholamines on the sexual behavior of male rats, activation of dopaminergic 
regions of the central nervous system inhibits sexual behavior in female rats. All 
this suggests that the basis of sexual behavior is a system of neurotransmitters that 
can be activated by steroid hormones. 

Karakiulakis, Knight, Powell, and Thomas (1979) report sexual dimor
phism in respect to dopamine content in the amygdala, in respect to the 
dopamine pathways from the amygdala to the preoptic region and also at various 
locations in the cortex. Ladosky and Gaziri (1970) found that there is a substan
tial rise of serotonin content at the 12th day of a female rat's life, which can be 
avoided if the animal had neonatal testosterone treatment, and similar elevations 
of serotonin were observed in neonatally castrated males. In normal males, this 
elevation could not be observed. However, there are still many unknowns. 
According to Ladosky and Gaziri, the increase in females' serotonin level coin
cides with the period during which those brain structures differentiate that con
trol gonadotropin secretion. Therefore, this might not have anything to do with 
direct organization of sexual behavior. 

Interspecies Variation 

Before concluding, there has to be raised again the question of the relevance 
of the discussed observations on animals, which, although still loosely connected 
and relatively scanty, vary substantially from species to species and even among 
different strains of the same species. There appear to exist numerous species and 
strain differences, for example, that in respect to the neuronal aromatic versus 
nonaromatic conversions of testosterone. However, the neuronal testosterone 
conversions are still too little known, and there is therefore no comprehensive 
explanatory hypothesis of interspecies variation of this conversion as yet. More
over, there are other such variations for which the same still holds. It is likely that 
there exist similar interspecies variations in respect to the chain of events that 
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leads from the impact of conversion products of steroid hormones on the DNA 
structures in the neuronal cell nucleus to the ribosomal production of proteins 
(in certain regions of the brain). 

There are some interspecies variations where explanatory hypotheses have 
been advanced that eventually may lead to laws valid for all mammalian species 
including humans. An example of such a hypothesis will be given in the follow
ing lines. It pertains to the previously mentioned interspecies variation of the 
female versus male balance in sex dimorphic behavior, for example, the balance 
between the proneness of the female to display mounting behavior and the 
male's proneness to display the femalelike lordosis response or presentation of the 
hindquarters. The greater proneness of the female to display malelike sexual 
behavior patterns is always matched by a lesser proneness of the male to show 
female sexual behavior. Coy and Coldfoot (1975), on the basis of results of other 
investigators and of their own experiments on rhesus monkeys, propounded the 
theory that the interspecies and interstrain differences in respect to this balance 
depend either on the species- or strain-specific extent of fetal (or early postnatal) 
androgenization or on species- or strain-specific androgen sensitivity of brain 
areas involved in sex-dimorphic behavior. In rhesus monkeys, Coy and Coldfoot 
found a particularly low androgen sensitivity of this kind. In this species, as in 
numerous other subhuman primates, males very often display the presentation of 
their hindquarters, whereas females display the mounting pattern much less 
often. There is plenty of presentation of the hindquarters of younger to older 
males and, in general, of males of lower social standing to males of higher social 
standing and of the male with higher social standing mounting the male with 
lower social standing with or without performing a few thrusts. That relatively 
low neural sensitivity of rhesus monkeys to androgen is the reason for the rela
tively high frequency of presentation behavior in the male rhesus monkey was 
demonstrated by Coy and Coldfoot (1975) on females of this species whom they 
treated fetally with massive androgen doses and whose genitals therefore were 
heavily masculinized. In adulthood, however, these subjects still displayed the 
presentation pattern together with a substantial increase of mounting behavior. It 
can be expected that similar comprehensive hypotheses will be put forward and 
tested and that eventually systematic patterns of variations will emerge (Coy & 
McEwen, 1980, p. 13-18; Hart, 1974; McEwen, 1981) that may become a 
source for testable explanatory hypotheses of cross-gender identity and possibly 
even androphilia and lesbianism by physiological developmental anomalies. 

The preceding review will have shown the reader that (as mentioned at the 
beginning of this section) within each specific subarea of inquiry, there are many 
gaps in our knowledge as well as apparent contradictions. Taken as a whole, 
however, the animal research and the studies of human intersexes point so 
consistently toward developmental physiological factors as determining sexual 
behavior that the continued search for anomalies in this respect as a basis of 
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homosexuality and cross-gender identity in homosexuals appears to be justified 
and that the particular kinds of physiological hypotheses discussed in this chapter 
appear to be useful in this endeavor. 
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Today's public media is responsible for giving the lay person considerable infor
mation regarding transsexual ism and other disorders of gender identity. This is 
particularly true of the more sensational aspects of the syndrome, especially the 
surgical procedures that, in the eyes of the general public, dramatically transform 
an individual from one sex to the other. Yet this increased information, and at 
times, misinformation, has made the diagnosis of transsexualism more difficult 
for the practicing physician. 

THE ESTABLISHMENT OF GENDER IDENTITY CLINICS 

With an increasing number of patients presenting with the self-diagnosis of 
transsexualism and requesting surgical sex reassignment, a number of gender 
identity clinics have been established both in the United States and Canada. In 
1979 it was estimated that there were 40 such centers in the Western Hemi
sphere. Many clinics failed to flourish, partly owing to lack of funding and partly 
due to the clinician's realization that patients with a gender disorder are fre
quently difficult in terms of management; they present many unique and diffi
cult problems, not the least of which is their poor impulse control, which leads 
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sometimes to tragic results such as self-mutilation or repeated suicide attempts 
(which may be advertently or inadvertently successful; Van Putten & Fawzy, 
1976). 

On November 21, 1966, The Johns Hopkins Hospital announced the for
mation of its gender identity clinic through The New York Times reporter Thom
as Buckley. It was then probably the first such clinic in the world. Manyenthusi
astic supporters were responsible for its birth, but the main impetus for its 
creation came from Harry Benjamin (1966) who inspired the concept that was so 
ably carried out under John Money's imaginative and creative guidance. At the 
same time, Robert Stoller, with an interested group of his colleagues at the 
University of California at Los Angeles, commenced evaluating transsexuals. 
Stoller's criteria for diagnosing transsexualism were, and still are, very narrow, 
and this will be discussed more fully later. His clinic did not have a surgical 
team, and patients were referred to surgeons who were willing to perform surgical 
sex reassignment. Hastings, (1969) at the University of Minnesota, commenced 
his program around the same time as Johns Hopkins, but he elected to operate 
initially on only a limited number of males. His main interest was in long-term 
follow-up of operated cases, and this continues up to today, although Hastings is 
no longer there to guide it. 

The Toronto Clinic 

By the summer of 1967, individuals were presenting at various teaching 
hospitals throughout the Province of Ontario and across Canada, claiming to be 
transsexuals and demanding surgical reassignment. It soon became evident that 
those physicians who were contacted had neither the knowledge nor the facilities 
to deal with these patients. In the following summer of 1968, a proposal was 
made to establish a pilot program within the University of Toronto-the first of 
its kind in Canada-to study the problem of patients who presented as transsex
uals or with other disorders of gender identity. A steering committee was formed, 
which consisted of two psychiatrists, a psychologist, a social pathologist, a legal 
consultant, and a senior social work consultant. Later, a behavioral sexologist 
and a neuroendocrinologist joined the committee. 

A coordinator was employed to organize appointments and expedite com
munication among this multidisciplinary team of professionals. In addition, the 
coordinator facilitated the relationship between the patients and the other mem
bers of the team. 

Initially, a seven-stage protocol was designed that included an in-hospital 
stay of 10 days for those patients who would almost definitely proceed to surgery. 
In addition, chromosomal studies (buccal and blood smears) were performed on 
all patients seen in the pilot project. 
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Within a year, the waiting list was closed; 88 patients had been referred-74 
biological males and 14 biological females. As all the clinic staff, with the 
exception of the coordinator were part time, it was not considered feasible to 
accept further referrals. With the knowledge gained by the assessment of these 
patients, the protocol was amended in some areas and extended in others. For 
example, chromosomal studies are no longer done routinely on all patients, 
owing to the expense of this procedure, but they are only performed on those 
individuals whose physical stigmata suggest a genetic abnormality, for example 
Klinefelter's syndrome. Overall, 1-2% of our patients have a chromosomal 
abnormality, which is similar to the figures reported by other authors (Benjamin, 
1966; Green & Money, 1969). In other areas, several avenues of investigation 
were extended, including neuroendocrine, psychological, and particularly the 
phallometric investigations. Some of these findings have already been reported 
(Steiner, Zajac, & Mohr, 1974; Brown, Zajac, & Steiner, 1971; Freund, 
Nagler, Langevin, & Steiner, 1974). The method of evaluation of patients that 
follows has been designed with the foregoing considerations in mind and has 
been consistently under review since the inception of the full-time Gender 
Identity Clinic in 1975. 

DIAGNOSIS OF TRANSSEXUALISM 

At one time, transsexualism seemed a relatively straightforward diagnosis to 
make if it was based on Stoller's definition that transsexualism is the belief, held 
by biologically normal individuals, that they are members of the opposite sex 
(Stoller, 1968). It was then thought that gender identity was irrevocably fixed by 
the age of 3 years (Money, 1969). With the introduction of disorders of gender 
identity in the Diagnostic and Statistical Manual of Mental Disorders III in 
1980, (American Psychiatric Association, 1980), a somewhat heterogeneous 
group of clinical conditions in both adults and children were included as discrete 
psychiatric syndromes. With this recognition came more detailed guidelines that 
have helped to discriminate among the fine shades of disorders along the spec
trum of gender disturbances. Now Stoller's statement is the most narrow and 
exclusive definition of transsexual ism because heterosexual transsexual ism or 
fetishistic (transvestitic) transsexualism would not be included in his definition. 
Today, the "textbook" transsexual is relatively rarely seen, especially in male 
patients, and for practical purposes the DSM-III criteria (see Table 1) are used as 
the basis for diagnosing the differing types of transsexual ism. 

Fisk's (1973) introduction of the term gender dysphoria is more in line with 
DSM-III and indicates a much wider concept of gender disorder than Stoller's, 
as Lundstrom (1981) has pointed out. Increasing clinical experience has high-
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TABLE 1. DSM-III Diagnostic Criteria for Transsexualism 
(30Z.5x) 

A. Sense of discomfort and inappropriateness about one's anatomic sex. 
B. Wish to be rid of one's own genitals and to live as a member of the 

other sex. 
C. The disturbance has been continuous (not limited to periods of stress) 

for at least 2 yr. 
D. Absence of physical intersex or genetic abnormality. 
E. Not due to another mental disorder, such as schizophrenia. 

Fifth-digit code numbers and subclassification. The predominant prior 
sexual history is recorded in the fifth digit as: 

I = asexual 
2 = homosexual (same anatomic sex) 
3 = heterosexual (other anatomic sex) 
o = unspecified 

Note. Reprinted with permission from the American Psychiatric Associa
tion. 

lighted the difficulty in differentiating among transsexual ism, transvestism, and 
effeminate homosexuality when cross-gender wishes are strong in the latter two 
conditions. 

METHOD OF PATIENT EVALUATION 

All patients must be referred to our clinic by a physician. This is partly due 
to the billing requirements of most subsidized medical insurance plans but 
mainly so that at least one person in the community is aware of the patient's 
gender problem. On receipt of the referral letter, the patients are contacted and 
asked to complete a general information questionnaire, together with their life 
story in their own words, and to send photographs, both dressed and cross
dressed. A form is enclosed requesting written permission to contact two persons, 
preferably family members, partner, or spouse, who are close to the patient and 
who have known him or her over the years. On receipt of this information, a 
series of appointments is made with the various specialists. These include inter
views with two psychiatrists, a social interview with the research coordinator, a 
complete physical examination with an internist, and an endocrinological con
sultation together with laboratory investigation that includes routine blood and 
urine analysis. 

For both the biological male and female patients, the following endocrine 
tests are performed: (l) plasma cortisol and T. 3 and T.4 uptake. and (2) testoster-
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one and estradiol blood levels. Three samples of 10 cc of blood are taken at 10-
minute intervals and mixed together in the same test tube. These tests are done 
to validate the patients' statements as to whether or not they are taking hormones. 
A psychological test battery is given, and information is obtained by the coordi
nator from two close family members. The more direct verification of the pa
tient's history of cross-gender behavior and wishes, the greater the probability 
that the patient is, indeed, transsexual. All patients are interviewed by the behav
ioral sexologist, and when indicated, phallometric testing is undertaken. Unfor
tunately, as this is a voluntary procedure, not all male patients are willing to 
comply, though their refusal, in itself, may have some significance with regard to 
their erotic object choice. In some cases, additional testing may be indicated if 
there is a history of alcoholism or drug abuse, or if the patient has been on 
estrogen therapy; then liver-function tests must be performed. 

When all clinical reports are completed, the members of the Gender Identi
ty Clinic meet for a case conference, at which a diagnosis and management plan 
are discussed. The patient is invited to attend the conference and is informed by 
the two psychiatrists and the coordinator of the clinic's recommendations. Even 
so, it has been found that individuals frequently do not really "hear" what is said, 
and that, after the conference, in their anxiety, they tend to misinterpret the 
information they have been given. In order to circumvent this difficulty, an 
appointment is made for the patient to speak to the coordinator 1 or 2 weeks 
following the conference, either in person or by telephone, if he or she lives 
some distance from the clinic. In this way, the patient has time to assimilate the 
information and to raise issues and questions regarding the recommendations. 
They are also informed that the clinic wishes to keep in touch with them through 
an annual reevaluation that preferably, is conducted in person, but may be done 
via mail or telephone if the patients live a long distance away. Follow-up also 
includes a battery of psychological tests. The importance oflong-term follow-up 
and the need to remain in contact with the clinic over a period of years is 
stressed. 

ESTABLISHMENT OF CROSS-GENDER IDENTITY AND ROLE 

Once patients have been diagnosed as transsexual, the onus is placed di
rectly on them to go out into society and to live and function in the cross-gender 
role. Money (1969) calls this the "real life experiment." The length of time 
patients should live in the cross-gender role prior to undergoing surgical sex 
reassignment, whether or not they should receive hormone therapy as soon as 
they are diagnosed as transsexual, and whether or not female patients with large 
breasts should have reduction mammoplasty performed in the early stage of their 
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trial of cross-living are all hotly debated issues. The clinic tends to take a conser
vative view and requires a minimum period of cross-living of 1 year before 
commencing hormone therapy. 

These requirements are more stringent than those recommended by the 
founding committee of the Harry Benjamin International Gender Dysphoria 
Association, which drew up a list of principles and guidelines in 1979 (revised 
March 1981) outlining the minimum requirements that they felt must be met in 
order to diagnose, manage and make recommendations for hormonal therapy 
and surgical sex reassignment in gender dysphoric individuals. It must be em
phasized that these Standards of Care (Walker, Berger, Green, Laub, Reynolds, 
& Wollman, 1979) are the recommended minimum and by no means imply that 
they should be followed to the letter. 

It is the clinic's experience that the most important step is for patients to live 
in society and to function in their chosen gender role for this minimum period of 
a year before commencing hormones. Cross-living is not easy but is more diffi
cult for some individuals, who require much support and demand assistance in 
changing identification documents and establishing their cross-gender role. 
These patients tend to be more emotionally immature and unstable and usually 
fall into the younger age group, that is, late adolescence. In these cases it is all 
the more important to proceed slowly. Homosexual adolescents may go through 
a period of gender confusion, and it is imperative that they be given time to work 
through their adolescent development. Those few cases who have decided 
against the transsexual route do so early in therapy,and seven out of nine of our 
patients who have done so were in their late teens. 

Patients are encouraged to establish their cross-gender identity and to find 
employment in a compatible role. Many patients have not completed high 
school; few have attended university or college. As pretranssexual children be
come older, they are increasingly exposed to ridicule by their peers, and they feel 
even more ostracized and "different" from their friends. Hence, many drop out 
of school early with poor educational grades, and so, many patients rely on 
welfare or unemployment insurance and have few skills with which to make a 
living. We arrange retraining programs and academic upgrading for them 
through the various social agencies that provide these facilities. One essential 
criterion for surgery is that the patient must be gainfully employed; therefore, 
retraining is an essential part of any rehabilitation program. It is also a boost to 
the patients' self-esteem to be off welfare, self-supporting, and earning their own 
living. Some patients may be fortunate enough to obtain employment in their 
chosen gender role without having to change their previous occupation, for 
example, hairdresser, salesperson, picture framer, and the like. Obviously, the 
less gender role stereotyped the occupation, the easier this transition will be for 
the patient. 
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Change of Documentation 

If the Social Insurance (similar to American Social Security) card has the 
patient's initials rather than the full name, it is easier to obtain a change of 
documentation. Patients are encouraged to retain their original initials, because 
this simplifies the changeover. Hoenig, Kenna, and Youd (1970a) stress the 
importance of helping the patient with a change of documentation by legal 
change of name (which may be done before or after surgery). However, there is 
no reason why patients cannot call themselves whatever name they choose; they 
are not committing any offense in Canada. Change of the Social Insurance card 
may be expedited by a letter from the clinic stating that the patient has been 
assessed there, is considered to be a transsexual, and is to establish his cross
gender role in society. I am frequently surprised by how understanding the 
general public is in assisting the transsexual in obtaining these necessary 
changes. There are exceptions, and this is only one of the many hurdles the 
patient must overcome, but frequently it may be their own belligerence and 
persistent demands that militate against their obtaining cooperation from other 
authorities. If a patient is taking a course at a university or community college, a 
personal approach by the clinic staff has never failed to have previous transcripts 
from school or college changed to the chosen gender. Also, patients must register 
in their cross-gender name, because a final diploma or degree in their biological 
gender will create difficulties in terms of future employment. Again, direct 
intervention by verbal contact with the administrator of the institution is usually 
sufficient for patients to be accepted in their chosen gender, if a letter from the 
clinic indicating these requirements be met has been insufficient. 

Other changes in documentation, such as driver's license, bank accounts, 
credit cards, and the like are accomplished by the patient's using his own ini
tiative and ingenuity (Dushoff, 1973). 

Hoenig (1977) has stressed how important it is for transsexuals to have the 
legal rights of every man and woman. Yet, unfortunately, it seems that only 
Sweden shows compassion to the dilemma in which the transsexual finds him or 
herself. All workers, including Hoenig (1977), would plead for increased toler
ance on humanitarian grounds to assist the transsexual in establishing his or her 
"place in the sun." 

Cross-dressing 

Both sexes are expected to dress in their chosen gender. Most biological 
females who present at the clinic are already wearing men's clothes, which are 
usually several sizes too large for them, in order to camouflage their breasts, or 
they are dressed in unisex clothes and pass quite readily as rather young-looking, 
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adolescent boys. Some investigators (Open Forum, 1978) would suggest reduc
tion mammoplasty at this beginning stage of cross-living. However, in my opin
ion such a surgical procedure is not warranted at this time. It is not reversible 
should the patient later come to accept her femininity and decide to discontinue 
her journey along the transsexual path, although others may argue that augmen
tation mammoplasty with prosthetic implants may be undertaken in order to 
restore "breasts." However, such surgery is rarely very satisfactory and results in 
considerable unsightly scarring. In addition, the woman may be sensitive to the 
prostheses and reject them. From the surgeon's point of view, in order to obtain 
the best cosmetic results following surgical removal of the breasts, the patient 
needs to be on testosterone therapy for a minimum of 12 months, in order to 
obtain the maximum shrinkage of mammary tissue. 

Most biological females bind their breasts by a variety of methods that they 
devise themselves. Those who have small breasts wear a tight T-shirt next to their 
skin. Others use abdominal binders to conceal their breasts. 

While the major problem in "passing" for the female is her very youthful 
appearance when cross-dressed, for the biological male it is the ability to "pass" 
convincingly as a woman. The males are a much more heterogeneous group in 
terms of appearance when dressed in women's clothes. A small minority pass 
exceedingly well as very attractive females (some well enough to work as fashion 
models), while the more transvestitic males often appear very unfeminine, wear
ing obvious wigs and heavy pancake makeup in an attempt to cover their beard. 
Some clinics run "charm schools" to give direction and advice on how to appear 
more feminine, but I feel that the individual has to learn by trial and error how 
best to present himself cross-dressed in public. 

The biological male patients are encouraged to grow their own hair, howev
er thin and fine it may be. This is still preferable to wearing wigs that are 
obviously artificial and draw the attention of the casual observer to look more 
closely and note other indicators of masculinity, for example, large hands, thick 
wrists or neck, square shoulders, and so on. They are encouraged to wear little 
jewelry, which only attracts attention to their hands and wrists, and to try more 
flattering colors and a simple style of dress that makes them less noticeable. 

Electrolysis 

Almost all biological males must undergo electrolysis of the beard. Some 
individuals are extremely hirsute and must also shave or wax their arms, legs, 
chest, and even the back in some exceptional cases. 

Electrolysis is an arduous and expensive process. Patients are requested not 
to shave in between sessions with the electrologist, so that they go about with 2 or 
3 days' growth of beard on parts of their face, which may prevent them from 
going out in public. Some patients continue working in their male role during 
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this procedure, until they are ready to cross-dress and work In their chosen 
gender as a female. 

Hormone Therapy 

Once the patient has successfully established the chosen gender role and has 
lived and functioned in society for a minimum period of 1 year, then hormone 
therapy may be considered. 

The first important factor is to ensure that the patient understands the 
changes that will result from hormone therapy as well as the risks involved and 
the possible complications that could occur. In order to safeguard both patient 
and clinician, consent forms have been designed outlining the effects of hor
mone therapy together with the possible complications that may occur (See 
Appendixes, A, B, and C). 

Method of Administration of Hormones. In a survey of 39 centers in the 
United States and foreign countries, Meyer, Walker, and Suplee (1981) found 
neither conformity nor standardization among the clinics surveyed in terms of 
the different hormonal preparations in use. In fact, in some gender clinics 
estrogen was prescribed in excessively large doses, greater than is necessary for 
physiological replacement (Meyer et aZ., 1981). In addition, large dosages only 
tend to increase the risk of complications, particularly in the biological male 
patient. 

The following method of administration of hormones is used in the Toronto 
clinic. All patients are referred to an endocrinologist for radioimmunoassays and 
normal hormonal levels prior to commencing treatment. Thereafter, they are 
similarly assessed at 3- and then 6-month intervals, followed by annual checkups 
as long as they remain on medication. It is important that patients understand 
that they must continue with hormone therapy for the rest of their lives; other
wise all signs of feminization or masculinization will disappear within 1 to 6 
months. The only manifestation of hormone therapy that may be permanent is a 
deepening of the voice into the male range in female-to-male transsexuals, 
which remains even when the patient discontinues testosterone therapy. 

Under the guidance of the endocrinologist, 250 micrograms of d-norgestrel 
with 50 micrograms of ethinyl estradiol is prescribed, one tablet daily for the 
presurgical male-to-female transsexual. Following surgical sex reassignment, the 
estrogen dosage is decreased to ethinyl estradiol 0.05 mg three times a day. 

In the biological male, estrogen therapy will result in a redistribution of 
body fat around the hips, shoulders, and neck, together with a slight decrease in 
the growth of facial and body hair with some redistribution in the female con
tour. In addition, the hairline will stop receding. Mild to moderate enlargement 
of the breasts (gynecomastia) will develop. There is a decrease in sexual drive, so 
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that the patient may have difficulty in maintaining penile erections and have a 
decreased orgasmic potential. However, the sexual pattern varies considerably. 
Some patients claim they are still able to masturbate or to have a sexual rela
tionship without any erectile or ejaculatory difficulties. Without exception, all 
patients express a feeling of well-being and contentment not experienced pre
viously, and they are delighted with the feminizing effects and the change in 
their physical appearance. 

All patients must be informed of the possible side effects of estrogens, in 
particular the increased risk of thromboembolic disorders. This is more impor
tant in the older biological male patient who is overweight or who has a family 
history of diabetes mellitus. This group of men runs a greater risk of coronary 
and/or cerebral thrombosis. Some reports claim that carcinoma of the breast 
may develop in male-to-female transsexuals who have been taking estrogens over 
many years. This risk must be kept in perspective, as 1 % of all cases of cancer of 
the breast occur in men. Unfortunately, some men increase their chance of 
adverse side effects from hormone treatment by taking unnecessarily large doses 
of estrogens in the mistaken belief that this will enhance their feminine ap
pearance. In this, they are greatly mistaken. The body only metabolizes the 
amount of estrogen it requires, whereas the excess is excreted unused. It does not 
enhance feminization but only increases considerably the complications of such 
therapy. It is particularly important that these patients be checked annually by 
the endocrinologist. Liver-function tests are frequently done if the physician 
suspects too much "self-medication" with estrogen. 

Testosterone Therapy 

For the female-to-male transsexual, a long-acting testosterone preparation is 
used, namely testosterone enanthate; 200 mg every 2 weeks is given intra
muscularly. This method of administration has been found preferable to an oral 
preparation, which is poorly absorbed, and the smaller dose, given every 2 
weeks, maintains the level of exogenous testosterone in the circulation more 
satisfactorily. If an intramuscular dose of 400 mg or less is given every 4 weeks, 
the patient may not have sufficient amounts of exogenous testosterone in the 
circulation during the last week of treatment (Aakvaag & Vogt, 1969). 

In the biological female, as a result of androgen therapy, there will be a 
redistribution of body fat, with thickening of the neck and shoulder girdle, 
increased growth of facial and body hair in the male distribution, for example, 
male escutcheon, and an enlargement of the clitoris, which produces an in
creased sexual drive. With sexual arousal the clitoris enlarges to 1 to 2.5 in., but 
this is insufficient for vaginal penetration. Over a period of weeks there occurs a 
deepening of the voice into the male range. As ovarian function is suppressed, 
menstruation almost invariably ceases, and, at the end of a year, the mammary 
tissue will shrink somewhat. 
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The side effects that occur most frequently are skin changes, particularly 
acne vulgaris, an increase in body weight, and possibly bone growth, together 
with some water retention. There is a slightly increased risk of hepatic carcinoma 
and hepatitis with jaundice. 

Finally, the long-term effects of estrogens and androgens are not known, 
even though both hormones have been used for many years. I wish to stress the 
importance of a clear and precise description of the pros and cons of hormone 
therapy with the patient (and his spouse if indicated) as a most important precur
sor of hormone therapy for every patient. 

SURGICAL MANAGEMENT OF TRANSSEXUALS 

The Male-ta-Female Transsexual Patient 

When the diagnosed transsexual has been living and functioning in the 
cross-gender role for a minimum period of 2 years and has been integrated into 
society in this role, then the final stage of surgical sex reassignment may be 
performed. The length of time the patient must "pass" before undergoing surgery 
will depend on whether there is a psychiatric disorder concomitant with the 
gender disturbance. Such psychiatric disorders as narcissistic personality, bor
derline personality organization, and antisocial personality are frequently associ
ated with transsexualism. These psychiatric disorders should be treated prior to 
surgery by intensive psychotherapy. Frequently, the patient is not accepting of 
such a recommendation. This indicates the need for patients to stabilize emo
tionally prior to undergoing irreversible surgery, and many patients would not 
otherwise be recommended for surgery. It is important that the patient be in
formed as to what to expect from surgical sex reassignment and to understand the 
limitations of such a procedure. Unfortunately, most transsexuals insist that they 
were ready for surgery "yesterday," and persuading them to wait out the trial 
period of cross-living is frequently very difficult. However, the more impatient 
the individual is for surgery, the more clear are the indications for insisting on a 
period of stable living in their chosen gender. Some patients may leave the 
clinic's care and will find other places where they may obtain their desired goal, 
providing they have the financial means to do so. Others may follow their own 
wishes and obtain surgery elsewhere but maintain contact with the clinic. Ob
viously, this is very helpful in assessing the postsurgical outcome. It would 
appear that those who do not follow the clinic's guidelines do not fare as well 
postoperatively, in comparison with those patients who accept the clinic's recom
mendations. However, the preceding remarks are impressionistic, as no statistics 
are available, and the number of individuals who seek surgery through other 
sources is unknown. In the end, nearly all patients admit that the most important 
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thing the clinic did for them was to make them wait out this presurgical period, 
with the result that the genital surgery was anticlimactic and created little disrup
tion in their lives. 

The clinic's selection of patients for surgery is based on the following 
criteria: 

l. The patient is diagnosed as transsexual. 
2. The patient has lived for a minimum period of 2 years in society in the 

chosen gender and has been on hormone therapy for at least 1 year. 
3. The patient is gainfully employed and self-supporting. 
4. The patient does not suffer from any psychiatric disorder that would 

prevent him (or her) from comprehending the surgical procedure and its 
irreversibility, for example, he or she is not mentally retarded, does not 
suffer from a chronic psychosis, and the like. 

5. The patient is physically healthy. 
6. The patient is not married (because of the possible legal complications) 

There are certain patients for whom surgical sex reassignment is definitely 
contraindicated (Hoenig, Kenna, & Youd, 1971; Randell, 1971). These include 
the more severe personality disorders, such as anankastic and antisocial person
ality, patients who are chronic alcoholics or are addicted to drugs, or who have a 
recividist criminal record, and, as already noted, patients with limited intel
ligence, or who are diagnosed as schizophrenic or severe and chronic affective 
psychotics. 

The surgical technique for transsexuals was perfected by Georges Burou of 
Casablanca. Unfortunately, no statistics are available as to the number of pa
tients he has operated on, nor is there any information on their subsequent 
postoperative course. Via the grapevine of the transsexual subculture, it appears 
that he must have performed hundreds, if not more operations. It is a great loss to 
researchers that no information is available on Burou's results, as it would have 
assisted enormously in establishing criteria for surgery. Also, his patients would 
have made an excellent control group to compare with those patients who went 
through the more orthodox channels of gender clinics. 

For the male-to-female transsexual, surgical sex reassignment consists of 
bilateral orchidectomy, after which the skin is peeled from the body of the penis, 
which is amputated high at the symphysis pubis. Next, the skin of the anterior 
abdominal wall is freed by blunt dissection and the scrotal and penile skin are 
shifted into a more appropriate anatomical position. The abdominal skin is 
secured in place by suturing it to the rectus abdominus muscle and tied over a 
button on both sides. The neovagina is created by inverting the penile skin, 
together with a skin graft, in order to provide adequate depth to the vaginal 
barrel. (There are, however, many other surgical techniques, including the 
autotransplant of part of the descending colon to form the neovagina. Although 
this procedure is not always successful, this latter method offers possibilities to 
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the patient who has undergone autopenectomy.) The vaginal cavity is packed 
and a small portion of the corpus spongiosum is left to simulate a clitoris. The 
scrotal skin is used to create the labia majora. Postoperatively, the patient must 
keep the neovagina patent by using two different sizes of stents. If these are not 
inserted correctly, the vaginal cavity will close. 

In terms of sexual satisfaction following surgical sex reassignment, the out
come varies widely, not only depending upon the success of the surgical reassign
ment technique, but also upon the psychological stability of the patient. Some 
male-to-female transsexuals claim that they are orgasmic; some even claim mul
tiple orgasms, whereas others report little, if any, sexual arousal, but state that 
the ability to "contain" a man's penis is sufficient gratification in itself. Some 
patients who experience orgasm claim that the feeling they experience postsurgi
cally is different from their orgasmic feelings as men. The latter is felt as an 
intense propulsive sensation situated at the tip of the penis, whereas the former is 
a more generalized "warm" feeling, a total body sensation building up gradually 
to a climax that resolves more slowly. Some patients report ejaculating a small 
amount of fluid during coitus. 

Postsurgical Complications 

The most common complaint is lack of vaginal depth. This occurs if the 
patient has not inserted the stent to an adequate depth to keep the vagina patent 
throughout its entire length. Occasionally, a stricture may form at the site of the 
skin graft. If the patient does not insert the stent sufficiently deeply to pass the 
point of stricture, the vaginal vault will close down. Hence, the importance of 
explaining to the patient the need for the constant use of the stent, particularly if 
the individual is not having regular dilatation of the vagina by coitus. 

Misplacement of the urethra during its transposition, so that the meatus is 
situated in such a position that the patient cannot micturate while seated is also 
fairly common. However, both problems (lack of depth to the vaginal barrel and 
urethral misplacement) are relatively simple to correct, though this requires a 
further minor surgical procedure. Stenosis of the urethral meatus may occur 
occasionally. More serious complications are rectovaginal fistula and deep-seat
ed infection of the abdominal muscles and/or the perineum. Unfortunately, 
concomitant with the former complication, contracture of the neovagina also 
tends to occur. These conditions require further surgical intervention, with more 
or less satisfactory outcome (Markland, 1975; Noe, Sato, Coleman, & Laub, 
1978). 

The Female-to-Male Transsexual Patient 

By the time the female-to male transsexual comes to surgery, he will have 
lived in his male gender role for at least 2 years and have undergone testosterone 



338 BETTY W. STEINER 

therapy for a minimum period of 1 year. As a result of the masculinization these 
patients undergo, they appear as very normal-looking males. 

One of the problems preoperatively is that the female-to-male transsexuals 
often undergo a rapid increase in weight when they commence on testosterone 
therapy. Patients are warned about this possibility and are encouraged to keep a 
close watch on their weight, to eat sensibly, to diet if necessary, and they are 
encouraged to take up active sports. It is of interest to note that many female-to
male transsexuals take up weight lifting or body contact sports such as karate, 
judo, and the like. This is an attempt to build up the body musculature so as to 
appear more masculine. 

The first operative procedure is the bilateral removal of breasts and con
struction of a male chest wall with transplantation of the nipples. If the mamma
ry tissue is small, then this may be removed through a periareolar "key-hole" 
incision, which leaves a minimum of scarring and disfigurement. However, if 
the breasts are too large, then a semicircular cut with a T-incision running up to 
the areola of the nipple is performed instead. Most patients are pleased with the 
postoperative results, though some require minor cosmetic surgery if one side is 
noticeably bigger than the other. At the end of a year following surgery, little if 
any scarring is seen. This applies particularly to the overweight patient whose 
remaining scar disappears in the line of fat across the chest wall. 

The patient is discharged from hospital usually within 2 or, at the most, 3 
days and instructed not to undertake any heavy lifting or manual labor for 2 to 3 
months so as to allow complete healing of the incisions. 

The second procedure is elective. It consists of panhysterectomy with re
moval of both fallopian tubes and ovaries. If the patient is considering the 
possibility of undergoing phalloplasty some time in the future, then a parame
dian incision is performed. Otherwise, if the transsexual is not interested in 
having a phallus, a bikini incision is made suprapubically, which is subsequently 
hidden by the pubic hair. The reasons for this elective surgery are partly because 
the patient requests it, and, in other patients with a family hilltory of carcinoma, 
such organs as the ovary, uterus, and cervix are just as well removed, as they will 
not be required for their normal reproductive function. 

Phalloplasty 

This may be done in a two-stage procedure (Noe, Sato, Coleman, & Laub, 
1978). The first is the construction of a bipedicled, midline, lower abdominal 
tubal flap of skin, which is subsequently freed at the upper end once a good blood 
supply to the pedicle is established. The patient may insert a removable pros
thesis, which allows the prosthetically erected neophallus to penetrate the vagi
na. A further stage is possible, though few patients wish to continue on with 
further surgery. This consists of the insertion of testicular prostheses, with fusion 
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of the labia majora to simulate a scrotum. However, infections may occur, the 
testicular prostheses may be extruded, and the fusion of the labia may lead to 
local infection through contamination by urine and vaginal discharge. 

Unfortunately, other complications occur with the construction of male 
genitalia for the female-to-male transsexual. Noe et ai. (1978) feel there is no 
indication for the use of a permanent prosthesis. In a movable organ (phallus) 
that is obtained from a tubular abdominal skin graft, extrusion of any foreign 
body or permanent implant is highly likely. Some surgeons note that the scarring 
and fibrosis that forms in the neophallus may provide enough rigidity for vaginal 
penetration to occur; however, within 6 to 18 months most of this rigidity has 
disappeared. Hence, the importance of using a removable prosthesis, which is 
inserted at the time of coitus. 

The Toronto clinic has performed four phalloplasties during 1981-1982, as 
a pilot project, to see whether the severe disfiguring scars and the cosmetic result 
at the end of 1 year following the completion of the two-stage surgery warrant 
continuing the procedure. To date, I tend to agree with Noe et al. (1978) that, 
although the constructed neophallus gives the patient satisfaction and he can use 
it for sexual penetration by inserting a baculum within the tube, there is a long 
way to go before the goal of creating a scrotum and implanting prosthetic testes is 
reached. 

It will be important to evaluate our four patients who have undergone 
phalloplastic surgery, in terms of their stability and their emotional and sexual 
satisfaction with their partners, and to compare them with those female-to-male 
patients who have not undergone this procedure. Many of the women with 
whom the reassigned female-to-male transsexuals live in stable and loving rela
tionships have repeatedly stated that they had had unsatisfactory sexual rela
tionships with men, and a few expressed frank dislike of a penis penetrating their 
vagina. One wonders how these women will feel about their partner's neophallus? 

Cosmetic Surgery 

It is interesting to note that no female-to-male transsexual has currently 
requested any cosmetic surgery. This request appears limited to the male-to
female transsexual, which is in keeping with the greater frequency of personality 
disorders such as narcissistic or histrionic types, which occur more frequently in 
males (Hoenig, Kenna, & Y oud, 1970b). 

The most frequent requests are for breast augmentation and laryngeal 
shave, with or without shortening of the vocal cords to bring the biological male's 
voice into a more feminine range. In addition, rhinoplasty, face lifts, removal of 
baggy eyelids, shortening of the lower jaw, and removal of facial lines by local 
injection are just some of the numerous procedures some male-to-female trans
sexuals wish to undergo. 
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NONSURGICAL MANAGEMENT OF PATIENTS 

The transsexual patient is said to be totally unamenable to psychotherapy 
(Baker, 1969). However, all patients who present or even are referred to a gender 
clinic are not necessarily transsexual. Some patients come who are psychotic and 
should be treated with the usual medication, whether it be major tranquilizers or 
antidepressants. Some may still show cross-gender wishes and behavior after 
recovery from their psychosis, but it would be our clinic's policy not to treat such 
psychotic patients. It is important that these recompensated psychotic patients 
have continuing psychiatric care with supportive psychotherapy and supervision 
of their medication by a physician who is not connected with our clinic. 

Some patients may present requesting surgery, but this desire is only tran
sitory (Newman & Stoller, 1974; Kirkpatrick & Friedmann, 1976). An acute 
crisis following loss of a parent may intiate such a request and emphasizes the 
need for the therapist to explore the factors that precipitate the patient's request 
for surgery (Bernstein, Steiner, Glaister, & Muir, 1981). Abel (1979) advises the 
therapist not to confront the patient with the unrealistic request for surgical sex 
reassignment, but rather to concentrate on the factors leading up to the request 
and to help the patient resolve these factors. 

Barlow and his colleagues (Barlow, Reynolds, & Agras, 1973; Barlow, Abel, 
& Blanchard, 1977) report on the results of behavior modification therapy and 
claim a successful change of gender identity in a diagnosed transsexual. Shtasel 
(1979) also used behavior modification to treat a biological female transsexual 
after an intensive exploration of the underlying psychodynamics of the case, 
which revealed an underlying homophobia. This appears to be a recurring and 
an important dynamic, especially in the biological female. 

Although recommendations may be made that the patient enter either 
intensive, integrative, or supportive psychotherapy, many patients choose not to 
do so, because they envisage any type of psychotherapeutic intervention as an 
obstacle to obtaining their goal of surgical reassignment. Obviously, it is not 
possible for any large gender clinic to carry in therapy all the patients seen for 
evaluation. It is, therefore, important that patients be referred to other psychia
trists, expecially as distance from the clinic may be a realistic factor. Unfortu
nately, there are many psychiatrists who do not wish to treat this type of patient. 
Admittedly, they are not an easy group to treat but, putting aside one's own 
prejudices and preconceptions, they are a therapeutic challenge to the empathic 
therapist. 

UNUSUAL CASES 

Certain groups of patients present the therapist with difficul t and specific 
problems that call for different management, even if the patient is diagnosed as a 
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gender disorder, or even transsexual. The heterosexual male transvestite who 
requests some feminization but wishes to maintain his marriage at the same 
time, the adolescent transsexual, and the transsexual who is incarcerated m 
prison are special examples of problems requiring different management. 

Hormone Therapy in Heterosexual Male Transvestites 

It has been suggested (Benjamin, 1966) that small doses of estrogen may 
alleviate the anguish of those patients who originally would be diagnosed as 
transvestites, but who subsequently, frequently in middle age, develop increasing 
cross-gender wishes and desires and come to a gender clinic requesting surgical 
sex reassignment (Steiner, Satterberg, & Muir, 1978). In terms of erectile and 
ejaculatory ability, it is important that those males who are experiencing coital 
activity with a partner "monitor" their intake of estrogen so as to maintain their 
ability to have satisfactory coitus. Many of these men suffer from premature 
ejaculation and have a high sex drive, so that decreasing the speed of the arousal 
pattern actually has a beneficial effect on their sexual relationship. Certainly, the 
majority of partners are gratified by the prolongation of their sexual contact, 
which allows the woman a greater chance of being orgasmic. 

Morgan (1978) has argued that the use of estrogen therapy is yet another 
element that increases the "transsexual imperative." I disagree with Morgan and 
feel that, in very carefully selected cases, with adequate informed consent as to 
the changes and possible side effects the patient may experience, small doses of 
estrogen are very helpful in treating the older transvestite who moves in the 
transsexual direction in his middle years and requests surgical reassignment. This 
patient's compulsion to cross-dress becomes all-consuming, and he constantly 
ruminates about his feelings of femininity and his desire to become a woman, to 
the point that it interferes with his functioning both at work and at home. These 
ruminations are accompanied by increasing depression as the patient becomes 
more aware of increasing cross-gender wishes and of the unreality of his desires to 
"become a woman" and still maintain his marriage. It is at this point that he 
usually seeks help. 

. If the patient is legally married, the consent forms for hormones both for the 
patient and his spouse must be discussed, fully explained to all parties con
cerned, and signed, in order to avoid any legal complications (See Appendixes A 
and B). Some authorities believe that the use of estrogens, in minimal doses, will 
differentiate between the transvestite and the secondary (heterosexual) transsex
ual. The former will experience much reduction in his anxiety level, with a 
corresponding improvement in his depressed mood, his ruminative thinking 
around femininity, and his desire to cross-dress, whereas the latter will have 
enhanced feelings of "becoming a woman" and will consolidate more clearly 
into a transsexual framework. 

With the correct preparation, the patient will show minimal feminization 
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but have maximum emotional improvement. Estrogens have a remarkably anx
iolytic and thus tranquilizing effect, and the patients express a feeling of "inner 
peace and contentment" never previously experienced. Apart from some 
gynecomastia and a decrease in sexual drive, the feminizing effects are minimal. 
Some patients claim there is an increase in fineness of hair growth and softening 
of the skin, but this is probably more psychological than physical. 

It is important to include the patient's partner, not only in understanding 
the rationale of estrogen therapy, but also to involve the couple in marital 
counseling. If the partner can become more flexible and tolerant in her attitude 
to her husband's cross-dressing, a contract may be agreed upon whereby the 
patient cross-dresses fully in private and his wife tolerates his wearing some 
women's undergarments during the day. It is essential to emphasize to the couple 
that the patient should never allow his children, however old they may be, to see 
him cross-dressed (even though at this stage, cross-dressing has lost all erotic 
value for many patients and only decreases their level of anxiety). 

Blood testosterone levels are monitored regularly, with an initial baseline 
before commencing therapy, and at regular bimonthly or quarterly intervals 
thereafter. On discontinuing medication, blood testosterone levels should be 
repeated until the testosterone has reached its pretreatment, or normal, level, 
which usually occurs within 1 or 2 months following discontinuation of the 
administration of estrogen. 

Of the 580 male patients who have been assessed at the gender identity 
clinic in Toronto, 12 have received this type of estrogen therapy. A daily log is 
kept by the patient as to the strength of his sex drive, his feelings of femininity, 
his desire to cross-dress, and his variations in mood. Eleven patients were placed 
on norgestrel and ethinyl estradiol, one tablet daily, whereas the 12th patient was 
prescribed ethinyl estradiol 0.05 mg twice a day by the endocrinologist. 

Three of these patients recognized the unreality of their expectations "to be 
a woman" and have accepted their maleness. One of them (not a heterosexual 
transvestite) has settled into a stable homosexual relationship of some years 
duration. All three (never married) have discontinued estrogen therapy for peri
ods of time varying from 6 months to 5 years. Of the remaining nine males, five 
are currently divorced or separated, whereas four still maintain their marriage. 
Eight of the nine males wear some piece of women's clothing under their men's 
clothes, usually panties or pantyhose, and less frequently, a brassiere. All nine 
claim a decreased desire to cross-dress, an increase in their feelings of femininity, 
and an improvement in their depressed mood. It is of interest that the patient 
receiving ethinyl estradiol was one of the three males who came to accept his 
masculinity and discontinued therapy on his own initiative. One may speculate 
as to why the three men who were single and had never cohabited with anyone 
should be the ones who came to accept their male role and to appear content to 
do so without hormone therapy. One may postulate that those men who co-
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habited with or were married to women chose just the type of woman who may 
covertly give a double message to her partner, allowing him to cross-dress for her 
own emotional needs. Unlike the partners of the female-to-male transsexuals, 
who are very feminine, the women who relate to heterosexual (transvestitic) 
males usually have a poor self-image and do not consider themselves physically 
attractive or desirable as women. 

The Adolescent Transsexual 

Adolescence is classically the time of life when one struggles with issues of 
personal identity as well as sexual and gender identity. The suicide rate for 
adolescents is high between the ages of 18 and 20 years (Newman, 1970). 
Certainly, many of the late adolescents seen in the Toronto clinic give a history 
of one or even repeated suicide attempts, most frequently by overdosing or wrist 
slashing. Whether these attempts are meant to succeed is immaterial, because 
the very act itself is a cry for help. 

The therapist's intervention is critical at this stage. He or she must try to 
establish a relationship of trust with the adolescent, and, at the same time, act as 
a buffer between the patient and the family. The latter need much support and 
should be allowed to ventilate their hostility and anger, but at the same time they 
must begin to work through their guilt feelings. There is much guilt on both 
sides, with the parents feeling that they have "failed somewhere"; otherwise, the 
cross-gender wish would not have evolved and their child would be "normal." 
The adolescent, on the other hand, is very aware of the pain and torment the 
cross-gender wishes and behavior cause the family. 

It is important to involve the family and to recognize the transsexual's agony 
early in management. Some workers (Green and Money in Open Forum, 1978) 
believe that adolescent transsexuals should be allowed to take certain reversible 
steps in attempting to establish their cross-gender identity. As part of Money's 
"real life experiment," they may change schools, live a trial period both at home 
and in public, and experience whether the cross-gender role is really what they 
desire. This is not always an easy task to undertake, as not only the family but 
also the school need to be understanding, accepting, and cooperative in helping 
the adolescent live and pass in his or her chosen gender. It has even been 
suggested by Green (Open Forum, 1978) that estrogen therapy may be given to 
the adolescent boy to slow down growth, thus allowing the boy to pass more 
easily as a female. Money (Open Forum, 1978), on the other hand, suggests 
using an antiandrogen, which will also slow down pubertal development but 
without causing any feminization, for example, gynecomastia. These hormone 
treatments, however, raise ethical issues and require informed, written consent 
by the parents to ascertain that they understand exactly what the rationale is for 
such therapy. 
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In my opinion, there is no final answer to the problem of the adolescent 
transsexual. It may seem inhumane to place obstacles in the patient's pathway. 
If, however, a good rapport is formed between the patient and the therapist, then 
a psychotherapeutic contract may be drawn up, with the understanding that the 
goal of therapy is not to alter the patient's cross-gender wishes, but rather to help 
the patient to understand better the reasons for them by exploring underlying 
psychodynamics. In this way, the adolescent is given time to investigate other 
areas that may impinge upon his or her problem and to mature and stabilize 
emotionally. Parallel with therapy, there must be rehabilitative planning and 
career training, so that the adolescent transsexual may plan for the future. 

Transsexuals in Prison 

The transsexual who has been completely surgically reassigned or who has 
undergone partial feminization or masculinization presents a special problem 
when incarcerated in the penitentiary system. Hoenig, Kenna, and Youd 
(l970b) found criminal behavior and antisocial personality disorders in 47% of 
their cases of transsexualism. Their report is based on a total of 60 cases evaluated 
in the university Department of Psychiatry, Royal Infirmary, Manchester, En
gland. Their sample consisted of 46 biological males and 14 biological females. 
Although prostitution was only found among the male patients and occurred in 
31 % of the sample, it is of interest that the number of women offenders who had 
a history of criminality and antisocial personalities is not much lower than the 
men, namely 35% of women as compared with 37% of men. 

It is the clinic's position that a diagnosis of transsexualism is a necessary but 
not a sufficient condition for us to recommend irreversible surgical sex reassign
ment, and our philosophy is that these procedures be offered only to such 
patients as can profit by it by establishing productive, socially acceptable life
styles. Patients in whom such an adaption would be unlikely, for example, 
because of mental retardation or psychosis, and so forth, are not considered 
suitable candidates for surgery, even if they have been diagnosed as transsexual. 
This policy extends to recidivist offenders as well. 

Since the fall of 1981, the Toronto clinic has been under contract with the 
Director General of The Correctional Services of Canada to evaluate those 
incarcerates who present with symptoms of cross-gender identity. The biological 
males present a particular management problem in that they enter the penitenti
ary system with varying degrees of feminization. 

We have suggested that an overall policy for incarcerates would be to 
"freeze" inmates at the stage of feminization or masculinization that they may 
have attained at the time they entered the penitentiary system. The following 
points should be considered. 

First, those male prisoners who claim to be transsexual without having 
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undergone any feminization and who cannot verify that they were under the care 
of a registered medical practitioner prior to incarceration should be admitted to a 
men's prison. Dress and behavior that are compatible with a diagnosis of trans
sexualism should be permitted at the discretion of the institution, providing a 
diagnosis of transsexual ism is confirmed by a psychiatrist. No physical interven
tion for feminization would be recommended. This would be subject to review 
in the future. 

Second, the prisoner who has undergone vaginoplasty should be admitted 
to a women's prison. Continuing hormonal care should be given under medical 
supervision, for example, one tablet ethinyl estradiol 0.05 mg three times a day. 

Third, the male prisoner claiming to be transsexual and who was receiving 
hormone therapy prescribed by a registered practitioner prior to incarceration 
should continue on hormone therapy under medical supervision while incarce
rated, provided such prior hormonal treatment can be verified. A consent form 
outlining the expected changes from hormonal therapy and possible complica
tions should be signed by the inmate (see Appendix A). 

Fourth, the male prisoner who has undergone castration, by whatever 
means, should have the same privileges as indicated in the first recommenda
tion. In addition, if the inmate was not on estrogen hormones prior to incarcera
tion, hormone therapy (tab ethinyl estradiol one tablet three times daily) is 
indicated on medical grounds, that is, to control hot flashes, to prevent os
teoporosis, and so forth. 

Fifth, the biological male inmate with male genitalia but with breast aug
mentation is the most difficult case to decide with regard to recommendations for 
management. It may appear inhumane to block someone at this stage, but it is 
impossible for these individuals while incarcerated to demonstrate that they can 
live and function successfully in society in their chosen gender. Therefore, they 
should not proceed to irreversible surgery. 

Sixth, although surgical sex reassignment should not be performed while an 
inmate is incarcerated, corrective surgery would be recommended when it is 
medically desirable to correct prior surgical procedures that are deemed un
satisfactory, for example, inadequate vaginal depth, cosmetically unsatisfactory 
perineum, and the like. Cosmetic surgery per se should not be performed on any 
inmate, because it anticipates an end result that may not eventuate, that is, that 
the individual will ultimately undergo surgical sex reassignment. 

Seventh, if at the time of his incarceration or any subsequent stage of 
feminization, an inmate is on medically prescribed estrogens, he should be 
allowed to undergo electrolysis, providing he has funds to pay for such a pro
cedure himself. 

The same principles would apply to the biological female inmate as well as 
to the male. She should be "frozen" at whatever stage of masculinization she has 
achieved at the time of her incarceration. If she is receiving testosterone orally or 
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parenterally, which has not been prescribed by a registered physician, this hor
mone should be discontinued. She should then be admitted to a women's 
prison. If the inmate is receiving testosterone prescribed by a registered physi
cian, she should continue with such therapy, that is, testosterone enanthate 200 
mg given intramuscularly every 2 weeks, but she should be admitted to a wom
en's prison. If the inmate has undergone bilateral removal of the breasts with 
reconstruction of the chest wall in the male contour, has had panhysterectomy, 
and has been passing in society as a man, the inmate should be admitted to a 
men's prison and continue with testosterone therapy. In the latter case, special 
security would be necessary to separate the inmate from the general population 
as the individual could still be raped intravaginally. 

The Partial Transsexual 

Blank (1981) uses the term partial transsexual to indicate a male who has 
received estrogen therapy and undergone castration. These include males who 
have castrated themselves, some of whom may be psychotic (Lowy & Kolivakis, 
1971; Meerloo, 1967). Men who perform autocastration almost invariably flush 
their testes down the toilet, burn them, or use some other method whereby the 
testes are irrevocably destroyed. 

It is particularly important, on purely medical grounds, that those biological 
males who are castrated have estrogen replacement therapy, not, as is so often 
prescribed by the "fringe" medical practioner, in unnecessarily high doses, but at 
the correct therapeutic level sufficient to control hot flashes and the development 
of osteoporosis. 

Some autocastrates cut off the penis at the base where it lies juxtaposed to 
the symphysis pubis. In these cases, there is no tissue left with which to create a 
neovagina. There are two such patients in our clinic, who cross-dress and live as 
very feminine-appearing women. They are both antisocial personalities and ply 
their trade in the no-man's-land between the authentic homosexual community 
and the transsexual life-style. 

In conclusion, the management of the patient with a gender disorder pres
ents many unique and difficult problems to the physician, be he or she an 
endocrinologist, internist, psychiatrist, or surgeon. The difficulties that these 
patients present are more than offset by their response to an empathic and 
understanding physician who assists them in clarifying their gender identity and 
helps them to establish a new and more fulfilling life. 

ApPENDIX A: INFORMATION ON TREATMENT WITH ESTROGENS 

Your physician---has recommended that you be treated with the female hor
mone---. Estrogens are female hormones that are mainly concerned with the devel
opment and maintenance of secondary female sex characteristics. 
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As a result of estrogen therapy, you may experience a redistribution of body fat 
around the hips, shoulders, and neck as well as a slight decrease in the growth of face and 
body hair with some redistribution in the female contour. Mild to moderate enlargement 
of the breasts (gynecomastia) occurs, and in addition there is quite a marked decrease of 
sexual drive, often with the inability to maintain penile erections, and a decrease in 
orgasmic potential. If you should discontinue hormone therapy, all these feminizing signs 
will disappear, and you will revert to your normal biological state. 

You may have side effects from this medication including nausea and vomiting, 
headaches, dizziness, weight gain, water retention, an increase in blood pressure, and 
changes in skin (i. e., acne, rashes). Cholesterol levels may also increase. It is believed that 
these side effects are reversible on stopping the drug. There is a slight increase in the risk 
of thromboembolic disorders (blood clots, thrombosis). Some patients may experience 
depression and other mental changes. Benign hepatic tumors have also been reported. 
Cancer of the breasts has been reported in a few male-to-female transsexuals after pro
longed use of estrogens. 

Although estrogens have been used for several years, the possible long-term effects 
are not known, and you are therefore taking a risk in accepting this treatment. Having 
carefully weighed and considered the potential harmful effects against the advantages of 
estrogen treatment, you may be required to make a written undertaking that you fully 
accept treatment with estrogens as recommended by Dr.---. 

Patient's Consent Form 

I have read the information given above on treatment with estrogens and have under
stood it to my satisfaction. I have been given an opportunity to ask any questions I wish. I fully 
accept treatment with estrogens, as recommended by Dr.---. and reserve the right to 
discontinue such treatment at any time without forfeiting any rights to future care. I agree to 
have regular blood tests as prescribed by my physician. 

Signature _____________ _ 
Witnessed By ____________ _ 
Date _______________ _ 

ApPENDIX B: INFORMATION ON TREATMENT WITH ESTROGENS 

Your spouse's physician has recommended that he be treated with the female hor
mone-. Estrogens are female hormones that are mainly concerned with the devel
opment and maintenance of secondary female sex characteristics. 

As a result of estrogen therapy, a redistribution of body fat around the hips, shoul
ders, and neck may be experienced as well as a slight decrease in the growth of face and 
body hair with some redistribution in the female contour. Mild to moderate enlargement 
of the breasts (gynecomastia) occurs, and in addition there is quite a marked decrease of 
sexual drive, often with the inability to maintain penile erections, and a decrease in 
orgasmic potential. If hormone therapy is discontinued, all the feminizing signs will 
disappear, and your spouse will revert to his normal biological state. 
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Side effects from this medication may be experienced, including nausea and vomit
ing, headaches, dizziness, weight gain, water retention, an increase in blood pressure and 
changes in skin (e.g., acne, rashes). Cholesterol levels may also increase. It is believed 
that these side effects are reversible on stopping the drug. There is a slight increase in the 
risk of thromboembolic (blood clots, thromobosis) disorders. Some patients may experi
ence depression and other mental changes. Benign hepatic tumors have also been re
ported. Cancer of the breast has been reported in a few male-to-female transsexuals after 
prolonged use of estrogens. 

Although estrogens have been used for several years, the possible long-term effects 
are not known and your spouse would therefore be taking a risk in accepting this treat
ment. Having carefully weighed and considered the potential harmful effects against the 
advantages of estrogen treatment, you may be prepared to make a written undertaking that 
you fully accept treatment with estrogens for your spouse, as recommended by Dr.---. 

Spouse's Consent Fonn 

I have read the information given above on treatment with estrogens and have under
stood it to my satisfaction. I have been given an opportunity to ask any questions I wish. I fully 
accept treatment with estrogens for my spouse as recommended by Dr.---

Signature _____________ _ 

Witnessed by ____________ _ 
Date _______________ _ 

ApPENDIX C: INFORMATION ON TREATMENT WITH ANDROGENS 

Your physician Dr.---has recommended that you be treated with the male 
hormone---. Androgens are male hormones that are mainly concerned with the 
development and maintenance of secondary male sex characteristics increasing bodily 
masculinization as well as the intensity of sexual appetite and responsiveness. 

As a result of therapy with androgens you may experience a redistribution of body fat 
with thickening of the neck and shoulder girdle, increased growth of body and facial hair, 
and an enlargement of the clitoris that produces increased sexual drive. Over a period of 
weeks there is a deepening of the voice into the male range. As ovarian function is 
suppressed, menstruation may cease and breast size may decrease slightly. If you discon
tinue this medication, all these masculinizing signs will disappear except for the mas
culinization of your voice, which is usually permanent. 

You may also experience side effects from this medication, including weight gain, 
increased bone growth, water retention, skin changes (e.g., acne) and an increase in blood 
vasculature of the skin. On prolonged use, liver disturbances in the form of hepatitis with 
jaundice as well as cancer (carcinoma) have been reported. 

Although androgens have been used for several years, the possible long-term effects 
are not known, and you are therefore taking a risk in accepting this treatment. Having 
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carefully weighed and considered the potential harmful effects against the advantages of 
androgen treatment, you may be prepared to make a written undertaking that you fully 
accept treatment with androgens as recommended by Dr.---. 

Patient's Consent Form 

I have read the information given above on treatment with androgens and have under
stood it to my satisfaction. I have been given an opportunity to ask any questions I wish. I fully 
accept treatment with androgens, as recommended by Dr.--- and reserve the right to 
discontinue such treatment at any time without forfeiting any rights to future care. I agree to 
have regular blood tests as prescribed by my physician. 

Signature ______________ _ 
Witnessed by ____________ _ 
Date _______________ _ 
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The clinician who works in the area of gender disorders will occasionally have to 
deal with the partners of patients as well as the patients themselves. The purpose 
of this chapter is to acquaint practitioners with the types of partnerships that they 
are likely to encounter. A relationship is defined here as a stable union with a 
partner that lasts for a minimum of 6 months and that is accompanied by feelings 
of emotional attachment together with the tendency to maintain some ex
clusivity of involvement, such as living as a "married couple," "going steady," 
and so on (Steiner & Bernstein, 1981). 

All authorities report that the female-to-male transsexual tends to form a 
stable, long-term relationship with a same-sex partner, though both partners 
view their relationship as heterosexual. Pauly (1974a) suggests the use of the term 
heterogenderal to describe this relationship. This is in contrast to the homosexual 
transsexual male, whose relationships tend to be of shorter duration and are more 
frequently sexual in nature. They are therefore more unstable and more short 
lived. Also, there is usually much less emotional attachment to the partner. 

Huxley, Kenna, and Brandon (1981a) compared a paired group of transsex
uals (having a partner in a relationship) with an unpaired group. They found that 
approximately 50% of a group of 72 transsexuals lived with a partner (26 of 55 
male-to-female transsexuals and 9 of 17 female-to-male transsexuals). Forty 
percent of the group of 35 paired transsexuals had married, but most of these 
marriages ended in divorce or separation. Those with partners were rated as 
being more stable emotionally and had a better employment record, especially 
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those who changed their gender on their (British) National Insurance Cards in 
order to obtain employment (Hoenig & Kenna, 1970). 

In recently evaluating the patients in our clinic, we found that 65 % of the 
biological females were in stable relationships whereas only 36% of the biological 
males were in similar partnerships. These figures are comparable with those 
previously reported by Steiner and Bernstein (1981). 

HOMOSEXUAL TRANSSEXUALS 

If we look at the male-to-female transsexual, we find that those males who 
are homoerotic prior to surgery maintain the same erotic object choice following 
surgery; that is, they are in a relationship with a biological male who relates to 
them as a "normal" female. Some partners may be aware that the mate is 
transsexual and has undergone surgical sex reassignment. However, most male
to-female transsexuals insist on relating to a "straight" male, and both see the 
relationship as "heterosexual." Green (1974) writes that the men who fall in love 
with and/or marry male transsexuals have by and large only known their partners 
as women. 

This finding is supported by a recent study (Blanchard, Clernmensen, & 
Steiner, 1983) that found that the single most important factor affecting same-sex 
gender-appropriate partner relationships was that the transsexual had undergone 
vaginoplasty. Because the stated goal of the male-to-female transsexual is a 
"heterosexual" relationship, it is not surprising that postoperative transsexuals 
would be more able to maintain such relationships. The following vignette is an 
example of a male-to-female transsexual and her partner. 

Janet and Jim 

Janet, aged 32, is a male-to-female transsexual who underwent assessment at the 
clinic and subsequently surgical sex reassignment to years ago. She met Jim prior 
to surgery, and he was aware of the fact that she was a biological male transsexual. 
Janet is the eldest of 10 children born to a Roman Catholic family and raised in a 
small community on the West Coast of Canada. From a poor socioeconomic 
background, she attended university on scholarships and her own initiative. There 
she experienced discrimination partly due to her background and partly because 
she was "different." She fitted into neither the heterosexual nor the homosexual 
society. She quit university in her final year and, with very little money, hitchhiked 
across the continent to Toronto, because she had heard of the gender identity 
clinic. 

Twenty years old when first seen, Janet was attempting to establish her cross
gender identity and had obtained work as a salesgirl. She had had one or two 
homosexual encounters, but always took the passive role and never enjoyed these 
sexual experiences. She gave a typical history of thinking she was born with the 
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"wrong body" and had cross-gender wishes and behavior since a very young age. In 
fact, as long as she can remember, she was given the "mother" role in the family, 
to cook, clean, and take care of her younger siblings, because her mother was 
unavailable, either working to supplement the family income or having another 
baby. Her father, a drunken fisherman, was rarely home except just long enough to 
impregnate her mother. When he was home, he was frequently violent toward the 
mother when he had been drinking, and Janet tried to defend her mother from his 
violence. The parents quarreled more over Janet than any other child in the family. 

Janet had succeeded in establishing her cross-gender role as a woman wher; 
she met Jim, who is 5 years her junior. Jim, now 27 years old, is well established in 
an upper middle class profession. He is the only child of indulgent parents. He had 
rarely dated girls prior to meeting Janet. He had two "one-night stands" with a 
homosexual and no prior heterosexual experience. He thought Janet was a "normal 
girl" and did not know her true identity until a few weeks after their first meeting. 
They began living together and having anal intercourse, with Jim being the pen
etrator. Janet did not allow Jim to touch her genitalia prior to surgery. Both 
fantasized having sex in a normal heterosexual relationship, invariably in the 
"missionary" position with Jim lying superiorly. 

Following surgery, Janet met Jim's family, who do not know that she is 
different from any other girl. They were married in a civil ceremony 8 years ago. 
They have bought an old house in the country, where they live together very 
happily. Janet's dream of a "home with roses around the door" has almost come 
true, and she has given up her job and is now a full-time wife and homemaker. 
Neither of them has any wish for children. With her change in gender role, Janet 
has progressed from a very passive individual to a relatively assertive female who 
runs the household. Their relationship has lasted 10 years now and appears to be as 
stable as any heterosexual relationship of a similar duration. 

All transsexual biological females are homosexual in erotic object choice, 
and all of them wish to have a penis, though most are aware of the difficulties 
involved in such a procedure. McCauley and Ehrhardt (1980) looked at the role 
sexual arousal and behavior play in confirming or resolving gender-identity 
confusion and compared 15 female-to-male transsexuals with a matched sample 
of 15 lesbians. They found that the lesbians fantasized being with another wom
an, whereas the transsexual females fantasized being a man making love to a 
woman. They reported that just over 50% of the lesbians had experienced het
erosexual intercourse prior to their first homosexual relationship and that the 
balance of the lesbian subjects had engaged in heterosexual activities, including 
necking and petting, that are common to most heterosexual relationships. In 
contrast, nearly 75% of the female transsexuals reported that their first sexual 
experience occurred in middle to late adolescence with a woman as the sexual 
partner. Blanchard and Steiner (1983) report a positive correlation between 
involvement with a partner and gender reorientation, which implies that the 
latter is accompanied by improved psychological and social adjustment. 
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The following is an example of a female-to-male transsexual who has been 
living with a woman for 18 years. 

Ron and Alice 

Ron, a biological female, is now 35 years old, but was first seen in our clinic at age 
22. He claimed he had always "known" he was born into the wrong sex and hated 
his female body. He was always a tomboy and mixed with boys rather than girls. 
His mother persuaded him to marry in the hope that it would "cure" his mas
culinity and make Ron into a "proper woman." Ron married at age l7 and became 
pregnant at the same time. The wedding night is still remembered as a nightmare. 
Both he and the husband were drunk at .the time. Ron left his husband when he 
was 6 months pregnant and ultimately sought divorce after giving birth to a baby 
boy. Following the birth of the baby, Ron met Alice, 8 years his senior, who was 
living with her husband and six children at the time. Alice took pity on Ron and 
the baby and invited them to live with her and her family. Alice's husband had no 
objections and very shortly afterward, Alice left the matrimonial bed and went to 
sleep with Ron. This was the first homosexual relationship for both of them. It was 
emotionally and sexually very satisfying. The husband left the family, and Ron and 
Alice have been living together ever since with their seven children. 

Ron has been very successful in his business and has opened a chain of 
hardware stores across the city. Alice runs the office and financial side of the 
business and both work very hard. Although they have lived together for l8 years, 
the relationship has not always been a happy one. Alice became the dominant 
partner and has run Ron, the family, and the business with a rod of iron. Ron has 
showered her with all the material goods she could want, including a large country 
home complete with a swimming pool, not to mention a number of expensive cars 
and jewelry. Yet Alice craved the one thing Ron was unable to give her-namely a 
child. They discussed getting Ron's brother to imp regnant Alice via artificial in
semination but were never able to agree on this. Now it is too late, as Alice is 43 
years old. 

Ron has put on much weight and drinks excessively. One son (Alice's child) is 
openly homosexual, and one son (Ron's child) is very effeminate. Yet, in spite of 
their difficulties, Ron and Alice have sustained each other through Ron's mas
culinization and subsequent surgical sex reassignment and through the continuing 
crises within the family. 

All the children in the families involved are born either to the partner in the 
relationship, or more infrequently, to the female-to-male transsexual. Contrary 
to the reports of other authors where children are involved, our fernale-to-male 
patients adopt a strong paternal role and are viewed by the children as a rather 
dominant male figure. The following is an excerpt from a taped interview with 
Ron and Alice when they are discussing their children. 
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THERAPIST: One of the things that I think has been a problem, from what I can 
understand, is the disciplining of the children. What is your philosophy on 
that point? Being strict or lenient or what? 

RON: Well, we got one little fella. I've tried everything. 
THERAPIST: Which one? 
RON: Mike. I talk to him until I'm blue in the face. 
THERAPIST: How old is he? 
RON: Thirteen. He's hard to handle. 
ALICE: He would be the same no matter who he was with. He was the same since 

the day he was born. He believes that he will do as he pleases when it pleases 
him. 

THERAPIST: You don't worry about it. Ron seems to worry about it more perhaps 
because being the male figure in the family, he feels more responsible? 

ALICE: No. I'm not that worried about it. I used to when he was smaller, but not 
now. If you go up to talk to his schoolteachers, they love him right to death; 
he's the funny boy in the room, he has a million friends ... whereas the 
oldest boy picks and chooses. This fella, he's got a million friends. Everybody 
loves him. But he's not ... I don't worry about it as much because I figure 
well, this is him. Everybody has tried to talk to him and tried to change him 
and tried everything. But Mike will do as he pleases. 

THERAPIST: Tell us what the other boy is like. 
ALICE: Well, he's God's gift to mothers. He is something else. I'll tell you. Isn't he? 
RON: Jimmie always followed his mother. He does everything that his mother 

does. I guess I thought he was going to turn out to be a homosexual ... I 
really did. 

THERAPIST: How old is he? 
RON: He is 15. He'll be 16 this year. But he idolizes his mother. He always has. 

Everywhere he went, he went with his mother. He'll even sit like his mother. 
Puts his hands like his mother. He'll eat ... oh. When he got to high school, 
all the kids started noticing it, and they all called him a queer. So he comes 
home and he told me. He didn't want to go back to school. So we talked it out, 
and he had the long hair style, so I took him to the barber and we got his hair 
cut and went and bought him new clothes with the baggy pants and all that 
stuff. Every time I see him putting his hands like that to eat, I'd look at him, 
and now he eats this way, you know. He's really coming along good. There's 
no way that he's homosexual. But it's just that he used to take after his mom 
all the time. 

Green (1974) writes that the female partners of the female-to-male transsex
uals are primarily heterosexual in their previous relationships. For them the 
experience with their transsexual partner is the first "homosexual" (i.e., the same 
biological sex) relationship that they have ever experienced. However, as pre
viously stated, they perceive the transsexual as male. Usually, they have had 
unsatisfying or even traumatic relations with men, despite the fact that fully 73% 



356 BETfY W. STEINER 

of partners studied reported being orgasmic with their boyfriends. The majority, 
85% in our study, are very feminine, pretty women (Steiner & Bernstein, 1981) 
who wish to have a husband and children but with a "penisless" man. Both 
partners adopt very stereotyped roles as "husband and wife." Pierce, Pauly, and 
Matarazzo (1982) reported similar findings in their study of the marital, sexual, 
and psychological adjustment of the wives and girlfriends of 18 female-to-male 
transsexuals. 

Contrary to Pauly's (1974b) findings, which suggested that the female-to
male transsexual has no desire for, nor interest in, the parental role, Steiner and 
Bernstein (1981) found that the female-to-male transsexual adopts a strong pater
nal role. In 41 % of cases, the transsexual "chose" a partner, or was attracted to a 
partner, who already had children, and in 93% of these relationships adopted a 
strong paternal role. In this way, the transsexual stepped into the paternal role in 
a ready-made family, thus emphasizing his masculinity and showing society that 
he could "father" a child. 

There are other female transsexuals with partners who desire to have babies, 
and a few have undergone artificial insemination. Such an example is Gordon 
and Gail. 

Gordon and Gail 

Gordon is a 26-year-old surgically reassigned female-to-male transsexual who went 
through a civil marriage ceremony with his 20-year-old biological female partner, 
Gail, 2 years ago. Gordon is a professional engineer who is successful in his career 
and whose middle class family, including his parents, accept his transsexualism. 

Gail was only 16 years old when she met Gordon, whom she thought was a 
normal biological male due to his masculinization by testosterone therapy. Al
though Gail was very young, she had had several sexual experiences with men, but 
was not orgasmic with them. In fad, she found the relationships at times unpleas
ant, although emotionally she was very involved with at least two of the men. With 
Gordon, Gail expresses great satisfaction with their relationship both emotionally 
and sexually. She also claims that she did not know that Gordon was not a 
"normal" male until he told her he was a transsexual, but she states that she has 
always seen Gordon as a man. Her greatest desire was to have a baby. 

One year ago they found a gynecologist who would perform artificial insem
ination using a sperm bank, provided Gordon gave a written undertaking that he 
would support the child until age 18. Three months ago, Gail, having been 
successfully inseminated, gave birth to a little girl. One wonders what the future 
holds for this baby whose father is a "penisless man." The possible implications and 
meaning to a child of such parentage will be discussed more fully in the concluding 
chapter of this book. 
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HETEROSEXUAL TRANSSEXUALS AND TRANSVESTITES 

Transvestism is generally thought to occur only in men. However, Stoller 
(1982) writes of three such cases in females. The first example he quotes from a 
report on a patient of Gutheil (1930). In the second case, the information was 
obtained through correspondence from the woman herself, who wrote to Stoller, 
but whom he never met, and the third case was a patient of Stoller's on whom he 
has already reported in extensive detail. The basis for his conclusions is rather 
shaky, and he has no answer as to why these women used men's clothes for erotic 
arousal. 

On the other hand, transvestism does occur in men. The difference be
tween the transvestite and the transsexual is that the former values his penis and 
derives pleasure from it, whereas the latter has totally decathected his genitalia. 
The transvestite usually commences cross-dressing around 10 to 12 years of age 
and has no desire to become a woman. He derives sexual satisfaction from 
putting on women's garments, especially slips, panties, and pantyhose. When 
cross-dressed he may, but not invariably, masturbate in front of a mirror, es
pecially if he is a narcissistic personality. Transvestites are always heterosexual. 
For a detailed description of transvestism, see Langevin (1983). There is, howev
er, a group of cross-dressers, usually married with a family, who come to our 
clinic in their 40s and later years, insisting that they have always envied women 
and wanted to be women, and requesting feminization "before it is too late." At 
the same time, they do not wish to give up their marriages. Although most report 
that cross-dressing was initially sexually arousing, over time the erotic compo
nent to their cross-dressing disappeared, and they just feel "more myself' in 
women's clothes. 

According to Stoller (1967), the women who marry or form relationships 
with transvestites fall into three categories: 

The Male Haters. These women tend to cross-dress a young male child in 
girls' clothes without the boy starting this behavior spontaneously. As women 
they are competitive, angry, hate all males, and take every opportunity to de
grade them. 

The Succorers. These women do not initiate the cross-dressing but will 
support and encourage their partners in this behavior, suggesting improvements 
in clothes, makeup, and hair styles until, from looking like gross parodies of 
women, the partners become normal-appearing women who pass successfully in 
public as females. 

The Symbiotics. This third group are mothers of boys who are compulsively 
compelled to dress in girls' clothes at a very young age. These women are 
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frequently bisexual and as children were tomboys themselves. They closely re
seI1!ble Stoller's description of the mothers of young transsexual boys. 

Wise, Dupkin, and Meyer (1981) studied the partners of 18 transvestites, all 
of whom tolerated the obsessive, self-centered behavior of their cross-dressing 
spouses. Many of the women had poor parenting with multiple losses, a'nd 
resultant poor self-esteem. For this reason and because their dependency needs 
were met, they sacrificed their own sense of worth and desire to engage in a 
mutually satisfying relationship by marrying a transvestite. The authors suggest 
supportive and insight-oriented therapy for these wives. Marital therapy is gener
ally unsuccessful because the transvestitic spouse will not relinquish his cross
dressing behavior. The following, partially fictionalized, vignette illustrates some 
of the features of a married transvestite and his wife, who falls into Stoller's 
"succorer" group. 

George and Joy 

George is a 50-year-old biological male who has cross-dressed since his early teens. 
Now into his third marriage, he has two teenage children by his previous marriage 
and a 6-year-old daughter by his present wife, Joy, who is living with him. He is 
now a car dealer but, in his youth he was a musician until, following an accident to 
his hand, he had to give up his career. He still remembers the thrill of acclamation 
by the crowd as something that he now misses very much. 

A Caucasian, he was born in India, an only child, and lived there with his 
parents until they separated when he was 11. He remained with his father. His 
mother ultimately obtained a divorce and remarried. It was shortly following this 
that the patient first began to cross-dress. Initially, it was associated with fetishistic 
arousal, and he would on occasion masturbate in front of a mirror. He married for 
the first time at 18, having made his wife pregnant. She bore him a son, but he was 
so involved in his music that he ignored his family, and, shortly afterward, his wife 
left him, taking the baby with her. He has had no contact with this child since his 
career prospered in music. His cross-dressing continued sporadically. He met and 
married his second wife at the pinnacle of his career as a musician when he was one 
of the principal players in an internationally known orchestra. Twin sons were 
born, but shortly after he was involved in a serious car accident in which his wife 
was killed, and he suffered a severe injury to his right hand. George was left with 
the twins to raise and the loss of his career because of the accident. At this point he 
decided he would like to be "a woman" and began taking estrogens obtained from a 
friend who owned a drugstore. At the same time his cross-dressing increased, and 
he wandered the streets at night dressed as a female. 

He then met Joy and fell in love with her. He threw his wardrobe of women's 
clothes away and grew a beard. He courted her, frequently wearing panties, pan
tyhose, or a slip under his men's clothes, though total cross-dressing stopped for 
quite a long time. During this period, he and Joy were married, and a year later 
their daughter was born. Joy is a lovely, blond girl in her lates 20s who is very quiet, 
sensitive, and adores her 'husband. She had had a number of sexual experiences 
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prior to meeting George but had never been really in love before. She has a very 
romantic idea of lovemaking, that is, with candlelight, champagne, lace neglige, 
and so forth, and has fantasies of being "seduced" by her lover (husband). She also 
prefers being cuddled and caressed to having coitus. One day she came home 
earlier than expected and discovered George cross-dressed. She was devastated. He 
promised he would not do it again, and for a while he kept his word. But the urge to 
cross-dress grew stronger, and he begged Joy to allow him to wear a nightie to bed. 
She reluctantly agreed, and since then has helped George select more suitable 
clothes, wigs, and makeup. Both George and Joy are very sure that none of the 
children has seen George cross-dressed. 

One day, George came to the clinic requesting estrogen therapy (see the 
chapter on management). The advantages and possible complications were dis
cussed with him, and Joy was also asked to be interviewed so that both were fully 
aware of the effects and possible risks involved. Both agreed to sign the consent 
forms for treatment. George was given a sheet on which he noted daily his desire to 
cross-dress, his feelings of femininity, his sexual activity, whether masturbation or 
by coitus, and his mood. He commenced taking 0.05 mg daily of ethinyl estradiol. 
Blood testosterone levels were taken prior to commencing hormones and then 
every 3 months afterward to monitor hormonal blood levels. Now, George, on his 
own initiative, has manipulated the dosage that makes him feel more comfortable 
within himself. He takes one tablet for 4 days and then misses 2 days.) He is not 
continually ruminating about his feelings of "wanting to be a woman" and to cross
dress, but he is still able to have erections and to ejaculate, though the frequency of 
intercourse has decreased considerably. However, prior to estrogen therapy, 
George tended to be a premature ejaculator and would have liked to have had 
coitus at least once a day. As Joy's need for coitus was considerably less, therapy has 
helped regulate their sexual activity to a more mutually agreeable frequency. 
Although Joy is not pleased with George taking female hormones, they seem to 
have come to a reasonable compromise. George loves Joy and wants to maintain 
his marriage. On the other hand, his "female" self has gained some satisfaction, 
but whether this will be enough to satisfy him, only the future will tell. 

More recently, workers have reported that not all male-to-female transsex
uals wish to live with a heterosexual male partner. Feinbloom, Fleming, Ki
jewski, and Schulter (1976) reported two cases of male transsexuals who clearly 
showed a strong feminine gender identity coupled with a "lesbian" sexual and 
affectional preference as well as with a feminist value orientation. The latter is 
unusual, as many writers have noted the extremely traditional and rigid stereo
typed sexual and bonding roles that most transsexuals, male or female, adopt. 
Within the context of public sex in male washrooms or "tearooms," Humphreys 
(1976) has noted that participants often expound "exaggerated conservative" 
attitudes concerning acceptable social and sexual behavior, and he has termed 
this the breastplate of righteousness. He has suggested that this exaggerated right
eousness is an example of extreme public conformity as a method of compensat-
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ing for this "deviant" behavior. Feinbloom et aZ. suggest that the male-to-female 
transsexual may be expressing a similar conservatism, as exemplified by the 
usually complete acceptance of the rather limited, rigid, and stereotyped male 
and female roles that are more common to Victorian standards than to present
day standards. These authors further suggest that this breastplate-of-righteousness 
attitude accounts for the fact that the male transsexual, at least publicly, rejects 
lesbianism as a sexual option. 

Casey (1981) reported three patients known to him, male-to-female trans
sexuals, who requested surgical sex reassignment, and who admitted openly that 
they actually wished to have their genitalia removed in order to become practic
ing lesbians. This phenomenon is very rarely reported in the literature, although 
among the transsexual subculture, it is quite a widely known fact. This reason for 
wanting surgical reassignment is usually withheld from the physician by the 
patient in order that he may be certain of obtaining surgery. The transsexual who 
wishes to have a lesbian relationship following surgery feels that he would not be 
accepted for surgery if his true erotic object choice were known beforehand. 

The following vignette is an example of such a male-to-female patient who, 
following surgical sex reassignment, formed a strong affectional and sexual bond 
with a married female. Agatha, the transsexual's ex-wife, is a good example of 
Stoller's "succorer" partner of a transvestite. 

Mary and Mildred 

Mary was a classical transvestite when he came at the age of 55, requesting surgical 
sex reassignment, following the death of his elderly mother. He was born the only 
son of elderly parents. His father was virtually absent during the formative years 
because of military service that entailed two wars. Raised in an all-female house
hold until the age of 10, he remembers being cross-dressed by a young aunt and felt 
it was "stimulating and exciting" at the age of 6 years. From then on, cross-dressing 
in mother's clothes become a regular habit, even though Mary lived with his 
mother until the age of 35, and his mother was aware of the cross-dressing. His 
father came home to find a son who was sensitive, afraid of physical pursuits, and 
who was a "mother's boy" and "teacher's pet." The father died when the patient 
was in his late teens, and this loss enhanced the symbiotic relationship with his 
mother. The patient took over the family dry goods store business and was very 
successful financially. 

Mary was seduced by a young woman when he was 20 years old, and after that 
Mary's fantasy was to find "a very masculine woman who would take over the male 
role and allow me to be feminine, and look after the home and household." When 
Mary was 40 years old, he met such a woman, who was a professional banker. After 
a courtship of 3 years, during which Mary consistently courted his future wife, 
Agatha, while cross-dressed, they were married and emigrated to Canada. There is 
one son from this union who is already, at age 10, exhibiting feminine mannerisms 
and behavior. He is described as a "loner and a sweet boy" by his mother. 
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From Mary's first contact with our clinic, attempts were made to maintain the 
marriage through therapy, both individual and marital, but this failed abysmally. 
After losing contact with the clinic for a year, Mary reappeared, admitting that he 
had tried to obtain surgical sex reassignment at other centers across the continent 
but without success. This was mainly because of his age (55 + ) and also because he 
was legally married. By the time Mary contacted us again, he was separated, and 
Agatha was suing for divorce, whereas Mary was living openly in the female role. 
Slowly, over the succeeding 4 or 5 years, Mary was convinced of the need for 
surgery, and he eventually underwent this 3 years ago. 

One year following surgery, Mary built up a fairly active, though rather 
lonely, life for herself. Her one passion is for fox hunting, and she joined a well
known hunt where she lived. Here she met Mildred, a woman in her late 40s, who 
has been married for many years, but who had enjoyed two previous lesbian 
relationships and still maintained her marriage. They quickly formed an intense 
friendship with deep devotion and love, which led to a sexual relationship. Mary 
describes this as "the first time I felt really loved-it was like the kind of feeling my 
mother gave me, but it had the added excitement of sexual arousal." 

Mildred is a rather masculine-appearing woman, whereas Mary resembles an 
elderly spinster. Mary is always fashionable and chic in her dress, whereas Mildred 
dresses in a more casual and "mannish" fashion. Mildred is unable to decide if she 
can give up her marriage and live with Mary, and Mary increasingly demands that 
she do so. They see much of each other and have spent many holidays together 
both in Canada and in Europe. They care much for one another and have main
tained their loving friendship over 2 years. Mary has at last found her "masculine" 
woman in this lesbian relationship. 

Huxley, Kenna, and Brandon (1981 b), after describing four transvestite 
couples in detail, suggest that 

transsexual ism is best regarded as an overvalued idea which may be accepted or shared 
by the partners. The extent to which the idea is shared is related to the bond of 
affection between the partners, the pattern of dominance within the relationship, and 
the social and sexual needs of the partner. (pp. 159-160) 

They suggest that there is a wide spectrum of "coupling" patterns within the 
transsexual subculture. Here are two examples from the clinic's diversity of 
partnerships that have been observed over the years. 

John and Angie 

John is a 35-year-old biological male who commenced cross-dressing in his moth
er's clothes at the age of 12 years. He came to our clinic requesting hormones and 
claiming he wanted to be "a female," although he is still married to Angela, aged 
23, and they have a 2-year-old son. 

John is the middle of three children born and raised in a small rural commu
nity. His family do not accept his desire to be female. However,' his wife, Angie, 
encourages him in his cross-dressing, helps him buy clothes, and advises him with 
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regard to his makeup and hairstyle (she is another example of Stoller's "succorer"). 
With John's avowed consent, Angie is sexually promiscuous with both men and 
women. She will sometimes bring her boy- or girlfriend home and is intimate with 
them, while John is in the house with Bobbie, their son. Angie claims she is 
"bisexual," and they both agree they have an excellent sex life, especially after they 
have smoked marijuana, which they do almost daily. John states that the most 
stimulating and exciting experiences for both him and Angie occur when he is 
cross-dressed. 

In spite of this rather bohemian way of life at home, to the world outside, John 
is a good and reliable breadwinner for his family, whereas Angie is a pretty, young 
mother with a charming, little son. Yet, frequently John returns from work to find 
that Angie has gone out and left the child alone. Bobbie is very attached to his 
father, and John assures us that Bobbie has never seen him cross-dressed in wom
en's clothes. 

At the moment, the marital relationship is maintained only by a very tenuous 
thread. John feels that he will eventually separate from Angie once Bobbie, who is 
now living with his paternal grandparents who adore him, is settled. This will then 
enable Angie to have her numerous and varied sexual encounters, whereas John 
intends to increase his travels along a feminine pathway. Already he is undergoing 
electrolysis and has been taking Angie's birth control pills. 

UNUSUAL CASES 

The last example is possibly unique in my experience. 

Gloria and Mark 

Gloria is a homosexual male-to-female transsexual who established her cross
gender identity and underwent surgical sex reassignment. Mark, also a biological 
male, originally presented at age 14 claiming to be "a woman in a man's body." 
Over the next 5 years his gender preference changed from wanting to be "a female 
with a heterosexual male" to an acceptance of his homosexuality. Mark had known 
Gloria in the homosexual scene prior to her establishing her gender role as a 
female, and they had formed a strong affectional bond. On the day that Gloria 
underwent surgical sex reassignment, he appeared at the clinic very distressed and 
in tears because Gloria was "suffering so much pain" from her surgery. This may 
have been a projection on his own part. ("I am not willing to sacrifice my geni
tals. ") It is not clear whether this couple view their present relationship as homosex
ual or heterosexual. Or does Gloria view Mark as a very handsome young man 
(which, indeed, he is), and does Mark see Gloria as the "epitome of womanhood" 
he wishes to be but realizes, realistically, that he can not emulate? And so both 
marry their reciprocal fantasies? 

Gloria is now 26 but was first seen at age 17. At that time, she was an active 
male homosexual with some cross-gender wishes and behavior. She cross-dressed 
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in a very flamboyant, "punkish" fashion and did "drag shows" in bars and discos. 
She was the elder of two boys, whose parents were both alcoholic and frequently 
neglected their sons both physically and emotionally. The parents separated when 
Gloria was 12, and, as neither parent wanted to care for her because of her 
"effeminate" behavior, she was placed with foster parents. This family has given 
Gloria the love and care that she lacked as a child and are totally accepting and 
supportive of her cross-gender role. 

When Gloria was first assessed in the clinic, she wished she "were a girl." As 
she was very young, she was encouraged to explore various life-styles and to 
commence a trial of cross-living, if she wished. This was done to give Gloria time 
to mature emotionally, to consolidate her cross-gender and to rehabilitate her in a 
community college in dress design, as she was very gifted and creative. Just prior to 
her fully establishing her cross-gender role she met Mark at a gay bar, and they 
became firm friends but not lovers. By age 23, Gloria was an emotionally stable 
individual, successful in her role as a woman, attractive and less flamboyant, and 
had been on estrogens for 2 years. 

Mark is the youngest of six children born to parents who are staunch Jehovah's 
Witnesses. His father is a lay minister, and his mother is active in the community. 
The family moved frequently because of the father's occupation, and Mark at
tended 10 schools in less than so many years. As a child, Mark remembers being 
belittled constantly by his father, with his mother being covertly supportive of him 
and continually beseeching Mark "to keep peace with your father," who was a 
violent-tempered man and a rigid, fanatical disciplinarian. In spite of this, he 
completed school and attended community college. From a very young age, Mark 
showed a preference for girls' company, games, and toys. He cross-dressed in his 
mother's, and later his sister's, clothes, but without any sexual arousal. "It just 
seemed right for me," as Mark describes it. It is of interest to note that a brother and 
one sister of the patient are openly homosexual. 

At age 16, he was still claiming he "wanted to be a girl" and for 9 months took 
estrogens that he obtained from a compliant physician against our advice. The 
resulting feminization did not please Mark, particularly because of his decreased 
sex drive, and he discontinued hormones on his own initiative. He then returned to 
the gay scene and had several short-lived affairs with lovers. At the same time, he 
was seeing Gloria more frequently, and they became close friends as they had many 
interests in common. Before Gloria underwent surgical sex reassignment, he decid
ed he was homosexual and had no further desire to "become a woman." Three 
months following Gloria's surgery, Mark and Gloria requested to be seen together. 
They then told us that they had always loved each other and were now living 
together and enjoying a sexual relationship. 

They are still loving and living together. It is difficult to obtain accurate 
fantasy information from either of them. I suspect that Mark sees Gloria as the most 
extreme form of feminization of a biological male whom he has known as a man. 
Gloria wants to live with a man, which Mark obviously is, and denies the fact that 
Mark was previously strictly homosexual. One may speculate about the rich psy
chodynamics here, but what probably binds this young couple together is the fact 
that they share many common interests and aspirations and that they have cared 
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about each other deeply, especially throughout Gloria's transsexual odyssey. Both, 
nevertheless, still maintain a homosexual erotic object choice. 

It is obvious from the foregoing that the types of relationships that gender 
dysphoric patients form are as varied as the colors on an artist's palette. Perhaps it 
is best summarized by a quotation from one of the patients from Feinbloom et 
al.'s paper: "Now that I know who I am, who do I chose to be?". 
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The transsexual male believes that he would be happier if he could live as a 
female; the transsexual female believes that she would be happier if she could 
live as a male. In this chapter, we shall examine whether or not this turns out to 
be the case. Before we begin to look at the evidence, however, we will define the 
language we will be using and present the plan of the chapter. 

As defined in Chapter 1, the term gender dysphoria refers to a sense of 
awkwardness or discomfort in the anatomically congruent gender role and a 
recurrent desire to possess the body of the opposite sex, together with the negative 
affect associated with these ideas, namely anxiety and reactive depression. The 
most extreme cases of gender dysphoria are, of course, the transsexuals. The 
other term in the title of the present chapter, gender reorientation, denotes that 
process by which the transsexual individual achieves an approximation of the 
status of the opposite biological sex. This process includes adoption of the pre
ferred gender role (signaled primarily by cross-dressing) in a progressively wider 
range of social situations and may also include the use of hormone treatment or 
surgery to create a facsimile of the opposite-sex phenotype. In these terms, which 
will prove to be more convenient in the long run, our question is, does gender 
reorientation alleviate the emotional distress of gender dysphoria? 

The first two sections of this chapter deal primarily with the nonsurgical 
(and usually presurgical) components of gender reorientation: cross-dressing and 
"passing" as the opposite sex, adopting an opposite-sex name, and obtaining new 
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documents that bear it, getting a job in the opposite-sex role, and so on. The 
third section will focus on the final stage of this process: sex reassignment 
surgery. 

PRESURGICAL GENDER REORIENTATION 

Clinical Observations 

Various authorities have remarked that presurgical gender reorientation 
(public adoption of the cross-gender role, possibly in conjunction with ex
ogenous hormones) may, by itself, produce a dramatic improvement in transsex
uals' social and psychological adjustment. This observation is nicely expressed by 
Newman (1970): 

Characteristically transsexuals who are attempting to live in their assigned gender role 
reflect their inner turmoil in depression. Other patterns of emotional distress, includ
ing what may appear to be character disorders, can be observed in some patients. And 
just as typically, when the transsexual begins to live in his desired gender role these 
personality distortions diminish or disappear. One very unhappy adolescent transsex
ual male for example, before he began to live as a girl, appeared to have a borderline 
personality. Without provocation and often inappropriately he would burst into ago
nized soundless sobs. His behavior was often silly and peculiar, reflecting bizarre 
lapses in judgement. After he began to live as a young lady, the affective disturbance 
disappeared. (p.1l5) 

Unusually dramatic examples of improvement attributed to the adoption of 
the desired gender role may be found in a variety of case reports. Newman (1970) 
and Fisk (1978) describe patients who had been failed or indifferent students in 
their anatomically congruent gender roles but who did very well academically 
after returning to school in the cross-gender role. Dushoff (1973) reports similar 
experiences with his patients. The five selected cases presented by Fisk (1978) 
were patients who had been so severely disturbed at initial presentation or in the 
past that they would have been considered unsuitable future candidates for 
surgical sex reassignment. Two patients, one clinically depressed and suicidal, 
the other apparently acutely schizophrenic, were not cross-living when they first 
presented. The symptoms of both completely disappeared after they began living 
in the cross-gender role. Another patient, a female-to-male transsexual, had 
been functioning as a male at a high level for 10 years at the time he first 
presented, but had had multiple documented episodes of paranoid schizophrenia 
when he was living as a female. A case similar to those reported by Fisk is 
mentioned by Money (Open Forum, 1978). 

The emphasis in Newman's (1970) paper is on the improvement in patients 
that appears "spontaneously" when they are allowed to live as the opposite sex. In 



GENDER DYSPHORIA AND GENDER REORIENTATION 367 

the writings of Fisk and Laub, these authors tend to emphasize the marked 
improvement seen when patients are required to live as the opposite sex in order 
to be considered suitable candidates for sex reassignment surgery. These require
ments (similar to those of all reputable gender clinics) include 1 to 3 years of 
working and living full time in the preferred gender role, changing the given 
name, and altering important documents, such as school transcripts, where 
possible. According to Laub and Fisk (1974), 

the prerequisites for surgery then become achievement goals-and the self-discipline 
and the self-development changes necessary for surgery constitute a form of behavior 
modification. (p. 392) 

These authors believe that the improvements seen during the presurgical proba
tionary period, even those that initially may have been motivated primarily by 
the possible reward of surgery, will prove permanent: "There is no doubt that the 
axiom stating 'one eventually becomes what one seems to be' may be readily 
applicable" (Fisk, 1978, p. 368). A similar thought is expressed by Dushoff 
(1973), who, like Laub and Fisk, emphasizes demonstrated success in the cross
gender role as the most important criterion for surgery: "The rehabilitative pro
cess in a new gender role ... is a self-rewarding process" (p. 198). 

It is against this background of clinical observation that one must under
stand Money's statement that "surgery, then, takes its sequential place in sex 
reassignment as simply a confirmation and completion of what has already 
proven to be successful" (Money & Gaskin, 1970-1971, p. 260). The matter is 
put even more strongly by Dushoff (1973): 

Surgery is not rehabilitative, in and of itself. Surgical sex reassignment is only one part 
of the rehabilitation process. Surgery does not make a poor patient into a good one. 
Surgery should come at the end of the rehabilitative process, as confirmation of what 
the patient has accomplished, on his own, with our help. (p. 199) 

These authors mayor may not overstate the case. However, they point out an 
important aspect of gender reorientation too often overlooked by patients, the 
popular media, and, unhappily, by some professionals whose attention also 
remains riveted on sex reassignment surgery. I like to think of this perspective on 
gender reorientation, after a favorite quote, as the "frosting" view: "surgical sex 
conversion may well be, as Dr. Donald Laub often says, 'the frosting on the 
cake'" (Fisk, 1978, pp. 367-368). 

Might one conclude at this point that sex reassignment surgery is actually 
superfluous? No, because the most successfully cross-living patients still feel 
"unfinished," are unable to have sex with their partners as they would wish, and 
fear having their true sex discovered at the job. Given the transsexual premises, 
such concerns may be realistic grounds for residual distress. Of course, whether 
surgical sex reassignment does reduce this residual distress or add further to the 
personal fulfillment or social integration of transsexuals is an empirical question, 
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and we will address it as such later. Before we take up that topic, however, we 
will first see what harder evidence there is to reinforce the clinical observation 
that the presurgical components of gender reorientation are themselves rehabili
tative. 

Formal Studies 

Few studies have attempted to evaluate the rehabilitative impact of the 
nonsurgical aspects of gender reorientation or to assess the effects of the surgical 
and nonsurgical components concurrently. Hoenig, Kenna, and Youd (1970) 
reported on a series of 53 male and female transsexuals, of whom 23 changed 
their names and their (British) national insurance cards to show them to be 
persons of the opposite sex. Change of the national insurance card appeared to 
result in some improvement in work adjustment, although this trend was not 
statistically significant. Langevin, Paitich, and Steiner (1977) compared the 
MMPI profiles of five groups of biological males, including transsexuals who had 
lived consistently as females for at least 1 year and transsexuals who were living 
publicly as males. The profiles of the transsexuals living as females indicated a 
lesser degree of emotional disturbance than the profiles of those living as males. 

Blanchard and Steiner (1983) assessed the rehabilitative effects of some of 
the nonsurgical aspects of gender reorientation on mood and social adjustment 
in transsexuals. Their subjects were 51 female-to-male patients. The data came 
from a self-administered annual questionnaire, the MMPI, and the patient's 
chart. As an objective measure of the distance an anatomically female patient 
had traveled toward establishing herself as a male, they devised a four-item 
Gender Reorientation Index. A subject scored 1 point on this index if she always 
adopted the male role at home; if she switched between roles at home or lived at 
home as a female, she scored 0 for this item. Her social life was scored similarly. 
The subject scored 1 point on the index for having one or more documents 
indicating the male sex, and 1 point if she was receiving male hormones. Their 
measure of social adjustment was degree of amatory involvement with a female 
partner. A subject scored 1 point if she had been involved with a steady female 
partner during the past year and a second point if she was currently cohabiting 
with such a partner. The measures of mood were two nonoverlapping MMPI 
cluster scales (Stein, 1968), one measuring symptomatic tension and the other, 
symptomatic depression. The MMPI Lie Scale was used as a check of the 
subjects' candor. 

The association between gender reorientation and emotional and social 
adjustment was assessed in a series of four stepwise regression analyses, one for 
each of the four criterion variables (partner involvement, tension, depression, 
and the Lie Scale). The two predictor variables, age and the Gender Reorienta
tion Index, were the same in each analysis. The Gender Reorientation Index was 
negatively correlated with the depression and tension scales, positively correlated 
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with the measure of partner involvement, and uncorrelated with the MMPI Lie 
Scale. These results suggest that, among female-to-male transsexuals, adoption 
of the male role is accompanied by a decrease in symptomatic tension and 
depression and by an increase in the likelihood (or increase in the degree) of 
involvement with female partners. Age per se was not related to emotional or 
social adjustment in this sample of patients. 

In a second, similar study, Blanchard, Clemmensen, and Steiner (1983) 
examined 55 male-to-female transsexuals, all of whom erotically preferred male 
partners. As in the first study, the association between gender reorientation and 
emotional and social adjustment was assessed in a series of stepwise regression 
analyses. In the second study, however, the four-item Gender Reorientation 
Index was broken into two variables, exogenous hormones and social feminiza
tion. The social feminization variable was the sum of the remaining three 
original items, now scored in the opposite direction (for example, a subject 
scored positively for socializing as a female). The third component of the gender 
reorientation process examined as a separate variable was surgical status, specifi
cally, vaginoplasty. The preceding three gender reorientation variables plus age 
constituted the four predictor variables, which remained the same in each regres
sion analysis. The MMPI tension and depression scales and the MMPI Lie Scale 
were again used as measures of emotional adjustment and frankness, but the 
compound measure of partner involvement used in the first study was broken up 
into two separate variables: involvement with a steady male partner during the 
past year and current cohabitation with a male partner. Thus, there were five 
criterion variables (involvement, cohabitation, tension, depression, and the Lie 
Scale), requiring five separate regression analyses. 

Blanchard et al. found a significant negative correlation between tension 
and social feminization and between depression and social feminization; in other 
words, adoption of a female social identity was associated with lower levels of 
symptomatic tension and depression. There was a significant positive correlation 
between vaginoplasty and cohabitation; that is, patients currently living with 
male lovers or spouses were more likely to have undergone vaginoplasty. Neither 
the MMPI Lie Scale nor the simple fact of having been "involved" with a steady 
partner at some point during the past year correlated significantly with any of the 
predictor variables. As in the first study, age per se was not related to adjustment. 
These results suggest that progressive stages of gender reorientation, namely, 
social feminization and vaginoplasty, may be associated with improvement in 
different areas of adjustment (mood and amatory relationships, respectively). 

Summary 

The formal data described previously point to the same conclusion sug
gested by the transsexual's behavior. Transsexuals enter the cross-gender role of 
their own choice; there are no external pressures on them to do so, just the 
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reverse, in fact. Moreover, they can abandon the cross-gender role any time they 
wish; some small percentage of patients will do this after a trial period has 
convinced them that gender reorientation is not the answer for them. The fact 
that the majority of transsexuals remain in the cross-gender role once they have 
moved into it suggests that they do find themselves happier or more comfortable 
in that role. Our MMPI data showing that adoption of the cross-gender role is 
accompanied by a decrease in symptomatic tension and depression reinforce that 
conclusion, as do our other objective data showing that gender reorientation is 
positively associated with the establishment of love relationships. 

LOVE AND WORK 

My two previous studies may be formally described as multivariate analyses 
of a cross section of patients at different stages of gender reorientation. The first of 
these was multivariate only in the rather trivial sense that each adjustment 
measure was simultaneously related to two independent (predictor) variables, 
nonsurgical gender reorientation and age. The second study, which examined 
three separate components of gender reorientation as well as age, was the first 
truly multivariate study of gender reorientation and adjustment. These studies 
were undertaken as reconnaissance tours of largely unknown terrain rather than 
as "crucial experiments." As it turned out, this approach yielded a gratifying 
amount of new information about the inner mechanics of gender reorientation. 
It is true that such correlational data cannot be taken as conclusive evidence of a 
causal connection between gender reorientation and social or emotional im
provement, but neither can pre- and posttreatment studies, unless these employ 
random assignment to treatment and no-treatment conditions (which, in prac
tice, they never do). On the other hand, the multivariate, cross-sectional ap
proach has proven a richer source of information about the multiple rela
tionships that do exist, whatever the direction of causal flow. This approach can 
also, as we have seen, rule out certain variables, for example, age, as having any 
healing effect upon the emotional distress of transsexualism. It is not unreason
able to hope that a convergence of findings from the two different approaches, 
cross-sectional multivariate studies and pre- and posttreatment studies, may 
eventually lead to an understanding of gender reorientation comparable to what 
could, in an ideal world, be achieved by the rigorous method of random assign
ment to treatment and no-treatment conditions. For this reason, I undertook a 
third multivariate study of gender reorientation, which is reported for the first 
time in this chapter. 

The present study extends our previous work in a few different ways. Educa
tion was added to age as a second demographic variable, and economic adjust
ment was investigated as a measure of social rehabilitation. In this study, as in 
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our second one, three separate aspects of gender reorientation were examined, 
but they were conceptualized somewhat differently. Because a major concern of 
patients is their gender role in interpersonal situations (including erotic ones), I 
attempted to devise a pure measure of interpersonal gender role, that is, of the 
extent to which a patient presents him- or herself to, and is accepted by, others as 
a member of the opposite sex. The more "official" aspect of a patient's public 
gender identity, sex as implied by a male or female name on documents, became 
a second gender reorientation variable in its own right. It was also decided that 
exogenous hormones rightfully belonged in one composite variable with sex 
reassignment surgery because both have the same goal and the same effect, 
namely, to create a facsimile of the opposite-sex phenotype. 

Method 

Subjects. In February 1981, the gender identity clinic began administering 
a revised annual questionnaire to its patients. By December 1982, 93 biological 
females and 120 biological males had completed the new questionnaire at least 
once. These samples included new patients presenting for an initial assessment 
as well as old patients (both operated and unoperated), who are routinely con
tacted at yearly intervals for follow-up for as long as we remain in touch with 
them. Some of the subjects in the present study had also been in one or the other 
of our previous studies (Blanchard & Steiner, 1983; Blanchard et aI., 1983). 
However, none of the data in this study was reported in our previous studies, 
which employed an older and much simpler version of the annual question
naire. In the case of those subjects included in one of our earlier studies, the 
present data were collected at least 1 year later than those previously reported. 

All 93 females erotically preferred same-sex partners; this was not true, 
however, for the biological males. The male patients were divided into two 
groups, heterosexual (erotically preferred female partners) and homosexual (erot
ically preferred males). For the majority of male subjects, the determination of 
partner preference was made from their score on the Mod AG Index described in 
Chapter 8. I classified those patients for whom Mod AG scores were not available 
from their clinical charts. Of the 120 males, 62 were classified as heterosexual 
and 58 as homosexual. (These sample sizes, 93, 62, and 58, do not reflect the 
relative frequency with which females, heterosexual, and homosexual males 
present at the clinic as new patients so much as the relative tendencies of these 
three groups, as old patients, to remain in contact with us.) Only the homosexual 
males were investigated in the present study, because too small a proportion of 
the heterosexual males were publicly cross-living or were surgically reassigned. 
For the sake of brevity, we will henceforth refer to the homosexual male group 
simply as the male group. 
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The criterion for inclusion in the study was the subject's response to a single 
item in the annual questionnaire: "At the present time, do you feel that you 
would rather live as [the opposite sex]? (a) Yes, (b) Unsure, (c) No." Those 86 
females and 57 males who endorsed the first option were included. There was no 
objective way, for some of the new patients, of verifying whether their gender 
discomfort had persisted for the minimum of 2 years required by the DSM-III for 
a diagnosis of transsexualism, because many new patients, especially young 
ones, have not confided their cross-gender feelings to another person until short
ly before seeking a referral to the gender identity clinic. Therefore, for the sake of 
characterizing our sample as closely as possible according to the established facts, 
we will refer to the present subjects as gender dysphorics, about which there can 
be little doubt, and generalize our conclusions accordingly. 

Of the 86 females, 45 (52.3%) were taking male hormones at the time they 
completed the questionnaire used in the present study, 29 (33.7%) had had a 
mastectomy, and 21 (24.4%) had had a hysterectomy-oophorectomy. Of the 57 
males, 39 (68.4%) were taking female hormones, and 17 (29.8 %) had undergone 
vaginoplasty. The mean age of the females was 28.2 years, S.D. = 8.3 years, 
range = 50 years (17-67); 48 (55.8%) of the females had completed at least 
Grade 12, and 13 (15.1%) had completed a bachelor's degree. The mean age of 
the males was 28.7 years, S.D. = 9.3 years, range = 50 years (16-66); 32 
(56.1%) of the males had completed at least Grade 12, and 3 (5.3%) had 
completed a bachelor's degree. The preceding figures show that the present 
samples of male and female gender dysphorics were remarkably similar in several 
regards. 

Materials and Procedure. All data used in the study were extracted from the 
previously mentioned annual questionnaire. This questionnaire was printed in 
two versions, one for biological males and one for biological females. The great 
majority of items in the two versions were either identical or differed only slightly 
in wording, as appropr-iate for male and female subjects. (Certain items, e.g., 
one for males pertaining to electrolysis, had no female counterpart, but we will 
not be concerned with any of these here.) 

New patients completed the questionnaire at the clinic, as did old patients 
who came in for a follow-up interview. Patients who did not come in to the 
clinic for their annual follow-up were sent the questionnaire by mail. So that 
there would be no missing data, questionnaires completed at the clinic were 
inspected before the patient left the premises. If there were missing data in a 
questionnaire that had been returned by mail, the required information was 
obtained with a telephone call, long-distance if necessary, by the clinic's research 
coordinator. For those subjects who had completed the annual questionnaire 
more than once, the first administration was used in this study. 

We will refer to the measures of social adjustment examined in this study as 
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criterion variables, and to our indexes of gender reorientation, together with age 
and education, as predictor variables. Both predictor and criterion variables were 
assessed with questionnaire items, used either singly or in combination to form 
miniscales. These individual items and miniscales, together with an explanation 
of their scoring, are presented in Tables 1 through 10. 

The first criterion variable, partner, was a measure of the extent of a sub
ject's amatory involvement with a member of the same biological sex (Table 1). 
The second, income, was the subject's average weekly income, graded on a 9-
point scale (Table 2). The third criterion variable, work, was dichotomous: 
Whether or not the subject was currently working full time (Table 3). The 
questionnaire item from which this information was taken also included two 
response options that were used to exclude subjects from the analyses of the three 
economic criterion variables (income, work, and welfare). The last criterion 
variable, welfare, was also dichotomous: Whether or not the subject was cur
rently receiving welfare benefits (Table 4). 

The first two predictor variables were demographic: age and education. As 
shown in Table 5, the subject's education was graded on a lO-point scale. The 
remaining three predictor variables were indexes of gender reorientation. The 

TABLE l. Criterion Variable: Partner 

Questionnaire itemsa 

l. Are you presently going out with any woman on a casual (not serious) 
basis? Check one. 
a. Yes 
b. No 

2. Do you presently have a steady girlfriend, female lover, wife, or 
common-law wife? Check one. 
a. Yes 
b. No 

3. Are you presently living with a steady girlfriend, female lover, wife, or 
common-law wife? Check one. 
a. Yes 
b. No 

Note. The subject's score was determined by the highest level of involve
ment indicated. If the subject endorsed the third item positively, the score 
for Partner was 3, regardless of the subject's responses to the first and 
second items. If the subject endorsed the second item positively but not the 
third, the score was 2, regardless of the subject's response to the first item. 
If only the first item was endorsed, the score was 1, and if none was, the 
score was O. 
a The wording presented is for biological females. In the questionnaires 

administered to biological males, the words man, male, boyfriend, and 
husband replace the feminine equivalents. 
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TABLE 2. Criterion Variable: Income 

Questionnaire item Scoring weights 

What is your present total weekly income? Your re
sponse should be an approximate average that includes 
all sources: wages, interest, pension, etc. Check one. 

a. Less than $100 I 
b. $100-149 2 
c. $150-199 3 
d. $200-249 4 
e. $250-299 5 
f. $300-399 6 
g. $400-499 7 
h. $500-600 8 
1. More than $600 9 

first of these was the extent to which a subject presented him- or herself to, and 
was accepted by, others as a member of the opposite sex. This variable, called 
interpersonal feminization for biological males and interpersonal masculiniza
tion for biological females, was measured with the four-item miniscale re
produced in Table 6. The last two items of this miniscale were complexly scored, 
as is shown in Table 7. The second gender reorientation variable was the extent 
to which the subject had established an official or quasi-official public identity as 
a member of the opposite sex. This variable, called documental feminization for 
biological males and documental masculinization for biological females, was 

TABLE 3. Criterion Variable: Work 

Questionnaire item 

What is your present occupation (or occupations)? You may check one, two, or 
three responses. 

a. Working full time 
b. Working part time 
c. Attending school full time 
d. Attending school part time 
e. Full-time (married or common-law) homemaker 
f. Retired 
g. Unemployed (not working or attending school or keeping house full time) 

Scoring 

Not scored 
Exclude subjecta 

Not scored 
Not scored 
Exclude subjecta 

Not scored 

Note. This variable was scored dichotomously; I if the subject endorsed the first option, 0 if he or 
she did not. 
a If a subject endorsed one of these options, he or she was excluded from the analyses of the three 

economic variables, income, work, and welfare. 
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TABLE 4. Criterion Variable: Welfare 

Questionnaire item a 

What is your present source (or sources) of financial support? You may check 
one, two, three, or four responses. 

a. You are completely self-supporting 
b. You are partly self-supporting 
c. You are completely supported by a wife or female lover 
d. You are partly supported by a wife or female lover 
e. You are completely supported by another person not your wife or lover 
f. You are partly supported by another person not your wife or lover 
g. Unemployment insurance 
h. Welfare benefits 
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Scoring 

Not scored 
Not scored 
Not scored 
Not scored 
Not scored 
Not scored 
Not scored 
I 

Note. This variable was scored dichotomously; I if the subject endorsed the first option, 0 if he or 
she did not. 
a The wording presented is for biological females. In the questionnaires administered to biological 

males, the words husband and male replace the feminine equivalents. 

TABLE 5. Predictor Variable: Education 

Questionnaire items 

l. What is the highest grade you completed 1I1 

grade school or high school (if you have taken 
an academic upgrading course, what was the 
highest grade equivalent you achieved)? Check 
one. 
a. No formal education 
b. Less than Grade 8 
c. Grade 8 
d. Grade 9 
e. Grade IO 
f. Grade II 
g. Grade 12 
h. Grade 13a 

2. Have you attended university? Check one. 
a. No, never 
b. Yes, but dropped out without completing 
c. Presently enrolled 
d. Completed a bachelor's degree 

Scoring weights 

I 
2 
3 
4 
5 
6 
7 
8 

o 

I 
2 

Note. The subject's score for education was the sum of scores on the 
above two items. The range of possible scores was I to 10. 
a In Ontario, high school students who plan to go on to university com

plete an additional year. 
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TABLE 6. Predictor Variable: Interpersonal Masculinization a 

Questionnaire items Scoring 

I. Are you presently regarded as male or female by your friends? Check one. 
a. You are regarded as male by all your friends 2 
b. As male by most I 
c. As male by about half your friends; as female by the other half 0 
d. As female by most -I 
e. You are regarded as female by all your friends - 2 

2. Are you presently treated as a male or as a female by strangers (busdrivers, waiters, 
salespeople in stores, etc.)? Check one. 
a. Always as a male 2 
b. Usually as a male I 
c. About equally often as a male or as a female 0 
d. Usually as a female -I 
e. Always as a female - 2 

3. What type of clothes do you wear when you are with your friends? You may check 
one, two, or all three responses. 
a. Men's clothes see Table 7 
b. Women's clothes s~e Table 7 
c. Unisex clothes see Table 7 

4. What type of clothes do you wear on the street, shopping, doing errands, etc.? 
You may check one, two, or all three responses. 
a. Men's clothes see Table 7 
b. Women's clothes 
c. Unisex clothes 

see Table 7 
see Table 7 

Note. The subject's score for this variable was the sum of scores on the four above items. Items 3 
and 4 were scored according to the combination of options endorsed, as shown in Table 7. The scores 
for these two items, like those for Items I and 2, ranged from - 2 to 2; thlls, the range of possible total 
scores was - 8 to 8. 
a This variable pertains to biological females. The corresponding variable for biological males is 

interpersonal feminization. For biological males, the scoring weights shown above and in Table 7 
were reversed. 

assessed with a three-item miniscale (Table 8). The last predictor variable, phys
ical feminization for biological males and physical masculinization for biological 
females, was the degree to which the subject had achieved an approximation of 
the opposite-sex phenotype (Tables 9 and 10). 

Results 

For each group, four separate stepwise regression analyses were carried out, 
one for each of the four criterion variables (partner, income, work, and welfare). 
The same five predictor variables were used in each analysis (age, education, 
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TABLE 7. Scoring Rules for Interpersonal Masculinization Items 
3 and 4 

Subject wears Score for item 

Men's clothes 
Men's and unisex clothes 
Unisex clothes 
Men's and women's clothes 

2 
I 
o 
o 
o Men's and unisex and women's clothes 

Women's and unisex clothes -I 
Women's clothes -2 

Note. On these items, the subject could endorse one, two, or all three 
options. Thus, there were seven possible combinations of responses to each 
item. The subject's score for the individual item was determined by the 
combination of options endorsed. 

TABLE 8. Predictor Variable: Documental Masculinizationa 

Questionnaire items 

I. Are you presently using a masculine or feminine 
name on your Social Insurance b card? Check one. 

Scoring weights 

a. Masculine I 
b. Feminine 0 

2. Are you presently using a masculine or feminine 
name on your OHIpc or other provincial health 
insurance card? Check one. 
a. Masculine I 
b. Feminine 0 

3. Have you had your name legally changedd to a 
masculine one? Check one. 
a. Yes I 
b. No 0 

Note. The subject's score for this variable was the sum of scores on the 
three above items. The range of possible total scores was 0 to 3. 
a This variable pertains to biological females. The corresponding variable 

for biological males is documental feminization. For males, the scoring 
weights were reversed on the first two items, and the word feminine 
replaces masculine in the third item. 

b Social Insurance corresponds to American Social Security. 
c Ontario Health Insurance Plan. 
d In Canada, a legal name change may be granted by. a judge after a 

hearing in camera and does not require prior surgical sex reassignment. 

377 
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TABLE 9. Predictor Variable: Physical Masculinization 

Questionnaire items 

I. Are you presently taking hormone pills or injec-
tions? Check one. 
a. Yes 
b. No 

2. Have you had a (bilateral) mastectomy (amputation 
or surgical reduction of both breasts)? Check one. 
a. Yes 
b. No 

3. Have you had a hysterectomy (removal of the 
womb)? Check oneO 

a. Yes 

Scoring weights 

I 
0 

I 
0 

b. No 0 

Note. The subject's total score for this variable was the sum of scores on 
the three above items. The range of possible scores was 0 to 3. 
a All subjects who had had a hysterectomy had also had an oophorectomy 

(removal of the ovaries). One subject had an oophorectomy for medical 
reasons but not a hysterectomy; this surgery was not counted in her 
physical masculinization score. 

interpersonal feminization/masculinization, documental feminization/ 
masculinization, and physical feminization/masculinization). Full-time stu
dents and retirees were excluded from the analyses of income, work, and welfare 
(see Table 11). 

The results of the eight analyses (four for each group) are summarized in 
Table 11. Each row of entries represents a separate regression analysis. In those 
three analyses in which one and only one predictor variable entered the regres-

TABLE 10. Predictor Variable: Physical Feminization 

Questionnaire items 

I. Are you presently taking hormone pills or injec
tions? Check one. 

Scoring weights 

a. Yes I 
b. No 0 

2. Have you had a vagina created surgically (vagino
plasty)? Check one. 
a. Yes 2 
b. No 0 

Note. The subject's total score was the sum of scores on the two above 
items. The range of possible scores was 0 to 3. 
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sion equation (the analyses of partner, work, and welfare for biological females), 
the beta coefficient shown is the same as the simple correlation between the 
relevant predictor and criterion variable. The other six beta coefficients in the 
table proved identical in sign and comparable in magnitude to the corresponding 
simple correlations; hence, these beta coefficients may be interpreted in a sim
ilar, straightforward manner. The relevant simple correlations, with the corre
sponding beta weights from Table 11 shown in parentheses, were as follows: For 
biological females, income correlated .40 (.32) with age and .40 (.32) with 
documental masculinization. For biological males, partner correlated .40 (.27) 
with education and. 45 (.35) with physical feminization; welfare correlated -.35 
( -.36) with education and. 2 5 (.27) with interpersonal feminization. 

The statistical results presented in Table 11 may be interpreted as follows: 
Among the biological females, amatory involvement with a female partner was 

TABLE 11. Regression Analyses: Number of Subjects in Each Analysis (N) and Beta 
Weights 

Biological females 

Predictor variables 

Criterion Interpersonal Documental Physical 
variables Na Age Education masculinization masculinization masculinization 

Partner 86 .36* * * 
Income 74 .32*** .32*** 
Work 74 .25* 
Welfare 74 -.36*** 

Biological males 

Predictor variables 

Criterion Interpersonal Documental Physical 
variables Na Age Education feminization feminization feminization 

Partner 57 .27* .35* * 
Income 48 
Work 48 
Welfare 48 -.36* * .27* 

Note. For both groups, all five predictor variables were examined in each of the four regression 
analyses. The criteria for stepwise entry into a regression equation were a probability of F -to-enter of 
.05 and a tolerance level of .01. The significance levels indicated in the table are two tailed. 
a Full-time students and retirees were excluded from the analyses of economic variables. 
* p < .050; ** P < .010; *** P < .005. 
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positively correlated with the patient's interpersonal role as a male (interpersonal 
masculinization). Weekly income was positively correlated with both age and the 
establishment of an official or quasi-official public identity as a male (documen
tal masculinization). Working full time was positively correlated with hormonal
surgical masculinization (physical masculinization), and being on welfare was 
negatively correlated with education. 

Among the biological males, involvement with a male partner was positive
ly correlated with the patient's education as well as hormonal-surgical feminiza
tion (physical feminization). Neither the patient's weekly income nor whether he 
was working full time correlated significantly with any of the predictor variables. 
Being on welfare was negatively correlated with education but positively corre
lated with the female interpersonal role (interpersonal feminization). 

Discussion 

The present results suggest that the degree of amatory involvement with a 
partner of the same biological sex is related to gender reorientation for both male 
and female patients, but in different ways. For biological females, partner in
volvement was positively correlated with the interpersonal aspect of gender re
orientation, whereas, for males, it was positively correlated with the physical 
aspect. One can only speculate on the cause of this pattern of results. An 
inability to enjoy physical intimacy in the anatomically congruent sex role is 
virtually a hallmark of gender patients, so it is feasible that the correlation 
between gender reorientation and partner involvement found in both sexes is 
brought about by the gender dysphorics' increased interest in, or tolerance for, 
erotic intimacy in the cross-gender role. Even if this were true, however, it 
would not explain why different aspects of gender reorientation are correlated 
with partner involvement for male and female patients. One explanation could 
be that different aspects of gender reorientation have different symbolic values for 
male and female gender dysphorics. Another is that this finding has to do with 
characteristics of the p~rtners of gender dysphorics rather than with the gender 
dysphorics themselves. It could be that normal heterosexual males and females, 
who are universally desired as partners by gender dysphorics, differ in their 
perceptions of masculinity and femininity, behavioral features being more sali
ent for normal females and physical attributes for normal males. If this were the 
case, masculinizing the social presentation would be more important in attract
ing same-sex partners for female patients; alterations of the phenotype would be 
more important in attracting same-sex partners for male patients. Unfortunately, 
we do not know enough about the erotic responsiveness of heterosexual males 
and females in general, let alone those who enter relationships with gender 
dysphorics, to form any notion of the likelihood of this explanation. 

An additional finding-one could say, an additional puzzle-pertaining to 



GENDER DYSPHORIA AND GENDER REORIENTATION 381 

partner involvement is that education was positively correlated with degree of 
involvement for biological males but not for biological females. A line of investi
gation to. pursue here would be to check whether educational achievement is 
more strongly associated with general social and emotional adjustment for male 
than for female gender dysphorics. 

The two demographic variables bore the same relationships to economic 
adjustment that one would expect in the general population. Age was positively 
correlated with income level for biological females (retirees and full-time stu
dents excluded); this association was not found, however, among the males. 
Within both groups, the better educated subjects were significantly less likely to 
be receiving welfare benefits. 

The gender reorientation variables did not correlate with economic adjust
ment in the same direction for male and female subjects. For biological males, 
adoption of the female role in interpersonal situations was positively correlated 
with receiving welfare benefits, that is, with poorer economic circumstances. 
Gender reorientation showed quite the opposite relation, however, among bio
logical females. The possession of documents that imply that the bearer is a male 
was associated with higher weekly incomes, and there was a positive correlation 
between physical masculinization procedures and having a full-time job. The 
latter finding could be artifactual in that the clinic is more likely to approve 
irreversible procedures for patients who have good employment histories. It is 
difficult to see how the clinic's role in the patient's gender reorientation could 
have mediated the former finding, however, because most patients obtain such 
documents on their own prior to reassignment surgery, and, in those few cases in 
which the clinic provides a letter of support to facilitate a document change, our 
decision to do so is certainly not influenced by the patient's current weekly 
mcome. 

A sociological explanation of the preceding findings would seem most like
ly, as it is well known that, even today, males tend to earn more money than 
females, to be less affected by poor economic conditions, and so on. It is 
difficult, in fact, to think of a promising alternative hypothesis. Is it possible, for 
example, that the more feminized males tended to be worse adjusted in general, 
psychologically or socially? The available data do not suggest so; they suggest 
quite the reverse. It will be recalled that Blanchard et al. (1983) found that social 
feminization (a gender reorientation measure that would encompass the present 
interpersonal feminization and documental feminization) was associated with 
better psychological adjustment in male patients. 

We may illustrate the adverse effect of feminization on an individual's 
financial circumstances with an actual example. One of our male-to-female 
patients was, when living as a male, a skilled tradesman with a good work history. 
He quit this job and obtained a rather menial and lower-paying factory job as a 
female, so as to meet our cross~living requirements for surgery. Postsurgically, 
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"she" found that she was unable to obtain a job in her previous trade, which is 
almost exclusively a male occupation, because of her now-female sex. 

Summary 

The preceding study showed that gender reorientation is accompanied by an 
increased degree of involvement with same-sex partners for both male and 
female gender dysphorics, and our previous studies (Blanchard & Steiner, 1983; 
Blanchard et ai., 1983) showed that gender reorientation is accompanied by 
lower levels of symptomatic tension and depression in both these groups. The 
obvious conclusion is that gender reorientation does effect an improvement in 
the patient's personal life. Better economic adjustment, on the other hand, 
appears to be associated with the male gender role, regardless of the individual's 
biological sex, and regardless of whether or not this is the role of choice. 

SEX REASSIGNMENT SURGERY 

Before we turn to the empirical evidence regarding the effects of sex reas
signment surgery, it is well to be clear on the essential nature of the intervention. 
Hoenig, Kenna, and Y oud (1971) expressed this as follows: 

Surgical procedures on transsexualists, or for that matter any therapeutic measure like 
hormone medication, etc. are not "treatments" in the sense that they affect the 
syndrome as such; on the contrary the syndrome is left untreated and therapeutic 
measures aim at helping the disordered patient to a better adjustment in life and to 
greater tranquility. (p. 119) 

As did the writers quoted in the first section of this chapter, Hoenig et al. stressed 
the enmeshment of reassignment surgery within a larger context of events: 

Surgery ... will only help in the total framework of the rehabilitation measures, and 
the whole will only succeed if circumstances are not too loaded against the patient. (p. 
119) 

Follow-Up Studies of Operated and Unoperated Patients 

Three authors have recently reviewed the world literature on reassignment 
surgery outcome studies. The reviews by Lothstein (1982) and Lundstrom (1981) 
go all the way back to the first such study in the literature (Hertz, Tillinger, & 
Westman, 1961). The review by Pauly (1981) includes only studies published 
after 1969. This paper is an update of his earlier survey (Pauly, 1968), which was 
a comprehensive review of the world literature up to that time. 
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The bulk of the literature available for review is highly informal in nature. 
Some authors simply assign each outcome, on the basis of clinical interview with 
the patient or even heresay, a global rating such as "successful" or "unsuc
cessful," which is determined both by the patient's satisfaction or regret over 
surgery, and by his or her present circumstances, however the reporting author 
happens to appraise them. Some papers are essentially a collection of case 
reports; authors with larger series generally report their findings as the number of 
successful and unsuccessful outcomes, which makes it possible to combine the 
data from different studies by simply totaling the number of cases in each out
come category. None of the studies in the reviews that we will be summarizing 
includes a formal control group, nor is any study in the foreseeable future likely 
to do so. There is one simple but insurmountable reason for this lack: Patients 
randomly assigned to an un operated control group (or more reasonably, a wait
ing-list control group, which would not get surgery for 4 or 5 years from the point 
of eligibility) would simply obtain surgery elsewhere, if not at home, then 
abroad. Despite these methodological problems, the surgical outcome literature 
is an indispensable source of information on the clinical management of trans
sexualism. These data need not be, in fact, they should not be interpreted in 
isolation. Rather, the surgical outcome data should be viewed as one line of 
evidence to be considered together with other lines of evidence that approach the 
same question from a different direction (e. g., my multivariate, cross-sectional 
studies and studies that follow up gender patients who do not undergo reassign
ment surgery). The question then becomes, do these different lines of evidence 
converge on the same conclusions? 

Pauly (1968) reviewed the postoperative results of 121 male-to-female trans
sexuals. This sample included Pauly's (1965) series of 48 cases collected from the 
world literature and Benjamin's (1967) series of his own 73 operated patients. 
Pauly classified these 121 cases into three categories, according to the following 
criteria: 

Satisfactory-good emotional and social adjustment has occurred, together with the 
patient's indication that he is pleased with the results; unsatisfactory-either the 
postoperative adjustment was considered worse than before surgery, or the patient was 
dissatisfied and wished he had not undergone surgery; uncertain-insufficient or 
contradictory evidence exists, or further surgical procedures are still being requested 
and sexual functioning is not possible. (p. 464) 

Pauly employed Benjamin's (1967) own evaluations for the 73 cases he took from 
that source. In evaluating those 48 cases he had collected, Pauly classed an 
outcome as "uncertain" (although the reporting author usually suggested a favor
able outcome), unless there was sufficient evidence in the report to suggest a 
satisfactory result. The "uncertain" category accounted for almost half of Pauly's 
cases. Combining these two series, Pauly found a satisfactory result in 67.8 % of 
cases, an unsatisfactory result in 6.6%, and an uncertain result in 25.6%. 
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On the basis of these data, Pauly reached the following conclusion: 

It would appear that a satisfactory outcome to the sex reassignment surgery, in terms of 
improved social and emotional adjustment, is at least 10 times more likely than an 
unsatisfactory outcome. There is no claim that the transsexual is free from emotional 
conflict either before or after the procedure, but in the majority of instances he is 
markedly improved. (1968, p. 465) 

Pauly also concluded that improvement is enhanced if the transsexual has a 
functional neovagina and is successful in obtaining a legal change in gender 
status. 

Pauly himself pointed out certain problems with his review; we may take 
this opportunity to consider how these problems apply to the later literature. 
Pauly believed it apparent, from his review of the medical literature, that the 
reporting author was more likely to publish a successful outcome, particularly if 
that author had participated in the decision to operate. The extent to which such 
putative bias continues in the more recent literature is not clear. The trend has 
been for authors to report larger series, which means reporting all outcomes
successful and unsuccessful. One may speculate that, with the gradual accep
tance of reassignment surgery as a routine treatment for transsexualism, there 
may even be a greater tendency to report disastrous outcomes as single-case 
reports. Pauly also remarked that the emotional investments of reporting authors 
may not permit them to be the most objective evaluators of the results of their 
work. Potential rater bias has remained a problem in this literature, but it could 
be greatly helped by investigators' including self-administered instruments in 
their outcome-evaluation protocols. 

Pauly's (1981) updated survey of surgical outcomes was based on 283 male
to-female cases, originally reported in 11 papers published after 1969, and 83 
female-to-male cases, originally reported in 8 papers. Pauly selected for this 
review those studies that included enough data for him to make an independent 
evaluation of outcome. In this survey, Pauly employed five categories of out
come: satisfactory, unsatisfactory, unknown (lost to follow-up), suicide, and 
uncertain. Pauly appears to have put cases with a poor surgical result, along with 
those having insufficient or contradictory information, into the "uncertain" 
category, as in his 1968 review. 

Of the male-to-female transsexuals, 1.4% were lost to follow-up, and 2.1 % 
committed suicide. (In his final discussion, Pauly reviewed additional data rele
vant to the question of suicide. It was his view that it is not justified to conclude 
that surgery carries a higher risk of suicide or attempted suicide than does re
fusal.) The outcome of surgery was satisfactory for 71.4% of male-to-female 
transsexuals, unsatisfactory for 8.1 %, and uncertain for 17.0%. These findings 
are similar to those of his 1968 study. None of the female-to-male transsexuals 
committed suicide, and none in the series reviewed was lost to follow-up. Pauly 
considered the outcome satisfactory for 80.7%, unsatisfactory for 6.0%, and 
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uncertain for 13.3%. Overall, these data confirmed Pauly's conclusion of 1968, 
namely that a positive response to sex reassignment surgery is 10 times more 
likely than an unsatisfactory outcome. In Pauly's view, they also indicate that the 
outcome is better for female-to-male than for male-to-female transsexuals. 

In his discussion, Pauly commented on the numerous difficulties in com
bining data in a survey of this type. On the one hand, authors frequently do not 
give enough specific information to compare one series with another. When 
such information is given, on the other hand, different series may appear so 
dissimilar as to make comparison of outcomes problematic. This pertains to 
variables such as age, secondary diagnosis besides gender dysphoria or transsex
ualism, and the treatment procedure utilized. The problem of incomparability of 
series is particularly acute with regard to female-to-male reassignment, which 
mayor may not include phalloplasty, which, in turn, may be attempted by quite 
different surgical techniques. Lastly, outcome studies vary in the duration of 
follow-up, the outcome criteria, and in the methods of evaluating postoperative 
adjustment. Pauly could have added that, although most clinics require a trial 
period of cross-living prior to surgery, criteria for an adequateperformance in the 
cross-gender role no doubt vary substantially as well. Thus, series will also differ 
in how thoroughly candidates for surgery are screened. 

Lundstrom's (1981) monograph reported a follow-up study of applicants not 
accepted for sex reassignment surgery. However, he also surveyed the surgical 
outcome literature, combining cases from different reports in a manner similar 
to that of Pauly. There is, naturally, much overlap in the studies reviewed by 
these two authors. Lundstrom's survey was based on 368 male-to-female cases, 
originally reported in 17 papers published from 1961 to 1981, and 124 female-to
male cases, originally reported in 12 papers. 

Lundstrom's outcome categories were somewhat different from Pauly's. 
Lundstrom tabulated the two different kinds of unsatisfactory outcomes sepa
rately: those cases assessed as "poor" by the reporting author and those cases in 
which the patient regretted the operation. As in Pauly's 1981 compilation, sui
cides were placed in a separate category. All other cases were classified as satisfac
tory. Lundstrom did not employ an "uncertain" category, and some unsuc
cessful cases that were classed by Pauly as "uncertain" rather than "unsatisfac
tory" because there were surgical complications or poor surgical results were 
placed by Lundstrom in one of his "unsatisfactory" categories. 

In this survey, the outcome was classified as satisfactory for 87.8 % of the 
male-to-female cases and as unsatisfactory for 10.3 % (8.7% of these outcomes 
were assessed as "poor," and 1.6% of the patients regretted the operation). The 
percentage of postoperative male-to-female suicides was 1.9. Lundstrom classi
fied 89.5% of the female-to-male outcomes as satisfactory and 9.7% as un
satisfactory (6.5% of these outcomes were assessed as "poor," and 3.2% of the 
patients regretted the operation). Only one female-to-male transsexual (0.8%) 
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committed suicide. Combining the male and female cases, one finds a satisfacto
ry outcome in 88.2% overall. 

In his discussion of the outcome literature, Lundstrom remarked that it is 
striking how often a less successful result in a female-to-male patient is reported 
to be associated with disappointment over failure to achieve phalloplasty. An 
analogous trend is found in follow-up studies of male-to-female transsexuals; a 
reassignment operation that results in poor sexual functional capacity is often 
regarded by the reporting author as a contributing factor when an outcome is 
considered to be a failure. Lundstrom speculated that this variable is more 
important in determining the successfulness of the outcome for those male-to
female patients with a strong sexual drive. We will shortly return to the main 
topic of Lundstrom's monograph, the outcome of patients refused reassignment 
surgery, and to some of the further conclusions he drew from this material. 

The third of the recent reviews of the outcome literature, also based on 
many of the same studies, is that of Lothstein (1982). Lothstein did not attempt 
to combine the data from separate studies to arrive at an overall percentage 
estimate of satisfactory and unsatisfactory outcomes; instead, he presented a 
capsule summary of each study. Lothstein emphasized the many methodological 
flaws in the existing outcome literature, and he concluded that the success rates 
that have been reported by individual authors must be viewed cautiously. He also 
concluded, however, that there is evidence suggesting that some gender dys
phoric patients benefit primarily from reassignment surgery and that the problem 
is how to identify these patients. 

Let us now return to Lundstrom's follow-up study of patients denied reas
signment surgery. This investigation touched upon a number of topics; we will 
only be concerned here with two of them. The first of these has to do with the 
natural history of the gender dysphoria syndrome. Apart from its theoretical 
interest, this information bears on questions of clinical management. If it were 
found that gender dysphoria generally lessens or disappears over time, then 
transsexuals should be advised simply to endure the discomfort of living in their 
anatomically congruent gender role until this feeling has passed. 

Lundstrom followed up 31 gender patients who were not recommended for 
reassignment surgery. There were various reasons why surgery was not consid
ered to be indicated in these cases: (1) inability to make a clear differential 
diagnosis of transsexual ism as opposed to homosexuality or transvestism; (2) the 
patient was ambivalent because of his social or family situation; (3) the patient 
was socially or mentally unstable; or (4) the transsexual symptoms were of low 
intensity. Of the original 31, 9 patients, all male, could not be personally 
interviewed at the time of follow-up; 1 patient, a female, committed suicide 
shortly after being informed that her application for sex reassignment had been 
rejected. For the 9 noninterviewed patients, the mean observation period (the 
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period between the date of refusal of the application for sex reassignment and that 
of the follow-up examination) was 7.3 years (range, 3-12 years). The mean 
observation period for the remaining 21 patients, who were interviewed, was 
10.0 years (range, 3-15 years). 

Of the 21 interviewed patients (17 males and 4 females), 3 had obtained 
reassignment surgery elsewhere, and 1 was in the process of doing so. Of the 
remaining 17, all but 2 reported that they still experienced cross-gender identity 
and that they had done so throughout the observation period. The 2 exceptions, 
both male, were only 17 years old when first examined. In both cases, the 
condition had been difficult to distinguish from effeminate homosexuality, and 
the intensity of the transsexual syndrome had been relatively low. At the follow
up interview, one of them completely denied any present gender discomfort, 
and he considered that his previous wish for sex reassignment had been an 
expression of immaturity. The other patient stated that he now experienced 
cross-gender identity only occasionally. Lundstrom was also able to obtain some 
follow-up data on the 9 patients who were not interviewed. For 7 of them, there 
was information indicating that the gender identity disturbance persisted; for the 
remaining 2, there was no information on this point. Lundstrom concluded that, 
in persons who seek help for this problem when they are late adolescents or 
older, gender identity disturbance is nearly always a permanent condition. 

Lundstrom's conclusions regarding the natural history of cross-gender iden
tity are consistent with a finding reported by Meyer and Reter (1979). They 
followed up a group of unoperated patients who had applied for sex reassignment 
surgery at the Gender Identity Clinic of The Johns Hopkins Hospital. These 
patients differed from Lundstrom's in that none of them had actually been 
refused surgery as an unsuitable candidate. The group consisted of 16 males and 
5 females. The initial assessment was made at the first gender clinic interview, in 
which the patient was accepted as an applicant and the criteria to qualify for 
formal consideration of sex reassignment were explained (living and working in 
the desired role with concurrent hormones for at least 1 year). At the time of the 
initial assessment, these patients had not met the criterion of a trial period and 
could not be considered for surgery. The mean time elapsed between initial and 
follow-up assessment was 27 months (range, 17-48 months). None of the 21 
patients had undergone surgical sex reassignment by the time the follow-up data 
were collected. One patient completed a trial period of cross-living and was 
offered surgery but declined. None of the remaining 20 had completed the trial 
period by the time of follow-up or obtained surgery elsewhere, despite the fact 
that all had had at least 17 months to do so and 1 had had as long as 4 years. Five 
patients"had given up anything approaching pursuit of sex reassignment during 
the follow-up, although they did at times nourish fantasies of being female" (p. 
10 13). Meyer and Reter found, however, that all 21 patients still stated an active 
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interest in sex reassignment at follow-up. This result is in line with Lundstrom's 
conclusion that, in late adolescents and adults, gender dysphoria is usually a 
chronic condition. 

The second aspect of Lundstrom's work with which we shall be concerned 
relates to the precise effects of sex reassignment surgery. In order to understand 
Lundstrom's conclusions, it helps to make explicit the distinction between gen
der dysphoria and psychosocial adjustment. As previously defined, gender dys
phoria refers to that specific emotional distress occasioned by a sense of discom
fort and inappropriateness in one's gender role and by the concomitant aversion 
to the sexual characteristics of one's body. In the comments to be quoted, 
Lundstrom refers to this distress as "the severe disharmony resulting from the 
discrepancy between biological sex and gender identity." In contrast, psycho
social adjustment is a term quite loosely used by many authors to designate a 
general factor of adjustment, apart from the gender problem. For Lundstrom, 
psychosocial adjustment includes the patient's employment situation and finan
cial self-reliance, the quality of the patient's interpersonal relationships, and the 
severity of any existing symptoms of mental disorder. 

Lundstrom (1981) concluded that sex reassignment surgery does alleviate 
gender dysphoria but without necessarily improving psychosocial adjustment and 
that these two features of the patient's situation need not be highly correlated: 

In a number of follow-up studies of patients who have undergone sex reassignment, it 
has been pointed out that the patients are not obviously improved in their psycho
social functional level after sex reassignment but they have been relieved of the severe 
problems caused by the discrepancy between the biological sex and the gender identi
ty .... The present investigation has shown that the severe disharmony resulting 
from the discrepancy between biological sex and gender identity is not necessarily 
combined with poor psycho-social functional capacity. These observations are partic
ularly well illustrated by 2 cases. One patient ... who after refusal by us underwent 
sex reassignment at another clinic, still shows low psycho-social functional capacity 
but feels that life is much happier after sex reassignment than before. Conversely, 
another patient ... who has not undergone sex reassignment, complains of unhap
piness and disharmony but is functioning at a very high social level in a demanding 
senior post and has not needed either medical care or social security benefit. (1981, p. 
108) 

In my opinion, it is clear that sex reassignment surgery can alleviate the 
emotional distress of gender dysphoria and equally clear that it does not have 
much effect on coincidental psychopathology, for example, antisocial person
ality disorder (Hastings & Markland, 1978; Hunt & Hampson, 1980). Apart from 
that, the available data do not justify very strong conclusions one way or the 
other as to whether, or what, additional improvements are produced in the 
transsexual's life by this intervention. The view that psychosocial adjustment is 
not affected by reassignment surgery may well be correct; however, the empirical 
evidence to date is equivocal. As an example, let us take economic adjustment 
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(working vs. welfare, income level, job status, frequency of changing em
ployment, etc.). Postoperative findings for published investigations have ranged 
from improvement in average economic adjustment (Hunt & Hampson, 1980; 
Laub & Fisk, 1974; Lothstein, 1980; Money & Gaskin, 1970-1971; Walinder & 
Thuwe, 1975) through no postsurgical change (Meyer & Reter, 1979; S0rensen, 
1981 b) to deterioration in economic adjustment (S0rensen, 1981a). All these 
studies are, of course, uncontrolled. The question of psychosocial rehabilitation 
is further complicated by the possibility that certain features of psychosocial 
adjustment may already have improved substantially during the presurgical 
phase of gender reorientation, so that there is little room to observe further 
improvement postoperatively. However, there is another issue here beyond the 
purely empirical one, namely the implications of findings of minimal psycho
social improvement for treatment. As we shall see, the same evaluation of the 
psychosocial consequences of reassignment surgery appears to have led investiga
tors to very different conclusions regarding the clinical management of transsex
ualism. 

The issue, baldly stated, is whether reassignment surgery is only justified as 
a treatment modality if it can be shown that it produces substantial improve
ments in psychosocial adjustment as well as an alleviation of the patient's subjec
tive distress over his gender problem. Lundstrom's (1981) conclusions imply that 
he considers reassignment surgery completely justified by the marked tranquiliz
ing effect on patients that results from aligning their objective sexual appearance 
with their subjective gender identity. For him, the relevance of psychosocial 
adjustment is in selecting those patients most likely to profit from surgery: 

I have already mentioned the view of several authors that psycho-social instability does 
not seem to be improved by sex reassignment and that poor psycho-social functional 
capacity should be regarded as a relative contraindication to sex reassignment. The 
present investigation has shown that when there is psycho-social instability it persists 
also in the cases who do not undergo sex reassignment. Good psycho-social functional 
capacity also seems to continue unchanged even when the patient's wish for sex 
reassignment is not acceded to. Thus psycho-social functional capacity appears gener
ally to be independent of whether measures for sex reassignment are taken or not. In 
considering indications for sex reassignment, assessment of psycho-social stability is 
relevant only by virtue of the fact that [aJ very poor psycho-social condition makes it 
difficult to sustain the stresses practically always resulting from the change to [the J 
contrary sex role. (1981, p. II 6) 

Lundstrom's perspective on the psychosocial adjustment data is a common 
one, but it is not universal. On the basis of their study at The Johns Hopkins 
Hospital, Meyer and Reter (1979) concluded, just as did Lundstrom, that sex 
reassignment surgery has no particular effect on patients' psychosocial adjust
ment. However, it was announced, at about the same time, that sex reassign
ment surgery would no longer be performed in the general operating theaters of 
The Johns Hopkins Hospital. One would suppose that it was the failure to 
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identify social or economic benefits of surgery that prompted this decision be
cause none of the postoperative patients examined by Meyer and Reter regretted 
the decision to undergo sex reassignment. 

Summary 

The high global success rates that emerge from the compilations of Pauly 
and Lundstrom probably point more to patients' peace of mind and improved 
morale than to any other consistent finding. It remains an unsettled, empirical 
question whether surgical reassignment produces additional social or economic 
benefits, and if so, what these are. Many clinicians believe that postoperative 
psychosocial functioning is highly correlated with preoperative functioning and 
that the way to end up with well-adjusted patients is to approve only well
adjusted patients for surgery (e.g., Ball, 1981). 

CONCLUSIONS 

Many gender patients move into the cross-gender role, and most of those 
who do, remain in this role. Their behavior suggests that they feel more comfort
able living as the opposite sex and the available test data indicate that cross-living 
patients do experience less tension and depression. They pursue surgery to com
plete the transformation and postoperatively they declare themselves glad to have 
done so. They complain of an inability to enjoy physical intimacy in their 
original gender role and the empirical evidence shows them more likely to 
establish love relationships as members of the opposite sex. It thus appears that 
their actions match their words and that, in many cases, the hope of a happier 
life in the cross-gender role is, to some degree, fulfilled. 

There is a handful of case reports, reviewed by Lundstrom (1981), of pa
tients who appeared transsexual, or, at least, had requested reassignment surgery, 
who were reconciled to their biological sex by psychotherapy, behavior therapy, 
or some other influence. With one exception, who appears atypical for a trans
sexual in that he expressed severe anxiety at the thought of living permanently as 
a woman, these patients were quite young when they presented, most in their 
teens, a few in their early 20s. This outcome is extremely rare for older indi
viduals in whom the transsexual syndrome has been fully established. As we have 
previously seen, the available evidence indicates that gender dysphoria also does 
not disappear spontaneously over time. It is, therefore, fortunate that the reorien
tation solution, makeshift as it may be, is available for fully developed transsex
uals because there is no known cure for these cases. Counseling may, however, 
be effective in reconciling a mildly gender dysphoric homosexual to his or her 
biological sex or in stabilizing a gender dysphoric heterosexual male at some 
point short of public adoption of the female gender role. 
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The socioeconomic consequences of gender reorientation are still uncer
tain; the problem here may be one of experimental approach. As we have tried to 
show throughout this chapter, there is much more to gender reorientation than 
surgery. Perhaps full-time adoption of the cross-gender role, rather than surgery, 
is the single greatest watershed in the patient's life; perhaps each component of 
gender reorientation has its own specific effects, and it is mistaken to try to relate 
all aspects of adjustment to any single component. For two decades, however, 
most clinical researchers have confined themselves to asking whether the pa
tient's postsurgical circumstances are superior to his or her presurgical circum
stances. In this chapter, we have seen that objective measurement is possible for 
components of gender reorientation other than surgery, for example, interper
sonal gender role. Such measurement opens the door to quantitative studies of 
the relations between multiple gender reorientation variables, on the one hand, 
and specific aspects of psychosocial adjustment, on the other. This approach 
may lead to greater success in ascertaining the socioeconomic effects of gender 
reorientation than has previously been possible with the simple presurgery
postsurgery design. 
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The poor ability of our legal systems to come to satisfactory terms with scientific 
and medical advances has often been criticized. It would be difficult to find a 
better example of this than the succession of confused and inconsistent legal 
pronouncements in cases of transsexual ism. The medical-legal literature on the 
debate is now extensive; however, the principal issues can be identified fairly 
clearly, even though satisfactory resolutions are rarely available. This chapter 
will review the main areas in which the transsexual and the law may interact. 

MEDICAL AND LEGAL ApPROACHES TO THE CONCEPT OF SEX 

Probably the most fundamental difficulty with which the law has had to 
deal with respect to transsexua'lism is that of reconciling medical or biological 
concepts with legal and social concepts of sex. Although not providing a defini
tion of sex, medicine has considered a number of factors that appear relevant to 
its determination. These include sex chromosome constitution, gonadal sex, sex 
hormone pattern, internal sex organs other than gonads (uterus and sperm 
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ducts), external genitalia, secondary sex characteristics, sex of assignment (rear
ing), gender identity, and gender role. 

These criteria for sex determination would, in most individuals, be in 
accord. Transsexuals, who have been defined elsewhere in this volume as per
sons who believe, despite all physical and genetic evidence to the contrary, that 
they are inherently members of the opposite sex, would, however, register as one 
sex on all the criteria apart from gender identity and role. Intersexes, for exam
ple, males with Klinefelter's syndrome, would present an ambiguous pattern of 
sexual identity using these criteria. Clearly, not all the criteria are of equal 
importance, though some early judicial rulings made this assumption. Indeed, 
Smith (1971) has argued forcefully that 

ultimately it is not for the law to decide the sex of an individual. ... Courts are 
simply not qualified to weigh the complex, confusing and possibly contradictory 
medical data. (p. 968) 

In cases of sexual ambiguity, the use of a simple majority of agreeing factors 
would be inconclusive because it incorrectly assumes that each factor is of equal 
importance. In fact, the relative weight given to each factor will alter with the 
type of syndrome under consideration and will vary depending upon the purpose 
for which a determination of sex is required. In essence, this is precisely what the 
law has done. The specific legal issues requiring a judgment regarding the sex of 
an individual will be discussed now under separate headings. 

CHANGE OF NAME 

Transsexuals frequently assume a name appropriate to their chosen gender 
long before they undergo sex reassignment surgery. In the United States and 
Canada, this is perfectly legal provided that the motive is not fraudulent, for 
example, to avoid criminal prosecution, defeat creditors, or claim inheritance 
(Nelson, Paitich, & Steiner, 1976). The so-called "usage" or "common-law" 
method of changing one's name is accomplished simply by consistently using a 
new name in all aspects of the individual's personal, social, and business life. 
Some recommend that the transsexual carry a written document or declaration 
of name change should an inquirer wish to have a statement in writing (Clark, 
1980). Nevertheless, many transsexuals are anxious to obliterate as much evi
dence of their former gender as possible and seek to alter their names formally 
through the courts. In the United States, change of name by court petition is 
achieved by preparing an Order to Show Cause, which is published in a local 
newspaper and indicates that the individual is changing his or her name. A 
Petition for Name Change is submitted to the county clerk's office, and a few 
weeks later the person appears briefly before a judge, who signs the court order 
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officially documenting the change (Clark, 1980). A similar procedure is followed 
in Canada where, at least in Ontario, the necessity for publication may be 
dispensed with and the judge may hear the petition in his personal chambers 
(Nelson et aI., 1976). 

However, if the transsexual has not been living in his or her chosen gender 
and if he or she is not receiving hormone therapy or has not undergone sex 
reassignment surgery, there is the possibility that the application may be denied 
on the grounds that insufficient reason for the name change has been given or 
that fraud or misrepresentation might result. Nelson et al. (1976) recommend 
that the patient's application be supported by medical evidence in the form of 
affidavits. 

BIRTH CERTIFICATES 

At one time, it was virtually impossible for a transsexual to have his or her 
birth certificate altered. The sex of most people is permanently recorded on the 
birth certificate, often after the most cursory examination by those in attendance 
at delivery. In the past it has been usually necessary, in order to alter the sex 
recorded on the certificate, to demonstrate that an error had been made on the 
original record. In the case of a transsexual, unlike, for example, the her
maphrodite, the certificate was technically correct at the time it was made out. 
The kind of opposition to sex designation changes on birth certificates is well 
exemplified by a number of court decisions in the United States, of which the 
most notable was Anonymous v. Weiner (see Haag & Sullinger, 1982, p. 345). In 
this case, a postoperative transsexual applied to the Division of the Bureau of 
Vital Statistics in the New York Health Department for a new birth certificate 
indicating a change of sex from male to female. The board turned to a medical
legal panel appointed by the New York Academy of Medicine to assist them. The 
academy suggested that sex designation changes for transsexuals should be re
jected on three grounds: 

Male to female transsexuals are still chromosomally males while ostensibly females; 
second, it is questionable whether laws and records such as the birth certificate should 
be changed and thereby used as a means to help psychologically ill persons in their 
social adaptation; and third, the desire for concealment of a change of sex by a 
transsexual is outweighed by the public interest against fraud. (p. 75) 

Unequivocally chromosomal sex was the test used in this decision. The board's 
decision and the academy's underlying analysis, together with the decision of the 
court that upheld it, has been severely criticized (In re Anonymous, 1968; Hol
loway, 1968); however, the judgment has been supported in more recent cases, 
again usually on the grounds of chromosomal sex. 
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Nevertheless, some judgments have been favorable to the transsexual who 
wishes to alter his or her birth certificate, and in recent years specific legislation 
has sometimes been enacted either to permit issuance of a new certificate or 
amendment of the original. This is possible in several of the United States and 
provinces of Canada. In Canada a procedure is established in which medical 
certificates are presented to the Registrar of Births. In most provinces, the change 
can be made by any "person who has undergone transsexual surgery" (Saskatche
wan) or "has had his anatomical structure changed to a sex other than that which 
appears on his registration of birth" (Ontario, Nova Scotia). To overcome the 
concern that sex reassignment surgery does not "really" change the sex of the 
person, British Columbia allows new registration to be "consistent with the 
intended result of transsexual surgery." New Brunswick and British Columbia 
require that the applicant be unmarried before a certificate can be altered. 
Clearly, a transsexual wishing to alter his or her birth certificate needs to consult 
with legal counsel in his or her own jurisdiction. Foreign jurisdictions have often 
responded in a manner similar to the United States courts, although Switzerland 
has legally approved the new postoperative sex of a transsexual (Bassis, 1979) as 
has Sweden (Walinder & Thuwe, 1976) and Germany (Pfaffiin, 1981). 

CHANGING OTHER DOCUMENTS 

Among the documents on which a transsexual may wish to change the 
designation of sex there is no question that the birth certificate presents the most 
problems. Generally speaking, secondary documents such as driver's licenses, 
passports, social insurance cards, school records, degrees, professional licenses, 
and citizenship papers can usually be amended without providing a birth certifi
cate. Furthermore, the accumulative effect of successfully amended documents 
eventually becomes further "proof" for the next official body that is approached 
(David, 1975). Nevertheless, the advantage of a legal change of name is obvious 
(Hoenig, 1977). 

MATRIMONIAL ISSUES 

Legal issues relating to transsexual marriages can arise basically in three 
circumstances: (1) where one of the partners is a transsexual but has not under
gone reassignment surgery, that is, both parties are still of the same biological 
sex; (2) where one of the partners is a postoperative transsexual despite both being 
originally of the same biological sex; and (3) where the marriage was between 
partners of different biological sex but where one has subsequently undergone sex 
reassignment surgery. Central to all three situations is the vexatious question of 
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what is the essential nature of marriage. The definition offered by the judge in 
the case of Hyde v. Woodmansee in 1866 was "the voluntary union for life of one 
man and one woman to the exclusion of all others" (quoted in Rozovsky & 
Rozovsky, 1982, p. 130). In Canada this definition has clearly influenced subse
quent decisions, as in North et al. v. Matheson (1975) (cited by Rozovsky & 
Rozovsky, 1982, p. 131). In this case, two homosexual men went through a 
marriage ceremony and subsequently applied to have their union registered at 
the vital statistics office. A court reaffirmed that a marriage could only exist 
between partners of opposite sexes and that, in this particular case, there was no 
marriage to register. Similar instances in which two males attempted to have 
their marriage legitimized have failed. An interesting variation on the same 
theme is found in the case of Anonymous v. Anonymous (1971), in which a 
marriage took place between two biological males, one of whom appeared to be 
female. Despite having met his "wife" initially as a prostitute, the spouse did not 
discover that "she" still had male genitals until after their marriage, which 
occurred a few weeks subsequently. The couple never lived together again, and 
shortly afterward the husband, who was a noncommissioned officer in the 
United States Army, was transferred overseas. Although the "wife" meanwhile 
underwent sex reassignment surgery, the husband decided to sue for divorce 
because the army had continued to deduct an allotment from his pay to support 
his "wife." The New York Supreme Court ruled that "The law makes no 
provision for a 'marriage' between persons of the same sex" and nullified the 
union, noting also that "what happened to the 'wife' after the marriage ceremony 
is irrelevant, since the partners never lived together." 

Marriages involving a postoperative transsexual present rather more com
plex problems that revolve essentially around the question of whether a sex 
reassignment operation alters an individual's legal sex. As mentioned earlier, for 
legal purposes the criteria used to judge a person's sex may well vary from one 
situation to another. Here the issue is whether the operation should permit a 
person to be legally designated as belonging to the sex opposite to that in which 
they were born for the purposes of marriage. As was discussed in relation to 
marriages between two individuals of the same sex, a further issue here is the 
essential nature of marriage. As with all marriages, the validity of the marriage of 
a postoperative transsexual also depends upon absence of fraud and consumma
tion. The classic early judicial ruling, in 1970, on such a case was that of Corbett 
v. Corbett (otherwise Ashley). Although the case makes fascinating reading, it is 
not clear, when both parties sought an annulment and no substantial property 
issues were involved, why they litigated so vigorously with the inevitable conse
quence of considerable exposure of their extraordinary private lives. The case 
"required so much law to end so weak a marriage" (David, 1975). The facts of 
the case are worth summarizing. 

George Jamieson, the respondent, had been born a male but in subsequent 
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history is not atypical of some transsexuals. He joined a troupe of female imper
sonators, began taking female hormones, and subsequently underwent sex reas
signment surgery in 1960 in Casablanca. The petitioner in the case, Arthur 
Corbett, was described in the judgment as having not only a previous heterosex
ual marriage but also numerous homosexual affairs and was "prone to all kinds 
of sexual fantasies and practices," including transvestism. He had arranged to 
meet Jamieson (by then calling herself April Ashley) through a transvestite 
friend, apparently to learn how she made herself so convincingly feminine, 
something he had been unable to attain during his own periods of transvestism 
and subsequently became "mesmerized" by her. "This was so much more than I 
could ever hope to be. The reality was far greater than my fantasy" (1975, p. 
1312). However, the relationship rapidly foundered, and in fact they lived td
gether for only 14 days of their 3-month marriage. Corbett's grounds for divorce 
were that the marriage had not been consummated or, alternatively, that April 
was not female. In response, April denied that she was not able to consummate 
the marriage, and maintained that, because she had been surgically reassigned, 
she was female for the purposes of the marriage. The judge, Mr. Justice Ormrod, 
also an esteemed physician in the specialty of forensic medicine, held that the 
primary issue was the validity of the marriage and that this depended upon the 
"true sex of the respondent." Not only did both parties call medical experts to 
support their cases but others were brought in by the court. After hearing all the 
evidence in a lengthy trial, Ormrod ruled that because marriage is essentially a 
relationship between a man and a woman the validity of the marriage depended 
upon whether April was a woman. In considering this question, Ormrod (David, 
1975) stated: 

The respondent has been shown to have XY chromosomes and, therefor.e, to be of 
male chromosomal sex; to have had testicles prior to the operation and, therefore, to 
be of male gonadal sex; to have had male external genitalia without any evidence of 
any internal or external female organs and, therefore, to be of male genital sex; and 
psychologically to be a transsexual ... socially, by which I mean the Respondent is 
living in the community, she is living as and passing as a woman more or less 
convincingly. Her outward appearance, at first sight, was convincingly feminine, but 
on closer and longer examination in the witness box it was much less so. The voice, 
manner, gestures and attitude became increasingly reminiscent of the accomplished 
female impersonator. The evidence of the medical inspectors and of the medical 
doctors who had an opportunity during the trial of examining the Respondent 
clinically, is that the body, in its post-operative condition, looks more like a female 
than a male as a result of very skillful surgery. Professor Dewhurst, after his examina
tion, put his opinion in these words- "The pastiche of femininity was convincing." 
That, in my judgement, is an accurate description of the Respondent. It is common 
ground between all the medical witnesses that the biological sexual constitution of an 
individual is fixed at birth (at the latest), and cannot be changed either by the natural 
development of organs of the opposite sex, or by medical or surgical means. The 
Respondent's operation, therefore, cannot effect her true sex. 

Having regard to the essential heterosexual character of the relationship which is 
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called marriage, the criteria must, in my judgment, be biological. . . . In other 
words, the law should adopt, in the first place the first three of the doctors' crite
ria, ... i.e., the chromosomal, gonadal and genital tests and if all three are con
gruent, determine the sex for the purposes of marriage accordingly. (pp. I 322- I 323) 
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Thus, April had been designated as male at birth, continued to be so despite 
the sex reassignment surgery, and could not perform the "essential role of a 
woman in marriage." The latter phrase is not further elaborated. If Ormrod 
meant by it the ability to procreate, it would surely invalidate numerous appar
ently "normal" unions; if he meant ability to participate in intercourse, he 
ignored the evidence of the medical witnesses. As far as can be determined from 
the judgment, Ormrod seems to imply that whether a person can be a female for 
purposes of marriage is determined at or before birth, an approach that "ignores 
the subtle but nevertheless real effects of human, social and physical develop
ment" (Smith, 1971, p. 1007). 

A few years later, a new New Jersey court undermined the Corbett prece
dent in M. T. v. 1- T. (1976). In this case, the couple had met and begun 
cohabitating before the plaintiff had undergone sex reassignment surgery, follow
ing which they married. In what, on the surface, was a straightforward support 
and maintenance suit the issue became whether the marriage between a male 
and a postoperative male-to-female transsexual was valid. In rejecting the reason
ing behind the Corbett decision, the New Jersey appellate court rejected the 
exclusively biological standard for sexual determination with these words: 

For marital purposes if the anatomical and genital features of a genuine transsexual 
are made to conform to the person's gender, psyche or psychological sex, then identity 
of sex must be governed by congruence of the standards ... in this case the transsex
ual's gender and genitalia are no longer discordant; they have been harmonized 
through medical treatment. Plaintiff has become physically and psychologically uni
fied and fully capable of sexual activity consistent with her reconciled sexual attributes 
and gender and anatomy. Consequently, Plaintiff should be considered.a member of 
the female sex for marital purposes. It follows that such an individual would have the 
capacity to enter into a valid marriage relationship with a person of the opposite sex 
and did so here. In so ruling we do no more than give legal effect to a fait accompli 
based upon medical judgment and action which are irreversible. Such recognition 
will promote the individual's quest for inner peace and personal happiness, while in 
no way disserving any societal interest, principle or public order or precept and 
morality. (Cited by Haag and Sullinger, 1982, pp. 349-350) 

The court also ruled that the marriage of a transsexual would be valid, at least in 
New Jersey, so long as the individual informed the partner about the sex reassign
ment surgery before the marriage. 

In contrast to this liberal approach is the decision in Frances B. v. Mark B. 
(1974). The husband in this New York case was a female-to-male transsexual 
who had undergone mastectomy, hysterectomy, and hormone therapy before the 
marriage. When the wife discovered that he had no penis and was unable to 
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perform sexually, she sued for divorce on the grounds that "he" was female. The 
court upheld this view: "While the inability to consummate the marriage would 
have been enough to justify the annulment, the defendent was in fact a woman" 
(cited by Clark, 1980, p. 20). 

These matrimonial issues have not been litigated in Canadian courts 
(Nelson et ai., 1976), although it is likely the Corbett precedent would be 
followed (Hawley, 1977; Rozovsky & Rozovsky, 1982). Nevertheless, Hawley 
suggests that in those "enlightened provinces" of Canada where legislation has 
been passed to allow amendments to birth certificates (vide supra), a person who 
has had such a new birth certificate issued could marry as a member of their new 
sex. Possibly where this statutory definition of sex exists, the Corbett precedent 
would not be applicable. Certainly, in North America, depending upon the 
jurisdiction, the transsexual's position is very uncertain, because their situation 
can be repeatedly tested in the courts "questioning anew any ground held up to 
then to have been secure" (Hoenig, 1977, p. 321). 

In relation to these and other legal situations involving transsexuals, Levine 
(1979) has raised some interesting psychiatric and social issues. He indicates, for 
example, that the underlying issue in these cases is the notion, rooted in religious 
and social traditions, that heterosexuality in both partners is a prerequisite for 
marriage in order to perpetuate the family and the group as well as because both 
men and women more completely fulfill themselves through parenthood. He 
reports his own observations and those of others that the spouses of transsexuals 
are not always unequivocally heterosexual. He further questions whether the 
transsexual regards marriage as the fulfilling union of two individuals who, in 
various ways, are complementary to each other, or whether their underlying 
reason for marriage is simply to "confirm or authenticate their femaleness." 
Levine (1979, p. 273) argues that however commendably judges may approach 
and rule on the cases involving transsexual marriages, "psychiatrists' professional 
experience and knowledge are better suited for dealing with the issues raised by 
these cases than are the courts." 

Having discussed the problematic legal aspects of transsexual marriages, it is 
worth noting that 

Many transsexuals have without publicity contracted enduring and successful mar
riages which are accepted without notice or comment by other members of the 
community. Furthermore, they have brought their own children into the marriage, 
have adopted children, or, in the case of female-to-male transsexuals, the wife has 
borne children by means of artificial insemination (Erickson Educational Founda
tion, 1976, pp. 37-38). 

There are cases of preoperative transsexuals whose marriage to a member of 
the opposite sex would be legally valid. Certainly under these circumstances 
there might be grounds for divorce if the spouse found episodes of transvestism 
unbearable or the marriage was not consummated. 
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It should also be pointed out that sex reassignment surgery performed on a 
married person without the spouse's consent could lead to court action for 
damages for loss of consortium and alienation of affection. There might also be 
justification for divorce on grounds of mental cruelty to the spouse. In the 
United States, if a married person decides to undergo sex reassignment surgery, it 
is advised (Clark, 1980) that the couple seek legal advice, especially if children 
are involved, because the operation may well affect their custody/visitation 
rights. However, few surgeons will operate on a patient whose marriage is still in 
force. 

Before a postoperative transsexual marries, he or she should discuss with the 
partner the sex reassignment surgery that has occurred and the resulting sterility 
to avoid charges of fraud or grounds for annulment or divorce (Presser, 1977). 

CHILD CUSTODY 

Problems may arise in the case of a couple, one of whom is a surgically 
reassigned transsexual, who wish to adopt children or, when children of a former 
union exist, to obtain custody of them. As the usual legal consideration in 
custody cases is what is in the "best interests of the child," the crucial issue is 
whether or not a transsexual is fit to be a parent. Although the issue is not 
completely resolved within the psychiatric profession, the work of Green (1978) 
is of direct relevance to the matter. He studied 16 children of transsexual or 
homosexual parents and found that they all developed as heterosexuals. Whether 
or not these children later develop sexual problems or dysfunctions is as yet 
unknown. Green states (1978, pp. 690-697) that "I tentatively suggest that 
children being raised by transsexual or homosexual parents do not differ appre
ciably from children raised in more conventional family settings." 

In the case of In re Tenure Hearing of Grossman, (1976) the New Jersey 
court ruled that the presence of a transsexual teacher was sufficiently likely to 
damage the children in her care to justify her dismissal. However, in Christian v. 
Randall (1973) the court ruled that no evidence was heard "that the environ
ment of the respondent's home in Colorado endangered the children's physical 
health or impaired their emotional development" (cited by Haag and Sullinger, 
1982, p. 752, footnote 68) and allowed custody to remain with the mother, who 
had been surgically reassigned and was now a male. 

Despite this ruling, it would be unwise to predict that other courts would 
follow suit, and custody is more likely to be granted or denied on the facts of each 
individual case (Haag & Sullinger, 1982). 

Presumably, the same observation would apply should a sterile couple, one 
of whom is a male-to-female transsexual, wish to have a child through the 
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mechanism of surrogate parenthood though, as far as I know, no such cases have 
yet been reported. 

CRIMINAL-LEGAL ASPECTS 

Although some have remarked that there is no reason to believe that trans
sexuals are more inclined to antisocial behavior than anyone else (David, 1975; 
Myers, 1979; Nelson et al.; Smith, 1971), this conflicts not only with my clinical 
observations but also with several reported studies (Hoenig, Kenna, & Youd, 
1970; Randell, 1959; Walinder, Lundstrom, & Thuwe, 1978). Hoenig et al. 
(1970), for example, note that 42% of their series had criminal records, not by 
any means all of which were for sex-related antisocial behavior. 

It is a clear-cut requirement of most clinics dealing with transsexual patients 
that a period of living and working in the patient's desired gender role for at least 
1 to 2 years be completed before surgery is contemplated. In Canada a person 
may cross-dress without fear of prosecution provided there is no intention to 
commit certain specific offenses such as fraud (Hawley, 1977; Nelson et al., 
1976). However, in the United States there are still laws in a number of jurisdic
tions that could be used to prosecute a cross-dresser (Clark, 1980; David, 1975; 
Haag & Sullinger, 1982; Smith, 1971), although some courts have recognized 
the difficulties for a transsexual who is under treatment at a recognized clinic. 
Until this charitable approach is more widely shown, Clark's advice should be 
taken: "If you're going to cross-dress, don't be obvious about it" (Clark, 1980, p. 
12). She recommends that a letter be obtained from the attending physician, 
indicating that the individual is a transsexual undergoing treatment that requires 
cross-dressing, a suggestion made also by Nelson et al. (1976) to help the patient 
avoid embarrassing situations. In certain countries such as Germany and Den
mark, the police are allowed, upon medical representation, to issue special cards 
to transvestites (Smith, 1971). 

There are certain crimes in which the victim is designated specifically as 
female. For example, in Canada, a man cannot be a victim of rape, only of 
indecent assault, and it is an offense to conceal a woman (but not a man) in a 
"common bawdy house" or to give a woman an intoxicating substance with the 
intention of having illicit sexual intercourse with her (Rozovsky & Rozovsky, 
1982). It appears that the law has not resolved these conundrums (Nelson et al., 
1976). 

Writing from a British standpoint, Waiton (1974) sardonically remarks: 

All male readers are advised that they may safely rape a male transsexual with an 
artificial vagina if they are so inclined without being convicted of rape .... Male 
adulterers should be heartened by the fact that they may indulge in cunnilingus, 
copula crme, per oram, per anum and per vaginam perennially ad nauseam and with 
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impunity. It is open season on transsexuals-unless she is under a certain age, of 
course in which case an offence will have been committed between males! (p.502) 
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Some transsexuals known to me have attempted to use their transsexualism 
to justify criminal behavior, for example, robbery or fraud in order to obtain 
money for surgery. Myers (1979) reports a case in which a transsexual patient 
impulsively robbed a bank after he became agitated when his student allowance 
check failed to arrive. He was initially sentenced to a lengthy prison term, but 
during his appeal he suffered a temporal lobe seizure in the dock. The court 
decided that the evidence of psychiatric disability had not been given sufficient 
weight at the original trial, and an alternative sentence of probation with con
tinued psychiatric treatment was imposed. Haag and Sullinger (1982) report a 
similar American case in which a preoperative transsexual's 2- to 5-year prison 
term for theft was reduced to 3 years probation, after the court heard psychiatric 
testimony that the defendant would experience adjustment difficulties in, and 
little benefit from incarceration. 

Certainly, the generally unsympathetic environment of a prison is very hard 
on transsexuals. Only a few authors have written specifically about the problems 
of incarcerated transsexuals (Blank, 1981; Gardner, 1981; Milliken, 1982; 
Myers, 1979; Stump, 1971). I and my colleagues Steiner and Blanchard (1983) 
investigated and made several recommendations on the management of transsex
ual inmates in Canadian penitentiaries (see Chapter 10). In the United States it 
is likely that the constitutional "right to treatment" would have weight in these 
circumstances (Clark, 1980; David, 1975). Prisoners are usually assigned to male 
or female prisons in accordance with anatomy (Clark, 1980; Myers, 1979). As 
Clark points out, common sense should inform the transsexual inmate that 
undergoing feminizing hormones in a male prison will have serious problems. 

As the problems facing a transsexual in midtransition include sexual and 
physical abuse by both other inmates and guards, together with extended solitary 
confinement, Clark's (1980, p. 16) advice would best be heeded by such trans
sexuals: "Avoid compromising situations which could lead to incarceration." 

WILLS AND INHERITANCES 

The potential problems faced by transsexuals in relation to inheritances 
seem to arise very infrequently. They have not been presented to the courts 
(Clark, 1980; David, 1975; Haag & Sullinger, 1982; Nelson et al., 1976). 

When making a bequest to a transsexual, the latter should be indicated 
clearly, for example, ''To Pauline Jones, formerly Paul Jones." The legal em
phasis in the case of disputed wills is on the intention of the testator in terms of 
the words of the will, considering all the circumstances (David, 1975, Haag & 
Sullinger, 1982; Hawley, 1977; Nelson et al., 1976). 
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In testamentary cases involving a transsexual, it is worth remembering that 
such patients have often been ostracized by their families, and if the patient is a 
beneficiary, other family members may contest the inheritance. Furthermore, 
the testamentary capacity of the transsexual testator could be disputed also 
(Nelson et ai., 1976). 

THE LEGALITY OF SEX REASSIGNMENT SURGERY 

Surgical sex reassignment operations may in theory be affected by three 
different areas of law: contract, tort (a civil wrong), and criminal law. 

A suit for breach of contract might be brought against a surgeon who 
performed such an operation by a dissatisfied patient. However, the suit is not 
likely to succeed because the medical profession rarely guarantees the results of 
treatment (Hawley, 1977). However, civil liability would remain if there was 
evidence of malpractice, for example, negligence in preoperative evaluation, the 
actual surgery, or in postoperative care (Belli, 1978; Haag & Sullinger, 1982). 

The need to obtain informed consent from the patient is as important as 
preoperative evaluation of a potential candidate for sex reassignment surgery. 
This issue, which has become widely discussed in all areas of medicine, has been 
debated at length in relation to the treatment of transsexualism. The doctrine 
makes it necessary that, before subjecting a patient to a medical treatment, a 
physician explain the procedure to the patient and warns him or her of the 
material risks or dangers that may be associated with it. Only in this way can the 
patient make an intelligent and informed choice about whether or not to accept 
the treatment. Furthermore, the physician must determine if the patient is 
mentally competent to understand the procedure. Based on a reading of the 
American case law, Haag and Sullinger (1982) regard the following as the mini
mum information that should be conveyed to the transsexual patient before 
surgery: 

1. The nature of transsexualism and the patient's particular gender identity 
2. The procedure involved in psychological testing and the relationship of 

such tests to a differential diagnosis 
3. Alternative modes of treatment available, their success rates, and accom-

panying risks 
4. Potential psychological problems 
5. Legal impediments to societal integration 
6. Ramifications of sex reassignment surgery including irreversibility, infer

tility, and technological limitations 
7. Medical complications arising out of sex reassignment surgery 

Although they admit that less comprehensive disclosures might be satisfac
tory to some courts, they argue that "the highly specialized and irreversible 
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nature of sex change surgery coupled with its psychological ramifications de
mands an extraordinary kind of disclosure" (Haag & Sullinger, 1982, pp. 370-
371 but see also David, 1975). 

In Canada, such detailed disclosures so far have not been legally ruled 
necessary, but decisions regarding informed consent to other procedures suggest 
that similarly strict standards might be applied in the future. 

Even though such detailed disclosure has been made and the patient has 
given written consent, some would dispute its validity. The main ground for this 
has been that the passionate and lifelong craving for drastic surgery, which so 
characterizes the syndrome of transsexualism, is itself indicative of mental in
stability and incompetence. The fact that extensive preoperative screening is 
intended to segregate applicants who are emotionally unstable, masochistic, or 
psychotic allays this concern to a great extent (Hawley, 1977), although there 
remains a clinical dilemma in that those who desire the surgery most intensely 
would probably be considered unstable and denied surgery whereas those who 
adopt a more restrained, mature manner could be accepted (Belli, 1978). 

Although most sex reassignment surgery is performed on carefully selected 
patients who are competent to give informed consent, doctors have often raised 
concerns that to remove healthy human tissue could render them liable to 
criminal prosecution. In a few countries, such as Argentina, the operation has 
been ruled illegal. In Canada it can be legally carried out under Section 45 of the 
Criminal Code (Hawley, 1977; Hoenig, 1977; Nelson et al., 1976) provided that 
it is performed with reasonable care and skill on an appropriate patient. 

However, in the United States speculation has been voiced that the surgeon 
could be prosecuted for the crime of mayhem in several states, because sex 
reassignment surgery involves the removal of healthy tissue. Mayhem statutes 
originate in English common law that prohibited the infliction of injuries that 
reduce the victim's capacity to fight; such injury was thus a crime against the king 
as well as the victim. Holloway (1974), who carefully researched the history of 
mayhem statutes and their judicial interpretation, concluded that a successful 
prosecution against a physician for sex reassignment surgery is farfetched, es
pecially when consent has been given, and Belli (1978) agrees that it is not a 
serious threat. Despite such reassurances, Smith (1971) recommends that sur
geons consult legal counsel before performing the operation in any of the United 
States and obtain a letter of approval from the attorney general if the mayhem 
statute of that state appears to preclude the operation. 

THE RIGHT TO TREATMENT OF TRANSSEXUALS 

As only a handful of the applicants for sex reassignment surgery are 
eventually deemed suitable, it is perhaps surprising that not more rejected candi
dates have made legal recourse to demand their right to treatment (Mehl, 1973). 
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Certainly, sex reassignment surgery is not available on demand in respectable 
clinics, though the results of "bargain basement" surgery on transsexuals who 
have been subjected to inferior surgical techniques and preoperative selection 
have been described as horrifying (Belli, 1978). Furthermore, those who are 
denied surgery may attempt suicide or autocastration (Laub & Fisk, 1974). 

There have been, however, a number of court decisions from the United 
States addressing the issue of whether sex reassignment surgery should be paid for 
under federally funded health care plans. The first, from Minnesota, replaced an 
absolute exclusion of funding of transsexual surgery with the requirement that in 
future cases "a thorough, complete and unbiased medical evaluation should be 
made by the individual agencies to determine whether the requested surgery is 
'medically necessary' " (Haag & Sullinger, 1982, p. 362). With one subsequent 
exception, court decisions have required Medicaid programs to fund sex rea~
signment surgery (Clark, 1980). 

In Canada, the only current gender clinic in the country is based at the 
Clarke Institute of Psychiatry in Toronto. The Ontario Health Insurance Plan 
will finance the preoperative management (drug treatment and psychotherapy) 
together with most of the cost of sex reassignment surgery provided that the 
Clarke clinic has recommended it. Furthermore, some applicants from other 
provinces have been successful in reclaiming some of the costs from their own 
health insurance programs after they have been assessed by the clinic and recom
mended for surgery. 

Some private health insurance plans are now liberal enough to cover costs 
of preoperative evaluation, surgery, and postoperative care of transsexuals in the 
United States. Most continue to deny benefits for a variety of reasons, though the 
chances of obtaining such benefits are enhanced if the patient deals with a 
reputable clinic or professional team (Clark 1980). 

DISCRIMINATION 

Examples of discrimination could include many different situations. Two 
in particular have especially wide importance, namely occupational discrimina
tion and discrimination in athletics. 

Job discrimination involving a transsexual was first addressed in the United 
States in the case of In re Tenure Hearing of Grossman, which was alluded to 
earlier in this chapter. In this case, a male-to-female transsexual teacher, subse
quent to sex reassignment surgery, informed her employers that she intended to 
continue teaching in her chosen gender. Her dismissal, essentially on the 
grounds that she was unfit to teach impressionable children, was supported on 
appeal. A similar case, Holloway v. Arthur Anderson & Co., involved a plaintiff 
who advised his employers that he was intending to be surgically reassigned as a 
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female and asked them to change his name to one of the appropriate gender. His 
dismissal was affirmed. 

The situation in the United States in which, apparently, transsexuals have 
no redress against their employers for dismissal on the basis of violation of their 
civil rights does not appear to be so unfair in Canada. All provinces and the 
federal government have passed acts prohibiting discrimination on the basis of 
sex. However, the acts do not specifically refer to situations in which surgically 
reassigned patients could be discriminated against, and it would be necessary to 
appeal to a court or the Human Rights Commission. However, so far no such 
appeals have been made (Rozovsky & Rozovsky, 1982). 

Because of physical differences between "normal" males and females, their 
athletic performance is dissimilar. These differences are used to justify the vari
ous rules established by international and national sports federations and the 
International Olympics Committee, and, to establish their sex, participants are 
required to submit to chromosomal tests. As with other situations in which a 
determination of sex has been necessary in a specific context, criticisms have 
been raised and other standards suggested. However, any test that is used to 
determine the sex of transsexuals in sports has to consider biological differences, 
because it would erode the competitive aspect of the sport if it failed to screen out 
participants who are at an unfair physical advantage. There have also been some 
questions as to the legality of requiring female athletes to submit to testing, on 
the grounds that it is discriminatory on the basis of sex. However, as the private 
clubs, societies, and so forth involved may reject applications for membership 
arbitrarily, it seems that there is no recourse (Hawley, 1977). 

One famous situation did, however, challenge the use of the chromosomal 
test. In Richards v. U. S. Tennis Association (discussed by Bassis, 1979) the court 
was required to determine the relative superiority of the Olympic (chromosomal) 
test as opposed to a psychological test of the sex of a transsexual (Renee Richards) 
for athletic purposes. By the chromosomal test, Richards would have been classi
fied as a male. After hearing a substantial body of medical opinion the court 
ruled in Richards's favor. This decision has been criticized (Bassis, 1979) because 
there were discrepancies in the medical evidence. For example, there is the 
question of whether Richards was a female or simply a simulation of one and 
whether she was at a competitive advantage because of innate characteristics and 
also whether the chromosomal test is valid. 

RECENT LEGAL DEVELOPMENTS OUTSIDE NORTH AMERICA 

In their review of the medical-legal aspects of transsexual ism Nelson et al. 
(1976) proposed two possible types of reform. The first was that a transsexual, 
after completing sex reassignment surgery, could apply to a court for change of 
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sex, filing medical reports in support. If successful, a transsexual would be 
considered a member of his chosen sex for all legal purposes. Their alternative 
was that the matter should be taken out of the hands of the courts altogether and 
placed before a tribunal of experts, including lawyers, whose decision would be 
determinative for legal purposes. 

In Sweden, a proposal similar to the second alternative was adopted in 1972 
(Walinder & Thuwe, 1976). There, the responsibility for the decision to allow 
sex reassignment surgery rests with a national board that, in turn, appoints a 
special committee of relevant experts. Before a decision is made, the case is made 
to three expert councils representing psychiatry, endocrinology, and jurispru
dence. If the application is approved, the national board instructs the parish 
office to change the entry in the parish register and to authorize other offices to 
make appropriate documentary changes. Once reassigned to the chosen gender, 
the decision is incontestable in court and applies to all aspects of the person's life 
(Hoenig, 1977). 

In the Federal Republic of Germany, the Law for Transsexuals, which took 
effect in 1981, is intended to remove the social hardships that transsexuals had 
hitherto had to suffer in that country (Pfafflin, 1981). Two possibilities are 
provided: 

1. Change of Christian name from unambiguously male to female or vice 
versa, provided that the applicant is at least 25 years old, has shown him
or herself as a member of the opposite sex for at least 3 years and has 
lived accordingly, and that it can be assumed that the cross-gender wish 
will not change. 

2. Changes in sex designation, provided that the requirements for number 
1 are met and also that the applicant is not married, is permanently 
incapable of reproduction, and has "undergone surgery changing exter
nal characteristics that achieves a clear approximation to the phenotype 
of the opposite sex." (p. 193) 

Prior to being made law, the first component was the most heatedly debated, on 
the grounds that it might make it too easy for those who are not transsexuals, but 
nevertheless uncertain of their identities, to make use of it. It also perhaps gives 
recognition to the validity of the sex reassignment operation. Whether that is so 
remains to be seen but, at a time when the results of sex reassignment surgery 
have been challenged (see Chapter 12), the consequences of such legislation 
must be carefully scrutinized. 
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14 
TRANSSEXUALISM IN THE ARTS 

JOHN HOENIG 

Transsexualism is not a common condition. More or less accurate assessments of 
its prevalence put it at 1 in 24,000 to 37,000 in men, and 1 in 103,000 to 
150,000 in women (Hoenig & Kenna, 1974; Ross, Walinder, & Lundstrom 
1981; Walinder, 1968). Several studies suggested that the lower prevalence in 
women is mainly due to underreporting and that over the years the sex ratio 
comes closer to parity (Hoenig & Kenna, 1974; Walinder, 1968). Even with the 
highest prevalence figures, the condition is rare enough for most physicians 
never to encounter such patients in an entire lifetime. Indeed, until quite re
cently, the reports in the medical literature, since the first such case by Frankel 
(1853) to the mid-1950s, were about single cases only, with the physician de
scribing the glaring and puzzling abnormality. 

Modern surgical techniques and advances in endocrinology gave the syn
drome wider publicity (Hamburger, 1953; Overzier, 1955), and many transsex
uals who had been yearning for a "sex change" but who had borne their misery 
alone and in secret began to come forward and seek medical help. Benjamin's 
(1966) book was the first to report on a large series of cases, all studied by him, 
and the subsequent establishment of "gender disorder centers" in many parts of 
the world provided the concentration of these otherwise uncommon cases to 
make systematic studies of the syndrome possible. 

There is now a formidable literature on the subject almost defying attempts 
to give a comprehensive review of it. This enormous interest in a condition that 
is found no more than once in 25,000 persons is itself startling. Transsexualism 
certainly could not be seen as presenting an urgent, clinical problem. The small 
bedraggled band of these unfortunate patients is in no sense a public health 
problem. As individuals, they are always enmeshed in a tragic life and perhaps 
because of their predicament, they often belong to the demimonde of society, are 
sometimes engaged in illegal activities, strike one sometimes as grotesque, and 
do not always evoke the sympathy in their doctors that they deserve. It is not their 
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urgent but lonely cry for help that is the motive for the wide and intensive 
attention that the disorder has received. 

One does not often question how gender identity comes about. A child is 
born a male and-naturally-grows into a man; he feels, thinks, and acts as a 
man. A female child grows into a woman. Why this is so has been left unexam
ined. The ancient and modern law systems never mention any of this explicitly 
but implicitly take this gender dimorphism for granted. Although breaches of 
that order of things were by no means unknown-the anthropological and 
cultural history literature provides ample evidence of that as has been shown by 
Hirschfeld (1920), Green (1969), Bullough (1975), Buhrich (1977), and Steiner 
(1981)-society dealt with them in one way or another depending on where and 
when in history they appeared. Such persons were cruelly persecuted or vener
ated, were expelled from society, or were tolerated or even assigned special 
traditional roles. 

As is so often the case in psychopathology, the observation that such abnor
malities can occur, that one's subjective sense of gender identity can be abnor
mal, makes us ponder on how normal gender identity as such comes about. 
Something so far taken unreflectively for granted suddenly becomes problematic. 

It is this much more general problem of the laws underlying the develop
ment of gender identity as such that directs so much attention to this uncommon 
syndrome where this development has gone wrong. It is the general medical
anthropological problem the syndrome has evoked rather than the purely clinical 
need to help these patients that has generated the widespread\ interest in it, 
particularly in its etiology. 

Transsexualism has aroused interest quite outside medicine. It cannot be 
pure coincidence that two recent Nobel laureates in literature have created 
fictional characters who are transsexuals or something similar. Patrick White 
(1979), in his novel The Twyborn Affair, writes about a man who lives most of 
his life as a woman. The analysis is literary rather than clinical, and the character 
is more like the Chevalier d' Eon (Cox, 1966; Nixon, 1965) rather than a true 
transsexual. 

We meet Eddie Twyborn, an Australian, first as an elegant young woman 
living under the name of Eudoxia Vatzazos in the south of France with an 
elderly, eccentric Greek from Smyrna, Mr. Vatzazos. A friend of her mother's 
from whom she fears discovery turns up as a tourist. 

A day which should have been idyllic grew increasingly black, ending in storms ... 
just when I had begun to order my life, perhaps even make it into something believ
able, this emmissary comes to smash it to pieces. (White, 1979, p. 22) 

We are at first unaware of the "secret" in danger of exposure. We read about 
tender and romantic love, about feminine domesticity, about jealousy of Mr. 
Vatzazos's first wife, Anna, many years dead. But the idyllic seclusion is more 
and more in danger, and they have to leave Crimson Cottage, their villa in the 
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mountains, and go into hiding. The hurried flight turns out to be too much for 
old Mr. Vatzazos and he dies. She is left alone in that strange place. Eudoxia's 
diary says, 

Soon after our arrival at this not very savory pension Angelos took to his bed. The 
awfulness of yesterday's journey was too much for him .... I realize by now we can 
never be separated ... only of my own free will .... Shall my will ever grow strong 
and free enough for me to face up to myself? If I wanted that. To leave my one and 
only lover. I don't. I don't. (pp. 121-122) 

However Angelo's health fails rapidly, and his last words were "I have had from 
you, dear boy, the only happiness I've ever known" (p. 126; italics added). The 
revelation comes as an unbelievable shock to the reader. The devastating grief of 
Eudoxia is left to our imagination. 

Eudoxia returns to a male existence as Eddie, serves in the army during the 
war, and returns a decorated hero to Australia. For several years he tries to live as 
a man. There are unfulfilling entanglements with women, until he is ravished by 
a rough brute of a farmhand. His existence again becomes unsupportable and he 
leaves. He sits alone in his compartment in the train. "He closed his eyes. But 
did not sleep. Sleep might always be denied him, except in the form of dreams, 
or nightmares" (White, 1979, p. 300). 

We find the hero again in London, as Eadith, running, as a Madame, an 
upper class bordello. This existence in the demiworld on the fringe of English 
upper class life by its very nature does not permit the growth of genuine rela
tionships for Eadith, although her goodness and generosity strongly attract others 
who besiege her. But she has to guard her secret, and this heightens her sense of 
loneliness and estrangement. Shortly after she is reunited with her mother, she is 
killed during an air raid while hurrying imprudently to her through the inferno 
of dropping bombs. 

A detached hand was lying in a stream of blood nor'-nor'-west of Eddie Twyborn's left 
cheek. ... It was his own hand he saw as he ebbed, incredibly away from it ... 
flowing onward on to where-ever the crimson current might carry him. (p. 429) 

Isaac Bashevis Singer (1961), in one of his short stories, ''Yentl the Yeshiva 
Boy," creates the character of a girl who feels the traditional female. role assigned 
to her too limiting and changes her gender. The story shows the loneliness of her 
existence in that role. 

Her father used to say "Yentl-you have the soul of a man." "So why was I born a 
woman?" "Even Heaven makes mistakes." There was no doubt about it. Yentl was 
unlike any of the girls in Yanew .... On Sabbath afternoon, when her father slept, 
she would dress up in his trousers, his fringed garment, his silk coat, his skull cap, his 
velvet hat, and study her reflection in the mirror. (p. 160) 

When her father, a widower, died, she was alone and took the opportunity to 
change her life. She left and became a Yeshiva boy. Having taken one step led to 
others. She became liked by everyone who knew her. She even married a girl. 
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But this remarkable success increased her apprehension and her guilt for the 
deception. 

Only now did Yentl grasp the meaning of the Torah's prohibition against wearing the 
clothes of the other sex. By doing so one deceived not only others but also oneself. 
Even the soul was perplexed, finding itself incarnate in a strange body. (p. 170) 

The more she succeeds the more she feels herself an outsider. Eventually she no 
longer sees a place for herself in the community. She "divorces" her wife and 
renounces her position, but she cannot become a woman. She withdraws into 
obscurity. The villagers cannot understand what has happened. Their only ex
planation is that she must be a creature from another realm, a demon. 

Virginia Woolf's (1928) Orlando is a variation on the same theme. The 
book, appreciated as a major contribution to English fiction, has the subtitle A 
Biography, but is the story of a hero who lived from the 16th century to 1928. 
The author, in fact, uses the fantastic tale to give a dramatic and aphoristic 
comment on the English history of letters, somewhat similar in form to the 
second part of Goethe's Faust, although that work is of course a play, not a 
novel. Orlando, a duke during the reign of Elizabeth I, grows up a spirited, 
elegant, and accomplished youth. He is a favorite with women and has affairs 
with society ladies as well as tumbles in the hay with various women of low birth. 
He falls hopelessly in love with a bewitching Muskovite princess but, when 
deserted by her, completely withdraws into solitude and lives in his remote 
castle. Eventually, he is sent to Turkey as ambassador. Here he falls into a trance 
from which he eventually awakes a woman. 

We are therefore now left entirely alone in the room with the sleeping Orlando and 
the trumpets pealed Truth! Truth! Truth! We have no choice left but confess-he was 
a woman. (1928, p. 126) 

But let other pens treat of sex and sexuality-we quit such odious subjects as soon as 
we can .... It is enough for us to state the simple fact; Orlando was a man till the age 
of thirty; when he became a woman and he has remained so ever since .... She was 
forced to consider her position. That it was precarious and embarrassing in the 
extreme must be the first thought of every reader who has followed her story with 
sympathy [po 128]. It is a strange fact, but a true one, that up to this moment she had 
scarcely given her sex a thought. (p. 140) 

As Orlando gathers experience in her new gender role, the author com
ments: 

And mincing out the words she was horrified to perceive how Iowan opinion she was 
forming of the other sex, the manly, to which it had once been her pride to belong. 
''To fall from a masthead" she thought "because you see a woman's ankles; to dress up 
like a Guy Fawkes and parade in the streets, so that women may praise you; to deny a 
woman teaching lest she may laugh at you; to be the slave of the frailest chit in 
petticoats, and yet to go about as if you were the lords of creation. -Heavens!" she 
thought "what fools they make of us-what fools we are!" And here it would seem 
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from some ambiguity in her terms that she was censuring both sexes equally, as if she 
belonged to neither; and indeed for the time being she seemed to vacillate; she was 
man; she was woman; she knew the secrets, shared the weaknesses of each. It was a 
most bewildering and whirligig state of mind to be in. The comforts of ignorance 
seemed utterly denied her. She was a feather blown on a gale .... Thus it is no great 
wonder, as she pitted one sex against the other, and found each alternately full of 
deplorable infirmities, and was not sure to which she belonged. (p. 145). 
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Thus, had Virginia Woolf, the epitomy of 20th-century individualism, 
created her hero or heroine, a veritable symbol of alienation and loneliness. 
Orlando's roots are not in society, in human relationships, but in the poems she 
always carries with her tucked into her bodice. The novel ends in longing and 
despair. 

Many other writers at a less exalted level have taken up the theme such as 
Gore Vidal (1968) in his Myra Breckinridge, or H. E. Bates (1970) in The Triple 
Echo. Several films also deal with it in one way or another such as Yictor and 
Yictoria with Julie Andrews, or Outrageous with Craig Russell. There is another 
kind of "literature" written for transvestites in such journals as Feminique pub
lished in Australia, Beaument Bulletin in England, or Transvestia in the United 
States. Buhrich and McConaghy (1976) have taken the trouble to summarize 
and comment on it as have Beigel and Feldman (1963). Stoller (1970) also writes 
about this genre of titillating stories that appeal to perverse fantasies. 

The reason for this interest is perhaps not so difficult to glean. We are an 
age obsessed with "alienation." The enormous growth in individual freedom 
from traditional forms that began with the Renaissance and the Reformation and 
has affected ever wider circles of Western society has shown alienation to be the 
other side of the coin, and this has become one of the major cultural themes also 
of our time. And what could illustrate this alienation more than an individual 
who is rootless even in that basic aspect of social existence of belonging to a sex. 
It is more extreme than the person who has become an outsider to his nation, to 
his class, to his race; the criminal, the pervert, the loner and all the rest of those 
"heroes" who populate our fiction for the same reason. 

To question one's gender identity, something tacitly taken entirely for 
granted, forces one to reexamine all else also. All we think, all we do, the entire 
world is seen through male eyes or female eyes. When the gender changes, all 
has to be rethought; our whole life, the entire world has to be evaluated afresh. It 
is perhaps a most radical example of what existentialist philosophers call a 
"border situation," a situation that arises when a turn in events brings a road 
confidently trodden so far, to an end, and a new choice is offered and a decision 
has to be made. These concepts, which have become very familiar to psycho
therapists, are, of course, the brick and mortar of serious fiction, and, it would 
appear, have led those outstanding authors to examine the subjective experience 
of transsexuals, not as rare curiosa, but because the reexamination that takes 
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place in those outsiders, themselves of rare occurrence, strikes a chord in all of us 
when we reflect on our relationship with the world. 

There have, of course, been such characters in older works, such as in 
Shakespeare's As You Like It, or Beethoven's Fidelio, but there the strange 
situations that such masquerades bring about are not tragic but merely amusing. 

The belles lettres, of course, are not primarily concerned with etiology of 
either normal or abnormal gender identity. For that we depend on psychologi
cal, physiological, and psychiatric studies, which are not nearly as readable, 
enjoyable, or inspiring. How frustrating! 
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A PERSONAL PERSPECTIVE 

BEITY W. STEINER 

This book has attempted to bring together in a cohesive whole some of the recent 
work that has been, and continues to be, done in transsexual ism and gender 
identity. As the reader has seen, it covers many diverse aspects of cross-gender 
wishes and behavior, and it illustrates the wide variety of opinions held by 
different authors and the approaches employed in different disciplines. 

In 1968, when I first learned of transsexual ism and when I began my clinical 
research on a very small scale, I never dreamed that the clinic would expand to 
what it is today. In the early days of the pilot study, I thought I knew very clearly 
how to diagnose a transsexual patient. As I have learned and become more aware 
through experience, I realize that this early approach has become much more 
complex. 

In the beginning, I used Stoller's definition and his putative pathogenic 
family constellation as the criteria for diagnosis. Fifteen years later and after 
assessing nearly 700 patients, my ideas have changed dramatically along with the 
area of gender identity itself. I was fortunate in the beginning of my research to 
meet such eminent professionals in the field as Robert J. Stoller, John Money, 
Richard Green, and the late Donald Hastings, all of whom encouraged me in 
my work and gave me the courage to continue. At that time, there was consider
able professional criticism and doubt as to whether gender disorders, much less 
sex reassignment surgery, were within the purview of "respectable" psychiatry. 
So I was more than grateful to receive their encouragement and indeed enthusi
astic approval of what we were trying to do here in Canada in 1968. 

In the beginning, I realized that a multidisciplinary approach, with an in
depth evaluation, was the best method for assessing these complex individuals. 
Again, at that time, I was fortunate in having several excellent colleagues, such 
as Gregory M. Brown, professor and chairman of neurosciences and professor of 
psychiatry at McMaster University, Hamilton, Ontario; Hans Mohr, well known 
for his work in the field of criminology and a member of the Law Reform 
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Commission of Canada; and Kurt Freund, an internationally known sexologist. I 
am happy to say that after all these years, Freund and I continue to work 
together, much to my benefit and education. Since then, there have bee~ many 
other people who have worked with me and from whom I have learned much. 
Not least among them are the contributors who made this book possible. 

I would like to comment on various points touched upon earlier in the book 
and to emphasize why I feel they are important. It was mentioned earlier that 
there has been a remarkable shift in the ratio of biological males and females 
presenting for assessment at gender clinics. The DSM-III (American Psychiatric 
Association, (p. 263) notes that males are more common than females among 
people who seek help at clinics specializing in these disorders. However, our 
statistics show that an equal number of biological males and females have under
gone surgical sex reassignment, a ratio of 1:l, which corresponds with Walinder's 
figure (1971). When Blanchard, in an unpublished study, compared the sex ratio 
of new patient referrals over a 2-year period (June 1, 1980-June 1, 1982), an 
interesting point emerged. If the male patients are broken down into those who 
are homosexual in erotic object choice and those who are heterosexual, we find 
that the number of biological females exactly equals the number of homosexual 
males. The difference, then, in the number of referrals of anatomical males 
versus females is completely accounted for by those men who are heterosexual. 
Buhrich and McConaghy (1978) previously described this group as fetishistic 
transsexuals and also suggested that a possible contributing factor to the greater 
incidence of transsexual ism in men than in women may be that fetishism occurs 
very rarely, if at all, in women. 

It may be argued that the apparent increase in the number of patients 
coming to gender clinics, particularly the number of biological females, is a 
consequence of the clinic itself, and that, by the clinic's very existence, it 
promotes patients who believe themselves to be transsexual. The counterargu
ment is that cross-gender identity and behavior have been known to exist in all 
cultures and all races since Classical times (Steiner, 1981). A gender clinic holds 
at least some promise of help for this small minority of people who otherwise go 
through life in chronic despair or who may choose to give up the struggle to 
adjust to an unsympathetic society altogether and commit suicide. The gender 
clinic, in assisting transsexuals to establish their cross-gender identity in society 
successfully, offers an alternative. As one patient said, "You taught me that fears 
are often just shadows in the mind and that injustice can be met with imagina
tion." 

Green (1978) reported on children raised by female homosexuals or by 
parents, one of whom, natural or adoptive, was transsexual and had undergone 
surgical sex reassignment. He concluded that these children show no more 
emotional disturbance than those raised by normal biological couples, as nearly 
all the children showed normal psychosexual development. The importance of 
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family studies cannot be overestimated, especially studies of families where one 
parent is transsexual. How does the child cope with the questions about the 
difference in his or her parentage from that of other children? It is not always true 
that no one knows that one parent is a transsexual, and children can be very cruel 
to another child, especially if they feel there is something different about them. If 
the child is young enough not to remember the transsexual parent as appearing 
other than he or she does today, then one would assume there is less risk that the 
child will be hurt by this knowledge in the future. Obviously, the age at which 
the child is told by his parents, or occasionally more tragically, learns from other 
people that one parent is transsexual, will influence how the child will react to 
this knowledge. One of the factors that can influence a child with a transsexual 
parent is the transsexual parent himself or herself. These people hold very ster
eotypical views of masculinity and femininity and tend to force their children to 
fit their preconceived ideas of what being a man or a woman really entails. Many 
transsexual parents have told me that they are very alert to any signs of gender 
disturbance in their children and will quickly enforce the gender-appropriate 
behavior upon the child. This possibly may be the greatest protection a child has 
against developing gender dysphoria and achieving a normal heterosexual identi
ty, however stereotypical. As one transsexual father said, "I don't want my child 
to go through all the pain and hurt that I did. I want my child to be normal." 

The question of children with transsexual parents becomes even more 
urgent with the realization that some female-to-male transsexuals and their 
partners wish to have children by artificial insemination. Although, in our 
clinic, only a few couples have used this method so far, it is my opinion that 
more will follow in time. This obviously opens a Pandora's box as far as legal 
implications are concerned, not only for the parents, but more importantly, for 
the children. 

In my opinion, the use of artificial insemination for transsexual couples 
should only be undertaken in those cases where there is a long-standing and, of 
course, healthy emotional relationship. Even before this, one should think of a 
pilot study with a few very carefully selected cases. The most important aspect 
would be long-term follow-up of these families, with a control group of so
cioeconomically matched "non transsexual" families. Once again, as discussed 
elsewhere in this book, follow-up, which is so imperative for treatment research, 
is fraught with difficulties. Perhaps in this instance, a legal contract could be 
drawn up between the parents-to-be and the clinic, thus making follow-up a 
binding and legal part of the program. 

Research on transsexualism and other disorders of gender identity has bene
fited greatly in the last decade or so by the acceptance of these conditions as 
distinct clinical entities by both medical and lay people. The medical world, in 
its traditional conservatism, has always been reluctant to explore the field of 
sexuality; today this reluctance is slowly being overcome. The etiology of trans-
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sexualism and indeed of the formation of gender identity itself remains un
known. However, there are signposts that point the way to future research. For 
example, Langevin is commencing a study of electroencephalographic abnor
malities with the help of computers and serial EEGs. He proposes to compare 
transsexuals and transvestites with a control group for EEG abnormalities. An 
interesting extension of this work would be a study of the effect of testosterone 
administration over a long period of time on female-to-male transsexuals and its 
relation to the level of their aggression. 

Another area that is open to further exploration is the H-Y antigen. In 
Chapter 3, Hoenig discusses the implications of Eicher's findings. Unfortunate
ly, this procedure is fraught with technical difficulties, but hopefully some of its 
imperfections will be removed, thus opening another avenue of exploration. 

Relatively little has been written about the possible psychodynamics of 
gender dysphoric females. Why do some homosexual women develop the trans
sexual syndrome? Steiner, Bernstein, Glaister, and Muir (1978) speculate that 
the variable that may differentiate those females who develop into lesbians or 
into transsexuals may be the sustaining influence of the high level of aggression 
within the family of the "transsexual-to-be." 

Finally, I wish to make a strong appeal for a more humane approach by the 
law with regard to the transsexual. In most countries, the legal provisions en
abling a transsexual to obtain identification documents are woefully inadequate 
and unsatisfactory. Only in Sweden has a more compassionate approach been 
taken. It is my hope that other countries will follow Sweden's example and, as 
Hoenig writes, "make the life of the minority of transsexuals in our midst more 
tolerable and society more just toward them" (1977, p. 323). For the transsex
ual's road through life is not a happy one. However well they "pass" and live and 
function as useful members of society in their chosen gender, they will never be 
completely "normal" men or "normal" women. To me, this is the central 
poignancy of the transsexual's tragedy, for they do not ask to be born this way nor 
do they choose to remain so. Gender identity clinics therefore are necessary to 
help these unfortunate individuals to adjust in their chosen gender as successful
ly and with as little discomfort as possible. 

These are only a few of the ideas that require future exploration. The 
problems involved in research in the area of gender identity are well known, 
expecially the problem of keeping in touch with the patients, particularly those 
who have undergone surgical sex reassignment. But without the help of past 
patients, we would not have the knowledge we have gained today. So I urge those 
who have been to gender clinics to maintain contact because it is only in this way 
that we hope to find some, possibly most, of the answers to the questions that we 
have raised in this book. 

I have had many feelings in the editing and creating of this book, which 
have run the gamut from pleasure through anxiety, panic, anger, depression, 
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and finally hope. There has always been a close relationship between the clinic 
and the Forensic Service of the Clarke Institute of Psychiatry. But there are, at 
the institute, four separate sections all dealing with sexology. These are Freund's 
behavioral sexology laboratory, Langevin's sexology research, and the Gender 
Identity Clinic from which the Child and Adolescent Gender Identity Clinic 
evolved. In compiling this book, the most rewarding experience to me has been 
the growth of a very special relationship between these four sections, which in 
the past tended to function in isolation, one from the other. So, I feel that we no 
longer regard each other only as colleagues but as co-workers and more impor
tantly, friends who are in pursuit, each in our different ways, of the same goal: a 
better understanding of transsexualism, gender identity, and the other sexual 
anomalies that beset humanity. It is my hope that this book has pointed the way 
for future research and that some day, maybe not in our time, we will know the 
final answers. 
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patient evaluation and, 329 
pseudohermaphrodites and, 27-28 
sex differences and, 277-278, 290-293 
transsexuals and, 49, 50-52 
See also Enzymes 

Hormone therapy 
adolescence, 343 
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Hormone therapy (cont.) 
heterosexual male transvestites, 341-343 
information forms on, 346-349 
patient management and, 329-330, 332, 

333-335 
prisons and, 345 
See also Reassignment surgery; Treatment 

H-Yantigen, 53-61, 279-280 
Hypersexuality, 41 
Hyposexuality, 41, 42-43, 45 
Hypothalamic abnormalities, 46- 50 
Hypothalamus, 59-60 

Immunology, 53-61 
Imprinting (of gender), 23, 39 
Infancy, 276-277 
Infanticide, 138 
Inheritance, 403-404 
Intersexes. See Hermaphrodites and 

hermaphroditism 
Interviews, 228 

Labeling theory, 95 
Law 

birth certificates, 395-396 
child custody, 401-402 
criminality, 402-403 
discrimination and, 406-407 
document changes, 396 
gender identification and, 11-12 
marriage issues, 396-40 I 
name changes, 394-395 
new developments in, 407-408 
patient management and, 331 
presurgical orientation, 368 
reassignment surgery and, 404-405 
sexuality and, 393- 394 
treatment rights, 405-406 
wills and inheritance, 403-404 

Libido, 41 
Longitudinal studies, 75-76 
Luteinizing hormone (LH) reaction, 48, 49, 

51 

Male-to-female transsexuals 
gender identity and, 3 
See also Sex differences 

Mannerisms, 78, 93, 126-127 
Marriage 

incidence of, 351 
legal issues, 396-401 
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Masculine Gender Identity Scale, 251-252 
Masochism. See Sadomasochism 
Menstrual abnormalities, 50 
Modeling, 128-129 
Monoamines, 308-309 

See also Hormones 
Mothers. See Parents 

Name changes, 331, 394-395 
Narcissism, 218-219 
Neuronal activity, 305-307 
Norms 

academic performance, 114 
childhood cross-gender identification, 92-

93 
gender role, 79-80 

Object choice 
cross-dressing, 221-223 
femininity/age level, 272-273 
gender disorders, 232- 241 
gender identity, 212 
hermaphrodites, 282-289 
hormones and, 294-295 
testing, 329 
See also Relationships 

Object relations, 192-200 
Orgasm, 41-42 
Ostracization, 96, 178 

See also Peers 

Paranoia, 44-45 
Paranoia transsexualis, 13, 45 
Parents 

childhood cross-gender identification, 131, 
138, 139, 154-156 

childhood gender disorders, 179-181, 182 
referrals, 178 
transsexuals, 201-204 

Partial transsexuals, 346 
Partners. See Object choice; Relationships 
Patient management, 325-350 

clinics, 325-327 
cross-gender role establishment, 329-335 
diagnosis, 327-328 
evaluation methods, 328-329 
nonsurgical, 340 
surgical, 335-3 39 (See also Reassignment 

surgery) 
unusual cases in, 340-346 

Pediatricians, 156 

Pedophilia, 42, 273-274 
Peers 

INDEX 

childhood cross-gender identification, 78, 
95, 96, 97-105, 128 

childhood gender disorders, 177, 178, 182 
childhood social characteristics, 10 5-107 
creativity and, 115 
defeminization, 269-270 
transsexuals and, 33-34 
treatment rationale, 117 

Penis envy, 24 
Perversion, 45 
Phallometric testing, 254-256, 261, 329 
Phalloplasty, 338-339. See also Reassign-

ment surgery 
Physical appearance, 179 
Physicians 

attitudes of, I, 2 
childhood cross-gender identification, 156 

Play 
academic performance and, 110 
behavior therapy, 122-123 
childhood cross-gender identification, 78, 

92, 131, 154 
childhood gender disorders, 182 
peer ostracization, 97, 98, 106 
sex differences, 277 

Primary transsexuals, 190 
Prisons, 344-346, 403 
Procreational sexuality, 13-14 
Pseudo hermaphrodites 

enzymes and, 27-28 
gender identity and, 21 
See also Hermaphrodites and 

hermaphroditism 
Pseudohomosexuality, 266 

See also Homosexuality 
Psychiatric disorders. See Psychopathology 
Psychopathology 

childhood cross-gender identification, 95, 
97, 102-105, 155 

childhood gender disorders, 178-179 
cross-gender role and, 366 
presurgical reorientation, 368- 369 
surgical management, 335 
transsexuals and, 211 

Psychosis, 220 
Psychotherapy 

adolescents, 344 
childhood cross-gender identification, 

l3l-142 
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Psychotherapy (cont.) 
effectiveness of, 35 
patient management, 340 
surgical management, 335 

Questionnaires 
advantages of, 228 
cross-gender fetishism, 242-246 
cross-gender identity, 263 
erotic partner preference, 234 
gender disorders, 236-241 
gender identity stability, 230 
hetero- vs. homosexual classification, 232 
masculinity-feminity scales, 250-252 

Rape 
cross-dressing and, 216, 218 
transsexuals and, 217 

Reassignment surgery 
age at, 24, 26 
clinics and, 325-327 
contra indications for, 336 
gender identity and, 34- 3 5 
gender reorientation and, 365-392 
hermaphrodites and, 24 
legality of, 404-405 
patient management, 329-330, 332, 335-

339 
physician attitudes toward, 2 
presurgical preparation, 366-3 70 
psychotherapy and, 35 
right to, 405-406 
success rates in, 384-385 

Reduction mammoplasty, 329-330, 332 
Referrals 

childhood gender disorders, 178 
clinics, 328-329 

Reifenstein syndrome, 288 
Reinforcement model, 153-15i, 155 
Relationships 

defined, 351 
emotional stability and, 351-352 
gender reorientation and, 370-382 
heterosexual transsexuals and transvestites, 

357-362 
homosexual transsexuals, 352-356 
legal issues, 396-40 I 
unusual cases in, 362-364 
See also Object choice 

Retrospective methods, 75 

Sadomasochism 
cross-dressing and, 215-218, 263 
heterosexual males, 233 
temporal lobes and, 42 

Schizophrenia, 65, 260 
Schools 
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childhood cross-gender identification, 127 
See also Academic performance 

Secondary transsexuals, 191, 200 
Self-concept, 102-103 
Self-esteem 

gender disorders and, 198 
sex object choice, 185 

Self-monitoring procedures, 124-125 
Self-psychology, 192-200 
Self-report measures, 261 

See also Questionnaires 
Self-socialization, 157 
Sex differences 

academic performance, 110 
brain, 40 
childhood, 277 
childhood cross-gender identification, 80-

81, 82, 90-91, 154 
cross-gender identity and, 261-262 
erotic arousal and, 53 
fetishistic cross-gender identity, 266 
gender identity and, 3 
hormones and, 277-278 
infancy, 276-277 
ostracization and, 96, 178 
reassignment surgery requests, 2 
relationships, 351 
transvestites, 357 

Sex hormones. See Enzymes; Hormones 
Sexo-aesthetic inversion, 13 
Sex reassignment surgery. See Reassignment 

surgery 
Sex role. See Gender behavior; Gender role 
Sexuality 

coitailprocreational, 13-14 
eroticism, 14 
gender behavior, 14-15 
hormones, 290-294 
object of, 184-185 (See also Object 

choice) 
Siblings, 181 
Social attention procedures, 123-124 
Socialization 

childhood cross-gender identification, 153 
gender identity and, 12, 276, 277 
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Socialization (cont.) 
gender role and, 22-23 
hermaphrodites, 19-20, 286-287 
pseudohermaphrodites, 27-28 
self-socialization, 157 
transsexuals, 36-37, 63-64 

Speech, 125, 126-127 
Splitting of representations, 194-195 
Sports 

childhood cross-gender identification, 78 
legal issues, 407 
See also Athletic ability 

Steroid hormones. See Enzymes; Hormones 
Suicide 

adolescence, 343 
cross-dressing and, 216 
reassignment surgery and, 36 
transsexuals and, 326 

Surgical reassignment. See Reassignment 
surgery 

Teacher ratings. See Academic performance 
Teachers, referrals by, 178 
Temporal lobe abnormalities, 41-43 

cross-gender identity, 268-269 
transsexualism and, 42-43, 211, 218 

Testicular feminization, 287-288 
Tomboys, 99, 100 
Toys, 78 

See also Play 
Transsexuals and transsexualism 

adolescence, 34 3-344 
artistic (cultural) portrayals, 411-416 
biological etiology of, 37-66 
case histories of, 201-204 
childhood gender disorders and, 76, 83, 

117,150-151, 175, 176, 177, 178, 
249-252, 269 

childhoods of, 191, 199 
classification of, 246-249 
clinics and, 325-327 
criminality and, 344 
definitions, 2-6, 13-15, 263-264 
diagnosis, 230-231, 327-328 
DSM-I1I and, 1-6 
electroencephalogram, 42, 43-46 

Transsexuals and transsexualism (cont.) 
erotic arousal and, 53 
essential characteristics of, 33-36 
etiology of, 189 
extent of, I 
fetishism and, 214 

INDEX 

gender identity and, 190, 191, 209-213 
heredity and, 61-64 
heterosexuals and, 233-234, 357-362 
homosexuality and, 211-212, 266-267, 

269-274, 352-356 
hormonal abnormalities, 50-52, 289 
H-Y antigen and, 53-61 
partial transsexuals, 346 
perversion and, 45 
prevention of, 116 
psychological etiology of, 36-37 
research on, 1 
role establishment, 329-3 3 5 
self-psychology and, 198 
temporal lobes and, 42-43 
transvestites compared, 357 
twin studies and, 64-66 
typology of, 252, 260-266 
See also Patient management; Reassign

ment surgery 
Transvestites. See Cross-dressing 
Treatment 

childhood cross-gender identification, 
116-143 

right to, 405-406 
See also Patient management; Reassign

ment surgery 
Twin studies 

androphilia, 289 
cross-gender identity, 267 
homosexuality, 23 
transsexuals, 64-66 

Voyeurism, 42 

Wills and inheritance, 403-404 

Youth. See Adolescents and adolescence; 
Childhood cross-gender identification; 
Childhood gender disorders 
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