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Description


Although transgender and nonbinary individuals are in the minority, being trans is not so uncommon as to be invisible. Trans people have existed throughout history, and being trans is not a new phenomenon. It has been estimated that there are 1.4 million trans people in the US (Flores et al., 2016). Flores and colleagues suggest that the number of trans people in the US could be as high as 2.3 million and as low as 845,000, given statistically credible intervals.


This means that there are as many trans people in the US as there are inhabitants of some cities such as Indianapolis (population 864,447 in 2019), Honolulu (population 348,985 in 2019), Phoenix (population 1.6 million in 2019), Philadelphia (population 1.6 million in 2019), or Houston (population 2.3 million in 2019). Trans people are a subpopulation in the US, and they are often disregarded or turned away from services and care.


In the field of psychology, discussions of the needs of trans people have often been addressed in courses such as abnormal psychology, behavioral pathology, or human sexuality. In each of these course offerings, trans people are typically conceptualized from a deficit perspective, and many of the textbooks used have inaccurate or offensive descriptions of the experiences of trans people. This means that those who are trained to work in clinical settings may only learn about the diagnostic nomenclature found in the Diagnostic and Statistical Manual of Mental Disorders, fifth edition (DSM-5; American Psychiatric Association, 2013). There are times when it is appropriate to view trans people’s experiences through the lens of the DSM. This might include referrals for medical care, where the provider or the insurance company requires a diagnosis. But medical care is not a goal for some trans people, and there are many other reasons a trans person might seek mental health care. If a provider is only viewing their work with a trans person from a medicalized approach, they are at best likely to miss important clinical concerns, and at worst, to alienate and pathologize them.



1.1  Terminology


Transgender, nonbinary, and gender diverse people may use a variety of terms to describe their gender identity. In this volume, we will use the term “trans” as we describe the ways to work with these communities. We acknowledge that the term “trans” may not fit for some people under these broader umbrellas; however, it is the most inclusive term being used as this volume is being written.


|2|We describe the lives of trans people below using terms that are commonly used. The list of terms below, in Section 1.2: Definitions, is far from being exhaustive, and psychologists are encouraged to be mindful of the need to talk with their clients about the terms that best describe their identity. Trans people may use terms that shift over time. The ability to be flexible with your clients is vital. Inflexibility is likely to lead to a fracture in the clinical relationship. The result could be catastrophic for your trans clients.


The terms listed below (Section 1.2: Definitions) are relatively common in trans communities. It should be noted that there are many others that are less commonly used. These include “birl,” “pangender,” “hybrid,” and “aggressive” (Harrison et al., 2012). Harrison and colleagues (2012) noted that over 850 different terms were used in the study they were reporting from. Given that the terms for which definitions are provided below are limited to some of the more commonly used, providers will benefit their clients by taking on the responsibility to learn about terms or identities that clients hold, outside of those listed below, as they come up in their clinical practices. Although it is helpful to learn the basic terms provided here, providers will need to seek out new education as they work with trans clients to broaden their knowledge and to continue to grow this awareness as terminology continues to evolve and change over time.



1.2  Definitions


For readers’ convenience, the terms are listed in alphabetical order.


Agender is a term used to by people who do not identify with a gender, those who identify as having a neutral gender, those who choose not to label their gender, those who feel detached from their gender, and those with other types of experiences in which a person does not identify with a specific gender. Like other categories, agender individuals may or may not seek medical means to affirm their gender. Making a medical transition is an individual decision, regardless of identity.


Bigender relates to people who feel as though two genders (not necessarily male and female or as a man or woman) are consistent with their felt identity. This is different from having an identity as third gender.


Bottom surgery includes the various genital surgeries. For a person assigned male at birth (AMAB), this includes an orchiectomy and a vaginoplasty. For a person assigned female at birth (AFAB), it includes a hysterectomy with or without oophorectomy, metoidioplasty, or phalloplasty (with or without a urethral extension), and a scrotoplasty. For many people, the cost of these procedures prohibits their ability to access care.


Cisgender is a label that applies to any person whose gender is consistent or congruent with the sex they were assigned at birth. Another way of thinking about cisgender is that a cisgender person does not have a trans identity. Rather than referring to people in this group as not being transgender, it is important to specifically use the term “cisgender.” Individuals who are in the dominant and majority group often have their identity treated as the norm and as such are not called on to have labels for their identities. Using the term “cisgender” |3|helps to disrupt these power hierarchies and the ways that the cisgender experience is normalized. Not using the term cisgender can result in trans people being “othered” and marginalized.


Cisnormative refers to the assumption that a person’s gender or gender identity is congruent, or consistent, with the sex they were assigned at birth. Assumptions regarding a person’s gender can lead to inaccurate conclusions that can be harmful. This is similar to cissexism which involves the systemic marginalization of trans people, such as via discrimination based on their gender identity or gender expression.


Gender affirmative is the supportive approach to treatment that preferences and foregrounds the stories and lives of trans people. Gender-affirmative counseling has been defined as




counseling that is culturally relevant and responsive to [trans] clients and their multiple social identities, addresses the influence of social inequities on the lives of [trans] clients, enhances [trans] client resilience and coping, advocates to reduce systemic barriers to [trans] mental and physical health, and leverages [trans] client’s strengths. (Singh & dickey, 2017, p. 4)





Gender binary is a construct that assumes that there are two, and only two, immutable gender expressions and gender identities that align with these (masculine and feminine expressions that align with identifying as a man or a woman, respectively).


Gender creative is a term that is typically used with children (rather than adults). Children with a gender creative identity may still be in an exploration phase.


Gender diverse can be used to describe people whose gender identity differs from the sex they were assigned at birth. This is considered by some to be a more inclusive and nonpathological term that is intended to be inclusive of all trans people. Some in the trans community do not like using this term to refer to trans people, as they believe that all people, cisgender or trans, have diversity in the ways they understand their gender. This term tends to be used within academic circles rather than in the trans community.


Gender dysphoria is a medical or diagnostic term that is used in the DSM-5 (American Psychiatric Association, 2013). Not all trans people will endorse symptoms consistent with the diagnostic criteria. This is due, in part, to the ways that gender dysphoria is embedded in medicine – which may not fit for the client(s) you are working with. Broadly speaking, gender dysphoria refers to distress arising due to discordance between one’s current gender experience and their body, gender expression, or gender identity that was assigned at birth.


Gender expansive is a term that has been used to describe children who do not identify their gender with the sex they were assigned at birth. This term is less pathological than others that have been used.


Genderflux refers to an experience of gender in which the intensity of the person’s gender identity changes over time. In some moments a person may strongly experience their gender in a particular way whereas at other times this may not be as strong.


|4|Gender identity refers to the way in which a person experiences their gender. Gender is a social construct that includes rules or expectations for how a person will behave that are imposed on people based on the sex they were assigned at birth or another’s perception of their gender. Everyone has a gender and a gender identity. Cisgender people rarely think about what it means to have a gender, just as heterosexual people rarely think about their sexual orientation.


Gender identity change efforts (GICEs) are problematic and unethical clinical approaches to working with trans people (usually children) in an effort to change their gender identity to be consistent with the sex they were assigned at birth. Also known as conversion therapy, it is a harmful approach and is outlawed in many US states.


Gender incongruence is the diagnostic label used by the World Health Organization (WHO) in the International Classification of Diseases, 11th edition (ICD-11; see WHO, n.d.) to describe gender dysphoria.


Genderqueer is a term that has been used for many years by people who have identities that do not fall into designations of women and men and are deliberate about the ways they play with gender. For some people, this may mean that their gender is outside of binary understandings of gender or somewhere along a spectrum of gender experiences. The individual experience of genderqueer people in terms of how a person describes their gender varies across persons, and there is no one way to be genderqueer. For some genderqueer people, this identity label is also a form of a political statement. Some people within this category may align with a nonbinary identity or a trans identity. Just like any other trans and gender diverse person, they may or may not seek to affirm their gender through medical means.


Harm reduction is an approach to care that comes from substance abuse treatment. When applied to trans health, a provider who is working with a client who is accessing hormones from the Internet or friends will continue to receive medically supervised hormone treatment. Some providers may feel that it is necessary to stop a person’s hormone treatment if the use of hormones is not medically supervised. In using a harm reduction approach, the client is able to continue the use of hormones as they engage with a provider. This allows the client to avoid unnecessary disruption of hormone treatment.


Hormone therapy is a medical treatment in which some trans people engage. A person who was AFAB will be prescribed testosterone. A person who was AMAB will take an androgen blocker and a feminizing hormone (usually estradiol). Some people refer to this as “hormone replacement therapy,” which is a term used for cisgender people, especially women who are in, or have passed, menopause. In trans people, we are not “replacing” hormones, rather, we are introducing cross-sex hormones.


Informed consent is a process whereby trans people have the opportunity to demonstrate their understanding of hormone treatment or a surgical procedure without the addition of more elaborate evaluation procedures or other barriers to care. This knowledge allows the provider to ascertain the need for additional support or education of a trans person to ensure they are prepared for the medical procedure they are seeking. In using an informed consent model of treatment, trans people are able to access care without having to experience undue and unnecessary barriers.


|5|Neutrois is a term used by some people to identify their gender as being neutral. This is not exactly the same as agender. As stated for other identities, a person who identifies as neutrois may desire to make changes to their body to align with a more congruent sense of self.


Nonbinary or gender nonbinary is used by trans people who eschew the gender binary. There are many ways that nonbinary people may experience their gender, such as viewing gender as fluid, existing along a spectrum, or experiencing their gender at multiple places along this spectrum simultaneously. Similar to other trans people, a person with a nonbinary identity may or may not engage in a medical transition (see Section 1.3.2: Medical Model). Nonbinary people may also use alternative pronouns to the ones associated with the gender binary. Instead of “she/her” or “he/him” as pronouns, a nonbinary person may use “they/them/their,” “zi,” “hir,” or other pronouns (see Section 2.6.1: Introducing Yourself With Your Pronoun(s)). Additionally, not all nonbinary people identify with the term “transgender” or “trans,” and the term “nonbinary” can be viewed as another umbrella term encompassing other identities like genderqueer and genderfluid. Even so, each individual client will have their own experience of their gender or identity terms that best fit with them and which may fall outside of common descriptions (e.g., some genderqueer people may not identify with the term “nonbinary”).


Standards of Care (SOC) for the Health of Transsexual, Transgender, and Gender Nonconforming People are published by the World Professional Association for Transgender Health (WPATH; https://www.wpath.org). As of this writing, the current version (ver. 7) was released in 2011 (WPATH, 2012). The 8th version of the SOC is in development and is expected to be released in 2022. It will be critical for psychologists to work from the most recent version of the SOC. Choosing not to use the most updated version of the SOC (or any other set of guidelines or recommendations) may be considered unethical behavior and cause harm to the client.


Third gender is a term used by some people who do not identify their gender as being consistent with the sex they were assigned at birth. This term may be used by some Native American people, as it recognizes that there are more than two genders. The notion of there only being two binary genders is often viewed as a product of colonization.


Top surgery for a person AFAB includes chest masculinization (e.g., double incision or keyhole top surgery techniques). For people AMAB it can include breast augmentation and other surgical procedures that are targeted at feminizing a person. There are other forms of surgical care that trans feminine individuals may seek out, such as facial feminization surgery (also known as FFS).


Trans man or trans woman are common terms used to describe a person based on their lived gender identity. A person who is AFAB and identifies their current gender identity as a man may identify themselves as a trans man. The opposite is true for someone who was AMAB and identifies their current gender as a woman (trans woman). It is important to note that trans people may not identify with the term “trans.” Rather, they may identify as a man or a woman. It is not necessary for trans men and trans women to obtain any gender-affirming medical care to align with these identities, although that certainly may be part of an individual’s processes for affirming their gender. You may also sometimes see these terms written as |6|“transman,” “transwoman,” “male-to-female” (MTF), or “female-to-male” (FTM). However, these terms tend to be less widely used and may be offensive for some trans people. For some trans people, discomfort with FTM and MTF may be related to the fact that these assume binary starting and ending points and perpetually note a person’s sex assigned at birth. Although the terms AMAB and AFAB also assume a starting point, this is less problematic for trans people than FTM and MTF.


Transgender is both an individual and a collective term. The term was coined by Virginia Prince in the early 1990s (Ekins & King, 2005). Prince reportedly did not want to be defined by her genitals and felt that she could be a woman without the need for genital surgery. Some trans people choose not to take hormones or have surgery (Puckett et al., 2018). Others may use a combination of hormones and surgery that fit for their experience of gender. Other trans people may desire medical care to affirm their gender but lack access due to insurance issues or lack of finances. Collectively, transgender is used as an umbrella term and is thought to be inclusive of all people who have a gender identity that is different from the sex they were assigned at birth.


Transition is the process whereby an individual takes steps to bring their gender in line with their felt sense of who they are as a gendered person. A person may complete a social transition, which can include using a different name and pronouns, changing the manner in which they dress, and changing their hairstyle. For children, a social transition may be the only available option. A legal transition can involve making changes to identification documents (e.g., driver’s license, birth certificate, and passport) through the courts or other administrative processes. Legal transitions can also include changing your name and gender marker. These processes vary based on the jurisdiction where a person lives or was born. The National Center for Transgender Equality has a number of resources that will help a person understand the rules and laws where they live or were born (https://transequality.org/documents).


Finally, a trans person might make a medical transition. A medical transition can include a combination of hormone treatment and surgical interventions. The need for referral to a physician for hormones or surgery will be different from one client to the next. It is important to keep in mind that each trans person you see may have different goals for a medical transition. Making the assumption that a trans person wants hormones or surgery is a dangerous assumption, as there are many ways a person can make a transition. Medical interventions are not accessed by all trans people. Reasons for this might include a lack of desire for medical treatment, an inability to pay for care, a lack of providers, or medical or mental health contraindications. It is becoming increasingly common for “transition” to be referred to as “affirmation” instead.


Transsexual is a term that is deeply rooted in the medical model (see Section 1.3.2: Medical Model) of transition. This term arose out of the work of Magnus Hirschfeld and David O. Cauldwell (dickey, 2020). Cauldwell first used the term to provide common language for people who engaged in a medical transition. Hirschfeld popularized the term over time. “Transsexual” is used much less often in the present day, and psychologists are cautioned against using this term unless a client asks that it be used to identify themselves.


|7|A variation of the term “transsexual” is true transsexual. “True transsexual” was first used by Harry Benjamin (1966) to categorize transsexual people. Benjamin classified transsexual people into three groups and within those groups there were types. Types V and VI were moderate and high intensity “true transsexuals” (Benjamin, 1966). Trans people who were able to avail themselves of all medical interventions began to use the term “true transsexual” for themselves. Most often this was by trans women. In recent years, the term has taken on a derogatory tone. People who identify as true transsexuals feel that they are superior to trans people who do not or cannot make a full medical transition. The first author of this present volume was told by a transsexual woman that he could not self-identify as a transsexual, about 1 year after he started his transition. He was told, in no uncertain terms, that unless he had genital surgery, he would be a transgender person and could not identify as a transsexual. Being able to make a full medical transition is indicative of the ability to find providers who can carry out the care, having the resources to take time away from work for postsurgical healing, and being able to afford care.


The idea that a person is a true transsexual led to people being told, or having it implied, that “they are not trans enough.” This invalidation of trans people has the effect of marginalizing many within the community. Trans people have enough challenges in life that they do not need this type of mistreatment from within the trans community. Unfortunately, trans people are often told that they are not trans enough, including by medical and mental health providers, and this is never a well-meaning sentiment. As described here, this restrictive understanding of trans people from the medical profession may be internalized even within community members. If you are working with a trans person who has been told they are not trans enough or has come to believe that sentiment about themselves – regardless of the source – it will be important to process this and work through the ways that this informs the client’s identity. There are many ways that a trans person might identify, present themselves, and relate to others. None of these are the “wrong” way to be trans. Each trans person should be able to make their own way in the world and not feel as though others are policing their identity.


Two-spirit is a term that is used in some Native American tribal communities. Two-spirit may indicate a person has a lesbian, gay, or bisexual (LGB) identity or that they have a trans identity.


There are a number of terms that have been used in the past that are no longer appropriate to use. Included are the terms “tranny,” “natal sex,” “transgendered,” “sex reassignment” or “sex change,” and “biological sex.” Your clients may use terminology that is not listed here. Using the terminology used by a client is important, as it reflects an understanding and respect for the client. This is especially important when clients talk about their genitals. A trans person may not use medically correct terms when referring to parts of their body. As a provider, we can and should match our client’s language and understand what the issues are regarding other terms that may not be affirming for the individual.



|8|1.3  Overview


Trans, nonbinary, and gender diverse people have existed throughout history (dickey, 2020). Trans people were also present in indigenous cultures. Table 1 shows a list of many of the names which are or have been used to identify trans people throughout the world. This list is an example of the many people who have been embraced by their indigenous culture and may have been decimated as the result of colonization (dickey, 2020). In recent years, there has been a resurgence of trans people across the world. Although the acceptance of trans people is mixed from one country or jurisdiction to another, we continue to see trans people in day-to-day life and have a growing awareness of their life experiences.



1.3.1  Indigenous People


The idea that there are only two genders has led to the pathologization, and in some cultures, the decimation of people who lived in a third or fourth gender space. Colonization is largely responsible for this occurrence. Singh (2016) discusses the ways that hijras (the term used for people with a nonbinary gender identity in India and Pakistan) thrived prior to British colonization. Even today, the hijra continue to experience health disparities and they no longer hold the place of reverence they once had in their culture (Singh, 2016).


Native American people who live in what is now known as North America have had similar experiences. In this case, it was typically the efforts of Christian settlers and missionaries that sought to colonize tribal communities. The expectation from the settlers was that members of the tribal community would have either a female or male identity. Like hijras (and other indigenous trans people), people who are now known in some tribes as two-spirit often held a place of reverence within their community. Not only were these tribal leaders forced to live in a way that was inconsistent with their felt sense of gender, but they also lost their place of respect. Just like trans labels that are no longer used, there are terms that were previously used for Native Americans (e.g., “berdache” and “winkte”) that should no longer be used. One of the reasons for ceasing use of these terms is that they may have a very negative connotation and were not selected by Native Americans, rather white people chose the terms (an extensive list of terms used for trans people around the world can be found in Table 1).



1.3.2  Medical Model


In the 1960s, there was a shift in the acceptance of the medical needs of trans people. Although medical interventions including surgery had been used before, the work of Harry Benjamin, MD (Benjamin, 1966; dickey, 2020), made this care more accessible during this specific period. Benjamin, a leader in trans health care for his time, was one of the first people to suggest that hormone treatment and surgery were medically necessary. The medical necessity was related to the ways that hormones and surgery would alleviate the distress a person was experiencing as a result of their gender not matching the sex they were assigned at birth.


|9|Table 1 


Worldwide terms for trans people













	

Trans people




	

Culture













	

Acaults




	

Myanmar









	

Akava’ine




	

Cook Islands









	

Alyha, Hwame




	

Mohave tribe









	

Ankolea




	

Uganda









	

Ashtimeb




	

Maale, Ethiopia









	

Bakla, Tom




	

Philippines









	

Bangalaa




	

Democratic Republic of Congo









	

Biza’ah, Muxe




	

Mexico









	

Burrneesha




	

Albania









	

Calabai/Calalai/Bissu




	

Sulawesi, Indonesia









	

Chuckchi




	

Siberia









	

Dilbaa, Nádleehí




	

Navajo tribe









	

Fa’afafine




	

Samoa









	

Fakaleiti




	

Tonga









	

Femminielloa




	

Italy









	

Guevedoche




	

Dominican Republic









	

Hijra, Khawaja sirab, Khusrab, Zenana/Zenani




	

India and Pakistan









	

Katohey, Tom




	

Thailand









	

Köçeka




	

Ottoman Empire









	

Kothi, Sak veng/Srey sros




	

West Bengal and India









	

Kteuy




	

Cambodia









	

Lhamana




	

Zuni tribe









	

Mahu




	

Hawai’i and Polynesia









	

Mak Nyah




	

Malaysia









	

Mamluka




	

Egypt









	

Mashoga




	

Kenya and Tanzania









	

Metis




	

Nepal









	

Mino




	

Benin









	

Mukhannthuna




	

Early Islamic Arabia
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Pakistan









	

Ninauposkitzipxpe




	

Blackfoot tribe









	

Quariwarmia




	

Inca, Peru









	

Sekrata




	

Madagascar









	

Sistergirl/Brotherboy




	

Australia









	

Skoptsya




	

Russia









	

Third gender




	

South Asia









	

Tida wena




	

Venezuela









	

Tom, Waria




	

Indonesia









	

Travesti




	

Brazil









	

Two-Spirit




	

Native Americans









	

Wakatane, Whakawahine




	

Maori in New Zealand









	

Winkte




	

Lakota tribe









	

Xanith




	

Oman









	

X-jenda




	

Japan












Note. aTerm is either no longer used, or people with this identity were directly impacted by colonization. bTypically translated as “eunuch.”





Even though these changes in health care were being used more commonly, there were problems with the expectations imposed on trans people. One of the expectations was that a trans person would have a heterosexual sexual identity after the completion of transition. There was also the expectation that a trans person would want to complete all of the medical options that were available (e.g., hormones and surgery). Prior to beginning hormone treatment, a trans person was expected to engage in psychotherapy and complete a “real-life test or experience.” This latter expectation was quite onerous for trans people. In some cases, living in one’s self-affirmed gender without the benefit of surgery or hormones can place the individual at great risk for discrimination or violence.


In 1979, the Harry Benjamin International Gender Dysphoria Association (now known as the World Professional Association for Transgender Health, or WPATH) published the first version of the SOC (Berger et al., 1979). Many of the expectations previously addressed were codified as result of its publication. Providers became curious as they heard similar stories from their clients about their gender history and the ways this impacted their life. Trans people quickly |11|learned what they needed to tell a provider in order to gain access to care. The expectation of a singular narrative about one’s gender history continued throughout the 1990s, emphasizing having known since a very early age that one was trans and wishing to complete all medical procedures. Although many providers now know that gender experiences and history vary from person to person, this history lingers and still influences care for some trans people.
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