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TRANSGENDER/GENDER DIVERSECommentary

Treating patients who are transgender or gender diverse 
(TGGD) requires an understanding of the social and 
psychological factors that have a unique impact on this 

population. As clinicians, it is our responsibility to under-
stand the social, cultural, and political issues our patients 
face, both historically and currently. In this article, we pro-
vide information about the nature of gender and gender 
identity as separate from biological sex and informed by a 
person’s perception of self as male, female, nonbinary, or 
other variation.

Psychiatrists must be aware of how individuals who are 
TGGD have been perceived, classified, and treated by the 
medical profession, as this history is often a source of mis-
trust and a barrier to treatment for patients who need psychi-
atric care. This includes awareness of the “gatekeeping” role 
that persists in medical institutions today: applying strict eli-
gibility criteria to determine the “fitness” of individuals who 
are transgender to pursue medical transition, as compared to 
the informed-consent model that is widely applied to other 
medical interventions. Our review of minority stress theory, 
as applicable to this patient population, provides a context 
and framework for empathic approaches to care for patients 
who are TGGD. Recognizing barriers to care and ways in 
which we can create a supportive environment for treatment 
will allow for tailored approaches that better fit the unique 
needs of this patient population.

Understanding the issues faced 
by patients who are transgender 
or gender diverse is essential

De-pathologizing gender identity: 
Psychiatry’s role

D
E

V
E

N
O

R
R

/S
H

U
T

T
E

R
S

T
O

C
K

Disclosures
The authors report no financial relationships with any companies whose products are mentioned 
in this article, or with manufacturers of competing products.

doi: 10.12788/cp.0357

Melanie Thomas-Castillo, PsyD
Clinical Psychologist
Assistant Professor

Stephen Rush, MD
Psychiatrist, Medical Director of Ambulatory Services 
Associate Professor

• • • •

Department of Psychiatry and Behavioral Neuroscience 
University of Cincinnati
Cincinnati, Ohio

continued



Current Psychiatry
May 202310

Transgender/
gender diverse

The gender binary
In Western societies, gender has often been 
viewed as “binary,” oppositional, and 
directly correlated with physical sex or 
presumed anatomy.1 The theory of gender 
essentialism insists that sex and gender are 
indistinguishable from one another and 
provide 2 “natural” and distinct catego-
ries: women and men. The “gender/sex” 
binary refers to the belief that individuals 
born with 2 X chromosomes will inher-
ently develop into and fulfill the social 
roles of women, and those born with an X 
and a Y chromosome will develop into and 
fulfill the social roles of men.1 In this con-
text, “sex” refers to biological characteris-
tics of individuals, including combinations 
of sex chromosomes, anatomy, and the 
development of sex characteristics during 
puberty. The term “gender” refers to the 
social, cultural, and behavioral aspects of 
being a man, woman, both, or neither, and 
“gender identity” refers to one’s internal, 
individual sense of self and experience of 
gender (Figure 1,2 page 11). Many Western 
cultures are now facing destabilization  
of the gender/sex binary in social, political, 
and interpersonal contexts.1 This is perhaps 
most clearly seen in the battle for self- 
determination and protection by laws affect-
ing individuals who are transgender as well 
as the determination of other groups to 
maintain traditional sex and gender roles, 
often through political action. Historically, 
individuals who are TGGD have been pres-
ent in a variety of cultures. For example, 
most Native American cultures have revered 
other-gendered individuals, more recently 
referred to as “two-spirited.” Similarly, the 
Bugis people of South Sulawesi, Indonesia, 
recognize 5 genders that exist on a non-
binary spectrum.3

Despite its prevalence in Western soci-
ety, scientific evidence for the gender/sex 
binary is lacking. The gender similarities 
hypothesis states that males and females 
are similar in most, but not all, psychologi-
cal variables and is supported by multiple 
meta-analyses examining psychological 
gender differences.4 In a 2005 review of 
46 meta-analyses of gender-differences, 
studied through behavior analysis, effect 
sizes for gender differences were trivial or 

small in almost 75% of examined variables.5 

Analyzing for internal consistency among 
studies showing large gender/sex differ-
ences, Joel et al6 found that, on measures of 
personality traits, attitudes, interests, and 
behaviors were rarely homogenous in the 
brains of males or females. In fact, <1% of 
study participants showed only masculine 
or feminine traits, whereas 55% showed 
a combination, or mosaic, of these traits.6 
These findings were supported by further 
research in behavioral neuroendocrinol-
ogy that demonstrated a lack of hormonal 
evidence for 2 distinct sexes. Both estrogen 
(the “female” hormone) and testosterone 
(the “male” hormone) are produced by 
both biological males and females. Further, 
levels of estradiol do not significantly dif-
fer between males and females, and, in fact, 
in nonpregnant females, estradiol levels are 
more similar to those of males than to those 
of pregnant females.1 In the last decade, 
imaging studies of the human brain have 
shown that brain structure and connectiv-
ity in individuals who are transgender are 
more similar to those of their experienced 
gender than of their natal sex.7 In social 
analyses of intersex individuals (individu-
als born with ambiguous physical sex char-
acteristics), surgical assignment into the 
binary gender system did not improve—
and often worsened—feelings of isolation 
and shame.1

The National Institutes of Health 
defines gender as “socially constructed 
and enacted roles and behaviors which 
occur in a historical and cultural context 
and vary across societies and time.”8 The 
World Health Organization (WHO) pro-
vides a similar definition, and the evidence 
to support this exists in social-role theory, 
social-identity theory, and the stereotype-
content model. However, despite evi-
dence disputing a gender/sex binary, this 
method of classifying individuals into a 
dyad persists in many areas of modern cul-
ture, from gender-specific physical spaces 
(bathrooms, classrooms, store brands), lan-
guage (pronouns), and laws. This desire 
for categorization helps fulfill social and 
psychological needs of groups and indi-
viduals by providing group identities 
and giving structure to the complexity 
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of modern-day life. Identity and group 
membership provide a sense of belong-
ing, source of self-esteem, and avoidance 
of ambiguity. Binary gender stereo types 
provide expectations that allow antici-
pation and prediction of our social 
environments.9 However, the harm of per-
petuating the false gender/sex binary is 
well documented and includes social and 
economic penalties, extreme violence, and 
even death. The field of medicine has not 
been immune from practices that implic-
itly endorse the gender/sex connection, as 
seen in the erroneous use of gender in bio-
medical writings at the highest levels and 
evidenced in research examining “gender” 
differences in disease incidence.

Gender diversity as a pathology
The American Psychiatric Association’s 
Diagnostic and Statistical Manual of Mental 

Disorders (DSM) has been a source of 
pathologizing gender diversity since the 
1960s, with the introduction of “transsex-
ualism” in DSM-II10 and “gender identity 
disorder of childhood” in DSM-III.11 These 
diagnoses were listed under the headings 
of “sexual deviations” and “psychosexual 
disorders” in the respective DSM editions. 
This illustrates how gender diversity was 
viewed as a mental illness/defect. As the 
DSM developed through various revisions, 
so have these diagnoses. DSM-IV used the 
diagnosis “gender identity disorder.”12 
Psychiatry has evolved away from this 
line of thinking by focusing on the distress 
from biological sex characteristics that 
are “incongruent” with an individual’s 
gender identity, leading to the develop-
ment of the gender dysphoria diagnosis.13 
While this has been a positive step in 
psychiatry’s efforts to de-pathologize  
individuals who are gender-diverse, it 
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Source: Reference 2. © The Roots of Loneliness Project. https://www.rootsofloneliness.com/gender-identity-loneliness
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raises the question: should such diagnoses 
be included in the DSM at all?

The gender dysphoria diagnosis con-
tinues to be needed by many individuals 
who are TGGD in order to access gender-
affirming health care services. Mental 
health professionals are placed in a gate-
keeping role by the expectation that they 
provide letters of “support” to indicate an 
individual is of sound mind and consistent 
gender identity to have services covered 
by insurance providers. In this way, the 
insurance industry and the field of medi-
cine continue to believe that individuals 
who are TGGD need psychiatric permis-
sion and/or counsel regarding their gen-
der identity. This can place psychiatry in a 
role of controlling access to necessary care 
while also creating a possible distrust in 
our ability to provide care to patients who 
are gender-diverse. This is particularly 
problematic given the high rates of depres-
sion, anxiety, trauma, and substance use 
within these communities.14 In the WHO’s 
ICD-11, gender dysphoria was changed 
to gender incongruence and is contained 

in the category of “Conditions related to 
sexual health.”15 This indicates continued 
evolution of how medicine views individ-
uals who are TGGD, and offers hope that 
psychiatry and the DSM will follow suit.

Minority stress theory
Ilan Meyer’s minority stress theory explores 
how cultural and social factors impact 
mental health functioning (Figure 216). 
Minority stress theory, which was origi-
nally developed for what at the time was 
described as the lesbian, gay, and bisexual 
communities, purports that the higher 
prevalence of mental health disorders 
among such individuals is likely due to 
social stigma, discrimination, and stress-
ors associated with minority status. More 
recently, minority stress theory has been 
expanded to provide framework for indi-
viduals who are TGGD. Hendricks et al17 
explain how distal, proximal, and resilience 
factors contribute to mental health out-
comes among these individuals. Distal fac-
tors, such as gender-related discrimination, 

Figure 2 
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harassment, violence, and rejection, explain 
how systemic, cultural, and environmental 
events lead to overt stress. Proximal fac-
tors consist of an individual’s expectation 
and anticipation of negative and stressful 
events and the internalization of negative 
attitudes and prejudice (ie, internalized 
transphobia). Resilience factors consist of 
community connectedness and within-
group identification and can help mediate 
the negative effects of distal and proximal 
factors.

As clinicians, understanding our patients’ 
experiences and expectations can help 
us better engage with them and create 
an environment of safety and healing. 
Minority stress theory framework suggests 
that patients may start treatment with dis-
trust or suspicion in light of previous nega-
tive experiences. They may also be likely 
to expect clinicians to be judgmental or to 
lack understanding of them. The 2015 US 
Transgender Survey found that 33% of 
individuals who are TGGD who sought 
medical treatment in the past year had at 
least 1 negative experience related to their 

gender identity (Table 118). Twenty-four 
percent reported having to educate their 
clinician about people who are TGGD, 
while 15% reported the health care profes-
sional asked invasive or unnecessary ques-
tions about their gender status that were 
unrelated to their visit. While psychiatry is 
often distinct from the larger medical field, 
it is important to understand the negative 
encounters individuals who are TGGD 
have likely experienced in medicine, and 
how those events may skew their feelings 
about psychiatric treatment. This is espe-
cially salient given the higher prevalence 
of various psychiatric disorders among 
individuals who are TGGD.18

According to the US Transgender Survey, 
39% of participants were currently expe-
riencing serious psychological distress, 
which is nearly 8 times the rate in the US 
population (5%).18 When extrapolated, this 
data indicates that we in psychiatry are 
likely to work with individuals who iden-
tify as TGGD, regardless of our expertise. 
Additionally, research indicates that hav-
ing access to gender-affirming care—such 
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Negative experiences in health care: US Transgender Survey

Negative experience
% of those who had seen a health 

care provider in the past year

They had to teach their health care provider about transgender 
people to get appropriate care

24%

A health care provider asked them unnecessary or invasive 
questions about their transgender status that were not related to 
the reason for their visit

15%

A health care provider refused to give them transition-related care 8%

They were verbally harassed in a health care setting (such as a 
hospital, office, or clinic)

6%

A health care provider used harsh or abusive language when 
treating them

5%

A health care provider refused to give them care not related  
to gender transition (such as physicals or care for the flu  
or diabetes)

3%

A health care provider was physically rough or abusive when 
treating them

2%

They were physically attacked by someone during their visit in a 
health care setting (such as a hospital, office, or clinic)

1%

They were sexually assaulted in a health care setting (such as a 
hospital, office, or clinic)

1%

One or more experiences listed 33%

Source: Reference 18
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Table 2

Outdated vs recommended terms
Outdated term Recommended term

Biological female/male Assigned female/male at birth

Cross-sex hormone therapy;  
hormone replacement therapy

Gender-affirming hormone therapy

Disorders/differences of sex development Intersex

Female-to-male; male-to-female Transgender man; transgender woman

Gender nonconforming Gender nonbinary

Hermaphrodite/ambiguous genitalia Intersex

Homosexual Gay or lesbian

Legal name Administrative name or name on legal documents

Preferred name Chosen name or name used

Preferred pronouns Pronouns

Sex change; sex assignment surgery;  
gender reconstruction surgery

Gender-affirming surgery

Sexual preference/lifestyle Sexual orientation

Transgendered Transgender

Source: Reference 22

as hormone replacement therapy, gender-
affirming surgery, voice therapy, and other 
treatments—greatly improves mental 
health issues such as anxiety, depression, 
and suicidality among individuals who 
are TGGD.19,20 It is in this way we in psy-
chiatry must do more than just care for our 
patients by becoming advocates for them 
to receive the care they need and deserve. 
While at times we may want to stay out 
of politics and other public discourse, it is 
becoming increasingly necessary as health 
care is entrenched in politics.

Clinical applicability
Because individuals who are TGGD expe-
rience higher rates of depression, anxiety, 
substance use, and other psychiatric dis-
orders,14 it is increasingly likely that many 
clinicians will be presented with oppor-
tunities to treat such individuals. Despite 
high rates of psychiatric disorders, individ-
uals who are TGGD often avoid treatment 
due to concerns about being patholo-
gized, stereotyped, and/or encountering 
professionals who lack the knowledge to 
treat them as they are.21 Several studies 
recommend clinicians better equip them-
selves to appropriately provide services to 

individuals who are TGGD.21 Some advise 
seeking education to understand the 
unique needs of these patients and to help 
stay current with appropriate terminology 
and language (Table 222). This also implies 
not relying on patients to educate clinicians 
in understanding their specific needs  
and experiences.

Making assumptions about a patient’s 
identity is one of the most commonly 
reported issues by individuals who are 
TGGD. Therefore, it is critical to avoid mak-
ing assumptions about patients based on 
binary stereotypes.23,24 We can circumvent 
these mistakes by asking every patient for 
their name and pronouns, and introducing 
ourselves with our pronouns. This illus-
trates an openness and understanding of 
the importance of identity and language, 
and makes it common practice from the 
outset. Integrating the use of gender-
neutral language into paperwork, intake 
forms, charting, and conversation will also 
help avoid the pitfalls of misgendering and 
making false assumptions. This will also 
allow for support staff, medical assistants, 
and others to use correct language with 
patients. Having a patient’s used name and 
pronouns visible for everyone who works 
with the patient is necessary to effectively 
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meet the patient’s needs. Additionally, 
understanding that the range of experi-
ences and needs for individuals who are 
TGGD is heterogeneous can help reduce 
assumptions and ensure we are asking for 
needed information. It is also important to 
ask for only relevant information needed 
to provide treatment.

Resources are widely available to aid in 
the care of individuals who are TGGD. In 
2022, the World Professional Association 
for Transgender Health released new  
guidelines—Standards of Care 8—for 
working with individuals who are TGGD.25 
While these standards include a section 
dedicated to mental health, they also pro-
vide guidelines on education, assessments, 
specific demographic groups, hormone 
therapy, primary care, and sexual health. 
Additionally, while we may not want 
the role of gatekeeping for individuals to 
receive gender-affirming care, we work 
within a health care and insurance system 
that continues to require psychiatric assess-
ment for such surgeries. In this role, we 
must do our part to educate ourselves in 
how to best provide these assessments and 
letters of support to help patients receive 
appropriate and life-saving care.

Finally, in order to provide a more 
comfortable and affirming space for indi-
viduals who are TGGD, develop ways to 
self-assess and monitor the policies, pro-
cedures, and language used within your 
practice, clinic, or institution. Monitoring 
the language used in charting to ensure 
consistency with the individual’s gender 
identity is important for our own under-
standing of the patient, and for patients 
to feel seen. This is especially true given 
patients’ access to medical records under 
the Cures Act. Moreover, it is essential to 
be cognizant of how you present clients to 
others in consultation or care coordination 

to ensure the patient is identified correctly 
and consistently by clinicians and staff.
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