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1. HB 17-1165 should be passed because:

2. Psychotherapy, by Statute, as defined by CRS 12-43-201(9), and the
, scopes of practice of the regulated disciplines, is collaborative and
client-led, not coercive.

3. Conversion therapy of minors has been documented as coercive and
contrary to the evidence based and the research based approaches to
psychotherapy used by the six regulated mental health professions in
Colorado. Both the House and the Senate have required that
approaches to Behavioral Health, Mental Health, and Human Services
be supported by research, evidence, and science.

4. There is nothing in the bill that prevents the m_entel health treatment of
a minor that is exploring issues of sexual or gender identity as defined in
‘the DSM 5. The diagnosis criteria is included in the handouts.

5. There is nothing in the bill that prevents a minor from exploring issues
of sexual or gender identity in religious ministry because of CRS 12-43-
215 (The religious mlmstry exemption to the Colorado Mental Health
Practice Act).

6. CRS 27-65-103 alrealc'ly allows for minors 15 and older, or the parents of
' such minors, to consent to whatever type of counseling is desired.

7. Psychotherapy with consumers in the contemporary workplace is
rooted primarily in psychoeducation modalities like Cognitive
Behavioral Therapy (CBT) and Motivational Interviewing (MI) which,
again, are client-led and should not therapist-driven. Such modalities
seek to link the relatibnship between situations, beliefs, thoughts,
emotions, behaviors, and consequences. Data about MI and CBT are
included in the handouts.

8. Despite the testimony against the bill based on the personal experiences
- of some witnesses: there is nothing in HB17-1165 that would prevent
consumers from seeking voluntary counseling for gender or sexual
identity issues through religious ministry or psychotherapy.
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(3.5) "Licensed addictior%‘i counselor" means a person who is an addiction counselor
licensed pursuant to this article. !'

(4) (Deleted by amendment, L. 98, p. 1107, § 4, effective July 1,1998.)

{5) "Licensed professmnal counselor" means a person who is a professional counselor
licensed pursuant to this article.

(5.5) "Licensed social worker" means a person who:

(a) Is a licensed social worker or licensed clinical social worker; and

() Is licensed pursuant to this article.

(6) "Licensee”" means a psychologist, social worker, clinical social worker, marriage and
family therapist, licensed professional counselor, or addiction counselor licensed pursuant to this
article.

(7) "Marriage and family therapist" means a person who is a marriage and family
therapist licensed pursuant to this article.

(7.5) "Professional relationship" means an interaction that is deliberately planned or
directed, or both, by the licensee, registrant, or certificate holder toward obtaining specific
objectives.

(7.7) (a) "Provisional hcense means a license or certification issued pursuant to section
12-43-206.5.

(b) (Deleted by amendment L. 2011, (SB 11-187), ch 285, p. 1278, § 7, effective July 1,
2011.)

(7.8) (a) "Provisional licensee" means a person who holds 2 provisional license pursuant
to section 12-43-206.5.

(b) (Deleted by amendment, L. 2011, (SB 11-187), ch. 285, p. 1278, § 7, effective July 1,
2011.): :

(8) "Psychologist" means ‘a person who is a psychologist licensed pursuant to this article.
(9) (@) "Psychotherapy” .means the treatment, diagnosis, testing, assessment, or
counseling in a professional relationship to assist individuals or groups to alleviate mental
disorders, understand unconscious or conscious motivation, resolve .emotional, relationship, or
attitudinal conflicts, or modify behaviors that interfere with effective emotional, social, or
intellectual functioning. Psychotherapy follows a planned procedure of intervention that takes
place on a regular basis, over a period of time, or in the cases of testing, assessment, and brief
psychotherapy, psychotherapy can be a single intervention.

(b) It is the intent of the general assembly that the definition of psychotherapy as used in
this article be interpreted in its narrowest sense to regulate only those persons who clearly fall
within the definition set forth in this subsection (9).

(9.1) (a) "Registered psychotherapist” means a person:

(I) Whose primary practice is psychotherapy or who holds himself or herself out to the
public as being able to practice psychotherapy for compensation; and

(I} Who is registered with the state board of registered psychotheraplsts pursuant to
section 12-43-702.5 to practice psychotherapy in this state. .

(b) "Registered psychotherapist” also includes a person who:

() Is a licensed school psychologlst licensed pursuant to sectlon 22-60.5-210 (1) (b),
CRS,;

(II) Is practicing outside of a school setting; and

(III) Is registered with the state board of registered psychotherapists pursuant to section
12-43-702.5.
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(e) The client is incapable of understanding such disclosure and has no guardian to
whom disclosure can be made;

(f) By a social worker practicing in a hospital that is licensed or certlﬁed under section
25-1.5-103 (1) (&) (H) or (1) (a) (1), CR.S.;

{g) By a person licensed or certiﬁed pursuant to this article, or by a registered
psychotherapist practicing in a hospital that is licensed or certified under section 25-1.5-103 (1)
(@ Mor (1) (&) JD, C.R.S.

(5) If the client has no written language or is unable to read, an oral explanation shall
accompany the written copy.

(6) Unless the client, parent, or guardian is unable to write, or refuses or objects, the
client, parent, or guardian shall sign the disclosure form required by this section not later than the
second visit W1th the psychotheraplst

12-43-215, Scope of article - exemptions. (1) Any person engaged in the practice of
religious ministry shall not be required to comply with the provisions of this article; except that
such person shall not hold himself or herself out to the public by any title incorporating the terms
"psychologist", "social worker", "licensed social worker", "LSW", "licensed clinical social
worker", "clinical social worker", "LCSW", "licensed marriage and family therapist”, "LMFT",
"licensed professional counselor”, "LPC", "addiction counselor”, "licensed addiction counselor",
"LAC", "certified addiction counselor”, or "CAC" unless that person has been licensed or
certified pursuant to this article.
(2) The provisions of this article shall not apply to the practice of employment or
rehabilitation counseling as performed in the private and public sectors; except that the
provisions of this article shall apply to employment. or rehabilitation counselors practicing
psychotherapy in the field of mental health.

(3) The provisions of this article shall not apply to employees of the department of
human services, employees of county departments of social services, or personnel under the
direct supervision and control of the department of human services or any county department of
social services for work undertaken as part of their employment.

(4) The provisions of this article shall not apply to persons who are licensed pursuant to
section 22-60.5-210, C.R.S., and who are not licensed under this article for work undertaken as
part of their employment by, or contractual agreement with, the public schools.

(5) Nothing in this section limits the applicability of section 18-3-405.5, C.R.S,, which
applies to any person while he or she is practicing psychotherapy as defined in this article.

(6) The provisions of this article shall not apply to mediators resolving judicial disputes
pursuant to part 3 of article 22 of title 13, C.R.S. .

(7) (Deleted by amendment, L. 2011, (SB 11-187), ch. 285, p. 1302, § 31, effective July
1,2011)

(8) The provisions of section 12-43-702.5 shall not apply to- employees of community
mental health centers or clinics as those centers or clinics are defined by section 27-66-101,
C.R.S., but such persons practicing outside the scope of employment as employees of a facility
defined by section 27-66-101, C.R.S., shall be subject to the provisions of section 12-43-702.5.

(9) The provisions of this article shall not apply to a person who resides in another state
and who is currently licensed or certified as a psychologist, marriage and family therapist,
clinical social worker, professional counselor, or addiction counselor in that state to the extent
that the licensed or certified person performs activities or services in this state, if the activities
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The Cognitive Behavioral Model

THOUGHTS / BELIEFS

% What an individual thinks or i
i believes about a situation. How the :

SITUATIONS g |ivdlimepsieaneres |
S Ny BEHAVIOR
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i individual's environment. :
! Situati tside of th ! The individual's outward response |
, ations are outside of the o :
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individual’s direct control, but they Suati
situation

can be influenced by behaviors. ‘ e e e e e e e e
| _EMOTIONS

How a person feels about a i
situation. Emotions are not ]
necessarily based in logic, but they !
are influenced by thoughts and !
beliefs. i
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The Cognitive Model

Thoughts - Emotions - Behaviors

Cognitive behavioral therapy (ﬂsually referred to as “CBT") is based upon the idea that
how you think determines how you feel and how you behave. The diagram and example
below. show us this process: !

Something happens. You have thoughts You experience You respond to your .
It could be anything. about what has just  emotions based upon thoughts and feelings
occurred. your thoughts. with behaviors.

Example Pharrell

s e vy ek e e s 0O o S

Situation: A stranger scowls at Pharrell whlle passing him on the street.
Pharrell's Thoughts: “| must've done something wrong... 'm so awkward.”
Pharrell's Emotions: Embarrassed and upset with himself.

Pharrell's Behaviors: Pharrell apologizes to the stranger and replays the situation over and over
in his head, trying to understand what he did wrong.

In this example, you might've noticed that Pharrell’s thought wasn't very rational. The
stranger could’'ve been scowling for any number of reasons. Maybe the stranger just got
dumped, or maybe he scowls at everyone. Who knows?

As humans, we all have irratiorial thoughts like these. Unfortunately, irrational or not,
these thoughts still affect how we feel, and how we behave. Consider how Pharrell

‘might've responded to the same situation if he had a different thought:

[

Thought - 2 Emotion » Beha\nor

"What a jerkl" Angry Pharrell shouts “What's your problem‘?l"

“He must be havingabad day..” ©  Neutral . Pharrell walks away and forgets the incident.

Using the cognitive model, you 'will learn to identify your own patterns of thoughts,
emotlons and behaviors. You'll come to understand how your thoughts shape how you
feel, and how they impact your life in significant ways.

Once you become aware of your own irrational thoughts, you will learn to change them.
The thoughts that once led to depression, anxiety, and anger will be replaced with new,
healthy alternatives. Finally, yoy will be in control of how you feel.

W+
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Core Beliefs

Everyone looks at the world differently. Two people can have the same
experience, yet have very different interpretations of what happened.
Core beliefs are the deeply held beliefs that influence how we interpret

our experiences.

Think of core beliefs like a pair of sunglasses. Everyone has a different “shade”
that causes them to see things differently.

Consedquériee:

Situation | LoréBelief

-

b e Ly

a
You meet a new person ’ w m '

and think about asking
them to go out for coffee. “

Thought: “Why would they
ever go out with me?”
Behavior: Daes not ask the
person to coffee

Thought: "We mighl have
fun if we go out together.”
Behavior: Asks the person
to coffee

Many people have negative core beliefs that cause harmful consequences. To
begin challenging your negative core beliefs, you first need to identify what they
are. Here are some common examples:

i a’bad persdn, 't abnermal P vifideserving

What is one of your negative core beliefs?

List three pieces of evidence contrary to your negative core belief.

1.

2.
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Motivational Interviewing (MI) Basics

The underlying “spirit” (or philosophy) of M| is even more important than the skills. While you are an
expert in health care, your client is an expert in his or her own life.

SPIRIT OF MI: CAPE

PRINCIPLES OF Mi: RULE

ResisT the “righting reflex”
The urge to “fix” the client. Arguing for
change can have a paradoxical effect.

UnpEeErsTAND your client

The client’s reasons for change are
most important because these will
most likely trigger behaviour change.

LISTEN to your client
Ml involves as much listening as
informing.

EMPOWER your client

Convey hope around the possibility of
change and support patients’ choice
and autonomy re: change goals.

Acceptance vocation

% Also known as PACE
Partnership

FOUNDATIONAL SKILLS IN- MOTIVATIONAL INTERVIEWING: OARS

OPEN-ENDED questions encourage elaboration.

AFFIRMATIONS promote optimism and acknowledge the client's expertise, efforts and

experience of the client. Affirmations are not about the practitioner’s approval of the client.

RELECTIONS: the skill of accurate empathy:

o simple reflections: paraphrase, repeat the content.

. complex reflections: reflect what the client has said as well as what he or she is experiencing
but has not yet verbalized (the meaning beneath the dlient’s words).

SUMMARIES: The best are targeted and succinet, and include elements that keep the client

moving forward. The goal is to help the client organize his or her experience.

Miller. W. R. and Rollnick, 5. 2013. Motivational Interviewing: Helping People Change. New York: Guilford Press. / O -
* Adapted from Miller & Rollnick. 2013, page 22

camh @z camieac

Taw o g AT ALY P
ST e o e

LUNG ASSOCIATION™

§nganis




|
i

" Motivational Groups for Communit)f)', Substance Abuse Programs
it

C_ilange‘Plan Worksheet

The changes I want to make (or (;ontinue making) are:

1
i

The reasons why I want to make :these changes are:

| The steps I plan to take in chang;ng are:

The ways other people can help me are:

H
't

I'will know that my plan is v&orking if:

Some things that could interfere with my plan are:

4

‘b

What I will do if the plah isn’t W(;rking:

: I




MH MOTIVATIONAL
VEA |NTERVIEWING

an evidence-based treatment

Encouraging Motivetion to Change |

M | Delng Enls Rigte |

Motivational Interviewing encourages you to
help people in a variety of service settings
discover their interest in considering and
making a change in their lives {e.g., to manage
symptoms of mental illness, substance abuse,
other chronic ilinesses such as diabetes and
heart disease).

REMIND ME

Use the back of this card to build self-
awareness about your attitudes, thoughts,
and communication style as you conduct
your work. Keep your attention centered
on the people you serve, Encourage their
motivation to change,

CENTER FOR Build Trust
EVIDENCE-BASED | Improve Outcomes
PRACTICES Promote Recovery
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EA v Dollisten more than I talk?
. X  Oramftalking more than [ fisten?

v Do | keep myself sensitive and open to this
person’s issues, whatever they.may be?
X Oramltalking about what | think the problem is? |

JE} v Dol invite this person to talk about and explore
his/her own ideas for change?
X  Oramljumping to conclusions and possible
solitions?

+ Do | encourage this person to talk about his/her
reasons for not changing?
X Oramlforcing him/her to talk only about
change?

| Bl v Dolask permission to give my feedback?
X  Oram]lpresuming that my ideas are what
he/she really needs to hear?

Do | reassure this person that ambivalence to
change is normal? :
X+ Oram|telling him/her to take action and push
ahead for a solution? :

Do help this person identify successes and
challenges from his/her past andrelate them
to present change efforts?

X  Oram!encouraging him/her to ignore or get
stuck on oid stories?

Ej v Dol seek to understand this person?
X  Oramlispending a lot of time trying to convince
him/her to understand me and my ideas?

¢ Do | summarize for this person what | am
hearing?
X . Oram!just summarizing what | think?

v’ Do | value this person’s opinion more than my

own? | _
‘X Orami giving more value to my viewpoint?

v’ Do | remind myself that this person is capable of
making his/her own choices?
X Or am [ assuming that he/she is not capable of
making good choices?

I
ir
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Motivational Interviewing Handout

Ten Strategies for Evoking Change Talk

1. Ask Evocative Questions — Use Open-Ended Questions
Examples:
- Why would you want to make this change? (Desire})
- How might you go about it, in order to succeed? (Ability)
- What are the three best reasons for you to do it? {Reasons})
- How important is it for you to make this change? (Need)
- So what do you think you’ll do? (Commitment)

2. Ask for Elaboration
When a change talk theme emerges, ask for more detail:
- In what ways?
- How do you see this happening?
- What have you changed in the past that you can relate to this issue?

3. Ask for Examples
When a change talk theme emerges, ask for specific examples.
- When was the last time that happened?
- Describe a specific example of when this happens.
- What else?

4, Looking Back .
Ask about a time before the current concern emerged:
- How have things been better in the past?
- What past events can you recall when things were different?

5. Look Forward
Ask about how the future is viewed:
- What may happen if things continue as they are (status quo).
- if you were 100% successful in making the changes you want, what would be different?
- How would you like your life to be in the future?

6. Query Extremes
' Ask about the best and worst case scenarios to elicit additional information:
- What are the worst things that might happen if you don’ t make this change?
- What are the best things that might happen if you do make this change?

7. Use Change Rulers _
Ask open questions about where the client sees themselves-on a scale from 1— 10.
- On a scale where one is not at all important, and ten is extremely lmportant how

important (need) is it to you to change ?

-Follow up: Explain why are you at a ___and not {lower number)?



o

Motivational Interviewing Handout |

- What might happen that could move you from toa [higher number]?
- How much you want (desne)
- How confident you are that you could {ability),

- How committed are you t0} (commitment).
|I

8. Explore Goals and Values
Ask what the person's gu:dm_é; values are.
- What do they want in life?
- What values aré most important to you? {Using a values card sort can be helpful here).
- How does this behavior fit into your value system?
- What ways does (the behavior) conflict with your value systen

9. Come Alongside
Explicitly side with the negatwe (status quo) side of ambivalence.

- Perhaps is so important to you that you won't give it up, no matter what
the cost.

- It may not be the main area that you need to focus on in our work together.
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In this chapter, there is one overarching diagnosis of gender dysphoria, with sepa-
rate developmentally appropriate criteria sets for children and for adolescents and adults.
The area of sex and gender is highly controversial and has led to a proliferation of terms
whose meanings vary over time and within and between disciplines. An additional source
of confusion is that in Enghsh “sex” connotes both male /female and sexuality. This chapter
employs constructs and terms as they are widely used by clinicians from various disci-
plines with specialization in this area. In this chapter, sex and sexual refer to the biological
indicators of male and female (understood in the context of reproductive capacity), such
as in sex chromosomes, gonads, sex hormones, and nonambiguous internal and external
genitalia. Disorders of sex development denote conditions of inborn somatic deviations of
the reproductive tract from the norm and/or discrepancies among the biological indica-
tors of male and female. Cross-sex hormone treatment denotes the use of feminizing hor-
mones in an individual assigned male at birth based on traditional biological indicators or
the use of masculinizing hormones in an individual assigned female at birth.

The need to introduce the term gender arose with the realization that for individuals
with conflicting or ambiguous biological indicators of sex (i.e., “intersex”), the lived role in
society and/or the identification as male or female could not be uniformly associated with
or predicted from the biological indicators and, later, that some individuals develop an
identity as female or male at variance with their uniform set.of classical biological indica-
tors. Thus, gender is used to denote the public (and usually legally recognized) lived role as
boy or girl, man or woman, but, in contrast to certain social constructionist theories, biolog-
ical factors are seen as contributing, in interaction with social and psychological factors, to
gender development. Gender assignment refers to the initial assignment as male or female.
This occurs usually at birth and, thereby, yields the “natal gender.” Gender-atypical refers to
somatic features or behavmrs that are not typical (in a statistical sense) of individuals with
the same assigned gender in a given society and historical era; for behavior, gender-noncon-
forming is an alternative descriptive term. Gender reassignment denotes an official (and usu-
ally legal) change of gender. Gender identity is a category of social identity and refers to an
individual’s identification as male, female, or, occasionally, some category other than male
or female. Gender dysphoria as a general descriptive term refers to an individual's affective/
cognitive discontent with the assigned gender but is more specifically defined when used
as a diagnostic category. Transgender refers to the broad spectrum of individuals who tran-
siently or persistently identify with a gender different from their natal gender. Transsexual

.denotes an individual who seeks, or has undergone, a social transition from male to female
or female to male, which in many, but not all, cases also involves a somatic transition by
cross-sex hormone treatment and genital surgery (sex reassignment surgery).

Gender dysphoria refers to the distress that may accompany the incongruence between
one’s experienced or expressed gender and one’s assigned gender. Although not all indi-
viduals will experience distress as a result of such incongruence, many are distressed if the
desired physical interventions by means of hormones and/or surgery are not available.
The current term is more descriptive than the previous DSM-IV term gender identity disor-
der and focuses on dysphoria as the clinical problem, not identity per se.

|/



452 Gender Dysphoria

Gender Dysphoria

Diagnostic Criteria

Gender Dysphoria in Children 302.6 (F64.2)

A. A marked incongruence between one's experienced/expressed gender and assigned
gender, of at least 6 months’ duration, as manifested by at least six of the following
{one of which must be Criterion A1)

1. A strong desire to be of the other gender or an insistence that one is the other gen-
der (or some alternative gender different from one’s assigned gender).

2. In boys (assigned gender), a strong preference for cross-dressing or simulating fe-
male attire; or in girls (assigned gender), a strong preferénce for wearing only typ-
ical masculine clothing and a strong resistance to the wearing of typical feminine
clothing.

3. Astrong preference for cross-gender roles in make-believe play or fantasy play.

4. A strong preference for the toys, games, or activities stereotypically used or en-
gaged in by the other gender.

5. A strong preference for playmates of the other gender.

In boys (assigned gender), a strong rejection of typically masculine toys, games,

and activities and a strong avoidance of rough-and-tumble play; or in girls (as-

signed gender), a strong rejection of typically feminine.toys, games, and activities.

7. A strong dislike of one's sexual anatomy.

B. A strong desire for the primary and/or secondary sex characleristics that match
one's expenenced gender.

B. The condition is associated with clinically significant distress or impairment in social,
school, or other-important areas of functioning.

Specify if:
With a disorder of sex development (e.g., a congemtal adrenogenital disorder such
as 255.2. [E25 0] congenital adrenal hyperplasia or 259.50 [E34.50] androgen insensi-
tivity syndrome}.

Coding note: Code the disorder of sex development as well as gender dysphona

Gender Dysphoria in Adolescents and Adults 302.85 (F64.1)

A. A marked incongruence between one’s experienced/expressed gender and assigned
gender, of at least 6 months’ duration, as manifested by at least two of the following:

1. A marked incongruence between one’s experienced/expressed gender and pri-
mary and/or secondary sex characteristics (or in young adolescents. the antici-
pated secondary sex characteristics).

2. A strong-desire to be rid of one’s primary and/or secondary sex characteristics be—
cause of a marked incongruence with one's experienced/expressed gender (or in
young adolescents, a desire to prevent the development of the anticipated second-
ary sex characteristics).

3. A strong desire for the primary and/or secondary sex characteristics of the other
gender.

4. A strong desire to be of the other gender (or some altemative gender ditferent from
one's assigned gender).

5. A strong desire 10 be treated as the other gender (or some altematlve gender dif-
ferent from one's assigned gender).

o

6. A strong conviclion that one has the typical feelings and reactions of the other gen- -

der (or some altemnative gender different from one's assigned gender).

St
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B. The condition is associated with clinically significant distress or impairment in social,
occupational, or other important areas of functioning.
Specify if: '
With a disorder of sex development (e.g., a congenital adrenogenitat disorder such

as 255.2 {E£25.0] congemtal adrenal hyperplasia or 259.50 [E34.50] androgen insensi-
tivity syndrome). ‘

Coding note: Code the disorder of sex development as well as gender dysphoria.

Specify if:

Posttransition: The mdwudual has transitioned to full-time living in the desired gender
(with or without legalization of gender change) and has undergone (or is preparing to
have) at least one cross-sex medical procedure or treatment regimen—namely, regu-
lar cross-sex hormone treatment or gender reassignment surgery confirming the desired

gender (e.g., penectomy, vaginoplasty in a natal male;-masteciomy or phalloplasty in
a natal fermnale).

Specifiers

The posttransition specifier may be used in the context of continuing treatment procedures
that serve to support the new gender assignment.

Diagnostic Features

Individuals with gender dysphoria have a marked incongruence between the gender they
have been assigned to (usually at birth, referred to as natal gender) and their experienced/
expressed gender. This discrepancy is the core component of the diagnosis. There must
also be evidence of distress about this incongruence. Experienced gender may include al-
ternative gender identities beyond binary stereotypes. Consequently, the distress is not
limited to a desire to simply be of the other gender, but may include a desire to be of an al-
ternative gender, provided: that it differs from the individual’s assigned gender.

Gender dysphoria manifests itself differently in different age groups. Prepubertal natal
girls with gender dysphoria may express the wish to be a boy, assert they are a boy, or as-
sert they will grow up to be a man. They prefer boys’ clothing and hairstyles, are often
perceived by strangers as boys, and may ask to be called by a boy’s name. Usually, they dis-
play intense negative reactions to parental attempts to have them wear dresses or other
feminine attire. Some may refuse to attend school or social events where such clothes are
required. These girls may demonstrate marked cross-gender identification in role-playing,
dreams, and fantasies. Contact sports, rough-and-tumble play, traditional boyhood games,
and boys as playmates are most often preferred. They show little interest in stereotypically
feminine toys (e.g., dolls) or activities (e.g., feminine dress-up or role-play). Occasionally,
they refuse to urinate in a sitting position. Some natal girls may express a desire to have a
penis or claim to have a penis or that they will grow one when older. They may also state that
they do not want to develop breasts or menstruate.

Prepubertal natal boys with gender dysphoria may express the wishtobe a girl or as-
sert they are a girl or that they will grow up to be a woman. They have a preference for
dressing in girls’ or women ‘s clothes or may improvise clothing from available materials
(e.g., using towels, aprons, and scarves for long hair or skirts). These children may role-
play female figures (e.g., playmg “mother”) and often are intensely interested in female
fantasy figures. Tradxhonal feminine activities, stereotypical games, and pastimes (e.g.,
“playing house”; drawing feminine pictures; watching television or videos of favorite fe-
male characters) are most often preferred. Stereotypical female-type dolls (e.g., Barbie) are
often favorite toys, and glrls are their preferred p]aymates They avoid rough-and-tumble
play and competitive sports and have little interest in stereotypically masculirie toys (e.g.,
cars, trucks), Some may pretend not to have a penis and insist on sitting to urinate. More



454 Gender Dysphoria

rarely, they may state that they find their penis or testes dlsgustmg, that they wish them re-
moved, or that they have, or wish to have, a vagina.

In young adolescents with gender dysphoria, clinical features may resemble those of
children or adults with the condition, depending on developmental level: As secondary
sex characteristics of young adolescents are not yet fully developed, these individuals may
not state dislike of them, but they are concerned about imminent physical changes.

In adults with gender dysphoria, the discrepancy between experienced gender and
physical sex characteristics is often, but not always, accompanied by a desire to be rid of
primary and/or secondary sex characteristics and/or a strong desire to acquire some pri-
mary and/or secondary sex characteristics of the other gender. To varying degrees, adults
with gender dysphoria may adopt the behavior, clothing, and mannerisms of the experi-
enced gender. They feel uncomfortable being regarded by others, or functioning in soci-
ety, as members of their assigned gender. Some adults may have a strong desire tobe of a
different gender and treated as such, and they may have an inner certainty to feel and re-
spond as the experienced gender without seeking medical treatment to alter body char-
acteristics. They may find other ways to resolve the incongruence between experienced/
expressed and assigned gender by partially living in the desired role or by adopting a gen-
der role neither conventionally male nor conventionaily female.

Associated Features Supporting Diagnosis

When visible signs of puberty develop, natal boys may shave their legs at the first signs of
hair growth, They sometimes bind their genitals to make erections less visible. Girls may
bind their breasts, walk with a stoop, or use loose sweaters to make breasts less visible. In-
creasingly, adolescents request, or may obtain without medical prescription and supervi-
sion, hormonal suppressors (“blockers”) of gonadal steroids (e.g., gonadotropin-releasing
hormone [GnRH] analog, spironolactone). Clinically referred adolescents often want hor-
mone treatment and many also wish for gender reassignment surgery. Adolescents living in
an accepting environment may openly express the desire to be and be treated as the experi-
enced gender and dress partly or completely as the experienced gender, have a hairstyle typ-
ical of the experienced gender, preferentially seek friendships with peers of the other gender,
and/or adopt a new first name consistent with the experienced gender. Older adolescents,
when sexually active, usually do not show or allow pariners to touch their sexual organs. For
adults with an aversion toward their genitals, sexual activity is constrained by the preference
that their genitals not be seen or touched by their partners. Some adults may seek hormone
treatment (sometimes without medical prescription and supervision) and gender reassign-
ment surgery. Others are satisfied with either hormone treatment or surgery alone.

Adolescents and adults with gender dysphoria before gender reassignment are at in-
creased risk for suicidal ideation, suicide attempts, and suicides. After gender reassign-
ment, adjustment may vary, and suicide risk - may persist.

Prevaience

For natal adult males, prevalence ranges from 0.005% to 0.014%, and for natal females,
from 0.002% to 0.003%. Since not all adults seeking hormone treatment and surgical reas-
signment attend specialty clinics, these rates are likely modest underestimates. Sex differ-
ences in rate of referrals to specialty clinics vary by age group. In children, sex ratios of
natal boys to gitls range from 2:1 to 4.5:1. In adolescents, the sex ratio is close to parity; in
adults, the sex ratio favors natal males, with ratios ranging from 1:1 to 6.1:1. In two coun-
tries, the sex ratio appears to favor natal females (Japan: 2.2:1; Poland: 3.4:1).

Development and Course

Because expression of gender dysphoria varies with age, there are separate criteria sets for
children versus adolescents and adults. Criteria for children are defined in a more con-
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crete, behavioral manner than those for adolescents and adults. Many of the core criteria
draw on well-documented behavioral gender differences between typically developing
boys and girls. Young children are less likely than older children, adolescents, and adults
to express extreme and persistent anatomic dysphona In adolescents and aduits, incon-
gruence between expenenced gender and somatic sex is a central feature of the diagnosis.
Factors related to distress and impairment also vary with age. A very young child may
show signs of distress (e.g., intense crying) only when parents tell the child that he or she
is “really” not a member of the other gender but only “desires” to be. Distress may not be
manifest in social environments supportive of the child’s desire to live in the role of the
other gender and may emerge only if the desire is interfered with. In adolescents and
adults, distress may manifest because of strong incongruence between experienced gender
and somatic sex. Such distress may; however, be mitigated by supportive environments and
knowledge that biomedical treatments exist to reduce incongruence. Impairment (e.g.,
school refusal, development of depression, anxiety, and substance abuse)} may be a conse-
quence of gender dysphoria.

Gender dysphoria without a disorder of sex development. For clinic-referred children,
onset of cross-gender behaviors is usually between ages 2 and 4 years. This corresponds to
the developmental time period in which most typically developing children begin ex-
pressmg gendered behaviors and interests. For some preschool-age children, both perva-
sive cross-gender behaviors and the expressed desire to be the other gender may be
present, or, more rarely, labelmg oneself as a member of the other gender may occur. In
some cases, the expressed desire to be the other gender appears later, usually at entry into
elementary school. A small minority of children express discomfort with their sexual anat-
omy or will state the desire to have a sexual anatomy corresponding to the experienced
gender (“anatomic dysphoria”). Expressions of anatomic dysphoria become more com-
mon as children with gender dysphoria approach and anticipate puberty. )

Rates of persistence of gender dysphoria from childhood into adolescence or adulthood
vary. In natal males, persistence has ranged from 2.2% to 30%. In natal females, persistence
has ranged from 12% to 50%. Persistence of gender dysphoria is modestly correlated with
dimensional measures of severity ascertained at the time of a childhood baseline assess-
ment. In one sample of natal males, lower socioeconomic background was also modestly
correlated with persistence. It is unclear if particular therapeutic approaches to gender
dysphoria in children are related to rates of long-term persistence. Extant follow-up sam-
ples consisted of children receiving no formal therapeutic intervention or receiving ther-
apeutic interventions of various types, ranging from active efforts to reduce gender
dysphoria to a more neutral, “watchful waiting” approach. It is unclear if children “en-
couraged” or supported to live socially in the desired gender will show higher rates of per-
sistence, since such children have not yet been followed longitudinally in a systematic
manner. For both natal male and female children showing persistence, almost all are
sexually attracted to individuals of their natal sex. For natal male children whose gender
dysphoria does not persist, the majority are androphilic (sexually attracted to males) and of-
ten self-identify as gay or homosexual (ranging from 63% to 100%). In natal female chil-
dren whose gender dysphoria does not persist, the percentage who are gynephilic (sexually
atiracted to females) and self-identify as lesbian is lower (ranging from 32% to 50%).

In both adolescent and adult natal males, there are two broad trajectories for develop-
ment of gender dysphoria: eariy onset and late onset. Early-onset gender dysphoria starts in
childhood and continues into adolescence and adulthood; or, there is an intermittent pe-
riod in which the gender dysphona desists and these individuals self-identify as gay or ho-
mosexual, followed by recurrence of gender dysphoria. Late-onset gender dysphoria occurs
around puberty or much later in life. Some of these individuals report having had a desire
tobe of the other gender in childhood that was not expressed verbally to others. Others do
not recall any signs of childhood gender dysphona For adolescent males with late-onset
gender dysphoria, parents often report surprise because they did not see signs of gender
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dysphoria during childhood. Expressions of anatomic dysphoria are more common and
salient in adolescents and adults once secondary sex characteristics have developed.

Adolescent and adult natal males with early-onset gender dysphoria are almost al-
ways sexually attracted to men (androphilic). Adolescents and adults with late-onset gen-
der dysphoria frequently engage in transvestic behavior with sexual excitement. The
majority of these individuals are gynephilic or sexually attracted to other posttransition
natal males with late-onset gender dysphoria. A substantial percentage of adult males
with late-onset gender dysphoria cohabit with or are martied to natal females. After gen-
der transition, many self-identify as lesbian. Among adult natal males with gender dyspho-
ria, the early-onset group seeks out clinical care for hormone treatment and reassignment
surgery atan earlier age than does the late-onset group. The late-onset group may have more
fluctuations in the degree of gender dysphoria and be more ambivalent about and less
likely satisfied after gender reassignment surgery.

Inboth adolescent and adult natal females, the most common course is the early-onset
form of gender dysphoria. The late-onset form is much less common in natal females com-
pared with natal males. As in natal males with gender dysphoria, there may have been a
period in which the gender dysphoria desisted and these individuals self-identified as les-
bian; however, with recurrence of gender dysphoria, clinical consultation is sought, often
with the desire for hormone treatment and reass:gmnent surgery. Parents of natal adoles-
cent females with the late-onset form also report surprise, as no signs of childhood gender
dysphoria were evident. Expressions of anatomic dysphoria are much more common and
salient in adolescents and adults than in children. '

Adolescent and adult natal females with early-onset gender dysphoria are almost
always gynephilic. Adolescents and adults with the late-onset form of gender dysphoria
are usually androphilic and after gender transition self-identify as gay men. Natal females
with the late-onset form do not have co-occurring transvestic behavior with sexual ex-
citement.

Gender dysphoria in association with a discrder of sex development. Most individuals
with a disorder of sex development whe develop gender dysphoria have already come to
medical attention at an early age. For many, starting at birth, issues of gender assignment
were raised by physicians and parents. Moreover, as infertility is quite common for this
group, physicians are more willing to perform cross-sex hormone treatments and genital
surgery before adulthood.

Disorders of sex development in general are frequently associated with gender-atypi-
cal behavior starting in early childhood. However, in the majority of cases, this does not
lead to gender dysphoria. As individuals with a disorder of sex development become
aware of their medical history and condition, many experience uncertainty about their
gender, as opposed to developing a firm conviction that they are another gender. How-
ever, most do not progress to gender transition. Gender dysphoria and gender transition
may vary considerably as a function of adisorder of sex development, its severity, and as-
signed gender.

Risk and Prognostic Factors

Temperamental. For individuals with gender dysphoria without a disorder of sex de-
velopment, atypical gender behavior among individuals with early-onset gender dyspho-
ria develops in early preschool age, and it is possible that a high degree of atypicality
makes the development of gender dysphoria and its persistence into adolescence and
adulthood more likely.

Environmental. Among individuals with gender dysphoria without a disorder of sex de-
velopment, males with gender dysphoria (in both childhood and adoelescence) more com-
monly have older brothers than-do males without the condition. Additional predisposing
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factors under conmderahon,[ especially in individuals with late-onset gender dysphoria (ad-
olescence, adulthpod), include habitual fetishistic transvestism developing into autogyne-
philia (i.e., sexual arousal associated with the thought or image of oneself asa woman) and
other forms of more. general soctal, psychological, or developmental problems.

Genetic and physiologlcal For individuals with gender dysphoria without a disorder of
sex development, some genetic contribution is suggested by evidence for (weak) familial-
ity of transsexualism among nontwin siblings, increased concordance for transsexualism
in monozygotic compared with dizygotic same-sex twins, and some degree of heritability
of gender dysphoria. As to endocriné findings, no endogenous systemic abriormalities in
sex-hormone levels have been found in 46,XY individuals, whereas there appear to be in-
creased androgen levels (m the range found in hirsute women but far below normal male
levels) in 46,XX individuals. Overall, current evidence is insufficient to label gender dys-
phoria without a disorder of sex development as a form of intersexuality limited to the cen-
tral nervous system.

In gender dysphoria associated with a disorder of sex development, the likelihood of
later gender dysphoria is increased if prenatal production and utilization (via receptor
sensitivity) of androgens are grossly atypical relative to what is usually seen in ihdividuals

‘with the same assigned gerider. Examples include 46,XY individuals with a history of nor-

mal male prenatal hormoneé milieu but inborn nonhormonal genital defects (as in cloacal
bladder exstrophy or penile agenesis) and who have been assigned to the female gender.
The likelihood of gender dysphoria is further enhanced by additional, prolonged, highly
gender-atypical postnatal androgen exposure with somatic virilization as may occur in fe-
male-raised and noncastrated 46,XY individuals with S-alpha reductase-2 deficiency or
17-beta-hydroxysteroid dehydrogenase-B deficiency orin female-raised 46, XX individuals
with classical congenital adrenal hyperplasia with prolonged periods of non-adherence to

glucocorticoid replacement therapy. However, the prenatal androgen milieu is more

closely related to gendered behavior than to gender identity. Many individuals with dis-
orders of sex development and markedly gerder-atypical behavior donot develop gender
dysphoria. Thus, gender-atypical behavior by itself should not be interpreted as an indi-
cator of current or future gender dysphoria. There appears to be a higher rate of gender
dysphoria and patient-initiated gender change from assigned female to male than from as-
signed male to female in 46,XY individuals with a disorder of sex development.

Culture-Related Diagnostic Issues .

Individuals with gender dysphoria have been reported across many countries and cul-
tures. The equivalent of gender dysphoria has also been reported in individuals living in
cultures with institutionalized gender categories other than male or female. It is unclear
whether with these individuals the diagnostic criteria for gender dysphoria would be met.

Diagnostic Markers

Individuals with a somatic disorder of sex development show some correlation of final
gender identity outcome with the degree of prenatal androgen production and utilization.
However, the correlation i lS not robust enough for the biological factor, where ascertain-
able, to replace a detailed and comprehensive diagnostic interview evaluation for gender
dysphoria.

Functional COnséquences of Gender Dysphoria

Preoccupation with cross-gender wishes may develop at all ages after the first 2-3 years of
childhood and often interfere with daily activities. In older children, failure to develop
age-typical same-sex peer relationships and skills may lead to isolation from peer groups
and to distress. Some children may refuse to attend school because of teasing and harass-
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ment or pressure to dress in attire associated with their assigned sex. Also in adolescents
and adults, preoccupation with cross-gender wishes often interferes with daily activities.
Relationship difficulties, including sexual relationship problems, are common, and func-
tioning at school or at work may be impaired. Gender dysphoria, along with atypical
gender expression, is associated with high levels of stigmatization, discrimination, and
victimization, leading to negative self-concept, increased rates of mental disorder comor-
bidity, school dropout, and economic marginalization, including unemployment, with at-
tendant social and mental health risks, especially in individuals from resource-poor family
backgrounds. In addition, these individuals’ access to health services and mental health
services may be impeded by structural barriers, such as institutional discomfort or inex-
perience in working with this patient population.

Differential Diagnosis

Nonconformity to gender roles. Gender dysphoria should be distinguished from sim-
ple nonconformity to stereotypical gender role behavior by the strong desire to be of an-
other gender than the assigned one and by the extent and pervasiveness of gender-variant
activities and interests. The diagnosis is not meant to merely describe nonconformity to
stereotypical gender role behavior (e.g., “tomboyism” in girls, “girly-boy” behavior in
boys, occasional cross-dressing in adult men). Given the increased openness of atypical
gender expressions by individuals across the entire range of the transgender spectrum, it
is important that the clinical diagnosis be limited to those individuals whose distress and
impairment meet the specified criteria.

Transvestic disorder. Transvestic disorder occurs in heterosexual (or bisexual) adoles-

cent and adult males (rarely in females) for whom cross-dressing behavior generates sex-
ual excitement and causes distress and/or impairment without drawing their primary
gender into question. It is occasionally accompanied by gender dysphoria. An individual
with transvestic disorder who also has clinically significant gender dysphoria canbe given
both diagnoses. In many cases of late-onset gender dysphoria in gynephilic natal males,
transvestic behavior with sexual excitement is a precursor.

Body dysmorphic disorder. An individual with body dysmorphic disorder focuses on
the alteration or removal of a specific body part because it is perceived as abnormally formed,
not because it represents a repudiated assigned gender. When an individual’s presenta-
tion meets criteria for both gender dysphoria and body dysmorphic disorder, both diag-
noses can be given. Individuals wishing to have a healthy limb amputated (termed by
some body integrity identity disorder) because it makes them feel more “complete” usually
do not wish to change gender, but rather desire to live as an amputee or a disabled person.

Schizophrenia and other psychotic disorders. In schizophrenia, there may rarely be
delusions of belonging to some other gender. In the absence of psychatic symptoms, in-
sistence by an individual with gender dysphoria that he or she is of some other gender is
not considered a delusion. Schizophrenia (or other psychotic disorders) and gender dys-
phoria may co-occur.

Other clinical presentations. Some individuals with an.emasculinization desn'e who
develop an'alternative, nonmale/nonfemale gender identity do have a presentation that
meets criteria for gender dysphoria. However, some males seek castration and/or penec-
tomy for aesthetic reasons or to remove psychological effects of androgens without chang-
ing male identity; in these cases, the criteria for gender dysphoria are not met.

Comorbidity

Clinically referred children with gender dysphoria show elevated levels of emotional and
behavioral problems—most commonly, anxiety, disruptive and impulse-control, and de-
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pressive disorders. In prepti:bertal children, increasing age is associated with having more
behavioral or emotional problems, this is related to the increasing non-acceptance of gen-
der-variant behavior by others. In older children, gender-variant behavior often leads to
peer ostracism, which may lead to more behavioral problems. The prevalence of mental
health problems differs among cultures; these differences may also be related to differences
in attitudes toward gender variance in children. However, also in some non-Western cul-
tures, anxiety has been found to be relatively common in individuals with gender dysphoria,
even in cultures with accepting attitudes toward gender-variant behavior. Autism spec-
trum disorder is more prevalentin clinically referred children with gender dysphoria than
in the general population. Clinically referred adolescents with gender dysphoria appear to
have comorbid mental disorders, with anxiety and depressive disorders being the most
common. As in children, autism spectrum disorder is more prevalent in clinically referred
adolescents with gender dysphoria than in the general population. Clinically referred
adults with gender dysphoria may have coexisting mental health problems, most commonly
anxiety and depressive disorders.

Other Specified Gender Dysphoria
| 302.6 (F64.8)

This category applies to presentations in which symptoms characteristic of gender dys-
phoria that cause clinically significant distress or impairment in social, occupational, or other
important areas of functioning predominate but do not meet the full criteria for gender dys-
phoria. The other specified gender dysphoria category is used in situations in which the
clinician ¢chooses to communicate the specific reason that the presentation does not meet
the criteria far gender dysphoria. This is done by recording “other specified gender dys-
phoria” followed by the specific reason (e.qg., “brief gender dysphoria™).

An example of a presentation that can be specified using the “other specified” desig-
nation is the following:

The current disturbance meets symptom criteria for gender dysphoria, but the

duration Is less than 6 months,

Unspecified Gender Dysphoria
302.6 (F64.9)

This category applies to pﬁesentations in which symptoms characteristic of gender dys-
phoria that cause clinically significant distress or.imipairment in-soclal, occupational, or oth-
er important areas of functioning predominate but do not meet the full criteria for gender
dysphoria. The unspecified gender dysphoria-category is used in situations in which the
clinician chooses not to specify the reason that the criteria are not met for gender dyspho-
ria, and includes presentations in which there is insufficient information to make a more
specific diagnosis.
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