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AUTHOR’S NOTE 
 
 
 
As the writing of this guide has evolved, it has become evident that this is a project that has 
no set ‘ending’ in that I have found the more I have written, the more I have come to 
realize I still need to write about. This has resulted in extensive delays in actually 
‘completing’ the task at hand and placing this guide into the hands of the counselors and 
mental health professionals it is intended to serve. Therefore, I have chosen to structure the 
guide in such a way that I can deliver a serviceable first draft, to which I will be able to 
expand and enhance at various intervals in the future. 
 
 
Internet links will be updated and added as diligently as possible – please feel free to inform 
the author regarding any dead or incorrect links. Additionally, references to books or other 
publications will be updated as soon as the author or one of her consultants are able to 
review them for inclusion as resources. Not all omissions of resource materials are 
deliberate – all readers are encouraged to share information regarding new or overlooked 
links or publications, which the author will review for inclusion as soon as possible. 
 
 
A final note: As humor is often a vital component when dealing with many Trans clients, 
regarding its occasional presence herein, I apologize in advance to those MHPs who believe 
that such a Guide should be dry and academic. 
 
 
To contact the author with updates, resources, comments or questions, please write to the 
email address below: 
 
jessiejacobson@gmailcom 
 
 
This page was last updated: 12 JANUARY, 2009 
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2. INTRODUCTION 
 
 
This Guide is intended to answer Frequently Asked Questions raised by Mental 
Health Professionals regarding working with self-defined Transgender, Transsexual 
and Gender Variant clients; as well as to a lesser degree, Intersexed clients, and 
Transvestites/Crossdressers. This Guide differs from most such overviews on the 
Internet in the sense that it is geared specifically towards counselors planning to 
work with the Trans population in a non-pathologizing manner, deemphasizing the 
traditional ‘medical’ or ‘psychiatric’ therapeutic models. There is plenty of 
information available elsewhere as regards the aforementioned approaches, which, 
for the most part, I will make no attempt to duplicate here unless I deem it 
absolutely essential to the understanding of a specific aspect(s) of Trans counseling 
issues. 
 
As the author and a practising psychologist as well as a Male-to-Female non-
operative Transsexual the perspective I have chosen to adopt represents both sides 
of the client-counselor relationship. My approach is, inevitably, highly subjective in 
the sense that in the course of the following explanations, definitions and 
theorizing, my primary purpose has been to challenge existing ‘therapeutic’ and 
‘theoretic’ approaches while attempting to offer a balanced view of as many options 
and approaches as I have deemed appropriate. 
 
Rather than pretending to be a definitive guide to terminology or therapy for Trans 
individuals, it is intended to serve as a jumping off point for counselors working 
with this community to gain an awareness of the perspective of Trans clients as well 
as some Trans counselors. The difficulty of appearing ‘politically correct’ (an unfairly 
maligned concept that serves an important purpose but generally lacks in 
execution) in the eyes of all Trans individuals and/or counselors operating from a 
myriad of theoretical models, as regards terminology, is a practical impossibility. 
Therefore I will not endeavor to do so. Somebody somewhere is bound to be 
offended by some conclusion, omission, term or opinion, regardless of how 
painstakingly I construct this Guide. Therefore, I have followed each FAQ and 
treatment recommendation with relevant links that, though flawed in sections, 
provide a generally comprehensive and non-‘authoritative’ summation of the topics 
addressed. Additionally I have made some ‘arbitrary’ choices in terms of pronouns 
and terms, as follow: 
 
a)  s/he (a fusion of she and he), hir (a fusion of him and her) and any derivations 
thereof will be employed to avoid the assumptive usage of specifically male or 
female pronouns…because I believe it is exclusively up to the individual Trans client 
to establish what set of pronouns are appropriate for hir. 
 
b)  Trans and or TransPersons will be employed as ‘pseudo-umbrella’ terms in an 
effort to sidestep the Transsexual/Transgender, and Preoperative/ 
Postoperative/Nonoperative definitions debates; as well as allow these terms 
flexibility, when necessary, to include other gender variant or Intersexed 
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individuals. While I shall still strive to present various options for any ‘definitions’ or 
‘categorizations’ I undertake, I do so with the knowledge that not all viewpoints 
will, or for that matter, should be represented herein (in particular, I hope to avoid 
any pathologizing definitions except when seeking to actively debunk them). 
 
c)  I have chosen to utilize the term Gender Confirming Surgery, which is, in my 
opinion, the least offensive terminology applied to the surgical procedure(s) more 
frequently referred to as Sexual Reassignment Surgery, Genital Reassignment 
Surgery, Genital Conversion Surgery, or Gender Reassignment Surgery; the so-
called ‘sex (or gender) change’ involving the conversion/removal of the penis in 
service of the construction of a vagina for Male-to-Female TS and the construction 
of a penis for Female-to-Male TS. 
 
d)  ‘Genetic’ males or females, are, for the purpose of this particular Guide, in the 
name of convenience, rightly or wrongly, defined according to the ‘medical model’ 
(perhaps the only case in this Guide where this is true because I understand and 
respect all the arguments against such an approach) i.e. non-ambiguous ‘biological’ 
definitions of male and female according to genitalia. This does not apply to 
Intersex individuals. This does not mean, by any stretch of the imagination, that I 
endorse these terms or believe that gender, or even sex, is determined solely by 
biology/physiology. Conversely, I do not choose to view transsexualism exclusively 
as a psychological or emotional ‘condition’, or, for that matter, a ‘condition’ at all. I 
simply don’t know what ‘makes’ a person Trans…and anybody who states 
unequivocally that they do, in my opinion, is fooling themselves. Nonetheless, 
without some relative points of reference, the rest of this Guide would consist of as 
many prefaces and qualifications as FAQs, and that is simply not what I have set 
out to achieve herein. Hopefully, it will become evident why I have chosen this 
course in this regard, as we proceed to the FAQs. 
 
e)  Some of the FAQs that follow are clearly not true Frequently Asked Questions; 
but I believe they should be, and have therefore included them anyway. I am also 
well aware that some are not even phrased as questions, but feel in those instances 
that they were more effective as presented. 
 
 
  
3. GENERAL GUIDELINES 
 
 
a) Caution regarding Statistics 
 
Statistics are highly unreliable regarding every category of FAQ I address herein. 
The amount of research is minimal, and what’s out there is often outdated and 
flawed in a multitude of ways (sample sizes, terminology / definitions applied, 
research techniques, arbitrary or erroneous preconceptions, and both unintentional 
and intentional distortion and misreporting both on the parts of survey subjects and 
researchers). 
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For the most reliable information on this subject that I have found to date: 
 
http://www.isna.org 
 
The Intersex Society of North America has done its homework as regards the 
frequency of Intersex and related conditions. 
 
Alas no reliable data exists regarding Transgenders and Transsexuals although the 
most reasonable guesstimates I’ve found to date were provided by Lynn Conway on 
her website: 
 
http://ai.eecs.umich.edu/people/conway/TS/TSprevalence.html 
 
  
b) Caution regarding Definitive Statements 
 
Definitive Statements (so-called) on any primary Trans issue, physiological, 
psychological or emotional, are to be approached with extreme wariness and 
skepticism because if very few of the so-called ‘experts’ concur and the ‘subjects’ 
themselves (the Trans Community, whatever that may be) can barely agree on 
basic terminology, who is qualified to provide these ‘definitive’ statements? 
 
Unfortunately there are a high percentage of Trans-based sites out there that 
merely parrot the medical and psychiatric definitions, pathologizing and ‘statistics’; 
as well as amateur Trans ‘information’ sites with various axes to grind that 
demonstrate very little knowledge and far too much (dis)information. Social 
constructs derived and learned from the dominant culture dictate both medical and 
psychiatric/psychological labeling of Trans individuals just as they have been 
utilized in the past to pathologize Gay, Lesbians and disabled people, as well as 
those of minority ethnicities/races. 
 
 
c) Caution regarding Preconceptions 
 
Preconceptions are particularly dangerous when dealing with Trans clients. While 
admittedly there is fluidity in terms of the LGB communities in terms of sexual 
orientation and definitions of same; with Trans clients, all those same issues exist 
and a multitude of others. Remember, if we approach gender as a fluid concept, 
which is imperative in working with this clientele, then everything that relates to 
gender is in a constant state of relative flux as well. As an individual, you may have 
an established definition of how you perceive gender, gender identification, gender 
presentation, etc.; but as a counselor, it is imperative when working with Gender 
Variant clients that you recognize this as but one opinion – one small stop along the 
vast gender continuum. 
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d) The “Harry Benjamin Standards of Care” (HBSOC) 
 
You will be hearing about and reading a whole lot about these recommendations for 
dealing with Trans clients, particularly as applies to writing letters for HRT and 
SRS/GCS and other surgeries. Keep in mind the HBSOC are just that – 
recommendations – yet they have been applied for the most part rigorously by the 
Medical and Psychiatric establishments and imposed upon Trans clients as de facto 
law. Many physicians and psychiatrists (as well as psychologists, MFTs, etc.) view 
this as being in the best interests of the clients; while many others don’t. Many 
Trans people view it as being in the best interests of the physicians, psychiatrists, 
psychologists, MFTs, etc., themselves. Certainly the people with the power making 
the decisions in this regard are rarely TransPersons themselves; and often are 
consciously or unconsciously motivated by a need to pathologize those who are 
different from themselves and don’t fit neatly into the overarching social constructs 
of society. 
 
For further information on this subject: 
 
http://www.hbigda.org 
The official site of The Harry Benjamin International Gender Dysphoria Association, 
Inc. 
 
http://web.archive.org/web/20070811013449/http://www.trans-
health.com/displayarticle.php?aid=80 
 
http://somenotesonliving.wordpress.com/2008/02/02/so-nobody-asked-me-what-
real-life-test/ 
 
These sites deal specifically with the controversial ‘Real Life Test (RLT) included in 
the HBSOC and its potential drawbacks. 
 
The low-down on how these controversial guidelines were formulated, or more 
appropriately, created. 
 
http://www.genderpsychology.org/transsexual/hbsoc_2001.html 
 
A site providing much HBSOC information in more basic format. 
 
 
e) Gender Identity Disorder, Gender Dysphoria and the DSM-IV-TR 
 
Homosexuality was removed from the DSM some years ago, yet gender identity is 
still pathologized as a ‘disorder’. Christine Milrod, a counselor specializing in gender 
variant/Trans clients describes GID as OPD (Other People’s Disorder). In terms of 
applying the diagnosis of GID to a Trans client, those of you who are LGBQ as well 
as those who are heterosexual, consider how you would enjoy having your sexual 
orientation or physical/gender presentation ‘diagnosed’ and ‘treated’. It is fair to 
say that few of the Trans clients you will see in your practice are confused about 
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their gender identity. They know what gender they are – it’s friends, families, 
strangers on the street, and the medical/psychiatric professions that, in large part, 
have issues with a Trans individual’s gender identity or presentation. The way in 
which the client internalizes and manifests these external societal influences while 
coming to an understanding of their own beliefs, desires and truths, generally 
becomes the crux of most primary issues affecting Trans clients. The confusion 
most often arises around their own fears and anxieties, both rational and irrational, 
as to whether or not to actively transition, and the multitude of issues, both internal 
and external, physically, psychologically and emotionally, such a process ultimately 
entails. Therefore, consider very carefully before resorting to this diagnosis unless: 
 
 
1)  You are thoroughly convinced the client is not certain which gender s/he is, 
based on the client’s own statements; which seems the only possible non-
pathologizing application of GID or GD; and/or: 
  
 
2)  You discuss with the client the possibility, if applicable, that such a diagnosis 
may assist hir in obtaining HRT, SRS or other surgeries/procedures; for which 
licensed MHPs are authorized to provide letters to, in part, facilitate the 
process(es). Obviously, you must ascertain for yourself whether or not you feel this 
is an appropriate step in terms of your understanding of the client’s needs or 
desires; as well as your own interpretations of ethics and/or laws regarding 
counseling in general. Always keep in mind, that owing to the general enforcement 
of the HBSOC recommendations, you, as a clinician are placed in an unenviable 
one-up position in regard to your client, in that, without the letter(s), s/he may be 
prevented from receiving HRT, SRS or other gender-confirming surgeries; and/or: 
  
 
3)  The unlikely event the client actively seeks a diagnosis of GID in that it provides 
relief or comfort in the sense that it offers a concrete ‘medical/psychiatric’ definition 
for the internal issues and external pressures generated by their gender transition. 
The medical definition of Gender Dysphoria would probably more accurately serve 
this function but as it is not currently an official DSM-IV diagnosis but rather a 
specification relevant to GID, it would not be applicable on its own in most cases. 
  
 
For further informative musings on this subject:  
 
http://www.hbigda.org/  
The official site of The Harry Benjamin International Gender Dysphoria Association, 
Inc. 
 
http://web.archive.org/web/20070919091138/http://www.gicofcolo.org/gd/writings
/faqpsy.html 
An insightful deconstruction of the pathologizing and categorizing undertaken by 
the psychiatric and medical establishments in terms of GID, Gender Dysphoria and 
the DSM-IV. 
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http://www.behavenet.com/capsules/disorders/genderiddis.htm   
The DSM-IV-TR official definition of the GID ‘mental disorder.’ 
 
http://www.sissify.com/juice/dsm4.html  
A to-the-point refutation of the pathologizing and diagnosing of both GID and 
Transvestic Fetishism highlights this valuable site (regardless of its rather 
unfortunate name).  
 
http://www.transgender.org/gidr/index.html   
A site wholly dedicated to reforming/removing the diagnosis/classification of GID. 
 
http://en.wikipedia.org/wiki/Gender_identity_disorder  
The online encyclopedia Wikipedia’s overview of GID, transsexualism and the 
related controversies. 
 
http://www.narth.com/docs/symposium.html  
A view into the process in which TransPersons are pathologized or de-pathologized 
at the whim of physicians, psychologists and psychiatrists. 

 
  
 
4. WHAT IS A TRANSSEXUAL? 
 
 
A transsexual can be said to be an individual, born genetically male, female, or 
Intersexed whose internal view of themselves in terms of gender identity differs 
from their outward appearance, thereby generally leading them to bring their 
external presentation into line with their self-image through one or all of the 
following methods: 
 
a) Gender Confirming Surgery (GCS), also known as Sexual Reassignment Surgery 
(SRS), Genital Reassignment Surgery (GRS), Genital Conversion Surgery (GCS), 
and Gender Reassignment Surgery (GRS), or a so-called ‘sex (or gender) change’ 
involving the conversion/removal of the penis in service of the construction of a 
vagina for Male-to-Female TS and the construction of a penis for Female-to-Male 
TS. 
 
b) Hormone Replacement Therapy – the administration of female hormones such as 
estrogen and progesterone, as well as testosterone blockers such as spirolactin for 
MTF TS; or the male hormone testosterone for FTM TS. 
 
c) Other Surgeries such as breast augmentation for MTFs or breast 
reduction/removal for FTMs, as well as plastic surgery including rhinoplasty (nose 
job), facial surgery, liposculpture, tracheal shaving (to remove the Adam’s Apple) 
and silicone injections to articulate thighs or hips, etc. 
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 d) Physical presentation in terms of dress and/or mannerisms that reflect the 
individual’s gender identity as the ‘opposite sex’ or more precisely hir personal 
interpretation of the gender(s) s/he perceives hirself to be. This can be based on 
traditional gender roles identified by the dominant culture as ‘male’ or ‘female’ but 
is equally likely to reject the rigidity of these learned roles and appear as any and 
every variation in between those two ‘opposite poles’ along a vast continuum. 
 
 
That said, there are many Trans individuals who self-identify as Transsexual 
without having enacted any of the above-mentioned external manifestations of 
their transsexualism, owing to fear, inadequate resources, disability, external 
intervention, laziness, resignation to the status quo, or the lack of a need or desire 
to express their gender identity in an outward or public manner. While the original 
medical and psychiatric definitions of transsexualism, and even many within the 
Trans community would contest this assertion, such a dismissal is based solely 
upon a subjective interpretation of these terms and each individual’s personal belief 
system. Only the individuals themselves are capable of making such a 
determination, except arguably in the case of those dealing with some forms of 
chronic and severe mental illness, and even then, who is to judge? 
  
 
The approach I would recommend when dealing with a transsexual client most 
significantly involves researching detailed information on all the above surgical and 
medical procedures; as well as inquiring in detail as to the client’s self-definition in 
terms of where along the gender continuum s/he situates hirself, as well as hir 
affinity for the terms themselves and their applicability to hir as an individual. Many 
MHPs and physicians (and virtually all Insurance Providers) still mistakenly refer to 
these surgeries as ‘elective’ when in fact they are deemed ‘corrective’ surgeries by 
TransPersons as well as a growing number of counselors, physicians and 
psychiatrists. 
  
 
Be aware of the fact that by accepting and applying the medical or psychiatric 
definitions of transsexualism and related categorizations, you are not necessarily 
serving the best interest of your client, and that introducing and imposing such 
labels in however subtle a manner can be a form of pathologizing and is most likely 
to directly interfere in establishing trust and empathy with your client. 
  
Below are some Internet Resources addressing the above question and related 
issues: 
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Medical Information - Hormone Replacement Therapy (HRT): 
 
http://www.hamiltonlove.com/8course.htm  
An informative general guideline that the authors refreshingly do not define as 
complete or ‘definitive’. 
 
http://www.isna.org As HRT applies to Intersex and related clients. 
 
http://www.transgendercare.com/medical/hormonal/hormone-
tx_assch_gooren.htm  
Another detailed source of HRT information for both MTF and FTM TS. 
 
  
Medical Information - Surgical Information:  
 
http://www.marcibowers.com/grs/gender.html 
Vaginoplasty, Metoidioplasty, labiaplasty and other procedures explained by a 
surgeon who is a TransWoman and studied under renowned SRS surgeon, Dr. 
Stanley Biber. 
 
http://www.tmeltzer.com   
Vaginoplasty and labiaplasty procedures (SRS/GCS/GRS process) described by a 
surgeon. 
 
http://www.altermd.com   
Variations on the theme by another surgeon…both FTM and MTF procedures are 
described herein. Click on ‘Transsexual Surgery’, then on the next page, 
alternately, on the upper left column, click on ‘Male to Female’ or ‘Female to Male’ 
or any of the other surgeries and procedures that interest you or are applicable to 
your client(s). 
 
http://www.transgendercare.com/default.asp  
This site goes into enlightening clinical detail concerning all aspects of transitioning. 
 
http://www.gender.org/resources/curves.html   
Links to articles and public service announcements on the dangers of silicone 
injections. 
 
                      
Terminology: 
 
http://www.tsroadmap.com/start/tgterms.html  
An exhaustive cataloguing of virtually every term applicable to all things Trans. 
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5. What are the differences between FTM and MTF in terms of 
transitioning? Are the issues facing both the same? 
 
 
There are certainly many similarities in a broad sense between FTM and MTF TS in 
that achieving the individual’s ideal notion of an appearance/ expression/ 
presentation that reflects their specific gender identity is the primary motivating 
factor in terms of the steps they take to actively transition. Conversely, it can be 
said that the two processes are diametrically opposed – one, in essence, the 
inverse image of the other. Many issues are shared amongst all TS individuals – the 
likelihood of rejection, abuse, and/or violence from the dominant culture/straight 
society, pathologizing by medical, psychiatric and mental health professionals, 
denial of equal rights under existing national and state laws; all of which correlate 
with increased incidence of alcohol and drug abuse, prostitution, and incidence of 
mental disorders, as well as HIV infection and other STDs. 
 
 
Because of the ability of FTMs to grow facial hair, develop baldness and experience 
a lowering of their voices during HRT, it is generally asserted that they are better 
able to ‘pass’ as men than their MTF counterparts are able to pass as women. 
Additionally, FTMs can arguably be said to be taking a ‘step-up’ the ladder, socio-
politically speaking, in a patriarchal society; whereas MTFs are taking a step down 
(or two, i.e. sacrificing male privilege as well as heterosexual privilege because TS 
are virtually automatically assumed to be non-heterosexual by ‘straight’ society). 
However, it can be argued that those who do not ‘pass’ easily in straight society, be 
they FTM or MTF, are, in essence, dropping to the bottom of the ladder in terms of 
their treatment by the rest of society. Prejudice against TransPersons is not 
restricted to straight society as segments of both the Gay and Lesbian communities 
tend to pathologize and reject TransPersons as well (the reverse is also true). 
 
  
Surgically speaking, given the relative ease of breast augmentation as opposed to 
the invasiveness of removal/reduction; and the vast recent improvements in terms 
of MTF GCS, it would seem fair to state that the process on purely physical terms is 
less stressful for MTFs than FTMs. On an emotional level the relative ability of a 
genetic male to emulate the body of a genetic female via surgery, and thereby feel 
‘complete’ on every level is more likely when compared to that of a female 
becoming male, at least until the quality of the FTM GCS procedures are improved 
to a comparable level. All of this, is of course, speculative, and only fully 
experienced and understood by each individual undergoing such procedure(s). 
Certainly, regardless of the presence of some general similarities between FTMs and 
MTFs, to apply generalizations learned concerning one to the other makes no more 
sense then basing a genetic male’s experience on that of a genetic female or vice-
versa. 
 
  
The approach I would recommend if dealing with both FTM and MTF clients, once 
again would focus primarily in researching the specifics of each in great detail, as 
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well as actively seeking out their definitions regarding their gender identity, gender 
presentation, gender expression, sexual orientation, etc.; not merely for your own 
edification or curiosity but in order to better place their individual needs, beliefs and 
desires into a therapeutic context. 
 
 
For more information from an FTM perspective, see: 
 
http://ftmalliance.org/  
 
http://ftmi.org/  
 
  
For more information from an MTF perspective, see: 
 
http://www.hamiltonlove.com/faqstoc.htm  
 
  
From a surgical perspective, see: 
 
http://www.tmeltzer.com/procedures/mtf.shtml#vaginoplasty  
 
http://www.tmeltzer.com/procedures/mtf.shtml#labiaplasty  
 
 
Vaginoplasty and labiaplasty procedures (SRS/GCS process) described by a 
surgeon. 
 
http://www.altermd.com/Transsexual%20Surgery/male_to_female.htm  
 
http://www.altermd.com/Transsexual%20Surgery/female_to_male.htm  
 
Variations on the theme by another surgeon…both FTM and MTF procedures are 
described herein. Click on ‘Transsexual Surgery’, then on the next page, 
alternately, on the upper left column, click on ‘Male to Female’ or ‘Female to Male’ 
or any of the other surgeries and procedures that interest you or applicable to your 
client(s). 
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6. What is the difference between a Transsexual (TS), Transgender (TG), a 
Transvestite (TV) and a Crossdresser (CD)? 
 
  
Others have answered this question in exhaustive detail, yet few sources seem to 
agree on any or all aspects. Suffice it to say that the medical and psychiatric/ 
psychological models have little bearing upon how most Trans people perceive 
themselves. Trans people are at times almost equally adept at pathologizing 
themselves/each other as are those outside the community. Some post-operative 
TS are likely to look upon preoperative or nonoperative Trans people as being 
Transgender(ed) or ‘Transgenderists’, as if to imply that the latter’s choice of 
gender identity isn’t ‘complete’ without HRT, GCS or other ‘transitional’ surgeries 
(despite the fact that at the core level, their chromosome configuration remains 
identical); when in fact the preop/nonop TransPersons idea of true gender identity 
simply reflects a different stop along the ‘Gender Continuum.’ 
 
  
Post-, pre- and non-ops (as well as Intersex individuals) are more likely to come 
together and circle the wagons when it comes to categorizing Transvestites, 
Crossdressers or other Gender Variant people, identifying the core criteria for 
admission into the TG/TS ‘club’ as HRT, some form of surgery, living full-time or 
identifying as the ‘opposite sex’. TVs and CDs are seen almost exclusively as 
sexual/clothing fetishists, or ‘men in dresses’ searching for relaxation and escape 
from the oppressive effects of their roles as the ‘dominant’ gender. 
 
  
Transvestism and crossdressing is purportedly much more prominent among 
genetic males than females; however this conclusion fails to take into consideration 
the fact that, in recent decades, the notion of what constitutes ‘gender-appropriate’ 
clothing has expanded considerably for women while remaining relatively stagnant 
for men. The notion of a female wearing traditionally ‘male’ clothing is now 
accepted as part of the norm, whereas the reverse can hardly be said to be true. 
Regardless, if a large percentage of (predominantly MTF) Trans people were totally 
honest with themselves, they might admit they perhaps had at some point early in 
their awareness of coming to terms with their gender identity, expression and 
presentation, thought of themselves as transvestites or crossdressers, either out of 
ignorance of the purported ‘official definitions’, or more likely, out of the fear of 
contemplating the pathologized, demonized notion of living someday as a 
Transsexual in this non-tolerant heterosexist, bi-gendered, patriarchal society. Fear 
(along with guilt and shame) is a strong factor in causing the TransPerson to 
repress the knowledge that s/he is Trans, often, tragically, over the course of a 
lifetime. 
 
  
Therefore, it seems the deciding factor in terms of who is a Transsexual, a 
Transgender or a Transvestite/ Crossdresser should be defined by the individuals 
themselves rather than any physician, psychiatrist, counselor, non-Trans individual, 
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or, for that matter, other TG/TS/TV/CD/IS individual. If a male crossdresser 
identifies as a woman, and therefore considers hirself as TG, or for that matter, TS, 
who is anybody else to question or refute that claim? If a self-described ‘SheMale’ 
(MTF TS, often, but not exclusively involved in the sex trade), who gender identifies 
as a male, yet has hirself physically altered and takes on the presentation of an 
ultra-feminized female, why are they denied the appellation Transsexual or 
Transgender if they so self-identify? 
 
  
While these distinctions may serve some purpose politically, medically, or even, 
arguably, sociologically for academics and both the society-at-large as well as Trans 
individuals themselves; they are nonetheless still rooted in bigendered, patriarchal, 
heterosexist social constructs representative of this society and therefore strictly 
subjective. 
 
 
The approach I would recommend when dealing with a self-identified Trans client is 
to ask for their definitions of these ‘categories’, which of those definitions best 
applies to themselves as individuals, as well as exploring their desire or need to be 
‘defined’ or ‘categorized’ at all. Making absolutely no assumptions in advance is 
undoubtedly the safest route to understanding a Trans client, and therefore gaining 
their trust in the therapeutic relationship. Labels such as all those described above 
exist primarily for the purpose of categorizing, in the service of language and a 
need to define the ‘other’ in relation to the dominant culture’s social constructs; 
therefore limiting the individual’s ability to define themselves as their particular 
gender identity and presentation would allow, freed from the judgment of others. 
 
  
Conversely, in some instances, transitioning individuals embrace these categories 
as a means of measuring their ‘progress’ from stage to stage of transition. While it 
might be worthwhile to eventually explore these notions of a qualitative 
‘progression’; if the client’s belief system is supported by external definitions that 
provide a degree of comfort and safety until they become comfortable within 
themselves, the use of terminology can be a valuable tool in achieving autonomy in 
terms of self-defining. 
 
  
http://www.tsroadmap.com/start/tgterms.html  
An exhaustive cataloguing of virtually every term applicable to all things Trans. 
 
  
http://www.transgendercare.com/guidance/what_is_gender.htm   
The view of all the above from a more traditionally medical model presented in a 
less pathologizing manner than most such sites, although the ‘definitions’ of the 
various categories are, as is par for the course in medical/psychological appraisals, 
is presented as being ‘definitive’ or ‘accepted’ while in fact within the community 
they tend to be neither. 
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7. Are all Transsexuals and Transgenders Gay/Homosexual/Lesbian? Can 
TransPersons’ sexual orientation be altered owing to use of hormones or 
surgery? 
 
 
The existing research available in regard to the sexual orientation of Transsexuals, 
be they MTF or FTM is limited in terms not only of scope (the sampling sizes as well 
as the range of gender variant individuals represented), but of basic empirical 
research techniques such as adequate cross-referencing, and most importantly, 
criteria and definitions that are framed in language appropriate, comprehensible 
and acceptable to the population being sampled. 
 
  
What research is purported to exist and continues to be regularly quoted in articles 
on the subject and routinely treated as ‘factual’ appears to be highly flawed owing 
to the researchers’ failure to take into account the participants’ personal Gender 
Identities and subjective definitions of both sexual orientation and gender itself. A 
very basic survey I conducted with two classmates for a Research Writing course in 
2003, disseminated via (MTF only) Transgender support or social groups on the 
internet, consisted of a four-page, thirty-three question pamphlet. Participants were 
asked to answer general Transgender-related questions as well as specific questions 
dealing with gender identity, sexual orientation and the subjects’ personal 
definitions of gender and sexuality. Results indicated that the participants’ gender 
identity had a significant effect on both their own sexual orientation (p<.05) as well 
as their definitions of sexual orientation and gender identification for all 
Transgenders. This supports the notion that previously non-attributed but regularly 
quoted statistics on, and definitions of sexual orientation amongst Male-to-Female 
Transgenders do not reflect the actual sexual orientations or activities of this 
population. The survey itself was of a small sampling, and by no means conducted 
on a professional level, nonetheless the fact that the participants couldn’t even 
agree on the terminology used to describe basic ‘medical modes’ such as 
‘heterosexual, homosexual, Gay, Lesbian, Transgender, Transsexual’, etc; points 
out the clearly invalid notion that these definitions apply within the very community 
that is being studied. 
 
 
The preferred sexual partners of MTF TGs in our survey broke down to a precise 
50/50 split in terms of the genetic sexes. Yet only 3.5% of TGs identify their sexual 
orientation as Gay, and 19.3% as Straight; while 14% identify as Lesbian, a 
category of sexual orientation deemed, in terms of the medical model definitions, to 
describe sex between two genetic females. 12.3% identified as Asexual. A highly 
significant 45.6% identify as Bisexual; however, bisexuality in this case could 
clearly be applied to a (genetic male) TG who identifies as a woman but has sex 
with genetic males and other (genetic male) TGs but not necessarily genetic 
females. The reverse is clearly applicable to the FTM community as well, most of 
whom identify as Gay or Queer rather than Lesbian. 
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Therefore clearly the jury is still out on this subject, and until the day that an 
exhaustive, empirically sound, representative study can be performed, it seems 
apparent that no definitive conclusions can be drawn as regards the sexual 
orientation of TG individuals. To continue to superimpose an outmoded, culturally 
biased ‘medical’ model in conducting such research is patently inappropriate and 
unconscionable. 
 
  
Some MHPs, be they straight or gay, may experience resistance to the notion of 
fluidity in sexual orientation, attributing significant changes in sexual behavior 
exclusively to learned internalized homophobia and the coming out process which 
results in coming to terms with one’s true orientation. Setting the broader issue 
aside, be aware that within the Trans community, you will experience a significant 
range of fluidity in terms of sexual orientation, especially during active transition in 
terms of Hormone Replacement Therapy as well as pre- and post-GCS. It is not 
unusual for Trans clients in transition to become convinced they prefer women as 
partners, then ‘switch allegiance’ to men, and back again and so forth. Yet this will 
not clearly indicate bisexuality either. Part of this variance may indeed be attributed 
to internalized transphobia or homophobia; but clearly of more significance are the 
physiological, emotional and psychological changes occurring during the 
masculinazation/feminization processes. This is one area where gender identity and 
sexual orientation overlap in ways people are only vaguely beginning to understand 
or explore. 
 
  
The approach I would recommend when dealing with a self-identified Trans client is 
to ask for their definition of these ‘categories’, how they identify in terms of their 
sexual orientation including what they feel their level of fluidity is or might be in 
this regard, and, of course, how significant an issue this is relative to their gender 
identity. When dealing with transvestite or crossdressing clients who do not identify 
as transgendered and have no intention of living full-time as the opposite sex, it is 
still imperative to understand how they perceive themselves when cross-dressed as 
opposed to not cross-dressed. For example, if a man who cross dresses as a 
woman, views hirself as a woman when cross-dressed but as a man otherwise, 
such a person could have sex with a woman as a man, in addition to sex with a 
man when cross-dressed, and still perceive hirself to be heterosexual rather than 
bisexual (or alternately gay, lesbian or straight). This system of belief may develop 
out of internalized homophobia, or it could derive from the client’s flexible vision of 
hirself as an individual, or in some other way. 
 
  
As with gender identity, any assumptions or preconceptions regarding sexual 
orientation need to be checked at the door when dealing with gender variant 
clientele. Gay and Lesbian counselors should be aware that the notion of a client 
identifying as Trans to ‘avoid facing their homosexuality’ is as patently absurd as a 
client ‘becoming gay/lesbian because they are afraid of the opposite sex.’ This is 
not to suggest that, on rare occasions, an individual cannot convince themselves 
that they are Trans arising out of the delusion that ‘being the other sex is easier’ or 
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‘I’ll attract better men/women.’ However, a more likely example of an individual not 
identifying as the opposite sex yet living as the other gender would be a SheMale, a 
self-identified gay male who assumes the identity of a woman, even to the extent 
of undergoing breast implants and other surgeries, to increase income as a sex 
worker or attract ‘straight’ clientele. 
 
  
In virtually all Trans-related resource materials, the difference between gender 
identity and sexual orientation is emphasized to the Nth degree owing to the 
overwhelming ignorance, indifference or prejudice of the dominant culture. I would 
suggest that while this is an important corrective procedure it may, in some cases, 
unintentionally (or intentionally) be rooted in either homophobia (within the Trans 
community) or transphobia (within the Straight, Gay and Lesbian communities) or 
simply black-and-white thinking applied to a highly complex interrelationship 
between gender identity, gender presentation, gender expression and sexual 
orientation. 
 
  
On the following pages: are some internet resources addressing the above question 
and related issues: 
 
On the first page following, you will find a “Diagram of Sex, Sexuality & Gender”, 
and a link to its original source, as well as an additional link to an alternate version 
of the diagram – interesting for comparison’s sake. 
 
On the second page following is a “Gender Variance Model” diagram and a link to 
the page that features the original in downloadable .pdf format. 
 

 
 
 

[continued on following page:] 
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http://intraa.tgcrossroads.org/connections/story/?iid=34&aid=810  
The source for the invaluable diagram reproduced above. 
 
http://www.gendersanity.com/diagram.shtml  
An alternate version of the diagram reproduced above. 
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http://www.gender.org/resources/files.html#gvm  
The source for the diagram shown below. There is additionally a guide to usage of 
this diagram at this link as well. Both can be downloaded in pdf form. 
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8. How is Transsexualism diagnosed? What is the difference between 
Intersexed (formerly called Hermaphrodite, still referred to, in some cases, 
as Pseudo-Hermaphrodite), and Transsexual? 
 
 
The fact that transsexualism is said to be ‘diagnosed’ is pathologizing in and of 
itself. With Intersexed individuals (those possessing both male and female 
attributes in terms of genitalia and chromosomal makeup), it can perhaps be 
argued that there is a physiological ‘medical condition’ to be ‘diagnosed’, although 
many might respond that owing to the high numbers of Intersexed individuals born 
each year, their ‘condition’ falls within the range of ‘normal’ variations percentage-
wise. Do we diagnose natural redheads (@2% of the world’s population) or Albinos 
as being afflicted by a condition that needs to be addressed medically or 
psychologically? The primary notion behind diagnosing implies that there exists a 
condition that needs to addressed, if not corrected. Yet this is only true in terms of 
the physicians and the parents of Intersexed children, as opposed to the affected 
individual hirself, and is deeply rooted in a bi-gendered social construct; except in 
cases when the physical well-being of the infant is threatened owing to 
complications. 
 
  
“In the case of Intersexed children, very often the attending physician will push the 
parents to make an on-the-spot decision to allow them to alter the child's genitalia 
to more closely conform to either male or female (based on the doctor's opinion). 
The parents will often go along with this arbitrary decision based on the societal 
attitudes that isolate or exhibit bias towards anyone who is ‘different.’" 
 
http://www.kappabeta.org/morefaqs 
 
  
With Transsexuals, the issue is even more ambiguous, in that there is rarely any 
explicit, tangible physiological evidence of the disparity between the 
mental/emotional self-image of the individual as regards gender identity and their 
‘biological’ sex at birth. While there appears to be growing evidence that 
biology/’nature’ may ultimately determine transsexualism and that the ‘nurture’ 
aspect of the equation may be limited to determining to some extent whether a TS 
individual ‘actively’ transitions or not; this does not contradict the assertion that to 
pathologize the ‘condition’ either in medical terms (Gender Dysphoria) or 
psychiatric/psychological terms (Gender Identity Disorder) can be deemed to be, at 
best, irresponsible, and, at worst, discriminatory and degrading to TS individuals. 
 
 
The approach I empathetically endorse as regards diagnosing transsexualism is for 
the counselor or MHP to consider how they might feel being ‘diagnosed’ in terms of 
being a ‘traditional’ male or female, heterosexual, homosexual, gay or lesbian. If it 
feels pathologizing to you as an individual (or even if it doesn’t), it is fair to assume 
that it will feel pathologizing to your client consciously or unconsciously. It should 
be left up to the client to determine whether or not they are Trans (or any sub-
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category therein, i.e. Transsexual, Transvestite, etc.), and only appropriate for the 
counselor to explore this identification in any sort of ‘questioning’ manner in terms 
of the appropriateness of HRT, GCS or other surgeries – more specifically any 
irreversible physiological course of action in terms of the individual client. As 
‘transsexualism’ is not a specific psychiatric/psychological/DSM-IV diagnosis, a 
more general discussion of diagnoses regarding Trans clients will be addressed in a 
future update of this guide. 
 
  
 
9. FURTHER READING 
 
  
The following linka provides valuable reading lists on all issues Trans-related. While 
I have personally not had the time nor wherewithal to peruse all or most of the 
titles included therein, I fully trust the compilers of the list to have gathered their 
information carefully and thoroughly: 
 
http://www.geocities.com/westhollywood/1266/index.html 
 
http://www.tglynnsplace.com/transgender-books.htm 
 
http://www.gendersanity.com/booklist.shtml  
 
http://www.colage.org/resources/transgender_family.htm 
 
 
Books to avoid at all costs: 
 
http://ai.eecs.umich.edu/people/conway/TS/LynnsReviewOfBaileysBook.html 
 
http://ai.eecs.umich.edu/people/conway/TS/NTACpressrelease.html 
 
http://www.tsroadmap.com/info/bailey-blanchard-lawrence.html 
 
  
 
 
 
 
 
 
 
 
 
 
 
 



 
Page 23 

 
 
 
 
 
 
 
 
 
 
 
 
 

Copyright notice: © 2009 by Jessie Jacobson. All Rights Reserved. 
 
Free reproduction for non-profit, educational and other non-commercial purposes allowed and 
encouraged with permission of the Author. Please retain appropriate copyright information. 
 
Contact: jessiejacobson@gmail.com 
 


