Renaissance
Greater Philadelphia Chapter

June 2011

About Us:
Renaissance is a non-profit organization
devoted to support, education, and social
integration for transgendered individuals,
their friends, families, allies and
supporters

Greetings from Chapter Leader Rebecca
Welcome to the June 2011 Renaissance Greater Philadelphia Chapter meeting.
We would really appreciate in any help you can offer. We need help in outreach, planning of
events with speakers and community supporters. We need help setting up and cleaning up
the meetings. All help is appreciated.

Please save these dates for future Renaissance Meetings

July 16, August 20, September 17
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Other Chapters
Delaware Renaissance, PO Box 5656, Wilmington, DE 19808; 302376-1990; email: del@ren.org. Meets the second Saturday of each
month at 8:00 pm.
Lehigh Valley Renaissance, PO Box 157, Trexlertown, PA 180870157. Meets the second Saturday of each month at 8:00 pm.
Renaissance National is in the process of reorganizing, and may be
contacted at 987 Old Eagle School Road, Suite 719, Wayne, PA
19087

Upcoming Events!
•
•
•
•
•
•
•
•
•
•

Sparkle Manchester, England July 8-10 http://www.sparkle.org.uk/
SPICE St. Louis, MO July 14-18 http://www.tri-ess.org/spice/
TransForm Concord, New Hampshire July 23-25 transform.transmentors.org/nh/
TransOhio Transgender & Ally Symposium Columbus, Ohio August www.transohio.org
Southern Comfort Altanta, Georgia September 20-25 www.sccatl.org
World Professional Association for Transgender Health (WPATH) September 24-28, 2011 at
the Emory Conference Center Hotel Atlanta, GA www.wpath.org/events_symposium.cfm
Fantasia Fair Provincetown, MA Oct 16-23, 2010 http://www.fantasiafair.org/
Eureka Enfemme Getaway (in conjuction with Dignity Cruise) Eureka, AR Oct 29-Nov 3, 2011
http://www.femmegetaway.com/
Beauty at the Beach Rehoboth Beach, DE November 2-6, 2011
http://www.cdspub.com/batb.html
Transcending Boundaries Spingfield, Massachusetts November 11-13
www.transcendingboundaries.org

Recurring Events!
•
•

EVERY MONDAY Night T-Girls at Tavern on Camac www.transvamp.com/events
THE FIRST AND THIRD SATURDAY NIGHT OF EACH MONTH Angela’s Laptop Lounge
www.tgatl2.tv
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Health Equality: Portland Embraces Transgender Rights
By John Cloud Thursday, June 9, 2011

Portland Mayor Sam Adams

The Portland, Ore., city council voted on Wednesday to cover
the cost of sex-reassignment surgery for municipal workers in
its health-care plan. Portland is only the second major city,
after San Francisco, to offer surgical benefits to its
transgender employees. But the move comes at a time when
surgery has become less relevant to many, if not most, of
those who define themselves as transgender.
Portland Mayor Sam Adams filed the new ordinance, which
the city council passed unanimously. (Adams, 47, may be best known for surviving an Anthony Weiner-like
scandal in 2009, when he admitted lying about a sexual relationship with a teenager.) The new law will cover
“services to alter … physical characteristics to that of the opposite sex” up to $50,000.
Most physicians who diagnose Gender Identity Disorder (GID) in patients agree that surgery can be a medical
necessity for many of them. The American Medical Association has said since at least 2008 that it supports
insurance coverage for treatment of GID “as recommended by the patient's physician.”
But many clinicians and transgender activists have long disputed the validity of the GID diagnosis. One reason
is that the Diagnostic and Statistical Manual of Mental Disorders, the compendium of psychiatric illnesses,
defines a person with GID as one who has “persistent discomfort with his or her sex or sense of
inappropriateness in the gender role of that sex.” For many trans activists the main problem isn't discomfort
with sex organs but discomfort with the fact that those organs are used to define gender in legal terms. One's
sense of gender, they note, is informed not only by sex organs but by powerful psychological impulses as well
as cultural and social stimuli. Female-to-male activist Chaz Bono summarized this idea recently when he noted
— in a turn of phrase familiar to many trans activists — that gender lies “between the ears,” not between the
legs.
The transgender community is responding with restraint to the Portland law. Neither the National Center for
Transgender Equality nor the Human Rights Campaign even mentions the new ordinance on its news pages.
Riki Wilchins, the executive director of True Child, an organization dedicated to eradicating gender stereotypes
among children, says the law will have only a small impact. “In reality, there are so few people that will take
advantage of this, it amounts to a rounding error on the insurance policy,” she says.
Activists say truly equal health-care access for the transgender community would involve insurance funding for
hormone treatment and other health services short of surgery. Says Wilchins: “All phases of gender
reassignment should be covered.”
Many other transgender people no longer seek any kind of reassignment. At least 2,000 Americans undergo sexreassignment surgery each year, but many other transgenders (especially the young) express gender their own
way, perhaps just with clothing, hair style or cosmetic procedures. As trans legal expert Shannon Minter has
said, "What's important is hate crimes and job discrimination. Why does everyone want to talk about my
genitals?
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The Proposed Gender Dysphoria Diagnosis in the DSM-5
June 7, 2011
Kelley Winters, Ph.D.
GID Reform Advocates
www.gidreform.org
kelley@gidreform.org
Last month, the American Psychiatric Association (APA) released a second round of proposed diagnostic
criteria for the 5th Edition of The Diagnostic and Statistical Manual of Mental Disorders (DSM-5). These
include two diagnostic categories that impact the trans communities, Gender Dysphoria (formerly Gender
Identity Disorder, or GID) and Transvestic Disorder (Formerly Transvestic Fetishism). For decades, the GID
diagnosis has drawn protest from trans and transsexual communities, their allies and supportive medical and
mental health professionals for its depiction of gender diversity, gender transition and medical transition care as
mental illness and sexual deviance. The current diagnostic criteria for GID in the DSM-IV-TR cast difference
from stereotypes of birth-assigned gender roles as pathological and are biased to favor harmful genderreparative psychotherapies that enforce birth-role conformity. However, many community advocates and
supportive medical professionals agree that some kind of diagnostic coding is necessary to facilitate access to
medical and/or surgical transition care for those trans and transsexual people who need it. There is a need to
replace the GID category with diagnostic nomenclature that is consistent with transition care, for those who
need it, rather than contradicting transition care. There is a need for diagnostic nomenclature that does not harm
those it is intended to help.
I urge trans community members, friends, care providers and allies to call upon the APA to clarify in the DSM5 that nonconformity to birth-assigned roles and being victims of societal prejudice are not, in themselves,
mental pathology. The current period for public comment to the APA ends June 15.
The APA Proposal Falls Short
The Sexual and Gender Identity Disorders Workgroup of the DSM-5 Task Force has partially responded to
concerns about the GID diagnosis. For example, the derogatory title of Gender Identity Disorder (intended to
imply, “disordered” gender identity) has been replaced with Gender Dysphoria, from a Greek root for distress.
DSM-5 authors have expressed an willingness to focus on distress with incongruent physical characteristics and
assigned gender roles, rather than on diagnosing difference (Ophelian 2010).
Moreover, the workgroup has articulated a historic shift in diagnostic focus away from the stereotype of
“disordered” gender identity:
We have proposed a change in conceptualization of the defining features by emphasizing the phenomenon of
“gender incongruence” in contrast to cross-gender identification per se (APA 2011A)
However, the workgroup has not reflected these principles in the diagnostic criteria for Gender Dysphoria. They
retain much of the flawed language from the DSM-IV, casting difference from birth-assigned roles and a desire
for medical transition treatment, in themselves, as symptomatic of mental disorder. Worse yet, post-transition
people who are happy with their bodies and affirmed roles remain entrapped by the diagnostic criteria and
specifiers, permanently labeled as mentally and sexually disordered. The proposed diagnostic criteria and
categorical placement in the DSM continue to contradict transition and describe transition itself as pathological.
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Social Stigma.
The proposed Gender Dysphoria diagnosis describe identities and expressions that differ from assigned birth
sex as mental illness and sexual deviance. Behaviors and emotions considered ordinary or even exemplary for
other (cisgender) people are mis-characterized as madness for gender variant people and especially children.
For example,
in boys, a strong preference for cross-dressing or simulating female attire; in girls, a strong preference for
wearing only typical masculine clothing and a strong resistance to the wearing of typical feminine clothing
(APA 2011B)
In fact, five of the proposed subcriteria for children are strictly based on gender role nonconformity, with no
relevance to the definition of mental disorder. As a consequence of similar criteria in the current DSM-IV-TR,
children are punished and shamed for nonconformity to assigned birth roles.
Additionally, the Gender Dysphoria diagnosis is categorized with sexual disorders in the DSM. Although the
work group noted that, “gender diagnoses will be separated from the sexual dysfunctions and paraphilias,”
(APA 2011B). this decision falls short of addressing concerns about harmful stigma raised by clinicians,
community advocates, and the World Professional Association for Transgender Health (2010A). Transwomen
(those who identify as women and were birth-assigned male) are often maligned as crazy and sexually suspect
“men” by the stigma of mental illness and sexual deviance that is perpetuated by these criteria and placement
with sexual disorders, and vice versa for transmen. Gender variant and especially transsexual people lose jobs,
homes, families, access to public facilities, and even custody and visitation of children as consequences of these
false stereotypes.
Medical Transition Care Access.
The proposed Gender Dysphoria criteria continue to pose barriers for access to medically necessary hormonal
and surgical transition treatment for those who need them. They contradict social and medical transition and
mis-characterize transition itself as symptomatic of mental disorder. For example, four of six adult subcriteria
describe a “strong desire” for social or medical transition as symptomatic of mental disorder (APA 2011A),
without describing underlying distress or deprivation of life function that might underlie a desire for corrective
treatment. This would be akin to classifying a desire for cancer treatment as pathological, rather than the cancer
itself.
Transitioned individuals who are highly functional and happy with their lives are forever diagnosable as
mentally disordered, according to the proposed criteria. For example, a post-transition person who wants to
continue living in her or his affirmed role, wants to be treated like others of her/his affirmed gender, has typical
feelings of those in her/his affirmed gender, and is distressed or unemployed because of societal prejudice will
forever meet criteria A (subcriteria 4, 5 and 6) and B and remain diagnosable as mentally ill, regardless of how
successfully her or his gender dysphoria has been ameliorated.
A new Post-transition specifier has been added to the proposed Gender Dysphoria criteria, which describes all
individuals who have transitioned their gender roles full-time and have received hormonal and/or surgical
transition care (APA 2011A). While this specifier is intended to aid continued access to hormonal care for posttransition people whose medical records do not yet reflect their affirmed gender, it is so broadly worded that it
once again blocks exit from the diagnosis for everyone who has completed a social and medical transition. As
written, this specifier contradicts transition treatment and describes social and medical transition in themselves
as perpetually symptomatic of mental illness.
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Like a roach motel, the proposed criteria and specifiers leave no way for a well adjusted transitioned person to
exit diagnosis. As a consequence of diagnostic criteria that contradict proven treatments, the medical necessity
of hormonal and surgical transition treatment is commonly denied by care providers, insurers and government
agencies. In the US, access to surgical transition care is most often limited to the most financially privileged.
Punitive Gender-Reparative Therapies.
The American Psychiatric Association has often repeated that the DSM is a diagnostic manual and not a
treatment guide (APA 2008). In truth, however, treatment and diagnostic nomenclature are inevitably
intertwined. The efficacy of all medical and psychological treatments are judged by how well they ameliorate
symptoms defined by diagnostic criteria (Winters 2008). Therefore, the wording of diagnostic criteria can have
an enormous impact on treatments chosen by clinicians.
The proposed diagnostic criteria for Gender Dysphoria, like those of their GID predecessors, clench posttransition individuals who are happy and well adjusted with their bodies and affirmed roles even more tightly
than they apply to pre-transition individuals suffering distress. Exit from diagnosis only exists for those
transpeople who have beenshamed back into the closets of their birth-assigned roles. Thus, the current GID and
proposed GD criteria implicitly promote punitive gender-reparative “treatments” intended to enforce conformity
to assigned birth sex and suppress gender variant identities and expressions.
Criterion, B, which clarifies that distress or impairment should meet a clinical threshold for diagnosis, was
recently reinstated by the APA in response to clinician concerns that distress should be emphasized over
difference. However, the proposed language fails to exclude consequences of societal prejudice as a basis for
diagnosis of mental disorder. As written, criterion B may be misinterpreted to imply that youth and adults who
are victims of prejudice and exclusion are impaired and therefore mentally ill, simply because they are victims.
Dr. Kenneth Zucker, co-author of the current GID diagnosis and Chairman of the DSM-5 Sexual and Gender
Identity Disorders Workgroup, has used this interpretation of victimhood-as-pathology to promote genderreparative psychotherapies for gender variant youth:
the standard of impairment in children with GID has been their poor same-sex peer relations, with attendant
social ostracism.(Zucker 1999)
Zucker’s approach to gender-reparative “treatment” of a youth he diagnosed with GID was described in a
chilling National Public Radio Interview in 2008:
Bradley would no longer be allowed to spend time with girls. He would no longer be allowed to play with
girlish toys or pretend that he was a female character. Zucker said that all of these activities were dangerous to a
kid with gender identity disorder. (Speigel 2008)
Why Not Remove All Gender Diagnosis?
Since the 1990s, some community advocates have called for the elimination of all gender-related diagnostic
nomenclature in the DSM, in response to issues of stigma of mental disorder and sexual deviance. (Wilchins
1996; Park 2011) However, there is broad recognition among many community advocates and supportive
medical professionals that some kind of diagnostic coding is necessary to facilitate access to medical and/or
surgical transition care for those trans and transsexual people who need it. The World Professional Association
for Transgender Health has stated that,
The use of a formal diagnosis is often important in offering relief, providing health insurance coverage, and
guiding research to provide more effective future treatments (WPATH 2001)
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Others have suggested that physical, medical, diagnostic nomenclature in the International Classification of
Diseases (ICD) is more appropriate than diagnosis of mental disorder (NGLTF 1996; Lev 2004; Allison 2009).
However, such consensus within pediatric and endocrine medical specialties will not happen before publication
of the DSM-5 in 2013. Because major revisions of the DSM are very infrequent, the DSM-5 will likely impact
the lives, civil liberties and medical care of gender variant people through the 2020s. There is a fleeting
opportunity to advocate reform, or harm reduction, of the GID category and removal of the defamatory
Transvestic Fetishism category in the DSM-5 now. The objective of GID reform is to advance forward progress
on both issues of social stigma and better access to medical transition care, for those who need it, and not one at
the expense of the other, or to the benefit part of the transcommunity by harming another.
A New Distress-based Diagnostic Paradigm.
An international group of mental health and medical clinicians, researchers and scholars, Professionals
Concerned With Gender Diagnoses in the DSM, has proposed alternative diagnostic nomenclature based on
distress rather than nonconformity (Lev, et al., 2010; Winters and Ehrbar 2010; Ehrbar, Winters and Gorton
2009). These include anatomic dysphoria (painful distress with current physical sex characteristics) as well as
social role dysphoria (distress with ascribed or enforced social gender roles that are incongruent with one’s
inner experienced gender identity) For children and adolescents, these alternative criteria include distress with
anticipated physical sex characteristics that would result if the youth were forced to endure pubertal
development associated with natal sex. For those who require a post-transition diagnostic coding for continued
access to hormonal therapy, the criteria include sex hormone status. Based on prior work by psychologist Anne
Vitale (2010), this distress may also be described as deprivation of physical characteristics or social gender
expression that are congruent with inner experienced gender identity. The resulting four-cornered definition of
gender dysphoria, encompassing direct distress and deprivation distress around anatomic sex and
ascribed/assigned gender, provides a cogent definition of the problem to be treated with medical transition care.
It addresses prior false-positive and false-negative diagnostic concerns and does not contradict the treatment.
These alternative criteria acknowledge that experienced gender identity may include elements of masculinity,
femininity, both or neither and are not limited to binary Western stereotypes. They also define clinically
significant distress and impairment to include barriers to functioning in one’s experienced congruent gender role
and exclude victimization by social prejudice and discrimination.
Suggested Diagnostic Criteria for Gender Dysphoria in the DSM-5
I would like to suggest that the APA adopt new diagnostic criteria for the Gender Dysphoria categories for
children and adults/adolescents that are based on the following summary of work from the Concerned
Professionals group–
A. A distressing sense of incongruence between persistent experienced or expressed gender and current physical
sex characteristics or ascribed gender role in adults, adolescents (who have reached the earlier of age 13 or
Tanner Stage II of pubertal development), or assigned gender role in children, manifested by at least one of the
following indicators for a duration of at least 3 months. Incongruence, for this purpose, does not mean gender
expression that is nonconforming to social stereotypes of assigned gender role or natal sex.
1. A distress or discomfort with living in the present gender or being perceived by others as the present gender,
which is distinct from the experiences of discrimination or the societal expectations associated with that gender.
2. A distress or discomfort caused by deprivation of gender expression congruent with persistent experienced
gender (or, for children, insistence that one has a gender that differs from the present gender). Experienced
gender may include alternative gender identities beyond binary stereotypes.
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3. A distress or discomfort with one’s current primary or secondary sex characteristics, including sex hormone
status, that are incongruent with persistent experienced gender, or with anticipated pubertal development
associated with natal sex.
4. A distress or discomfort caused by deprivation of primary or secondary sex characteristics, including sex
hormone status, that are congruent with persistent experienced gender (including post-pubertal characteristics
congruent with experienced gender, in the case of children and pre-adolescents).
B. Distress or discomfort is clinically significant or represents impairment in major life functions in a role
congruent with experienced gender identity. Distress or impairment due to external prejudice or discrimination
is not a basis for diagnosis.
Regardless of the wording chosen for the DSM-5, these alternative criteria for Gender Dysphoria may be used
in clinical practice today to inform treatment by clarifying the problem that is being treated. These alternative
criteria may serve to facilitate clearer communication between primary care, medical specialty and mental
health providers, and they can enable patients and families of transitioning youth to make more informed
decisions on treatment options.
What You Can Do Now
1. Ask the APA to reject diagnostic criteria and categorical placement for the Gender Dysphoria diagnosis that
contradict transition or depict transition as symptomatic of mental disorder. Ask them to clarify that
nonconformity to birth-assigned roles and being victims of societal prejudice are not, in themselves, mental
pathology. Go to the APA DSM-5 web site (APA 2011), click on “register now,” create a user account and enter
your statement in the box. The deadline for this second period of public comment is June 15.
2. Ask your local, national and international GLBTQ nonprofit organizations to issue public statements to clarify
that nonconformity to birth-assigned roles and being victims of societal prejudice are not, in themselves, mental
pathology.
3. Ask mental health and medical professionals who work with the transcommunity to voice their concerns to the
APA.
4. Spread the word to your network of friends and allies.

For more information, see GID Reform Advocates (Winters, 2010)
APA: Proposed Diagnostic Criteria for Gender Dysphoria (in Adolescents or Adults)
(APA 2011A)
A. A marked incongruence between one’s experienced/expressed gender and assigned gender, of at least 6
months duration, as manifested by 2 or more of the following indicators: [2, 3, 4]
1. a marked incongruence between one’s experienced/expressed gender and primary and/or secondary sex
characteristics (or, in young adolescents, the anticipated secondary sex characteristics) [13, 16]
2. a strong desire to be rid of one’s primary and/or secondary sex characteristics because of a marked
incongruence with one’s experienced/expressed gender (or, in young adolescents, a desire to prevent the
development of the anticipated secondary sex characteristics) [17]
3. a strong desire for the primary and/or secondary sex characteristics of the other gender
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4. a strong desire to be of the other gender (or some alternative gender different from one’s assigned gender)
5. a strong desire to be treated as the other gender (or some alternative gender different from one’s assigned
gender)
6. a strong conviction that one has the typical feelings and reactions of the other gender (or some alternative
gender different from one’s assigned gender)
B. The condition is associated with clinically significant distress or impairment in social, occupational, or other
important areas of functioning, or with a significantly increased risk of suffering, such as distress or disability
Subtypes
With a disorder of sex development [14]
Without a disorder of sex development
See also: [15, 16, 19]
Specifier
Post-transition, i.e., the individual has transitioned to full-time living in the desired gender (with or without
legalization of gender change) and has undergone (or is undergoing) at least one cross-sex medical procedure or
treatment regimen, namely, regular cross-sex hormone treatment or gender reassignment surgery confirming the
desired gender (e.g., penectomy, vaginoplasty in a natal male, mastectomy, phalloplasty in a natal female).
Note: Three changes have been made since the initial website launch in February 2010: the name of
the diagnosis, the addition of the B criterion, and the addition of a specifier. Definitions and criterion under A
remain unchanged.
APA: Proposed Diagnostic Criteria for Gender Dysphoria in Children
(APA 2011B)
A. A marked incongruence between one’s experienced/expressed gender and assigned gender, of at least 6
months duration, as manifested by at least 6* of the following indicators (including A1): [2, 3, 4]
1. a strong desire to be of the other gender or an insistence that he or she is the other gender (or some alternative
gender different from one’s assigned gender) [5]
2. in boys, a strong preference for cross-dressing or simulating female attire; in girls, a strong
preference for wearing only typical masculine clothing and a strong resistance to the wearing of typical
feminine clothing [6]
3. a strong preference for cross-gender roles in make-believe or fantasy play [7]
4. a strong preference for the toys, games, or activities typical of the other gender [8]
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5. a strong preference for playmates of the other gender [9]
6. in boys, a strong rejection of typically masculine toys, games, and activities and a strong avoidance of roughand-tumble play; in girls, a strong rejection of typically feminine toys, games, and activities [10]
7. a strong dislike of one’s sexual anatomy [11]
8. a strong desire for the primary and/or secondary sex characteristics that match one’s experienced gender [12]

B. The condition is associated with clinically significant distress or impairment in social, occupational, or other
important areas of functioning, or with a significantly increased risk of suffering, such as distress or disability.
Subtypes
With a disorder of sex development [14]
Without a disorder of sex development]
See also [13, 15, 19]
Note: Two changes have been made since the initial website launch in February 2010: the name of the diagnosis
and the addition of the B criterion. Definitions and criteria under A remain unchanged.
Kelley Winters, Ph.D.is a writer on issues of transgender medical policy, founder of GID Reform
Advocates and an Advisory Board Member for the Matthew Shepard Foundation and TransYouth
Family Advocates. She has presented papers on the psychiatric classification of gender diversity at
the annual conventions of the American Psychiatric Association, the American Counseling
Association and the Association of Women in Psychology
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