sex, says Chase, but that label should
not be surgically enforced. “Labeling a
child a girl does not require a clit-
oridectomy,” she says.

Elders, who has been quoted as say-
ing, “I can't make a good boy, but I can
make a pretty good girl,” believes a
child isn’t equipped to make such a de-

cision. Glassberg agrees: “There are
PER BREIEHAGEN/BLACK STAR FOR THE ADVOCATE

rare mistakes in gender assignment.
For the most part we are making the
correct gender assignment and recon-
structing genitalia in infancy so that
cosmetically they appear as normal
boys or girls and can function satisfac-
torily as adults in the gender assigned.”

Not so, according to Chase. “We
don't try to alleviate the social ill of
racism by forcing everyone to be white
by lightening their skin at birth,” she
says. “But it's current medical policy to
inflict mental and physical harm on any-
one who is born differently gendered.”

It's all about homophobia, says
Chase, who points to statistics show-
ing that intersexual children are more
likely to grow up gay than a child bom
with unambiguous genitalia. “Doctors
forward the belief that a child sent
home from the hospital with a giant
clitoris can't be loved or might turn out
to be homosexual,” she says. “Parents
are told that performing genital
surgery will ensure that their child
grows up heterosexual. But all it en-
sures is that we'll grow up scarred and
ashamed of who we are.” B
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Boysin the

BY ROBERT L. PELA

amille’s voice fills with rage
and pain when she talks
about her childhood. “My
punishment for being a femi-
nine little boy was that I was
dumped in a state hospital at age 6,”
she recalls. “I was given electroshock
treatments and other forms of torture
as punishment for acting like a girl.
This was the 1950s, and the treatment
for little gay boys back then was tor-
ture. And the treatment today is ex-
actly the same.”

What has changed, some experts
say, is the means by which the mental
health industry has perpetu-
ated homophobia and the
abuse of gay children. Ac-
cording to frontline activists,
the American Psychiatric As-
sociation has invented mental
health categories—specifical-
ly, gender identity disorder—
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girls with toy
Effeminate boys and masculine girls:
Is gender identity disorder just another term for gay?

that are meant to pathologize homo-
sexuality and to continue the abuse of
gay youth.

GID is defined in the APA's Diag-
nostic and Statistical Manual of Mental
Disorders as “a strong and persistent
cross-gender identification,” one that
is manifested in such activities as a
preference for cross-dressing in boys
or a predilection for male playmates in
girls. Health professionals who treat
the supposed disorder and those indi-
viduals who have been treated for it
agree that GID is merely another
means of categorizing effeminate boys
and masculine girls as emo-
tionally disturbed and in
need of treatment.

“It's all semantics,” says
Shannon Minter, staff attor-
ney for the San Francisco—
based National Center for
Lesbian Rights, an orga- p
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APRIL 18, 1995 PRESENTATION BEFORE GLBT COMMITTEE HUMAN RIGHTS
COMMISSION BY CAMILLE GENDERELLA LIBERTY

Psychiatric oppression is still very much part of queer
history for gay, lesbian, bisexual, and transgender children and
youth.

If they survive the ultimate indoctrination of self hatred
they may still be automatic throwaways, susceptible to suicide
and having unsafe sex, and they may have been subjected to some
psychiatric drugs that may be immuno-suppressant.

Any child would be lost in a world where denial of their
experience is as wide as the sea.

Any young person is confused when living in that space
without language to describe that what you are in your heart and
mind and feelings and dreams is the true sky, and the image of
your soul the world wants to force on you is the real delusion.

Calling a child of difference a sickness instead of a
natural occurrence is humanity's loss and they are missing the
gift of us on earth.

If there were counselors made available to reinforce the
dignity of the humanity of children and youth no matter how
different they are from the rest of the crowd, that would be
fine.

The gender identity disorder label is profiteering child
abuse that comes with the human rights violations of behavior
modification. It is power smashing against a powerless child,
and it is intended to murder the spirit, tc make the child
conform to shadows and silence, to be ashamed of existing, and to
accept oppression as justified.

Gender identity disorder implies feminine boys and masculine
girls. The more feminine the child is the deeper they are buried
in the nightmare vision and the more brutal the treatment is. To
look away from this mirror that projects the fears of the world
diminishes the identity of every human being.

The statement we make that sexual orientation and gender
identity are not the same is not the truth for some of us. It
wipes out history, and it ignores the reality of the plight of
young people. Whether gay or transsexual, the assault on their
bodies, brains, and souls is deeply homophobic.

To be willing to sacrifice any of our own to gain
acceptance, especially the most vulnerable and powerless, is the
pit of assimilation, and it won't make anyone safer longer. We
are all locked inside the pink triangle together forever.
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SHOCK

DOCTORS

shock

/SHOCK doctors claim there
i are no alternatives.

But there are!
We demand them

FORCED ELECTROSHOCK

is on the rise!
Stop . it
NOW!

American Psychiatric Assn.
claims only about

loss atter shock.

SHOCK hurts brains
...which can cause

memory loss &

euphoria ...which
psychiatrists call

(13 ”
recovery.

“1 in 200" get
severe memory

ZAP BACK! Get your Zap Stickers with these six “ZAP THEIR LIES” themes from The Support-In. Made to last with good ink & all-
weather peel-off labels. Same size as shown: about 2 1/2 inch square. Each sticker is 10 cents. A complete set is 50 cents. A packet of
ten sets (that's 60 Zaps!) is only $4. Get lots of packets for fundraising, gifts, etc. You must send self-addressed stamped envelope

with payment: The Support-In; PO Box 11284; Eugene, OR 97440.

We demand: 1) Accurate informed consent. 2) Offer a full range of
healthy, empowering alternatives. 3) Zero coerced or forced shock.

Lie: *With new improved ECT, memory loss is infrequent: When appropri-
ate we give a smaller jolt with a better type of current we call ‘brief pulse.’ We
use anesthesia & muscle relaxants. Plus, we sometimes just stimulate the half
of the brain less involved with memory.”

Zap: New? Improved? Electricity & the brain are still the same. A threshold
must still be reached to cause the convulsion. Anesthesia and muscle paralyz-
ers may lessen bone-breaking, but can increase brain-frying, because these
drugs (which have risks themselves) often raise the conwulsion theshhold.
When doctors shock just one half of the brain (called “unilateral shock™), they
chooss the nonverbal side. Memory tests are usually verbal so slightly less
memory loss is at imes apparent. But memories, of course, are everywhere in
the brain. Better tests show brain damage is often even more severs on this
nonverbal side, less valued in our technological society. No matter what the
‘improvement,” memory loss and brain damage are still common.

Lie: *Today it's not like it was in One Flew Over the Cuckoo's Nest. Now,
patients’ rights are carefully protected. Everyone signs a lengthy informed con-
sent form before ECT."

Zap: I someone refuses to sign for shock, many states allow the person to
be forcibly shocked simply by obtaining the signature of a relative, a judge or
even just a second psychiatrist. Forced shock is happening in the US._ and in-
ternationally today! Even when a person signs for shock, it is often under dur-
ess. Pressure, lies & threats are routine. All known informed consent proce-
dures in use today cover up the high likelihood of long term memory loss &
brain damage. The person shocked is statistcally most likely an extremely
sad, wuinerable elder, who has been drugged and locked on a ward. Twice as
many women as men are shocked Shock is still about socal, mental, emo-
tional and political control

Lie: "We've tried all the alternatives. And that leaves ECT "

Zap: Shock doctors usually just ry drugs and traditional talk therapy first.
Countless empowering, healthy altematives to shock are working for people
every day. The psychiatric profession — based on control and emotional re-
pression — has largely refused to learn from these successful mutual support

peer groups, retreats, advocacy programs for basic human needs, user-
run community & residential centers, wholistic approaches (such as medi-
tation, massage, exchange counseling, nutntion, exercise), etc. There-
fore, it is up to all of us to demand these less harmful alternatives be
made readily available to everyone who chooses them

Lie: "Only about 1 in 200 people get severe memory loss after shock.”

Zap: This statistic from the American Psychiatric Association 1990
Task Force on shock is a Big Lie. The APA gives absolutely no citation
for any medical study to back up these numbers On the other hand,
many studies have shown memory loss is common. For instance, the
U S National Institutes of Health cites a study showing more than 50% of
people report memory problems even three year after shock

Lie: "ECT works, though we don't know why_ It is one of the most el-
fective psychiatric techniques in lifting depression It is life saving *

Zap: Neurologists know that many people experience a period of eu-

phoria, confusion and apathy after a head injury. Shock is a psychiatrist-

' caused head injury, and the resulting trauma is labeled ‘recovery.” Ac-
cording to studies, six months after shock about 50% ‘relapse.’ That's
why some shock doctors now give monthly ‘maintenance’ shock. The
APA recommends shock for a wide variety of emotional distress. In the
big picture, shock does nothing about people’s real life problems in living
— such as poverty, oppression and loneliness. In fact, shock can even
make problems worse by permanently impainng thinking and memory
Shock is destructive. There are better ways 1o help

Lie: *Patients, their families and medical experts approve of the way
we administer shock.”

Zap: Hundreds of shock survivors have testified o shock's damage
Psychiatrists, neurologists and other medical professionals have venfied
these complaints. But even many of the few who say they benefited from
shock agree with these three human nghts’ demands: 1) Accurate in-
formed consent. 2) Offer a range of alternatives 3) No coerced shock

Shock doctors stand nearly alone In their opposition to these
common sense demands. They should stop lying to the public
about shock and these three, common-sense requests. Since shock
doctors refuse to tell the truth, It's up to YOU to ZAP THEIR LIES!



SPEECH FOR THE ALTERNATIVE FAMILY PROJECT PANEL DISCUSSION
ON GENDER DEVELOPMENT IN CHILDREN - APRIL 29, 1996

by Camille Genderella Liberty

If only the eyes and nothing else of a child was visible,
people would zero in and attack the vulnerability in the eyes
that is the heart spirit of the feminine child. g
C;‘g%%::gsng:EZ;ZEE%%:iﬂiLﬁH‘amf'u&444»~ma(

some of us born queer—baéﬁd sissy transsexuals, our
gender identity is also a necessary survival technique in a world
where the features of a child, and a child's beautiful desire to
nurture, and the natural movements and mannerisms connected to
the physical brain, are obsessively scrutinized and condemned.

And with the hatred of the feminine comes power smashing against
the powerless.

Some transsexual gay kids are sacrificed to the nightmare
vision of psychiatric blame and torment, sexual violation, and
physical torture¥ at a very young age because sometimes misogyny
is homophobia, and sometimes sexual orientation is gender
identity.

If these children survive, they may spend the rest of their
lives looking for similar pain like a returning stone, and it is
only the illusion of the consolation of identity that gives
witness to their existence.

The alternative is for genuine parents to develop their own
intelligence of consciousness to enable them to create an
environment that sustains the safety of the soul in a needed home
of refuge for a child of difference. \

I have no concept of what the luxury of having gender issues
means. I only know what gender oppression is, and gender joy.
But I do know that reconciling identities is a natural and
perpetual process that gathers emotional light and does not
diminish being.



EARTH AND SKY

Because I live in a child's dream world

I can fly out of my body and never come down.
Because I fly away from pain I will forgive you
for being as strong as fear and starless,

for giving brand without words.

Nevertheless, I loved you over earth and sky.

Because I sigh with orgasmic pleasure

in your magic room of chains and whips

doesn't mean that silence is praise and worship
of the vision of the healing power that dwells
in the shamanistic rituals of your princely heat.

But if you would rock me to sleep in your arms

and be a father with a lap like a grave of flowers
to lay the ghost of pain down into dreams, wingless,
I would be your dancer of follow forever.
Nevertheless, I want you, blood, stone, and hammer
over earth and sky falling like a cloud of cold fire.

-- Camille Genderella Liberty



Gay youth, activists slam

psychiatri

¢ abuse

by DENNIS MCMILLAN

he Children and Youth Issues Comm-

mittee of the Transgender Community

Task Force gave a presentation April 18
on the abuse of queer youth within the

psychiatric system.

The presentation was
held in the offices of the
Lesbian/Gay/Bisexual/
Transgender ~ Advisory
Committee of the Human
Rights Commission.

Speakers included queer
youth who had been institu-
tionalized because of their
sexuality, queer rights ac-
tivists and members of the
HRC.

Notes from the Inside, a
‘zine published by Students
and Teens Opposing
Psychiatric Abuse Network,
was included in the presen-
tation. “Queer youth by the
thousands are being locked
up, forced to undergo thera-
py, homophobic counseling
and sometimes even aver-
sion therapy,” asserted an ar-
ticle written by one teen,
whose name and institution
~was withheld. '

Shannon Minter, a staff
attorney with the National
Center for Lesbian Rights
and volunteer with the
Project to Stop Mental Health
Care Abuse of Lesbian, Gay,
Bisexual and Transgender
Youth, said, “Although the
American Psychiatric

Association removed homo-
sexuality from its official list
of mental disorders in 1973,
lesbian, gay, bisexual and

transgender adolescents are -

being committed to psychi-
atric facilities and subjected
to mental abuse in unprece-
dented numbers, in an at-
tempt to change their sexual
orientation or gender identi-

Minter cited the defini-
tion of Gender Identity
Disorder, from the 1994
Diagnostic and Statistical
Manual of Mental Disorders
published by American
Psychiatric Association. The
manual describes lesbian and
gay youth as veering from
the norm.

“In boys, the cross-gen-
der identification is manifest-
ed by a marked preoccupa-
tion with traditionally femi-
nine activities; there is a
strong attraction for the
stereotypical games and pas-
times of girls.

“Girls with GID display
intense negative reactions to
parental expectations or at-
tempts to have them wear
dresses or other feminine at-

tire. They prefer boys’ cloth-
ing and short hair, and share
interests in contact sports
and rough-and-tumble play.
They show little interest in
dolls or any form of femi-
nine dress up.”

Minter pointed out that
the APA admits “there is no
diagnostic test specific for
GID...” but “the adolescent
may be referred [committed]
because the parents or teach-
ers are concerned about so-
cial isolation or peer teasing
and rejection.” Minter said
that such reasoning “basical-
ly pathologizes anyone who
in any way deviates from
what is considered normal.”

Camille Liberty, of the
TCTF, described .the dangers
faced by lesbian and gay
youth. “Even in a haven
such as San Francisco we
find terrible oppression of
lesbian, gay, bisexual and
transgendered children ... If
they survive the ultimate in-
doctrination of self hatred,
they may still be automatic
throwaways, susceptible to
suicide and having unsafe
sex, and they may be subject-
ed to some psychiatric drugs
that may be immuno-sup-
pressant. Assimilation won't
make anyone safer. We are
all locked inside the pink tri-
angle together forever.”

Cynthia Goldstein, a

commissioner with the
Lesbian/Gay/Bisexual/
Transgender  Advisory

Committee, said the group
will seek more information
on the issues presented.




San Francisco Human Rights Commission

Appendix A. Public Hearing Flyer

PUBLIC REARING

SAN FRANCISCO HUMAN RIGHTS COMMISSION

INVESTIGATION INTO
'DISCRIMINATION AGAINST THE
TRANSGENDER COMMUNITY

Public Testimony will be heard:

Date:  Thursday, May 12, 1994

Time: 4:30 - 8:30 p.m.

Place: Board of Supervisors Chambers
San Francisco City Hall, 2nd Floor

Agenda:

Overview: Definitions, Current Legislation, & History

Discrimination: Employment, Housing, Services, &
Business Practices

Policies and Practices of City Departments

Agencies and Organizations Serving the
Transgender Community

Transgender Communities of Color

Youth and Family Members

Testimony from the General Public (sign up at the hearing)

For further information, please contact Larry Brinkin or Cynthia Goldstein at (415)252-2500.

American Sign Language interpreters and an FM Amplification System will be provided at the
hearing. Assistive listening devices are available for use with 72 hours advance request. The
Chamber is wheelchair accessible. The closest accessible BART station is Civic Center, 2 1/2
blocks from City Hall. Accessible MUNI line serving this location is the #42 Downtown Loop as
well as the METRO stations at Van Ness and Market and at Civic Center. For more
information about MUNI accessible services, call 923-6142. There is accessible parking in the
vicinity of City Hall adjacent to Davies Hall and the War Memorial Complex. In order to assist
the City's efforts to accommodate chemical sensitivity or related disabilities, attendees at public
meetings are reminded that other attendees may be sensitive to various chemical based
products. Please help the City to accommodate these individuals. To make arrangements or
for information, contact Gail P. Roberts at (415) 252-2508 (voice) or (415) 252-2550 (TDD).
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Appendices
A. Public Hearing Flyer
B. News Release Announcing Public Hearing
C. Public Hearing Agenda
D. A Glossary of Gender
E. The Transgender Umbrella (diagram)
F. Letter Regarding On-the-Job Transition
G. Newspaper Coverage of the Public Hearing
H. Transgender Services and Resources

I. Reference Bibliography
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Written Testimony

Dr. Sandra Hernandez, Director nFr i Health D rtment

Dr. Hernandez submitted testimony recognizing the unique difficulties
transgendered people experience when seeking health care. She acknowledged that
more work must be done to ensure transgendered people a safe and supportive place
to get medical care, and described the various programs within the health department
that attempt to address their needs. These include the Transgender Clinic at the Tom
Waddell Clinic, a transgender self-help group at the Tenderloin Self-Help Center, and
the Center for Special Problems.

rrell nior rvisor
D rtment of ial Servi ity an nty of San Franci

The Department of Social Services supplemented its oral testimony by
submitting a copy of its policy regarding transgendered individuals who seek shelter at
the North of Market Multi-Service Center. The policy states that all transgendered
people applying for shelter must provide a referral from one of several agencies serving
the transgendered and that a transsexual woman must be l|vmg full-time as female in
order to be so classified.

ill ividual testi
Camille supplemented her oral testimony with a written statement that said her
gender confirmation surgery took place in a garage on Lombard Street because back
when she had the procedure transsexuals were not permitted in hospitals. She
attached to her testimony suggestions for improving the lot of transgendered people
within the mental health system of San Francisco.

Drake, indivi | testimon

Ms. Drake saw an announcement about the hearings and submitted a lengthy
letter discussing discrimination by the gay community against transgendered people.
She writes that she has had problems working within the Department of Health,
apparently with agencies that serve the gay male population. She has filed claims of
sexual harassment that were later perceived to be claims of discrimination based on
her transsexualism. Ms. Drake writes that these experiences have caused her mental
anguish.

R rta (B i) Dunne, indivi | testimon

Ms. Dunne supplemented her oral testimony with a written statement detailing
the discrimination she has experienced in the field of sheetmetal construction. Briefly:
when she began her transition from male to female, Ms. Dunne was called gay and
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suspected of having AIDS. Eventually she was laid off, and a short time later was told
that she might lose part of her pension. She received a new insurance policy which
excluded transsexualism from coverage.

In trying to combat these injustices, Ms. Dunne could find no legal recourse. The
U.S. Equal Opportunity Commission wrote to Barbara Boxer, whose assistance Ms.
Dunne had requested, stating that it could not intervene on Ms. Dunne's behalf
because there is no Federal protection for transsexuals. At this point, writes Ms. Dunne,
she has been reinstated on a part-time basis and her pension is secure, but her
insurance coverage is still to be determined. The conditions of her rehire are that she
not talk about her personal or private life at work, and that she keep her hair tied back
(for safety). She has hired an attorney and filed discrimination complaints with the
Commission.

individual testimon
Ms. Inmon, having seen notice of the hearings in the newspaper, wrote to say
that she believes a person who changes sex is going against the laws of nature, and
adds that gay people are sick. Ms. Inmon bases her thesis on the fact that

homosexuals, like heterosexuals, become bald. She states that this proves sexual
preference derives from mental rather than glandular sources.

Isr nsel r ial Probl

Ms. Israel is a counselor at the Gender Identity program of the Center for
Special Problems in San Francisco. She writes that one of the main reasons people
seek her services is abuse. Many of her clients have encountered harassment and
violence as well as discrimination in housing and employment. Ms. Israel cited many
examples of discrimination, including: a 21-year-old transsexual who was slapped and
threatened on the street and could get no help from police; a 26-year-old transsexual
with excellent secretarial skills who was refused employment specifically because her
employer felt his gay male clientele would not accept her; a 38-year-old transgenderist
who was refused service at a restaurant; and a 24-year-old transsexual who was
thrown out of a Castro Street store for being "flamboyant."

Ms. Israel pointed out that discrimination, harassment and violence against
transgendered people goes unrestrained legally or socially within the City and County
of San Francisco. She urged the Commission to enact legislation specifying "Gender
Identity and/or Transgender individuals" as a protected class; to specify that this
legislation protects against discrimination in public and private industry and businesses,
housing, medical and mental health care, and social services; and that it initiate a
mandate that public health services provide specialized medical and mental care and
social services to the transgendered population. Ms. Israel attached a paper explaining
gender dysphoria that included various profiles of transgendered people.
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WHEREAS, Youth who identify as transsexual have 2 particular need for

supportive counseling and for competent, appropriate health care; and

gay, bisexual, transgendered, transsexual, queer, and questioning youth from accessing

Supportive health care and menta] health care services; and

to self-determination and to be treated with dignity and respect; and so therefore be it



Dear GLMA Board of Directors,

Thank you for voting against the Gender Identity in Children and Adolescents
diagnosis. I am very proud of you.

I hope vou will agree that to wait six years for the APA to review this matter is
unacceptable. It means more children being tortured in the stadows, more dead gay kids. It
will have a continuing effect on the suicide rate, drugs, homelessness, and early HIV
infection.

There is an invisible universe of pain and despair without healing out there, because
the world truly despises feminine little gay and transsexual kids. The persecution is
relentless. That is not a delusion, it is reality, it is a sorrow. So I would lobby your hearts
to not fall silent again on this issue.

It would be a joy for me to be a volunteer of yours for the rest of my life, but I need
to ask you a favor. Could you please send me a sincere message that you will not let this
matter be pushed into oblivion for six more years. [ certainly won’t. I am not willing to call
the political torture of a child anything else.

Love,

Camille
Camille Moran

ar you can reach me at CILMA



<<letter>>
* Sample letter of support to be returned to GLMA

* A list of key quotes from clinical literature supporting our position

* An article that explores the issue GIDC from a community newspaper

* Testimony of a psychiatric survivor who was abused under the GIDC diagnosis
* Two excerpts from Gender Shock, an investigative book about GIDC

* Bibliography of GIDC literature

We urge <<Organization Name>> to support the removal of GIDC from the DSM by
sending a letter of support to the GLMA Board of Directors, such as the sample letter
included this packet. Your action on this matter is crucial in our effort to demonstrate to
the APA that a united coalition of child advocates recognizes that the inclusion of the
GIDC diagnosis in the DSM stands in the way of gender non-conforming children’s
ability to access mental health and social services resources without being labeled
mentally ill.

GLMA thanks you for your dedication to advocating for the human rights of young
people by challenging the current usage of the GIDC diagnosis. We believe that an
alliance with Organization Name is instrumental to our movement and we look
forward to working with you on this issue. For more information on GLMA and GIDC,
please contact us at (415)255-4547.

Sincerely,

Marj Plumb, Director of Public Policy }
Angela Garcia, Public Policy Assistant

Meg Rothman, Public Policy Intern

Camille Maran, Community Advisor
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1242 market street. s.f.ca 941702
tel 415. 487. 5777 fax 415. 487. 5771

Camille Moran
Seth Ubogy
Tom Hilton

Dear Tom, e and Seth,

Thanks for coming to the APA event on Saturday Morning. I am sorry that the event was
not quite what it was billed as. The materials described a community/APA forum on current
issues and challenges. As you know, the actual event was all about managed care, not an
unimportant topic BUT not what we were promised. (And that 1* speaker, oh my GAWD! N

Oh well, at least Camille got to speak and we got the info packet into the hands of the
President and a couple of other key APA officers. Let’s hope we made a bit of an impact.

Thanks again for coming, next time we’ll check the agenda more carefully. It was nice
to see you and have breakfast together. I am off to my vacation and will see you all at QUASAR
when I get back from Ireland.

Chee
Stev . 3
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1242 market street. s.f. ca 94102

_health initiatives for youth

LEGAL SERVICES FOR CHILDREN

1254 MARKET STREET, 3RD FLOOR, SAN FRANCISCO, CA 94102

Vitaly, J.D.

TEL 415/863-3762 #319 Fax 415/863-7708





















lll. Complaints regarding treatment associated with the GID diagnoses.

A. The GID diagﬁosis is used to "treat" homosexuality in adolescence.

Claims have been made that homosexual adolescents, or those perceived to be gay by
parents or physicians, are being hospitalized under the GID diagnosis and that the "treatment”
offered is actually aimed at "curing” them of their homosexuality. Such claims need specific
documentation. At present, such documentation has not been brought forwardep AL jE

Although clinicians treating those with GID do not state explicitly that a cure for
homosexuality is their treatment goal, Zucker and Bradley (1995), as Coates points out in her
review, seem "unable to keep clear the distinction between sexual orientation and gender
identity.” Addressing the treatment of GID, they are equivocal about prevention of
homosexuality as a treatment goal.

B. There have also been criticisms of some of the treatment interventions in children

diagnosed with GID. These criticisms claim that stereotypic and normative prescriptions of

appropriate gender behaviors lead to oppressive treatment. These claims also lack speciﬁcL/:AZ‘j‘ 5
supporting documentation; however, Zucker and Bradley's (1995) statements about appropriate
treatment goals, such as instituting limit-setting in regards to the cross-gender behaviors in

patients diagnosed with GID, can be read as reason for such concems.

C. Some transgender activists claim that the GID diagnosis is used to “treat"
transgendered persons. This issue is particularly complicated. Although transgendered
activists understandably object to the implication of pathology through the use of this psychiatric
diagnosis, some transgendered persons do not want to relinquish a medical diagnosis, because
such medical diagnoses have been useful in helping them obtain desired sexual surgeries and
hormonal treatments.



IV. Conclusions:
This paper has briefly reviewed some of the most salient and problematic features of

GID as a diagnosis. Although at present, scant data exist to support the contention that GID is
being misused, considerable anxiety exists in the gay, lesbian, and transgendered communities.
This discomfort extends to the gay and lesbian medical community. In par, the anxiety stems
from the facile manner in which GID of childhood and adult homosexuality and transsexuality are
conflated, sometimes implicitly and sometimes explicitly.

As lesbian, gay and bisexual psychiatrists, who have been involved in the scientific work
which led to the removal of homosexuality from the DSM and the continuing battle to educate
our colleagues about homosexuality, we believe that the diagnosis of GID, similarly, requires a
thoughtful and scientific reassessment.

V. Recommendations:

The Committee recommends:

1. That the assumptions fueling the conceptual confusions in the GID diagnosis be examined
through the creation of an APA task force composed of members from APA Committees on
Women, Abuse and Misuse of Psychiatry in the US, DSM, Gay, Lesbian and Bisexual Issues,

Components of the Council on Children, Adolescents and Families, and transgendered membes&

of the APA. Z j,“”“‘ ’M‘“?”@M
Cetre QZWF GCloC

N

2. That documentation of possible misuses of the GID diagnosis must be substantiated.

Misuses should be addressed, perhaps by the Ethics Committee &— /fy M J—M

3 A clear distinction between homosexuality and GID rnust be made in the next DSM.

4. To avoid nosologic confusion between GID categories in adults and children and to remove
FA“-.(E —7~unfounded etiologic links between the two, we should separate the diagnosis of GID of children

from GID in adults.

5. that a scientific dialogue be established among members of the transgendered community,
interested APA members, and the DSM-V committee on GID.












child who is taunted for being a “sissy.” or who is socially isolated because he is
*feminine,” will clearly experience subjective distress, but the source of
the distress is oppression and intolerance--analogous to ethnically-based

taunting, for  example-—-not an inherent disorder.

It has been argued that to remove a diagnosis (e.g., GID) would be unfair to

people who experience distress because of the condition. But this argument

is not valid because people who experience distress related to gender issues

may still be classifiable by describing the nature of their distress directly

(e.g., mood disorder—depressive). If GID describes a phenomena that is not

inherently a disorder, but that may lead to distress through, say, others' reaction, it is
really a cause of distress, a stressor. DSM does not classify other stressors (e.g., marital

problems) as disorders, and it need not classify GID.

Public Policy/Social/Legal implications
Treatment/Involuntary Psychiatric Incarceration

The inclusion of GID in DSM allows treatment and third-party payment to correct gender
nonconformity (i.e., GID). The possible confounding with sexual orientation certainly opens the
possibility for abuse. For example, DSM indicates that childhood GID itself usually gets resolved,
but that 75% of boys with GID may grow up to be homosexual men. Parents and physicians
concermned about homosexuality many see GID as a precursor, or even a “risk factor” for
homosexuality, and may seek to treat it aggressively. Although | am not familiar with any
epidemiological data on the use of the diagnosis for treating homosexuality (in fact,
epidemiological data is almost nonexistent on any aspect of GID), reports in popular press
suggest that this might be an issue.

The effect of DSM's inclusion of GID, rather than general public attitudes, is not clear,
though. Psychiatrists may treat a variety of conditions, whether they are classifiable disorders of
not. Thus, even though homosexuality is no longer listed as a mental disorder in DSM,
consumers may seek treatment from psychiatrists (and other mental health professionals) who
claim to “reverse” homosexuality. Similarly, persons troubled by confused gender identity, and
parents concerned about their children's gender identity, may seek treatment regardless of DSM.
Removing GID from DSM will make it harder to receive third party payment for such treatment,
though. Also, DSM's definitions provide the basis for psychiatric education; removal of GID will
have important educational effects on psychiatrists and other mental heaith professionals in
training. With GID in DSM, mental health professional can find an easy justification and an
available mechanism for treating nonconformist gender behavior.

(!





































































480 CANADIAN JOURNAL OF PSYCHIATRY o Vol. 35 1N pogusty B —— s

whiel mmmlulngufﬂfmt" 1t is not clear androgen have established that phenotypical mas

whether this behaviour patiern actually constitutes a distinct behaviours can be induced at a level greater than what wg
syndrome or is simply a mild form of GIDC; in any case, be found in controls. These behaviours include higher
the residual diagnosis gender identity disorder not otherwise of aggressivity, rough-and-tumble play, and mounting. TH&
specified (1) could be employed in such cases. changes can be induced only at certain times during-feuls

In girls, the primary differential diagnostic issue concerns development, suggesting some type of sensitive period
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of 2 community sample of tomboys by Green et al (25) found rc;udiugunorgmhin;mleofpremlsex
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yrelatively low AL. In contrast, girls with GIDC have a high erasg behaviour also-zpp twrbe-sa ly
td enjoy # RTP(26). Both of these behaviours irmportamt part of the clinical picture (3,10). Green (10) has
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pehaviours, Which are pxol;nblx,dosd}-nllfed. are'srieasm  behaviour in boys correlated with a composite index of cross-
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i inf 10 be

observed in clinic-referred gender-disturbed girls (26). In The influence of pre-natal sex hormones on human of both boys and girls with CAH lends some support to this experience, such tol or PP

pan, the DSM-III-R (1) criteria for GIDC in girls were modi- chosexual behaviour has been studied through **experi sggestion (40). accounted for by many factors, including parcnial attitudes
fied in the hope of betier differentiating these two groups of nature,’”* most notably several intersex conditionsZx The predisposing role of biolog 1 factors in psych al and values regarding psych | ideals, feedback from
of girls. At least three characteristics may be most useful from the exogenous administration of sex steroids dur development is accepted by the jority of p fe Is that the behaviour is normative or *‘just &

ary pr
in making the diﬂ‘mn[i:l diagno;tis: 1. by definition, girls pregnancy. Perhaps the.smdies of mc'nst interest have sex researchers. Psychosocial factors have also been the sub- phase.™* and parental psychopathology and discord, which

with GIDC indicate an appiness with their status of girls and with «congeni drenal. hy ject of study and it is the integration of biological and psy- render the parents’less available to cope with their children’s
! ufemlu,wbcnamisshouldnmbedleusefwwmboyl; (CAH)- In -this - genetically d ined Bez ] chologi 1 factors that has become the subject of diverse developmental needs.
! z.wummmmmmnmm adrenal gland fails to- produce normal -amounts -of, mq.nmmsmwhwﬁn Empirical studies on parent-child relationshi in girls with
t ormmnuydeﬁnedfunlulnedahingundermycimm- ticosteroids. The resultant increase in adrenocorti 1SEEE6T “psych pedevelop prycimlogieal GID have not been conducted. Clinjcal=ob
h boys do not manifest this ; horm jon causes an i in P may have the upper-hand ~Besed-on the research (10.26.62.63) suggest that the mother-dsughter relationship
although they may prefer 10 wear casual clothing, such as tion and the subsequent masculinization of the - ;Moncyetd(.%rmmmx'ddmnlnmewsw isomnjmhd.kadmgmwhamiﬂuuwut
jeans; 3. girls with GIDC, unlike tomboys, manifest a ver- geaitalia. The greater amount of cross-gender beha! forexample, it is generally betieved thar sexof assignment *disidentification”from the mother. During the girl's early
balized or scted-out discomfort with sexual anatomy. observed in girls with CAH has been attributed, at ko and coasistent. unambivalentrearing override bio- years. a variety of factors appear (0 impair the development
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holog! Assessment ,40). gl are more masculine in gender. re has. ver, been a recent challenge to this per- severe maternal de, jon or personalil chopatholog!
P - behaviour, the evidence is much less clear with rega: spective by Imperato-McGinley et al (57), based on their has been an impom part of the fnmti{hqs{imlion; as z

Various psychological asses res have been  copy cender identity disorder (41), particularly for aies of individuals with 5-alpha-reductase deficiency. They  result, there is a devaluing of femininity and an overvaluing
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mmﬁl’ = slex- i Pare! e therapy and who were assigned 1o the female @i | Repoblic, in which many individuals were affected with this encouraged by the parents.
monmgmsp': measurement of overt md covert sex-typed life. Money (42) has attributed severe gender identity condition. Although **assigned” at birth to the female gender, The role of fathers has been more variable. In some
o & S, measuremes of seo flict, when itis M'nmmiﬂl management 8 these individuals experienced physical masculinization at instances, the girls seem to connect more with their fathers
Y ioar and ek trdices On proj .“'mw’d tisone therapy, lack of cosmetic corrective SUrgery @ Mudmemjoritysmwedl“revmll“inguﬂuidm- simplyhemsemeyuemrnvaihble.givendnmml
motoric behaviour, typed projeet > genitalia, and chronic parental uncertainty regard tty and began 1o live socially as males. Similar findings have dysfunction. In other cases, the girls seem to adopt a mas-

1 A’;:md: .Br;;;{':; + (2) these dircs have child’s true sex. Because many CAH girls express l‘“"l!))ot'm!l. rted by Résler and Kohn (58) among an Arab popu- culine stance gs a defensive solution to perceived or actual
been effective in discriminating index groups of gender- >l ambivalence regarding their gender sus (39) taon li ing i the Gaza Strip. The majn interpretive criti-  paternal aggression — the temn “identification with the
g g probably advisable to ing of their ge3it | cmof the findings of Imperato-McGinley et al (57) has been aggressor"” has been used in the cilnical | literanure to describe

' referred children from comparison groups, which have

included sibling, psychiatric, and normal controls. Green (3), Yat their patients were, in fact, reared ambiguously and that liminary clinical studies suggest.

: ! this p These p
this contributed heavily to the reversal in gender identity sub- therefore, that the quality of parent-child relationships are

K for cxampl, found tha s discriints OO mtvsh of sequent 1o pubertal virilzation (59). quite diffcrent i gender-disturbed boys and girls. The toler-
to classify correctly all boys s members of either the femi- i Prychosocial factors have been posited as being particu- ance of cross-gender behaviour as it first appears, however,
hinc bey group of the male control group. experience (45). Lrly saficnt in the development of GIDC. Stoller {27) has  appears to be ct istic of the parents of both gender -

: In general, it is important to note that tests utilized in iso- Drawing primarily on an ",.E;““‘" some of these boys have aroverly close “bliss- - disturbed boys and girls.

- lation are particularly iikely to yield both false positive and proposed that both v eyl d with a mother wiio herself lms Certas child stics, including undue sensitivity,

_bad gender identity conflicts:=For Stoller, GID fs 8 kind of poor anxiety borderli lity traits, have

false negative “'diagnoses’’. For these and other reasons, the
useofpsychobgialmammpfocuﬁmshouldw:mp(
o identify patterns of cross-gender behaviour, rather than ' iy

3 L : e port for this position has come
usolm:iekuuus(ﬁ).mnh—sndon:mlcluml wnqiuwhid\hlvel that homosexus) men -5

- I and ¥
developmental arrest...in which an excessively close and also been considered 1o be part of the clinical picture (61,64).
tratifying mother-infant symbiosis, undisturbed by father’s Children with GIDC have been shown 1o score as highly as
:‘?ﬂt. prevents a boy from adequately separating him- clinical controls on various measures of behavioural distur-
<l psychically from his mother's female body and femi- ' banece (9,18,33,65).

: e Juteinizing hormone response between that of hes o behavior " 29). Coates and her colleagucs (31-33,60) Based on these varied factors, Bradley (61,66) has devel-
men and women (47,48). Other studics have not b h"'e'awlnsmd the intense relationship with the mother oped the following conceptual framework which hopefully
Etiology the pattern (49,50), but methodological issues ma Question Stoller's concept of blissful symbiosis. In fact, will have heuristic clinical value in ing individual

“Ymmumenumm’p is characterized by much m.hm-jbescewiohvicmdnfclmw
z“‘kﬂility. which induces severe scparation anxiety in  jas 8 temperamental predisposition t poor anxicty toleranee.
% boy (33). Cross-gender behaviour then emerges to Pusiog his-infancy, his mother feels depressed and over-
estore a fanasy tic o the physically or emotionally absent helmed in relation to her own difficulty dealing with the
W'Muum‘ngMonmry {the boy] confuse{s) ‘being g parenting, her busband's pporti or
fommy with *having Mommy." {Cross-gender behaviour] other difficulties related to cither illness in the, child o in=
u’M: 1 alfay, in par, the anxiety generated by the loss gther members of the family. MorE Bhed tan-not;-this =
mother'* (33). Maternal depression and persomality mmother hes ambivalent feelings towards males, which her

Both biological and psychosocial factors have been consi- of the explanation; in general, the status of Ddrner's
duedm!emfouemmtﬂmsiveummldin;olhgm mninhoﬂydebmdcs.ﬂ-ﬂ)mdmnmpiﬁ
a'nlndperpetu:ﬁonofGIDC.VlﬂwsideMmodds arc required
have been advanced by Green (3,10), Stoller (27-29), Rekers
(30), Coates (31-33), Friedman (4), and Bates et al (34).
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female has been exposed to exogenous administrations of
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536 Sexual and Gender Identity Disorders

Course

For chinically referred children, onset of coss-gender interests and activities is usually
between ages 2 and 1 years, and some parents report that their child has always had
cross-gender interests, Only a very small number of dhildren with: Gendier Tdentity
Disorder will continue to have symptoms that meet criteria for Gender Ldentity Disorder
Jn Later adolescence or adulthood. Typically, children are eelferred aound the time of

\Q_(,i« school entry because ol parental concern that what they regarded as a ~“phase” does not

v

L\ \:XINM v

!X

| —
S

(T

(

those who are sexually e

appear to be passing. Most children with Gender Identity Disorder display less ovent
cross-gender hehaviors with time, parental intervention, or response from peers. By late
adoleseence or adulthood, about three-quarters of boys who had a chitdhood history of
Gender Identity Disorder report a homosexual or bisexual orientation, but withow
concurrent Gender Identity Disorder. Most ol the remainder repoit o heterosexual
orientation, also -without concurrent: Gender Identity: Disorder. The corresponding
pereentages for sexudl orientation in girls are not known. Some adolescents may develop
a clearer cross-gender identification and request sex-reassignment surgery or may
continue in a chronic course of gender contusion or dysphoria,

In_adult nules, there are two ditterent courses Tor the development of Gender
Identiny Disorder. The fiest is a continuation of Gender tdentity Disorder that had an
onset in childhood or carly adolescence. These individuals typically present in late
adolescence or adulthood. Inthe other course, the more overt signs of cross-gender
identification appear kuer and more gradually, with a clinical presentation in early o
mid-adulthood usually following, hut somcetimes concurrent with, ‘Transyestic Fetishism.
The later-onset group may be more Nuctuating, in the degree of cross-gender identifica -
tion, more_gmbivulent ubout sex-reassignment surgery, more likely 1o be sexually
anracteltoswamen, and less likely to be satisficd alter sex-reassignment surgeny. l_g:s_
with Gender Identity DIsorder who ire sexually atirctcd to majesiend 1o prescat in

adofescence or carly adulthood with a lifelong history of gender dysphorif Tn contrist,

e

Fiemales, 1o both males and females, or to ncither
sex tend 1o present later and typically have a history of Transvestic Fetishism, If Gender
Idenuty Disorder is present in adulthood, it tends 10 have a chronic course, but
spontancous remission has been reponed.

Differential Diagnosis .

Gender Tdentity Disorder can be distinguished from simple nonconformity to sterco-
typical sex role behavior by the extent and pervasiveness of the cross-gender wishes,
interests, and activities. This disorder is not meant 1o describe @ child's nonconformity
O stereotypic sex-role behavior as, for example, in “tomboyishness™ in girls or “sissyish’
behavior in boys. Rather, it represents i profound disturbance of the individual's sense
of identity with regard 1o maleness or femaleness. Behavior in children that merely does
not fit the cultural stereotype of masculinity or femininity should not be given the
diagnosis unless the full Syndrome is present, including marked distress or impauirment.

Transvestic Fetishism occurs in heterosexual (or bisexual) men tor whom the
cross-dressing hehavior s for the purpose of sexual excitement. Aside from cross-
dressing, most individuals with Transvestic Fetishism do not have a histony of childhood
cross-gender behaviors, Males with a presentation that meets Tull criteria for Gender
Identity Disorder as well as Transvestic Fetishism should be given both diagnoses. If
gender dysphoria is present in an individual with Transvestic Fetishism but full criteria

-

Gender Identity Disorder

for Gender Tdentity Disorder are notimet, the speabics With ¢ iu}dcr l)_w.;?h« i can be o

The category Gender Identity Disorder Not Otherwise Specified can be
tor individuals who hatea gender identity pro »mﬁrrem conger
intersex condition (L'.M..wlflrj congenital ads
hyperplasia), -

In Schizophrenia, there may rarcly be delusions of be :
Insistence by a person wath a Gender dentity Disorder that he or she is of the othe
is not considercd a delusion, because what is invariably meant is that the person
like 2 member of the other sex rather than traly believes that he or she is aomembs
the other sex. In veny rare cases, however, Schizophrenin and severe Gender lde

longing to the other

Disorder may coexist

—_—

|
B Diagnostic criteria for Gender Identity Disorder

A. A strong and pesistent crossspender identification (hot murely o doess
for any perceived cultural advantages of being thee other sex)

. . W YN 7 . ok
In children, the disturbance is manifested by four (or more) of ™y
tollowing:

repeatedly stated desire 1o be,or insistence that he or she s

(h
other sex
12) in bovs, preference tor cross-dressing or simulating temale aut

[ in girs, insistence on wearing only stereoty pical masculine clot!
strong and persistent preferences for cross-sex roles in
believe play or persistent fantsies of being the other sex
intense desire 1o participate in the stercoty pieal games and pa.
of the other sex
(5)  strong preference for playmates of the other sex

In adolescents and adults. the disturbance s mamifested by sy
STl s 1 stated desire 1o he the oier sey, frequent passing as the
sex. desire 1o live or be treated as the other sex. or the convactic,
hie or she has the typical teelings and reactons of the other sex

B. Persistent discomtort with his or her sex or sense of inappropriaienss

in the gender role of that sex.
tn children, the disturbance is manitested by any of the fallowang, y
boys, assertion that s penis or testes are disgusting or will disappea
or assertion that it would be better not 1o have a penis, or avenior
toward rough-and-umble play and rejection of male stereotypicst oys
games, and activities; in girls, rejection of urinating in a siting position
assertion that she has or will grow a penis, or assertion that she doe
not want o grow breasts or menstruate, or marked aversion Kwar

normative feminine clothing.
(conlisued
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Conservatives Brand Homosexudlity o “Tragic Affliction’

By Carolyn Lochhead
Chronicle Washington Bureau

Washington

Hoping to unleash a major chal-
lenge to the growing acceptance of
homosexuality in American soci-
ety, conservative scholars said yes-
terday that gays and lesbians suf-
fer from “gender disturbances”
. and an “infantile refusal to accept
reality.”

The remarks were made on the
first day of a three-day conference
at Georgetown University spon-
sored by the American Public Phi-
losophy Institute, a group of con-
servative intellectuals. The confer-
ence drew 350 people from around
the country, including academics,
“ex-gay” religious ministries and
advocates of traditional family val-
ues. The speaker roster includes
such conservative luminaries as
Bill Kristol, editor of the Weekly
Standard.

Organizers said their purpose is
to understand homosexuality “as a
tragic affliction, with harmful con-
sequences for both individuals and
society, and the appropriate stance
for society — the truly compas-
sionate choice — is to recognize
this fact and to try to encourage
prevention and treatment for it.”

Gay rights groups staged a
small rally near the conference to
protest Georgetown's decision to
allow the program to be held on its
campus.

“The purpose of this confer-
ence is to spread myths and lies
about the gay community,” said

Winnie Stachelberg, .a George-
town alumna and political director
of the Human Rights Campaign, a
large gay lobbying group.
Georgetown officials have es-
chewed any affiliation with the
meeting, saying it is merely being
held on campus at a building be-
longing to the Marriott hotel
chain. Marriott officials said earli-

ing it up,” he said.

George Rekers, a professor of
neuropsychiatry and behavioral
science at the University of South
Carolina School of Medicine,
opened the conference with a dis-
cussion of gender roles in child-
hood and adolescence.

His work has been heavily sub-
sidized by the federal government

‘There is no such thing as a gay person,’
because homosexuality is ‘a fictitious - i peactice Is oppased by the
identity that is seized on to resolve '

paiiful emotional challenges’

— JOSEPH NICOLOSI, Executive Director,
Association for the Research and Treatment of Homosexuality

er that they book meeting rooms
without any implied endorsement.

Conference organizers main-
tain that they aie trying to help
gays and lesbians escape a deviant
and troubled lifestyle.

“This is not something nega-
tive,” said Christopher Wolfe, pres-
ident of the group. “We’re here to
help. Understanding homosexuali-
ty as a disorder and how we deal
with that is a position that hasn’t
been well represented.”

Acceptance and tolerance is no
answer to homosexuality or the
difficulties gays have in society,
Wolfe said. He compared accep-
tance of homosexuality to accep-
tance of alcoholism. “It is a source
of a lot of unhappiness, and you
don’t resolve a problem by cover-

through research grants from the
National Institute of Mental
Health.

Rekers said lesbians tend to be
tomboys in childhood, identify too
closely with their fathers, prefer
to play with “masculine” toys and
demonstrate a “distinct dislike for
doll play and various other female
activities.”

Male homosexuals, Rekers said,
“report the opposite pattern,” pre-
fering the company of girls and
wanting to wear lipstick and dress-
es.

Rekers characterized both be-
haviors as “gender disturbances”
that can be corrected through 18
to 22 months of weekly therapy
during childhood and adolescence.

Rekers did not elaborate on his

techniques even when asked. But
according to Mark Pietrzyk, a doc-
toral candidate in political science
at Georgetown University and a
member of the Log Cabin Republi-
cans, a gay group, Rekers advo-
cates ‘“aversion. therapy.” The
technique punishes nonconform-
ing behavior (such as limp wrists in
boys or swaggering in girls) and re-
wards conforming behavior (girls
playing with dolls; boys playing
baseball).

Another panelist, Joseph Nico-
losi, executive director of the Na-
tional Association for the Research
and Treatment of Homosexuality,
maintained that “there is no such
thing as a gay person,” because ho-
mosexuality is “a fictitious identity
that is seized on to resolve painful
emotional challenges.”

Nicolosi argued that homosex-
ual boys are unable to identify
with their fathers, who tend to be
cold or distant. As a result, they
engage in “a nareissistic refusal to
(accept) a gendered world and the
human biological reality on which
that world is based.”

Nicolosi said gay men are “dis-
connected” from other people and
live in an unreal world. After quot-
ing Oscar Wilde, he said this is one
reason why many gay men like
theater.

He also described coming out

of the closet as a “heady, euphoric,
pseudo-rite of passage” where gay
people discover other gay people
and “mask their collective hurts.”

Another speaker, Jeffrey Sati-
nover, author of “Homosexuality
and the Politics of Truth,” said evi-
dence of a biological basis for ho-
mosexuality is weak, and that the
search for a “gay gene” has been
seized upon by gay activists as a
way to gain public sympathy and
ally themselves with the civil
rights movement for African
Americans,

If homosexuality had a genetic
basis, Satinover said, “it would die
out” eventually because gays do
not reproduce as much as hetero-
sexuals.

Satinover dismissed charges

that the conference discussions
are bigoted and intolerant, saying
it is gay activists who are intoler-
ant for refusing to acknowledge
that some gays want to go straight.

“If somebody says they have
homosexual impulses and they
don’t want to have them anymore,
they’re vilified. That is intolerant,”
Satinover said. “As soon as some-
body says, ‘I was a homosexual and
I'm not anymore,’ they’re called a
liar. That's bigoted. As soon as
somebody says it's possible for
some people to change, he'’s ac-
cused of being utterly out of touch
with the truth. That’s rigid. The ri-
gidity, the bigotry, the intolerance
that is predominant in the current
public debate has now shifted to
the side of the activists.”

—
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[Youth suicide]

URGING THE SAN FRANCISCO YOUTH COMMISSION AND THE
DEPARTMENT OF PUBLIC HEALTH AND THEIR MENTAL HEALTH SERVICES
DIVISION TO EXAMINE YOUTH SUICIDE AND MAKE RECOMMENDATIONS
TO THE SAN FRANCISCO BOARD OF SUPERVISORS AS TO HOW TO BEST

ADDRESS THE ISSUE.

WHEREAS, Suicide is the sixth leading cause of death in San Francisco, with 845 lives
lost between 1990 and 1995; and

WHEREAS, Although suicides occurred across all ages, suicide is the second leading
cause of death for young people aged 15 to 24 years; and

WHEREAS, Youth suicide is problem, but is further escalated in the lesbian, gay,
bisexual, transgender, queer and questioning youth community; an;i

WHEREAS, Researchers have identified discrimination against gender variant
children and youth as one of the most important risk factors in Lesbian, Gay, Bisexual,
Transgendered (LGBT) youth suicide; and

WHEREAS, Perhaps no risk factor is as insidious or unique to the suicidal behavior of
gay and lesbian youth than receiving professional help; and

WHEREAS, San Francisco is not immune from the problem of psychiatric abuse of

gender variant children and LGBT youth; and

BOARD OF SUPERVISORS
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WHEREAS, Despite the large number of homeless and runaway youth who flee to
San Francisco from other places in order to escape from unnecessary or abusive psychiatric
placements or to recover from homophobic or transphobic therapies, there are no publicly
funded programs or services of any kind that specifically serve this population; now therefore,
be it

RESOLVED, That the Board of Supervisors of the City and County of San Francisco
urges the San Francisco Youth Commission and the Department of Public Health and their
Mental Health Services division to examine youth suicide and make recommendations to the

San Francisco Board of Supervisors as to how to best address the issue.

SUPERVISOR AMMIANO, BIERMAN

BOARD OF SUPERVISORS




We agreed that it would be good to proposé a workshop and have written materials for
this conference. Vitaly agreed to draft a workshop proposal.

VL  Asian Pacific Islander Lesbian Conference, Los Angeles, July 4™.
Kar Yin agreed to take written materials to the conference.
VII. Bay Guardian follow-up.
Tom agreed to draft a letter to the editor to bring to the next meeting, if possible.
Seth agreed to explore getting the Guardian te do a follow-up story on this group.
Kar_Yin ggreed to contact Calendar section to list upcoming activities of this group.
VII. Hearing on Youth Suicide, SF Board of Supervisors
Oren agreed to find out when hearing is scheduled.
Vitaly, Shannon, and Camille agreed to plan a presentation for the hearing.
VIII. Additional suggestions/ideas for future discussion.
Planning ar: action around APA convention in SF in August.
Organizing a panel/workshop at the SF library.
IX.  Mission Statement

We discussed usefulness of having a mission statement. April agreed to take a crack at it,
with input from Camille.



Anatolian Kilim (detail), pre-18th century
Slit-tapestry weave, weft-wrapping, wool
34 x 124 5/8 in.
Caroline and H. McCoy Jones Collection, T89.51.2
© The Fine Arts Museums of San Francisco
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Parents, Families and Friends of Leshians and Gays

March 15, 1999
Dear Camille,

I'am happy to tell you that the PFLAG Transgender Special Outreach Network has
decided to change its name to the Transgender Network, and PFLAG T-Net or T-Net
for short.

Although this change is effective immediately, they still have 14,000 copies of “Our
Trans Children” to sell which indicate that it is published by T-SON. The title is much
more prominent and that is how they will refer to it. Also, during the transition, they
may occasionally refer to themselves by the current name and “formerly T-SON” where
necessary to avoid confusion.

Please let me know if you have any questions or any remaining concerns. I hope that all
is going well for you.

N

Cordially,

b

VM ¢/
Kirsten Kingdon
Executive Director

P.S. Mary Boenke asked me to extend her greetings to you.
cc:  Cynthia Newcomer

PFLAG Board of Directors
Mary Boenke

1101 14" Street, NW  Suite 1030 « Washington, D.C. 20005 e (202) 638-4200 e Fax: (202) 638-0243
E-mail: info@pflag.org ¢ Web: http://www.pflag.org





