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Introduction

Recent scholars have investigated elements that
contribute to the process of decision making,
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Background Factors health providers face during the doctor—
patient encounter both impede and assist the development of col-
laborative models of treatment.

Objective I investigated decision making among medical and ther-
apeutic professionals who work with trans-identified patients to
understand factors that might impede or facilitate the adoption of
the collaborative decision-making model in their clinical work.

Design Following a grounded theory approach, I collected and
analysed data from semi-structured interviews with 10 U.S. physi-
cians and 10 U.S. mental health professionals.

Results Doctors and therapists often desire collaboration with
their patients but experience dilemmas in treating the trans-identi-
fied patients. Dilemmas include lack of formal education, little to
no institutional support and inconsistent understanding and appli-
cation of the main documents used by professionals treating trans-
patients.

Conclusions Providers face considerable risk in providing uncon-
ventional treatments due to the lack of institutional and academic
support relating to the treatment for trans-people, and the varied
interpretation and application of the diagnostic and treatment docu-
ments used in treating trans-people. To address this risk, the rela-
tionship with the patient becomes crucial. However, trust, a
component required for collaboration, is thwarted when the patients
feel obliged to present in ways aligned with these documents in order
to receive desired treatments. When trust cannot be established,
medical and mental health providers can and do delay or deny treat-
ments, resulting in the imbalance of power between patient and pro-
vider. The documents created to assist in treatment actually thwart
professional desire to work collaboratively with patients.

such as patient preferences regarding treatment
process, and how they present concerns in the
medical encounter."* Both in medical and in
mental health work, the development of more
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collaborative relationships with patients is
increasingly important.’ Some noteworthy
investigators are focusing on provisions they
believe are required to achieve a co-operative
relationship with a patient, such as the estab-
lishment of trust and balance of power.®’

Models of treatment decision making

After the work of Szasz and Hollender® as well
as that of Emanuel and Emanuel,’ academics
have identified models of medical decision
making at two extremes; paternalistic models
are on one end with more collaborative,
informed ones on the other.'”'? Paternalistic
models assume that the professional has all the
information and knows what is best for
patients*>!3, the clinician’s choices are always
‘scientifically acceptable’,'* and patients defer
to these assessments.'>> As a polar opposite,
collaborative models of shared decision making
and informed consent reflect a shared profes-
sional and patient decision-making process,
shared ownership, information, treatment
options and responsibility for outcomes, as well
as re-evaluation of conditions until they agree
on the resolution.* %617

One key aspect of collaboration is the bal-
ance of power between patient and provider.
However, these models often do not account
for situations where power becomes unbal-
anced, such as when patients do not agree with
the physicians’ advice, or about treatment
choice for the particular condition, thus render-
ing discussion about the treatment plan imma-
terial.'® Existing research focuses on power as
it relates to patient non-compliance or disease
characteristics, but does not investigate factors
such as institutional support and formal
knowledge relating to treatment decisions. It is
within these uncharted areas that we begin to
grapple with the meanings physicians and ther-
apists give to the process of treating patients
and accomplishing their work.

The manner in which collaborative models
unfold is based on the unique matters and
beliefs patients hold about their lives® and the
sorts of outcomes they think should occur

© 2013 John Wiley & Sons Ltd
Health Expectations, 18, pp.1508-1518

Challenges of implementing collaborative models, | M Dewey 1509

within the medical encounter." Some choose to
defer to professional treatment advice,!”202*
while others favour more control in the pro-
cess.* Patients’ level of involvement may
depend on how they interpret their roles and
responsibilities as well as the kinds of decisions
they expect from their physician."** The way
in which patients present their concerns
impacts physicians’ and therapists’ response.
The current literature takes for granted that
when conventional patients approach them
with common, scientifically legitimate concerns,
professionals view their patients as competent
and capable of making decisions. Moreover,
most medical decisions are protocol-driven,
technical and extremely rigid, making discussing
treatment options with patients, irrelevant®'®
or less desired by the physician.'*> On the other
hand, McMullen® found that diagnosing and
treating mental illnesses is not as simple
because the aetiology of recognizing and diag-
nosing, as well as understanding which factors
to attribute to the disorder, is complex and
variable, often forcing clinicians to work
around formal diagnoses.”®

To date, little to no research exists which
sociologically explores how treatment decisions
are made from the perspective of medical and
mental health professionals; even less research
focuses on decisions which affect trans-people
specifically.?’” As a group, trans-people repre-
sent a diversity of gendered expressions, behav-
iours, presentations and self-identifications.
Those who seek hormonal and surgical assis-
tance and for whom the professionals in this
study are treating are individuals who identify
and attempt to live in a gender category differ-
ent from the sex category that they were
assigned at birth.”® How medical and mental
health workers make decisions presents a
unique case in which to examine whether pro-
viders favour and achieve collaboration with
this population. Exactly, how to approach
trans-people seeking hormonal and surgical
interventions is contested ground because some
in the medical and therapeutic community view
the medical management of trans-people as
inappropriate, unethical® or that it should be



heavily regulated. Even among those most will-
ing to assist, many are ill-prepared or disagree
about how to effectively meet patient
needs.?’*° There is a paucity of formal knowl-
edge or education; much of what providers
know about treating trans-people comes from
their experience with trans-people and from
several documents: the Standards of Care, the
Diagnostic Statistical Manual and the Interna-
tional Classification of Diseases.

The Diagnostic Statistical Manual (DSM), a
document created in the early part of the 20th
century by the American Psychiatric Associa-
tion (APA), is meant to provide diagnostic uni-
formity for professionals.®' Initially, the APA
introduced the DSM as an alternative diagnos-
tic tool to the International Classification of
Disecases (ICD-6), widely used by the rest of
the world, claiming it lacked empirical evi-
dence.** The International Classification of
Discases endorsed by the World Health Orga-
nization is a list of general epidemiological dis-
eases and their management. Despite its initial
rejection of the ICD, the APA chose to collab-
orate with the World Health Organization’s
writing of the next version of the ICD-8 by
creating a section on mental disorders. This
strategic move legitimized psychiatry within
medicine and increased the international influ-
ence of American psychiatry.’!

Developed in 1979 by the Harry Benjamin
International Gender Dysphoria Association
(HBIGDA), the Standards of Care (SOC) are
clinical guidelines outlining minimal standards
for assessing patients’ suitability for hormonal
and sex reassignment. HBIGDA also created
the SOC to protect those who provided such
treatments.®® Building on the ideas of Harry
Benjamin, a German-born, American endocri-
nologist and sexologist, original HBIGDA
members believed that surgeries, rather than
psychoanalysis, were a preferred method of
treatment for transsexuals.’’** Despite chang-
ing the organizations name to the World
Professional  Association of Transgender
Health (WPATH) in 2006, it continues to
reflect a mostly American committee.’! While
previous versions of the SOC were based on
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professional consensus derived from idiosyn-
cratic experiences with trans-people, profes-
sional WPATH members claim that the current
SOC is substantiated by empirical research.*’
What has not changed between various version
is the SOC’s adoption of terminology and diag-
nostic criteria from the DSM and ICD.*' For
example, SOC-6 iterated that gender identity
disorders (GID) are mental disorders, drawing
support from the DSM-IV and the ICD-10.%®
Increasingly, providers believe that GID in the
DSM pathologizes®’ patients, reflects cultural
standards of gender rather than objective
science™ and fails to acknowledge trans-people
who do not experience mental suffering due to
their gender.’®%’

Although historically the SOC drew from
the DSM and ICD, today it has legitimacy and
impacts future revisions to the ICD and
DSM.?® Launched in 2011, the most recent
update to SOC-7 reflects more culturally sensi-
tive language and attempts to better integrate
consumers; the burden shifted from the
patients’ need to prove themselves, to the prac-
titioners’ responsibility to assist patients.
Finally, the new SOC also clarifies that while
being trans is not a disorder, the dysphoria
that some experience can be a disorder. Despite
these changes, the core requirements making
professionals responsible for judging patient
competency and proving patients’ appropriate-
ness for hormones and surgery have remained
largely unaltered. At the time of the interview,
my respondents were working under SOC-6
and DSM-IV-TR diagnoses, especially GID.
Due to the changes in the SOC-7, the recently
released DSM-5 changed Gender Identity Dis-
order to Gender Dysphoria, leading to discus-
sions about the removal of gender identity
from the list of mental health disorders in the
upcoming ICD-11.

Therefore, this project is about medical and
therapeutic U.S. practicing professionals who
assist people who desire to align their bodies
with their felt gender by seeking hormone ther-
apy and/or surgery and who therefore must be
officially diagnosed with gender identity disor-
der. T will specifically focus on the balance of
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power and trust within the medical and thera-
peutic contexts, both of which are necessary
for collaboration to occur. My work has impli-
cations for trans-care specifically and health
care more generally.

Method

Sample

This article stems from a larger study in which
I interviewed a total of 43 people, 23 trans-
identified individuals regarding experiences of
discrimination and harassment and 20 U.S.
practicing medical and mental health profes-
sionals who treat such individuals. I took data
from only the portion of the sample who are
health providers. I drew my professional sam-
ple from the World Professional Association of
Transgender Health (WPATH) member list.
To obtain my sample, I contacted the then
president of WPATH who suggested that I
become a member to access contact informa-
tion for all WPATH members and that I send
an email through the member listserv request-
ing study participation. I sent emails to 60
WPATH members eliciting their assistance.
From this list, only 20 professionals agreed to
participate.

I decided to include both medical and mental
health workers in my sample as trans-people
must navigate both to access transitioning ser-
vices. SOC guidelines compel surgeons and
mental health workers to interact, particularly
due to the letter requirement. Therefore, I
believe it is crucial to interview across disci-
plines so that I can uncover how each makes
sense of treating patients in the light of their
interactions with colleagues. My sample
includes a sex/gender therapist, an infectious
disease specialist, an urologist, an emergency
room physician, two licensed clinical social
workers, two psychiatrists, two primary care
physicians, five clinical psychologists and five
plastic surgeons. Although psychiatrists are
technically medical doctors, I refer to them as
therapists or mental health professionals as
their role is similar to that of other mental
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health professionals when treating trans-people.
I have changed all participants’ names and
indicate only if they are doctors or medical
providers (D) or mental health, or therapeutic
(T) providers. I acquired institutional review
board as required.

Each interview consisted of nine open-ended
questions regarding professionals’ knowledge
of trans-people, decisions in treating trans-
patients, and perspectives on difficult and
rewarding patients. I asked study participants
to describe a recent patient encounter that they
would define as rewarding or difficult and to
describe in detail how they came to this conclu-
sion. It was important that respondents shared
specific details about their treatment decisions
in recent interactions with patients and col-
leagues. When able, I conducted in-person
interviews (n = 10); however, I conducted
phone interviews for those who did not work
in the United States Midwest.

Analysis

I applied grounded theory both in data collec-
tion and analysis. Grounded theory is an emer-
gent method; a process by which I involved
myself with the data, where simultaneously, I
conducted interviews, transcribed previous ones
and continually applied inductive reasoning to
the codes and themes that emerged from the
data.®® Grounded theory moves inductively,
creating theory from the actual experiences of
those being studied. To generate theoretical
assumptions, I combed through the data look-
ing for emerging and repetitive themes, begin-
ning with broad open coding and then
performing narrow, focused coding.** Using
these themes, I inductively built theoretical per-
spectives to organize and explain the data.
While explicating codes, I continually scruti-
nized the data to ensure each point earned its
placement among various themes. Hence, I
essentially performed deductive reasoning, not
in the traditional sense of testing large-scale
theory but rather to confirm that the theory
which emerged from the data was in fact bol-
stered by the data.®®



Study limitations

Very few professionals exist who treat trans-
people with enough regularity to gain useful
data. Using WPATH was the best way of
securing a large enough sample; however, my
sample, similar to the entire professional com-
munity, is quite small, and because they are
all WPATH members, hold similar views
regarding trans-care. Although WPATH is an
international organization, I decided to focus
my study on those medical and mental health
professionals who practise only in the United
States. I believe that to appropriately compare
how providers differ on their treatment
decisions, it would be important to investigate
professionals who operate under similar
systems.

Results

Providers’ perspective on treatment role

When asked how they see their role in the
treatment for trans-identified patients, profes-
sional responses varied:

D1: Our goal is not to be gatekeepers but we do
take the responsibility of irreversibly altering
somebody and from our own ethical perspective
we want to make sure that we are doing the
appropriate thing so it is not done to make peo-
ple jump through unnecessary hoops. It is there
to make sure as best as we can do to do the right
thing for that individual.

While many indicated they did not feel com-
fortable whether a patient was appropriate for
treatment, they did express a sense of responsi-
bility in the decisions patients made. From
their point of view, providers felt the need to
help patients make a good decision:

D6: My job is to provide enough education that
people can make good choices based on sound
understanding of the variable. I give them the
benefit of a thorough education so they feel that
they are making a good choice.

For some, patient competency depends on
the absence of mental health issues:
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T1: The other big change in terms of the gate-
keeper notion...I needed to make a decision
about whether this was the right course of
action...Over the years I’ve come to a very differ-
ent view, which is essentially that if someone
comes into my office and as long as they are
mentally competent to make decisions about
their life...It is their choice as to what they do.

Few providers believed their role was to
definitively decide if a patient had gender iden-
tity disorder; however, many responses like the
one above did show that professionals felt a
level of responsibility in ensuring that patients
were capable, whether equipped with enough
education or mentally healthy enough, to make
their own decisions. The tension that emerges
as professionals attempt to balance the belief
in patient autonomy with professional liability
contributes to various treatment dilemmas.

Treatment dilemmas

Medical and mental health professionals face
dilemmas including the lack of pre-service
knowledge in their training and education as a
doctor/therapist, as well as reduced institu-
tional support with treating trans-patients.

Lack of pre-service knowledge

Almost all respondents indicated that there
was little to no formal acquisition of treatment
knowledge  pertaining to  trans-identified
patients:

T9: No, it [obtaining information specific to
trans-needs] is still additional. To me early on it
seemed like a real gap in the knowledge and
training of a general therapist... nobody [there] is
interested or knowledgeable enough to do it.

TS: If anything it wouldn’t be just trans, it would
be under a GLBT umbrella. Even in GLBT the
T is usually dropped off ...

The absence of education specific to the medi-
cal and therapeutic treatments for trans-people
translates to lack of institutional support.

D10: You can’t make an academic career treat-
ing trans [people] so, the academic institutions

© 2013 John Wiley & Sons Ltd
Health Expectations, 18, pp.1508-1518



Challenges of implementing collaborative models, ] M Dewey

are not really interested in doing that [offering
trans-related programs]..It’s not supported social
policy.

Professionals, and the institutions that
employ them, are ill-prepared and lack sup-
port for meeting the needs of trans-people
when there is a lack of pre-service academic
knowledge. Providers have the challenges of
providing good care, educating themselves on
how to treat trans-people and being perceived
as ethical.

Lack of supported policy

The unsupported concerns and needs of trans-
people cause considerable risk to professionals
who treat them. Most expressed concern about
the possibility of losing their licence:

T8: The medical people...their licenses were on
the line to some extent...And particularly when
trans was not in the mission statement, it meant
that should a doctor prescribe hormones to
somebody and that person for whatever reason
sues the doctor, the board would not be likely to
support that doctor.

Providers who treat trans-people always run
the risk of being perceived as unethical:

D3: Every time I do this (provide hormones to
trans-people) you know my license takes a little
walk onto a precipice because it is not in the
mainstream. If I just put you on hormones do
you think any medical board looking at this...
they would call me a nut!

To address the lack of educational and insti-
tutional support, providers rely on their
patients and draw support from treatment doc-
uments.

Treatment documents

According to the SOC, a mental health profes-
sional must diagnose a patient as having GID
according to guidelines in the DSM or ICD
prior to undergoing hormonal or surgical inter-
ventions. The DSM and the SOC help and
hamper professionals’ ability to treat patients.

DSM. Providers in the United States use the
DSM to diagnose, albeit working around it, to
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effectively treat patients. Although the SOC
require a GID diagnosis, many like this thera-
pist agree that ‘The DSM diagnoses are still
pretty far behind (T1)’ while others acknowl-
edge that diagnosing is elusive since ‘It’s a self-
diagnosis’ (D3). Health workers experienced
tension in diagnosis, for while the DSM
ensures coverage, legitimacy and access to care,
it also creates new dilemmas in accomplishing
medical and therapeutic work. Debates con-
tinue to exist within this small professional
community about GID’s existence in the DSM:

T1: Is this a disorder or not? And the dilemma is
there are advantages to having it labeled as a dis-
order mainly to get treatment covered and there
are disadvantages to not having it called a disor-
der because people don’t like to be told they are
nuts.

Physicians and therapists grapple with hav-
ing to diagnose their patients as doing so
allows them legitimacy yet can also stigmatize
patients:

T3: Well I have to (use DSM diagnoses) in terms
of people want to use their insurance... Now I
will not give anybody a diagnosis of Gender
Identity Disorder. Most of the time it is not cov-
ered by insurance, so most of the time they either
are depressed or anxious. So that way they can
use their insurance, I get paid, and they get their
treatment.

To avoid stigmatization and to ensure that
insurance will cover their medical/therapeutic
services, providers will not diagnose a patient
with GID but with an alternative DSM diag-
nosis.

Although some providers work around a
GID diagnosis, many comments such as this
one reveal the tension providers experience:

DI1: And you learn this isn’t a decision that
someone made an hour ago that they were
trapped in the wrong body you know, and even
to this day we follow international guidelines
because not in the sense of being a gatekeeper so
to speak, but we want to make sure that we are
appropriately identifying individuals in my mind
that would benefit from surgery. It’s still a mat-
ter of making an accurate diagnosis and formu-
lating an appropriate treatment plan.
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Part of identifying appropriate candidates is
also ensuring the absence of other diagnoses:

T4: And then when I say to them ‘okay if I
could wave a magic wand and turn you into a
woman full-time. Would you do that? Cross-
dressers would say, ‘absolutely not. I am totally
fine being a male. I just like [to] dress up and get
off being a woman once in a while.” A transgen-
der person would say, ‘T'll do anything to be my
true gender.” So there is a huge difference there,
and there usually isn’t a sexual link (for those
with GID). If there is, it usually goes away once
they are able to start transitioning.

The DSM currently distinguishes between
GID and Transvestic Fetishism, where in the
former, there is the absence of sexual gratifica-
tion in the diagnostic criteria. Another require-
ment for a GID diagnosis is the experience of
being in the wrong body from an early point in
life. This specification compels professionals to
ensure a patient does not have another DSM
diagnoses that appears to be GID:

D1: We asked the individual to see the psycholo-
gist who was quite convinced that the person
had body dysmorphic disorder as opposed to
gender identity disorder...sort of a recent shift
not the life-long sense of being trapped in the
wrong body

Fear in losing one’s licence constrains many
health providers to use the DSM.

D10: I'm not worried about a true trans suing
me because they really do better when they have
the orchiectomies [removal of the testes for natal
males transitioning to female, reduces testoster-
one]. That’s a sign that they were a true trans.
That’s why I sit on the psychological evaluation.
I want to make sure this is a true trans and not
somebody who is confused or has some psychosis
or something else going on.

As indicated, many providers use the DSM
to best treat their patient and protect them-
selves. When patients do not present in ways
aligned with GID criteria, professionals ques-
tion if perhaps another diagnosis is more suit-
able. Even when initial patient presentation did
conflict with GID criteria, professional respon-
dents felt their diagnostic decision was war-
ranted after providing the associated treatment.
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In other words, changes witnessed after provid-
ing hormones and surgery became the proof
that justified the diagnosis. How rigidly or flu-
idly one administers transitioning treatment
expected with a GID diagnosis is outlined in
the Standards of Care.

SOC. The SOC are intended to be a tool to
assist professionals in the medical and hor-
monal management of trans-patients. The SOC
state that it is meant to be used fluidly; how-
ever, one could also deduce a more structured
expectation in the process by which patients
should transition. For example, the SOC-6 sup-
ports that patients must first be diagnosed as
having gender identity disorder by a mental
health professional who is trained with the
DSM-IV and/or ICD-10 criteria prior to
receiving hormones or surgery. The SOC-6 also
requires and that one must live, at some point,
in the chosen gender before accessing gender
confirmation surgery and that for some, the
real-life-experience may be required prior to
receiving hormones. For some, there is a fine
line in how to use the SOC. Some providers
perceived those who strictly followed the
SOC without consideration on how to fluidly
apply it to their patients as not providing good
care:

D7: 1 think a lot of providers use standards of
care as kind of their little crutch, or their handi-
cap thing. Like they fall back on it...instead of it
being used as a tool to provide good care, they
use it (SOC guidelines) as a foundation and if
that crumbles, you know, nothing else is really
their fault.

Some health workers also felt that those who
fail to apply SOC guidelines were not provid-
ing good care:

DS: A person who had previously been to some-
one that did not follow SOC and was butch-
ered...This surgeon did it with no questions
asked.

Despite the varying views on how to imple-
ment the SOC in patient treatment, profession-
als often worked around SOC guidelines to
meet patient needs:
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T4: So often time I will just go ahead, I will
write a letter for them so they can go ahead and
start hormones...I don’t think I should be the
one to get in their face and say you have to start
living full-time right now today for the next three
months before we start giving you hormones.

Although I found many examples of how
health workers work around the SOC, often
providers would rely on the SOC when they
were not comfortable in meeting patient
requests:

D3: In other words they thought I was just hand-
ing out hormones. Doctor feel-good. I went [to
patient] ‘I know you are transgendered but there
are a lot of steps that you have to go through
before we can say you need hormones’.

Regardless of idiosyncratic applications of
the SOC, most relied at least minimally on
them to reduce liability, as one therapist com-
mented, ‘It is not mandatory to use the SOC,
but it protects me in a court of law’. The DSM
and SOC provide ways of treating and reduce
some of the risk in treating. However, they also
create new dilemmas when providers must
work around them to effectively treat, or when
inconsistent comprehension and applicability
create tension. These issues further the need
for doctors and therapists to establish good
relationships with their patients.

Reliance on patients

Medical and mental health professionals often
found that they had to rely on their patients
for effective treatment. In the light of the
dilemmas already introduced, health workers
stressed the importance of building quality
relationships with their patients:

D6: Nobody cares about the relationship between
the doctor and the patient when everything goes
perfectly. The time that the relationship between
the doctor and the patient is so critical is when
things don’t go perfectly. And that happens.

Establishing a trusting relationship is crucial
in providing treatments:

D3: That is going to happen pretty fast for
you...[we will] talk about what your life has been

© 2013 John Wiley & Sons Ltd
Health Expectations, 18, pp.1508-1518

and then I can feel comfortable and you can feel
comfortable doing this. And then we can trust
each other.

One dilemma in having to rely on patients to
treat, is the possibility that they may feel com-
pelled to present their concerns within the fra-
mework and expectations outlined in the DSM
and/or SOC:

T1: Yes and well I can’t blame them. They are
creating a story of themselves that they believe
fits with the identity. They read the literature and
they knew back then if they said that they were
aroused or used to cross dress as a kid in adoles-
cence then they might not get surgery.

Even though the documents improved, they
still present a narrow understanding of gender
and dichotomous interpretation of trans-iden-
tity (e.g. either one is surgery-worthy or not,
one is mentally ill or not). For example, the
SOC indicates that while the ‘presence of psy-
chiatric co-morbidities does not necessarily pre-
clude hormonal and surgical treatment...(it)
may delay or preclude the use of either treat-

ment’.®

T3: And so fairly soon we will have to start
working on her (patient) surgery letter and she
said ‘Sometimes I'm really paranoid that people
are reading me... it really pisses me off...” and
then she just kind of stopped and said, “Well you
know it is not that bad’. [She was assuming that
I thought] That she was walking around way to
paranoid and had not gotten to a place inside
where she was mentally healthy enough to go
through SRS.

Health workers’ ability to treat patients and
their attempt to accomplish good medical/ther-
apeutic work is compromised when patients
feel compelled to present in potentially inau-
thentic ways:

T9: It seems like in some ways it is a sham. In
other words the person sitting with me is there to
basically convince me that this is a good idea
and there are no problems and I only know what
people tell me and so it is not particularly mean-
ingful...

Without initial trust, providers remind
patients that to access the services they want,
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they will have to adhere to a process with
which the professional feels most at ease, as
this physician makes clear after telling a patient
the process he will need to adhere to as out-
lined in the SOC: ‘I'm it. Tag, I'm it’. (D3)
When they cannot achieve trust, providers
always have the ability to deny treatment: ‘I’ve
turned people down because I don’t like them.
I think that you have more expectations than I
can deliver’ (D6).

Discussion

This study shares and builds upon some of the
same challenges faced by medical and thera-
peutic providers that have been discussed in
existing literature pertaining to decision mak-
ing. This article advances our knowledge about
elements of treatment that impede and assist
on collaboration during the medical/therapeu-
tic encounter. As indicated in the literature,
trust and shared power between provider and
patient allow for true collaboration. However,
as the data show, the lack of formal knowl-
edge, institutional support, and an inconsistent
understanding and application of the DSM
and SOC creates considerable professional risk
for those who provide services, especially if
professionals perceive a sense of reprisal or
that their licence may be revoked. The above-
mentioned factors related to risk make a trust-
ing relationship between patient and provider
crucial, yet difficult to achieve. High risk and
the lack of trust tilts power into the hands of
the professional as denying or delaying treat-
ment is always a viable option. This fact com-
pels patients to present their gender concerns
in ways aligned with existing documents to get
the treatments they need, thereby adding to the
difficulty in establishing a trusting relationship.
Moreover, the aforementioned risk
pounded with health insurance requirement for
DSM diagnoses, compels professionals to work
within existing documents, and hence, further
encourages patients to present in a manner
consistent with current DSM and SOC defini-
tions and guidelines. Therefore, essentially,
each must learn to ‘work the system’, which

com-
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diminishes trust between professional and
patient and reduces clinicians to mere gate-
keepers.

This creates a perpetual cycle of legitimizing
outdated knowledge that limits professional
ability to assist patients. The documents and
the process meant to assist both the profes-
sional and the patient actually make establish-
ing trust difficult by tilting power to the
providers, thereby impeding on the develop-
ment of positive professional-patient relation-
ship, making true collaboration difficult to
achieve.

The first step to realize true collaboration,
balance power, and create the atmosphere for
trust to develop, we must first address the
inconsistencies evident in the diagnosis and
treatment for trans-people. When documents
are unclear and institutional support is lacking,
insurance companies rather than treating pro-
fessionals set the rules for how patients and
professionals will interact. Future investigation
must include how the recent release of the
SOC-7 and DSM-5, and the upcoming revi-
sions to the ICD will impact the medical-thera-
peutic relationship. SOC-7 language claims
that treatment decisions are ‘first and foremost
the patients’.** However, before administering
hormones, providers must ensure that patients
have the ‘capacity to make a fully informed
decision’ and have a well-documented history
of gender dysphoria.** Recent shifts meant to
depathologize, increase patient competency and
reduce gatekeeping functions may prove super-
ficial and not impact the actual practices of
providers, especially because the requirements
placed upon them to diagnose and provide
treatments as well as the liability in treating
such patients have remained mostly unchanged.
These minimum requirements may reproduce
the above-mentioned dynamics that limit the
establishment of trust by keeping professionals
in a gatekeeping role with the task of evaluat-
ing patient competency. Additionally, requiring
proof as to the existence of dysphoria prior to
accessing treatments further forces patients to
present a particular narrative which may not
reflect their identity or relationship they have
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with gender; in other words, the requirement
of being ‘dysphoric’ would mean that patients
would have to feel uncomfortable with their
gender prior to accessing hormones and sur-
gery, which is certainly not what all experience.
Researchers should focus on whether the
change in language is enough to impact the
subjective views of clinicians or if the core
treatment requirements of the SOC, especially
the need for a diagnosis based on ICD or
DSM criteria, will thwart practitioners’ ability
to establish trust and build a collaborative rela-
tionship with their patients. Finally, as framing
these issues as medical vs. mental health con-
cerns greatly impacts definition of problems
and treatment for patients, more research
should focus on health workers outside the
United States who rely on ICD criteria.
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