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Abstract
A joint authorship between two Canadian health organizations (Sherbourne Health Centre and St. Michael’s Hospital), the authors present a collaborative preparedness and informed consent model, offering guidelines to assess transsexual/transgender (aka trans) clients/patients for readiness for hormone therapy, and counselling support (as indicated) throughout the gender transitioning process.  

These guidelines reference several recently-revised standards: the World Professional Association for Transgender Health (WPATH)’s 2011 Standards of Care for the Health of Transsexual, Transgender, and Gender Nonconforming People (7th version), Sherbourne Health Centre (SHC)’s 2009/2015 Guidelines and Protocols for Hormone Therapy and Primary Health Care for Trans Clients, the Canadian Professional Association for Transgender Health (CPATH)’s 2006 “Counseling and mental health care for transgender adults and loved ones.” In W.O. Bockting & J.M. Goldberg (Eds.). Guidelines for Transgender Care. International Journal of Transgenderism, Vol. 9, Nos. 3-4, and revised criteria for “gender dysphoria” in the American Psychiatric Association (APA)’s 2013 Diagnostic and statistical manual of mental disorders (5th edition) (DSM-5). 
Progressive in nature, this paper aims to balance the gatekeeping function of the assessor and also the preparedness piece (readiness criterion) with that of the candidate’s need to improve accessibility to equitable treatment and to have needless barriers to access either removed or effective assistance provided to overcome same. 
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Introduction
Building on the initial version of Sherbourne Health Centre’s 2009 Guidelines and Protocols for Comprehensive Primary Health Care for Trans Clients (revised in 2015: www.rainbowhealthontario.on.ca/), which are followed by many clinicians in Ontario and across Canada, this paper specifically addresses the mental health aspects of hormone therapy readiness assessment, as well as recommendations for effective counselling or therapeutic support prior to, during and/or following gender transition, as indicated.
The writers are aware that not every person who wishes to transition desires cross-sex hormones to aid in this process, however, these guidelines specifically address readiness to access hormone therapy as part of the transitioning process for those candidates1 who choose this intervention.  It is part of our responsibility, as assessors, to inform individuals that transition can also occur without medical intervention (i.e., physical presentation by means of clothing and hairstyle, name change, voice change, beard removal, etc.).  There are a number of psychoeducational peer-support groups in Toronto/Ontario/Canada which provide a safe space to further explore these alternatives, such as “Gender Journeys.”2  

We are assuming that most readers have a basic understanding of trans issues and concerns on a broader level, but also encourage those clinicians who are new to the field of trans care to seek out such essential knowledge as relevant terminology (beyond the DSM-5) by consulting the references provided at the end of the paper, especially Williams, A.R. (2009).  These guidelines specifically aim to consolidate our processes as hormone therapy readiness assessors by putting forth two fundamental precepts as contained in our patient/client (candidate)-centered “Collaborative Preparedness and Informed Consent Model.”

Firstly, we believe in a treatment approach which focuses on both informed consent and readiness.  “Readiness,” in our terminology, means psychosocial preparedness (Bockting, Knudson, & Goldberg, 2006).  Such “proper preparation” will involve the formulation of an action plan to help the candidate successfully transition to the identified gender, as well as the development and application of the practical skills and strategies needed to successfully navigate familial, social, communal, educational and vocational situations.  Further, readiness implies possessing the necessary knowledge and understanding to make an informed decision about cross-sex hormones and/or overall gender transitioning.  The writers thereby endorse a process which informs, educates, guides, supports and ideally ensures that each candidate is aware of all of the aspects of transitioning, with the goal that each individual candidate will pursue the best treatment path. 

Secondly, we are striving to make this process as accessible and streamlined as possible to help build capacity, given the scarcity of clinical resources.  This would allow physicians, physicians-in-training, nurse practitioners, nurses and other health care providers trained in this process to directly assess readiness for hormones without referring to a mental health practitioner, unless otherwise indicated (i.e., severe mental health or psychosocial issues, complexity or questionability around hormone therapy as an appropriate treatment choice).  We encourage assessors to nurture and create a network of health care practitioners who are interested in trans care.   
These guidelines are written as an attempt to provide transparency and consistency to the process of assessing readiness for hormone treatment.  The particular process involved in hormone therapy readiness assessment can be a controversial one given that, as assessors, we are often seen to be “gatekeepers.”  We are striving, therefore, with these guidelines, to shift the dynamic from gatekeeper to “collaborator” or (as much as possible), to “gate opener”3 in the assessment process.  Our goal is to make the readiness assessment process as empowering as possible for the candidate, and to support each person throughout their unique transition, while ensuring that they are mentally and emotionally prepared for the particular changes and challenges that transition will bring.  This is a departure from an exclusively gatekeeping role.  It is important, however, that we, as care providers, acknowledge the power differential that exists between the candidate and ourselves, and this is particularly true for prescribing health care professionals.  It is this power inequity that can create challenges for both the candidate and the (assessing) provider.  Moreover, as regulated health professionals, we are also accountable to our respective professional licensing bodies.

Assessment for hormone therapy readiness is a practice which exists to ensure that individuals are getting the support and guidance needed to help them become informed and prepare for the gender transition.  We propose a model which incorporates as much self-determinism as possible, while ensuring that a person is able to explore barriers to successful transition.  As assessors, our responsibility is to ensure that each candidate has maximum knowledge about what transitioning will individually mean for them, the capacity to understand potential consequences (including full or partial irreversibility of some ensuing secondary sex characteristics), as well as the physical, emotional and social stability required to facilitate the candidate to make a sound decision, based on clear judgement, towards achieving their desired goal.  This means that we must assess for any mental health issues or problematic substance use that could impede one’s ability to be adequately prepared (including a comprehensive understanding of the full implications of a gender transition, medically as well as psychologically and socially).  This is what we mean by “confounding variables” or “contraindications” to transitioning.
Evolution of Gender Identification and Presentation
The writers acknowledge and honour the changing nature of gender identification (identity) and presentation (role).  Gender identity and gender role are unique to each person.  Given that one’s identity is internally defined, it does not necessarily have to comply with society’s normative standards of appearance and expression.  Understanding of gender identification and expression has moved beyond the gender binary paradigm.  Binary conceptions of gender (i.e., male/female) do not reflect the experiences of many people, for example, genderqueer4 (aka gender neutral or gender non-binary) individuals who tend to negotiate the world with a much more fluid concept of gender, locating themselves on a diverse continuum of gender identification/ presentation.  We recognize the right of each individual to choose how their outward expression of gender (aka “gender role”) will be negotiated with their internal feelings (“gender identity”).  If the candidate is ready to initiate their gender transition, but presents in a manner which does not fully conform to societal expectations of masculinity or femininity, we do not believe this should impede access to hormonal treatment insofar as we do not regard non-binary gender identification/presentation to be contraindicative to a goal to transition to one’s identified gender.  Our fundamental role is to clearly identify the existence of “gender dysphoria” (“GD”) (aka gender distress) and to explore any variables (e.g., alienation, isolation, life skill deficits, internalized transphobia) which may impede success (i.e., a satisfactory transition to the desired gender and effective psychological and social integration) for that particular person.  We are committed to an approach which focuses on a person’s knowledge of gender transition and an understanding of the potential implications of such a transition on their personal life journey. 
Since the WPATH Standards of Care first came out in 1979, there have been several sociocultural shifts in gender identification and presentation, and some of these shifts have been reflected in the standards up until and into the newest edition (version 7, 2011).  More and more trans people are expressing themselves in more “gender fluid” ways, rather than being constricted by society’s binary gender constructs.  Gender identity (internal) and gender role (external) are unique manifestations of each person and we are committed to honouring each individual’s gender expression.  This conflicted with the former classification of “Gender Identity Disorder” (“GID”), as cited in the 2000 Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM-IV) (published by the American Psychiatric Association), which adhered to the parameters of society’s binary gender norms.  In our opinion, such a conceptualization is anachronistic when applied to a society in which gender roles and gender presentation have gradually become more fluid over time and across cultures.  As a result of these sociological changes with respect to gender, our clinical recommendation in terms of eligibility for hormone therapy is, as previously stated, the existence of gender dysphoria (i.e., a persisting sense of acute discomfort with one’s birth-assigned physical gender as typically experienced by transsexual and transgender people) as experienced by the candidate, whether or not they adhere to societal gender binary norms, which is a departure from the now-defunct GID diagnosis.  The new diagnostic term, “Gender Dysphoria” (“GD”), supersedes that of “GID,” as listed in the recent DSM-5 (American Psychiatric Association, 2013)5.  To reiterate, the existence of gender distress is the critical factor, rather than the outward expression (presentation and social role) of one’s identified gender.

Historically, a diagnosis of GID, in addition to a three-month requirement of living full-time in the preferred gender role (previously called the “Real Life Experience” and re-named the “Gender Role Experience,” per the WPATH Standards of Care [7th version]), were required criteria for eligibility for hormone therapy.  Presently, per the 2011 WPATH SOC, these are no longer pre-requisites for hormone therapy.  It is important to note, however, that not all assessors for hormone therapy readiness will adhere to these new WPATH standards, nonetheless, we strongly encourage assessors to follow these progressive standards, which are endorsed by a worldwide community of respected health care professionals as well as many trans community members.  

Our goal, with these guidelines, is to move away from the “hoop-jumping process,” which has often occurred as a result of the gatekeeping role of the assessor, and has adversely impacted trans people, who have often felt as if barriers were put up which did not validate their personal narrative, and thereby, failed to facilitate their self-actualization.  As societal roles and personal expressions are becoming more gender fluid, an expectation that the male-to-female transitioning individual must appear in a skirt and heels to show her desire for a gender transition is not realistic (moreover, many trans women are presenting as either “tomboys” or “butch lesbians;” similarly, a number of trans men are presenting as androgynous or even as “femmy” gay men).    We also recognize a substantial shift from the former DSM-IV (2000) insofar as one can identify as female, yet have no desire to physically present as female in the world, and vice versa, for male-identifying individuals.  Please note, however, the new DSM-5 (APA, 2013) has somewhat modified the former definition of Gender Dysphoria by adding the significant phrase “(or some alternative gender different from one’s assigned gender),” [our italics and underlining] into the overall phrase describing one of the criteria: “A strong desire to be of the other gender…,” thus allowing for some explicitly stated flexibility in terms of gender fluidity and gender distress.  We laud this clinical expansion of the criteria for GD.  

It is important that we move the focus away from “how” the person presents to “why” the person presents in the way they do.  If an individual states they are waiting to experience the effects of estrogen before fully appearing in women’s clothing in their workplace/school/community, this is a viable reason to hold off on presenting publicly.  Other trans women may be waiting until enough facial hair has been removed.  The male-to-female transitioning individual is more likely to be called upon to undergo the gender role experience than her female-to-male counterpart.  Our role as assessors is to ensure that an individual is making an informed choice around external presentation and further, to ensure that this is not in any way representative of ambivalence towards transitioning.  We do not utilize the gender role experience as the ultimate test, but do feel it should be explored so as to determine how gender expression (external) fits into the candidate’s gender identity (internal), and what the reasons are for choosing their particular expression to present to the world. 

In short, we believe the key parts to any sound assessment are: identification of gender dysphoria (distress), readiness (preparedness) and informed consent.  We also wish to be cognizant of any co-existing severe mental health and problematic substance use issues, any differential diagnoses, and (as applicable to medical assessors), any physical health contraindications.
Clarification of the Process from Start to Finish
We have chosen the term “tasks” to depart from the emphasis on number of office visits, which often misleads candidates to assume a process that may or may not fit into a certain number of visits.  We wish to be as transparent as possible in terms of the various steps necessary prior to a physician or nurse practitioner being able to prescribe hormones.  The prescription of any medication (including sex hormones) requires responsible discernment to ensure proper standards are met for the safety of the candidate.  Version 7 of WPATH’s Standards of Care (2011), states: “It is important for mental health professionals to recognize that decisions about hormones are first and foremost the candidate’s decisions – as are all decisions regarding health care.  However, mental health professionals have a responsibility to encourage, guide, and assist candidates in making fully informed decisions and becoming adequately prepared.” (WPATH, 2011, p. 25).  Hormones bring about substantial physical changes which are potentially life-altering.  Additionally, testosterone is a controlled substance in Canada and many other countries.  Given this fact, many assessors are uncomfortable with such a critical responsibility, and as a result, we do not have enough physicians, nurse practitioners and mental health practitioners to conduct hormone therapy readiness assessments.
One of our aims is to outline a straightforward process that covers what we believe to be the most important issues we have encountered in our assessments, so that other assessors are less likely to find this task daunting.  Further, we wish to explicate many of the clinical challenges involved in this task and to articulate our clinical rationale as to how we make decisions.  Assessors and clinicians are encouraged to build their knowledge base and develop their clinical expertise on an ongoing basis to better support their trans clients/patients by accessing various available resources (e.g., SHC’s 2015 Guidelines, WPATH’s 2011 Standards of Care), participating in trans-focussed training modules and mentorship programs (e.g., Rainbow Health Ontario’s Trans Health Connection: www.rainbowhealthontario.ca/), and forming networks of interdisciplinary transpositive practitioners for the purpose of consultation and professional development around all aspects of trans care, including hormone therapy readiness assessment.  Membership in a network of community-based practitioners is also available.  We also wish to remind both assessors and candidates that we are focussed, in these guidelines, on the assessment of readiness for hormone therapy, but also acknowledge that there is more than one pathway in terms of gender transitioning, which might or might not include hormone therapy, such as non-medical, psychosocial ways to express one’s gender identity.
Finally, and perhaps most importantly, we want to provide care and support for those individuals who may need that extra bit of help in coming to a conclusion about their own gender identity, or with respect to their emotional and social stability in terms of effective decision-making.  We want to keep the door open for anyone experiencing gender dysphoria and an attendant need to transition to the desired gender, which also requires assistance and support to do so.  We recognize that this necessitates more mental health practitioners (as a critical support to physicians) to perform this function, and we hope that, in time, additional resources will be forthcoming across Ontario and Canada-wide.  We further strive to ensure that the entire process feels as safe and positive an experience as we can make it, and hope that all of our candidates will be sufficiently open to discuss their particular concerns.  

Assessment Considerations – Assessor Task List
The task list of the assessing clinician (presented in the table below) are enumerated here to facilitate the overall clinical assessment by offering a structural framework, which contains a detailed description of each of the six dedicated tasks.  Specified tasks can be undertaken either one at a time or concurrently, as indicated.
Table 1: Assessor Task List
	Task
	Description

	1: Identify the Existence of Gender Dysphoria and Rule Out any Differential 
Diagnoses
	Candidates who present with a non-binary gender self-concept (e.g., genderqueer) did not fit into the former (2000) DSM-IV’s strict diagnostic classification of masculine/feminine, however, the recent DSM-5 (2013) does allow for more gender fluidity (at least for adolescents and adults).  It is incumbent on the assessor to employ their skills to identify the existence of persisting and intense gender dysphoria.  This can be a challenging task because there is no objective way to measure whether the clinical threshold for gender distress has been met.  Therefore, proper evaluation requires holistic exploration, looking at the “bigger picture” of the candidate’s overall situation (i.e., historical gender identification and feelings of dysphoria, current gender distress, sexual orientation and any related concerns, immediate needs and future life goals).  An effective tool for this purpose is Table 2: “Areas of Inquiry: Questions to Help Assess Hormone Therapy Readiness,” included in the section immediately below, “Identification of Gender Dysphoria and Presenting Issues.”  (See also the section further below: “A Note on the Complexity of Assessing Gender Dysphoria”).

A psychiatric opinion might be necessary to rule out any co-existing serious mental health conditions or specific problematic substance use which might confound the diagnosis of gender dysphoria, or otherwise compromise informed consent (Pathway E or F).  Examples of such differential diagnoses might include active psychosis, thought disorders (delusions, paranoia), schizophrenia, severe dissociation, uncontrolled bipolar disorder, excessive compulsivity, drug-induced psychosis or internalized homophobia (where the person is really gay, lesbian or bisexual but believes that being homosexual is “wrong” or that it is preferable to be heterosexual to fulfill family or societal expectations).  Of course, where certain Axis I diagnoses are currently stable, adequately managed, regularly monitored and do not impede the ability to give informed consent (and where gender dysphoria is also present, persisting and intense), these disorders do not necessarily preclude hormone therapy as the treatment of choice.    

	2. Identify any 

Co-Existing Mental Health Issues, Problematic Substance Use and/or Medical Contraindications
	In addition to the differential psychiatric diagnoses cited above, the assessor should further identify whether any other mental health issues and/or problematic substance use is present because this baseline (clinical profile) will help determine the appropriate pathway(s) for each particular candidate.

Additional psychological issues might include depression, anxiety, poor self-esteem and/or internalized transphobia.  Manifestations of major depression, extreme anxiety or self-hatred can sometimes affect one’s ability to fully comprehend the multiple challenges and potential repercussions of such a life-altering event as gender transitioning, and could, in certain cases, impede the readiness criterion (Task #4).  Personality disorders, such as Borderline Personality Disorder (which is prevalent in many complex trauma survivors) and others (Axis II, per the DSM-5, 2013) are not necessarily a contraindication in terms of either eligibility or readiness, as long as the candidate is working on these issues with a mental health professional and  these do not prevent their ability to provide informed consent.  
If the assessor is a physician or nurse practitioner with behavioural health training and experience, they might opt to manage any identified mental health issues themselves, or alternatively, make a referral to a psychiatrist or psychologist.  

The assessor must also take into consideration that some mental health conditions are a direct result of the transitioning person’s desire to transition without having had the support or resources to do so.  Often, an individual might feel depressed or suicidal simply due to the fact of being in the “wrong” (non-identified) biological gender.  The assessor must determine how transitioning could impact the candidate’s current mental health condition, and clearly acknowledge that this might improve by means of the transitioning process.

Additionally, as a separate sub-task, the physician or nurse practitioner must also assess for and manage any co-existing medical (physical health) conditions, and determine if any of these are contraindicative to hormone therapy.  Should such a task fall outside of their knowledge base or clinical comfort level, it is their responsibility to seek out clinical consultation and/or make a referral to the appropriate medical specialist(s).
As a way to break down barriers to accessible trans care, we urge medical and nurse practitioners to balance the candidate’s need to access hormone therapy in a timely manner (so as not to exacerbate prolonged distress and increase the risk for potential suicidality) with that of the practitioner’s felt need to arbitrarily refer everyone to endocrinology (or psychiatry).  Often the wait to see a medical specialist can take from 3-9 months, which can seem intolerable to a trans person anxious to finally become their authentic self and present to the world in their desired physical manifestation.  Of course, for a minority of trans people, an endocrinological (or psychiatric) referral is likely warranted, as in those more complex cases where an endocrine expert is required to identify and treat specific internal problems, or a psychiatrist to diagnose and treat Axis I clinical disorders.  For the less complex cases (no red flags), however, please consider a harm-reduction, fast-tracking approach throughout the assessment period (Sherbourne Health Centre, 2015: p. 11).  

See also Task #4 below in terms of assessing for readiness, with a view towards clinical discretion around balancing the management of co-existing mental health issues with the potential for fast-tracking hormone therapy for those pre-transitional candidates specifically at high risk for suicide if they are denied access to hormones. 

	3: Determine Eligibility
	The WPATH Standards of Care (version 7) do not distinguish between eligibility and readiness in the same way that we are presenting these criteria within these guidelines.  We consider our delineation to be important given that one can present with some manifestation of gender distress but this might only be temporary, situational, or confounded by other non trans-specific variables (e.g., an overall sense of self-alienation or unstable personal identity, a confused or conflicted sexual orientation identity, an insecure gender identity/role in terms of “not being male or female enough [and perhaps somewhat gender non-binary but not trans or dysphoric enough to warrant a physical transformation, but perhaps a non-medical social one],” a male crossdresser who does not genuinely identify as a woman, a mid-life crisis, etc.), rather than persisting and intense gender dysphoria and/or a consistent cross-gender identity over a lifetime or a substantial time period.  Additionally, a gender-distressed trans person might not have adequately explored all the implications of transitioning on their life in terms of deciding if this specific solution would be the best fit for them in particular.
We also find it more effective, in terms of government health insurance regulations (e.g., OHIP), to assess for eligibility and readiness as separate criteria, given that a harm-reduction approach recommending hormonal intervention might not satisfy the eligibility and/or the readiness criteria for sex-reassignment surgery (SRS) (per the CAMH Gender Identity Clinic, following the still binary DSM-5 classifications for Gender Dysphoria) in the event that the hormonal candidate should subsequently decide to pursue SRS as an insured government health benefit.  

We further consider it critical to delineate eligibility as well as readiness to provide transparency in terms of the overall assessment process and recommended treatment plan.  Candidates must know exactly what is needed, firstly, to be eligible, and secondly, to be(come) ready.  

In our schema, candidates should know exactly what might exclude (the eligibility criterion) or impede (the readiness criterion) the initiation of hormone therapy.  If the candidate has a physical health contraindication, for example, this will be explained to them and hopefully collaboratively worked through (e.g., a complied with imperative to quit smoking), but might still render them ineligible depending on the specific condition (e.g., an auto-immune deficiency disease, such as Lupus).  
If the candidate is deemed ineligible for hormone therapy, referral to a mental health practitioner for counselling is recommended to explore other means of transitioning (i.e., non-medical, psychosocial ways of expressing one’s identified gender and finding a viable way to belong in the world).  Alternatively, the assessing clinician could help the candidate to find other effective ways to cope with gender dysphoria (e.g., crossdressing privately at home, connecting to other trans people online or in person for needed peer-support).  
An individual might not be eligible for hormone therapy for one or more reasons outlined in this paper.  It is important to note that mental health concerns do not, in and of themselves, preclude eligibility, but it is at the same time critical to address concerns that might confound a diagnosis of gender dysphoria.  Further, if a diagnosis of gender dysphoria is not assigned by the assessor, a detailed rationale should be discussed with the candidate, who should then be referred to a psychiatrist for further evaluation and treatment.

	4. Determine Readiness (Preparedness)

	The assessor must determine whether the candidate fulfills the readiness criterion (including the identification of any specific issues which might adversely impact the transitioning process), given that this informs the subsequent tasks of devising a treatment plan and of obtaining the candidate’s consent.  If the latter is not aware of and prepared for any potential consequences which might occur as a result of the gender transition, it is difficult for them to knowingly consent (i.e., give a considered decision employing good judgement based on all of the variables and possible outcomes).  This multifactorial examination is one of the critical components involved in assessing readiness (“preparedness”).  We purposefully embrace this latter term inasmuch as “being ready” explicitly calls for proper preparation.  The assessor is responsible for ensuring that the candidate is fully prepared to navigate the gender transitioning process and negotiate the world (replete with its “genderism” and societal transphobia) with the resources at hand.  (Refer to Table 2: “Areas of Inquiry: Questions to Help Assess Hormone Therapy Readiness”).  
To summarize the overall assessment process, the assessor’s responsibilities are:

· To clarify each candidate’s specific goals.  What outcomes (benefits) is the candidate looking for?  Explore the range of possibilities for gender transitioning and their implications.

· To help the candidate formulate realistic expectations.  Are the anticipated outcomes in keeping with the potential medical effects of hormone therapy?

· To assist the candidate in preparing effective strategies to meet potential challenges towards positive outcomes of transitioning: family, relationships, school, work, community, psychosocial and financial impacts, and adequate supports.

· To aid the candidate to put in place an effective plan for transitioning.  Do they need help to form a plan for transitioning at home, school, on the job or in the community?  Do they want a legal name change?  Does a family member need to be brought in to talk with a medical or mental health practitioner?

· To provide information regarding a range of options for gender identity expression, which include both medical interventions (i.e., hormones, surgery), as well as non-medical alternatives (psychosocial presentation, including clothing, hairstyle, vocal expression, electrolysis/laser therapy, etc.).

· If there is compelling evidence that the risk for suicidality is high for a particular candidate if they were to be denied hormone therapy in a timely manner (Bauer et al, 2013), this immanent risk must be carefully weighed against the alternative risk for a potentially poor mental health outcome if the candidate is not yet fully prepared to meet the world as their identified gender.  This type of risk assessment invokes the harm-reduction model and can be effectively built into the collaborative contractual relationship between the candidate and  the assessing or treating practitioner.  Essentially, this means recommending a fast-tracking approach to hormone therapy (Sherbourne Health Centre, 2015: p. 11), while also obtaining a concomitant commitment from the candidate to actively participate in fulfilling the readiness criterion by becoming more prepared, over time, to maximize the likelihood of their anticipated positive outcomes (i.e., the ameliorization of gender dysphoria, as well as mental health issues, such as depression, anxiety, problematic substance use, self-harm, suicidality, etc.).  

	5. Outline the Treatment Plan (select designated candidate

pathway(s))
	The assessor must make a clear recommendation as to whether hormone therapy should be prescribed and should also assign the candidate to the appropriate pathway(s) (see Table 3: “Candidate Pathways” further below).  Similar to streaming in schools (i.e., enriched, regular or remedial streams), this medical streamlining of dedicated pathways is a candidate-centred strategy designed to help each unique individual to meet their particular desired treatment goals (e.g., physical transitioning - by means of hormone therapy, as well as effective psychosocial transitioning) as efficaciously as possible without compromising an otherwise comprehensive evaluation process.  
Referencing the readiness criterion, a collaborative treatment plan should be devised calling for mutual compliance between the candidate, the clinical assessor and the eventual treating professional (if different from the assessor).  The candidate must have a clear understanding of the reasons informing the assessor’s decision whether or not to initiate hormone therapy, and the candidate should have conjoint control over the process insofar as they are able to complete the medically-assigned tasks (e.g., to quit smoking or to first attend a trans-focussed psychoeducational group, such as Gender Journeys).  There will be a very small percentage of people who might not be capable of such control (e.g., persons with an unmanaged delusional disorder), but even in such extreme cases, the practitioner(s) is (are) urged to do as much as possible to help resolve any impediments to hormonal treatment.

Note: Only Pathway A does not require a mental health practitioner involved in the assessment process.  Pathways B, C and D indicate input from a mental health professional but they do not need to be a psychiatrist or psychologist.  Pathways E and F necessitate referral to a psychiatrist for further evaluation and treatment. 

	6: Obtain Informed Consent 
	Informed consent is integrally tied to the readiness criterion (Task #4) insofar as the candidate must understand and accept the potential physical, mental, emotional and social impacts of transitioning (including possible loss of family, friends or ethnoracial or faith communities), as well as the proposed treatment plan, including the selected pathway(s) (Task #5).  
The candidate must be 18 years of age or older to provide written medical consent without parental approval unless they are an “emancipated minor,” or alternatively, if the prescribing physician or nurse practitioner deems this intervention to be in the best interest of an under-age individual as long as this is seen to cause no harm to their health or well-being.   

The process of obtaining informed consent entails full exploration of potential risks and negative side effects around ingesting hormones.  (See: Sherbourne Health Centre, 2015: “Consent Form for Feminizing Hormone Therapy” [Appendix K], “Consent Form for Progestin Therapy” [Appendix L], and “Consent Form for Masculinizing Hormone Therapy” [Appendix M]).  A non-medical assessor would explore how physical changes might affect the candidate’s sense of self and being-in-the-world.  A medical assessor would explore the medical and the psychosocial impacts of transitioning.  As well, the physician or nurse practitioner must receive confirmation from the candidate that they will agree to take prescribed hormones in a responsible manner and undergo regular monitoring (blood work).


Identification of Gender Dysphoria and Presenting Issues

Hormone therapy readiness assessment is meant to evaluate both the knowledge and awareness of the candidate of the gender transition process, including any concerns, challenges or barriers that might be involved in transitioning, as well as the potential impact of any of these on their current psychosocial functioning.  Our role, as assessors working collaboratively with the candidate, is to help:
1. Identify overall presenting issues as related to transitioning.
2. Prioritize any particular psychosocial and other issues which might impact on the success of transitioning, and formulate an action plan to address these issues.
3. Devise a treatment plan to address co-existing mental health issues and/or problematic substance use.
4. Allow for the emergence of other concerns (e.g., past trauma), which the person might wish to address even if they do not seem to impede a successful transition.

The purpose of identifying and clarifying issues is to assess for gender dysphoria, realistic expectations, proper preparation (the readiness criterion) and effective skills development around both decision-making (i.e., deciding whether or not to transition, and if so, when to transition), and navigating the gender transition process itself.  The assessor does not need to ask every question contained in the following table inasmuch as these are only relevant to guide an informed, collaborative conversation with the candidate in an effort to fulfill the readiness criterion.  Each person will be in a different stage of their transition process and might have already examined, in full, the reasons for transitioning at this time in their life.  Others might need this opportunity to further explore their proposed gender transition plan, while also considering viable alternatives. 

Table 2: Areas of Inquiry: Questions to Help Assess Hormone Therapy Readiness

	Area of Inquiry
	Questions to Help Assess Hormone Therapy Readiness

	Self-Concept
	What leads you here for assessment at this time in your life?

· How do you conceive your gender?  Can you put some language to the tension between your assigned gender and how you would like to be perceived?

· How did you come to recognize that your experience of gender is different than most individuals? Have there been changes to your gender identity over time?

· How important is it to you that there is a fit between how you feel about your gender and how others perceive you?

· How does your ethnicity, religion, age, physical ability, sexual orientation or legal resident status in Canada affect your perception of gender?

	Relationship to Body
	· Is your gender identity strongly tied to your desired biological anatomy?  Do you feel transition would present complications to how you see your body?  Do you feel that transitioning would strengthen your relationship between mind and body?

	Relationship to Sexuality


	· Is your sexual identity (orientation) tied to your gender identity?  Do the two interrelate?  Are there concerns that your sexual identity is influencing your desire to transition?

· Would transition affect who you date?  Are there obstacles that you envision which you would like to discuss?

	Gender Role Experience
	· Do you currently dress in a masculine, feminine, androgynous, butch or tomboyish fashion?   How did you come about this presentation and how do you put words to it? (e.g., “femmy (trans) guy”, “butch (trans) woman”)?

· Have you been presenting in your identified gender, and if so, for how long and in what areas of your life (i.e., home, school, work, community)?

· Do you dress in a certain way to pass?  How does your external presentation fit with your internal sense of self?


	Interaction with Others & the World
	· How does your gender identity affect how you feel about school, work, relationships, family or other areas of your life?

· If you could change your external appearance in any way you wanted to more closely match your sense of who you are, what would this look like in terms of your gender?

	Family Concerns
	· Who do you define as being in your particular family?

· Do you have any concerns relating to your family members (parents, siblings, children, etc.)?

	Partner Concerns
	· Some people are monogamous and some are polyamorous (have an open relationship).  Who do you define as your partner or partners?  Do you have any particular concerns relating to your partner or partners?

	Fertility/Potential Biological Parenting
	· Do you or your partner hope to biologically parent a child one day?  If so, are you interested in banking your sperm or eggs?

	Financial Concerns
	· What is your primary source of income?

· Often transition involves spending money on: electrolysis, laser therapy, etc.  Is this a financial challenge for you?

	Realistic Expectations
	· What are your expectations around hormone therapy and transitioning?  How do you think taking hormones and transitioning will affect your relationships?  What do you think the impact might be on your work, school or community life?

· What will you do if your gender transition doesn’t turn out as you had expected?

· What changes are you most looking forward to?  Are there any potential changes you are not sure about?

· If you experience side effects, what will you do?  Are there any potential side effects that you are concerned about?

· How do you feel about the irreversibility of some effects of hormones, including the possibility of permanent sterility?

· The long-term effects of cross-sex hormones are still unknown (e.g., cancer, etc.).  Are you prepared to take this potential health risk?

· Do you feel that you will be able to effectively navigate a potentially transphobic world? 


	Self-Esteem & Positive Coping Strategies
	· How do you feel about yourself right now? Has this been consistent over time?  Have there been any events that have affected how you feel about yourself?  Are these still affecting you now?  Do you want support around any of these?

· Are you taking good care of yourself at present?  Do you currently engage in harmful behaviour to cope with emotional issues (e.g., problematic substance use, cutting, impulsive spending, unsafe sexual practices, etc.)?  Do you feel these could interfere with your transitioning process or will they improve with transition?  Would you like support around this?

· What are some of your positive coping strategies?  How would you effectively address barriers or challenges such as transphobic discrimination, harassment, abuse or violence?

	Circle of Support
	· Who is a part of your circle of support (e.g., partner, family, friends, physician, therapist, case worker)? When you are under stress, who do you turn to for help?

· Are you currently working, in school or volunteering?  Do you have any concerns relating to work, school or community involvement? Do you feel connected to any particular communities (e.g., trans or queer communities, ethnoracial or faith communities)?

	Life Goals
	· In terms of life after transition, do you have any life goals?

	Summary 
	· Is there anything else you would like me to know in terms of this assessment?  Is there anything else of relevance you wish to share with me at this time, for example, any present or past sexual, physical, verbal and/or emotional abuse?


[adapted from Bockting, Knudson, & Goldberg (2006)]
The aforementioned questions are intended as guidelines only and the assessor is not bound to follow them verbatim.  These questions serve to provide a framework to help the assessor understand the candidate’s subjective experience and are written in such a way as to allow for the most expansive format for the person to relate their unique personal story.  These questions are a springboard to help the assessor discover the candidate’s unique relationship to their gender and to assist them in pursuing the most appropriate pathway (their personal “gender journey”).
We want to remind assessors that it is incumbent for each person to examine their biases.   For instance, in discussing sexuality, each person transitioning will have different desires for partners and may describe themselves as heterosexual, gay, bisexual, pansexual, polyamorous, asexual depending on his/her own conception of sexuality.   It is vital that the assessor remain open and affirming of the trans individual’s own definition if this is being discussed.  For instance, a trans woman may desire straight women, gay women, bisexual women, trans women, cisgender women or men, straight men, gay or bisexual men or all or some of the above.  The reason behind asking questions regarding sexuality is not to pigeonhole individuals but to help someone explore their own desires.
Assessment/Treatment Parameters and Candidate Pathways
Historically, many physicians in Ontario did not wish to prescribe cross-sex hormones for trans people without a clinical letter supporting readiness from a mental health practitioner.  This has changed with the new WPATH Standards of Care (version 7) (2011), which allows for other health care professionals to conduct an assessment provided they are qualified in the area of behavioural health (WPATH, 2011, pp. 22 & 26).  If the eligibility criterion has not already been met by the candidate, the physician can refer the latter to a mental health practitioner (psychiatrist or psychologist), who could assess for eligibility.  
We have constructed a system of multiple candidate pathways, which strives to simplify the process, while ensuring that candidates also fulfill the criterion for readiness.  Some pathways solely indicate an assessment function, others require a treatment intervention or referral (as indicated) and post-treatment evaluation, and still others require pre-treatment assessment, a treatment intervention or referral (as indicated) and post-treatment evaluation.  In this model, some care providers will be functioning as both clinical assessor and treating professional.    
The unique treatment pathway for each candidate consists of a dedicated stream (or more than one sequential stream for more challenging cases), as delineated on the next page.
Table 3: Candidate Pathways
	Pathway
	Description

	A: Candidates without any mental health or substance use contraindications
	The assessment can be conducted by a trained transpositive physician, nurse practitioner or nurse, and does not require referral to a mental health practitioner.  

If a primary health care professional is unavailable, however, referral to a counsellor, psychotherapist, psychologist or psychiatrist is suggested.  Once the assessor has completed the assessment and recommended the candidate for hormone therapy, a referral should be made to a transpositive medical practitioner (physician or nurse practitioner) who is willing to prescribe hormones.  These are often candidates who are currently meeting the Gender Role Experience criterion, although not in all cases.  

	B: Candidates with internalized transphobia (guilt, shame or embarrassment at being born trans)
	Referral to an appropriate psychoeducational or peer-support group is encouraged.  

If no such group is available, referral to an experienced counsellor, psychotherapist or clinical social worker is a viable option.  Once the assessor has completed the assessment and recommended the candidate for hormone therapy (whether or not the candidate follows up with the suggestion to address the internalized transphobia), a referral should be made to a transpositive medical practitioner (physician or nurse practitioner) who is willing to prescribe hormones.

	C: Candidates with specific mental health issues (depression, anxiety, past or passive suicidality, poor self-esteem) that could impede the readiness criterion, or other psychosocial issues that could adversely affect transitioning 
	Referral to a transpositive, qualified mental health practitioner to explore the nature of these mental health issues and their potential impact on decision-making is recommended (WPATH, SOC, version 7, “Criterion for Hormone Therapy,” p. 34). 

In some cases, the candidate will start out with a readiness assessment during which certain mental health issues might emerge indicating a referral for counselling to address these.  We clearly differentiate counselling from assessment.  By counselling, we mean the supportive function of offering relevant resources and facilitating specific skills development (e.g., intrapersonal and interpersonal skills, and life skills such as emotional self-regulation or self-soothing, decision-making, problem-solving, strategic planning, logistics management, etc.), which will be the focus of this designated intervention.

	D: Candidates presenting with gender confusion or ambivalence, or crossdressing without gender dysphoria
	Referral to an experienced, transpositive counsellor, psychotherapist or clinical social worker for further assessment and/or supportive counselling is advised.  

Once the assessor has completed this second phase of assessment (addressing any of the issues cited above), and if they are recommending the candidate for hormone therapy at this time, a referral should be made to a transpositive medical practitioner (physician or nurse practitioner) who is willing to prescribe hormones.  If the candidate is not deemed to be either eligible or ready for hormone therapy, the assessor should then refer the person to a peer-support group for trans people or cross dressers (as applicable), if they are not already attending such a group.  Alternatively, referral could be made to a psychiatrist, if the candidate is willing, to explore the existence of any serious underlying psychodynamics or confounding variables.

	E: Candidates with severe mental health issues (active psychosis, schizophrenia, extreme dissociation, mental incapacity) or problematic substance use (drug- induced psychosis)
	Referral to a qualified, transpositive psychiatrist for a diagnosis of gender dysphoria with recommendations for appropriate treatment interventions is recommended.  

Once the psychiatric assessor has completed their assessment, and if they are recommending the candidate for hormone therapy, referral should be made to a transpositive medical or nurse practitioner who is willing to prescribe hormones unless the psychiatrist is willing to take on this task.  If so, a physician or nurse practitioner must still be in place to regularly monitor hormone levels.  If the candidate is deemed to be either ineligible or not ready for hormone therapy, the psychiatrist should then refer them to Pathway F.

	F: Candidates either ineligible or not ready for hormone therapy
	The psychiatric assessor should refer the candidate (unless they themselves are willing to work with the latter), as indicated, to one or more of the following mental health care providers: a) a transpositive psychiatrist (or, if appropriate, a psychologist) who can provide ongoing supportive therapy to those with differential psychiatric diagnoses or chronic severe mental health issues, b) a transpositive addictions therapist or drug rehabilitation program that can facilitate the recovery of those with problematic substance use, and/or c) a transpositive trauma therapist, psychotherapist, counsellor or clinical social worker who can address any existing dissociation and offer appropriate support.


We wish to note that we have intentionally selected the term, “counselling,” instead of “psychotherapy,” to acknowledge the viable potential for a physician, nurse practitioner or nurse to perform these assessments, and we enthusiastically encourage the use of these diverse clinical professionals as a way to expand our severely limited resources for this particular population.  The writers believe it is unethical to obligate individuals to divulge or explore past trauma if their current functioning and desire to transition is not adversely impacted by such trauma.  At the same time, we want to ensure that we provide a space for such disclosure and/or discussion, following the candidate’s lead and specific articulated needs - possibly indicating a desire for supportive trauma therapy.  To effect such a candidate-centred space, the assessor can pose the following open-ended invitation (included in Table 2: “Areas of Inquiry. Questions to Help Assess Hormone Therapy Readiness”): “Is there anything else of relevance you wish to share with me at this time, such as, for example, any present or past sexual, physical, verbal or emotional abuse?”
We must further ensure that when an individual presents with a debilitating mental health condition, we must determine whether it is clinically safe and relevant to pursue past trauma.  We believe that forcing this discussion with every candidate without first determining whether this is clinically relevant (sound) could lead to erroneous etiology (causality), which might foster a tendency for assessors (or other clinicians) to link a transsexual/transgender identity with past trauma, whereas, there exists no empirical evidence that such is the case.  Moreover, etiological considerations are rarely a helpful discussion and instead, we choose, in Pathway B, to explore internalized oppression and how this might impact self-esteem during those times when a candidate struggles with the “why” of being trans.  A major issue with exploring trauma is that we, as clinicians, do not wish to trigger past events or re-traumatize the candidate.  Additionally, such a line of inquiry could be stigmatizing for the individual if they are functioning well, and yet, we choose to launch this discussion merely for the sake of an assessment.  Our rationale is central to our treatment philosophy of being both candidate-centered and clinically sound.
We choose to leave it up to the individual’s discretion to decide whether or not they wish to pursue therapeutic support for trauma-related issues, however, we do offer to provide direct support or referrals to other therapists for this if requested.
Treatment Plan Considerations 
At times, a person may present with psychological concerns.  Some of these may include: low self-esteem, poor body image, gender conflict (a distressing dissonance of     body and mind), bipolar disorder, depression, anxiety, despair, anger/rage, isolation/ alienation, self-harm behaviour, suicidality, emotional/verbal/physical/sexual trauma, societal transphobia and/or homophobia, conflict with partner and/or family members, a clash of family, ethnoracial, cultural and/or religious values, and alcohol or drug misuse.  Transphobia and other forms of discrimination, stigmatization and violence (e.g., racism, sexism, ableism, classism, ageism) are often directly correlated with the presenting issue(s).  This clinical understanding of “minority stress” (Healy, 2011) is imperative if we are to maintain a non-critical attitude towards our trans candidates/candidates and a therapeutic approach based on respect, trust, sensitivity, responsivity (Raj, 2002). (See also: Goldberg & Lindenberg, 2004; and Rachlin, 2002).
If a person identifies issues in any of the aforementioned areas, a treatment plan should be created in collaboration with the candidate.  The plan could include one-on-one sessions with a mental health practitioner to provide further counselling pertaining to the presenting issue(s), group support, or in some cases, a delay in providing hormones until these issues have been (or have begun to be) addressed.  For example, it is recommended that when an individual presents with feelings of shame about being transsexual, transgender or gender non-conforming (i.e., internalized transphobia), these feelings should be addressed prior to starting hormone therapy.  Referral to “Gender Journeys” (or a similar psychoeducational support group) is often used as a resource to help address this issue, and reduce isolation and increase community connection.  It is imperative that the mental health professional uses their clinical judgment to determine whether or not an individual is impeded by their current concerns, and how we can best help a person to develop the needed life skills. 
In cases where the candidate has not met the criteria for GD and/or presents with confounding variables which do not allow them to be diagnosed with gender dysphoria, we suggest referral to a trained transpositive (clinically sensitive and culturally competent) psychiatrist or clinical psychologist for a comprehensive evaluation to help identify the precise mental health issues and to recommend appropriate treatment interventions.  It is also critical to rule out whether or not a delusional disorder, for instance, is confounding the gender dysphoria.  Mental health concerns which may negatively impact one’s ability to navigate the many challenges of a gender transition (e.g., thought disorders, bipolar disorder or impulsivity) should be treated by a psychiatrist prior to initiating hormone therapy to facilitate maximum emotional and mental stability.  If we, as assessors and practitioners, do not ensure this practice, we are doing a disservice to our candidates insofar as it is our task to provide a clinically thorough assessment to assist both the candidate and the health care professional to gain a clear understanding of the candidate’s baseline as well as “the bigger picture.”
We wish to note that the majority of candidates we see in our clinical practice are “straightforward” cases, which is why we are creating particular patient/client pathways (that is, to streamline or fast-track those individuals without complexities so they do not have to run up against needless systemic barriers which do not apply to them).  On the other hand, we need to put in place certain considerations which might apply to those select few instances of “complicated” candidates so as not to cause undue harm. 

A Note on the Complexity of Assessing Gender Dysphoria
It is important to recognize that individuals will experience varying levels of distress and this may impact their current functioning with respect to their birth-assigned gender.  There is no clinical threshold for such distress when it comes to determining Gender Dysphoria, as outlined in the DSM-5 or as set out in WPATH’s Standards of Care (version 7, 2011), which can pose a challenge to the assessor.  In addition, gender identity is a continually evolving cultural construct, shaped by society’s conceptions of social sex roles.  A greater number of individuals are identifying as “genderqueer” or otherwise present in a non-gendered way.  This can sometimes make assessing GD complicated insofar as even the new DSM-5 (although considerably less gender binary in the adolescent and adult classification, but not in the child classification) still retains, in part, somewhat of an expectation that the individual will aspire to be the other (our italics) gender.  Notwithstanding, the good news is that the 2013 edition of the DSM has made a substantial clinical shift in terms of its diagnosis of “Gender Dysphoria in Adolescents and Adults” by expanding its definition to include, not only “the other gender,” but also “(or some alternative gender different from one’s assigned gender)” (our italics).
Historically, if the physician is not able to assess whether a candidate meets the criteria for GD, they are referred to a psychiatrist or clinical psychologist.  In Toronto (and throughout Ontario and Canada), most countries, there are very few psychiatrists in any one region performing GD assessments, so there is likely to be a lengthy wait to be seen.  Version 7 of the WPATH SOC waived the need to have a diagnosis of GID to be eligible for hormone therapy and replaced it with an assessment of gender dysphoria.

As noted earlier, it is difficult to establish a clinical threshold for gender distress because, as the above authors state: “Variances across aspects of identity are at least tolerable if not acceptable or even celebrated for some, whereas others may experience distress about certain types of incongruence (e.g., between perceived gender identity and birth-assigned sex, but not between gender identity and social sex role or gender expression).”  We suggest employing “Areas of Inquiry: Questions to Assess Hormone Therapy Readiness” (Table 2) as an evaluative tool for determining gender dysphoria, which can also be used to determine both eligibility and readiness.  Once again, be mindful that this is a collaborative process, which is conducted in the best interests of the candidate to ensure that all relevant issues involved in their gender transition have been adequately identified and addressed.

There also exist multiple complexities involved in diagnosing GD, which could potentially confound the diagnosis, such as:

1. Gender confusion or ambivalence (i.e., an unclear or inconsistent gender identification or presentation).  This is distinct from a pervasive genderqueer identity/ role (see #2 below).

2. Genderqueer (androgynous, gender neutral) identification/presentation.  This is a non-binary psychosexual (gender and sexual) identity or role, which persists over time for a number of individuals; for others this may not be as pervasive (see: evolution of personal psychosexual identity over time, #3 below).  It is imperative to distinguish a persisting genderqueer identity from that of gender ambivalence (i.e., confused or unstable over time – see #1 above).   

3. Evolution of personal psychosexual (gender and sexual)  identity over time.

4. Internalized homophobia/biphobia, as experienced by a cisgender (non-trans) gay man, lesbian or bisexual person.

5. Crossdressing without distress over one’s gender identity.

6. Severe mental health or problematic substance use issues which impede the capacity to provide informed consent (i.e., psychosis, schizophrenia, dissociation, dementia, drug-induced psychosis, etc.).

1. Gender Confusion/Ambivalence

Gender confusion (i.e., an unclear or inconsistent gender identification or presentation) is distinct from gender conflict (i.e., a dissonance between one’s felt gender identity and one’s birth-assigned sex and one’s body).  It is critical, therefore, to assess whether or not the candidate is ready to embrace a physical change (medical transition) to align with their identified (psychosexual) gender.  In such cases, the gender role experience of the candidate can be a useful tool to help the assessor establish the existence of a pervasive gender identity over time but not always the most appropriate (WPATH, SOC, version 7).  The process of assessment is a clinical one insofar as the assessor must be able to focus on the distress level and how this impedes functioning (DSM-5: American Psychiatric Association, 2013, p. 452: “The condition is associated with clinically significant distress or impairment in social, occupational or other important areas of functioning”).  The assessor must also be able to determine the life history of an individual and their present situation and how the relationship of the two has developed.  It is up to the assessor to help the candidate make sense of their narrative and determine if the feelings are indeed gender conflict or confusion.

2. Genderqueer Identification/Presentation

We are seeing, in our clinical practice, a number of individuals who do not meet the former DSM-IV criterion in terms of a gender binary (male/female, masculine/feminine) identification or presentation (i.e., genderqueer people), as cited above.  Nonetheless, if a genderqueer (i.e., androgynous or gender neutral) candidate presents with genuine distress around their assigned gender, and further, if they are comfortable with integrating their identified gender (even if it is non-binary) into their overall identity and life, in our clinical opinion, they are ready for transition if this is their preferred treatment choice after carefully considering the alternatives (i.e., not medically transitioning at all or only partially transitioning, such as hormone therapy but no surgery, or surgery but no hormone therapy).  Once again, the good news is that the recent fifth version of the DSM now allows (as stated earlier) for more gender fluidity in their modified diagnosis of gender dysphoria in adolescents and adults.  That is, the addition to the stated criterion: “the other gender” with another clinically-acceptable option: “(or some alternative gender different from one’s assigned gender).”  As cited in #1 above, the gender role experience can be an effective measure of the persistence of the candidate’s genderqueer identity over time.

3. Evolution of Personal Psychosexual Identity

Some individuals will originally present as masculine lesbians (“butch dykes”) or feminine gay men (“drag queens”), but over time, their identity shifts to that of a trans man or trans woman or to a genderqueer identification.  In addition, some men may start out as crossdressers and then later on relocate themselves as trans women on the diverse gender continuum.  It is important to validate (and normalize) this identity evolution over time in the assessment.  Similar to #1 and #2 cited above, the gender role experience can be a beneficial aid to track the durability of the evolved gender identity over a period of time.

4. Internalized Homophobia/Biphobia
We ask questions related to sexuality to determine whether an individual is struggling with their sexual identity (orientation) - as distinct from their gender identity - and whether the former is adversely influencing their decision to transition (i.e., an inability to accept being gay, lesbian or bisexual, with a belief that being a (trans) heterosexual man or woman would be preferable to oneself and/or one’s family and ethnoracial or cultural community).  A differential diagnosis would be a gay, lesbian or bisexual individual who is cisgender (i.e., does not identify as transsexual or transgender).

5. Crossdressing without Distress over Gender Identity
Crossdressing typically involves men wearing female clothing (which often includes undergarments or lingerie), although female crossdressers exist as well.  Whereas some crossdressers solely dress up for psychosocial or recreational reasons, there is often a sexual component to crossdressing (specifically termed “Transvestic Disorder,”6 a sub-classification of “Paraphilic Disorders” per the DSM-5, American Psychiatric Association, 2013).  That is, sexual arousal can be heightened when a male crossdresser wears women’s attire (or when a female crossdresser wears male garments), and even more so if engaging in erotic fantasy or sexual relations (masturbation or having sex with a partner).  Crossdressing behaviour, however, does not mean that a person inherently experiences distress in terms of their assigned gender.  Thus, it is critical to distinguish whether gender dysphoria is present (as it sometimes is in the case of a female or male trans adolescent or adult, who might also be using clothing as an erotic stimulus to help ameliorate the intense gender distress of identifying as a woman or a man).  A differential diagnosis would occur in instances where a gender non-dysphoric crossdresser presents who does not identify as a (trans) woman or (trans) man.
6. Severe Mental Health or Problematic Substance Use Issues
Compulsivity, thought disorders, depression, anxiety, suicidality, personality disorders, etc. should be diagnosed and treated if symptoms are presenting.  We will not be outlining all of the diagnostic features in this document as we are assuming that the assessor has knowledge and experience with these clinical diagnoses.  None of the aforementioned diagnoses automatically preclude a fundamental trans identity in the presenting candidate.  Similarly, such severe co-existing mental health issues do not, in every case, prevent the practitioner from prescribing the appropriate treatment for that particular individual, based on the informed consent of the person and the sound clinical judgment of the assessor, as informed by the specifics of the situation.  Consultation with clinically-sensitive and culturally-competent colleagues is highly recommended.  We believe that the questions cited in the earlier section on identification and clarification of issues can help the assessor to determine whether an individual fully grasps what gender transitioning means and how it may impact their life.
Conclusion
To sum up, these guidelines were drafted to present our client/patient-centered, “collaborative informed consent and preparedness model,“ which focuses on both informed consent and readiness (psychosocial preparedness) as equally-critical components of a responsible and caring assessment-and-treatment approach designed to best serve the hormone therapy candidate on their personal gender journey.  It is important to assess readiness for hormone therapy based on the following criteria: firstly, a clear presentation of gender dysphoria once differential diagnoses have been ruled out; secondly, the identification of specific issues which may pertain to transitioning, and the provision of supportive counselling before, during and/or following the gender transition (or referral to a qualified, transpositive counsellor or therapist); and thirdly; a full understanding, on the part of the candidate, of the potential physical and psychological effects of taking hormones.  Our aim, with the help of these guidelines, is to be as transparent and consistent as possible, and to establish a collaborative relationship of mutual trust with the candidate, working together towards the realization of a common goal (i.e., a successful transition, or alternatively, the best pathway for the candidate, as collaboratively defined by the candidate and the assessor.
Note:

Please see the following pages for the End Notes, References and Appendix A.

End Notes

1. We are using the term, “candidate(s),” throughout the document instead of the cumbersome phrase, “client(s)/patient(s),” given that St. Michael’s Hospital solely uses the term “patient” and Sherbourne Health Centre uses both “patient” and “client” alternatively.
2. “Gender Journeys” is a psychoeducational peer-support group for a range of participants, including: a) individuals who are still questioning their gender identity, b) those who are considering transitioning to their identified gender, and c) trans people who have already begun their gender transition but are still very early on in the overall process.  An initiative of Sherbourne Health Centre in Toronto, the group began in 2005 and other GJ groups have formed since in other parts of Ontario and Manitoba.  A facilitator manual is available online (www.RainbowHealthOntario.ca/) for those interested in forming a group in their local region and customizing the manual’s template to their particular group needs.
3. “Gate opener” is a term coined by Dr. Nick Gorton, a transpositive American physician who provides health care for trans people, as a dedicated approach towards greater patient empowerment and true collaboration in terms of accessing cross-sex hormone therapy.
4. “Genderqueer” people were originally known as “androgynous” (adjective) or as “androgynes” (noun) in the 1970s, and more recently, as “gender blending” or
“gender neutral.”  The newest term is “gender non-binary.”  This identity can incorporate both woman and man (“bigender,” “pangender”), neither woman nor man (“genderless,” “agender”), moving between genders (“gender fluid”) across the spectrum, “third gender” or “other-gendered.”  It also includes those who do not label their gender, and often overlaps with or blurs the lines between gender identity and sexual orientation.  For some people it is a personal identity, for others it is political, and for still others it is both.  Some genderqueer people also identify as transgender.

5. The diagnostic classification of “Gender Dysphoria” (“GD”) was formerly featured in the Diagnostic and Statistical Manual of Mental Disorders (DSM), published by the American Psychiatric Association, some years ago and recently re-emerged in the 2013 Diagnostic and Statistical Manual of Mental Disorders (Fifth Edition) (DSM-5), superseding “Gender Identity Disorder” (“GID”).  This clinical shift came about, over time, because most trans people and their allies (including a number of clinicians) objected to trans people being classified as mentally ill, viewing such pathologizing as a departure from the normative spectrum of gender diversity, as well as dehumanizing and disempowering.  Some individuals, however, still favour inclusion of Gender Dysphoria in the DSM as a means of ensuring that sex-reassignment surgery is covered under Canada’s provincial/territorial health insurance plans.  Gender Dysphoria is the psychological condition of gender distress typically experienced by transsexual and transgender people, however, such distress can also be experienced, to greater or lesser degree, either permanently or temporarily, by individuals other than trans people, including those who might identify as genderqueer, or as male or female crossdressers (as differentiated from “Transvestic Disorder,” one of the “Paraphilic Disorders”).  The four sub-classifications include: “Gender Dysphoria in Children,” “Gender Dysphoria in Adolescents and Adults,” “Other Specified Gender Dysphoria,” and “Unspecified Gender Dysphoria.”  Part of the definition states: A. “A marked incongruence between one’s experienced/expressed gender and assigned gender, of at least 6 months’ duration,….”  B. “The condition is associated with clinical significant distress or impairment in social, occupational, or other important areas of functioning.”

6. “Transvestic Disorder” (per the DSM-5, 2013) is not a psychiatric diagnosis that the present writers endorse because we believe that its pathologization of crossdressing as a “paraphilic disorder” denies the normativity of this particular sexual act (provided that it is consensual) across the broad range of human sexual behaviour.    
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Appendix A

Template for the Clinical Letter (hormone therapy readiness assessment report)

I. Assessor’s Clinical Qualifications and Professional Relationship to Candidate

· Outline your credentials, educational training and clinical experience.
· Identify if you are the candidate’s ongoing professional provider (physician, nurse practitioner, nurse, psychiatrist, psychologist, psychotherapist or social worker).
II. Candidate’s Presentation:
· Indicate the candidate’s age, identified gender and sexual orientation. 
· Describe their physical, mental, emotional and behavioural presentation.
III. Candidate’s Eligibility:
· Assess candidate for features of gender dysphoria (incl. duration and intensity). 

· Rule out any differential diagnoses (Axis I classifications, per the DSM-5, 2013).  (Note: Only physicians, psychiatrists and psychologists can diagnose, classifying specific symptomatology, however, other clinicians can note behavioural indications).
· Identify any other contraindicative mental health issues or problematic substance use, or (if you are a medical or nurse practitioner) any medical conditions.
IV. Candidate’s Readiness (Preparedness):
· Assess candidate readiness, probing all relevant areas (Table 2), as indicated:
· Self-Concept

· Relationship to Body

· Relationship to Sexuality

· Gender Role Experience

· Interaction with Others & the World

· Family Concerns

· Partner Concerns
· Fertility/Potential Biological Parenting

· Financial Concerns

· Realistic Expectations

· Self-Esteem & Positive Coping Strategies

· Circle of Support

· Life Goals

· Summary

V. Candidate’s Treatment Plan: 
· Outline the identified goals, current interventions (e.g., psychotherapy, pharmacotherapy), desired/planned treatments (e.g., hormone therapy, sex-reassignment surgery, laser therapy) and any specific recommendations.
· Indicate which one or more of the candidate pathways (Table 3) was selected.

· State assessor’s availability for follow-up (per WPATH’s SOC, 7th version, 2011).
VI. Candidate’s Informed Consent: 

· Note that the candidate is able to consent to the proposed treatment plan, and does so, with full knowledge of the potential risks and benefits of the desired outcome, as well as some viable alternatives to their preferred intervention. 

VII. Clinical Consultation:
· Note if you have consulted with a professional colleague about a particular candidate because this addresses shared liability under the Regulated Health Professions Acts in Ontario (and similar legislation in most other jurisdictions).  

* * *
