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In the Therapy Room with a Trans Therapist
and Her Trans Clients

By Melanie Spritz

here is no way I can ever really convey to you what it’s like being a male-to-female trans-

gender human being. I can only give you anecdotes about the pain of my childhood, which

| endured in confusion and awkwardness in a boy's body, when 1 had affinity for a girl's
body. I can only offer you stories about my family—the courageous ways they helped me and
attempted to understand me and love me, and their anger, disgust and rejection. [ can try to explain
what it was like to be completely alone with my reality as a trans girl and then as a trans woman. |
don’t think even gays and lesbians and bisexuals, who experience their own isolation, confusion and
fear, can comprehend what it’s like to be alienated from one’s own body. No one could tell me why,
from my earliest memory, 1 had the deepest certainty that T was female. And because of this cogni-
tive gap between us, I don’t think you can understand why | voluntarily, and to my great relief,
underwent dangerous and painful surgeries and chemical interventions to transition from male to
female. W Imagine if you were my therapist, and | washed up on the beach of your wait-
ing room, already battered by a few decades of ridicule, rejection and loneliness. How
would you begin to understand me? Would it be in terms of pathology—~Gender Identity
Disorder? Would you try to “cure” me? Would you secretly theorize that I was a homo-
phobic gay man who needed to “become” 4 woman in order to accept my desire for men?
(And how would you understand me if I told you I was a straight transwoman after living
a life as a straight man?) Would you blame my father for not being too manly, or for
being hyper-masculine, or my mother for smothering me or pushing me away or secretly
wishing she had gotten a daughter instead of a son?
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In the past decade, mental health profession-
als have finally begun to listen to trans people
and develop helplul guidelines for reatment. The
current bible of the trans treatment community
is The Harry Denjamnn Mandards of Care,
Sixib Eddition, which has codified some of the
basic understandings about transgender as a
phenomenon that has existed since humans
have existed. There are a growing number of cli-
nicians who are competent to work with gender-
transgressive wr gender-discordant clients, But
what has been missing even from these fine addi-
tions to the literature is the voice of the transgen-
der therapist who works with trans clients. As a
post-operative: transsexual woman and psvehia-
trist, | have the distinction of having sat on hoth
sides of the couch. What I've learned from work
ing with teans clients is that we liave to both treat
the transgender/transsexual issue, and also treat
the human being, Each client is unique, and his
or her life experiences may share some similari-
ties with mine, but there is so much variation
that Tcan’t take anything for granted. Even when
the client presents with astory sinilar lo my own,
I have to investigate and question my own
assuplions,

When my non-trans eolleagues ask for con-
sultations with me about their trans clients, they
are often surprised to hear that | make mistakes
with my trans clients, that T can miss the mark as
easily as they can even though 1 am trans. Gay
and leshian and bisexual therapists know that
just because they share the same sexual orienta-
lion, it doesn't mean they are perfect therapists
for their queer clients. That being said, below 1
offer two case studies of my work with trans
clients. T define “transgender” as any gender-
transgressive or gender-discordant individual,
without regard to the question of the person's
sexual orientation. Within this category are a
subcategory of transsexuals. This term refers to
those who have the desiee 1o undergo Cros
Gender Tormonal Therapy (CGHT) and/or
Sexual Reassignment Surgery (SRS). Basically,
they want to live a life congruent with the gender
they feel they are, i.e., the opposite of their birth
gender. T use the word “trns” to signify 2 mem
ber of the transgender community, since this is in
the idiom of that community,

Chiloe: Male-to-Female Youth

Chloe was a 14-year-old Latina male-lo-
female (MTF) trans vouth. She was referred to
me through a child services agency in New York
Citv. Chloe’s young life had already been punclu-
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aled by multiple placements in residential treat-
ment facilities. Her parents, both addicts, had
died from substance abuse when she was young,
and since the age of 8 or 9, she had been in and
out of foster care and group homes. Despite pres-
sure from the adults in whose custody she was
placed, Chloe had increasingly displayed femi-

nine mannerisms and behaviors, adopted a
female name and participated in drag halls. She
endid up running away from each placement
after fights with adults there about her effemi-
nate behavior and her inability to follow the
rules. As a runaway, she lived on the street and
engage in prostitution. She wsed marijuana and
alcohol, and was arrested for stealing as well as
fur solicitation. Later, when 1 asked her about
this, she told me she did those things to get
money 5o she could buy clothes, hormones, and
uther things she needed to become female.

Chioe defined hersell as a female, sumetimes
using the term “she-male, * a commaon term of
sell-definition by street transsexuals on the East
Coast. Although she had above-average intelli-
gence and no developmental delays, her school
attendance was erratic and her behavior prob
lems led to her placement in Special Education
classes. She could be charming, but none of the
adults in her life noted any evidence of her taking
respansibility for her behaviors. She showad 1o
desire to stop stealing, 1o finish schoal, 10 tell the
truih. Even when caught in 2 lie, she refused o
take any responsibility for her actions, demon-
strating her lack of insight and judgment. This
occurred even in the most ideal of circumstances,
where her transgender hehavior was acoepled
and not seen as a pathology. Her previous thera-
pists and the counselor at the drop-in center at
the youth center all said the same thing: Chloe
continually jeopardized herself and her goals,

For her first session with me, Chloe presented
as androgynous, although she demonstrated
what 1 considered exaggerated effeminate man-
nerisms. When she sat down, for example, she
pinched her knees together and delicately
perched on the edge of the chair, She was well-
groomed, and dressed in typical leenage uni-
form of jeans and 2 t-shirt. Her voice was soft
and pitched high, and for that first session, she
did not wear make-up. My purpose in seeing
Chloe was to help her figure out who she was
anid what she needed to have the life she wanted
to have. The agency certainly hoped 1 would
guide her so she could “fit better™ in society as a
trans person. Chloe'’s purpose in seeing me was
clear from the first moment we met. She was
obsequious and fawning in her atempts 1o curry
favor with me so T would prescribe hormones.
She believed she needed them in order o be a
“real woman.”

I am sure Chloe thought itwould be a snap to
get me to prescribe hormones. 1 know [ would
have felt the same way if 1 had scen a MTF ther-
apist when [ was i voung person! | explained that
I fist needed 1o do 2 thorough assesment.
Despite her insistent lobbying for hormones, 1
wits delermined to proceed cautiously. Chloe
implicd, and later threatened, that she would get
them on her own if 1 would not cooperate—we
both knew hormones could be bought on the
street, and that this method of wransitioning was
rife with danger because the hormones were not
regulated by a medical professional, dosages
would be: ereatic and potentially lanmful w her



physically and emotionally. 1 told her we had a
lot of talking to do before Twas going 1o be ready
to prescribe harmones, and that 1 was open to the
possibility that she would be a good candidate for
CGHT, but that it was too soon to say.

[ invited her to talk about herself, but Chloc
resisted me at every lum. The only thing she
wanted to discuss was her need for hormones,
Since she was not willing to talk about her past,
evading all my questions, 1 asked her about her
aspirations for the future. She described her fan-
tasy of becoming a wealthy female lawyer living
in the suburbs and married 0 -4 heterosexual
man. When 1 gemtly asked her what her plans
were for finishing school, going to college and
then on to law school, she Fashed out at me.
Other times, when confronted with the differ-
ences between her present reality and the ideal-
ized self of her dreams, she stormed out of the
session, 1t was clear that Chloe didn't want 1o be
in therapy. She viewed our sessions as means to
her end of obtaining CGHT and, she hoped, SRS,

| use the Harry Benjamin International
Gender Dvsphoria Association's Standards of Care
(S0C) in my work with trans clients. It calls for a
minimum 3-to-6 month period of psychotherapy
1 explore notions of gender and sexuality as they
apply to the patient, making sure the patient fully
understands the risks, limitations and benefits of
CGHT. It's also a time for the therapist to explore
any concomitant mood disorder (especially
depression and dysphoric states), and personality
disorders. Because of the nature of hormones, it's
imperative that patients gel treatment for these
issues before they start CGHT. Many trans people
are at high risk for suicide, so a careful assess-
ment is absolutely imperative,

As | do with all my trans clients, T summa-
rized the SOC to Chloe in our first session, and |
lnaned her a copy to read. She let me know over
and over again that she was not interested in
exploring Lthe reasons and the motivations for her
teanssexual desire. She wouldi't address any of
my questions about whether she felt she was
ready for the responsibility of such a profound,
life-long change to her body, her health and per-
haps her mental health. Previous psychothera-
pists had refused to recommend CGHY for Chloe
because she was only 14, and the minimum age
recommended in the SOC is 16. 1 didn’t refuse to
start her on CGHT because of her age, but
hecause T firmly helieved she needed first o deal
with her underlving emotional issucs. 1 never
doubled Chloe's determination to become a

transsexual. That wasn't the point, Hommones are
dangerous; they can create an emotional roller
coaster. The patient has to be in a fairly steady
place 1o handle these kinds of changes. I wasn't
convinced Chloe had the introspection or self-
knowledge 1o be able to handle it vet.

As T always do during the initial interviews
with & transgender patient, 1 had hrought Chloe
literature about the wide spectrum of transgender
and transsexual options so she could start 1o
think about her own gender identity and sexual
orientation. | included a pamphlet from PFLAG
about transgender teens, and a list of books and
resources on the web. Throughout her therapy,
Chloe was unwilling Lo read any of the material |
recommended. I specifically asked her 1o read the
S0C and reminded her of the loaned copy from
our first session. In subsequent sessions, she stat
ed she lost it, she read it, she “already knew it."
She grew angry when | brought it up, ignored me
or raged at me. The missing copy of the SOC
became our metaphoric sticking point for the
therapy. 1 needed her to read it so that | could
have some sign that she was ready to take respon
sibility for the big step of CGHT. She stubbomly
refused,

Instead of talking about her trans identity or
her past history, Chloc started talking about hav-
ing an eating disorder. She noted an increasing
preoccupation with food and her figure, She said
she needed “a lot of work” to look like the mod-
els in the magazines, but she denied any self-
induced vomiting or binge behavior. She became
increasingly preoccupied with plastic surgery,
and focused on her nose and breast development
as being inadequate o her female identity, |
questioned her emphasis on models in maga-
wines as female role models, and tried to empha-
size more practical feminist role models such as
Alicia Keys. She was not open to my suggestions,
preferring to stay in her fantasy world of Barhie-
doll models. T noted two things about this period
of her therapy. one was that Chloe was extrenely
evasive whenever | wanted to talk about the SO,
The seeond was that her discussions about eating
disorders and plastic surgery scemed like 2 diver-
sion. Iworked on establishing better rapport with
her in the hopes that she would finally trust me a
little and open up, but she remained guanded
whenever there was any discussion about her
past. She blamed everything bad in her life on
transphobia. During one session, | thought we
wene making progeess when she finally exhibited
some transference. She was talking about her

past therapists and said, “They didn’t understand
e because I'm a transsexual, and 1 feel that vou
can understand me since you've been there your-
self.” 1 used this moment 10 try 1o hreak through
our logjam over the SOC. | felt a glimmer of an
opening in Chioe towhal Twas saving about why
| felt a discussion with her about the Standards of
Care would help me better understand her expe-
rience as a transsexual. She sal speechless and
motionless in her chair, absorbing this informa-
tion, not responding, but, for once, not evading,
cither.

Obviously, transphobia was an issue in her
life, and we discussed many ways in which her
gender identity played a role in her behavior
problems, and how the effects of living in a SYs-
tem that discriminated against her impacted on
her life choices. Chloe was open 1o the idex of
herself as a victim, but not as a person who could
also take responsibility [or her actions and choic-
es or deal with her emotions in a constructive
way. During this phase of therapy, she became
angry and enraged, especially if 1 mentioned the
copy of the SOC T loaned her. She began using
food, alcohol and marijuana impulsively, and
alluded 1o suicide allempts she had made in the
past. Her moods shifted from manic to depressed.
She started sleeping on the couch at the vouth
center all day. She becume overly preccupied
with her appearance, staring at her reflection in
the mirror for 15 minutes at & time and primp-
ing her hair to look exactly rght for our sessions.
She began to dress provocatively in low-cut
bliouses and very short skirts. | worried about her,
She exhibited many of the traits of borderline,
narcissistic and histrionic personality disorders. 1
knew how desperately she wanted me to prescribe
CGHT, but nothing she was doing was convincing
me that she could handle it.

Aller 4 months of therapy, | told her vet again
that 1 didn’t feel we could move forwand towand
her goal of GGHT until she grappled with some of
the ientity issues laid out in the SOC. | explained
that T needed to feel she had full, informed con-
sent regarding all the procedurcs inherent in sex-
ual reassignment, including hormone therapy,
hefore 1 could responsibly recommend her for il
1 told her 1 was curious about why she was so
unwilling o read or talk about the SOC. What
was her theory about it? Why did she often says
she would bring it 1o the next session and never
do so? She knew this was my one requirement,
the one thing 1 needed from her in order o help
her get what she wanted, vet she continued to
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refuse. Why? She became enraged with me, rose
ont of her chair and screamed, “T know every-
thing in that booklet!!” 1 asked her to tell me the
reason, then, that most therapists do not treat
adolescents under the age of 16 with CGHT. She
was surprised, ““They don't¥”

Tsaid, “It’s there in the booklet. Did you real-
ly read it?” She attacked me verbally and then
ran out of the room.

Chloe was al the youth center for two more
woeks hefore she was moved into a residential
treatment facility, and during those two weeks,
she actively ignored me and skipped our
appointments, It was 3 months later when Tsaw
her again at the center. She surprised me by
apulogizing [or her behavior and asking if 1
would work with her again. T agreed, and saw
her that same dav. It was markedly different
[rom our previous sessions. She started by asking
me what [ thought about “harm reduction.”
Harm reduction is giving a patient access to
medications a5 in @ needle exchange or via a
methadone progeam so as to enable the patient
to become included in the medical system and
therefore not use medical drugs or devices with-
out prescriptions. | said [ didn't believe in it,
since all the results 1 had seen had been detri
mental o the patients. [ asked her what motivat-
ed her to ask about it. She explained that she
wanted me to write her a prescription for hor-
mones 45 4 weans of harm reduction w defer
harmful consequences of her using hormones
on the street. “Aha,” 1 thought, “same old
Chlee.” T pointed out that based on my observa-
tions of her from the past, as well as the manip-
ulation implied in her present request, 1 didn't
believe she had sullicient maturily 1o deal with
the problems of CGHT. 1 said there was no way |
would write a prescription for her under until
she dealt with ler behaviors and their conse-
quences. She dropped her compliant and polite
facade. She called me a few names hefore storm
ing oul the room. That was Lhe end of her psy-
chotherapy with me,

There are many ways 1o look at this case, We
could see il as a case of a recidivist adolescent
with poor impulsivity and an nnwillingness to
deal with her deeper gender issues. We could view
Chloe as an adolescent who was thwarled in her
sexual identity and gender issues, and as some-
one who becarme symptomatic 25 a result of mal
treatmient by society because of her expression of
transgressive gender identity. | am most curions
about the wavs in which the patient’s transfer-
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ence and my own countertransference came into
conflict, The fact that we shared 2 common expe-
rience as trans MTFs did not change the fact that
we had very different power in our relationship.
Mistrust, suspicion and hostility were: transferen-
tial reactions elicited from the patient because of
our different race, class and education levels,

This mistrust and hostility led to intense anger al
me hoth times T challenged Chloe’s dream of
being a female lawver living in the suburbs,
When 1 had tried 10 use that a5 @ way o talk
abant her current life choices, 1 was also bringing
up, implicitly but unspoken, issues of class and
race, which were dillicult areas in Chloe's life 1w
make sense of, much less ralk about. While 1
meant it to be a discussion about the differences
between her reality and her fantasy life, it pro-
voked in Chloe 2 whole other level of feeling dis-

empowered and angry,

My own countertransference was complicat
ed, L often found mysell denving our obvious dif-
ferences in socineconomic class. At times, | found
myself adopting the stance of a kind of clinical
anthropologist s a means of denying any of my
own mistakes with Chloe. 1 also exhibited coun-
tertransference of pity for the patient, which
served as a means of allaying my own political
guilt—after all, shouldn’t I be the first to under-
stand her desire for CGIIT? What was | doing get-
ting in her way of realizing her dream to become
a female? | also felt guilty because 1 knew other
therapists had misunderstood Chloe because of
her transgender. T felt like Tshould have been the
“good"” therapist. And | also felt guilty being “the
establishment.” Twas an agent of the system, not
her liberator.

Looking back, 1 can see how at times 1 dis-
tanced myself from Chloe when she needed me to
hear her frustrations with a society that did not
understand or tolerate gender transgressiveness, |
instead tried 1o focus on transgender identity, per-
haps 1o the detriment of hearing Chloe's pain.
Did these multiple transferential and counter-
transferential relationships doom the therapy
from the beginning? 1 don't think so. 1 think
these issues are important for me to look at and
learn from, but T continue 1 believe that Chloe
was not ready to look deeply at her life, and that
this is one of the foundations of the SOC, and
frankly, newds 1o be.

Steve: Female-to-Male Adult

Steve was a 32-yearold Female-to-Male
(FTM) transpender. He was not taking any hor-
mones and had not had any sexual reassignment
surgery. He was a white, middle class, educated
professional (a chiropractor). He asked me to be
his therapist hecause he wanted to work with a
trans person and believed | would be better able
Lo understand his issues than @ non-rans thera-
pist. Steve was androgynous in appearance,
showing up for his first session in jeans and a
swealer, with heair cul short in what might have
hoen 2 page-hoy, During his initial session, [
asked him 1o 1alk about his feelings of being a
man. He replied without Besitating that he had
felt this way from carliest childhood. Tn kinder-
garten, he wanted only to play bov's games and
wear boy's clothes. In answer oy query, he said
wearing men's clothes didn’t create any sexual
arousal, but it did create stormy scenes with his
mather, who didn't understand or approve ol his
desire to be 2 man,

Steve surprised me by revealing that he was



enpaped to another man, and that his fiancé
knew that he wanted to become a man. T ques-
tioned Steve about his fiancé’s feelings regarding
being in a gay male relationship after what was
previously a heterosexual relationship (Steve had
gotten into this relationship presenting and iden
tifying as a female). The patient grew silent,
thinking. After a time, I broke into his silence
and asked what his parents knew about his deci
sion to transition. He said he 17 not wld them.
[ asked Steve what kinds of thoughts he had had
about the pressures he might face from them and
from others when he started to transition. He said
he had thought about it some, and said that was
why he had decided to come to therapy—he
wanted to start to prepare.

Steve had not heard of the Harry Benjamin
organization, but had heard of the SOC, and 1
gave him a copy of the SOC, and talked about the
process we would go through before T would he
ready to recommend him for CGHT. e expressed
his willingness to follow the SOC puidelines and
welcomed all the help T could give him. [ also
brought up to him that as a transgendered
woman, | was rather ignorant of the trans-man
world, as well as FTMs, since the transgendered
world is dominated by MTT5 or trans-women. |
cautioned that other therapists might view our
therapy relationship as problematic hecause of
my own transgender identity. lle responded,
“Well, you and I are both doctors, and 1 feel it
you'll know what I'm saying hetter than anvone
else.” | shook his hand and the session ended.

A the beginming, of the second session, 1
asked Steve what he thought of the SOC. He
brought up numerous misgivings, For a start, he
didn’t like how it viewed transgender as a psychi-
atric disorder. He asked my opinion about Gender
Identity Disorder as a psychiatric diagnosis. At
first, T told him my opinion wasn'l immportant,
that [ was interested in how he felt about it, but
he persisted in asking me what | thought about
it. Finally, T said that many mental health profes-
sionals believe that the wish for a sex change is
psychotic in and of itself, but that due to my
unique position as a psychotherapist, as well as
being transgendered, 1 had a unique and very
personal view of the subject. | also pointed out
that the way society enforces gender-congruent
behavior and punishes gender-transgressive
behavior is to pathologize them. 1 explained that
nany transgender people suffered [rom depres-
sion, and that part of the reason for having a
long waiting period before starting hormones or

surgery is to determine if the person actually suf-
fers from depression that is unrelated to discom-
fort from biological gender, and to diagnose and
treat any mood disorders.

Steve digested all this, and then asked, “Are
there any other reasons for the delay in getting
hormuones?” [ said the other reasons would be to
explore the dvnamics of gender and sexual ori-
entation, and also to ensure that there is some
stabilily in the patient's life so that he or she will
have support and be prepared to deal with the
issues of another puberty (with all of its con-
comitant morphological changes). Also, 1 said,
clients need to work on how to handle family and
friends when they go through the momentous
change. Steve challenged me, saving, “That’s a
pat answer!”

Steve was angry at the existence of the diagno-
sis of Gender Identity Disorder and at me mavbe
hecause 1 was a representative of the psychiarric
profession, or maybe because | wasn't as “activist”
as he had expected or hopad. T suggested that he
read more about some of these issues and offered
him some literature. When he saw the issue of
Trenspender/Tapestry, his eves lit up. After that
initial confrontation, Steve showed an eagerness lo
read and discuss more and more about the trans-
gender world, its various communities and con-
troversics, He called during the week 1o thank me
for guiding him to the information,

The lollowing week, Steve came in buzzing
with excitement abont the FTM support group T
had referred him to. He described feeling relieved
that he was not alone, not the only one, and said
he found some of the guys in the group attractive.
With the mention of attraction to one of the other
FTM support group members, 1 expanded the
conversation to his relationship with his fiancé,
Steve said he felt that his fiancé was distancing,
although he viewed the relationship as still
active. [ asked Steve if his fiancé had expressed
any feglings about Steve’s upcoming change in
gender, and Steve showed me a photograph of
himself as & woman, with a group of young men
playing foothall. Because he had always present-
il as very androgynous, he believed he would not
have any problems in his relationship or in his
professional life because of ransitioning. [ didn't
challenge this assumption, but turned the discus-
sion to his parents and his relationship with
them. He said neither of his parents wanted their
daughter 1o become a son. His father didn't say
so, but would agree with his mother when she
said things like, “1 will never call vou Steve. You

are my daughter, Samantha, and nothing but
Samantha!™ His wother would also show Steve
pictures of himself as a young girl in a dress and
say, “Samantha, vou looked so pretty and cute.
Why do vou want to change lrom such a beauti-
ful woman?" Steve appearcd distressed as he told
me these stories. | said that it is not only us, the
transpendered, who undergo transition, but our
familics as well. Steve gave me an angry look and
said, “Why do vou give such phony, pat answers?
You know the truth from vour own life; ell me
haw your own Family dealt with your transition!”

I heard his anger at me as displacement of his
anger aboul his own Family’s possible rejection of
him as a male. So, I replicd that his therapy was
to talk about his issues, not to discuss what did or
didn’t happen in my family when [ transitioned,
and that, in fact, my experience had no bearing
on his transition. But he insisted, and [ heard
that he needed me to be more of a guide and less
of a neutral sounding board, so 1shared a little of
my story. 1 told him that while some in my
immediate family acoepled me, some of the oth-
ers did not. He then pressed for more details, and
1 told him that what applied to me had its appli-
cations only to me, and (hat [ felt that the pres-
ence of at least one family member in the
patient’s corner, helped create some stability and
offered at least some shield against a transphobic
society. | emphasized that he would be wise to
attempt to find someone, even a cousin, to aid
lim in his own transition. He then looked at me
and said, “Well, you're the doctor, we're both
doctors, | guess vou're right.”

As therapy progressed and T [ell Steve was
grappling with his issues and getting closer to
being able to handle CGHT, | sent him to an
endocrinologist o get a baseline physical and
check hormonal levels to make sure he wasn't
already using hormones, In Steve's case, it was
almost 2 given that he would qualily for hor-
mones, so when [ gave him the literature on the
pharmacological effects of testosterone, as well as
anti-andropens, he absorbed the information
readily and even looked up other references
online to educate himself to the risks and the
benelits of CGHT. When I made the referral w the
internist, T urged him to discuss any hesitations
he might have with the doctor. Steve asked me
why [ was referring him to this particular doctor,
since he had heard through the transgender
grapevine as well as with his own FI'M support
proup that the physician had a poor bedside
manner and that he was homophobic and trans-
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phobic. I stated that although the physician did
nol have the best way of speaking to his trans-
gendered patients, he gave excellent medical care
to his transgender patients. Steve was satisfied
with thet answer and did not question me further.

During our next session, Steve talked about
some of his fears about taking hormones, and his
eagerness 1o have his brewsts removed. He spoke
about some of the guys in his FTM support gronp
who had had “top surgery,” (double mastecto-
my) and their differing resulis. He then asked me
whether I recommended a particular surgeon in
the area. I told him that it was too early for this
discussion, since by next week he would be on
testosterone, and just beginning to deal with a
deeper voice, acne, beard growth and muscular
growth. The patient was eager lo discuss all the
changes that awaited him, and the session ended
on a happy note. The following week, he report
od on his visit to the physician and said he had
heen given his first injection of testosterone, He
noted that his libido had increased, and that he
felt great for the first time in his life. He tanked
me profusely and spent the greater part of the ses-
sion complimenting me on my insights into him,
anid into the transgendered world.

1'was glad he was happy, but [ wondered if Steve
was going 1o use therapy only 4s a means o get
hormaones. and surgery. Many transgenler clients
do s0, because they have to go through therapy to
get approval to take hormones and have the sur
gerics, | asked Steve directly about it, and he said he
knew other trans people used therapy that way, hut
he really wanted 10 be in therapy. e talked about
hewy his relationship with his fiancé was deterioral-
ing. We spent the rest of the session talking about
that. T notived that when 1 asked him about his
parcnts ar other family members, Steve artfully
changed the topic back to his fiancé. | wondered if
Steve was resistant o talking about his parents
hecause that relationship was more hostile o him
than his relationship with his fiancd,

As therapy progressed, Steve talked about
becoming masculine. He reveled in the phiysical
changes, but after a few weeks of relating his tri-
umphs and delight in transitioning from female
to male, he started to talk about having a hard
time relating to others as a woman, and he hegan
o appear sad and depressed. When 1 noted this,
he started to cry, and | handed over a tissue. [
heard myself make a joke that “real men don't
ey Even as [ was asking him what was going
on, 1 was noting my comment and wondering
why | was reinforcing gender-congruent behay-
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ior. What was that all abow? Luckily, il seemed
that Steve wasn't thinking ahout my joke, but
was lalking about how his mother had declared
that he was not welcome in her home as 2 male,
and thar his fiancé had left him because he didn't
wanil 1o be seen as 4 gay man. Even though [ had
tried to get him to prepare for this possibility,
Steve appeared bewildered by these rejections,
and afraid, T gently said again that T believed
families transition along with the transgender
person. This time, he didn't call it a cliché, but
nadded in agreement.

Early on in the therapy, Steve told me that he
believed he was a gay man, and he asked mv
thoughts on the matter I related the story of
Louis Sullivan, a trans-man who identified as
way in San Francisco at the beginning of the
HIV/AITS epidemic, and was suceessful in peti-
tioning the American Psvchiatric Association
(APA) to reconsider its stance ignoring homosex-
vality and homoeroticism amony ils transsexual
patients. Sullivan won the argument with the
APA with the statement, “I am 4 gay man' | have
HIV, which is a gay man’s disease. Why, then, am
I not considered a gay man, simply hecause [ was
borme with a female bodv?" Steve appreciated the
story, and 1 said w him, “I7 you see yoursell as 3
gay man, then who am I to disagree with vou?”
AL various points during his therapy, Steve
brought up problems with being perceived as a
man in the gay world. He would tell me about
being attracted to 2 man in a gay bar, only to be
rejected later hecanse he had a vagina, net a
penis. He also informed me of his continued
activities with the FTM support group, and of the
multiple liaisons that the men in the group had
with each other.

After his liancé left him, Steve told me about
his desire for another man in his FTM support
group, of their shared interests and the fun they
had when they were drinking together. Steve also
related the fact that he did not feel that a support
group was necessary to his existence; sinee it was
primarily geared toward new M1Ts and that he
felt no desire to listen to others state some of the
same problems in transition that he had com-
plained of himself six months earlier. | gave him
permission to leave the group, since he felt it
wasn't satisfving his needs, He then asked me,
hesitantly, what T thought of his relationship
with this other man, and 1 replied that was also
a sign of continued growth. Steve appearced
relieved by my support.

My relationship with Steve progressed and

changed with time, as he became more confident
in his male role. His chiropractic practice handly
suffered a loss of patients, and as he progressed in
his relationship with his trans-man lover, he
reported their deepening intimacy. 1was without
any hesitation that I sent my recommendation
that Steve be considered for “top surgery.” After
the surgery, he felt relieved that his breasts were
gone. Steve told me, “Samantha is dead now.”
This metaphor is often used in trans society as a
means of erasing the past life, even the pood
parts. | wy to encourage my patients to accept,
not erase, (he past. I showed Steve my own tran-
sition photographs as a means of explaining who
I was then, and who | am now. While this
entailed some sell-disclosure, T wanted o model
for Steve that it was okay to integrate past and
present, that | did not feel ashamed of my past as
amale, and that he didnt have to try lo erase any
part of himself either. Steve got a real kick out of
seeing my vearbook photo and even made a
erack aboul me being such a handsome man
that he might have dated me if T was still a guy.
He also was fascinated 1o see the changes in my
face and body, realizing that 1 really had gone
through a lot of the changes that he had—nat
the same, of course, but the same process. He left
the session thoughtful and quiet.

The following week, he reported that he had
sone to see mother. The two of them looked at old
photographs of him as a young girl. Doing this,
they were able to reconcile themselves to the
changes in him now. Tie allowed his mother 1o
lowe: the little girl he had been. She realized she
didn’t have to lose that linle girl; now she had to
learn how to love her son, Tle then told me how
happy he was to have parents that loved hirm.

During our final sessions, Steve discussed
“bottom surgen™ and decided not to do it. That
was our last hig discussion. He was becoming
more integrated into his life as a gay transman,
and didn't need therapy as much. Gradually, he
hegan to cancel appointments, His new life was
in full swing, and I suggested he might be done
with therapy. 1 told him he could call if he ever
necded me. As he went 1o open the door 1o leave,
he turned and gave me a hug,

Certainly, 1 was aware that Steve’s therapy,
unlike Chloe's, was 2 lot less stuck because Steve
and | were of similar class, race and sociveconom-
i background, and we were close in age. The
perwer differences were subtle. 1 was borm a man—
something he longed for —and became 2 woman.

Contlinaed on page 26



explained: “When | met my partner and we
realized our relationship would be permanent,
it made sense to me to take her name. | like her
family a lot-and taking her name made me feel
like I was part of a sane, healthy Family-and
made us, s a couple, feel more like a family
too.” Another respondent created 2 new last
name with her partner to demonstrate their love
and commitment to each other. She explained,
“My partner and | wanted to share 2 last name
to reflect the fact that we gol nirried/commit-
ted our life 10 each other. The last name is
Spanish for penguins. Penguins have become
our family’s symbol, and Spanish is a language
we both love.”

Of the 12 respondents who did not change
their last names, seven reported making a con-
scions decision not to change. Several gave more
than one reason, including not wanting to
change out of respect or affection for their family-
of-origin names and the history of those names:
because their last names were an integral part of
their identity (“Even if T were straight and legally
married, [ wonldn’t change my name™); because
they had established name recognition in their
professions; because they did not like their part-
ner's last name; because keeping separate names
would promote equality in their relationships
{“[it] reflects onr desire not to merge into 2 cou-
ple-heing and to remain two separate individu-
als”); because they could not agree on what their
new name should be; and because it would be
inconvenient to have t explain the name change
1o others.

Leshians' reasons for changing their last
names are vastly different from those offered by
heterosexually married women. Ileterosexual
women focus on creating an internal sense of
[amily. Leshians focos on external recognition
and acceptance of the family they have created
with their partner (and children). While opposite-
sex couples and their children are endorsed as a
legitimate family form by United States culture,
same-sex couples have no legal stalus as a Funily
unil. Having the same last nane as one’s parner
is 2 way to claim family stans. W

Elizabelh A, Suter, Ph.L., leaches in the
Communication Sucies Deparinent al the
University of Nebraska-Lincoln. A full version
of this article can be fornd in the Jonmal of
Leshian Studies, Special Issue on Leshians and
Ritual Vodeeme 7, Number 2.
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Trans ( continued from p. 20)

Wisdar ( continued from p. 4)

He was bom a wornan—something 1 had longed
to he—and was becoming a man. Because | had
already gone throush the transition, Steve wis
compliant and took my suggestions as credible,
exoept when he felt provoked or scared. Our
shared experience of transphobia solidified our
trust and rapport, and Steve often reinforoed that
by saying how well [ knew him and understood
him. While it may have helped strengthen his
resolve when dealing with difficultics during the
transition, | hope his identification with me didn't
hinder him from expressing diferent transpender
identities other than transsexual.

1 believe my being an M1 therapist helped
Steve work through his questions and problems
and fears during his transition because, in the
best of therapies, the clinician is someone a lit-
Ue bil aliead on the path, at least in some areas,
anil can give guidanee based on experience and
success. | believe in this case, unlike in my work
with Chloe, these multiple transtferential and
countertransferential relationships set Steve’s
therapy up for success.

I Dbelieve the next important step mental
health professionals need to make is 1o denmystify
and destigmatize those who are transgender
Much of society views wansgender people as
freaks to be seen on the Jerry Springer show, Even
many mental health professionals look upon the
Iransgender journey as heing 2 movement away
from integration of the self a psychotic solution to
an insoluble problem. My knowledge of both
male and female experiences has given me a
rather unique history, and because of that I can
just about relale 1o eservone on this planet.
Perhajs my most valuable asset to all my clients,
trans and non-trans, is that my journey as a trans
person has taught me how 1 be at home with
myself. 1 know wha T am, and that knowledge is
invaluable to anyone in the healing professions,
especially therapists. W

Melanie Spritz, DO, is an Attending
Pycliairist working al S Luke s-Roosevelf
Hospital — Comprebensive  Psychialric
Emergency Program in Mictown Manballan.

She i e fnstrocior al Columibia School of
Medicine sn the Depariment of Pyycbialry as
well as baving a private practice i Bay Ridge
Brovklyre. She oflen leclures and leaches oibers
ahosd the Transgendeved from both of ber she

clatltics: Inbernal Medicine and Fevebiatry.

nity of gay men and leshians who were also
parenting. But different from their previous
bond with the gay and leshian community,
which was based on common sexual orienta-
tion, their new gav and lesbian parenting com-
munity bonded around childrearing issues and
shared concemns about how homophobia and
heterosexism would affict their children.

Gay dads also tound new connections with
the straight community. Most said that before
they became dads, their interactions with the
straight world were limited, but once they
became parents, they spent more time socializ-
ing in the straight world with straight couples
and their children. Many of the men in my
study left urban areas and moved to the suburbs
when they became parents. They described find-
ing 4 new sense of belonging in their (mostly
straight) neighborhoods because, as parents,
they shared common ground with steaight
neighbors with whom, before parenthood, they
probably would not have shared many interests.

On the surface, gay dads may seem no dif-
ferent than their heterosexual counterparts,
adapting their lifestyles to put first the needs of
their children. But it is important to note the
obstacles that gay men who created families
through adoption, foster care and kinship had
to overcome tn finally become dads. Adoption,
foster care and surrogacy only recently became
options for gay men, especially those who are
not wealthy and white. Today's gay dads are
pioneers, and often had to wail years—even
decades—to realize their dream of becoming
parents. | helieve the persistence and patience
they had to cultivate to become dads have
helped forge them imo wonderdul parents 1o
conntless children in need of permanent fami-
lies. In & country where more than 154,000
children are available for aduption on any
given day, gay das have stepped up and offered
their love and commitment to many children
in need. With so littde literature about them, |
hope that this inquiry leads to further study by
other researchers in the vears to come. W

Gerald P. Mallon, DSW., i Associale
Professor and Evecuiive Direclor of the
Nationel Resowrce Cenler for Foster Care
and Permanency Planning at the Hunler
College School of Social Work in New York
City. He s alvo the step-dead of few sons.






