








GID and found that, after follow up, only 12% were judged to 

have persistent GID in adulthood or later adolescence. In line 

with these findings, other outcome studies have shown that the 

majority of boys with GID are no longer gender dysphoric when 

they reach adulthood. 

It was cited throughout the literature review that GID is highly 

correlated to psychosexual outcomes of transgenderism as well 

as homosexuality and bisexuality. In addition, GID is highly 

associated to high psychosocial comorbities such as: poor rela

tionships, behavioral problems, DSM Axis I and Axis II disorders 

and self-injurious behaviors. 

Conclusion 

Zucker's research contradicts the notion that GID is a phantom 

disorder and that children diagnosed with GID present with no 

more distress than other children. To the contrary, his research 

suggests that these children do indeed have more psychological 

and behavioral problems than non-referred children. In response 

to an article in the Psychiatric News (July 18, 2003) suggesting 

that not only was GID a phantom disorder but it was the parents' 

distress, not the child's distress that was problematic, Zucker 

offered the following response: "Consider, for example, a 3-

year-old girl who repeatedly states that she is a boy or that she 

wants to be a boy. Her parents reply by telling her that she is a 

girl, and the child's reaction is to cry and insist otherwise. Hill's 

interpretation of such distress is that it is merely the result of the 

parents' reaction, not the possibility that the child is also strug

gling with a complex feeling state. Of course, if the parents went 

along with the child's fantasy that she was a boy, there would be 

no overt distress, but it would hardly solve the underlying prob

lem and would merely reinforce it." (Zucker, 2003). 

Perhaps, the bigger issue is the rights of parents to oversee the 

development of their children. If GID is a risk factor for the later 

development of homosexuality, and GID is a treatable condition, 

do parents have the right to seek treatment for GID as a means of 

preventing a homosexual outcome? 

Zucker's success in helping children with GID has excellent doc

umented success. In their book, Gender Identity Disorder and 

Psychosexual Problems in Children and Adolescents, he and co

author Susan Bradley conclude: "It has been our experience that 

a sizeable number of children and their families achieve a great 

deal of change. In these cases, the GID resolves fully, and noth

ing in the children's behavior or fantasy suggest that gender iden

tity issues remain problematic ... All things considered, we take 

the position that in such cases a clinician should be optimistic, 

not nihilistic, about the possibility of helping the children to 

become more secure in their gender identity." In spite of the 

politically sensitive connection between childhood gender-iden

tity disorder and later adult homosexuality, Zucker and Bradley 

believe treatment of childhood GID can be both "therapeutic and 

ethical." They base their case on several points, claiming treat

ment affords the following benefits: 

• A reduction of social ostracism by peers.
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• An opportunity to relieve the psychopathology which has

been documented to be associated with GID, both in the child and 

within the family. 

• The prevention of later transsexualism;

• The prevention of homosexuality in adulthood.

On this controversial point, Zucker believes that treatment is jus

tified for social reasons--but he is doubtful about their being jus

tification to prevent homosexuality for religious reasons. 

And if a secure gender identity prevents the development of later 

homosexuality, as Zucker acknowledges as a possibility, parents 

should be informed of the research on the relationship between 

the two. Zucker's priority is "helping these kids be happily male 

or female," but he also acknowledges that the treatment process 

does, in some cases, apparently avert homosexual development. 

And in support of parents' rights to avert a homosexual outcome 

for their children, Zucker cites a persuasive quote from Richard 

Green: "The right of parents to oversee the development of chil

dren is a long-established principle. Who is to dictate that parents 

may not try to raise their children in a manner that maximizes the 

possibility of a heterosexual outcome? It that prerogative is 

denied, should parents also be denied the right to raise their chil

dren as atheists? Or as priests?" 

This review was prepared by the Scientific Advisory Committee of 

NARTH, A. Dean Byrd, Ph. D., MBA, MPH Chair. Contributing 

members include: Ned Stringham, Ph.D., Philip M Sutton, 

Ph.D., David Blakeslee, Psy. D., Christopher Rosik, Ph.D. and 

James E. Phelan, MSW, Psy. D. 
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