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Abstract

The present research explored transgender individuals’ subjective ratings of two clinical measures of gender dysphoria: the Gender
Identity/Gender Dysphoria Questionnaire for Adolescents and Adults (GIDYQ-AA) and the Utrecht Gender Dysphoria Scale
(UGDS). Participants read each scale and provided a global rating regarding how well they captured their experiences of gender
dysphoria. Participants included 622 transgender individuals who identified as transfeminine (n =221), transmasculine (n =206),
and non-binary/agender (n=195). Findings indicated clear patterns of responses across gender identity and assigned sex, but not
clinical diagnosis. For the GIDYQ-AA, transfeminine and transmasculine individuals rated the scales more positively than did
non-binary/agender individuals. In addition, participants who were assigned male rated the scale to be a more accurate measure
of their dysphoria than did participants who were assigned female. For the UGDS, transfeminine individuals rated the scale most
positively, followed by transmasculine individuals, and then non-binary/agender individuals. All pairwise comparisons were
significant. Likewise, participants who were assigned male rated the scale to be a more accurate measure than did those who were
assigned female. It is important to note that subjective ratings were relatively low (M =3.40, SD=1.09 for GIDYQ-AA; M=3.43,
SD=1.22 for UGDS on a 5-point scale) where little more than half of the participants (52.5% GIDYQ-AA; 54% UGDS) agreed
or strongly agreed that the scales captured their experience. Discussion focused on the implications for using these measures of

gender dysphoria in both clinical and research settings.
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Introduction

Gender dysphoria has been the central diagnostic lens for gen-
der incongruence in the clinical literature (Drescher, 2015;
Drescher, Cohen-Kettenis, & Winter, 2012). Gender dyspho-
ria has been defined as the “distress that may accompany the
incongruence between one’s experienced or expressed gender
and one’s assigned gender”” (American Psychiatric Association,
2013, p. 451). A diagnosis of gender dysphoria using criteria
from either the Diagnostic and Statistical Manual of Mental
Disorders (DSM-5; APA, 2013) or the International Statisti-
cal Classification of Diseases and Related Health Programs
(ICD-11; World Health Organization, 2011) is typically deter-
mined categorically (i.e., one either does, or does not, meet
criterion). Two-dimensional measures of gender dysphoria
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are commonly used in clinical settings: the Gender Identity/
Gender Dysphoria Questionnaire for Adolescents and Adults
(GIDYQ-AA; Deogracias et al., 2007) and the Utrecht Gen-
der Dysphoria Scale (UGDS; Cohen-Kettenis & van Goozen,
1997). Deogracias et al. argued that a dimensional measure of
gender dysphoria has clinical utility for assessing the degree
of dysphoria among those experiencing more “subtle signs of
gender dysphoria,” or who are “subthreshold” (p. 371).

Research Literature Framing Our Understanding
of Gender Dysphoria

Current conceptualizations of gender dysphoria have been
impacted by the clinical literature that has predominantly
focused on diagnosing psychopathology (Drescher, 2010).
Early understandings of gender identity relied upon binary
conceptualizations of gender/sex' where individuals were
classified as transsexual based on identifying with the “oppo-
site” of their “genetic” sex (Benjamin, 1966). Early research

! We use gender/sex consistent with van Anders (2015).
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focused on developing typologies of transsexuality (Benjamin,
1966; Blanchard, 1989a, 1989b) that centered exclusively on
the experiences of trans women.>

Based on his experience working with clients in a gender
dysphoria program, Fisk (1973, 1974) felt that a focus on
typologies was not central to the treatment of gender dysphoria.
Instead, he described individuals with dysphoria as being het-
erogeneous and ranging in severity. He subsequently conceptu-
alized gender dysphoria as a syndrome represented on a contin-
uum with transsexuality as the most extreme form of dysphoria
on one end and non-pathological gender on the other (Fisk,
1974). Although clinical diagnoses of gender dysphoria have
undoubtedly evolved since the 1970s, this history has framed
the way current clinical measures have been conceptualized.

Mainly based on the experiences of trans women, early med-
ical models of transexuality reinforced binary narratives of a
“woman trapped in a man’s body” (Meyerowitz, 2002) and do
not always resonate with the diverse experiences of transgender
individuals (Serano, 2010; Veale, Clarke, & Lomax, 2012).
These models have been criticized for centering on anatomical
classifications and de-emphasizing the role of self-identification
(Bockting, Coleman, & Lief, 1991; Devor, 1993). In contrast,
psychological research that centers on transgender identity is
often framed from a minority stress model (Hendricks & Testa,
2012; Pflum, Testa, Balsam, Goldblum, & Bongar, 2015; Tim-
mins, Rimes, & Rahman, 2017) and this framework has also
impacted the way dysphoria is conceptualized.

The minority stress model emphasizes self-identification
and an understanding of how stressors from belonging to mar-
ginalized social group impacts mental health outcomes (Meyer,
2003, 2015). Research from a minority stress perspective origi-
nally situated transgender experience within the larger lesbian,
gay, bisexual, and transgender (LGBT) community framework
(Fassinger & Arseneau, 2007). Sexual and gender minorities,
then, were conceptualized as related groups based on gender
non-conformity/atypicality (Alexander & Yescavage, 2003;
Clarke, Hayfield, & Huxley, 2012; Drescher, 2010), as well
as stigma/stress (e.g., Breslow et al., 2015; Meyer, 2015). This
acknowledgment of gender-related stigma/stress is reflected in
the debate regarding whether “clinically significant distress or
impairment in social, occupational, or other important areas
of functioning” (Criterion D in DSM-IV for Gender Iden-
tity Disorder; APA, 2000) is inherent to gender dysphoria or
whether it is instead a result of social stigma, or both (Bouman,
Bauer, Richards, & Coleman, 2010; Galupo, Pulice-Farrow, &
Lindley, in press). It is important to note, however, that gender

2 Much of the early clinical literature refers to transgender individuals
on the basis of their “biological” or “natal” sex. Consistent with more
contemporary understandings of transgender experience, we refer to
transgender individuals by centering on their gender identity. Thus,
while early typologies focused on “natal men,” we describe these mod-
els as focused being focused on the experiences of trans women.
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dysphoria does not universally apply to all individuals who
identify as transgender (Byne et al., 2018), and some trans indi-
viduals do not experience dysphoria at all (Chen et al., 2016).

Given the focus on identity, research from a minority stress
framework has also allowed a more nuanced understanding of
transgender identity. Moving away from a focus on assigned
sex and binary conceptualizations of transgender experience,
recent research has broadened its understanding to be inclu-
sive of non-binary transgender identities (Budge, Rossman,
& Howard, 2014; Factor & Rothblum, 2008; Farmer & Byrd,
2015; Harrison, Grant, & Herman, 2012; Kuper, Nussbaum, &
Mustanski, 2012; Lykens, LeBlanc, & Bockting, 2018; Pulice-
Farrow, Clements, & Galupo, 2017; Saltzburg & Davis, 2010).
Gender identity is often understood to refer to an individual’s
sense of self as male, female, both, or neither (Tate, 2014; Tate,
Youssef, & Bettergarcia, 2014). However, recent research sug-
gests that non-binary transgender individuals describe their
gender in ways that both align with and challenge this defini-
tion (Galupo, Pulice-Farrow, & Ramirez, 2017). Acknowledg-
ment of non-binary identities has been implicitly incorporated
in the language of the most recent version of the DSM (DSM-5,
Gender Dysphoria; American Psychiatric Association, 2013).
Individuals are described not as identifying as “the other gen-
der” (as was the case in the DSM-IV, Gender Identity Dis-
order; American Psychiatric Association, 2000) but rather as
“the other gender (or some alternative gender different from
one’s assigned gender)” (American Psychiatric Association,
2013; Byne et al., 2018). Similar removal of the terms “opposite
sex” and “anatomical sex” in earlier versions of the ICD were
replaced with “experienced gender’” and “assigned sex” in the
ICD-11 (Reed et al., 2016; WHO, 2011).

Clinical Measures of Gender Dysphoria

Two clinical measures of gender dysphoria have been high-
lighted in the literature (Zucker, Lawrence, & Kreukels, 2016),
both as a way to demonstrate that gender dysphoria can be reli-
ably and validly measured (Cohen-Kettenis & Pfafflin, 2010;
Singh et al., 2010) and as a way to advocate for a dimensional
conceptualization of gender dysphoria (Cohen-Kettenis &
Pfafflin, 2010; Deogracias et al., 2007). Following Fisk (1973,
1974), the UGDS (Cohen-Kettenis & van Goozen, 1997) con-
ceptualized gender dysphoria on a continuum between dys-
phoric/not dysphoric. The scale has two non-parallel versions
(female-to-male and male-to-female) and scale items focus on
dissatisfaction with the body (e.g., “I hate having breasts”),
gender identity (e.g., “T hate myself because I'm a boy”), and
gender roles (e.g., “I prefer to behave like a boy”). In con-
trast, the GIDYQ-AA (Deogracias et al., 2007) was designed
to provide a dimensional measure of gender identity/gender
dysphoria that could be used clinically with adults and adoles-
cents and that could be used for both trans women and men.
Thus, it consists of a single questionnaire with parallel items by
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assigned sex. This scale conceptualizes gender identity/gender
dysphoria on a continuum, with male and female on either pole.
The GIDYQ-AA also focuses on experiences explicitly in the
preceding 12-month period. Items assess subjective (e.g., “In
the past 6 months, have you thought of yourself as a transgen-
dered person?”’), somatic (e.g., “In the past 12 months, have
you disliked your body because it is female?””), social (e.g., “In
the past 12 months, at parties or at other social gatherings, have
you presented yourself as aman?”’), and sociolegal (e.g., “In the
past 12 months, have you made an effort to change your legal
sex?””) aspects of dysphoria.

Although there may be clinical utility in these two scales,
the way the scales conceptualize gender dysphoria may or may
not resonate with the way transgender individuals themselves
experience gender dysphoria. Because the majority of research
on transgender experience has been conducted from a cisgender
framework, it has been suggested (Galupo, 2017) that we need
to adopt research approaches that invite transgender individu-
als to reflect upon the theories advanced (e.g., Schudson, Dib-
ble, & van Anders, 2017; Veale et al., 2012) and the scientific
measures used (e.g., Galupo, Mitchell, & Davis, 2018; Galupo,
Mitchell, Grynkiewicz, & Davis, 2014). Recently, subjective
ratings have been usefully applied to sexual orientation meas-
ures as a way to explore how well they capture the experiences
of both heterosexual and sexual minority individuals (Galupo
etal., 2018). These findings have been used to describe whether
individuals’ experiences resonate with the way empirical scales
are conceptualized. It is likely, then, that exploring the sub-
jective scores for clinical scales can similarly inform current
research and practice with regard to gender dysphoria.

Purpose of the Present Study

The present research utilized a non-clinical sample of transgen-
der-identified individuals to investigate how well two clinical
measures (GIDYQ-AA and UGDS) resonated with their experi-
ences of gender dysphoria. Participants were asked to rate how
well these scales captured their experience of gender dysphoria.
These subjective ratings were explored across gender identity,
assigned sex, and clinical diagnosis.

Clinical typologies of transsexual/transgender individuals
(Benjamin, 1966; Blanchard, 1989a, 1989b) have been devel-
oped for trans women, and clinical conceptualizations of gender
dysphoria have emphasized binary understandings of gender. It
was, therefore, hypothesized that ratings for both scales would
be higher for individuals with transfeminine versus transmas-
culine identities and higher for binary (transfeminine and trans-
masculine) versus non-binary/agender identities. It was further
hypothesized that sex assigned at birth for both scales would
impact subjective ratings, where individuals who were assigned
male would report more favorable ratings than would individu-
als who were assigned female. Additionally, because these
scales were both developed based on clinicians’ perspectives

of working with individuals diagnosed with gender dysphoria,
it was hypothesized that participants who reported having been
diagnosed with either gender identity disorder or gender dyspho-
ria would rate both scales more favorably than those who did not.

We tested our hypotheses using planned comparisons.
Although we have three independent variables (gender iden-
tity, assigned sex, clinical diagnosis), planned contrasts were
more appropriate to test our hypotheses than a factorial design
for the following reasons: (1) we were not interested in main
effects; rather, we had specific directional predictions across
three discrete gender identity groups; and (2) we did not antici-
pate interaction effects (van Wesel & Klugkist, 2015).

Method
Participants

Participants were 622 individuals who self-identified as
transgender and completed an online survey, each with a unique
IP address. This analysis excluded data from participants who
had incomplete or missing responses for the questions under
consideration, or who indicated “not applicable” for the subjec-
tive rating question. Participants represented all regions of the
USA (residing in 39 states), as well as 17 countries. Partici-
pant ages ranged from 18 to 74 years (M =26.89, SD=8.03).
There was limited racial/ethnic diversity within the sample,
with 17.4% of participants identifying as racial minorities.
The overwhelming majority of the sample (82.6%) identified
as White. See Table 1 for detailed information for more detailed
participant demographics.

With regard to gender, participants self-selected into one
of four categories: transfeminine (n=221, 35.5%), transmas-
culine (n =206, 33.1%), non-binary (n=150, 24.1%), and
agender (n=45, 7.2%). For the purposes of our analyses,
non-binary and agender groups were combined into a single
non-binary/agender group. Table 2 provides demographic
information across these three groups. The slight majority of
the sample was assigned female at birth (58.0%). With regard
to sexual identity, the vast majority of individuals (94.4%)
self-identified as something other than heterosexual (asexual,
bisexual, fluid, gay, lesbian, pansexual, queer, or other). Past
research in a similar community sample has established that
trans individuals use gender identity (not assigned sex) to
guide their choice of sexual identity labels. Finally, 311 of the
622 participants reported a clinical diagnosis for either gender
dysphoria or gender identity disorder.

Participants were recruited to participate in a “study on the
experiences of gender dysphoria in transgender individuals.”
Initial recruitment announcements were posted on social net-
working websites and online message boards. Online resources
included those with a national and local community reach.
In addition, some targeted specific agender, non-binary, or
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Table 1 Participant demographics

Total (N=622)

Age mean (SD) (in years) 26.89 (8.79)
Race n (%)
American Indian/Alaska Native 5(0.8)
Asian/Asian American 13 (2.1)
Black/African-American 7(1.1)
Hispanic/Latinx 24 (3.9)
White/Caucasian 514 (82.6)
Biracial/Multiracial 31(5.0)
No answer 5(0.8)
Other 23 (3.7)
Socioeconomic status n (%)
Working class 117 (18.8)
Lower—middle class 118 (19.0)
Middle class 188 (30.2)
Upper-middle class 110 (17.7)
Upper class 6 (1.0)
Don’t know 43 (6.9)
No answer 14 (2.3)
Other 26 (4.2)
Highest level of education n (%)
High school/GED 264 (42.4)
College degree 256 (41.2)
Graduate degree 78 (12.5)
Doctorate/terminal degree 24 (3.9)

Demographics are reported in aggregate as there were no significant
differences across gender identity

transgender communities of color, while others engaged the
transgender community more broadly. Snowball sampling was
utilized as a recruitment tool, with some participants sharing
the survey with additional groups or individuals. Participants
learned of the survey primarily via online resources, including
seeing the survey link on Reddit (58.2%), Facebook (27.0%),
Tumblr (3.9%), and Twitter (2.6%). The remaining participants
were directly recruited by a friend (3.1%) or received informa-
tion about the survey through another venue (5.3%). Data were
collected for two months, beginning on March 26, 2018, and
ending on May 26, 2018.

Measures

Gender Identity/Gender Dysphoria Questionnaire
for Adolescents and Adults (GIDYQ-AA)

The GIDYQ-AA (Deogracias et al., 2007) is conceptualized
on a continuum between “unproblematic” gender identity
to gender dysphoria. The GIDYQ-AA includes 27 items on
a single-factor. Items were designed to capture subjective,
social, somatic, and sociolegal aspects of gender identity/
dysphoria and were expressed in parallel for women and men
(based on assigned sex). To complete the scale, participants
were instructed to rate the frequency of each item’s occurrence
within the past 12 months on a 5-point scale with 1 (Never)
and 5 (Always) as anchors. The original development article
reported a Cronbach’s alpha of .97. For the purposes of this
study, participants were presented the scale, but did not com-
plete it. Instead, they rated the scale based on how well the scale
conceptually captured their experience (see below).

Table 2 Participant

demographics by gender
identity

@ Springer

Transfeminine
n=221

Transmasculine
n=206

Non-binary/agender
n=195

Age mean (SD) (in years)
Assigned sex
Female
Male
Clinical diagnosis
Yes
No
Primary sexual identity
Asexual
Bisexual
Fluid
Gay
Heterosexual
Lesbian
Pansexual
Queer
Other

28.77 (10.35) 24.42 (7.35) 27.06 (7.81)
n (%) n (%) n (%)

0 (0.0) 206 (100.0) 154 (79.5)
221 (100.0) 0 (0.0) 40 (20.5)
n (%) n (%) n (%)

123 (55.7) 129 (62.6) 59 (30.3)
98 (44.3) 77 (37.4) 136 (69.7)
n (%) n (%) n (%)

11 (5.0) 29 (14.1) 31 (15.9)
55 (24.9) 35 (17.0) 28 (14.4)
1(0.5) 3(1.5) 3(1.5)
6(2.7) 36 (17.5) 11 (5.6)
12 (5.4) 21 (10.2) 2 (1.0)

61 (27.6) 4(1.9) 9 (4.6)

49 (22.2) 29 (14.1) 47 (24.1)
16 (7.2) 40 (19.4) 49 (25.1)
10 (4.5) 9 (4.4) 15 (7.7)
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Utrecht Gender Dysphoria Scale (UGDS)

The UGDS (Cohen-Kettenis & van Goozen, 1997) conceptu-
alizes dysphoria on a continuum between not dysphoric/dys-
phoric. The UGDS includes 12-items where individuals rate
their agreement on a 5-point scale. There are two versions of
the UGDS scale that were developed independently. Cronbach’s
alpha has been reported as .92 for the “Male” [MTF] version
and .78 for the “Female” [FTM] version. For the purposes of
this study, participants were presented the scale intended for
their assigned sex, but did not complete it. Instead, they rated
the scale based on its face validity (how well the scale conceptu-
ally captured their experience; see below).

Subjective Ratings

After reading each of the two gender dysphoria scales, partici-
pants provided their global subjective ratings for the scales.
Participants responded to the following prompt: “This scale
accurately reflects my experience of dysphoria.” Ratings were
provided using a 5-point Likert scale ranging from 1 (Strongly
Disagree) to 5 (Strongly Agree). The response mode included
the option to indicate N/A. Participants who indicated N/A were
not included in the analysis. Total subjective ratings scores were
normally distributed for both the GIDYQ-AA and UGDS and
were within the normal range for all three gender identity groups.

Procedure

As part of a larger online study on gender dysphoria, partici-
pants provided basic demographic information including a
self-report question regarding whether they had a previous
clinical diagnoses of gender dysphoria (or gender identity dis-
order as it was previously known). Participants were then asked
a series of open-ended questions, allowing them to describe
their experiences of gender dysphoria. Finally, participants
were presented with the two gender dysphoria scales without
atitle or label. Participants were instructed to read through the
scales and then answer the subjective rating prompt.

Results

Preliminary Analysis

A preliminary analysis explored whether subjective ratings
differed across individuals with non-binary (n=150) and

agender (n=45) identities. Non-binary participants (M =3.19,
SD=1.19) did not significantly differ in their subjective ratings

3 Please note that in the original, the scale versions were designated
based on individuals’ “biological” sex and not gender identity.

for the GIDYQ-AA when compared to agender participants
(M=291,SD=1.12), #(193)=1.38, ns. Likewise, non-binary
participants (M =2.71, SD=1.15) did not significantly differ
in their subjective ratings for the UGDS when compared to
agender participants (M =2.96, SD=1.20), #(193)=1.23, ns.
For all analyses, then, we collapsed the two into a single non-
binary/agender group (n=195).

Gender Identity/Gender Dysphoria Questionnaire
for Adolescents and Adults

Mean subjective ratings for the GIDYQ-AA were 3.40
(SD=1.09) on a 5-point scale. Only 52.5% of participants
either agreed (38.7%) or strongly agreed (13.8%) that their
experience was captured on the scale. Transfeminine (M =3.60,
SD =1.02) and transmasculine (M =3.44, SD =1.03) indi-
viduals did not significantly differ in their subjective ratings
for GIDYQ-AA, #(425)=1.57, p=.12. Non-binary/agender
(M=3.12,SD=1.18) individuals had significantly lower sub-
jective scores for the GIDYQ-AA when compared to either
transfeminine, #(385.92)=4.35, p <.001, Cohen’s d=.44 or
transmasculine individuals #(384.70)=2.87, p<.01, Cohen’s
d=.29. There was also a significant effect of sex assigned
at birth where those who were assigned male (M =3.50,
SD =1.05) rated the GIDYQ-AA as a more valid measure
than those who were assigned female (M =3.32, SD=1.11),
#(620)=—-1.97, p<.05, Cohen’s d=.17. No significant differ-
ence was found in subjective ratings based on clinical diag-
nosis, #(620)=.70, p < .48. See Tables 3 and 4 for means and
distributions across groups.

Utrecht Gender Dysphoria Scale

Mean subjective ratings for the UGDS were 3.43 (SD=1.22)
on a 5-point scale. Only 54.6% of participants either agreed
(33.1%) or strongly agreed (21.5%) that their experience was
captured on the scale. Subjective ratings for the UGDS were
higher for transfeminine participants (M =3.98, SD=1.11)
than transmasculine (M =3.47, SD =1.10) individuals,
#(425)=4.74, p <.001, Cohen’s d= .46 and non-binary/agender
individuals (M=2.77,SD=1.16,), #(401.51)=10.82, p<.001,
Cohen’s d=1.07. Transmasculine individuals rated the UGDS
as amore valid measure of dysphoria than did non-binary/agen-
der individuals, #(399)=6.20, p < .001, Cohen’s d=.62. There
was also a significant effect of sex assigned at birth where those
who were assigned male (M =3.84, SD=1.17) rated the UGDS
as a more valid measure than did those who were assigned
female (M =3.14, SD=1.18), #(620)=—7.29, p <.001, Cohen’s
d=.60. No significant difference was found in subjective rat-
ings based on clinical diagnosis, #(620)=1.38, p<.17.
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Table 3 Mean subjective ratings by gender identity, assigned sex, and
diagnosis

GIDYQ-AA UGDS
M (SD) M (SD)
Gender identity
Transfeminine 3.60 (1.02) 3.98 (1.11)
Transmasculine 3.44 (1.03) 3.47 (1.10)
Non-binary/agender 3.12(1.18) 2.77 (1.16)
Assigned sex
Female 322 (1.11) 3.14 (1.18)
Male 3.50 (1.05) 3.84 (1.17)
Clinical diagnosis
Yes 3.37 (1.11) 3.50 (1.23)
No 3.43 (1.07) 3.36 (1.22)
Overall 3.40 (1.09) 343 (1.22)

Absolute range, 1-5

Subjective Ratings Across Scale

Subjective ratings for the GIDYQ-AA and UGDS scales were
positively correlated for transfeminine (r=.21, p <.001), trans-
masculine (r=.34, p <.001), and non-binary/agender individu-
als (r=.35, p<.001). Although we had no a priori hypotheses
regarding how subjective ratings may differ across the two scales,
we conducted three pairwise comparisons to explore differences
(GIDYQ-AA vs UGDS) for each of the three gender identity
groups. For transfeminine participants, subjective ratings
scores were significantly lower for the GIDYQ-AA (M =3.59,
SD=1.02) when compared to the UGDS (M =3.98,SD=1.10),
1(220)=—-4.23, p<.001, Cohen’s d=.36. For transmasculine
participants, subjective ratings scores did not significantly dif-
fer between the GIDYQ-AA (M=3.44, SD=1.03) when com-
pared to the UGDS (M =3.47, SD=1.10), #(205) =—.341, ns,
Cohen’s d=.03. For non-binary/agender, subjective ratings
scores were significantly higher for the GIDYQ-AA (M =3.12,
SD=1.18) when compared to the UGDS (M =2.77,SD=1.16),
#(194)=3.72, p<.001, Cohen’s d=.30.

Direct comparisons also revealed that among participants
assigned female at birth, subjective ratings were signifi-
cantly higher for the GIDYQ-AA (M =3.32, SD=1.11) when

Table 4 Subjective ratings responses across gender identity

compared to the UGDS (M =3.13, SD=1.18), 1(360)=2.80,
p<.01,Cohen’s d=.16. For participants assigned male at birth,
subjective ratings were significantly lower for the GIDYQ-AA
(M=3.50, SD=1.05) when compared to the UGDS (M =3.83,
SD=1.17), 1(260)=—3.98, p <.001, Cohen’s d=.30.

Discussion

The present findings provide a way to think about how well
existing scales capture transgender individuals’ experience of
dysphoria. Because both scales under study were developed
based upon clinicians’ experience and conceptualization of
gender dysphoria, these findings allow us to assess how well
that conceptualization resonates with transgender individuals’
lived experience.

Before interpreting the group level data, a general under-
standing of participants’ subjective ratings is gleaned when con-
sidering the overall descriptive data. It is important to note that
while mean subjective scores for the two scales were relatively
low (3.40 and 3.43 for the GIDYQ-AA and UGDS, respectively)
more than half of the participants overall (52.5% GIDYQ-AA;
54% UGDS) agreed or strongly agreed that the scales captured
their experience (versus 26.7% GIDYQ-AA; 33.1% UGDS who
disagreed or strongly disagreed). Having close to half of the par-
ticipants feeling neutral or negative toward the scales, however,
is not without concern. The present findings call into question
how well the GIDYQ-AA (Deogracias et al., 2007) and UGDS
(Cohen-Kettenis & van Goozen, 1997) align with broad range
of transgender individuals’ experience of gender dysphoria.
The comparative data allow an understanding of the pattern of
responses, where transgender individuals of different identities
did not equally perceive their experiences to be captured by these
clinical scales of gender dysphoria.

Gender Dysphoria Measurement and Clinical
Diagnosis

It has been suggested that dimensional measures of gender dys-
phoria could be particularly helpful for detecting non-clinical

Transfeminine Transmasculine Non-binary/agender

GIDYQ-AA (%) UGDS (%) GIDYQ-AA (%) UGDS (%) GIDYQ-AA (%) UGDS (%)
Strongly agree 19.5 39.4 12.6 19.4 8.7 17.4
Agree 37.1 357 41.7 33.0 37.4 25.6
Neutral 31.2 11.8 277 26.7 24.1 23.1
Disagree 8.1 9.5 13.1 17.0 16.9 30.3
Strongly disagree 4.1 3.6 4.9 39 12.8 3.6
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levels dysphoria (Cohen-Kettenis & Pfafflin, 2010; Deogra-
cias et al., 2007). The majority of the published research using
these scales, however, have utilized clinical samples (i.e., where
transgender samples consisted of clients recruited from gen-
der clinics). The present research used an online sample of
transgender individuals, yielding a diverse sample with regard
to clinical experiences. Exactly half of the sample reported
having a clinical diagnosis of either gender identity disorder
or gender dysphoria. Contrary to our hypothesis, subjective
ratings did not differ across clinical diagnosis. These findings
suggest that participants with a clinical diagnosis were not more
likely to feel the scales captured their experience of dysphoria
than those participants without a diagnosis of dysphoria. The
relatively low subjective ratings of these scales, then, cannot
be attributed to the heterogeneity of the sample with regard to
clinical experiences. Caution should be used when interpreting
these scores in a clinical setting as a definitive measure of dys-
phoria. The scale responses, instead, could be used as a starting
point for clinicians in understanding the way gender dysphoria
is being experienced by an individual. For example, a client’s
answers on these measures may serve as a helpful prompt for
a conversation regarding which items are salient to their dys-
phoria, and what facets of their dysphoria are not included that
they may want to address in therapy.

Gender Dysphoria Measurement across Gender
Identity and Assigned Sex

We hypothesized differences in subjective ratings across gender
identity and assigned sex for both measures of gender dyspho-
ria. Our findings supported these hypotheses. Participants who
were assigned male rated the scales to be a more valid measure
of their experiences than those assigned female. This is not
altogether surprising as trans women (i.e., transfeminine indi-
viduals who were assigned male) have long been the focus in
the literature. However, this finding has important implications
for how scores on these measures should be interpreted. When
using both scales, researchers should contemplate whether the
inherent bias in the measurement used might impact the conclu-
sions they are drawing from their findings. For example, many
researchers have reported that when assessed using these two
scales, trans men (i.e., transmasculine individuals who were
assigned female) report higher levels of dysphoria than trans
women (Cohen-Kettenis & van Goozen, 1997; Deogracias
et al., 2007; Schneider et al., 2016; Singh et al., 2010). How-
ever, our findings suggest that caution should be used when
interpreting these putative gender differences, as individuals
who were assigned female also rate these scales to be a less
accurate measure of their dysphoria.

Differences in subjective ratings were also found across gen-
der identity. For the GIDYQ-AA, transfeminine and transmas-
culine individuals rated the scales to be a more accurate reflec-
tion of their dysphoria than did non-binary/agender individuals.

For the UGDS, transfeminine individuals reported the highest
subjective scores, followed by transmasculine individuals, and
then non-binary/agender individuals. These findings followed
our predicted patterns and suggest that for both scales, non-
binary and agender individuals report the lowest subjective
scores. These scales, then, are more conceptually aligned with
binary experiences of gender. The UGDS also demonstrated
lower subjective ratings for transmasculine individuals when
compared to transfeminine individuals, suggesting that the
UGDS is most aligned with the experiences of trans women
in particular. This is supported by direct comparisons where
transfeminine individuals rated the UGDS more favorably than
the GIDYQ-AA, while non-binary/agender participants favored
the UGDS. No differences in subjective ratings between the two
scales were found for transmasculine individuals.

Both dysphoria scales were framed to consider gender dys-
phoria on the basis of an individual’s assigned sex (Cohen-
Kettenis & van Goozen, 1997; Deogracias et al., 2007). For
example, both scales have two versions—one for men and another
for women. For the GIDYQ-AA, each item is worded in parallel
across the two versions, allowing for direct comparisons. For the
UGDS, the two versions are distinct. Although subjective ratings
differed across assigned sex and gender identity for both scales,
effect sizes were larger for the UGDS. Direct comparisons dem-
onstrated participants assigned female favored the GIDY Q-AA,
while those assigned male rated the UGDS more favorably. The
present findings support the need to investigate the ways that
gender dysphoria may be experienced differently across gender
identity and to develop measures that reflect unique experiences
that are informed by both gender identity and assigned sex.

Limitations and Directions for Future Research

Our participants represented a convenience sample collected
online. Online recruitment is particularly useful for transgender
research where participants may have privacy concerns and
may not otherwise have access for participation (Riggle, Ros-
tosky, & Reedy, 2005). It was also useful as we were targeting
a non-clinical sample. Online sampling, however, dispropor-
tionately represents educated, middle class, White individuals
(Dillman, Smyth, & Christian, 2008). With 82.6% of our partic-
ipants identifying as White and 48.9% identifying as middle or
upper class, our sample demographics were consistent with this
trend. Thus, interpretation of these data should be noted within
the sample demographics. Our findings further indicated that
non-binary/agender individuals rated both scales as less likely
to capture their experience of dysphoria than the other groups. It
is important to note that although our participants all answered
arecruitment for call for a “study on the experiences of gender
dysphoria in transgender individuals,” this language may not
have resonated with all non-binary/agender individuals.

Our findings suggest that subjective ratings did not signifi-
cantly differ based on clinical diagnosis. That is, those with a
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clinical diagnosis of gender dysphoria were not more likely
to rate the two scales as salient to their gender dysphoria than
those without a diagnosis. It is important to note, however, that
clinical diagnosis was determined via self-report and may not
be as accurate as data derived from medical records. Another
limitation is that we do not have transition status data available
due to an error in the way those variables were formatted in
the survey platform for data collection. It will be important for
future research to consider how transition status impacts the
subjective ratings of clinical scales for gender dysphoria.

The present research utilized subjective ratings as a way to
assess how well two clinical scales resonate with trans indi-
viduals’ lived experience of gender dysphoria. Overall, these
findings suggest that trans individuals do not feel either scale
captures their experiences very well. Although they were not
rated to be a very strong representation of their experience of
dysphoria, participants’ subjective ratings were based on their
global assessment of the scale and not on individual items.
Subjective ratings, then, did not provide nuanced information
about scale items and did not provide insight into which spe-
cific aspects of their dysphoria were captured by these scales,
and which aspects were left out. Future qualitative research
will be necessary to better understand this. Such qualitative
research should focus on identifying factors that contribute
to each scales’ subjective ratings and should explore whether
salient factors differ across gender identity and assigned sex.
It is likely that this information could be used to develop
scales that better resonate with transgender individuals’ expe-
riences of gender dysphoria.

Implications for Measurement of Gender Dysphoria

When using traditional measures of gender dysphoria, research-
ers should contemplate whether the inherent bias in the meas-
urement might impact the conclusions they are drawing from
their findings. Likewise, researchers should consider whether
their current approach to collecting demographic information
from their sample is sufficient. For example, many clinical stud-
ies of dysphoria primarily consider assigned sex (over gender
identity). When information about gender identity is collected,
questions should include non-binary trans identities. Because
subjective ratings were lowest for non-binary/agender individu-
als, it will be important for researchers and clinicians to collect
gender identity information and consider this information when
interpreting gender dysphoria scores.

The present study answers the call for more research
approaches that invite transgender individuals to reflect upon
the theories advanced and measures used to better explain their
experience (Galupo, 2017). Conceptualized from the expe-
rience of clinicians, the psychometrics of both the GIDYQ-
AA (Deogracias et al., 2007; Singh et al., 2010) and the
UGDS (Cohen-Kettenis & van Goozen, 1997) have been well
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established. However, the present findings support the notion
that there is a disconnect between our scientific/clinical con-
ceptualization of gender dysphoria and the way transgender
individuals experience dysphoria. Additional research is nec-
essary to frame an understanding of gender dysphoria based
upon trans individuals’ experience.
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