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Abstract 

 

In recent decades there has been a surge in the representation of trans people, with an increasing 

number of well-known public figures and increasingly networked communities voicing a range 

of experiences and perspectives that have historically been hidden or erased in various ways. 

Along with this surge in certain forms of visibility has come an increase in funded research on 

the physical and mental health of transgender populations, with findings pointing to 

disproportionately high levels of mental distress of various kinds.  

Driven by a growing public conversation emerging around eating disorders among the 

transgender population, this work critically analyses two pieces of UK-based research on trans 

people and eating distress to identify and discuss the consequences of cisgenderist ideology, 

which delegitimises trans self-designations. The work will centre around the following two 

research questions: How can cisgenderism be seen to manifest in UK-based research on eating 

disorders in transgender populations? and What are the consequences of this in terms of 

methodology, hypotheses, and outcomes and, by extension, what are the potential 

consequences in practice for the group being researched? This discussion will provide the basis 

for identifying areas in need of urgent future attention.   
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Introduction 
 

 

 

“Just anecdotally, so many trans and gender diverse folk that I knew, um, had 

eating disorders and, you know, wouldn’t say anything until I did, then it was 

‘oh yes, me too’ so it was kind of like why isn’t there something for us?”1  

Dagan VanDemark, founder of T-FFED 

 

In 2014, Dagan VanDemark founded the organisation Trans Folx Fighting Eating Disorders 

(T-FFED), based on their perception, drawn from anecdotal evidence and existing research, 

that people of trans experience were particularly vulnerable to eating problems for various 

reasons. T-FFED was also founded in response to the ‘pervasive ignorance’ (T-FFED, 2014) 

of practitioners and professionals involved in the provision of support and recovery services 

for those experiencing eating disorders and eating problems. Existing research supports 

VanDemark’s suspicions regarding susceptibility; of the limited number of studies that can be 

found in the academic and medical literature, a significant proportion conclude that having a 

gender identity that is independent of one’s birth-assigned sex constitutes a risk factor for the 

development of problems around body image and eating (Ewan et al., 2014; Ålgars et al., 2012; 

Vocks, Stahn, & Loenser, 2009).  

A key reason for this that is theorized in existing research is the impact of physical 

gender dysphoria, or what Julia Serano terms ‘gender dissonance’, on body image. This is a 

tricky concept to pin down, and no two experiences can be considered the same since it relates 

to the experience of embodiment, but Serano defines it in essence as ‘a sort of gender sadness 

– a chronic and persistent grief over the fact that I felt so wrong in my body’ (Serano, 2007: 

                                                           
1 VanDemark, D (2014) in conversation with Beyond the Binary. [Online]. Available from: 
http://beyondthebinary.podbean.com/e/our-full-interview-with-dagan-vandemark/ [Accessed on: June 20th, 
2015] 
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85). This definition is drawn explicitly from Serano’s personal experience, and could be 

understood as a lived and embodied version of the broad definition included in the most recent 

version of the American Psychiatric Association’s (APA) Diagnostic and Statistical Manual of 

Mental Disorders (DSM-V), which defines ‘gender dysphoria’ as ‘A marked incongruence 

between one’s experienced/expressed gender and assigned gender’ (APA, 2013: 452).  

Naturally there are a number of other qualifiers involved in the diagnostic criteria as 

defined in the DSM-V, but it is this specific idea of mismatch, of dissonance, that researchers 

to date have focused on, to investigate what VanDemark refers to as the intersection between 

body dysphoria and body dysmorphia. However, the majority of the studies do not view this 

intersection as VanDemark does, as one that deserves attention in terms of what can be learned 

about how services can be improved and service providers trained in cultural competency. 

Rather, the researchers are concerned primarily with the ways in which ‘gender identity 

disorder’ and ‘eating disorder’ as independent psychopathological entities resemble one 

another. In this sense the approach resembles the approach described thus by Susan Bordo: ‘the 

body of the subject is the passive tablet on which disorder is inscribed’, and the work of the 

researchers is to identify and decipher that inscription (Bordo, 1993: 67). 

The main hypothesis to date is that dysphoria, manifest as a specific form of dysmorphia 

or resulting in more generalised dysmorphia, increases the likelihood of the development of 

eating problems of various kinds, with a specific focus in much of the literature on anorexia 

nervosa. One theory under speculation is that dysphoria constitutes a risk factor due to the fact 

that, for individuals with anorexia, ‘The experience and significance of body weight and shape 

are distorted’ (APA, 2013: 340). Put more simply, in this formulation the incongruence 

associated with dysphoria manifests as distortion in how the individual experiences and 

perceives their own body. A number of studies make reference to the role that eating practices 
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such as restriction may play in minimizing secondary sex characteristics (Ewan et al., 2014; 

Ålgars et al., 2012; Hepp and Milos, 2002).  

It is arguably important to identify and investigate specific ways in which physical 

dysphoria may constitute a risk factor for the development of eating distress, and how it may 

affect the ways eating disorders or eating problems of various kinds manifest in individual 

transgender people, in order that this information can be used to ensure that adequate care is 

available. However, while this focus has clear value in some ways if handled and implemented 

appropriately, there are some very troubling characteristics discernible in the body of existing 

research that undermine the potential for positive outcomes in practice and in further research.  

For a start, as VanDemark points out, the prevalent focus on the intersection of 

dysphoria and dysmorphia ‘leaves out the entire social justice component, and investigating 

structural factors that contribute to trans folks experiencing eating disorders as coping 

mechanisms, as control mechanisms, or as a way of self-destructing, or internalised 

transphobia’ (VanDemark, 2014). This neglect presents the experience of eating disorders in 

transgender individuals purely in terms of physicality, which risks the conclusion being reached 

that the ‘completion’ of transition can be expected to effectively ‘fix’ the problem.  

In addition, the particular approach taken in terms of adherence to diagnostic criteria 

based on DSM definitions, which are themselves changeable and in a constant state of 

development, as well as being the subject of heated debate of various kinds in relation to both 

gender dysphoria and eating disorders, means that attention is primarily focused on those 

individuals whose gender identification and disordered eating practices fall clearly and neatly 

within diagnostic categories.  

The point I will be focusing on specifically in this piece of work, which relates in 

various ways to the problems indicated above, is the prevalence of cisgenderist practices in the 

existing body of research on this topic. Before defining cisgenderism as it will be used here, it 
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is necessary to define cisgender, since it is not at present a term that has passed into common 

use. Put in the most basic terms, cisgender refers to any individual whose identified gender is 

in alignment with the sex they were assigned at birth.  

The term began to be used in the 1990s by transgender activists as ‘the name of 

normative privilege’, a discursive tool to highlight the ways in which ‘sex/gender congruence, 

legibility, and consistency within a binary gender system buy a privileged pass to social 

existence, particularly when accompanied by the appearance of normative race, class, ability, 

and nationality’ (Enke, 2012: 64). If cisgender names these structures of privilege, 

cisgenderism as a framework is concerned with the underpinnings of these structures, with ‘the 

ideology that deligitimises people’s own designations of their genders and bodies’ (Ansara and 

Hegarty, 2014: 260).  

My investigation of this point will involve pulling out two UK-based studies from the 

broader body of research, and conducting close critical analysis of both with the application of 

Ansara and Hegarty’s ‘cisgenderism framework’ (2014: 26). This analysis will draw attention, 

among other points, to specific discursive practices such as the prevalence of various forms of 

misgendering that can be detected in each study, methodological practices which are only made 

possible by a cisgenderist approach, and to the naturalisation of a gender binary in which male 

and female are figured as clearly and coherently opposite and distinct.  

Drawing upon highly valuable research that has been carried out in recent years 

concerning mental health issues in the UK transgender population, I will discuss the 

implications of the cisgenderist characteristics identified for practice. I will go further than 

VanDemark to argue that, more than neglecting important factors such as oppression and 

trauma, a cisgenderist approach actually forecloses the possibility of these factors receiving 

adequate consideration and increases the likelihood of negative and distressing experiences for 

transgender individuals presenting to eating disorder services by reproducing and reinforcing 
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a delegitimising understanding of transgender identification that arguably contributes to the 

vulnerability of this group to poor mental health outcomes in various areas.  

With reference to work such as the Trans Mental Health Study (McNeil et al., 2012) 

and an in-depth piece of work on the experience of accessing mental health and gender identity 

services among transgender individuals in the UK that grew out of this study (Ellis, Bailey & 

McNeil, 2015), I hope to point to some ways in which non-cisgenderist research could be 

carried out, and illustrate why its being carried out is of such urgent importance.  
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Chapter One 
Literature Review 

 

 

1.1 Key Terms and Concepts 

 

1.1.1 Transgender histories 

 

While people of many genders are known to have existed across cultures throughout history, 

the psycho-medical model of gender dysphoria is a relatively recent historical development. It 

is traced by Jack Drescher to early sexological work, which began to focus in the 19th century 

on the gender expressions and identities of those in whom these did not match the expectations 

associated with birth-assigned sex (Drescher, 2010). Characterised at this time as individuals 

in whom there was ‘a very high degree of degeneration’ (Krafft-Ebing, 1894, pub. 2006: 22), 

transgender individuals were understood as extreme instances of homosexuality based on the 

concept of inversion. These perceptions shaped later attitudes concerning trans expression and 

identity such as that expressed by David Cauldwell in 1949: ‘when an individual who is 

unfavourably affected psychologically determines to live and appear as a member of the sex to 

which he or she does not belong, such an individual is what may be called a psychopathic 

transsexual. This means…that one is mentally unhealthy and because of this the person desires 

to live as a member of the opposite sex’ (Cauldwell, 1949, pub. 2006: 41). 

Heino Meyer-Bahlburg identifies the ‘extreme variant’ (Meyer-Bahlburg, 2010: 461) 

of gender nonconformity, or the transperson who desires gender confirming medical 

intervention, as having emerged in 1952 with the highly publicised story of Christine 

Jorgensen, although as Drescher points out, researchers in the field had been experimenting 

with surgical interventions since the 1920s. In the decades following Christine Jorgensen’s 

emergence as a well-known figure, the legacy of early perspectives meant that, according to 

Drescher, ‘In the 1970s, professional advocates of the medical model of transsexualism found 
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themselves arguing against a common psychiatrics belief that saw trans people as severely 

mentally disturbed’ (Drescher, 2010: 117).  

These professional advocates, among whom arguably the most famous and prominent 

was Harry Benjamin, sought to replace this model with a different medical model, one that 

legitimised the need for medical treatments such as hormones and surgical interventions for 

‘true transsexuals’ (Benjamin, 1969: 137). The result of these efforts was the entry in 1980 of 

‘transsexualism’ as a diagnostic category in the DSM-III, defined under ‘Psychosexual 

disorders’ as consisting of ‘a persistent sense of discomfort and inappropriateness about one’s 

anatomic sex and a persistent wish to be rid of one’s genitals and to live as a member of the 

other sex’ (APA, 1980: 269).  

While this model legitimised the need for (some, carefully selected) trans people to 

access medical treatments associated with transition, it had a number of other important 

consequences in terms of how transgender self-designations would come to be perceived. 

Though perceived by many in hindsight as comparatively progressive, Harry Benjamin 

endorsed the model of the ‘true transsexual’ who could not be ‘induced’ to ‘accept himself (or 

herself) in the role of his anatomical sex’ (Benjamin, 1969: 136). He also referred to trans 

people as having certain unspecified ‘mental peculiarities’ and ‘a character defect which I have 

come to think of as the “transsexual character”’, and concludes that ‘Transsexuals are deeply 

disturbed, unhappy people who deserve more sympathy and attention than they have so far 

received’ (ibid.: 140).  

The influence of this position on the formation of transsexualism as a diagnostic 

category was to have ongoing consequences in the change that occurred between the DSM-III 

and DSM-IV. ‘Gender identity disorder’ replaced ‘transsexualism’ as the official diagnostic 

category, and the diagnostic criteria more explicitly identified transgender individuals as 

disturbed by definition; as well as the requirement of persistent long-term ‘cross-gender 
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identification’, a stipulation was also included that ‘To make the diagnosis, there must be 

evidence of clinically significant distress or impairment in social, occupational, or other 

important areas of functioning’ (APA, 1994: 533). This definition, as Arlene Lev points out, 

‘leaves no room for the recognition of mentally healthy and functional transgender and 

transsexual people who may desire sexual reassignment treatments’ (Lev, 2006: 45). Trans 

people were therefore placed in the position of being required to accept, and indeed present 

evidence and argument for, the pathological nature of their own genders in order to access 

medical treatments.  

It also reified and naturalised cisgender identifications, since ‘the very name, Gender 

Identity Disorder, suggests that there is a normal non-disorder way for gender identity to be 

expressed, and that all other gender expressions can be compared to that, and found not only 

deficient, but diagnosably mentally ill’ (ibid.: 45). In 2013, as a result of the work of 

transgender activists and groups lobbying for change, a new entry in the DSM-V replaced 

‘gender identity disorder’ with ‘gender dysphoria’. While this new entry signalled a move away 

from the former pathologisation of trans individuals, there is an ambivalence in the criteria as 

they relate to distress and impairment. Although it is stated that ‘not all individuals will 

experience distress as a result of such incongruence [between experienced gender and assigned 

gender]’ (APA, 2013: 451), a later passage states that ‘There must be evidence of distress about 

this incongruence’ (ibid.: 453, emphasis mine).  

While the changes made signal progress in some ways, it is also crucial to examine the 

ways in which the history of gender dissonance’s medicalisation has impacted and continues 

to impact how trans people interact with health services generally, and mental health services 

specifically. The reason for the particular significance of mental health is the fact that the 

introduction of transsexualism into the American Psychiatric Association’s (APA) Diagnostic 

and Statistical Manual of Mental Disorders (DSM) was followed by an increasingly troubled 
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relationship between trans people and the mental health professionals who have come to be 

seen as ‘gatekeepers’ to medical intervention.  

Much of the existing research on eating distress in the transgender population turns for 

working definitions to the APA’s DSM, or the World Health Organisation’s (WHO) 

International Classification of Diseases (ICD). I will be working with a definition of 

transgender that is consciously distanced from definitions such as these due to the historical 

and ongoing association of ‘atypical’ genders with pathology. The word transgender itself 

emerged partly in opposition to such models – according to Currah, Green and Stryker, ‘The 

self-applied term was meant to convey the sense that one could live nonpathologically in a 

social gender not typically associated with one’s biological sex, as well as the sense that a 

single individual should be free to combine elements of different gender styles and 

presentations, or different sex/gender combinations’ (2008, quoted in Drescher, 2010: 110).  

With all of this in mind, I will be following the broad definition given by Ellis, Bailey 

and McNeil in their study of trans peoples’ experiences of mental health and gender identity 

services in the UK, which was published this year: 

“The umbrella term “trans”…refers to a wide range of people who find (or have 

found) their personal experience of gender is different from how gender is 

conventionally constructed. Therefore, those who would typically be considered 

trans include trans men (those assigned female at birth but who identify as male), 

trans women (those assigned male at birth but who identify as female), those 

who use alternative labels (e.g., bigender, androgyne, polygender) to describe 

their gender identity, and those who do not define their gender at all” (Ellis, 

Bailey, & McNeil, 2015: 4–5) 

Following this definition, I will, when making reference to the population of people in the UK 

who come under this umbrella in some sense, refer to the ‘transgender population’. I will use 
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this as a way of encompassing those individuals who may currently, previously, or in some 

circumstances find themselves affected by transphobia, and/or deal with issues such as minority 

stress related to the knowledge that one is defined, consensually or otherwise, as part of a group 

that is frequently and in various ways othered by and within a cultural context that is currently 

invested heavily in a binary model of sex and gender. In this sense I will use it as an 

‘experiential descriptor’ (Ansara & Hegarty, 2013: 160) rather than an identifying label.  

In referring to the individuals with whom the articles considered are concerned, I will 

endeavour to use gendered language appropriate to the self-designation indicated, making 

specific reference to ‘transgender women’ and ‘cisgender women’ or ‘transgender men’ and 

‘cisgender men’ where this distinction is required for clarity in the points being discussed. In 

this work I will not be replicating the definitional categories of ‘biological’ or ‘genetic’ male 

or female used in much of the literature, nor will I be referring to transgender women or men 

as, respectively, males with gender identity disorder or females with gender identity disorder. 

 

 

1.1.2 Eating distress 

 

I use the terms ‘eating distress’ or ‘eating problems’ rather than ‘eating disorder’ throughout 

this piece of work for a number of reasons. A good starting point, as Svend Brinkmann points 

out of diagnostic manuals and resources such as the DSM and ICD, is that the definitions 

contained therein are constructed around the principle ‘That there is a boundary between the 

normal and the sick; that there are discrete mental illnesses; and that psychiatry’s focus should 

primarily be on the biological aspects of mental illness’ (Brinkmann, 2014: 635). A good 

example of this principle is the fact that, under the specifications of the DSM-5, eating disorder 

diagnoses are ‘mutually exclusive, so that during a single episode, only one of these diagnoses 

can be assigned’ (APA, 2013: 329).  
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My use of and reference to transgender in this work is positioned explicitly against a 

perspective grounded in this principle, and my understanding of eating distress is positioned 

similarly. In line with Brinkmann, the point of this is not to say that diagnostic language ‘is 

useless or illegitimate, but rather that it is simply one among a large range of languages that 

are valuable in enabling us to understand various dimensions of human life and its problems’ 

(ibid.: 631). Going further than this, an important point in this work is to identify ways in which 

diagnostic language can harm as well as help, and in order to examine this thoroughly, it will 

be useful to think and discuss as much as possible in different terms. I also wish to distance 

myself from a diagnostic view of discrete and bounded categories of disordered eating for a 

number of other reasons.  

First of all, such a view has been criticised by many feminist commentators for 

presenting people with diagnosed eating disorders as exceptional and disturbed in ways that, 

for instance, ‘portray the anorectic and bulimic as incorrectly processing “data” from an 

external reality whose actual features are very different from her cognitions and perceptions’ 

(Bordo, 1993: 58), obscuring and arguably foreclosing the possibility of understanding eating 

disorders as ‘an overdetermined crystallization of cultural anxiety’ (ibid.: 51).  

Distancing myself from a biomedical model of eating distress is related therefore to my 

alignment with a feminist perspective that seeks to place actual practices and their meanings at 

the centre of analysis, that recognises the ways in which ‘Cultural rules and meanings are 

transformed’ in specific eating practices (MacSween, 1993: 210). This alignment is based on 

the belief that, while work is required to ensure quality care for those in distress, this work can 

only be done and such care will only be possible if the broader cultural context is also viewed 

as in need of ‘treatment’. 

This position is predicated upon the recognition of the significant impact of cultural 

sexism and misogyny, and alternative feminist treatment methods have been theorized and 
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developed in practice, based on the ‘recognition of women’s diverse experiences of oppression 

within patriarchal society’ (Brown, 1993: 122). These methods incorporate consideration of 

the ways in which gender oppression contributes to the eating distress experienced by 

individuals presenting for treatment. Thinking and discussing in these terms enables us to 

consider ways in which physical dysphoria may increase the likelihood of eating distress and 

influence how it manifests, without these observations taking on the rigidity of diagnostic 

criteria in ways that risk becoming perceived as requirements to be performed in order to gain 

access to treatment, as in the case of patients who engage in more restriction than usual prior 

to admission to in-patient treatment in order to feel that they ‘qualify’ as anorexic2.  

Having a feminist grounding also foregrounds the need for adequate and competent 

treatment, but moves away from a biomedical model that perceives this as being possible in 

exclusively clinical terms, making room for the assessment and consideration of multiple and 

various possibilities for improving outcomes for transgender people experiencing eating 

distress. As well as drawing on feminist work on eating distress as a starting point, this work 

also makes use of the tools handed down by a rich tradition of feminist critical intervention in 

the social sciences.  

 

1.2 ‘Who will make knowledge, and how?’3: Unease and its role in critical intervention 

In his 2004 work developing methodological frameworks for a queer approach to research, 

Daniel Noam Warner states that his work in the field originated with ‘an uneasiness I began to 

feel in reading many mainstream psychological research articles on sexuality and sexual 

                                                           
2 In her 2010 anthropological study on women diagnosed with anorexia, Megan Warin observed that ‘Because 
anorexia was viewed as a desirable positioning by many of the people who had the diagnosis and was a goal 
they often strove toward, a number who knew that they were being admitted to a psychiatric unit for 
assessment tried desperately to lose as much weight as they could before admission so they wouldn’t be 
laughed at as a fraud or a joke […] People wanted to clearly show by their bodies that they deserved to be 
called anorexic’ (Warin, 2010: 80) 
3 This question opens Marjorie DeVault’s 1999 book Liberating Method: Feminism and Social Research 
(DeVault, 1999) 
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orientation' (Warner, 2004: 321). It is from a similar sense of unease that this project originated, 

a sense of unease that increased with each paper I read that was concerned explicitly with the 

experiences of eating distress in individuals of transgender experience. I want to spend some 

time unpacking this sense of unease, which has been the driving force for this project and 

therefore merits attention.  

The critical tools with which I have been able to approach my materials owe a debt in 

large part to the tradition of feminist science and technology studies (STS) and to the field of 

transgender studies. According to Sandra Harding, one of the contentions of feminist 

standpoint theorists is that ‘the men’s experiences and activities on which Western knowledge 

has been based are only partial; they represent only masculine experience and activity, not the 

distinctively and admirably human’ (Harding, 1989: 274).  

Feminist approaches to science and scientific enquiry sought to make visible the beliefs 

and assumptions about gender that could be identified as underpinning a great many 

endeavours made in the name of the search for knowledge and fact. Part of this work involved 

critical analysis of methodological approaches, particularly the notion of objectivity. As Sharon 

Crasnow contends, ‘When values enter into the very conception of objects, when they shape 

the ‘scientific object’ of study, they do not function as add-ons, or extra-scientific, social factors 

that influence our judgments […] They are an intrinsic part of knowledge production and need 

to be identified and examined as such’ (Crasnow, 2008: 1101).  

The implications of this work included the undermining of the concept of ‘objectivity’, 

and arguments emerged for alternatives such as Donna Haraway’s ‘situated knowledges’ 

(1988) and Sandra Harding’s ‘strong objectivity’ (1992). These models insist on the 

recognition of the position of the researcher in the research, acknowledgement of the 

contingency of knowledge upon context, and on the necessity of integrating these recognitions 

to develop new forms of enquiry capable of providing beneficial outcomes for the group under 
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study, indeed foregrounding this aim as a priority. Being able to consider the relationships 

between specific forms of knowledge-making and the realities they reinforce with clarity 

enables us to conceive of alternatives capable of engendering ‘meanings and bodies that have 

a chance for life’ (Haraway, 1988: 580).  

The aim of creating bodies with a chance for life is a profound and urgent one for many 

oppressed groups in various ways. A good example of this urgency are the sobering statistics 

collected by the Trans Murder Monitoring (TMM) Project, which has recorded the deaths by 

murder of more than 1,700 trans people since January 1st, 2008 (TvT research project, 2015). 

As well as the issue of externally inflicted violence, death by suicide has been highlighted as a 

prominent issue in need of address. In the UK, 84% of respondents to the Trans Mental Health 

Study (N=581) reported having thought about ending their lives, and 48% (N=436) had 

attempted to take their own life at some point (McNeil et al., 2012: 59).  

In response to these conditions, transgender studies has emerged as a disciplinary field 

in recent decades, driven by and involving members of an increasingly prominent and 

connected community of trans activists focused on challenging the oppression of people of 

transgender experience. Writers in the field have drawn on aspects of feminist enquiry and 

queer theory to develop models for identifying forms of knowledge about trans people that are 

oppressive. Prominent academic and activist Susan Stryker defines ‘transgender studies’ as 

distinctly different from ‘the study of transgender phenomena’ (Stryker, 2006: 12). In her 

terms, transgender studies consists broadly of: 

‘anything that disrupts, denaturalizes, rearticulates, and makes visible the 

normative linkages we generally assume to exist between the biological 

specificity of the sexually differentiated human body, the social roles and 

statuses that a particular form of body is expected to occupy, the subjectively 

experienced relationship between a gendered sense of self and social 
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expectations of gender-role performance, and the cultural mechanisms that work 

to sustain or thwart specific configurations of gendered personhood’ (ibid.: 3) 

In emphasizing the points specified here by Stryker, transgender studies writers and their 

affiliates have sought to challenge the power historically wielded over trans people by scientists 

and researchers who have ‘place[d] us under their microscopes, dissect[ed] our lives, and 

assign[ed] motivations and desires to us that validate their own theories and agendas regarding 

gender and sexuality’ (Serano, 2007: 12). This work has involved unpacking the values and 

belief systems that have underpinned and continue to reinforce such power systems, in order 

to identify ways of destabilising such structures and undermining the very real impact they 

have on the lives of trans people.  

The development of forms of language with which to name and challenge structures of 

power has been crucial for all social justice movements, and transgender studies is no 

exception. The first use of the term ‘cisgender’ is generally attributed to Carl Buijs (Theron & 

Collier, 2013) and is believed to have been coined in the mid-1990s in transgender activist 

circles as a discursive tool to highlight the ways in which ‘sex/gender congruence, legibility, 

and consistency within a binary gender system buy a privileged pass to social existence, 

particularly when accompanied by the appearance of normative race, class, ability, and 

nationality’ (Enke, 2012: 64).  

If ‘cisgender’ refers to the alignment of identified gender and birth-assigned gender, to 

what specifically does ‘cisgenderism’, the framework that will inform much of my work here, 

refer? According to Ansara and Hegarty, it is ‘the ideology that deligitimises people’s own 

designations of their genders and bodies’ (Ansara and Hegarty, 2014: 260). To connect this to 

the origins and purpose of the term as an identifier, if cisgender names the privilege, then the 

framework of cisgenderism seeks to identify the various ways in which this privilege is 

produced and re-produced. In the context of psychological literature, a cisgenderism 
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framework is therefore concerned with those characteristics that can be seen to uphold an 

understanding of gender as natural and legitimate only in those whose identified gender clearly 

aligns with their birth-assigned sex.  

The importance of this work is highlighted by Judith Butler in her work on the 

naturalization of biological sex as the natural basis of gender in a matrix whereby ‘“Intelligible” 

genders are those which in some sense institute and maintain relations of coherence and 

continuity among sex, gender, sexual practice, and desire’ (Butler, 1990: 17). One of the 

consequences of this construction and its maintenance is that in those whose gender identities 

‘fail to conform to those norms of cultural intelligibility’, gendered identifications and 

expressions can appear ‘only as developmental failures or logical impossibilities’ (ibid.: 17). 

Cisgenderism as a term seeks to name the belief systems concerning valid, intelligible and 

legitimate gender – what Stryker refers to in the definition above as specific ‘configurations of 

gendered personhood’ (2006: 3) – that can be seen to contribute to the oppression of 

transgender people.  

 

 

1.3 Trans mental health in crisis 

 

In recent decades, an increasing amount of work has been carried out focusing on the 

experiences of trans people themselves. Research done by academics in this and related fields 

has drawn attention to issues of major concern in the lives of transgender people, such as job 

discrimination (Whittle, et al., 2007; Mitchell & Howarth, 2009; Ozturk & Tatli, 2015), 

housing (Morton, 2008; Mitchell & Howarth, 2009), and experiences of violence and 

harassment (Morton, 2008; TENI, 2014), to name just a few. It has also, in ways that often 

relate to these factors, highlighted an apparent crisis in mental health among people of 

transgender experience.  
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This issue has been highlighted in studies focusing on LGBT-spectrum people more 

generally (e.g., Adams, Dickinson, & Asiasiga, 2013), but is increasingly being looked at 

independently of LGB issues in studies concerned with the specific position of transgender 

individuals in relation to the medical establishment and the effect this has on experiences of 

mental health services among this population. These studies also highlight the particularly dire 

situation in terms of the mental health of transgender people specifically, with a number of 

studies indicating extremely disproportionate vulnerability to various forms of mental distress 

(Mizock & Lewis, 2008; Budge, Adelson, & Howard, 2013; McNeil, Bailey, Ellis, & Regan, 

2013).  

According to the UK-based Trans Mental Health Study in 2012, 66% of respondents 

reported having used mental health services, and of these around half reported being unsatisfied 

with their experience, with around 25% reporting that they would be hesitant to access mental 

health services in future (McNeil et al., 2012: 47–48). 88% of respondents reported feeling that 

they were currently or had previously been depressed (N=549), 80% reported significant stress 

(N=498), and 75% reported experiencing anxiety (N=512) (ibid.: 50). Given the extraordinarily 

high levels of mental distress reported in the study, these figures are a cause of great concern, 

and indicate the need for serious attention to be paid to the competency of all mental health 

services in accommodating and providing treatment to trans patients.  

Out of 451 respondents to the study, 24% reported having an eating disorder either 

currently or in the past; 5% had a current or past diagnosis, while 19% either had a current self-

diagnosis or had self-diagnosed in the past (ibid.: 51). In a recent 2015 study, the largest to 

have been carried out to date, the authors found that transgender students reported higher past-

year eating disorder diagnosis than their cisgender counterparts (Diemer et al., 2015). No 

research currently exists on trans peoples’ experiences of eating disorder services in the UK, 

or on the general capabilities of these services in terms of accommodating and providing 
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culturally competent care to trans people. The following overview of the field provides an 

indication of the emphasis of the research that has been done to date.  

 

 

1.4 The story so far: Existing research on experiences of eating distress among trans 

populations 

 

The first published journal article I could find focusing specifically on transgender patients 

presenting with eating disorders was a case study conducted by Surgenor and Fear and 

published in the International Journal of Eating Disorders in 1998, which can be found cited 

in numerous following studies. The study arose from interest sparked in the authors by the 

‘noteworthy’ coincidence of two ‘rare conditions’ – ‘transgenderism’ and ‘male eating 

disorders’ – in a patient who was referred to a specialist eating disorders service in New 

Zealand (Surgenor and Fear, 1998: 449). The patient, a transgender woman, was engaged in 

patterns of restriction, binging and purging, and had an apparent ‘severe preoccupation with 

shape’ (ibid.: 450).  

Surgenor and Fear related the patient’s eating practices to the goal of being a ‘desirable 

partner’ for men (450), and ‘the desire to obtain and then maintain an idealized prototypical 

feminine shape’ (ibid.: 451). On this basis they concluded that transgender identification ‘in 

certain men’ (ibid.: 451, emphasis mine) ‘may constitute a risk factor for developing an eating 

disorder’ (ibid: 451). Their recommendation was that clinicians pay more attention to signs of 

eating disorders in transgender patients and screen such patients more closely for signs of such 

eating practices.  

In 2000, FernÁndez-Aranda et al. had a case study published in Eating Disorders: The 

Journal of Treatment and Prevention concerning a transgender man (referred to by the authors 

as a ‘woman-into-man’ transsexual (FernÁndez-Aranda, F et al., 2000: 63). In this case it was 

concluded that the eating disorder symptomatology was ‘an expression of a gender identity 

process, or a conflict of acceptance of one’s own sexuality’ (ibid.: 65). No clear 
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recommendation is made based on the authors’ speculation concerning the basis of this 

patient’s eating issues and their relation to his dysphoria.  

In 2002, a further study was published by Finnish authors Hepp and Milos, exploring 

the ‘noteworthy’ intersection between ‘gender identity disorder (transsexualism)’ and ‘male 

eating disorders’ (Hepp and Milos, 2002: 473). This study is the first to explicitly place 

transgender women on a continuum with gay men, classifying these groups as variants within 

the category ‘males with eating disorders’, and suggesting a link between the presentation of 

disordered eating in these groups and ‘disturbed psychosexual and gender identity 

development’ (ibid.: 474).  

In this respect it represents, in my opinion, an example of what Julia Serano refers to 

as ‘effemimanic’ research that focuses a pathologising lens on any and all expressions of 

femininity in those assigned male at birth. As she observes, ‘One of the characteristic traits of 

effemimanic research is that it tends to conflate feminine gender expression, male 

homosexuality, and MTF transsexuality with one another, often treating them as though they 

were symptoms of the same “disease”’ (Serano, 2007: 129).  

It is also the first instance in the existing body of research of explicit and sustained 

mispronouning practices, or the act of ‘misgendering people through the use of pronouns’ 

(Ansara and Hegarty, 2014: 261). The authors specifically address this decision in the 

following terms: ‘we will use the biological sex when referring to the patients as long as they 

have not undergone the operation’ (Hepp and Milos, 2002: 474, emphasis mine). Their 

conclusion is somewhat vague: ‘According to our clinical experience, transgendered 

individuals might have an increased risk for eating disorders’ (ibid.: 477).  

According to Hepp and Milos’ conjecture, ‘for male-to-female transsexuals 

underweight is a way to suppress their libido, and at the same time their way to correspond to 

a female ideal of attractiveness. Many of the biological male transsexuals strive to be a 
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“superfemale” and tend to accentuate female traits’ (ibid.: 477, emphasis mine). Hepp and 

Milos conclude with a recommendation of further research, with the aim stated being ‘a better 

understanding of eating disorders as well as gender-identity disorders’ (Hepp and Milos, 2002: 

477), but not, explicitly stated at least, securing a better standard of treatment and better 

outcomes for the patients themselves.  

A case study by Winston et al. was published in 2004, focusing on two patients who 

presented to the Eating Disorders Unit at the Woodleigh Beeches Centre in Warwick, with an 

interesting echo of the Hepp and Milos 2002 study to be found in the authors’ reference to 

‘disturbed psychosexual and gender identity development’ (Winston et al., 2004: 110). The 

authors conclude that ‘GID may be more commonly associated with AN in males than has been 

previously recognized’ and recommend that ‘issues of gender identity be considered in the 

assessment of male patients presenting with AN’ (ibid.: 112).  

In 2009, two significant quantitative studies were carried out, breaking with the 

previous dominance of case studies. Vocks, Stahn and Loenser, recruiting participants in 

Germany, Switzerland and Austria, compared samples of 88 ‘self-identified male-to-female 

transsexuals’ and 43 ‘female-to-male transsexuals’ with control groups of ‘males’, ‘females’, 

and ‘females with an eating disorder’ (Vocks, Stahn and Loenser, 2009: 364). The authors used 

a number of different measures to assess the prevalence of practices such as restricting and 

binging/purging, as well as depression, body image, shape concern and weight concern.  

The Vocks, Stahn and Loenser study identifies ‘first indications that persons with GID, 

especially MtF, might be at an enhanced risk of developing eating and body image 

disturbances’ (ibid.: 375). This is the first study to address the potential applications of such 

findings in clinical settings for the patients themselves, stating in conclusion that ‘The aim 

should be to find out which treatment module is most helpful for which persons at which stage 
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of transsexual development in order to prevent these persons from establishing dysfunctional 

eating patterns that might enhance the risk for a clinically relevant eating disorder’ (ibid.: 376).  

Interestingly, the other quantitative study undertaken in 2009 by Khoosal et al. had 

findings that ran counter to those of Vocks, Stahn, and Loenser. The findings of this research 

suggested that trans women scored lower on the Eating Disorder Inventory than control groups. 

The starting point of the research, upon closer inspection, echoes that of Winston et al. (2004), 

in that it becomes apparent that what the researchers are really interested in is whether parallels 

can be drawn between dysphoria and eating disorders as pathological conditions rooted in 

physicality; in discussing their intentions in studying ‘this group of people’, the authors ask 

‘To what extent do they resemble people with eating disorders such as anorexia nervosa, 

bulimia nervosa or other similar states? Do they have features of an eating disorder?’ (Khoosal 

et al., 2009: 218). The authors conclude that further research is required, and also suggest the 

‘development of a questionnaire specific to gender-related features of eating disorders’ (ibid.: 

228).  

In subsequent years, a qualitative study of 20 transgender participants by Ålgars et al. 

in 2012 indicated that ‘disordered eating is common among transgender people’ (Ålgars et al., 

2012: 310), and a 2014 study by Ewan, Middleman and Feldman recommended the 

introduction of ED screening for ‘patients (particularly male patients) presenting with gender 

dysphoria’ (Ewan, Middleman & Feldman, 2014: 114). A 2015 case study concerned with two 

adolescent patients paralleled earlier studies in the use of explicit and sustained misgendering 

practices – referring to their ‘MtF patient’ as ‘he’ and their ‘FtM patient’ as ‘she’ throughout 

(Couturier et al., 2015), with no indication as to whether the two young people in question had 

been consulted with regards to what gendered language they would be comfortable with. In 

conclusion the authors contend that ‘The clinician should be aware of sexual issues in the 
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presentation of ED and should monitor for symptoms of GD, not only at initial presentation, 

but throughout treatment’ (ibid.: 155).  

Another study to have been published in 2015 was a matched control study based out 

of the Leicestershire Adult Eating Disorder Service (Witcomb et al., 2015: 289). The findings 

were that ‘being birth assigned female (cis gender females and trans males) and desiring to be 

female (trans females) all carry a similar weight in terms of drive for thinness, which is greater 

than seen in non-trans, cisgender males’ (ibid.: 292, emphasis mine). The study is unique in 

being the first to indicate that trans men and those on the assigned female at birth (AFAB) 

spectrum may be particularly vulnerable. The authors recommend further research ‘to explore 

the eating and exercise behaviours of trans individuals’ (ibid.: 292).  

Finally, a large-scale US-based study was also conducted in 2015, focusing on the 

student population, which found that transgender students appeared to be at an elevated risk 

for the development of eating distress (Diemer et al., 2015). The authors conclude that ‘More 

nuanced examinations of these topics are necessary for the development of targeted ED 

intervention and prevention efforts for the gender and [sexual minority] community’ (ibid.: 

148). This conclusion is striking in being the first instance of a study explicitly referencing the 

role of research in the development of targeted care in terms of the importance of this for the 

group under study, rather than in terms of the specific interests of the researchers.  

The scope of this literature is so diverse that it is difficult to pull out points of 

commonality. However, the following characteristics are notable: a number of studies indicate 

that trans people may be particularly vulnerable to the development of eating distress, and that 

this vulnerability is related to physical dysphoria; a significant proportion of the studies 

recommend increased screening or further research; the majority of the studies focus either 

exclusively or predominantly on trans women; and no studies could be found that explicitly 

looked at eating distress in non-binary trans people.  
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Chapter Two 
Methodology 

 

 

Research questions 

 

Research question 1: How can cisgenderism be seen to manifest in UK-based research on 

eating disorders in the transgender population? 

 

Research question 2: What are the consequences of this cisgenderism in terms of methodology, 

hypotheses, and outcomes and, by extension, what are the potential consequences in practice 

for the group being researched? 

 

 

2.1 Selection of materials for analysis 

 

My method for finding relevant literature began with a search of the journals European Eating 

Disorders Review, Journal of Eating Disorders, International Journal of Eating Disorders, 

Eating Disorders: The Journal of Treatment and Prevention, Eating Disorders Review, and 

Advances in Eating Disorders: Theory, Research and Practice for the terms ‘transgender’, 

‘transsexual’, ‘gender identity disorder’, and ‘dysphoria’. These searches produced no results 

for the journals Journal of Eating Disorders, Eating Disorders Review and Advances in Eating 

Disorders. One result came up in European Eating Disorders Review, two in Eating Disorders, 

and by far the highest representation was the International Journal of Eating Disorders, which 

brought up six results.  

I also searched the journals Transgender Studies Quarterly and International Journal 

of Transgenderism  for the terms ‘eating disorder’, ‘eating distress’, ‘eating problem’, 

‘anorexia’, ‘bulimia’, and ‘binge’. These searches produced no relevant results. The results I 

categorised as relevant, for the purposes of keeping the sample focused, were those where clear 

reference was made in the title to transgender individuals (most commonly under ‘gender 
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identity disorder’ or ‘transsexualism’ as it turned out) and to eating distress (a number of 

articles refer specifically to anorexia, most of the others refer to ‘eating disorder’ or ‘disordered 

eating’ more generally).  

On closer reading, a number of studies that appeared to meet these criteria were 

excluded; one example is Hepp, Milos & Spindler’s 2005 study, which was in fact concerned 

with gender role orientation and ‘undifferentiated individuals, lacking clear gender role 

identification’ (Hepp, Spindler, & Milos, 2005: 232). Although I excluded this from the 

specific body of literature with which I am concerned, there would certainly be value in future 

analysis in relation to the definition and study of ‘confused’ gender identities.  

Other results were derived from general searches for ‘transgender eating disorder’, 

‘transsexual eating disorder’, and similar combinations, which drew results from sources such 

as Sex Roles: A Journal of Research, Sexual and Relationship Therapy, and Archives of Sexual 

Behaviour. This process initially yielded nine studies, and a further three studies, all published 

in 2015 after the initial search was conducted, were also considered in relation to the wider 

existing body of research upon their publication.  

 

 

2.2 Critical approach 

 

Drawing on the tradition of critical intervention, the approach of this piece of work is to 

critically examine the cisgenderist characteristics of two studies pulled out from the wider body 

of research. The first is ‘Anorexia Nervosa and Gender Identity Disorder in Biologic Males: A 

Report of Two Cases’ (2004), authored by Winston, Acharya, Chaudhuri, and Fellowes. The 

authors reported on two patients who presented to an eating disorder service and whose gender 

identifications were independent of their male birth-assignation.  

The second is ‘Features of eating disorder among male-to-female transsexuals’ (2009), 

authored by Khoosal, Langham, Palmer, Terry, and Minajagi. This 2009 study involved a 
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sample of 40 transsexual women registered with Leicester Gender Identity Clinic, all of whom 

were in the process of having gender confirmation surgery. My analysis of these studies will 

involve identifying underlying values and beliefs regarding sex and gender that result in 

specific statements being made about transgender people that are imbued with authority as 

reflecting a ‘reality out-there’, where ‘the assemblage within which it is located has been 

rendered invisible, Othered’ (Law, 2004: 88). These two pieces in particular were selected for 

a number of reasons.  

First of all, they are the only two UK-based studies that I could find in the body of 

existing research at the time my search was conducted. This is beneficial to my project because 

it reduces the risk of discussion losing focus; since the existing literature covers such a range 

of geographical locations – New Zealand, Singapore, the US, Finland, to name a few – it is 

difficult to discuss the implications of the findings of studies for the transgender population of 

the country or area in question with any specificity. One benefit of selecting studies based in 

the UK is that a number of pieces of research have been carried out in the UK in recent years 

exploring the healthcare experiences of the transgender population, which have helped to 

provide the discussion with clarity.  

The findings of the Trans Mental Health Survey (McNeil et al., 2012) point to 

cisgenderism, alongside cost, as among the key barriers to accessing good quality mental health 

services identified by respondents. In addition, the methodological approach taken by the 

researchers provides a contrasting model to that used by, in particular, Khoosal et al. in ways 

that further throw into relief the problematic and cisgenderist nature of these methods.  

I will approach the materials in terms of their relations to a wider assemblage of 

cisgenderist ideology that is rendered invisible and which relates to histories of the 

medicalisation of trans, to dominant cultural perceptions and depictions of trans people, 

particularly trans women, and to dominant ideas about sex and gender. I approach my materials, 
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in other words, as ‘representational regimes’ (Law, 2004: 89) to assess the impact of these 

regimes on the lives and treatment experiences of the group the authors are studying, trans 

people themselves.  

Where possible, I have drawn comments from trans people published in other studies 

to use alongside specific passages from the studies under discussion in order to foreground the 

importance of these voices being consciously included in conversations around trans health. I 

also endeavour to do this in order to break with the conspicuous and overwhelming absence in 

the existing body of the voices of any of the people who are studied and discussed, often in 

ways that erase, invalidate and delegitimise their gender identity.  

In doing this I seek to align myself with Y. Gavriel Ansara, who asserts that ‘meaningful 

theory must emerge from the front lines of the people it claims to represent rather than from 

within clinical or ivory tower academic disciplinary boundaries’ (Ansara, 2010: 169). My main 

tools will be Y. Gavriel Ansara and Peter Hegarty’s cisgenderism framework (2013) and their 

wider work on cisgenderism (2012; 2014), which will be supported by reference to Julia 

Serano’s 2007 book Whipping Girl, in which she discusses cisgenderism at length.  

 

 

2.3 Cisgenderism as a working framework 

 

The framework of cisgenderism proposed by Ansara and Hegarty focuses on specific 

discursive and methodological practices in psychological research, illuminating how such 

characteristics demonstrate an underlying cisgenderist approach, and discussing the 

implications of this. On the basis of these observations, recommendations are made for 

potential improvements, supported by discussion of how these would be beneficial. The authors 

define cisgenderism, loosely, as ‘the ideology that deligitimises people’s own designations of 

their genders and bodies’ (Ansara and Hegarty, 2014: 260).  
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A key issue discussed by Ansara and Hegarty is the practice of ‘misgendering’, or ‘the use 

of gendered language that does not match how people identify themselves, such as when people 

who identify as women are described as men’ (ibid.: 260). This sounds relatively 

straightforward, but the authors elaborate on their definition to outline three key subtypes (ibid.: 

261):  

 Mispronouning, which refers ‘specifically to acts of misgendering people through the 

use of pronouns such as ‘she’, ‘he’ and ‘zie’’ 

 Degendering, which is ‘a form of misgendering that incorrectly describes people who 

have clear self-descriptions using ‘neuter’ or non-gendered language, in contexts in 

which gendered language is used to describe other people’ 

 Objectifying medical language, referring to ‘a subset of degendering that selectively 

omits gendered language in favour of strictly biological terminology only for people 

whose genders are independent from their assigned ‘sex’’ 

I will be following the guide definitions provided here in my analysis, identifying examples of 

each subtype as they occur and discussing them in detail.  

According to the authors, misgendering practice ‘reifies a transgender/cisgender or 

transsexual/cissexual binary’ (ibid.: 265) whereby transgender people constitute a qualitatively 

different type of person. This underlying value system, when rendered invisible, has a profound 

impact on the approach of the research, leading to conclusions and outcomes that reflect and 

reinforce these values and perceptions. My application of the framework will demonstrate ways 

in which this can be seen to be the case in the literature concerned. In support of this argument, 

and building upon the emphasis placed on misgendering by Ansara and Hegarty, I will also be 

focusing on the following characteristics in terms of their role in supporting a view of trans 

people as a separate and distinct class of people:  
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 The pathologisation of trans identity, and the role this plays in delegitimising the self-

designations of the people under study 

 In relation to this, deference to diagnostic criteria that place the power of validation in 

the hands of medical professionals rather than trans people themselves 

 The generalisation of findings related to specific sections of the community to the 

community as a whole 

 The use of methods that can be seen to be based on a view of trans people as 

fundamentally different from cis people 

I will also draw on Julia Serano’s 2007 arguments, particularly in relation to transmisogyny. 

In relation to this, I will be identifying and conducting close analysis of examples within the 

studies of the reproduction of the transmisogynistic stereotype of trans women as striving to be 

‘“super female”’ (Vocks, Stahn, & Loenser, 2009: 365; Hepp & Milos, 2002: 477).  

I will discuss all of the characteristics stated here in terms of how they can be seen to 

demonstrate and reify the cisgenderist ideological position as Ansara and Hegarty describe it, 

whereby trans people are viewed as a fundamentally distinct group and the self-designations 

of trans people are represented as less real and legitimate than those of cisgender people.  

 

 

2.4 Limitations 

 

At the time of my initial search, the two studies analysed in this piece of work were the only 

two I could find specific to the UK. On May 5th, 2015 a further UK-based study was published 

looking at eating distress and eating disorder symptomatology in the UK transgender 

population – Witcomb et al.’s ‘Body Image Dissatisfaction and Eating-Related 

Psychopathology in Trans Individuals: A Matched Control Study’.  

Unfortunately due to time and space constraints I was unable to include a close analysis 

of this study here. However, I have been able to include some reflection in my concluding 
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statements on the characteristics of this piece of research as they relate to the studies I have 

examined in close detail. It would certainly merit closer attention in future work.  

In addition, future work would benefit from being able to look further into the ways in 

which intersecting oppressions affect treatment outcomes for trans people of colour, or disabled 

trans people. It has been acknowledged in existing studies that within the transgender 

population, which is already considered hard-to-reach for various reasons, respondents to 

research are overwhelmingly most likely to be white and to have undertaken higher education 

(McNeil et al., 2012: 8).  

 

 

2.5 Reflecting on my own position 

 

I have cited Sandra Harding and Donna Haraway in providing background to the origins and 

aims of this piece, and it therefore seems appropriate to include some reflection on my 

situatedness in relation to the materials I will be examining. As a person of transgender 

experience myself, and having struggled with issues relating to food and weight that related in 

specific ways to my personal experience of transition and embodiment, it was impossible to 

approach the materials in question without these experiences and my perspectives on them 

being brought to bear on my enquiry.  

In part this situatedness was the source of the unease that drove this project, which was 

at some level a response to reading material that purported to be concerned with experiences 

like my own, but from which I felt absent at best and actively erased and negated at worst. 

What it also means is that I am personally invested to a certain extent in the overarching aim 

from which this piece of work emerged – to ensure that good quality and cultural competent 

support services exist for trans people experiencing eating distress. 
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Chapter Three 
Disorder and Disturbance: Gender as Psychopathology in Winston, Acharya, 

Chaudhuri, and Fellows (2004), Anorexia Nervosa and Gender Identity Disorder in 

Biologic Males: A Report of Two Cases 
 

 

3.1. Diseased origins: Transgender as the effect to be explained 

 

Winston et al.’s 2004 case report focuses on two patients referred to the Eating Disorders Unit 

at the Woodleigh Beeches Centre in Warwick. As a case study, it reflects the dominant model 

in the existing literature; seven of the nine studies originally found took the form of case 

studies. This is likely due in part to the hard-to-reach nature of the demographic, and also 

explains why in many cases the studies are authored, as in the case of the Winston et al. study, 

by one or more professionals working within either eating disorders or another area of mental 

health. The study also shares a number of other characteristics with the wider body of research 

that make it a useful example to look at.  

The introduction establishes the approach as one of individual psychopathology. 

Transgender experience is characterised as ‘a rare disorder’, and prevalence figures are stated 

dating from 1996, along with an American Psychiatric Association (APA) definition of 

diagnostic criteria dating from 1994 (Winston et al., 2004: 109). This is followed by a 

discussion of etiology, with speculation upon three main hypotheses. A look at the sources 

cited in reference to these claims will prove useful in terms of illustrating the theoretical 

bedrock of cisgenderism that grounds the study.  

First of all, reference is made to a ‘genetic component’, citing a 2002 study conducted 

by Coolidge, Thede and Young investigating gender nonconformity in children as a hereditary 

disorder, which contains an ominous nod to ‘the issue of whether GID may be considered a 

precursor or prodromal stage of adult homosexuality’ (Coolidge, Thede, & Young, 2002: 256, 

emphasis mine). Second to be referenced is a neurological component – ‘It has…been found 
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that male-to-female transsexuals have a female pattern of somatostatin-expressing neurons in 

the stria terminalis of the brain’ (Winston et al., 2004: 109).  

The study referenced here is based on analysis of the brains of six transgender women 

and one transgender man, in comparison with ‘9 presumed heterosexual males, 9 homosexual 

males, [and] 10 presumed heterosexual females’ (all of whom are presumed cisgender, though 

this is not stated) as well as six brains from ‘patients with sex hormone disorders’ (ibid.: 2034, 

emphasis in first quotes mine). The study ends with the recommendation that ‘more studies are 

needed to further unravel the potential determinants of the sexual dimorphic brain and its 

related clinical disorders’ (Kruijver et al., 2000: 2041, emphasis mine).  

Third is the ‘psychosocial’ component – ‘Mothers of boys with GID have more 

symptoms of depression and more often meet the criteria for borderline personality disorder’ 

(ibid.: 110). The authors cite as their source for this a 1991 study conducted by Sonia Marantz 

and Susan Coates comparing ‘mothers of boys with gender identity disorder (GID) with 

mothers of normal boys’ (Marantz and Coates, 1991: 310, emphasis mine). As well as being 

based on an understanding of ‘normal’ development that is never substantiated, the emphasis 

of the study was explicitly on gender nonconformity as a potentially curable disorder: ‘Studies 

designed to elucidate the factors that contribute to the etiology of gender identity disorders are 

important for developing strategies for prevention, early intervention and treatment planning’ 

(ibid.: 310–311).  

What these sources share in common is that all three proceed from a position of 

pathologisation, where this is understood as ‘the construction of people’s behaviour or 

characteristics as pathological or disordered’ (Ansara and Hegarty, 2012: 142).  In other words, 

atypical gender expressions or identifications are approached as inherently pathological in 

nature, with a particular emphasis on expressions of femininity in children and adults assigned 

male at birth. This reflects a perspective that Julia Serano characterises as one that treats 
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‘feminine gender expression, male homosexuality and MTF transsexuality…as though they 

were symptoms of the same “disease”’ (Serano, 2007: 129). 

The Kruijver et al. study proceeds from an unacknowledged investment in the notion 

of the ‘sexually dimorphic brain’ that is referenced in closing, and the findings ultimately 

naturalise the idea of such sexual dimorphism and the associated binary model of gender. There 

is discernible a ‘compulsion to place women and men into different categories…to see them as 

“opposite” sexes’ (Serano, 2007: 63). The uncritical use of terms such as ‘normal’ in the 

Marantz and Coates study without any substantiation of what is meant by this, underscores this 

point that ‘gender nonconforming’ behaviour is positioned as pathological against the 

cisgender norm, as does the unacknowledged presumption of cisgender status in the ‘control’ 

brains examined by Kruijver and the other authors of the study. 

The emphasis in these studies is not on ensuring the availability of culturally competent 

care, capable of helping individuals to cope with an environment that is hostile to non-

conventional gendered behaviour (examples of such models are elaborated in, among others, 

Carroll, Gilroy, & Ryan, 2002). Rather, it is concerned with the prevention, cure, or 

management of gender nonconformity as a disease. What this means, to borrow an insightful 

observation from Ellen Feder, is that ‘the implications of the meaning of successful treatment 

are here contained, discursively managed to pertain only to the necessity of the treatment of an 

individual and not the reform of a group’ (1997: 205).  

According to Arlene Lev, ‘In Western cultures…sexed bodies and gender expressions 

are severely proscribed, assigned, and delineated and deviations from these norms are classified 

within the sphere of the medical and psychiatric establishments’ (Lev, 2006: 41). From these 

opening comments and the sources cited, the approach of the researchers involved in the study 

in question can be seen to demonstrate Lev’s point. In comparison with cisgender 

identifications, the unidentified norm against which they are measured, transgender 
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identifications are aligned with disorder and defectiveness. These points are compounded in 

the authors’ reference to the association of anorexia nervosa with ‘disturbed psychosexual and 

gender identity development’ in men (Winston et al., 2004: 110).  

The terminology of ‘gender identity disorder’ illustrates this explicitly. In addition, the 

use of clinical terms such as ‘etiology’ and ‘prevalence’ are evocative of disease, and the 

diagnostic criteria cited include a requirement of ‘clinically significant distress or functional 

impairment’ (APA, 1994, emphasis mine). In this instance, the unproblematic use of diagnostic 

criteria produced a decade earlier than the publication date mean that the authors set up 

impairment and distress as requirements for the recognition of valid transgender identification, 

foreclosing the possibility of functional and non-pathological experiences of gender in 

transgender people.  

Furthermore, the psychosocial components referenced include the identification of 

parenting practices (specifically mothering practices) that ‘discourage the development of 

autonomy’ (Winston et al., 2004: 110), framing gender identity in transgender women as the 

outcome of impeded ‘normal’ male development, rather than as valid gender identity.  

This association has implications that are also pertinent for a feminist analysis, since, 

in identifying femininity in the patients studied with impeded development, the authors 

implicitly align femininity itself with a form of defectiveness. In this case, the pathologisation 

of trans women goes hand in hand with an underlying sexist view of femininity itself as 

inherently lacking.  

It is worth noting here that the updated diagnostic criteria of ‘gender dysphoria’ in the 

DSM-V, which replaces the former entry for ‘gender identity disorder’, still stipulates that, in 

relation to the incongruence between assigned sex and identified gender, ‘There must…be 

evidence of distress about this incongruence’ (APA, 2013: 453). As such, though the 

terminology and many aspects of the DSM definition have changed since the publication of 
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this study, the discernible ambiguity regarding the requirement of distress and impairment is 

likely to continue to shape a common view of transgender expressions and identifications as 

pathological in nature.  

 

 

3.2 “When a trans woman is called a man that is an act of violence”4: Mispronouning 

practices 

 

Moving on to the first of the patient case reports, the characteristic that is most striking in 

relation to Ansara and Hegarty’s cisgenderism framework is the explicit and sustained 

misgendering practice of mispronouning, or ‘a form of cisgenderism, as when a woman’s own 

description of her gender is disregarded by others who describe her as ‘he’’ (Ansara and 

Hegarty, 2014: 261). We are first presented with the case report for Patient 1, a ’46-year-old 

Caucasian man’ experiencing severe eating distress who ‘attributed his desire for thinness to a 

wish to attain a more feminine physique. The onset of his eating disorder was associated with 

the development of depressive symptoms, which he attributed to the fact that he could not be 

a woman’ (Winston et al., 2004: 110, emphasis mine).  

This in itself does not tell us much about the patient’s own designation, and indeed there 

is no explicit reference at any point in the article to either patients’ understanding of their own 

gender. In subsequent discussion I will refer to Patient 1 using gendered language generally 

considered appropriate for women, including the pronouns ‘she’ and ‘her’. This is because, 

while the patient’s own designation is never mentioned (indeed, is conspicuously absent), 

reference is made to her ‘wish to be female’ (ibid.: 110).  

This problematic wording indicates a feminine-spectrum identification and, in its 

formulation, points to one of the ways in which the self-designations of trans people are 

                                                           
4 Laverne Cox, speaking at Creating Change conference 2014. ‘Laverne Cox at Creating Change E)’ National 
LGBTQ Task Force [Online]. Available from: https://www.youtube.com/watch?t=62&v=6cytc0p4Jwg [Accessed 
on June 24th, 2015]. 
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presented as inferior to those of cisgender people, who by contrast simply are men or women, 

by nature and with no qualification required. Trans women, in the terms used by Winston et 

al., ‘wish to be’ women, but are not and cannot really be, reflecting what Serano describes as 

the cultural perception of trans people as ‘merely mimicking or impersonating the other sex 

rather than expressing their natural gender identity or subconscious sex’ (Serano, 2007: 61). 

Only medical technological intervention can alter this, as we will see shortly.  

The cisgenderist disregard for self-designation extends beyond the use of gendered 

language to include discussion of Patient 1’s sexuality. In reference to this the authors observe 

that ‘His sexual fantasies are directed towards men but take the form of being treated like a 

woman rather than being clearly homosexual’ (ibid.: 110). No elaboration is provided regarding 

what the authors mean here by the phrase ‘treated like a woman’. It is apparently taken as a 

given that those reading will know what this means.  

These conventions have serious implications for trans people if translated into practice. 

The use of gendered language inappropriate to a person’s self-designation is acknowledged 

widely as a basic and very important issue of dignity and respect for trans people. According 

to guidelines produced by the Department of Health in 2008, ‘Of all the things that could offend 

a trans person or lead them to feel misunderstood, excluded and distrustful, mistakes involving 

forms of gender-related speech are perhaps the most upsetting’, going on to describe the use of 

such language as ‘a body blow’ to trans people (DH, 2008: 12–13).  

Strong statements, but ones that illustrate the extremely damaging consequences of 

misgendering practices such as those identified in this study if they are reproduced in the 

context of treatment. The following respondent to the Trans Mental Health Study attributed 

their low self-esteem ‘to consistently being misgendered, erased, and denied existence’ 

(McNeil et al., 2012: 61).  
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Facing such erasure on an everyday basis is likely a significant contributing factor to 

the substantial levels of mental distress reported by trans people, which hammers home the 

importance of ensuring a clinical environment in which these conditions are not reproduced. If 

we consider the practices identified in relation to the comment quoted above, we can connect 

the two more clearly with Ansara and Hegarty’s assertion that ‘Cisgenderist language can 

function to dehumanise, silence and erase’ (2012: 152).  

Unfortunately, considering the emphasis placed on ensuring the appropriate use of 

gendered language elsewhere, this practice is very prevalent in the body of literature; of the 

original nine articles, six explicitly used gendered pronouns inappropriate to the indicated self-

designation of the person being discussed, either in the present or past tense. Of the three 

articles published in 2015, one also explicitly uses gendered language inappropriate to the self-

designations of the two young people who are the subject of the study. The pervasiveness of 

these practices supports Ansara and Hegarty’s contention that ‘psychological journal 

publication policies are falling behind those of other professions’ (Ansara and Hegarty, 2012: 

148) in relation to studies concerned with the transgender population.  

 

 

3.3 Retroactive mispronouning: Constructing the borderline between male and female 

 

The practice of mispronouning continues in the case report for Patient 2, ‘a 41-year-old 

Caucasian man’ who ‘described a marked preoccupation with shape, including a desire to have 

a more feminine physique’ (ibid.: 111, emphasis mine). In this case though, we can observe 

something interesting when a change in the use of gendered language occurs, contingent upon 

Patient 2’s attainment of gender confirmation surgery: ‘After living as a female for 2 years, he 

underwent gender reassignment surgery. Since the surgery, she describes herself as feeling 

complete and normal’ (ibid.: 111, emphasis mine). This is a very interesting switch, and an 

illuminating one.  
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This is what Ansara and Hegarty refer to as ‘retroactive misgendering, a form of 

misgendering that disregards people’s current descriptions of their genders when describing 

time periods prior to those self-identifications’ (Ansara and Hegarty, 2014: 266). It’s a switch 

that illustrates one of the functions of cisgenderism as an ideology – to naturalize cisgender 

self-designations in ways that reflect and maintain structures of cisgender privilege, and 

deligitimise transgender identity to do so. The following argument from Julia Serano is helpful 

in demonstrating how conditional mispronouning of this kind is cisgenderist and supports 

structures of normative cisgender privilege: ‘Playing up the “artificial” aspects of the 

transformation process gives one the impression that the class barrier itself is “natural”, one 

that could not have been crossed if it were not for modern medical technology’ (Serano, 2007: 

59).  

The naturalization of the class barrier between male and female as discrete opposite 

sexes implicitly naturalizes processes of gendered development in those whose gender 

identities are understood as being clearly in alignment with the sex they were assigned at birth. 

To elaborate on this point, in the case of Patient 2, it is not her self-designation that identifies 

or qualifies her as a woman, as is emphasised in the absence of any reference to how she does 

understand her own gender. Instead, the valid status of ‘woman’ is something conferred 

externally by medical science and technology in the vague form of ‘the surgery’ (Winston et 

al., 2004: 111).  

Patient 2’s legitimacy as a woman emerges as contingent upon medical validation and 

surgical intervention, and does so in a fascinatingly literal way in the authors’ written 

representation. Before any reference to ‘the surgery’, Patient 2 is ‘a man’, ‘he’, ‘his’, and once 

‘the surgery’ is marked in the text as having being attained, Patient 2 is then a woman, ‘she’, 

‘her’. What this change demonstrates is an unacknowledged deeply rooted investment on the 
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part of the authors in the western model of gender and sex as a fixed binary, immutable except 

by medico-technological means.  

The reification of this model is highly problematic, since rigid ideas about binary 

gender have been identified as being experienced as oppressive by many trans people, 

particularly those whose identities fall outside of the binary. This is of particular concern since 

the number of people whose identities are non-binary appears to be increasing (Kuper, 

Nussbaum & Mustanski, 2012: 250). An example of how this affects trans people in terms of 

their experience of clinical encounters can be found in the following comment: ‘The doctor 

had a very traditional, narrow view of transgender, and felt that he could decide what gender I 

was after talking to me personally for five minutes’ (McNeil et al., 2012: 31–32).  

 

 

3.4 Comorbidity’s blinkered vision 

 

From the striking practice of misgendering explored above, I wish to focus my attention now 

on the consequences of the individual psychopathology model on this study’s overall shape 

and the ultimate conclusions reached. It is clear that the researchers’ emphasis in this study is 

the intersection between dysphoria and dysmorphia identified by Dagan VanDemark: ‘The 

emphasis in this disorder on body shape suggests that there may be an association with anorexia 

nervosa’ (ibid.: 110).  

According to VanDemark, ‘body dysmorphia…is perceiving the body as bigger or 

smaller than it actually is, er, feelings of unworthiness or defectiveness, erm, body shame, 

denigration, and gender dysphoria is discomfort with or disconnectedness to one’s gendered 

body, one’s sex assigned at birth, or certain parts of the body…and these two intersect in really 

complex ways for trans folks experiencing eating disorders and eating problems’ (VanDemark, 

2014).  
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In VanDemark’s formulation, the salient point is the ways in which dysphoria impacts 

how dysmorphia will be experienced by trans people and vice versa, and how these factors 

combine to affect how vulnerable an individual is likely to be to the development of eating 

distress and how they will experience it. The focus is the actual lived experience, with the 

factors recognised as complex and specific to the individual.  

By contrast, in the formulation with which the Winston et al. study opens, what we can 

actually discern is the interest of the authors in the ways that ‘gender identity disorder’ and 

‘anorexia nervosa’ as fixed and definable models of disorder – both associated (in the authors’ 

understanding) with an emphasis on ‘body shape’ – resemble one another. The emphasis placed 

on the coincidence of gender dysphoria and eating distress as distinct individual 

psychopathologies means that the authors’ interpretation of the experiences of each patient is 

limited to those factors related to their individual histories and response to existing treatment 

models.  

In relation to Patient 1, the authors conclude that ‘his motivation for weight loss 

reflected a need for a sense of internal control and clarity in the face of a confused identity’ 

(Winston et al., 2004: 111), locating the problem in need of address squarely with the patient. 

While personal struggles with issues of identity are certainly a significant factor to look at in 

understanding experiences of distress, the approach of individual psychopathology means that 

consideration of other important factors is neglected. For instance, it is stated in the overview 

provided of Patient 1’s history that ‘During adolescence and early adulthood, he attempted to 

prove his masculinity by drinking heavily and becoming involved in football-related violence 

[…] He subsequently developed strong religious beliefs, which conflicted with his wish to be 

female and resulted in powerful feelings of guilt’ (ibid.: 110).  

Despite these two indications of the patient’s immersion in environments in which 

gender was highly proscribed, the latter of which is identified as having been clearly hostile to 
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transgender self-actualisation, the patient’s ‘need for a sense of internal control and clarity’ is 

still ultimately attributed to ‘a confused identity’. What is lost here is any discussion of the role 

of factors such as minority stress, defined by Adams, Dickinson and Asiasiga as ‘the 

psychological stress derived from minority status and conditions within the social environment 

that may contribute to mental health problems’ (Adams, Dickinson, & Asiasiga, 2013: 105).  

Minority stress and the impact of a transphobic environment has been identified by a 

number of researchers as likely playing a significant role in the vulnerability of transgender 

individuals to various forms of mental distress (Adams, Dickinson, & Asiasiga, 2013; Budge, 

Adelson, & Howard, 2013; Ellis, Bailey, & McNeil, 2015). Its omission as a factor to be 

considered and discussed is therefore highly limiting in terms of the authors’ interpretation of 

Patient 1’s experiences. This omission also supports a treatment approach that, as mentioned 

previously, is ‘discursively managed to pertain only to the necessity of the treatment of an 

individual and not the reform of a group’ (Feder, 1997: 205).   

We can also observe this omission in relation to Patient 2, although in her case it is 

figured differently. Following an overview of the patient history as taken in treatment, it is 

stated that the patient ‘described AN as providing an escape from emotional pain, confusion, 

and dissatisfaction with his life. He eventually expressed his belief that his AN and depression 

would not resolve until his concerns regarding gender identity were addressed’ (Winston et al., 

2004: 111). Upon gaining access to gender confirming treatment and surgery, it is pointed out 

that she reported ‘feeling complete and normal’ (ibid.: 111). If we consider these observations 

in relation to the conclusion reached regarding Patient 2, then it is possible to identify an 

association that not only neglects important factors such as minority stress, but also endorses a 

perspective on the presentation of mental distress in transgender patients that has a number of 

troubling implications.  
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3.5 Conclusions and recommendations: The reproduction of the “true transsexual” model 

 

In concluding, the authors assert their belief that Patient 2 ‘may be thought of as having a more 

“biologic” form of GID, which accounts for the successful response to gender reassignment 

surgery’ (ibid.: 112, emphasis mine). This is contrasted with Patient 1, in whom the authors 

contend that ‘GID was associated with disturbed early relationships and a global disturbance 

of identity which was not restricted to gender’, going on to speculate that ‘the issue of gender 

identity may have served to express more complex issues of gender identity’ (ibid.: 112).  

In other words, according to the authors, ‘the issue of gender identity’ in Patient 1 is a 

symptom of other, ‘more complex’ issues. Drawing upon Arlene Lev’s arguments is useful in 

unpacking what is occurring here. According to Lev, ‘diagnoses related to gender issues are 

based on classification systems that seek to type and subtype gender variant people in order to 

determine who is “really” transsexual and only those who fit certain narrow criteria are deemed 

eligible for further medical treatments’ (Lev, 2006: 42).  

In this case, Patient 2’s ability to frame her eating distress as related to dysphoria in 

ways that are recognised as valid under the diagnostic framework used by the authors means 

that her gender identity is legitimised, albeit in a fashion that is contingent upon the attainment 

of specific gender confirmation surgery. The fact that Patient 1 is unable to do this is taken as 

grounds for the invalidation of her self-designation. Furthermore, the presentation of the 

‘successful outcome’ of the treatment of Patient 2 supports a position whereby her ‘emotional 

pain is related to the cross-gender identity rather than to the social and psychological 

consequences of having a stigmatized identity’ (Lev, 2006: 42). We can observe this in the fact 

that Patient 2’s apparent recovery following the attainment of gender confirmation surgery 

functions as proof of the validity of her gender identity. 

In this formulation, the ongoing presentation of distress, and complex experiences of 

guilt and shame that gender confirmation treatment alone would not be sufficient to ‘rectify’, 



43 
 

is treated as grounds to disregard self-designation as a symptom of some other psychological 

malady. In this way, the authors reproduce the ‘true transsexual’ model, whereby ‘only “true” 

or “primary” transsexuals should be eligible for medical and surgical treatments and 

distinguishing between “true” transsexuals and other gender variant and gender dysphoric 

people became the focal point of much of the research as well as clinical evaluation’ (Lev, 

2006: 43).  

As a result, both patients are positioned as many trans people find themselves, as having 

to ‘confront additional stigmas found in the medical arena…[including] proving to medical 

professionals that one is “real”’ (Dewey, 2008: 1345). The authors starting point is that self-

designation in the patients they present is by default illegitimate. Legitimacy must be proved, 

and can then be conferred only by external medical intervention. This perspective and the 

diagnostic criteria upon which it is based are self-reinforcing; Patient 2’s ‘successful’ response 

to gender confirmation surgery simultaneously legitimizes her gender identity and the 

diagnostic model that validates that identity. The fact that Patient 1 doesn’t fit neatly into the 

diagnostic definition used results in the conclusion that Patient 1’s gender identity is invalid, 

reinforcing the notion ‘that there is only one path acceptable for such a diagnosis’ (ibid.: 1351).  

This is a notion increasingly being called into question by the articulated experiences 

of those who identify outside of the gender binary, who point to ways in which ‘the medical 

approach to gender variance, and the creation of transsexuality, has resulted in a governance of 

trans bodies that restricts our ability to make gender transitions which do not yield membership 

in a normative gender role’ (Spade, 2006: 329). A non-cisgenderist approach may have been 

capable both of considering the specific impact of societal transphobia and stigma on Patient 

1’s experience of distress, as well as the possibility that for her, gendered self-actualisation 

may have been more complex than identifying in a straightforwardly cross-gender fashion.  
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This is not to say that there is no value in looking at the ways in which timely and well-

facilitated access to transition-related treatment can dramatically improve the emotional 

wellbeing of some trans people, as highlighted in the Trans Mental Health Study (2012: 50), 

and conversely, having to wait for excessively long periods of time for such treatments can 

have a negative impact on wellbeing (Ellis, Bailey, & McNeil, 2015). Paying attention to these 

factors is important in terms of applying pressure for improvements to be made to gender 

identity services.  

However, to formulate the relationship in the way that Winston and the other authors 

of the study do is in fact likely to translate into an oppressive status quo whereby trans people 

feel unable to disclose mental health issues for fear of their gender being called into question, 

both during and after transition. As one respondent commented, ‘I worry that people would 

consider the fact that I might still have mental health issues after transition to be evidence that 

transition was the wrong thing for me’ (McNeil et al., 2012: 49).  

The distinction made between valid and non-valid gender identity is also pertinent in 

relation to an issue highlighted by Ellis, Bailey and McNeil in their analysis of the experiences 

of mental health services reported by transgender individuals: ‘The biggest issue for trans 

people was that their mental health issues would not be treated seriously in that these would be 

seen as the result of, or a symptom of, their being trans’ (Ellis, Bailey and McNeil, 2015: 10, 

emphasis mine).  

This fear can result in individuals feeling reluctant or unable to disclose mental distress to 

clinicians for fear of their gender identity being invalidated. The following comments were 

made by respondents to the 2012 Trans Mental Health Study concerning anxiety over 

disclosing mental health issues to doctors: 

 ‘I have depression. The GIC has stated that treatment will be held back if a patient is 

depressed, and I have had my depression interfere with my treatment […] I feel in order 
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to receive treatment I must go to my appointments and tell them that I am feeling fine 

and everything is okay’  

 ‘I didn’t want to tell them I was depressed in case they withheld hormonal treatment 

from me for some bizarre reason’ (McNeil et al., 2012: 33–34) 

27% of respondents (N=295) reported having either withheld information or lied about 

something to a clinician (ibid.: 34). In addition, 62% of respondents (N=293) reported feeling 

emotionally distressed or worried about their mental health whilst attending a GIC, and of 

these, 53% felt that were not able to discuss these concerns with clinicians at the GIC (ibid.: 

33). In relation to the fact that these concerns was raised as a pressing issue for trans people in 

their engagement with mental health services, the conclusions reached by Winston et al. are of 

major concern. In endorsing the ‘true transsexual’ model and using continued and complex 

mental distress as the basis of invalidating gender identity in Patient 2, the authors assume and 

support a position that, if taken up by service providers consulting the study, is likely to have 

multiple adverse outcomes.  

First of all, the position endorsed is one that actively discourages trans people from 

disclosing distress and seeking support, due to the fear that their gender identity will be 

interpreted and treated as a symptom of the mental health issue. Second, it endorses a position 

whereby, should an individual present with eating distress to a service, they would be more 

likely to have a negative clinical experience, which could potentially worsen such distress 

rather than alleviating it.  
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Chapter Four 
A Different Class of Being: Method and Transmisogyny in Khoosal, Langam, Palmer, 

Terry, and Minajagi (2009), Anorexia Nervosa and Gender Identity Disorder in 

Biologic Males: A Report of Two Cases 
 

 

4.1 The heritability of cisgenderism: Whose ‘disturbed psychosexual and gender identity 

development’? 

The second of my selected studies differs from the first, and from the majority of other studies 

in the existing body of literature, in that it takes a quantitative approach to its subject. Based in 

the setting of the Leicester Gender Identity Clinic, the authors selected ‘a consecutive series of 

40 male-to-female transsexual patients over the age of 21 who had achieved sex reassignment 

surgery’ (Khoosal et al., 2009: 219, emphasis mine). I have emphasised the term ‘achieved’ 

here because, while it’s a subtle point, I think the use of term suggests a position similar to that 

drawn out in the previous study, whereby the aspect of transition that is accorded the most 

importance is the surgical aspect. The implication is that valid gendered selfhood is achieved 

by transgender people, rather than being something that simply is in the way that is suggested 

by the use of the term ‘biological’ for cisgender men and women.   

The emphasis on the surgical aspect, which is indicative of an investment in the concept 

of sex and gender as a ‘natural’ binary, is discernible in the authors’ methodological approach 

and hypotheses. The trans women recruited from the gender identity clinic were provided with 

Eating Disorder Inventory questionnaires – developed in 1983 by Garner, Olmstead and Polivy 

– to complete once prior to surgery and again six months after surgery. The results of these 

questionnaires were compared with the scores of Garner’s presumed cisgender male control 

group, consisting of 166 first- and second- year students from the University of Toronto, and 

presumed cisgender female control group, consisting of 577 first- and second-year students 

from the same university. An additional control group was enlisted, consisting of 147 presumed 

cisgender women who had attended the Leicester Eating Disorder Service.  
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This paper makes reference primarily to ‘gender identity disorders’, ‘because language 

and terminology in this field is constantly evolving in response to changing perceptions and 

research’ (ibid.: 217). Interestingly, this point is immediately followed by reference to a WHO 

definition of ‘transsexualism’ dating from 1992, a not insubstantial 17 years prior to the paper’s 

publication, which stipulates, among other requirements, ‘a desire to live and be accepted as a 

member of the opposite sex’, ‘a wish to have hormonal treatment and surgery to make one’s 

body as congruent as possible with the preferred sex’, and the fact that ‘it must not be a 

symptom of another mental disorder’ (ibid.: 217–218).   

The opening comments also include the following phrase, echoing the exact phrasing 

to have appeared first in a study conducted by Urs Hepp and Gabriella Milos (474) and later in 

Winston et al., 2004 (110): ‘Some males with anorexia also report disturbed psychosexual and 

gender identity development’ (ibid., 2009: 218, emphasis mine). Language of this kind 

indicates a position on the part of the authors that views gender atypicality as an identifiable 

‘disorder’ that occurs in certain individuals, implicitly defined against the natural and non-

pathological development of gendered identity in cisgender people. This is clear in the 

reference made to the fact that ‘Any psychiatric disorder present including transsexualism is 

identified and recorded’ (Khoosal et al., 2009: 218).  

The authors describe one of their key hypotheses as follows: ‘As all our male-to-female 

patients experiencing gender identity disorder were on a journey from one gender to another, 

our first hypothesis was that their features of eating disorder would change from those typical 

for biological males to those typical of biological females’ (Khoosal et al., 2009: 219, emphasis 

mine). In this hypothesis a strong investment is apparent in what Jill Fisher defines as 

‘Essentialism – also known as biological determinism – [which] promotes the view that sex 

characteristics are natural and determine behaviour’ (Fisher, 2011: 4).  



48 
 

The methodological approach used – disseminating questionnaires prior to and after 

gender confirmation surgery – demonstrates the fact that the authors share with Winston et al. 

the belief that transition constitutes a single, definable point of change, effected by means of 

technological intervention, from the bounded category of ‘male’ to the bounded category of 

‘female’. This belief informs the hypothesis quoted above, which is formulated on the 

assumption that there exist fundamental differences in the ‘features of eating disorder’ reported 

by men and women, and that the basis of these differences is a difference of sex, with sex 

understood ‘as biological (and genital)’ (Yost and Smith, 2014: 149).   

 

4.2 Discursively neutered: Degendering in practice 

While the mispronouning evident in the Winston et al. case study is not present in the study in 

question, a different form of misgendering, as defined by Ansara and Hegarty, is apparent: 

degendering, and the associated practice of using objectifying biological language. 

Degendering is defined as ‘a form of misgendering that incorrectly describes people who have 

clear self-descriptions using ‘neuter’ or non-gendered language, in contexts in which gendered 

language is used to describe other people’ (Ansara and Hegarty, 2014: 261). Objectifying 

biological language is defined as ‘a subset of degendering that selectively omits gendered 

language in favour of strictly biological terminology only for people whose genders are 

independent from their assigned ‘sex’’ (ibid.: 261).  

Throughout the study, where reference is made to the group of women who are known to 

be of transgender experience, the following terms are used: 

 ‘people with gender identity disorder’ (Khoosal et al., 2009: 217) 

 ‘male-to-female patients’ (218) 

 ‘gender identity disorder patients’ (219) 

 ‘male-to-female transsexual patients’ (219) 
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 ‘male-to-female gender identity disorder patients’ (220) 

 ‘pre-‘ and ‘post-op gender identity disorder patients’ (222) 

 ‘our transsexual patients’ (224) 

At no point are the group referred to in a way that directly reflects their self-designations as 

women. Ansara and Hegarty make the following point in relation to transgender men, which 

applies, in reverse, in this case: ‘The…phrase ‘female-to-male transgender person’ uses 

objectifying biological language that constructs some men as a suspect linguistic category of 

degendered ‘person’ (not ‘men’)’ (Ansara and Hegarty, 2014: 263). In this case the group of 

women in question are presented as a suspect linguistic category of degendered persons. In 

addition, the implied pathological nature of gender identity in these women is reinforced by 

the repeated use of the term ‘patients’ to refer to them throughout.  

Julia Serano refers to this as a ‘tendency to dismiss or deligitimise trans women’s and 

trans men’s gender identities and lived experiences by relegating us to our own unique 

categories that are separate from “woman” or “man”’ (Serano, 2007: 29). This relegation is 

enacted discursively in this case as a textual manifestation of a position on the part of the 

authors that views people of transgender experience as fundamentally and qualitatively distinct 

from cisgender people.  

We can detect this in the language with which the study’s intentions are discussed: 

‘little is known about the general weight and shape concerns of [people of transgender 

experience]. To what extent do they resemble people with eating disorders…? Do they have 

features of an eating disorder?’ (Khoosal et al., 2009: 218, emphasis mine). The authors are 

concerned, not with how dysphoria impacts the ways that transgender people experience eating 

distress and how treatment can best respond to this, but rather with whether ‘gender identity 

disorder’ and ‘eating disorders’ resemble one another as isolated disorders.  
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In seeking to answer this question, the authors position the participants, not as complex 

individuals, but as ‘the passive tablet on which disorder is inscribed’ (Bordo,1993: 67), whether 

in relation to gender identity or eating distress, can be found inscribed in some identifiably 

uniform way. Once found, this inscription can be read for answers about ‘gender identity 

disorder’ and ‘eating disorders’ as concepts isolated entirely from the lived experience of each 

participant.  

As Sandy Stone points out of other of the many, many studies that have been conducted 

on trans people, ‘The people who have no voice in this theorizing are the transsexuals 

themselves’ (Stone, 1991, pub. 2006: 229). This conspicuous absence is also apparent in the 

authors’ interpretations of their findings, which will be discussed in due course.  

 

4.3 Methodology: Trans status as the difference that makes a difference 

As well as influencing the interpretation of findings later on in the study, the perception of trans 

people as an inherently different type of person is also abundantly clear in the methodological 

approach used by the authors. As has been highlighted already, the decision to disseminate 

questionnaires to the trans women participants prior to and after gender confirmation surgery 

– in relation to a hypothesis that understands this as the definite shift from ‘man’ to ‘woman’ 

– demonstrates the essentialist position of the authors with respect to sex and gender.  

Also apparent in the methodology is a view of trans people as a ‘fundamentally distinct 

class of being’ (Ansara & Hegarty, 2013: 160). The most striking evidence of this is the way 

in which ‘control groups’ are used by the authors for comparison. According to the information 

provided, the group of 40 trans women to whom questionnaires were distributed ranged in age 

from 23 to 75 years, with a mean age of 41.8 years (Khoosal et al., 2009: 220). Their scores 

were compared by the authors with ‘standardised data’ published by Garner et al. in 1983 to 

validate the Eating Disorder Inventory questionnaire. The first thing this means is that the 
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‘control group’ responses were collected more than 25 years prior to the data gathered from 

the group of trans women.  

In addition, the control groups in question were originally drawn from the student 

population in Toronto, Canada. The (presumed cisgender) male control group consisted of 166 

students with a mean age of 20.3 years, while the (also presumed cisgender) female control 

group consisted of 577 psychology students with a mean age of 19.5 years. It seems appropriate 

to take a moment here to consider the quite breath-taking fact that this approach was conceived 

of and endorsed by all five authors, as well as being okayed by their peer reviewers and all 

other actors involved in the publication process.  

Drawing on Ansara and Hegarty’s arguments, it is my contention that the initial 

development of this methodological approach and the subsequent acceptance of it as valid was 

made possible by the cisgenderist perception of transgender people as so inherently and 

fundamentally distinct from the general population as to obscure, indeed negate entirely, the 

significance of all other differences in terms of historical context, age group, and geographical 

location. This is not to mention, of course, the extremely problematic grouping that collapses 

the embodied experience of a 23-year-old woman together with that of a 75-year-old woman.  

This collapsing together is the result, in part, of a recruitment method based on 

attendance at a gender identity clinic which, in emphasising diagnostic status over self-

designation, foregrounds the significance of the shared diagnosis of gender dysphoria over all 

other factors. Given the difficult relationship that the transgender community has historically 

had and continues to have with various state institutions, including the medical establishment 

in particular, using diagnostic criteria as the basis of recruitment is a deeply flawed method.  

As Ellis, Bailey, & McNeil point out, stringent diagnostic requirements are actually 

experienced as highly oppressive by many trans people: ‘highly prescriptive requirements put 
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barriers in the way of many trans people accessing gender reassignment treatment because they 

are not willing/able (for a whole host of reasons) to meet these stringent requirements’ (Ellis, 

Bailey, & McNeil, 2015: 17). Given this experience, if participants sense that the validity of 

their gender is to be judged on the basis of diagnostic criteria rather than their own self-

designation, this is naturally likely to have a significant impact on how much of the community 

is reached. This is of great concern given that this community is already hard-to-reach.  

In addition, this approach obscures the specificity of individual identifications and 

experiences within the sample by foregrounding the diagnosis. As Kuper, Nussbaum and 

Mustanski observe: ‘Much of the quantitative research conducted on transgender populations 

is based on data collected from clinical samples, particularly those attending sexual 

reassignment clinics. An implicit assumption of such research is that individuals presenting at 

these clinics identify as transsexual, or that the self-identification of these individuals does not 

warrant further exploration or documentation’ (Kuper, Nussbaum & Mustanski, 2012: 245).  

The consequences of the methodological points discussed here for the interpretations made and 

the conclusions reached will become clear in due course.  

 

4.4 Interpretation as reproduction: The trans woman as hyper-feminine perfectionist  

A view of trans people as a ‘fundamentally different type of being’ (Ansara and Hegarty, 2013: 

160–161), and an essentialist investment in a natural and biological sex and gender binary, 

carry through into the authors’ interpretation of their findings. These findings ‘surprisingly’ 

(Khoosal et al., 2009: 222) contradict the authors’ initial hypothesis that ‘features of eating 

disorder’ in the trans women participants would change from those ‘typical’ of men to those 

typical of women – body dissatisfaction was the only factor found to change significantly 

following gender confirmation surgery. An examination of how the authors interpret their 
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results highlights the ways in which the set of values and beliefs that can be seen to inform the 

study’s design also shape these interpretations in a severely limiting way.  

Rather than reflecting on their initial hypothesis and considering the assumptions that 

shaped it, the authors speculate, first of all, that ‘Perhaps our gender identity patients valued a 

more voluptuous look within which their curves might affirm their hard won femininity’ (ibid.: 

225). There is a great deal contained within this short sentence. The first and most striking 

point is the conflation of womanhood as a self-designated identity with a specific normative 

idea of femininity, a contention based on the quite incredible assumption that every single self-

identified woman involved in the study (a total of 764 based on the information provided) 

identifies with and seeks to embody and express a single, definable ideal of femininity.  

When applied to all self-identified women involved in the study, this claim appears 

ludicrous. It is only in the context of a cisgenderist ideology that it is a reasonable speculation. 

The fact that it appears reasonable is by virtue of the wider cultural perception of trans women 

within which it is couched, which is described thus by Julia Serano: ‘In virtually all depictions 

of trans women, whether real of fictional…the underlying assumption is that the trans woman 

wants to achieve a stereotypically feminine appearance and gender role. The possibility that 

trans women are even capable of making a distinction between identifying as female and 

wanting to cultivate a hyper-feminine image is never raised’ (Serano, 2007: 41).  

This assumption is illustrated explicitly in the following discussion of the high levels 

of reported perfectionism among the group of trans women in question, the authors speculate 

that ‘Patients with gender identity disorders possibly need to be somewhat perfectionist to 

pursue treatment and surgery through the UKs National Health Service’, going on to comment 

that ‘This determination ensures access to services and later to achieve their “ideal woman” 

outcome’ (Khoosal et al. 2009: 226). One of the effects of this is to implicitly delegitimise the 
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self-designations of the trans women in question – their femininity is ‘hard won’, implying, as 

in the study conducted by Winston et al. in 2004, that this is something bestowed from the 

outside.  

Ironically, the hyper-feminine stereotype is in part a legacy of early treatment models 

that posited ‘passing’ (being able to live undetectably in the new gender role and pass as 

cisgender in general society) as a requirement for treatment (Serano, 2007: 122). Since 

‘passing’ is often more difficult for trans women, striving to achieve a feminine ‘ideal’ was 

less a matter of choice and more a necessity for gaining access to treatment. The strategies 

developed by trans people to navigate a medical landscape in which psychiatric gatekeepers 

held most of the power came to be perceived by these psychiatric professionals as characteristic 

of the ‘disorder’.  

This is a good example of the argument that ‘psychologists’ understanding of trans 

people and trans identities has serious and direct implications in trans people’s lives’ (Yost and 

Smith, 2014: 147). In this case, the lack of a nuanced understanding of the group under study 

means that this history, and the continuing cultural requirement that trans people ‘pass’, is made 

invisible and, as such, the possibility that high levels of perfectionism may result from 

engagement with the NHS treatment pathway rather than be a prerequisite for it is never 

entertained.  

As well as belittling and invalidating the self-designations of the group of trans women 

who took part, these speculations also feed into a misogynistic cultural perception whereby 

femininity is ‘inherently “contrived,” “frivolous,” and “manipulative”’ in ways that allow 

masculinity to appear ‘“natural,” “practical,” and “sincere” by comparison’ (Serano, 2007: 43). 

These perceptions also stem in part from continuing sensationalistic media and popular culture 

coverage of issues pertaining to trans people; Julia Serano points to the way in which media 
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representations tend to foreground images and scenes of trans women ‘putting on their feminine 

exteriors’ (Serano, 2007: 42) as an example of this.   

The continuing consequences of the legacy of the hyper-feminine stereotype can be 

found reflected in some of the responses to the 2012 Trans Mental Health Study, with one 

respondent commenting that ‘The GIC expected me to be some stereotypical image of a woman 

rather than being myself’ (McNeil et al., 2012: 29). Of further concern is the fact that awareness 

or suspicion of such expectations can translate into individuals feeling compelled to pursue 

treatment routes that they are not in fact comfortable with, since ‘A number of 

participants…reported feeling that they had been pressured into doing things they did not want 

to do in order to “prove” their gender to professionals’ (Ellis, Bailey and McNeil, 2015: 13). 

Unfortunately, but perhaps not surprisingly, the appearance of this stereotype is not 

limited to this study; in their 2002 study, Hepp and Milos state that ‘Many of the biological 

male transsexuals strive to be a “superfemale” and tend to accentuate female traits’ (Hepp & 

Milos, 2002: 477). This sentiment echoes seven years later in Vocks, Stahn and Loenser’s 

study, published the same year as Khoosal et al.’s, 2009: ‘[trans women] often strive to be a 

“super female” and therefore tend to accentuate female traits’ (365). An important point that is 

missed in the reproduction of the ‘super female’ trans woman stereotype that is reproduced in 

all of these studies is the role that this stereotype itself may play in how trans women experience 

eating distress.  

In the case of Hepp and Milos, the ‘super female’ statement above is made in the context 

of a discussion of the possible reasons for heightened vulnerability to eating distress among 

transgender people. The causality is as follows: trans women characteristically seek an ‘ideal’ 

form of femininity, and this endeavour results in eating distress. The possibility that the medical 

and cultural pressure to ‘pass’ in order to have one’s identity as a woman legitimised may in 
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fact lead to issues around food and weight. Indeed, pressure is perhaps not sufficient to describe 

this compulsion, since often a trans woman’s safety and survival is contingent on her ability to 

‘pass’. The structural element is erased by a perspective in which trans women are a 

fundamentally distinct and separate category of beings, with specific definable characteristics.  

 

 

4.5 Conclusions: Where degendering becomes generalisation 

 

In their concluding points, the authors state that ‘This study gives no support to the idea that 

gender identity disorder patients in general are vulnerable to eating disorders or have notable 

levels of features of eating disorders’ (Khoosal et al., 2009: 227, emphasis mine). It is here that 

we see with more clarity the consequences of an unacknowledged essentialist ideological 

position that views ‘‘the trans person’ as a fundamentally distinct class of being’ (Ansara and 

Hegarty, 2013: 160).  

Focusing on specific sections of the community is not necessarily a problem in itself, 

and indeed it can be very valuable in terms of assessing how needs differ for different groups. 

However, the lines of inclusion and exclusion must be clear in order for this to be effective, 

and mustn’t be drawn in such a way as to reinforce existing ideas of whose gender is valid and 

whose isn’t. In this instance, the foregrounding of diagnosis means that, from the experiences 

of 40 women, whose ages range from 23 to 75 years, and all of whom have both the desire and 

the means to access medical treatments related to transition, the authors draw a conclusion that 

they extrapolate to ‘gender identity disorder patients in general’.  

No information is given in terms of race or ethnic background, but given what has been 

found in past studies with regards to the demographic within the trans community that is most 

likely to take part in research5 it seems reasonable to assume that the majority were White. An 

                                                           
5 McNeil et al. comment in relation to the sample of respondents to the Trans Mental Health Study: ‘We are 
mindful…that the sample may not be demographically representative of the trans population as a whole. In 
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interesting point to consider here is the findings of another study carried out in 2009 by Vocks, 

Stahn and Loenser, which was based on self-definition; in this study’s findings, elevated levels 

of eating disorder symptomatology were reported among the self-designated trans respondents. 

This stands in direct contrast to Khoosal et al.’s findings.  

While differences in location and cultural context are obviously important factors, it 

seems worth considering how the findings of the study in question might have differed had the 

recruitment methods been based on self-definition rather than being carried out through a 

gender identity clinic. An additional point to consider in relation to the authors’ use of control 

groups is Ansara and Hegarty’s point regarding the fact that ‘Few researchers actually have 

sufficient medical information to determine whether a participant’s genetic or gonadal makeup 

is most closely associated with a particular ‘sex’ category’ (Ansara and Hegarty, 2014: 266).  

This simple observation throws into relief the fact that, while valid gendered 

personhood in the participants considered to be trans required an official medical diagnosis, no 

such qualification is required for the control groups, for whom cisgender status is assumed, 

even though there is no way for this to be verified. This assumption parallels the authors’ 

opening discussion, in relation to transgender people, of whether ‘they’ resemble people with 

eating disorders – in drawing a line between ‘gender identity disorder patients’ and ‘people 

with eating disorders’, the ability to imagine and then consider the position, experience, and 

treatment needs of a transgender person experiencing eating distress is seriously compromised.  

What all of these points make clear is the fact that the authors approach their subject 

with the view that ‘gender identity disorder patients’ represent an inherently distinct class of 

                                                           
particular, the sample primarily comprised white trans people and a good proportion of those has undertaken 
post-Secondary education. There is no way of knowing for sure how representative this sample is. However, it 
is comparable to other research in that on the whole white, well-educated individuals are more likely to access 
support groups and have private access to the internet than individuals who experience disadvantage on 
multiple grounds simultaneously’ (McNeil et al., 2012: 9)   
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people, and how they interpret their findings reflects and supports this position. In this instance, 

a consequence of the cisgenderist view of ‘gender identity disorder patients’ as a distinct and 

monolithic clinical group is that the experiences and needs of a specific section of the 

transgender population come to stand in for the population as a whole. This means, for a start, 

that the chance to critically examine the role that existing diagnostic requirements and medical 

pathways might play in contributing to experiences of eating distress among transgender 

individuals is missed.  

More than this, though, extrapolating on the basis of findings from the specific section 

of the community whose experiences are most compatible with existing medical models means 

that the authors’ findings and conclusions are likely to reify these models, which have been 

highlighted as being experienced as oppressive for many transgender people. This increases 

the risk of the needs of the most marginalised within the community being ignored or, worse, 

further marginalised due to the reification of restrictive existing treatment pathways.  

In other words, ‘By primarily studying transgender individuals presenting at clinics for 

sex reassignment surgery (SRS), a certain transgender narrative is also created and reaffirmed. 

Transgender – or, more specifically, transsexual – becomes defined by a desire for sex 

reassignment’ (Kuper, Nussbaum & Mustanski: 245). As the authors state following their 

comment on the lack of support that their research gives to indications of increased 

vulnerability among transgender people to eating distress, ‘However, it adds some support to 

the literature reporting positive outcomes to sex reassignment surgery’ (Khoosal et al., 2009: 

227).  

The risk inherent in this is that the likelihood of such individuals accessing treatment 

will be diminished. As Cruz points out, ‘Given that most of the research and knowledge on 

trans and GNC health issues have focused on the MTF experience…other groups of people 
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may choose to not seek out care because of researchers and health care providers’ lack of focus 

on them […] Additionally, communities and groups of people that conceptualize themselves 

in new ways that differ from the traditional MTF/FTM or transsexual experience may similarly 

question how they fit into the current state of trans and GNC health care provision’ (Cruz, 

2014: 72). The problem is therefore not in and of itself the fact that a specific group is studied, 

but that the application of a cisgenderist lens results in other sections of the community 

becoming obscured in ways that further marginalise their treatment needs.  
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Conclusion 

 

With this piece of work I hope to have highlighted serious cause for concern regarding the two 

studies on eating distress among the transgender population analysed, as well as the wider body 

of research in which they are situated. In their work on cisgenderism in psychological research, 

Ansara and Hegarty focus on the ways in which this ‘maps onto and can enact structural 

violence that affects people’s everyday lives’ (Ansara and Hegarty, 2013: 173). In my specific 

analyses, I hope to have demonstrated the ways in which, if used as reference materials and 

implemented by professionals working in eating disorder services, the positions endorsed by 

the studies in question are more likely to result in a negative and harmful clinical experience 

than a positive and healing experience for a transgender person struggling with eating distress.  

The consequences of this are serious since, as Mizock and Lewis point out, ‘Without 

access to consistent and culturally competent care, medical settings can even become sites of 

retraumatization’ (2008: 344). In the context of eating distress, the impact of the cisgenderism 

inherent in the two studies analysed is cyclical and self-completing. A great deal of feminist 

analysis has highlighted the significance in eating distress of issues of control, power, 

autonomy and identity (Katzman and Lee, 1997; MacSween, 1993), and the negative impact 

of living in a cisgenderist and transphobic context on the wellbeing of trans people has been 

widely discussed (Adams, Dickinson, & Asiasiga, 2013; Budge, Adelson, & Howard, 2013; 

Ellis, Bailey, & McNeil, 2015).  

In light of these connections, it seems highly likely that living in an extremely 

cisgenderist context, in which one’s expression, identification and gendered sense of self are 

delegitimised, may itself increase the vulnerability of trans people to various forms of distress, 

including issues related to food and weight. It almost certainly plays a significant role in 

shaping how trans people struggling with issues around food and weight will experience this. 
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As such, the prevalence of the cisgenderist characteristics discussed in this thesis across the 

existing body of research are cause for major concern.  

In addition, given that both studies were authored by doctors working in the field of 

eating disorders, they do not indicate a landscape in which culturally competent care is widely 

accessible for trans people experiencing eating distress. Being misgendered, having one’s 

gender pathologised, and/or being exposed to damaging stereotypes regarding trans women as 

hyper-feminine are all likely to be highly triggering experiences. These ‘body blows’, to 

borrow from the language of the Department of Health’s guidelines for treating trans patients, 

can ‘destroy the trust’ between patient and clinician, and seriously compromise the potential 

benefits of the clinical environment (DH, 2008: 13–14).  

Working from a starting point of cisgenderism also obscures the actual personhood and 

voice of the trans person and their experience, with the disorders themselves emerging as the 

main point of interest on the part of many of the researchers. It is crucial for research to be 

carried out that places trans experience and needs at its centre. This would involve the 

development of a methodological approach capable of reaching as much of the UK’s 

transgender population as possible, perhaps drawing upon models such as that used by McNeil 

et al. for the 2012 Trans Mental Health Study, to assess needs and concerns. An in-depth review 

is also required in relation to the capability of eating disorder services across the UK to provide 

culturally competent, good quality care for trans patients, ensuring that professionals in the 

field are aware of the impact of cisgenderism and know how to work with trans patients to 

deconstruct and manage the stressors associated with living in a cultural context dominated by 

cisgenderism.  

It is of vital importance that proper consideration is undertaken of the impact of 

misogyny (and transmisogyny specifically) on trans women. Also crucial is that these 
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conversations do not reproduce stereotypes such as that of the hyper-feminine trans woman, as 

can be seen in the case of Hepp and Milos’ 2002 study, where there is discussion of the role of 

specific eating practices in minimizing secondary sex characteristics, but this is connected to a 

‘superfemale’ ideal that trans women apparently ‘tend to’ aspire to.  

As stated in my reflections on the limitations of this piece, a new UK-based study was 

published in 2015 too late to be included in my selection process. In many ways this study is 

an improvement – the language used is appropriate, cisgender controls are marked as such, and 

matched controls are used. However, the study still stipulates diagnostic criteria for 

recruitment, which I have discussed as problematic in this piece of work.  

Another fruitful avenue for future research would be to examine how a non-cisgenderist 

emphasis on self-designation could enhance the field of eating disorders more generally. Work 

such as that done by Maria Root (1990) and Danielle MacDonald (2011) has identified ways 

in which existing diagnostic models fail to recognise eating disorders in women of colour and 

queer women, pointing to a need for clinical understandings of eating distress to be revised in 

order to accommodate for the needs of those facing multiple axes of oppression.  

As MacDonald comments, ‘Expanding the study of eating disorders to recognize the 

diverse range of individuals who are impacted by such problems will serve to create a more 

nuanced understanding of eating disorders and how to treat them. It will also help to move the 

field beyond its antiquated, ethnocentric and heterocentric roots to be more reflective of social 

and health-related goals of the twenty-first century’ (MacDonald, 2011: 461–462). It is possible 

that a transfeminist perspective on eating distress, with emphasis placed on self-designation 

and self-definition of unhealthy eating practices, could contribute to the development of peer-

led support programs based on self-determination.  
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What all of the findings regarding cisgenderism in this piece of work point to are that 

Sharon Crasnow is correct when she states that ‘The standard by which we measure the 

objectivity of science is whether the models that we adopt are, in fact, conducive to human 

flourishing’ (Crasnow, 2008: 1105). In a context that is not currently conducive to the 

flourishing of humans of trans experience, eating distress is an overlooked area in need of 

urgent attention.  
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