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ABSTRACT 

The goal of this paper is to illustrate the real effects of maintaining an inaccurate 

and conflated view of the relationship between ‘sex’ and ‘gender,’ and to provide possible 

solutions to this quandary by analyzing the sources in both philosophy and the social 

sciences. The terms ‘sex’ and ‘gender’ are often rife with misunderstanding in the scientific 

and medical community, as well as in common usage.  While neither term means the same 

thing contextually, both are constructed socially and require refinement for their usage in 

and outside of the scientific community. ‘Sex’ and ‘gender’ ought to be understood as 

interconnected socially constructed concepts, rather than hierarchically at odds where 

speculations about sex are valued greater than those on gender. A pluralistic, contextual 

understanding of both sex and gender as well as a clearer understanding of biological sex 

as an equally socially informed (and thus fallible) concept should be adopted to prevent 

possible harms as well as missuses of either term.  

The conflation of the terms within the medical community has significant 

consequences on some of the most vulnerable identities, particularly transgender people 

and especially trans people of color. The eventual delivery of poor health outcomes for 

trans people first begins with the fundamental definitions for ‘sex’ and ‘gender’ in the 

medical literature, as well as the medical literature’s basic understanding of non-normative 

sexuality. As a result, medical school education does not provide physicians in training 

with the adequate tools to provide care for trans people, or anyone outside the spectrum of 

accepted normative sexuality (heteronormative sexuality), and in addition primes them to 

further perpetuate and reinforce stigma.  Possible solutions to this systemic medical 

injustice are to incorporate a pluralistic understanding of sex and gender to revise the 
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medical literature, as well as going beyond simple cultural competency training for 

physicians and instead completely innovate how sexuality and sexual identity is taught in 

medical school education. 
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CHAPTER 1 

INTRODUCTION: A CALL TO ACTION – THE LACKING PHILOSOPHICAL AND 

BIOETHICAL CONSIDERATIONS OF ‘SEX’ AND ‘GENDER 

 

In this paper, broadly I aim to explore the implications of the usage of ‘sex’ and 

‘gender’ in science and medicine. More specifically, I wish to challenge the notion that 

‘sex’ is only biological and argue that it is in fact informed by ideological notions about 

‘gender,’ and is therefore better understood as a socially vulnerable and fallible category. 

Ideologies surrounding gender and the gender binary are sometimes flawed and informed 

by scientifically arbitrary social biases. Therefore, applying sex in science and medicine 

without evaluating the consequences and relevancy of distinguishing individuals based on 

determined sex will have a potential to cause significant harms, especially to trans and 

intersex people who are not represented well in social and legal institutions. The 

persistence of neurosexism (a durable and pervasive sexism seeped in and hidden by 

neuroscience that acts to reflect our beliefs about gender1) and biological essentialism in 

scientific research is due to durable cultural and social ideologies, which despite the 

assumption of the unbiased nature of science, cause researchers, biologists, and the like to 

use sex difference as a thin cover for what is really an endorsement of problematic 

interpretations. I aim to not only point out that these forms of injustice exist, but they persist 

due to the notion that our biological and medical practices are depicting reality as it is, 

outside of gender. I offer that a conceptual framework that incorporates multiple facets, (1) 

that the usage of terms is clear, decisive, (2) recognition that both gender and sex are 

 
1 Fine, Cordelia, Delusions of Gender (W.W. Norton & Company, Inc., 2010), xxviii. 
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socially structured, and this need not detract from the legitimacy of scientific/medical 

research, and (3) enable one to be critical of sex as it is applied to medicine in such a way 

as to improve upon the lives of individuals that live in a gendered world.  

Firstly, I will analyze the distinction between sex and gender, and how that is 

applied in the sciences. Ordinarily in the scientific community, sex is the only differential 

category used, meanwhile gender is reserved only for social differences. Sex is used 

specifically to highlight biological differences in organisms relating to the terms ‘male’ 

and ‘female.’ On the other hand, gender is used to highlight these social differences 

between the categories ‘men’ and ‘women.’ The distinction of the two terms based on their 

perceived biological and social relevancy is illusory, as both are socially constructed under 

differing conditions.  Although we do not often use the language of gender (and gender 

studies) in the medical sciences (psychiatry would be an exception), its effects, I will argue 

are quite pervasive in the medical community and in biological research. I believe that 

confounding the use of sex and gender in medical sciences will prove to be a contentious 

issue because it allows medical science to be informed by the implicit biases that are 

prevalent in the use of gender as it is a social construction. If researchers and physicians 

are in fact being informed by their own fixed social beliefs or ideologies regarding gender, 

then this will also pervasively affect how they define and use sex differences in practice. 

To assume that sex would be only biological, would be to assume that sex is impervious to 

the same pitfalls that gender is, and occupies a position of greater epistemic authority. 

Biological essentialism, I will assert, is likely to be deleterious and incompatible with 

providing sound judgments regarding ‘sex’ or ‘gender,’ as it fallaciously assumes a 

constricted and inaccurate account of reality.  



3 

The authority of judgments in science concerning the nature of organisms and 

processes is predicated on the assumption that science is both ‘value free’ and that its 

observers be unbiased. In this paper, I will make no claim that scientific facts are any more 

real than social ones, but as scientific/biological realness is used as the basis or any decision 

in medicine or research, biological realness should be viewed under the same. Sex, or by 

extension ‘biological realness’ might constitute a different kind of social realness, but it is 

neither immutable nor a natural law. In addition, we must also understand that our 

definitions need to be pluralistic to account for evolving identities and categories. A 

pluralistic account would be one that adjusts for two or more principal concepts, which are 

dependent on context, and accepts that one may be suited in certain situations while the 

other is not. Viewing ‘sex’ and ‘gender’ in a pluralistic way might mean that the two 

concepts are not inherently at odds, may be correct in some situations and not in others, 

and one does not intrinsically contain more truth than the other. To achieve this goal, it 

requires that science and medicine be recognized as a social, value-laden activity, and that 

we pay special attention to how Urban Bioethical concepts like agency affect the ability of 

trans people to receive adequate medical care.  

 

Trans Health as a Primary Focus of Consideration 

Simply put, if we want sex differences to provide useful information to 

physicians/researchers and beneficial consequences for the patient, then we must be able 

to correct for the ways in which harmful implicit normative ideas about gender will affect 

how we apply the term sex. The background generalizations that the science community 

makes about gender will inherently influence how researchers and physicians develop 
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biases, especially when those biases are reinforced and validated by the authority given to 

medical literature pertaining to sexuality and sexual identity. I am particularly interested in 

how the medical science’s lack of knowledge and humility regarding sex and gender 

coalesce in administering care for trans people, and I believe it provides a telling indication 

of how all of us are affected by these deficiencies. A reexamination and revision of trans 

healthcare intersects with other issues of equity and social justice in medicine, especially 

such for other marginalized groups such as women, queer people, and people of color. If 

heteronormativity is perpetuated in medical literature and medical school training (as I will 

argue later, it is), then it would be beneficial to all if we become consciously aware of how 

pervasive and stigmatizing stereotypes about gender, consequently sex, and race affect our 

ability as physicians to provide good care and act with humility to our patients. As trans 

people currently face incredibly inadequate and sometimes downright harmful treatment 

from the medical community (a community that ought to be equitable and impartial), it is 

imperative that we look to change trans health outcomes for the better and for the benefit 

of all. The conceptual framework to change how deleterious gender stereotypes and 

assumptions affect society needs to be transformative not only in terms of gender but also 

in terms of sex, and thus it is useful to get a better grasp of both. In chapter 2, I aim to 

explain not only how understandings of ‘sex’ and ‘gender’ are conflated by the 

sciences/medicine, but how those conflations are weaponized to perpetuate stigma in both 

the philosophical and medical/research community.  
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CHAPTER 2 

PHILOSOPHICAL BASICS: DEFINING ‘SEX’ AND ‘GENDER’ 

 

Possibly one of the more insidious issues with the terms ‘sex’ and ‘gender’ in both 

biology and medicine is the fact that they are often used interchangeably and without clear 

definitions of each. The medical and scientific community ought to systematize the use of 

either one or both terms to maximize clarity. Some authors have drawn attention to a lack 

of consistent use of either term, such as Hammarstrom and Annandale have proposed in 

their analysis of the terms ‘gender’ and ‘sex’ in scientific literature, 

Thus, in summary, our results showed that less than half of the 104 papers 
used both concepts of ‘sex’ and ‘gender’. Less than one in ten papers 
attempted any definition of the concepts. Overall, the given definitions were 
simple, unspecific and created dualisms between men and women. Almost 
all papers which used the two concepts did so interchangeably. Any possible 
interplay between ‘sex’ and ‘gender’ was referred to only in six of the 
papers.2 

 
In the Hammarstrom and Annadale’s study, they collected 104 papers from two different 

journals, The Journal for Men’s Heath and Gender (JMHG) and The Journal for Women’s 

Heath and Gender-Based Medicine (GM). Both journals that were surveyed are notably 

focused on the development and examination of something called ‘gender-specific 

medicine.’ Interestingly, the researchers in this study found that overwhelmingly (for a 

sample of 104 papers), the authors of these articles made little to no attempt to clarify what 

is meant by the terms ‘sex’ and ‘gender’ despite being focused on the execution of ‘gender-

specific medicine,’ and using the two terms interchangeably. The lack of attention to such 

 
2 Hammarstrom, Anne, and Ellen Annandale. "A Conceptual Muddle: An Empirical Analysis of the Use of 
'Sex' and 'Gender' in 'Gender-Specific Medicine' Journals." PLoS ONE, vol. 7, no. 4, (2012): 5. 
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detail leads me to naturally question whether the two terms are in fact understood by the 

scientific and medical communities that use them.  

The medical community, by and large, did not adopt the language commonly by 

the feminist movements of the 1970’s (second-wave) that was heavily focused on 

understanding the distinction between ‘sex’ and ‘gender.’3 The medical community, 

instead, opted to use both of the terms interchangeably. While ‘gender’ is commonly 

attributed to the social and cultural processes by which the biological body is encompassed, 

‘sex’ is usually defined in somewhat complex ways as the biological differences in the 

reproductive nature of men and women.4 Though these definitions are by no means 

exhaustive, I will use them to provide at least a baseline for discourse around their use in 

science and medicine. It is unclear whether the field of medicine is truly receptive to these 

definitions, but not all in the scientific/medical community embrace regressive views about 

the terms and have instead taken on more progressive definitions. 

Although common in Gender Studies, a uniform application of the terms as I have 

described them above in the sciences is unclear, and I will provide examples of this in 

subsequent sections. Some of the scientific community (though not all) seems to be largely 

unconcerned with understanding the distinction, or relationship between the two, which I 

believe will lead to further confounding and harmful effects. A possible solution for better 

care in the medical field as well as a more robust understanding of sex and gender in the 

sciences could be the incorporation of gender studies into both practices.  

 
 

 
3 Ibid, 1. 
4 Ibid, 1.  
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Sex and Gender as Interconnected Social Constructions 

The lack of clarity and explanation of how the two terms, as concepts, interact with 

each other are of a particular concern, and the current literature is lacking in distinguishing 

how they are effectively similar or not. Instead of conceiving of ‘sex’ and ‘gender’ as vastly 

different entities with no right to overlap, or viewing them as dichotomies at opposing 

conceptual ends, it would be more useful to recognize them as interrelated but conceptually 

unique. More specifically, sex is a biological concept that is developed by humans that 

interact in a socialized world. ‘Biological realness’ then, is not rendered void due to its 

social construction, and gains the addition benefit of not being a ‘fixed’ point and rather a 

variable term that can evolve, change, and gain clarity as the scientific community sees fit. 

Biological concepts can be differentiated from purely cultural concepts, but both are 

developed by human beings that live in a social world, and thus socially constructed to 

some degree.  

‘Gender,’ can also be understood as an evolving social practice that happens outside 

of the realm of science, but structures its claims as partially informed by science, and 

partially by the normative expectations of a given culture. An example might be ways in 

which femininity across cultures differs, and standards for gender presentation will follow 

with that. A more appropriate application of gender would involve the recognition of the 

role in which it plays on sex and the scientific community at large. Sarah Richardson 

provides a useful summation of how gender is relevant to scientific thinking,  

…gender has been central to the organization of scientific cultures. The 
complex of “gender and science,” then, presents a rich case of the mutual 
interaction and dependence of human culture and scientific accounts of 
nature, forcing consideration of the relationships between scientific 
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knowledge, nature, culture, power, desire, and ideology in ways rivaled by 
few other problematics.5 

 

Perhaps some of the difficulty that the literature and community face in reconciling sex 

and gender as a point of discussion is the fact that they fail to see the connection between 

the concepts of ‘sex’ and ‘gender.’ Difficulty arises due to assumptions on both the part of 

the average individual, as well as those in the scientific community, that scientific accounts 

are devoid of the influence of cultural and social practices. As Richardson states, there is a 

plethora of ways in which gender has historically impacted and facilitated the attitude and 

interests of the scientific community, and this serves as a reflection of the fact that gender 

has had a heavy influence on the scientific community. The historic prevalence of 

exclusionary social communities that have continued in some disciplines in science, as well 

as the “masculine science” ideologies of the 17th century, along with many more examples, 

display that gender has and still does direct many of the dispositions in the scientific 

practice.6 Science, and therefore sex, must be open to criticisms in the same way social 

institutions are if the connection between them is mutual. Gender motivates the way in 

which sex is researched and understood in the scientific community, and likewise, sex is 

used to reinforce ideologies and normative standards of gender. An example of this, which 

I will discuss later in this paper, is the popularity of researching sex differences in the brain 

despite the evidence suggesting otherwise. Additionally, conceptions of biological sex are 

used as a reinforcement of gender ideologies in some anti-trans ideologies (particularly 

some radical feminists), which will also be discussed in this paper. Sex and gender act to 

 
5 Richardson, Sarah S. "Feminist Philosophy of Science: History, Contributions, and Challenges." Synthese 
177, no. 3 (12, 2010): 349. 
6 Ibid, 349  
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reinforce each other because both are social activities that people engage in, and 

sometimes, attempt to use as justification for value assessments in both the scientific 

culture and everyday life.  

In the following section of this paper, I will discuss the construction of sex and 

gender as it is used in science and medicine through the critical lens of Anne Fausto-

Sterling, Cordelia Fine, and Talia Mae Bettcher. The purpose of the following section will 

establish how sex and gender have been applied in the biological and medical sciences. 

Anne Fausto-Sterling’s work will be particularly useful for evaluating how the sciences 

have implicitly come to define sex in ways that reinforce a particular narrative about the 

roles of gender. Additionally, Fausto-Sterling’s work and others will provide an 

explanation of the incompatibility of biological essentialism with useful conceptions of 

‘sex’ and ‘gender.’ I will expand further upon these views by demonstrating how biological 

sex could make gender stereotypes more progressive and transformative, especially 

regarding the plight of atypical bodies. 
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CHAPTER 3 

LOOKING CRITICALLY AT ‘SEX’ AS DEFINED IN MEDICINE/SCIENCE 

 

Sex, and sex difference, though often thought of as more lucid in understanding 

than that of gender due to its biological underpinnings, is in fact still quite complicated and 

at some points, fundamentally at odds with itself. The sciences are not wrong on the 

account that it finds relevant sex differences in humans, but it is less clear regarding which 

sex characteristics should decide the overall sex of an individual. More specifically, it is 

not clear that the sex characteristics described by medical science ought to denote a ‘pure’ 

sexual binary, and it tends to become quite messy when it attempts to. Deferring to ‘sex’ 

in the biological sense, does not get us necessarily closer to clarity regarding how we treat 

patients. An issue here prevails not only because there are various complexities in 

developmental sex characteristics on a biological level, but also a lack of agreement on 

how those characteristics shall fit into a dualistic sex classifying system, such that the 

outcome always equals ‘male’ or ‘female.’ Sex development is intricate enough, and Anne-

Fausto Sterling contends the process has many steps that complicate such a dualistic notion,  

…a newborn is a multilayered sexual creature, the result of having a 
chromosomal sex, a fetal gonadal sex, fetal hormonal sex, a fetal internal 
reproductive sex, a brain sex (of which more later), an external genital sex, 
and, starting from the moment the child leaves the womb, a developing body 
image and social gender fortification.7 

 

Fausto-Sterling asserts that there are at least five sexes, being that in prenatal development 

and beyond there are several ways that sex characteristics are influenced. At that, these 

 
7 Fausto-Sterling, Anne, Biology in a Social World, (Taylor & Francis Group, 2012): 10.  
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sexes are not always congruent with each other, and hence issues can arise. An important 

point that Fausto-Sterling sets out to make is that holding an unyielding biologically 

essentialist view of one’s sex is incongruent with the reality that sex is variable and 

complicated. As Fausto-Sterling illustrates, there are several ways for one’s body to be 

‘sexed,’ and this is not exclusively determined by whether chromosomes indicate XY or 

XX. While individuals most likely fit into one of science’s conception of male or female, 

such as simplified versions of external genital or chromosomal sex (if it even has a concise 

conception), there will be those that do not, which begs the question of whether such a 

dualistic categorization of sex is scientifically sound.  The ‘issues’ one might call it, occur 

when individuals do not fit neatly into one of the two ‘primary’ categories, male or female. 

Individuals with intersex conditions, or trans individuals, will either not fit neatly under 

the sex dichotomy, or will be rejected by it.  There is also a lack of clarity regarding which 

sex determining traits (such as the ones Fausto-Sterling discusses) dictate ultimately, above 

the others, whether an individual falls into the categories of male or female as provided.  

I suggest that this may be contextual, and not a hard and fast rule. In the public 

sphere, the sexed body is likely to be categorized via a combination of gender presentation 

and external genital expression (not explicitly, usually). Expression of an individual’s 

external genitalia often occurs when trans individuals are subjected to ‘“reality” 

enforcement’ via unwanted and intrusive questioning about one’s body, sometimes even 

by force.8 I will further investigate this topic when I discuss Talia Mae Bettcher’s work in 

intersex and trans rights. More popular though might be the disposition towards 

 
8 Bettcher, T.M, “Intersexuality, Transgender, and Transsexuality,” Oxford Handbooks Online, (2015); 15. 
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chromosomal sex, but as Fausto-Sterling points out in the passage above, chromosomes 

are not the only factor that contributes to sexing organisms.

 

A Defense for a Pluralistic Understanding of ‘Sex’ 

Adopting a pluralistic conception of sex differences would allow greater clarity in 

how sex is defined; meaning that there are at least several sex determinants that dictate 

one’s belonging into a certain category and allows that we evaluate along two categories 

or even more. A pluralistic interpretation also underlines the fact that belonging into a 

certain category may depend on a particular situation or context and may not hold in every 

situation. Departing from a dualistic conception and into a pluralistic one need not mean 

that there are now more sexes, but simply more ways to define sex and gender, and more 

emphasis on the given situation/context rather than a rigid standard for all instances. For 

example, it may be useful to define one’s sex in a chromosomal manner when looking at 

underlying genetic conditions but not so when considering conditions associated with 

external genitalia. What we then must consider is that an individual may belong in two or 

more different category categories at different times. Defining sex in a more pluralistic 

manner therefore could help physicians and researchers alike provide better care to 

individual patients by recognizing that their needs are different at different times and that 

arbitrary selection into certain sex categories does not always adequately represent the 

individual in a clinical or personal sense. An instance in which this could be relevant could 

be gynecological care, which is usually tailored to servicing women. A trans man or 

intersex person that has some ‘female’ reproductive organs, might be better served in a 

women’s health center than in a primary care office due to their specific needs, needs that 
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are usually not met due to the atypical nature of their bodies. Some possible solution to this 

is to widen the category of ‘women’ or ‘female’ to include anyone who has female-typical 

organs specifically for the goal of providing healthcare. What that might entail is offering 

care to trans individuals on the bases of their needs, rather than their ability to fit tightly 

into one of the two categories all the time.  

Anne-Fausto Sterling states biology itself is not at fault for the steadfast 

commitment to binary, and instead the legal and social institutions that hold it up, as she 

states in “The Five Sexes,”  

But if the state and the legal system have an interest in maintaining a two-
party sexual system, they are in defiance of nature. For biologically 
speaking, there are many gradations running from female to male; and 
depending on how one calls the shots, one can argue that along that 
spectrum lie at least five sexes-and perhaps even more.9  

 
Interestingly, Fausto-Sterling takes ‘nature’ to be beyond the dualistic system for sex. 

Biologically, there is simply no true binary adherence. If at least five sexes are conceivable 

and an accurate representation of reality, then it would not hold that it is natural to believe 

there are only two sexes. Clearly, she points out a binary scientific view of sex is fraught 

with issues. A binary standard, in her view, simply cannot support the sheer number of 

ways in which sex operates on a spectrum. Sex involves so many variations that it would 

be quite unnatural to force those many variations into a binary system, which leads Fausto-

Sterling to conclude there must be at least five sexes. The biological evidence is clear that 

sex is much closer to a spectrum, a ‘messier’ conception that some might like to think is 

an element of ‘gender’ only. I posit that possibly a more effective way of imagining the 

 
9 Fausto-Sterlin 
g, Anne, “The Five Sexes,” The Sciences, 33 (1993): 20.  
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similarities between the two concepts is to remember that sex and gender are impossibly 

intertwined. Like the example of the trans patient, bad care might be due to either or both 

the cultural incompetency of the physician (based on gender) or a lack of 

facilities/resources to support the trans individual’s atypical body (based on sex). My own 

claim is supported by Fausto-Sterling’s in respect that I do take biologists/scientists to be 

at fault when they are inevitably under the influence of culture as all others are. If social 

and legal institutions reinforce a gender binary, it is also in their best interests to encourage 

the scientific and medical communities to support this surely, but that does not 

automatically imply that the biological practice does not also act to maximize its ability to 

enforce a gender binary. 

 

Medicine’s Problem with Atypical Bodies 

The fact that social and legal institutions might have an enthusiastic interest in 

enforcing a problematic gender binary provides further indication for why the medical 

sciences and biologists might do the same. If the practice of science is recognized as a 

community of people who share a similar goal and interests that also services certain social 

needs, then it ought to be rightly called a social institution. It is thus not immune to the 

same cultural pressures and pitfalls of other social or legal institutions. It certainly is an 

interest of the scientific community to evaluate sex differences, and it might be “only 

natural” that scientists and researchers do that in a way that supports the beliefs they already 

have about gender.  

The existence of intersex conditions ought to signify that instead of categorizing 

the group as falling out of the binary, instead it should be categorized as filling in to revised 
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system that is at least more inclusive than the binary (as Fausto-Sterling might also 

suggest). The binary construction persists, and will likely continue to do so, but a 

dimensional spectrum would be a much more productive method for both understanding 

sex, and how our application of it affects our treatment of others. Still, and as I will discuss 

in the following section, many in the scientific community still wish to accurately identify 

‘true’ sex differences, this time using neuroscience. The sex differences they wish to 

quantify, at that, still fall within the strict binary interpretation of sex.  

To think of sex and gender in a binary way might not be harmful in every context, 

given that using a dichotomous system could be useful for some purposes. For example, 

having only a couple of categories might be helpful for generalizing the needs of patients 

and for research purposes, but proxies should be loose and non-restrictive. A physician 

might then treat a ‘female’ patient differently based on their physical and social 

determinants of health. Adopting a pluralistic case for sex and gender would neither 

embrace the binary in a rigid way, nor completely dismissing it. 
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CHAPTER 4 

THE SEARCH FOR DIFFERENCE: ENTRENCHING THE BINARY STEREOTYPE 

OF SEX AND GENDER IN RESEARCH & MEDICINE 

 

Sex differences do exist generally (brain differences will be discussed later) and 

can quite numerous and complicated. This, however, is not new information, which could 

mean the public as well as the scientific community should be reasonable skeptical, or 

cautious about enforcing a binary view in both respects of sex and gender. If it were the 

case that the awareness of the complication of brain sex was truly changing the minds of 

either the scientific community or the public, there would be evident changes in the way in 

which sex and gender are understood and socially enforced. Sex is often still referred to in 

a rigid binary way, scientists still seek to find the ‘true’ sex differences between ‘male’ and 

‘female,’ and general conceptions about gender have remained resistant to change in its 

distinction between the two genders ‘man’ and ‘woman.’ In a more pessimistic view, 

people have done little, some scientists and researchers included (while others do show 

positive change in this regard), to change their views considering findings that ought to say 

otherwise. The prospect of examining that such differences do not line up with our 

assumptions has had little popularity, 

In the medical community, however, the assumptions behind that wish-that 
there be only two sexes, that heterosexuality alone is normal, that there is 
one true model of psychological health-have gone virtually unexamined.10 

 

 
10 Ibid, 21 
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The medical community has, according to Fausto-Sterling, not gone far in attempting to 

refute what she calls their “wish,” the fantasy that is a binary of two sexes, and by 

extension, two genders. Individuals, scientists included, naturally seek to reinforce views 

that might already have. The view of binary sex, or heterosexuality, as ‘normal,’ are 

implicit ideas that some scientists and researchers will carry into their work. The medical 

community as well as other sciences are not immune to value judgments. The medical 

community like any other scientific community chooses the things that it is interested in, 

and as Fausto-Sterling would imply, it is interested in upholding the ideas of a sex and 

gender binary. A similar point can be made about the way that the medical and scientific 

community treats heterosexuality in comparison to homosexuality. Heterosexuality forms 

the standard, and homosexuality is a deviation from that standard. Anne Fausto-Sterling’s 

suggestion that there are at least five sexes11 may truly be one to consider, But I might go 

further to say that we ought to use as many categories as necessary depending on the 

context in which we are assessing sex and gender and for what purpose. The social needs 

for gender may be intermingled with those regarding sex but should still serve the purpose 

of allowing the individual to navigate the social world in a way consistent with their 

identity.  

  

 
11 Ibid, 20.  



18 

An Example of the Brain: The Commitment to Defining a  Binary Sex 

Some of the scientific community still very much has an interest in finding the “true 

differences” in the biological sexes and by extension the two genders. As mentioned in the 

introduction of this paper, neurosexism is a potent example of the scientific community’s 

commitment to enforcing sexist world views. It is important to note that this research also 

takes place within a binary view and is still resistant to the idea that individuals do not 

neatly fit into the two categories. One of the more popular current fixations in the scientific 

community currently is that of ‘brain sex,’ where the supposed inherent differences in the 

state of the male and female brain are studied. I find this venture to be riddled with issues 

of assumptions of gender, which I will expound upon later. I discuss neuroscience in this 

paper to give an example of how basic science methods and some of the scientific 

community are committed to enforcing harmful binary assumptions about ‘sex’ and 

‘gender,’ and those harmful ideological assumptions continue to influence trans and 

intersex individuals.  

Cordelia Fine is a philosopher and psychologist who offers a plethora of 

commentary on this popular fixation in neuroscience and cognition. Fine very poignantly 

problematizes the obsession with sex related brain differences,  

Recall that many sex differences in the brain may have more to do with 
brain size than sex per se. Remember that psychology and neuroscience--
and the way their findings are reported--are geared toward finding 
difference, not similarity. Male and female brains are of course far more 
similar than they are different not only is there generally great overlap in 
“male” and “female” patterns, but also, the male brain is like nothing in the 
world so much as a female brain. Neuroscientists can't even tell them apart 
at the individual level. So why focus on difference?12 

 

 
12 Fine, Cordelia, Delusions of Gender, 165.  
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Firstly, many supposed sex differences pertaining to the brain have a lot less to do with sex 

and a lot more to do with brain size. Secondly, brain size is more correlated with the size 

and stature of the individual. Men do tend have larger brains, likely because men’s bodies 

tend to be larger than women’s, and this might explain the different arrangement and size 

of certain structures within the brain.13 The comical aspect of searching for sex differences 

within the brain is that neuroscientists have been able to tell very little of the differences 

and more-so the similarities, as Fine states above. Similarities though, do not make for 

interesting papers, and do not reinforce the assumptions that both the scientists in the public 

have about the results of the research. In addition to that neuroscience and neuroimaging 

is a relatively young field, and its ability to provide conclusive answers on this question 

are also probably limited. That is not to say that neuroscience should be blamed for the 

misinterpretation of its results. 

As Fine continues to point out, it is a lot more exciting to find a difference than it 

is to not.  The “file-drawer phenomenon” occurs because studies that do tend to find sex 

differences will get published while the ones that do not, which is most of the time and in 

many more instances, will not get published.14 But there is an attractive allure to 

neuroscience, which causes us to look past the facts, or the data, to find something 

significant about sex and gender. Fine contends that perhaps this is because neuroscience 

involves not only expensive and complex machinery, but it also involves very complicated 

looking 3D images of the brain, leading us to put an arbitrary implicit hierarchy of 

neuroscience being “especially scientific.”15 Neuroscience, then has been used as a 

 
13 Ibid, 143. 
14 Ibid, 134 
15 Ibid, 169 
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significant tool to reinforce much older and cemented harmful ideologies about gender. As 

I have pointed out through the critique of Cordelia Fine, most of these assumed differences 

are fallacious or ill-defined but they still succeed in doing the work of reinforcing the 

existence of a binary in both sex and gender.  
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CHAPTER 5 

CONFLATION OF BIOLOGICAL SEX AS A TOOL FOR MARGINALIZATION 

 

Here, I will attempt to demonstrate how the inaccurate perception of biological sex 

as defined in biological/medical sciences has far reaching consequences, particularly as 

they pertain to anti-trans movements, as they rely on biological sex to be the ‘authority’ on 

who gets to be a ‘woman.’ The constructions of sex via some of the medical and scientific 

community have exacerbated the conditions of living outside of, or not fitting neatly in, the 

binary of gender and sex. Intersex and trans people have suffered under the exclusionary 

practices of science as well as culture/society. Biological sexism, as well as biological 

essentialism, has provided justifications for the exclusion of trans and intersex people from 

society and from biological adequacy. Talia Mae Bettcher provides various points in which 

trans and intersex identities have been marginalized by a “hostile binary,” and why these 

individuals have faced exclusion from some feminist communities as well as rejection to 

belonging to the categories of ‘women’ and ‘men.’16 Specifically, scientific arguments for 

biological essentialism have a route for a particular brand of radical feminist critiques that 

exclude trans and intersex identities. The purpose of explaining further the effect of anti-

trans and intersex identities in this paper is not only to depict the interplay between the 

terms ‘sex’ and ‘gender’ but also to underline how these conceptualizations can be harmful 

inside as well as outside of the medical/scientific community. 

  

 
16 Bettcher, T.M, “Intersexuality, Transgender, and Transsexuality,” 2. 
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Consequences: The Utilization of Biological Sex in Radical Feminism 

Though I am using the term ‘radical feminist’ broadly, I am specifically addressing 

the trans-exclusionary division of radical feminism (or more popularly referred to as 

“TERFs”), which is sometimes called ‘gender critical’ feminism by proponents of the view. 

It is important to note that I am only discussing a subset of the trans-exclusionary feminist 

view, one that does prescribe to biological essentialism in addition to more traditional 

elements of their argument.   

The radical feminist argument rests on a core assumption that chromosomes 

determine sex, along with the lived history of that gender experience.17 In order to fully 

understand the arguments behind trans-exclusionary radical feminists, and how the 

problematic usage/conceptualization of sex and gender affect the trans and intersex 

communities negatively, I will employ the works literature from Talia Mae Bettcher as 

well as Sally Hines. Firstly, Bettcher provides an explanation for their argument in addition 

to her discussion of how trans-exclusionary radical feminists such as Janice Raymond 

popularized the movement,  

Underlying this hostility is the premise that trans women are actually men. 
Two, possibly inconsistent, claims, often blurred together, motivate that 
position. The first is the essentialist view that chromosomes determine sex 
(Raymond 1979, 114). This obviously undercuts the feminist view that “one 
is not born a woman.” It does, however, reflect the traditional(“everyday”) 
sense in which “woman” is understood as referring to “adult, female human 
being,” where “female” denotes a biological characteristic. The second, 
more sophisticated view reflects a decidedly political sense of “woman,” 
insisting that one’s history with respect to sex role privilege and oppression 
determines sex.18 

 

 
17 Ibid, 5. 
18 Ibid, 5 
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Firstly, there are the two elements on which the argument here presented by Bettcher aims 

to justify the exclusion of trans, and by extension intersex people from the category of 

women. The more obvious claim about ‘womanhood’ in the radical feminist conception is 

that one must have experienced life under the oppressive nature associated with being a 

‘woman’ in a patriarchal society. Though in the strictest sense the second principle 

addresses only ‘gender,’ it effectively excludes any man who has transitioned to female, 

because they lack having had the lived history of ‘womanhood’ under the patriarchy. In 

addition, it does not recognize women that have transitioned to men as ‘men’ at all. Even 

if one transitioned to be female quite early in their life, and experienced sexist oppression 

due to their identity as a woman, it would not be recognized under by proponents of this 

argument, because it is not enough to satisfy the criteria for belonging into the category 

‘woman.’ The fact that one must have lived as a woman then, is dictated more specifically 

that one must also be born a woman. This would also be an especially complicating factor 

for those born as neither, nor somewhere in between, as intersex individuals are. 

The first condition of the argument, outlined by Bettcher (and Hines in the next 

sections) highlights that the argument also endorses a kind of biological essentialism, 

particularly regarding chromosomal sex characteristics. Particularly, they discuss how 

Janice Raymond contributed to the development of this variation of trans-exclusionary 

radical feminism. This motivation is already at odds with the assertion that ‘woman’ is a 

political and social category, as it would simply not be enough to say that one has 

experienced being a woman in every way and is instead predicated by the fact that she 

ought to have a chromosomal and/or genital configuration that makes the expectations of 

the social community of both scientists/physicians and those outside of it. The portion of 
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the radical feminist claim that is reliant on biological essentialism is problematic because 

it assumes a certain strength and authority of biological accounts of ‘sex,’ primarily to 

differentiate who ought to be considered a ‘woman,’ and thus further exclusion from the 

feminist community (at least in separatist divisions of feminism). If we refer to Anne 

Fausto-Sterling’s claim that there are at least five sexes, and that sex variations are both 

numerous and complex,19 it would be an oversimplification and a misuse of biological 

concepts to say that only chromosomal or external genital sex is a valid method to 

differential people into the category of ‘male’ or ‘female.’ Although one could be quick to 

blame anti-trans advocates for cultivating such a misunderstanding of biological sex, some 

of the scientific community has done its part to reinforce and facilitate problematic and 

transphobic views as well (as I have attempted to demonstrate throughout this paper). 

Biological essentialist arguments against non-binary, intersex, and trans people would have 

no sway in these arguments if the scientific platform for their claims did not exist.  

On these grounds of trans-exclusionary arguments discussed previously then, trans 

women are not ‘women’, and in fact men, even if they have had feminization surgery. It is 

a catch-all to exclude any attempt for a trans woman to formatively become a ‘woman,’ in 

either the political or the physical sense. Science has done little to correct this assumption, 

and oftentimes the treatment of intersex conditions worsens the exclusion. Sally Hines 

offers additional commentary on how this view is particularly reliant on both lived history 

and biological sex,  

The argument is as follows: trans women may be ‘women’ because they 
occupy that social role, however, they are not ‘female’ as they do not have 
the requisite chromosomal make-up. Thus, whilst nodding to self-definition 

 
19 Fausto-Sterling, Anne, Biology in a Social World, 10. 
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and maintaining the feminist analysis of ‘gender’ as socially constructed, 
‘sex’ is deferentially positioned to regulate gendered belonging.20 

 

In Hines’ account, there are two conceptual requisites for the anti-transgender, or trans-

exclusionary radical feminists’ argument. The first criteria being that one must have had a 

lived history as belonging to the social role of ‘woman.’ Secondly, their chromosomal 

makeup (or external genital makeup, in some cases) must match that of a ‘biological 

female.’ In consequence, the radical feminist argument appears to retain a harmful ideology 

regarding gender, while simultaneously using biological sex to justify, and reinforce those 

harmful ideologies. This account is consistent with the one provided by Bettcher as well. 

The reinforcement of rigid binary in the scientific community, arguably where a rigid 

binary specifically should not exist due to evidence that suggests otherwise, has acted to 

enflame such harmful treatment of trans and intersex identities. 

Perhaps an even simpler example to take from the medical community that causes 

harm to individuals due to its disposition on ‘sex’ and ‘gender’ is the use of the term 

‘intersex. ‘The term is contentious even in the medical community to mean “individuals 

with disorders of sex development,”21 which is to insinuate not only that there is something 

incorrect about intersex bodies as ‘disordered’ but also to exclude that intersex people 

might not be male, or female, according to scientific culture. Use of the word ‘disorder’ 

necessarily insinuates that something is wrongly formed or dysfunctional, that whatever 

the cause, it acts to denote an illness. Thus, many have taken this language and treatment 

to mean that intersex and trans people need ‘correction’ rather than accepting their bodies 

 
20 Hines, Sally, “The feminist frontier: on trans and feminism,” 154. 
21 Bettcher, T.M, “Intersexuality, Transgender, and Transsexuality,” 2. 
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as atypical, but not dysfunctional. To whom some of the medical/scientific community is 

making the comparison to for what is an ‘ordered’ representation is contentious. Without 

outwardly stating it, the definition currently provided of ‘intersex’ makes an implicit 

commitment to ‘ordered’ sex development belonging to either a ‘male’ or ‘female’ 

category. For these reasons, I disagree with the medical community’s characterization of 

‘intersex,’ and it serves as an example of how the community has shaped its views around 

a problematic prescriptive assumption favoring a binary, rather than a descriptive account 

that that would be expressive of the fact that a rigid binary is not illustrative of reality. The 

reality of ‘sex’ is that it quite poorly molds into a strict binary resolution, and the reality 

that intersex people can, and do, exist sometimes ‘in-between’ male or female. 

 

The Impossibility of Living Beyond the Binary as Is 

Attempts to live outside of the binary, via the ‘beyond-the-binary’ model, such that 

one could identify as non-binary, fail to capture or address the exclusion of trans and 

intersex people (particularly those that wish to identify as women) from representation in 

both the social and medical sphere.22 Thus, transformative and inclusive healthcare for 

trans and intersex people must be developed by changing both the societal and scientific 

claims about sex and gender. Trans people, tend to experience a great deficit in medical 

care, as described by Joshua D. Safer,  

Other reported barriers include: financial barriers (lack of insurance, lack of 
income), discrimination, lack of cultural competence by health care 
providers, health systems barriers (inappropriate electronic records, forms, 
lab references, clinic facilities) and socioeconomic barriers (transportation, 
housing, mental health). While some of these health care barriers are faced 

 
22 Ibid, 2.  
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by other minority groups, many are unique and many are significantly 
magnified for transgender persons.23 

 

As Safer characterizes here, there are many discrepancies for transgender individuals in 

health care, primarily a general lack of access to it, but the damaging effects are 

widespread. Many of these pervasive disparities in health care provided to trans individuals 

could be addressed, particularly considering the education and behavior of physicians. 

Particularly in the realm of ‘cultural’ competence, there seems to be an overall failure to 

understand the position and identity of trans people (which likely would extend to intersex 

identities). As I demonstrated previously in Hammarstrom and Annadale’s study of 

medical literature in gender, there is no consistently clear understanding in the differences 

between ‘sex’ and ‘gender.’ I believe this may lead physicians to disregard the culturally 

and socially salient nature of their patient’s identities and opt into an ill-fitted binary view 

of biological sex, which is likely to not only cause psychological harm the 

individual/patient, but also decrease the quality of medical care that is provided to them. 

 

Science and Medicine Must be Socially Responsible 

The goal of this paper is two-fold; Thus far, I have attempted to identify several 

ways in which the practice of science uses ‘sex’ in more than a merely biological way. I 

have also sought to clarify the blurry distinction between the terms ‘sex’ and ‘gender’ to 

reflect that their relationship to each other is mutually informed and can be helpful or 

harmful. Specifically, I claim that ‘sex’ in the biological sense must be more transformative 

and pluralistic (as well as gender, to some extent) to adequately represent and protect trans 

 
23 Safer D., et al, “Barriers to Health Care for Transgender Individuals.” 
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and intersex peoples. I attempt to illuminate the understanding that biological essentialism 

and tight rigid binary assumptions of ‘sex’ and ‘gender’ are ultimately ill-suited to map 

onto the reality of lived bodies and biological facts.  

With various examples, I have attempted to show how the prevalence of biological 

sexism, essentialism, and other stereotypes about both sex and gender present in science 

and medicine indicates first and foremost, that science and medicine are not valueless or 

impartial activities. Because they are capable of and often do perpetuate stereotypes even 

within their own communities, medicine and science should be looked at with a much more 

critical lens. The fact that medicine/science is given so much authority allows for its misuse 

to be devastating to those forced in the margins. Medicine has a greater responsibility to 

be fair, equitable, and compassionate given not only its authority, but also its role in health 

care outcomes for all people. The following sections will demonstrate how more precisely 

medicine’s engagement in inaccurate and stigmatizing conceptualization of trans identity 

and sexuality. 
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CHAPTER 6 

THROUGH A BIOETHICAL LENS: INTRODUCTION TO MEDICINE IN 

PRACTICE 

 

The objective of the next two sections is to illustrate the real effects of maintaining 

an inaccurate and conflated view of the relationship between ‘sex’ and ‘gender,’ and to 

provide possible solutions to this quandary by analyzing the sources from the social 

sciences on medical literature/education. The views and values embodied by the medical 

sciences will inevitably play an important part in how medicine is administered as well as 

the quality of care that particularly vulnerable patients (such as trans, intersex, and non-

binary individuals) receive.  In addition, there is evidence to indicate that trans care 

sufficiently trails behind that of healthcare offered to cisgendered individuals24, and thus 

this warrants further investigation. Secondly, though my work focuses only on how the 

medical and philosophical implications for trans healthcare in the United States, I would 

like to point out that there are various studies in Sweden and the U.K. (and particularly 

Scotland), that address similar inadequacies in trans care.25  I have attempted to illustrate 

throughout this paper thus far that a philosophical analysis of ‘sex’ and ‘gender’ reveals an 

incredibly lacking understanding of the terms within science and medicine, and in this 

section, I aim to display how that lack of understanding further complicates how medical 

 
24 See studies offered in Poteat, et al., “Managing uncertainty: A grounded theory of stigma in transgender 
health care encounters,” 23.  
25 See Ellis S.J., et al, “Trans People's Experiences of Mental Health and Gender Identity Services: A UK 
Study,” as well as Linander, et al, “Negotiating the (bio)medical gaze –Experiences of trans-specific 
healthcare in Sweden,” and McNeil, et al., "Trans mental health study 2012," for more information on 
research done outside the U.S.  
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literature and education is delivered to prospective physicians, as well as how individuals 

interact with and describe their own identities.  

The following chapter will explain how the understanding of sex, gender, and 

sexuality informs the content of medical literature and education. Lack of properly 

educated medical physicians leads to poor quality and availability of care for trans, intersex 

patients. Various work in the social sciences will provide evidence for the pervasively and 

yet easily hidden ways in which the conflation of ‘sex’ and ‘gender’ have been proliferated 

in medicine. Additionally, work by Dorothy Robert’s on racial proxies in medicine will 

display how this issue is exacerbated by intersectional identities, and that proxies in 

medicine must be accurate if they are to be used at all.  
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CHAPTER 7 

THE STATE OF MEDICAL LITERATURE 

 

Medical literature is a suitable place to start this discussion, as it will establish that 

any considerations about sex and gender will be fatally flawed if we do not examine 

whether our language describes the reality of sexuality in a useful and accurate way. The 

de facto method in medicine for considering transsexuality as disordered26 and largely 

assuming a “wrong body” narrative,27,28 despite this being an incredibly narrow 

misrepresentation of the trans experience, providing only one way to think about trans 

identity, not a pluralistic one. As I discussed in [insert chapter #], most of the scientific 

community maintains a binary conception of ‘sex’ and ‘gender,’ so it is unsurprising that 

trans identity would be forced into a binary “right or wrong” body.  

 The opaque and binary conception of sex and gender is prevalent in 

landmark medical texts that physicians have used to understand the nature of 

transsexuality, such as The Transexual Phenomenon (Benjamin), Transgender Emergence 

(Lev), as well as the description of transexual ‘disorders’ in the DSM-529 became guides 

that both physicians and patients would use to inform themselves of medical practice and 

expectations; this is a concept that Latham discusses at length. Because our definitions of 

sex and gender are already colored by stereotypes about sexuality as binary, being either 

 
26 Bettcher, T.M, “Intersexuality, Transgender, and Transsexuality,” 2. 
27 Ibid, 2-3. 
28 Latham, J.R., “Axiomatic: Constituting ‘transexuality’ and trans sexualities in medicine,” 14-15.  
29 Ibid, 18. 
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male/female, or masculine/feminine, it is inevitable that they will inaccurately reflect a 

narrative that supports these assumptions.  

 

Medical Literature’s ‘Wrong-Body’ Dilemma 

As previously mentioned, traditional and formative texts in medicine have 

historically relied on the concept of the ‘wrong-body’ model, which states the trans 

individual’s experience of dysphoria as ‘disordered,’ with the matter coming down to one’s 

assigned biological sex at birth not matching their innate gender identity. The resolution of 

the ‘wrong-body’ is achieved simply by changing the ‘incorrect’ body to the correct one 

within the binary. On this model, we assume not only that there are just two sexes, but also 

that there are just two genders. To capture a more thorough narrative of how the reliance 

on the “wrong-body” model in clinical language presupposes a lack of understanding of 

transsexuality, Bettcher points out,  

It is difficult to see how a postoperative transsexual woman is going to be 
perceived as more than a mix of sex features. More importantly, once 
“woman” is understood in a feminist sense as naming a social category, the 
appeal to an innate gender identity violates basic feminist principles by 
presupposing that the category woman is not a social one.30 

 

So, the explanation that trans experience is best understood by assuming an individual’s 

gender identity as innate does not provide an adequate departure from the view that one’s 

sex features are also innate. In this way, physicians are not sufficiently able to separate a 

trans person’s experience from that of “fixing” the incorrect body into a correct one. Sex 

and gender are then opaquely equivocated as simply a collection of sex features that must 

 
30 Bettcher, T.M, “Intersexuality, Transgender, and Transsexuality,” 12.  
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be modified to adhere to the appropriate side of the binary, without recognizing how 

sex/gender categories such as “woman” function as social categories, not innate biological 

truths. Even the purported ‘innate’ biological truths of sex cannot be reduced to the 

common assumptions of binary chromosomal sex31 (as discussed previously in chapter 3 

of this paper). Reliance on chromosomal sex also weakens the ‘wrong-body’ model by 

adhering to the argument that ‘sex’ provides biological ‘facts’ about a trans person’s body. 

Biological sex is also built upon socially constructed assumptions and stereotypes. 

Comprehending trans identities then as simply a lack of adherence to correct binary sex is 

to neglect that “men” and “women” are socially created, and do not map onto simple 

biological dichotomies. The gravitation towards the “wrong-body” model is appealing 

because it easily fits into the dichotomous narrative for sex as well as gender. It is as simple 

as one’s body being ‘right’ or ‘wrong’ and thus it makes the physician’s job easier to see 

trans identity as diametrically binary within either sex or gender. The next task for trans 

people is to make themselves fit within this “wrong-body” model in a way that will satisfy 

their physicians regardless of whether or not the “wrong-body” model sufficiently 

describes them.  

 

How Medical Literature Hinders Patient Agency 

The task of a trans individual attempting to interact with medical services will be 

to “find themselves” appropriately represented within a system that does not adequately 

describe them. If we refer to our Urban Bioethical concept of agency as one’s ability to act 

autonomously, we can already see this is in violation. Trans patients are tasked with 

 
31 Fausto-Sterling, Anne, Biology in a Social World, 10. 
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attempting to communicate their needs and express their identities in a particular way that 

will be recognizable and agreeable to their physicians. When this language is limited, so 

too is the ability of trans patients to act in their own interests. So, if we only view trans 

patients in so far as autonomous, we stop short of seeing that while one be able to make 

choices about their care/treatment, that does not mean that those choices are good ones. 

Loss of agency better encapsulates the limits to decisions and expression that trans patients 

become subject to. For example, J.R. Latham points to how clinical literature acts to 

reinforce the interactions between both physicians and trans patients.  Latham calls this a 

“selective attention” to data, aptly put as something that is,  

…consolidated in the ‘feedback loop’ between clinicians’ observations and 
textual descriptions, and patients’ clinical narratives. Trans people have an 
imperative to present ‘evidence of transexuality’ in a way that is 
recognisable to clinicians so that they may obtain the bodily modifications 
they seek. This means that how clinical guides describe transsexuality will 
continue to influence how trans people present themselves to clinicians as 
long as clinicians control access to trans services.32 

 

What is seen in this ‘feedback loop’ between the doctor and the patient is a solidification 

of clinical guides as the authority on which both patients and doctors attempt to 

communicate needs and access to care. Specifically, trans patients are expected to align the 

presentation of their identities and needs with that of the language given to the doctors, 

who have the actualized authority to provide or deny access to services, despite the reality 

that they likely lack the adequate epistemic authority to consult trans patients. In fact, trans 

individuals still regularly engage with physicians using the language and content of the 

 
32 Latham, J.R., “Axiomatic: Constituting ‘transexuality’ and trans sexualities in medicine,” Sexualities 22, 
no. 1–2, (2019): 16. 
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established clinical guides33, regardless of their accuracy or lacking variability of 

perspective.  

The state of medical literature concerning transsexuality leaves physicians 

interpreting trans health concerns as simply the correction of incongruent binary sex with 

little heed to the fact that trans people do not exclusively experience their trans identities 

within the “wrong body” model. Secondly, it reduces the possible tools that a trans person 

can use to communicate with physicians, further contributing to the ‘loop’ in the physician-

patient interaction by amplifying the only narrative (such as the wrong-body, mind/body 

incongruency model) familiar to physicians. Thus, we get a “selective attention” to data 

and narratives when literature routinely offers only limited descriptions of trans 

experiences, and subsequently physicians must use the literature to enforce their authority, 

and trans patients must use the literature to substantiate their need to provide ‘evidence’ to 

medical professionals. So, in this way, I have demonstrated that the literature, and by 

extension the language itself used to define sexuality (including the terms ‘sex’ and 

‘gender’ themselves) inherently acts to reinforce poorly justified assumptions by 

physicians and limits the ability of trans patients to advocate for themselves with full 

agency in the medical setting.  

 Secondly, as medical literature provides limited resources to both 

physicians and patients, it acts to further reinforce the use of stigma in establishing the 

epistemic authority of the physician. The reinforcement of stigma occurs in both the 

medical literature and the medical education of physicians, which I will discuss in the 

 
33 Dewey, “Knowledge Legitimacy: How Trans-Patient Behavior Supports and Challenges Current Medical 
Knowledge,”Qualitative Health Research 18, no. 10. (2008): 1347-1348. 
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subsequent chapter as well.  The lack of information provided in the literature to 

sufficiently prepare the physician for an interaction with a trans individual will breed 

uncertainty and ambivalence between the provider and the patient in a similar way that 

medical training does.34 Part of the groundwork for improving trans health care as well as 

the health care for other stigmatized groups (such as racial minorities) will be to revise the 

medical literature before it makes its way into part of the medical school education. 

Allowing outdated and inaccurate medical literature to function as a stigmatization tool is 

likely to slow down progress in medical school education, and the two issues are entangled 

with each other. 

  

 
34 Poteat, et al., “Managing uncertainty: A grounded theory of stigma in transgender health care 
encounters,” Social Science & Medicine 8, (2013): 26. 
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CHAPTER 8 
 

STIGMA IN THE DOCTOR-PATIENT RELATIONSHIP 

 

The effects of the medical literature and education make themselves felt even in the 

most basic interactions between physicians and trans patients. The exclusion and flattening 

of trans experience in literature and education prepares new physicians for a path of 

uncertainty and ambivalence. Subsequently, this uncertainty and ambivalence leads 

contributes stigmatization of trans individuals in at even the most granular level of basic 

physician-patient interactions. Poteat et al addresses the interaction of stigma against trans 

patients in this way,  

Structural and institutional stigma ensure that transgender experiences and bodies 

are virtually absent from medical training and leaves most providers without clear 

guidelines for the medical encounter. This uncertainty can lead to ambivalence about 

providing care. Because transgender people are aware that most providers are not trained 

to meet their needs, they also approach the encounter with uncertainty about the provider’s 

competence.35 

Like the “’feedback loop’ discussed by Latham, the discrimination already faced 

by trans individuals in society finds its way into clinical interactions. It also highlights the 

fact that the medical sciences do not operate in an unbiased vacuum. The resistance to 

pluralistic conceptions of sex and gender have prevailed both in and outside of 

medical/scientific thought. Similarly with race medicine (see my discussion of Roberts’s 

 
35 Poteat, et al., “Managing uncertainty: A grounded theory of stigma in transgender health care 
encounters,” 25. 
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work), biological assumptions about sex and gender are predicated on established gender 

stereotypes. What occurs specifically in the physician-patient interaction is the 

simultaneous conflation of non-normative identities and practices by the physician as well 

as the disempowerment of trans individuals to express and advocate for themselves. Due 

to the physicians already lacking vocabulary, understanding, and exposure to trans health 

needs via inadequate medical literature and training, when they do indeed have a trans 

patient, they are confronted with ambivalence, uncertainty, and a need to assert their 

medical authority. Trans individuals are also aware of this and approach the physician with 

a (rightful) lack of trust and uncertainty as well. When trans individuals do gain access to 

care, as Giffort & Underman indicate in their study, they are immediately met with a lack 

of acceptance,  

Even when trans people access medical care, they often report receiving inadequate, 

insensitive, and inappropriate treatment by healthcare providers and institutions. Such 

mistreatment can happen as soon as trans patients step into waiting rooms and are asked to 

complete intake forms. For example, a survey of over 500 healthcare facilities in the United 

States found that only 13% explicitly designed their health records to allow patients to 

indicate whether their current gender identity differs from the gender listed on their birth 

certificate or their insurance card.36 

From the very beginning of a trans individual’s interaction with the health care 

system, they can experience the effects of sex/gender-based stigma. Something as simple 

as intake forms can have a profound effect on how trans people perceive their interactions 

 
36 Giffort & Underman, “The relationship between medical education and trans health disparities: a call to 
research,” Sociology Compass 10, (2016): 1001. 
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in healthcare as well as how they are able to communicate even basic information to their 

medical providers. Again, this leads to the reinforcement of stigma, as not only are 

physicians engaging with trans individuals with less information than they should have, 

trans individuals are virtually denied the opportunity to tell their physicians that from the 

very beginning of the medical interaction (such as having no option to indicate gender 

identity on their intake forms). The potential harms a trans person faces do not end at the 

intake, and they suffer further stigmatization from their physicians through lack of 

competence of trans health needs as well as outright unjust or inappropriate behavior from 

the physicians themselves.  Poteat notes this specifically,  

Some stigma researchers argue that stigma is inextricably tied to the reproduction 

of social difference and reinforces existing inequalities (Parker & Aggleton 2003). The 

findings of this study provide support for this assertion. Interpersonal stigma and 

discrimination during transgender health care encounters served to reinforce the authority 

of the medical provider in the face of his or her uncertainty and ambivalence about 

transgender people and their care as well as the transgender patient’s uncertainty about the 

provider’s competence.37 

Research in the production of stigma displays an interesting and alarming aspect of 

medical encounters exacerbates the inaccuracies of trans care. As Latham points out the 

“feedback loop” between the physician and the patient38 (2019), we witness additionally 

that this feedback loop also acts to generate and reinforce existing stigma against trans 

patients. Not only do trans patients need to provide ‘evidence’ that matches what they 

 
37 Poteat, et al., “Managing uncertainty: A grounded theory of stigma in transgender health care 
encounters,” 25. 
38 Latham, J.R., “Axiomatic: Constituting ‘transexuality’ and trans sexualities in medicine,” 16. 
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believe a physician will know and understand about their medical needs, both physician 

and patient enter the relation with uncertainty. Physicians respond to this uncertainty via 

discrimination, and trans patients often do not seek care to if they do not feel confident that 

their medical providers have been knowledgeable and/or appropriate in the past.39 So not 

only is stigma playing an important role in the quality of medical literature and education, 

but it is also being reinforced at the most basic level of interactions between the physician 

and the patient. These interactions become embedded in the feedback loop experienced by 

trans individuals. Physicians react with growing uncertainty and discrimination, which 

causes trans patients to distrust their medical providers. Subsequently, doctors react to their 

patient’s distrust by using more stigma and discrimination to reassert their medical 

authority over the patient.  

  

 
39 Giffort & Underman, “The relationship between medical education and trans health disparities: a call to 
research,” 1001. 
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CHAPTER 9 

THE STATE OF MEDICAL SCHOOL EDUCATION 

 

If medical literature is the first instance in which we see trans individuals impacted, 

the next instance leading from this would be the state of medical education, as education 

must also rely on the established literature available. To demonstrate the role of medical 

school education in the persistence of poor/anti-trans care, I will discuss several 

ethnographic and social sciences based research that is available on this issue. The Latham 

study included in the previous chapter ties in nicely with the other selections I will discuss 

here, namely work from Poteat et al.40 and Murphy because it also addresses one of the 

less obvious harms of inadequately representing sex and gender in medicine, the lack of 

language, or mention, of non-cis heteronormative sexuality or identities. Many of the 

sources are connected by the fact that they document a lack of attention to non-normative 

sexualities, to the point where stigma is unknowingly reinforced and proliferated 

throughout the system. Medical literature lacks proper terminology, consequently 

disallowing trans patients and their physicians to communicate. Medical education does 

not adequately explore the instruction of non-normative sexualities and identities, and 

consequently reinforces a view that doesn’t account for the reality that trans, queer, and 

intersex people need health care too. If we treat non-normative sexualities and identities as 

if they are not part of the conversation, in addition to fundamentally misunderstanding ‘sex’ 

and ‘gender,’ then we will perpetuate norms that are neither helpful nor informative. 

 
40 See Poteat, et al., “Managing uncertainty: A grounded theory of stigma in transgender health care 
encounters.” 
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Harmful Heteronormativity 

Disparities in trans health care as they manifest in the medical school education 

can be characterized not only by the normalization of heteronormative sexuality,41 but 

also the implicit occlusion of trans identities from formal curriculum.42 While we might 

make the initial assumption that trans identities are openly disparaged (though this does 

occur), it is evident that the lack of attention to trans bodies further otherizes them against 

a backdrop of heteronormative sexuality. Murphy noted of the SAM courses (“social 

aspects of medicine” courses which are a part of the med school curriculum) that there 

was an overall lack of representation, and trans issues were presented as outside the scope 

of ‘regular’ material,  

Limiting the appearance of transgender persons to transgender-specific 
panels and excluding them from panels devoted to general aspects of life 
experience created a dual dynamic of hypervisibility and invisibility, 
reinforcing heteronormativity by implying that those who disrupt normative 
arrangements of sex-gender-sexuality cannot be integrated into the realm of 
normal life experience, but rather must be treated as a separate category of 
persons or experiences. The composition of other panel discussions in the 
SAM classes that ostensibly pertained to aspects of human experience also 
contributed to the hidden curriculum of heteronormativity through the 
exclusion—however inadvertent—of transpersons and other sexual 
minorities.43 

 

Murphy’s research consisted of an ethnographic study of an elite medical school in the 

United States (aliased as Buena Vista) in which she attended many of the schools SAM 

courses and panels (particularly those on sexuality), as well as conducted a plethora of 

 
41 Murphy, Marie. “Hiding in Plain Sight: The Production of Heteronormativity in Medical Education,” 
Journal of Contemporary Ethnography 45, no. 3 (2016): 259. 
42 Giffort, D. M., and Underman, K., “The relationship between medical education and trans health 
disparities: a call to research,” 1004. See Also Murphy’s ““Hiding in Plain Sight: The Production of 
Heteronormativity in Medical Education,” for more discussion of hidden curriculum.  
43 Murphy, Marie. “Hiding in Plain Sight: The Production of Heteronormativity in Medical Education,” 
276. 



43 

interviews with faculty and students at the school. The way that panels were organized 

positioned trans and non-heteronormative sexualities as outside of ‘normal’ expectations 

that training physicians might encounter. Even as we recognize that medical literature 

limits the capabilities of the physician and the trans individual to communicate in a variable 

way, the organization of this in medical education further mystifies the nature of trans 

health. Additionally, it encourages medical students to prioritize their education on cis-

heteronormative health concerns because trans health is characterized as an irregular 

occurrence and thus warranting less of their time or attention. The mystification of trans 

medicine therefore occurs by both misconstruing trans experiences in literature but also by 

stigmatizing it in education.  

 

The Hidden Curriculum 

The ‘hidden curriculum’ has a significant affect in contributing to the simultaneous 

invisibility and hyper visibility experienced in the medical school education toward trans 

identities and non-normative sexualities. The subject of hidden curriculum has recently 

become an area of interest in several sociological studies on medical school education44. 

As Eli Coleman et al points out in their 2013 summit compiling research data on the state 

and advancement of sexual health education in medical schools, 

Much can be learned from the successes and failures of existing sexual 
health curricula. One phenomenon that can affect sexual health education is 
the hidden curriculum (...) In the hidden curriculum, institutional policies, 
evaluation activities, resource allocation, and institutional “slang” and 
“buy-in” can greatly affect efforts to change the curriculum. Thus, there is 

 
44 See, Giffort & Underman, “The relationship between medical education and trans health disparities: a 
call to research,” Murphy, ““Hiding in Plain Sight: The Production of Heteronormativity in Medical 
Education,” and lastly Coleman et al, “Summit on Medical School Education in Sexual Health: Report of 
an Expert Consultation,” 934. 
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a great need for champions who are well connected and knowledgeable 
about medical school politics.45 

 

The results of the summit involved in-depth discussion on the current practices and 

instabilities in sexual health topics, particularly on attempting to address how to improve 

those inadequacies. Coleman displays that existing sexual health education provides 

telling data on how physicians remain ill-suited to treat trans patients along with other 

queer identifying individuals. The political environment of medical schools ranging from 

the institutional policies themselves right down to the jargon used can impact the quality 

of sexual health education. Another relevant factor that Coleman draws attention to is that 

the structure of medical school education already devalues the perceived importance of 

sexual health education for the students in question because these classes are usually 

elective, a view that several experts at this summit expressed concern over.46 So, though 

not stated explicitly and “hidden’ within the established institution of medical education 

is the idea that sexual health training for physicians is less important because it is not 

mandatory or tested on for medical students.  In 2003, of over 100 medical schools in the 

U.S., researchers found that human sexuality courses were only offered in 31 of those 

schools, and secondly, there was very little consistency across these schools in what 

content or skills should be developed.47 Even in the last 10 years, various sources have 

shown that trans health care needs to make significant strides to improve quality, given 

 
45 Coleman et al, “Summit on Medical School Education in Sexual Health: Report of an Expert 
Consultation,” The Journal of Sexual Medicine 10, Issue 4 (2013): 934-936. 
46 Ibid, 928. 
47 Ibid, 925. 
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both the testimony of trans individuals48 and the lack of confidence expressed by 

physicians in regards to treating/interacting with their trans patients.49 

 Giffort & Underman also discuss the issues that arise in medical training, 

with particular attention to how formal curricula discriminates against individuals who do 

not conform to normative social expectations (which as I have pointed out earlier in this 

paper, social expectations have seeped their way into biological/scientific practice). As 

they note,  

The hidden curriculum has been studied in a number of ways with regard to 
medical education. For example, the concept of the hidden curriculum has 
been used to demonstrate gender bias in curricular content (Phillips, 2009). 
It has also been used to understand mismatches between explicit curriculum 
that espouses patient-centered values and educators' discriminatory words 
or actions, which often demonstrated bias against women, people with 
mental illness, overweight people, and LGBT people (Phillips & Clarke, 
2012).50  

 

The existence of hidden curriculum in formal medical education, and likely other kinds of 

areas of study, has a profound effect on the values that embody that community’s culture. 

Particularly, there is often a ‘mismatch’ between what is formally and explicitly represented 

in the medical institution’s values (such as anti-discrimination, etc.), and how educators 

informally and implicitly communicate and act with their interactions with students and 

patients. In this way, the medical community functions within its own culture and the social 

exclusion of sexual and racial minorities from that group is prevalent regardless of the 

 
48 Giffort & Underman, “The relationship between medical education and trans health disparities: a call to 
research,” 999-1000. 
49 Poteat, et al., “Managing uncertainty: A grounded theory of stigma in transgender health care 
encounters,” 26. 
50 Giffort & Underman, “The relationship between medical education and trans health disparities: a call to 
research,” 1004. 
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championed values forwarded by its institution. Secondly, studies show (see Giffort & 

Underman 2016, 1004; Phillips & Clarke, 2012) that this discriminatory behavior and bias 

disproportionately affects those outside of normative expectations (such as women, queer 

individuals, people of color). Trans people often live within multiple intersectional 

identities (such as woman, black, queer, etc., in addition to their trans identity), which can 

further exacerbate the exclusionary treatment and stigma they face within medical 

communities. Given the normative focus of health care, any body that is deemed non-

normative is going to be to be ‘otherized’ in various ways that range from ambivalence, 

uncertainty, or outright inaccuracy in treatment. 
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CHAPTER 10 

INTERSECTIONS OF RACE IN MEDICINE 

Like the use of sex and gender in medicine, race in medicine offers more insight 

into how reliance on stereotypes is prevalent in the scientific construction and 

medicalization of social categories (such as sex/gender, race, etc), otherwise known as 

‘proxies’ for care. Urban Bioethics can provide us with critical perspective on the 

intersection between race, sex, and gender in medicine because it highlights how the 

medicalization of these categories is an issue of social justice and solidarity, rather than 

simply distributive justice. It goes beyond viewing the intersecting issues of race and sex 

in medicine as just issues of the allocation of care/benefits from its own position of 

authority (the clinician, medicine). Secondly, wrongful medicalization of stereotypes and 

assumptions about race, sex, and gender is a system that is good for no one, and if medicine 

can view these issues from a point of solidarity, they can recognize that we are all subject 

to the harms of that same system.  

Proxies such as these social categories of race, sex, and gender are deemed useful 

as they become medical approximations that allow physicians to take ‘short cuts’ in 

discerning the needs and circumstances of their patients. Issues arise when these ‘short 

cuts’ do not provide better health outcomes for patients, however. As Dorothy Roberts 

indicates, scientists and physicians are duly unclear about how race is defined medically,  

Researchers have no way of knowing whether or not (or how) the 
participants are applying identical racial identity tests, and it is very unlikely 
they all define race precisely the same way. Many scientists use inconsistent 
definitions of race even within the same article, shifting from self-identified 
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race to describe their research subjects to a classification of genotypes when 
discussing their findings.51 

 

If we examine further the connection between race and sex/gender-based medicine, 

similarities begin to occur. Though clinical studies are not a focus of this paper, the 

example Roberts provides is yet another reason to doubt that a monistic or binary 

understanding of ‘race’ and ‘gender’ categories are sufficient or accurate, and especially 

so in questions about intersectional identities. Scientists attempting to conduct studies 

involving racial data do not even appropriately or accurately use consistent definitions for 

the term, so it is difficult to argue that there is a ‘monistic,’ or all-encompassing 

understanding of ‘race’ without sweeping agreement among the scientific community. 

There would also need to be an agreement in the importance of self-identified versus 

genotypic classifications of categories if they were truly monistic. And as Roberts stated 

above, scientists often jumped between two different methodologies (self-identification 

and genotypic classification) because there is a lack of consensus on how ‘race’ should be 

taken biologically, given it is largely the product of social construction. 

This problem is exacerbated by the need for intersectional categories. Because 

intersectional categories are distinct from each other, i.e. the experience say of a ‘black 

woman’ is likely to be very different still from that of a ‘black man’ and incredibly 

divergent from a ‘white man’ or even a ‘white woman.’ Misattributing an intersectional 

category to mean something it does not (such as assuming the category ‘trans woman’ can 

 
51 Dorothy Roberts, Fatal Invention: How Science, Politics, and Big Business Re-Create Race in the 
Twenty-First Century (New York: The New Press, 2011), 71. 
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be treated as ‘man,’ or ‘queer’ in broad terms) threatens to disrupt the entirety of the proxy 

it utilizes. Secondly, as Roberts has shown in her work on race medicine and as I have 

attempted to synthesize in this paper, these medical understandings and subsequent proxies 

for sex, gender, and race are, at least in part, constructed via socialized stereotypes and 

bias. If our medical understandings do not accurately apply to all people within a category, 

then it does not follow that these assumptions make adequate proxies in medical practice. 

For example, if I treat the proxy of ‘woman’ and ‘trans’ to assume my patient exhibits a 

‘wrong body’ identity, I may subsequently misunderstand the treatment they need or the 

experience they have in that body. The same goes for race medicine, if my assumptions 

about my patient’s race lead me to make assumptions about their health needs, and this 

ends up being inaccurate, then I have serious potential to do harm to my patients entirely 

due to racially or sexually profiling them.   

Roberts again comments on this kind of political/social construction of race, which 

is relevant to how we also view sex and gender, and points out that medical school 

curriculum also prepares physicians to use race medicine even though it has little validity 

in providing physicians with useful information, 

Applying a sophisticated biostatistics model to several uses of race in 
medicine, epidemiologists Richard Cooper and Jay Kaufman calculated that 
differences between racial groups are usually too small to warrant using this 
variable as a predictive tool or as a factor in clinical decision making… 
Instead, when a patient presents with a particular set of symptoms, doctors 
should evaluate the symptoms based on clinical diagnostics and family 
history, not assumptions about their race.52 

 

 
52 Ibid, 99. 
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The possible benefits physicians might gain from relying upon differences in racial groups 

is miniscule. Proxies in medicine ought to function as useful for physicians as a predictive 

tool in a way that allows them to save time and provide more informed clinical decisions 

for patients. If proxies are not providing good predictive indicators on the needs and 

concerns of patients, they should not remain in use simply because they make the process 

of clinical decisions quicker. Clinical diagnosis is even further from bringing useful 

outcomes, as physicians do not have the necessary knowledge to enter into interactions 

with trans patients confidently, even to the point where they discriminate against their trans 

patients to maintain epistemic authority.53  

 

Implications for Trans People of Color in Urban Settings 

The parallels that can be drawn between race and gender also represent a 

compounding of disadvantages for trans people of color, especially in urban areas. Studies 

on transgender people in New York City54 also found that trans individuals are also 

disproportionately poor in urban areas, as well as having low enrollment in health 

insurance55. Additionally, similar trends are seen in other cities, including Philadelphia56, 

where trans individuals report less access to primary care and experience economic 

instability.57 Transgender African Americans specifically have been reported to have the 

 
53 Poteat, et al., “Managing uncertainty: A grounded theory of stigma in transgender health care 
encounters,” 27. 
54 Sanchez et al, “Health care utilization, and hormone use among male to female transgender persons in 
New York City,” American Journal of Public Health 99 (2009): 717.  
55 Ibid, 717. 
56 Ibid, and Poteat, et al., “Managing uncertainty: A grounded theory of stigma in transgender health care 
encounters,” 23. 
57 See both Sanchez et al 2009; Poteat et al, 2013. 
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“lowest coverage of any racial group,”58 when it comes to healthcare. The lack of urban 

access and financial insecurity coupled with both racial and sexual discrimination in 

medicine is likely to create even more obstacles for trans people of color, and trans people 

already living in underserved urban areas. 

  

 
58 Giffort & Underman, “The relationship between medical education and trans health disparities: a call to 
research,” 1001. 
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CHAPTER 11 

SOLUTIONS AND CONCLUSIONS 

 

There are many possible solutions that can be taken to lessen the reinforcement and 

existence of stigma in the medical and scientific communities. I would like to suggest 

targeting the medical literature and medical school curriculum, and lack thereof, for trans 

and queer care. I believe this can be achieved by looking further into the philosophical 

implications of sex, gender, and race in medicine, and being critical of how we as 

physicians in the culture of the medical community, must take social responsibility for their 

actions, education, and act with more humility in their interactions with trans people, and 

anyone for that matter who falls outside the normative expectations of the community.  

 

Suggestions for Medical Literature 

Harkening back to my overall discussion, better education for physicians on how 

to differentiate ‘sex’ from ‘gender’ without embracing bad essentialist assumptions will 

help a diverse group of patients and lessen the discomfort physicians feel when 

encountering uncertainty with their patients. More accurate and expansive language in the 

medical literature can help both physician and patient communicate medical needs and 

decrease stigma. I propose that significant changes to medical literature and be made, such 

as updating literature to include more diverse trans experiences, consistent and accurate 

use of the terms ‘sex’ and ‘gender’, as well as the removal of language that insinuates 

understandings of ‘sex’ as both epistemically superior and entirely binary. One thing that 

physicians, and those responsible for writing clinical guides, must do is firstly 
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understanding that patients, particularly their trans ones, will look to and use the medical 

literature they have access to communicate their needs.  

Medical literature can also be improved in how it chooses to construct conditions 

and categories around sexuality and sexual identity to be be less otherizing, and thus act in 

greater solidarity with the diverse people that will interact with the medical field. For 

example (and previously mentioned), referring to intersex conditions as disorders of sexual 

development59 is failing to be critical of the greater social conditions that determine 

whether something is ‘disordered’ or not. ‘Disorder’ implies that something is constructed 

incorrectly, even if it is not the case that the person experiences their condition as 

‘incorrect.’ The fact that an intersex condition is inconsistent with an assumption of what 

a ’normal’ body looks like does not provide us with compassionate or useful metroc in 

medicine. Instead, it only reinforces stigma, and otherization, and implies there is a limited 

way to have a ‘correct’ body, despite the fact that bodies are not ordered universally or 

perfectly. Simple changes like this to the literature could be easy was to decrease the ability 

of medicine to become a tool of stigmatization rather than a tool for healing. Similarly, 

narratives described in medical literature ought to include a much wider range of trans 

sexuality identity and experience, instead of again relying on a two-fold binary of ‘ordered’ 

or ‘disorderd,’ and ‘male’ or ‘female.’ As I have attempted to show, it already serves to 

make medical literature more accurate if we pull ourselves away from monistic, binary 

practices.  

 
59 Bettcher, T.M, “Intersexuality, Transgender, and Transsexuality,” 2. 
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A change in the medical culture that promotes certainty and epistemic authority 

over humility could prove quite helpful in combating not only the tendency for physicians 

to approach uncertainty with ambivalence and stigma, but also allows trans patients (and 

for that matter, any other individual seeking medical care) to exercise greater levels of 

agency over their own care. Having more expansive coverage of trans identity and 

sexuality in the medical literature is one simple way to expand patient agency, as trans 

people will inevitably look to them as guides. Secondly, should physicians feel more 

comfortable treating their trans patients, they will be less likely to approach their 

interactions with fear or stigmatization.  

 

Going Beyond Cultural Competency 

Additionally, corrections to physician training should go beyond ‘cultural 

competency’ instruction, which is often a suggestion made toward improving the 

understanding and empathy physicians have towards their trans patients (though this also 

goes for other marginalized groups that the medical community interacts with). Cultural 

competency is defined as the physician’s ability to “identify cross-cultural expressions of 

illness and health, and to thus counteract the marginalization of patients by race, ethnicity, 

social class, religion, sexual orientation, or other markers of difference.”60 While changing 

the medical school curriculum is incredibly important, it must be done in a way that 

underscores that the medical community also produces its own culture. Various critics of 

the concept of cultural competency have noted that it assumes culture to be fixed, ignoring 

 
60 Metzl J.M. & Hansen, “Structural competency: Theorizing a new medical engagement with stigma and 
inequality,” ,” Social Science & Medicine, 103 (2014): 126.  
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differences within groups, while also focusing on individual attitudes rather than critiquing 

the role of structural inequalities in health/illness.61.  

What I may suggest in this case, is actually to adopt more of a bioethical addition 

to physician training, replacing the push for cultural competency training (at least in its 

current state). As the three main tenets of Urban Bioethics are Agency, Social Justice, and 

Solidarity, I think a great deal here can be contributed to firstly changing how the physician 

understands their role as a collaborator, not an arbitrator. Secondly, addressing physicians 

on these themes as they directly influence the medical view and medical bias allows them 

to see the medical community itself as a culture that is not static, but changeable. Instead 

of cultural competency that attempts to identify social differences outside of medicine, 

instead we could teach physicians to address social stigmas and differences within their 

own community. It would be difficult to see the social justice issues that are perpetuated 

by the medical field if one never widened their lens to see how the field itself is a culture 

as well as an institution.  

 

Suggestions for Medical School Curriculum 

Massive changes to the formal curriculum in medical school can be made both by 

requiring more sexual health instruction, instructional methods that do not inadvertently 

other non-normative sexuality and identity, as well as cultural competency that does focus 

on the structural factors in health as well as the differences in groups of people. My first 

and foremost suggested change to the medical school curriculum would be to require 

 
61 Giffort & Underman, “The relationship between medical education and trans health disparities: a call to 
research,” 1007. 
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courses on sexuality, rather than provide them as ‘electives.’ When framed as 

‘supplementary’ electives, medical students are already encouraged to see these courses as 

less vital than that of their others. Secondly, the structural presentation of curricula 

regarding sexuality and identity must be revised. Most importantly, topics including non-

normative sex/sexuality should no longer be delegated to the realm of unlikely/rare, or 

unusual (as Murphy points out in her ethnographic study of medical school curriculum).  

For example, even if medical school cannot greatly expand the amount of time 

spent on queer/trans health topics (even though it absolutely should) it can at least 

conscientiously limit its positioning of heteronormative sexuality as the ‘status quo.’ 

Discussions regarding creation of families, sexual practices, development, etc. can be done 

accurately without the assumption of ‘typical’ male and female bodies as the norm. If we 

communicate to medical students that trans/intersex bodies are ‘disordered’ and ‘unusual’ 

then we teach our physicians in training that they do not need to understand non-normative 

bodies. In addition, when we exclude any instruction at all on trans/queer health we do the 

same injustice, to display that non-normative bodies are not ‘important’ enough, or 

common enough, for discussion. Physicians want to do their jobs well, they want to provide 

great care to every patient they encounter, but they are done a disservice when they are 

taught that only certain bodies are worthy of care. The issue then, of conflating sex, gender, 

as well as race in medicine is not only an issue for those marginalized, but for all of us, 

physician and patient alike, that must utilize the health care system for one reason or 

another. 
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Closing Thoughts 

A pluralistic view of ‘sex’ and ‘gender’ will help both physician and patient utilize 

available language that reflects reality that is devoid of scientific biases informed by 

harmful stereotypes. I take the pluralistic framework for medicine to be one that recognizes 

factors in and outside of already formed proxies that allow physicians to do as much as 

they can in their limited time with a patient. A pluralistic approach is one that recognizes 

proxies may be useful some of the time, when accurate, but should always be used in 

addition to, rather than substituting, informed and attentive care. If physicians can become 

confident in their ability to treat trans patients with accuracy and respect, the circulation of 

stigma and discrimination can possibly end.  

If we take one of the goals of good healthcare to be beneficience and the alleviation 

of harm to the individual, then it is time to start thinking of medicine as a culture capable 

of injecting its own stereotypes, stigma, and biases into its practice, and act to change that. 

The recognition that any kind of language, research, and education in medicine can be 

imparted with harmful ideologies is the first step to addressing the crises that is providing 

equitable care to magnalized communities including but not limited to trans/intersex, 

people of color, women, and other queer individuals. The second step, would be to take 

action in those places most responsible for cultivating the ideologies that generate harm 

against marginalized groups. These places are firstly the medical literature that we all rely 

on, not just physicians, and secondly it is the methodology and instruction we give to our 

physicians in training, that they will take with them into practice, that will have longlasting 

impacts on the kind of care we can give to underrepresented groups. Medicine and science 
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cannot solve the existence of structural inequalities, but they can at least do their part to 

not perpetuate them. 
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