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Abstract 

In 2015, with opposing political implications, both a transgender woman and a psychiatrist in the U.S. 

asserted that ‘transgender’ is a disability, thereby calling upon a way in which non-normative gender 

expression has historically been defined. To contest employment discrimination, Kate Lynn Blatt 

challenged the constitutionality of excluding transgender, as one of several ‘perversions,’ from the 

Americans with Disabilities Act (Trotta, 2016). Meanwhile, John Hopkins Hospital former psychiatrist 

in chief, Dr. Paul McHugh, claimed that sex-reassignment surgery exacerbates rather than treats a 

mental illness (Chapman, 2016). With such contrasting uses of the idea that transgender is a disability, 

I’m asking whether there is anything to gain from disabling transgender. In other words, if we assume 

disability is a political construct designed to naturalize an idealized, and ultimately unattainable non-

disabled body, as some theorists and activists argue (Davis, 2017), is there any value in thinking of 

transgender as a disability?  

  

  

I focus on the association between mental illness and non-normative gender, because gender 

dysphoria remains a category within the fifth and latest version of the Diagnostic and Statistical Manual 

of Mental Disorders (DSM-5) (American Psychiatric Association, 2013a), still the global Bible for the 
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psychiatric profession. Diagnosis with a mental illness constitutes disability under U.S. law and within 

disability activism, although when it comes to non-normative gender, there are complications, as we 

will see. At the same time, some proponents of transgender social inclusion argue that the 

declassification of gender dysphoria as a diagnostic category is an important step to ending 

discrimination and understanding the nature of being transgender. Here, I muse on some benefits and 

pitfalls of declassification, and changes in classification, of transgender in the DSM-5 (Baril, 2015). I 

consider some historical, legal, and medical evidence, but my question is also framed personally with 

the intention of opening up debate in the shape of: “this is what disabling transgender might mean for 

me, how about you?”  

 With some important qualifications, the continued inclusion of gender dysphoria in the DSM-5 

configures transgender as a mental disorder, which within prevailing cultural constructs constitutes 

diminished capacity. In this edition, “people whose gender at birth is contrary to the one they identify 

with will be diagnosed with gender dysphoria” (APA, 2013b, p.1). I have struggled with gender identity 

since, as a child, I wanted to play with dolls as well as climb trees. I have also received long-term 

psychotherapeutic intervention in which my ‘gender dysphoria’ has been a central issue. In the revised 

DSM, gender dysphoria is characterized as manifesting “in a variety of ways, including strong desires 

to be treated as the other gender or to be rid of one’s sex characteristics, or a strong conviction that 

one has feelings and reactions typical of the other gender” (APA, 2013b, p.1). Since adolescence, I’ve 

found myself lurching from female to male identification and presentation, approximately every 7 

years. The shifts don’t feel voluntary; rather, I’ve often found them privately harrowing. Each time a 

change in gender has occurred, I’ve hoped that it’s my last, and that I’ve found my true identity, often 

purging all evidence of the gender I think I’m leaving behind. This is apart from the last time, which 

began in fall 2016 and resulted in a beard that I’m now sporting.  

 Yet, configuring transgender as a disability seems to me to risk justifying transphobic 

discrimination. Indeed, McHugh argues: “transgenderism is a ‘mental disorder’ that merits treatment; 

that sex change is ‘biologically impossible;’ and that people who promote sexual reassignment surgery 

are collaborating with and promoting a mental disorder” (Chapman, 2016). The implications of his 

argument might be: a gender identity version of conversion therapy, which attempts to cure 

homosexuality, and is now broadly thought to be detrimental to mental health within the psychiatric 

profession; involuntary incarceration; recipients of care being subject to the transphobia of medical 
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professionals; and the justification of transphobic legislation like the bathroom laws, after all allowing 

someone to use the restroom that aligns with their chosen gender (if it conflicts with the one assigned 

to them at birth) is in McHugh’s terms, aggravating a mental illness. The implications of his disabling 

of transgender suggest we need to pursue declassification in order to protect people from legal and 

cultural discrimination. 

 Yet, as a lecturer in Disability Studies, I’m aware that fighting for declassification constitutes 

the disavowal of disability in the fight for social inclusion, something I suggest to my students is a 

problematic pattern in major social movements of the 20th century. In order to claim democratic rights 

across axes such as gender, race, and ethnicity, Douglas Baynton, among others, points out a non-

disabled identity was theorized from which physical, mental, and other kinds of deficit were precluded 

(Baynton, 2001). Compulsory ableism constituted social viability precisely because disability, in the 

form of impairment or incapacity, had functioned as a cultural metaphor for the justification of 

inequality. For example, a British colonial rationale for slavery contrasted white Northern European 

capacity with African and Irish incapacity. Enslaved people were characterized as in need of control, 

because the demands of freedom would intensify the effects of their feeblemindedness and other 

forms of impairment (Baynton, 2001, p. 37). Similarly, white American men’s capacity was defined 

against women’s incapacity, justifying women’s lack of access to education or voting rights, while 

arguments against suffrage and women’s intellectual development suggested these activities would 

intensify women’s incapability (Baynton, 2001, p. 41). Supporters of abolition and women’s 

emancipation disavowed the disability of these groups, strategically compounding the idea that 

impairment is ample justification for unequal treatment to claim the place of women and enslaved 

people in a privileged category of capaciousness (Baynton, 2001, p. 51).  

 An 1893 painting by Henrietta Briggs-Wall, in support of American women’s suffrage, 

exemplifies how compulsory ableism has underpinned 20th century social movements (Kansas 

Historical Society, 1999). Reveling in sarcasm, it characterizes five featured portraits as “American 

woman and her political peers.” In the image, a bespectacled, and apparently learned, middle class 

white woman at the center is surrounded by three white men, one with microcephaly, one wearing a 

prison uniform, and one who is presumably insane. A fourth man is dressed to appear Native 

American. None of the groups that the Briggs-Wall represented with the portraits had voting rights at 

the time, and so the poster’s humor relies on broad agreement about the incomparability of the kind 
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of women signified by the central figure with those surrounding her. The self-understood difference is 

one in capacity that means she deserves democratic participation and they do not. In the women’s 

suffrage and abolition movements, conservatives and liberals agreed that disability justifies unequal 

treatment. What they disagreed about was whether enslaved Africans or women were inherently 

impaired. Such incapacity was thus viewed as a biological truth that prevents full social participation 

if it cannot be corrected.  

 Separating out ‘biologically-based incapacity’ from social prejudice also underpinned the much 

more recent movement to declassify homosexuality as a mental illness. Abraham Lewis points out 

that in the 1960s and 1970s declassifiers affirmed the scientific basis of psychiatry, arguing that the 

profession’s homophobia was an exception, resulting from social prejudice. Declassifiers’ strategy for 

removing homosexuality from the DSM was to distance themselves from concurrent critiques of 

psychiatry, such as it being a tool of discrimination and capitalism. Instead, declassifiers urged that 

the untangling of scientific method from social prejudice would prove the high-functioning of 

homosexuals compared with those with real mental illnesses. In effect then, the movement to remove 

homosexuality from the DSM affirmed the legitimacy of the psychiatric profession, effectively helping 

to mask all kinds of socio-cultural effects and causes of diagnosis with a mental illness (Lewis, 2016). 

 If the declassification of gender dysphoria risks repeating the mistakes of late 20th century 

identity politics, it is evident that the model through which disability is understood is key as to whether 

disabling transgender works for or against those of us questioning our birth-assigned sex. Retail 

worker Blatt disables transgender by challenging the constitutionality of the American’s with 

Disabilities Act which “excluded behavior… deemed immoral from the ADA’s protections, including 

transvestism, transsexualism, pedophilia, exhibitionism, voyeurism, gender identity disorders not 

resulting from physical impairments, or other sexual behavior disorders” (Spencer, 2015). Her aim is 

to strengthen her legal case against her employer by extending the grounds for contesting unfair 

treatment in the workplace and unfair dismissal. The greater the number of statutes that can brought 

to bear strengthen a plaintiff’s case in challenges to employment discrimination. If Blatt is successful, 

something which remains to be seen, she will set precedent, broadening the legal means by which 

transphobic discrimination can be challenged, and possibly bolstering the grounds for access to 

health-care, because institutional support is likely based on the assumption of medical necessity. In 

addition, ridding disability of its construction as sexually normative at best, and at worst totally non-
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sexual, may have other benefits, because desexualization is rooted in the infantilization of disabled 

people based in part on the assumption that they don’t have the capacity to raise children and thus 

can’t or shouldn’t reproduce.   

 Importantly, Blatt focuses on socio-cultural effects of marginalization in her disabling of 

transgender, rather than the individual (read biological) problem of mental illness. The DSM’s authors 

actually attended to this in the latest edition. The manual goes on to state that “for a person to be 

diagnosed with gender dysphoria, there must be a marked difference between the individual’s 

expressed/experienced gender and the gender others would assign him or her... This…causes 

clinically significant distress or impairment in social, occupational, or other important areas of 

functioning.” In other words, dis-identification with one’s birth assigned sex in and of itself is no longer 

sufficient for diagnosis with gender dysphoria, and the wording leaves space to conceive of socio-

cultural circumstances as the causes of clinically significant distress. For example, when at age of 5, 

I was terrified that my parents didn’t stop me from engaging in behavior I felt conflicted with my birth 

assigned sex, it’s easy to imagine I’d internalized cultural rules about ‘sexed’ bodies, and was 

distressed that nobody was helping me stick to them. Since age of 18, I’ve received psychotherapeutic 

intervention, such as the last 7 years of Jungian analysis at least once a week. My struggle to establish 

a gendered home has often been central to therapy, and the smoother transition I experienced recently 

is a direct result of the Jungian work, as well as perhaps increasing familiarity with the pattern.  

 The DSM-5 clearly represents a shift toward what Blatt hopes to achieve by disabling 

transgender, away from McHugh’s agenda. The revised edition acknowledges that: “Persons 

experiencing gender dysphoria need a diagnostic term that protects their access to care and won’t be 

used against them in social, occupational, or legal areas.” Replacing the term gender identity disorder 

with gender dysphoria acknowledges the problem of stigmatization that results from being diagnosed 

with a mental illness. This is reflected with the revisions: “DSM … also impacts how people see 

themselves and how we see each other…diagnostic terms facilitate clinical care and access to 

insurance coverage that supports mental health, [and] also [can] have a stigmatizing effect.” Yet, in 

order to de-stigmatize non-normative gender, disability and transgender identity are separated in 

exactly the way that previous identity movements have. Thus, they construct a mutually exclusive 

basis for both, affirming a socio-cultural frame for transgender while situating mental illness firmly in 

the clinic. The American Psychiatric Association states: “DSM-5 aims to avoid stigma and ensure 
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clinical care for individuals who see and feel themselves to be a different gender than their assigned 

gender…It is important to note that gender nonconformity is not in itself a mental disorder. The critical 

element of gender dysphoria is the presence of clinically significant distress associated with the 

condition” (APA, 2013b, pp.1-2).   

The problem with the new improved definition is that it fails to acknowledge systemic 

oppression in relation to mental illness by focusing on clinical solutions at the expense of socio-cultural 

change. Disability is thus attributed to individual incapacity instead of understanding how the built 

environment and constructed culture are what disables people. This focus on impairment arises 

because psychiatry lacks critical resources to place its observations within a social framework, instead 

emphasizing scientific method. The pressure upon psychiatry to distinguish between science and 

social values in the 1970s declassification of homosexuality was part of the demise of psychotherapy, 

and the rise of neuroscience, drug therapy, and the pharmaceutical industry (Lewis, 2016). However, 

if we accept some validity of the observations that contribute to the DSM nosology, we can reframe 

the conclusions using the insights of cultural studies generally, and Disability Studies/Mad Studies in 

particular. What if we infer that psychiatrists are recording people’s responses to social stimuli, even 

if those responses might be shaped by neurological tendencies, and that psychiatrists are not trained 

to pay attention to social stimuli?  

 Substantial challenges are constructed by a cultural system of binary gender that is held in 

place by cisnormativity. For those of us who dis-identify with our birth assigned sex, this reality can be 

understood as disabling. Such challenges certainly contribute to, if not being singularly responsible 

for, the DSM-5’s necessary component of ‘clinically significant distress’ to be diagnosed with gender 

dysphoria. However, having distinguished non-normative gender identity from the mental disorder of 

clinically significant distress, we might assume that, with access to technologies of sex reassignment, 

substantial numbers of transgender folk recover from the mental illness associated with gender 

dysphoria, because some of the challenges are relieved.  

 With all this in mind, there are a number of benefits to retaining, and even expanding, how 

gender dysphoria functions as a diagnostic category in the DSM-5. Firstly, it affirms the challenges 

that a binary gender system creates for non-normative gender identifying people, which, following 

Blatt’s strategy, provides disability rights as an avenue to contest transphobic legislation. But it could 

also help relieve transgender people from carrying the burden of signifying the limits of cisnormativity. 
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With recognition of the potentially disabling effects of trying to meet the demands of the binary gender 

system, cisnormativity is revealed as the problem rather than the transgender body that exceeds 

normative limits. This can bring into view the disabling effects of the gender system for cisgender folk. 

For example, we might reconsider the challenges for lesbian, gay, bisexual, and queer folk that are 

not reducible to non-heterosexual sexuality. Riki Ann Wilchins (2004), among others, has already 

pointed out how significant stigmatization of gay men and lesbians happens through gender 

attribution, for example. Consider think of what the word ‘sissy’ refers to (Wilchins, 2004). In addition, 

gender dysphoria could speak to struggles in non-queer-non-trans communities, such as the high 

suicide rates among straight cis-men, and the well documented effects of gender oppression upon 

straight cis-women.  

 Returning briefly to my personal agenda, I’m finding that reimagining the DSM’s gender 

dysphoria socio-culturally affords me agency in a way that ameliorates some of the fear of 

stigmatization and political vulnerability associated with mental illness. By critiquing the DSM from a 

cultural studies perspective, I’m both identifying and dis-identifying with the diagnostic category. As a 

long-term recipient of therapy for social and emotional challenges (albeit psychotherapeutic rather 

than psychiatric), I’m rethinking my history of struggling to find a gendered home. If the challenges are 

a result of the binary gender system that gets enforced through cisnormativity, what if my shifts are 

because masculinity and femininity serve me better at different times in my life? If that is so, is mine 

a pronounced case of what others experience? Certainly, looking at many people’s photo histories, I 

observe shifts in their presentation that likely line up with changes in their sense of self, and may stem 

from or respond to life circumstances. And do the shifts I experience result from a particular 

neurological or endocrine make-up, or do those dimensions of my physiology also change, following 

in the footsteps of my gender switching that results from an unconscious negotiation of socio-cultural 

circumstances?  
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