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Series Editors’ Preface 

Intersex Trouble; or, How to Bring 
your Kids up Intersex

Dedicated to eve Kosofsky sedgwick (1950–2009) on her birthday (May 2nd 2009)

We want to tell two kids’ stories neither of  which is about intersex but which go 
to show that firstly queer theory is, and always has been, kid stuff, and secondly, 
that queer theory is, and always has been (and must continue to be), a trouble 
maker. and which will ultimately demonstrate that intersex is critically both.

The first is from a typically contentiously titled essay by the late Eve 
Kosofsky sedgwick, ‘How to Bring your Kids up Gay’, in which she laments 
that ‘advice on how to help your kids turn out gay … is less ubiquitous than you 
might think. On the other hand, the scope of  institutions whose programmatic 
undertaking is to prevent the development of  gay people is unimaginably large’ 
(Tendencies, 161). it has always, she observes, been ‘open season on gay kids’ and 
she asks ‘where, in all this, are psychoanalysis and psychiatry? Where are the 
“helping professions”? (155). in Critical Intersex Morgan Holmes has brought 
together a collection of  essays which forcibly reminds us that is has always 
been and continues to be ‘open season’ on intersex kids and that the ‘scope 
of  institutions’—legal, medical, theological, and so on—whose ‘programmatic 
undertaking’ has been to ‘prevent the development’ of  intersex kids is indeed 
‘unimaginably large’. rather than indulging in what iain Morland (after lauren 
Berlant) calls ‘bad feeling’ about this situation, the contributors here try to 
imagine in the most capacious fashion possible how we might bring about, 
in a non-programmatic but resolutely prophetic fashion, a more ‘just world’ 
(Cornwall) for the intersexed, a world beyond pathologisation, medicalisation, 
normativisation and surgical management. We might say, again after sedgwick, 
that intersex, always sous rature and inassimilable to identitarian regimes, refers to 
‘the open mesh of  possibilities, gaps, overlaps, dissonances and resonances, lapses 
and excesses of  meaning when the constituent elements of  anyone’s gender, 
of  anyone’s sexuality aren’t made (or can’t be made) to signify monolithically’ 
(Tendencies, 8). intersex bodies, bodies as ‘events’ or ‘not-yet subjects’ (roen), 
which are ‘neither discretely male nor discretely female’ (Holmes) are bodies 
which refuse to ‘signify monolithically’. they spell trouble for regimes of  
monolithicisation which need the constituent elements (of  anyone’s gender, of  
anyone’s sexuality, of  anyone’s anatomy) to line up neatly. this is why intersex 
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bodies, which present such a challenge to what rosemarie Garland-thomson 
calls the normate, must be cut, inscribed upon (see Katja Hofmann’s cover 
image), rendered incontestably ‘normal’. this interpellative work (‘it’s a boy!’, 
‘it’s a girl!’) of  course, necessarily fails since the intersex body, both pre- and 
post-surgical inscription, is still, always already, a site of  contested being, a 
locus of  ‘embodied becoming’ (roen). the intersex body is not ontological, 
but rather hauntological.

in ‘the Double session’ Jacques Derrida talks of  the ‘interval of  the entre’, the 
‘interval between’, and of  the hymen and the gap (Dissemination, 212). We might 
think of  the intersex not as hymeneal but in terms of  Holmes’ ‘phalloclit’, that 
which ‘sows confusion between opposites and stands between opposites’ (212). 
With the phalloclit what takes place is ‘only the entre’, and the gap, the interval 
between is the possibility of  the between, of  ‘the in-between-ness’ of  the phalloclit, 
of  the ‘unavoidable confusion between the present and the non-present’ (220, 
212). the entre of  the phalloclit marks a gap ‘where nothing has yet taken place’, 
a gap that remains ‘in the other’, that remains neither present nor absent’ (215, 
265). intersex, physically and temporally, itself  marks a gap also. as Holmes 
tells us the intersex body ‘confounds in some way the visible, physical features 
thought to be exclusively of  one sex or the other’. the intersex body haunts, 
spectralises, conjures up unimaginable futures. it is ‘at the very edge of  being’ 
undoing all ‘ontologies … all dialectics of  all borders’ (Dissemination, 215). intersex 
as a provisional sign ‘casts aside being’ (216), reclaims a viable ‘identity’ without 
pathologising, embraces the dis-orderliness and unknowability (van Heesch) of  
the intersex body. intersex revitalised as a term with a ‘critical edge’ is itself  only 
ever a temporary, inappropriable sign. the edges and borders of  intersex resist 
the order of  opening and closing, of  inside and outside, doing instead the work 
of  boundary and border contravention (Kloppel). the intersex future-to-come 
(Mcruer) which the authors try to imagine is, as Derrida has shown time and 
again, necessarily monstrous (Malatino). in the most often quoted passage from 
the exergue to Of  Grammatology Derrida makes no reference to childbirth when 
he talks about the radical contingency of  the future but he is emphatic about this 
conjunction in a less quoted passage from ‘structure, sign and Play’:

i say these words with my eyes turned, certainly, towards the operations of  
childbirth, but turned too toward those who, in a society from which i do not 
exclude myself, are still turning them away before the still unnameable that is 
looming and which can only do so, as is necessary every time a birth is at work, 
in the species of  the non-species, the formless, mute, infant and terrifying form 
of  monstrosity. (428)

in Critical Intersex we find ‘helping’ professionals who turn their eyes toward 
and open up the possibility for a monstrous future in which the atypically sexed 
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child might learn ways, invaluable lessons as to how they might ‘become a young 
adult who is ready to forge loving relationships that will sustain and support’ 
(roen).

But opening up to the future, to capacious moments of  productive 
undecidability, doesn’t guarantee that what arrives will necessarily be positive. 
and it seems that right now intersex is in deep trouble, is losing its critical 
edge. With the widespread shift from the language of  intersex (privileging a 
non/normative ‘identity’) to DsD (Disorders of  sex Development), we are 
witnessing a re-turn to the pathologisation and intersexualisation (eckert) of  
the intersex body, a refusal of  its multiplicity, messiness, unreadability (spurgas). 
this biopolitical shift, largely in north american contexts, is an attempt to 
control, discipline, render vulnerable and manageable the intersex body, an 
attempt to make the edgy body less troubling, to keep it before the law (Kolbe). 
Our second kid story comes from Judith Butler firstly in Bodies That Matter in 
which she responds to mean-spirited critiques of  her book Gender Trouble which 
tried to constitute her ‘as an unruly child, one who needed to be brought to 
task’ (ix). secondly, some years later, in the preface to the 1999 edition of  Gender 
Trouble, Butler embraces this wayward, recalcitrant, rebellious child and her very 
capacity to make trouble:

Perhaps trouble need not carry such a negative valence. to make trouble was, 
within the discourse of  my childhood, something one should never do precisely 
because that would get one in trouble. the rebellion and its reprimand seemed 
to be caught up in the same terms, a phenomenon that gave rise to my first 
critical insight into the subtle ruse of  power: the prevailing law threatened one 
with trouble, even put one in trouble, all to keep one out of  trouble. Hence, i 
concluded that trouble is inevitable and the task, how best to make it, what best 
way to be in it. (xxvii)

One response to the current disciplining and normalisation of  intersex might 
be to resort to the language of  the ‘worst’, to diagnose this as the worst kind of  
situation we might find intersex-as-queer in. Rather than adopt a melancholic 
stance, however, the contributors to this volume find the best possible ways 
to be in trouble, and how best to defiantly make trouble for the prevailing 
law. Welcoming the unexpected, the monstrous arrivant, surely must also mean 
welcoming the language of  DsD and its intersomatechnologics (and as Morland 
argues dialoguing with those who perform intersex surgeries) but at the same 
time making trouble for it, critically questioning it and undermining it. to be 
exuberantly uncritical, to borrow from Butler on the election of  Barack Obama 
as the president of  the United states of  america, would be to inter intersex, 
to deny it a future so that we would be post-intersex, forever and for good. 
to blithely accept the move to new nomenclatures, new post-critical terrains, 
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would mean consensus rather than dissensus, would mean that ‘intersex will 
be done away with all together’ (Holmes), that it would be all over, dead and 
buried, interred.

to be critically exuberant, to make intersex trouble, is, however, to be always 
inter-. as Geoffrey Bennington teases out the uncannily shifty meanings of  this 
prefix he writes:

On the one hand, inter-separates, places between two or more entities, keeps them 
apart, puts up a frontier, prevents them meeting, joining, mingling and maybe 
identifying. inter-val is perhaps the clearest case of  this sense. inter-calating, 
inter-posing, inter-polating, inter-mitting all obey this logic. But on the other hand, 
inter- joins, provides a means of  communication and exchange. this can go 
from inter-view to inter-action to inter-course to inter-penetration, and implies 
just the opposite of  the first sense of  inter-. (‘Inter’, 103)

On the one hand, as we have seen, the intersex body (and the body of  intersex 
studies) occupies the in-between, the gap. On the other, as the authors here 
demonstrate, the intersex body (and the body of  intersex studies) makes 
connections, productive yet provisional unities and coalitions across differences. 
in the ‘spaces of  intersexual futurity’ (Mcruer) the gap, the cut, always moves. 
in the gap we recommence ‘ties with the season of  childhood, the season of  the 
mind’s possibilities’ as Jean-Francois lyotard puts it in The Postmodern Explained 
to Children (116). He goes on, and this should remind of  us of  ‘structure, sign 
and Play’, to tell us that ‘the monster child is not the father of  the man; it is 
what, in the midst of  man, throws him off  course; it is the possibility or risk 
of  being adrift. We always begin in the middle’ (116). Bringing your kids up 
intersex always begins in the middle, begins in the gap that moves, the gap 
that as Derrida teaches us ‘dislocates all oppositions. it carries them off  in a 
movement, impresses upon them a play that propagates itself  through all the 
text’s parts, constantly shifting them, more or less regularly, setting them out of  
phase, through unequal displacements, abrupt slowdowns or bursts of  speed, 
strategic effects of  insistence or ellipsis, but always inexorably’ (Dissemination, 
236). the authors in this inter-national, inter-disciplinary collection inter-rogate, 
inter-vene, inter-ject, inter-locute in the inter-stices, refuse inter-pellation, reject 
inter-diction, inter-rupt, inter-fere, create inter-sections, fashion spaces for inter-
subjectivity to flourish. Always beginning (again and again), never post-, Critical 
Intersex leaves us always radically, ‘always inexorably’, ‘in’ the ‘inter’.

Michael O’rourke and noreen Giffney



Acknowledgements

an edited collection always owes its completion to the efforts of  its contributors 
and i would like to thank all the authors of  chapters in Critical Intersex for their 
originality of  scholarship, their diligence in their work, and for the fine set of  
research colleagues and friendships i have developed. Many of  the contributors 
are people whom i had not been fortunate enough to know before they 
responded to the call for papers, and many others i knew by reputation only. 
i hope that this collection may mark the beginning of  a long, international 
correspondence and collaboration. susannah Cornwall, lena eckert, Ulrike 
Kloppel, angela Kolbe, Hilary Maltino, robert Mcruer, iain Morland, Katrina 
Roen, Alyson Spurgas, and Margriet Van Heesch; I thank you all for your work, 
for grace under pressure, and for the friendships developed over the course of  
book’s development.

i also owe a tremendous debt to the vision, faith, and support of  the series 
editors, noreen Giffney and Michael O’rourke. the model of  intellectual 
collaboration that Michael and noreen demonstrate is one that i can presently 
only hope to grow into as a scholar. noreen and Michael have provided enormous 
academic support and friendship throughout this project, and i can only hope 
that the completion of  the collection goes someway toward reciprocating their 
efforts on my behalf.

Closer to home, i owe thanks to my friends and family for listening to my 
thoughts about what kind of  collection i wanted Critical intersex to be, for 
listening to my process as i worked to synthesize the concerns of  a broad 
collection of  essays with international scope into a manageable introduction, for 
advice on the next steps, for putting up with me when i cancelled plans again in 
order to complete one task or another for the book, and for walking and talking 
me through various stages of  the book’s progress—especially at those points 
when i thought it would never come together. there are so many of  you but a 
select few stand out for exceptional friendship and support: Juanne Clarke, Pat 
Elliot, Lisa Dias, Mimi Gerow, Nathalie Griffin, Penelope Ironstone-Catterall, 
Jordan leith, Diane nititham, nicholas rodomar, B.J. rye, Dana sawchuk 
Kenn Scott, Alicia Sliwinski, Gillian Smith, Lisa Trimble, and Margaret Toye; 
thank you all for the innumerable ways that you have been there for me.

i am also thankful for the privilege of  a sabbatical granted to me by Wilfrid 
laurier University, and that allowed me to begin this work. i am also grateful to 
University College Dublin’s Women’s education resource Centre for providing 



CRITICAL INTERSEX

xiv

me with office space in which to carry out research in the fall of  2007. I also 
owe a debt of  gratitude to laurie rendon for her professional assistance at the 
finish-line. Finally, I wish to acknowledge the Research Office at Wilfrid Laurier 
University for its generous financial support in the form of  a book completion 
grant.

Morgan Holmes, august 2009



For Trevor and Nic



This page has been left blank intentionally



Introduction 

Straddling Past, Present  
and future

M. Morgan Holmes

Why bring together a group of  essays from an international group of  scholars 
to examine the issue of  intersex precisely when ‘DsD’ is being promoted1 as the 
most appropriate way to refer to and to think about what has been medically 
identified as ‘intersex’ throughout much of  the twentieth century, and popularly 
recognized under the latter umbrella term since the 1993 establishment of  the 
now defunct intersex society of  north america (isna) and the concomitant 
development of  the contemporary intersex movement? Does the titling of  this 
collection not belie a lack of  awareness on the part of  the editor that ‘intersex’ 
is no longer the appropriate term through which to apprehend and understand 
the identification of  bodies that are neither discretely male nor discretely female? 
is the collection not terribly out of  date even before arriving on the shelves, and 
perhaps radically off  the plot as well?

in response to these troubling worries, this collection asserts that we (whether 
we are scholars, intersexed persons, activists or some combination of  these 
three) are not yet done with ‘intersex’, even as we seek to turn a critical gaze on 
‘intersex’. the implicit imperative in the title of  this collection is that it is too 
soon to accept the language of  disorder wholesale and that, in fact, a critical value 
remains in the use, deployment, recognition and interrogation of  ‘intersex’. What 
is critical about intersex? What does it mean to think about intersex critically? if  
there are limits to the ability of  some stakeholders, especially parents, to work 
comfortably with the description of  their children’s conditions as forms of  
intersex, does that mean there is no value left for the term? It is in a reflective 
and reflexive mode that this volume addresses these very questions, and does so 
from the starting assertion that there is, indeed, some critical utility, vigour and 
power left in the deployment of  the term ‘intersex’. the essays in this collection 
speak to these questions through epistemological and theoretical lenses and are 

1 see Consortium 2006a and 2006b, originally published through isna and now 
available from the accord alliance, following the closure of  isna and its reconstitution 
in 2007 under a new mandate as the accord alliance.
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grouped into three sections: ‘Medical Practices/Colonial Practices’, ‘Challenges 
to Identity Claims’ and ‘Refiguring the Human’.

Critical Intersex challenges the primarily north american and liberal humanist 
paradigm of  intersex identity politics and clinical practices by explicitly adopting 
‘queer interventions’ to further discussion on an ontological phenomenon 
that can never be reduced to a pure, embodied state, nor to a simple cultural 
rendering in which ‘intersex’ is whatever we want it to be. instead, this collection 
understands that ‘intersex’ is not one but many sites of  contested being, 
temporally sutured to biomedical, political and social imperatives in play in each 
moment. ‘Intersex’ then, is hailed by specific and competing interests, and is a 
sign constantly under erasure, whose significance always carries the trace of  an 
agenda from somewhere else.

Reflecting Backward

From its development as a term in 1917 by the biologist richard Goldschmidt 
(reis 2007: 536) until the early 1990s, ‘intersex’ existed as a diagnostic label and 
epistemological category that circulated only inside the confines of  academic 
bio-medicine; it did not enter into use in conversations between clinicians and 
their patients or their care-givers. rather, the language of  the clinic was—
and remains, for the most part, as we shall see—evasive, and spoke of  sex 
development, undifferentiated gonads and incomplete sex:

Most doctors believe that an intersexual child is ‘really’ a boy or a girl. [John] 
Money, and others trained in his approach, specifically ban the word hermaphrodite 
from use in conversation with the parents. Instead, doctors use more specific 
medical terminology—such as ‘sex chromosome anomalies,’ ‘gonadal anomalies,’ 
and ‘external organ anomalies’—that indicate that intersex children are just 
unusual in some aspect of  their physiology, not that they constitute a category 
other than male or female. (Fausto-sterling 2000: 51)

Medical records, by contrast, listed more specific information about discrete 
characteristics to transfer information only from one specialist to another in 
consultation with each other, using labels such as ‘male pseudo-hermaphrodite’, 
‘female pseudo-hermaphrodite’ and ‘true hermaphrodite’, or ‘isolated micro 
penis’ and ‘isolated clitoromegaly’ to denote intersex phenotypes. as alice 
Dreger’s research has demonstrated, use of  the ‘true hermaphrodite’ designation 
was deliberately rare, as the point of  the ‘pseudo’ designation was to maintain 
the view that, in the end, every human being has only one ‘true sex’ and that 
the expertise of  biomedicine could be relied upon to secure a sex that the lay 
observer found elusive. Furthermore, because clinicians thought it absurd to 
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continue to refer to a ‘pseudo’ condition when they had rejected the existence of  
the absolute condition, use of  terms rooted in the concept of  hermaphroditism 
appear progressively less frequently in the clinical literature (Dreger 1998: 154–
6). ‘intersex’, however, has retained some of  the lack of  clarity of  meaning 
that plagued ‘hermaphroditism’ which, according to elizabeth reis (2007), 
explains why the increasing use of  ‘intersex’ did not mean that physicians ever 
completely abandoned their use of  ‘hermaphrodite’ (537).

at the same time that ‘intersex’ and ‘hermaphroditism’ co-existed as vague 
umbrella terms, research on underlying diagnoses thought to cause a particular 
intersex phenotype resulted in specific diagnostic categories. Congenital adrenal 
hyperplasia (CaH) and androgen insensitivity syndrome (ais), for example, 
describe atypical adrenal, hormonal and genetic functions thought to result in 
the development of  intersex features. importantly, however, the underlying 
features of  adrenal, hormonal and genetic function do not always result in the 
development of  a visually ambiguous sex, and so the diagnostic language cannot 
be said to refer in any precise way to what the public now popularly understands 
by the term ‘intersex’: that is, a body that confounds in some way the visible, 
physical features thought to be exclusively of  one sex or the other. For clinicians 
interested in securing the true sex of  their patients, the lack of  a precise referent 
remained beside the point; after all, the goal was not to illuminate the existence 
of  intersex, but to erase it altogether. Furthermore, Kessler’s research on the 
development of  standard practice from the 1960s through to 1990 demonstrates 
that the issue of  narrative credibility appears to be the defining concern of  the 
standards for practice that arose following Money’s treatment paradigm:

the doctors interviewed concur with the argument that gender be assigned 
immediately, decisively, irreversibly, and that professional opinions be presented 
in a clear and unambiguous way. the psychoendocrinologist said that when 
doctors make a statement abut the infant, they should ‘stick to it.’ the urologist 
said, ‘if  you make a statement that later has to be disclaimed or discredited you’ve 
weakened your credibility.’ a gender assignment made decisively, unambiguously, 
and irrevocably contributes … to the general impression that the infant’s true, 
natural ‘sex’ has been discovered, and that something that was there all along has 
been found. it also serves to maintain the credibility of  the medical profession, 
reassure the parents and reflexively substantiate Money and Ehrhardt’s theory. 
(Kessler 1990: 8)

neither ‘intersex’ nor any variation of  ‘hermaphrodite’ would enter into 
language for communication information about infants so apprehended in the 
diagnostic practice, and as we can see, a central worry among the experts was 
that use of  such language would only confuse the issue, confuse parents, and 
undermine a course of  action meant to reveal (rather than to produce) the ‘true 
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sex’ of  the child. as this collection’s essays by Ulrike Klöppel and angela Kolbe 
show, language shifts are central to the discursive functions of  law to describe, 
elide, erase and produce particular subject positions but not others.

in 1993 ‘intersex’ spread beyond its cloistered use in diagnostic practice when 
bo laurent/Cheryl Chase’s2 letter responding to anne Fausto-sterling’s (1993) 
article ‘the Five sexes’ was published in The Sciences magazine. Fausto-sterling’s 
article and laurent/Chase’s subsequent reply marked the first introduction of  
the language of  ‘intersex’ to a broader public. it turned out to be an historically 
pivotal introduction that hailed a number of  others who would go on to be 
important players in the development of  the contemporary intersex movement.3 
in those early days, however, ‘intersex’ had not yet become a mobilizing nodal 
point for a community of  people. Intersex was then still a scientific object, 
albeit one on its way to becoming a culturally salient category with a particular 
set of  cultural characteristics, and it was in that configuration that I began to 
study intersex and to participate in the founding of  the contemporary intersex 
movement.

in my scholarly and activist work, largely following Kessler’s (1990) 
observations that parents had to be actively taught by doctors to perceive sexual 
ambiguity in their infants, i argued that the management of  both the children’s 
bodies and the language to describe them secured the position of  doctors 
as the arbiters of  knowledge, and helped to maintain the coherence of  the 
standard sex categories: male and female.4 in a similar vein, but accounting for 
the wresting away of  meaning and control from its medical/clinical articulation 
point, laurent/Chase writes of  the decision to adopt ‘intersex’ as the term under 
which the new movement would organize:

i did possess the rudimentary knowledge that the gay rights movement had 
gathered momentum only when it could effectively deny that homosexuality was 
sick or inferior and assert to the contrary that ‘gay is good.’ as impossible as it 
then seemed, I pledged similarly to affirm that ‘intersex is good,’ that the body I 
was born with was not diseased, only different. (Chase 1998: 195)

2  From 1993 to 2007, bo laurent produced most of  her activist work under the 
name ‘Cheryl Chase’ but was published under the name ‘bo laurent’ in more academic 
venues dating back to the mid-1990s. in 2007 laurent came out publicly as one and 
the same with ‘Cheryl Chase’. i have been aware of  the pseudonymous use of  ‘Cheryl 
Chase’ since we met by phone in 1993. i have combined the name ‘laurent/Chase’ here 
to avoid confusing readers.

3  i include here in no particular order: Kiira triea, Gaby tako, David Cameron, 
sherri Groveman, Max Beck, angela Moreno-lippert, Heidi Walcutt, Hida Valeria, 
Mani-Bruce Mitchell, Heike Boedekker and Diane Marie anger.

4  see Holmes 1994, 1998, 2000.
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the mobilization of  isna in particular—and of  those who would come to the 
more broadly defined movement—around the term ‘intersex’ was then very 
much a search for autonomous self-identification, a reclamation and wresting 
away of  meaning and power from medicine, and the terms under and through 
which intersex would signify. in short, the movement’s trajectory was away 
from a stigmatizing and medicalized view and toward a valuing of  embodied 
difference.

this collection is organized in part around the idea that in the immediate 
present and future, the initial goals that inhere in the reclamation of  intersex as 
a viable identity and not as a medical pathology retains an unfinished and valid 
critical edge. the collection also aims, however, to maintain a critical stance 
toward the use—past, present, and future—of  ‘intersex’.

Moving Forward

By engaging in a critique of  the dominant paradigms internal to the contemporary 
intellectual and activist intersex movement, the three sections of  this collection 
compel current historical, activist and theoretical and interdisciplinary work 
on human intersexuality to move forward, and to interrogate the dispassionate 
gaze of  scientistic, clinical practice by turning that gaze back upon itself. Fully 
aware of  the recommendation to take up the use of  DsD language in place of  
intersex, certain chapters take up questions of  language and identity and the 
politics of  diagnostic practice, and so it is that even this collection of  essays 
moves outside of  the strict confines of  intersex as a mobilizing category. 
the nine essays collected here produce a queer intervention that questions not 
only the trajectory of  current medical practice and research, but also the 
hegemonized identity politic of  liberal activism. the broad range of  issues the 
collection addresses includes the perception, structure and social positioning of  
intersex beyond the confines of  a U.S. context, the mobilization of  identities 
and epistemologies around the presuppositions of  clinical language, and the 
potential for subverting the power of  clinical language, diverting its trajectory 
away from the normative.

On the point of  diverting the trajectory, this organizing principle for this 
collection benefits from taking heed generally of  Robert McRuer’s (2006) 
imperative for ‘crip theory [to] conjure up the disability to come … and in 
the interest of  another future altogether, we should not as this point avoid 
considering the ways in which disability studies is haunted’ (200). the nascent 
field of  intersex studies is not precisely the same as disability studies, and I do 
not mean to conflate the two here, but intersex studies draws as much from 
the impulses, theoretical frameworks and critical lenses of  disability studies as 
from the development of  queer theory/studies and gender studies informed by 
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feminist theory. What i take as a guiding point from Mcruer is the idea that the 
terrain of  intersex studies is also haunted and haunting. in the context of  the 
clinic where parents confront the unexpected, there is a gender haunting that 
conjures up all the performative efforts required to shore up the traditional sex/
gender divide, and which repeatedly collapses inward when we feel ourselves to 
have ‘failed’ at what was supposed to come naturally. For those of  us who have 
rejected assertions regarding the naturalness of  sex, and its effect as gender, such 
collapsing may become a welcome part of  the performance, or even a logical 
impossibility in the face of  a more fluid conceptualization of  sex/gender. That 
is, when all things are possible and welcome, the idea of  a collapse ceases to 
make sense.

However, this queer embrace of  fluidity is not (yet) the context in which most 
parents of  intersexed children first encounter intersex. Rather, they encounter it 
in the context of  diagnosis: the pointing out of  a flaw, an error, perhaps—it is 
implied—arriving through some heritable genetic ‘defect’ not expressed in the 
parents, but present nonetheless. Parents and families of  intersexed children 
confront a world informed by the premise of  defect, not of  neutral variation. 
even the conciliatory ‘DsD’ nomenclature speaks to problems and defects: 
disorders that can be managed, fixed, and brought into line with the expected 
rather than the unexpected. Much like Mcruer’s (2006: 203–4) image of  disabled 
bodies made disposable by the neoliberal goals of  such global bodies as the 
United nations, the future of  intersex itself  is haunted by the probability that 
if  we do not maintain a critical framework, intersex will not simply be under 
erasure but will be done away with altogether. this collection, then, conjures 
intersex yet to come, even as the clinical environment repeats in a new guise 
its nineteenth-century assertion that intersex/hermaphroditism does not really 
exist, as we see in the recommended assurances to give to parents of  a child 
with a ‘DsD’:

Q: is my child a boy or a girl?

a: Your question is very important. We wish we could tell you right at this 
minute, but we really can’t tell yet. We will have more information after we 
conduct some tests. it’s hard for parents to wait for these test results so we will 
try to update you every day, and you can call [give contact person’s name] at 
anytime. although your baby has a condition you probably haven’t heard much 
about, it isn’t that uncommon. We’ve encountered this before, and we’ll help 
you through this time of  confusion. as soon as the tests are completed, we will 
be able to talk with you about the gender in which it makes most sense to raise 
your child, and we’ll give you a lot more information, too, since quite a lot is 
known about these variations and we are learning more each day. (Consortium 
2006a: 37)
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this rather long proposed answer to a hypothetical question from parents makes 
no mention of  either DsD or intersex, but promises to deliver an appropriately 
and singly gendered child as quickly as possible. What is troubling here that the 
‘not yet’ i invoked earlier in reference to the absence of  a general embrace of  a 
queer(ed) embrace of  gender fluidity becomes a discursively effected ‘not ever’ 
that, in the context of  the clinic, obviates the necessity of  accepting a broader 
range of  human states than ‘boy’ and ‘girl’ can accommodate.

if  we are ‘post-intersex’, it is not to the language of  disorders of  sex 
development (DsD) that i sought for this collection to move. instead of  
adopting the language of  disorder and its concomitant medical management, 
I want us to consider adopting as a positive identifier/sign the ‘ambi’ in the 
‘ambiguous’ character of  intersex, and the intersex as interjection, as interlocutor, 
and as many simultaneous interstices (of  embodiment, gender, inter-subjectivity, 
interdependent deferral of  meaning, etc). it is an inter i aim to use to disrupt 
the male/female sex binary upon which the (hetero)sexual difference model 
is built (angelides 1995). i have long argued that it is precisely because its 
disruptive potential has been grasped only too well by those who diagnose it 
that intersex has been made to disappear so thoroughly through material and 
medical discursive practices such as those identified in Morland’s paper in this 
collection. Changing the nomenclature to ‘DsD’ and withholding ‘cosmetic’ 
surgeries does not change the fundamental medical insistence/assurance that 
the intersexed child really does have one true sex, and is not actually intersexed 
at all. that is, we can all rest assured that in the end an intersex child’s disorder 
can be managed and made orderly. But can it? Does it? and why ought intersex 
fade? Why not rethink intersex along similar lines to those angelides proposes 
in considering bisexuality, so that we can welcome ‘subject positions without 
borders’ (38).

this collection in no way seeks to resolve the controversy of  the adoption 
of  DsD language, nor the concomitant abandonment of  ‘intersex’, but holds 
at its centre a premise that work that is informed by the terms of  the modern 
intersex movement is far from complete. Moreover, the essays collected 
here hold ‘intersex’ in a critical and interrogative relationship to the thinking 
developed in the pages that follow. ‘Intersex’ then, is not a final term, nor the 
most appropriate term, but a powerful term whose historical, social and political 
import remains critical as a tool for interrogating heteronormative and bio-
normative presuppositions about proper embodiment. intersex also remains a 
critical site for our interrogation of  the limits of  its ability to speak of  and to the 
experiences of  self  of  those so labelled, and a critical site for the examination 
of  scholarship on intersexuality. in a conversation that embraces the tools and 
political power of  queer theory, Critical Intersex brings together research from 
an up-and-coming generation (eckert, Van Heesch, Malatino, spurgas, Kolbe 
and Klöppel) with more established scholars in the field of  intersex studies 
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(roen, Morland, Cornwall). not all of  the papers would embrace wholesale the 
manner in which i have characterized the hazards of  the turn toward ‘DsD’ 
and away from ‘intersex’, but all have come together around the term ‘intersex’, 
seeing in it a still-useful conceptual tool, and a field of  studies that must bear 
critical interrogation if  it is to continue to develop into the future.

the collection opens with Katrina roen’s development of  the concept 
of  embodied becoming, a perspective she deploys to interrogate the medical 
colonization of  intersexed bodies, and the resulting sense of  a ‘surgical self ’ that 
many intersexed persons develop out of  their experiences of  medicalization. at 
the centre of  roen’s concern is the medical construction of  anxious parents 
and vulnerable patients, and roen launches an empirically based argument to 
demonstrate that these anxious and vulnerable states are a discursive effect of  
the clinical encounters, and not of  intersexuality itself. it is to the production 
of  a fear of  difference and of  a desire for sameness that roen directs our 
thinking on the manner in which ‘cosmetic surgery’ to ‘correct’ intersex is 
encouraged, justified and enforced. Our bodies, argues Roen, are made and 
remade over time, yet surgery to ‘correct’ intersex approaches bodies as though 
they were objects, constant and unchanging, and intersexed persons who were 
treated as though their bodies were just things will be faced with ‘a project of  
reclaiming, recapturing and re-membering that which is lost’ (p. 19). In her final 
pages, roen demonstrates the particularly fraught character of  this reclamation 
project precisely because the colonization of  the intersexed child’s body, unlike 
the usual modes of  embodied becoming which entail a sense of  control over 
one’s becoming, has robbed the later adult of  a sense of  self  free from feelings 
of  shame and monstrosity.

lena eckert’s work draws our attention back to one of  the benchmark bodies 
of  cross-disciplinary work on intersex—the cooperation of  Gilbert Herdt with 
robert stoller (1985) and the work of  imperato-McGinley et al. (1974)—and 
eckert examines the implications of  the close relationship between medical 
specialists’ priorities and anthropological priorities for epistemological questions 
in fieldwork and in clinical practice with intersexed children.

Hilary Malatino’s chapter, the final contribution in the first section, also directs 
our attention to power and colonization as it operates in scientific disciplines 
focused on the appearance/development of  monstrous bodies. Malatino’s work 
asks us to examine the standard scientific orderings of  gender, of  sex and of  
those monstrous bodies that defy traditional categorization in the binary logic 
of  gender. Working principally through the theoretical apparatus supplied 
by Kristeva’s (1980) understanding of  the symbolic power of  those states 
apprehended as ‘abject’, Malatino situates the monstrous/intersex body in the 
larger context of  scientific efforts to rationalize the meat of  bodies into the 
proper constraints of  the social. Malatino explains the taxonomic fascination 
with bodies that refute ‘bio-logic’ and directs our attention to discourses that 
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determine who will receive and who will be denied ‘human rights’. Yet it is not 
toward an expanded vision of  what counts as properly human that Malatino 
guides readers; instead, it is toward a timely (re)consideration of  a queered 
human (Giffney and Hird 2008), contesting the tendency of  various essentialist 
and constructivist arguments to leave intact common enlightenment-era 
presuppositions about the necessary alignment of  gender with ‘human’ 
subjectivity (p. 74).

Part ii opens with alyson spurgas’s interrogation of  the increasingly 
powerful language of  ‘disorder’ in the debate over the supplanting of  ‘intersex’ 
by ‘DsD’ in the clinical environment. spurgas draws our attention back to the 
early enthusiasm of  intersex activism in the 1990s for an allied cooperation 
with various queer and lGBt communities and strategies, and moves from that 
history to a discussion of  contemporary disagreement among various intersex 
activists, support groups and allies over the recommendations of  the DsD 
Consortium that lean away from queer identity politics and toward a model of  
‘biomedical citizenship’. spurgas’s use of  biosociality as a primary conceptual 
tool functions to ground the discussion at the intersection of  discursive/clinical 
requirements for the recognition of  a valid self, and rhetorical constructions of  
sexed selfhood that come out of  queer and normate orientations.

Margriet van Heesch argues that the relationship between knowing and telling 
requires, after the diagnosis and concomitant erasure of  intersex difference, 
that patients must actively unknow their own statuses as intersexed persons. as 
van Heesch explains it, the requirement for this unknowing results largely from 
the dominance of  the Western simplification of  ‘sex’ into the simple sum of  
biological building blocks: genes, chromosomes, gonads and hormones. Women 
with xY chromosomes, she argues, are forced into a position of  unknowing 
because for the most part they lack access to a language of  sex that would 
admit its multiply contingent character. this unknowing is the cost paid in a 
system that demands that the underlying features of  intersex be erased from 
the official record, and that takes no notice of  the imprint of  diagnostic and 
clinical practice on the bodies and psyches of  those apprehended as intersexed 
secondary to ais.

Chapters 6 and 7 round out Part ii of  the collection with subtle discussions 
of  contemporary German law and concerns about gender-based rights. 
each chapter takes up in its own way the tensions between intersexuality and 
transsexuality and claims for rights recognitions, and both also examine the 
overlap in reasons for the denial of  rights and recognitions for intersex and 
transsex persons. These essays are among very few that specifically address 
intersex from a contemporary legal perspective, and as such they contribute 
enormously to the expansion of  work on international legal considerations. 
angela Kolbe argues that the failure in German law to recognize intersex as a 
valid subject category aligns with the generally accepted common wisdom that 
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there are only two sexes. Kolbe makes the point that in the absence of  a larger 
awareness of  intersexuality, the law is neither subject to change nor likely to 
act as a vehicle for change. Kolbe’s essay provides readers with an account of  
historical developments that wrote ‘hermaphrodites’ out of  nineteenth-century 
German law in a manner similar to that in nineteenth-century French law 
(Dreger 1998), but it points out that legal recognition is not always liberating. 
Kolbe argues that legal recognition can function to delineate ‘illegitimate’ 
categories, and that historical recognition for ‘hermaphrodites’ included the 
threat of  death as punishment for switching sex-role behaviours once s/he had 
taken an oath to live as one sex or the other. Kolbe asks why the state ought 
to have any interest at all in the genitals or in the sex-roles of  its citizens, and 
argues that for purposes of  tracking the activities of  citizens there are many 
more efficient means at the disposal of  the state. Kolbe therefore launches a 
discussion of  alternative means of  thinking about subjecthood through the 
lenses of  both provisionality and the abolishment of  sex categories.

Ulrike Klöppel, by contrast, directs our attention to nineteenth-century 
attempts to distinguish sex characteristics and in so doing launches an important 
critique of  alice Dreger’s assertion that modern conceptualizations of  intersex 
relied on a paradigm shift that Dreger refers to as ‘the age of  gonads’ (1998). 
Klöppel shows that, in fact, far from accepting the idea that gonads were the seat 
and root of  sex, sex researchers in the nineteenth and early twentieth century 
thought gonads themselves to be the result of  some ‘other developmental 
impulses that were pre-determined at the time of  fertilization’ (p. 173). 
Moreover, Klöppel argues, biomedical research into sex can be understood as 
informed by an appreciation for the fact that neither gonads nor hormones nor 
chromosomes could be said to be the seat of  sex, and that indeed, any assertion 
that strict sex dimorphism is a biological given is unsustainable in the face of  
the biological evidence. it is against this biomedical set of  recognitions that 
Klöppel launches her argument regarding the persistent cultural assertion that 
there are (and must be) only two sexes, and develops a critical assessment of  the 
legal consequences of  such assertions in the post-war German context.

Part iii of  the collection opens with iain Morland’s chapter ‘Between 
Critique and reform’, and takes up the very particular mandate i referred to in 
the opening pages of  this introduction: to move the study of  intersex beyond 
the current confines that pit personal testimony against clinical claims to 
impartiality, and to move away from relying on a simplified version of  ethics in 
which identity claims trump all. Morland specifically rejects the liberal humanist 
claims regarding autonomy and bodily integrity that have characterized much 
current activist scholarship on intersex (including claims that appear in certain 
of  Morland’s own previous publications, for example, Morland 2006).
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The final chapter in the collection, Susannah Cornwall’s ‘Theologies of  
resistance’ reads current controversies regarding intersex through a lens shaped 
by liberation theologies. Cornwall’s work pragmatically acknowledges the shift 
toward the implementation of  DsD language and so refers to intersex/DsD 
in much of  the discussion, but also turns a critical eye toward the limits of  the 
shift, especially for its failures to adequately disrupt dominant paradigms of  the 
sex/gender order. Cornwall considers intersex vis-à-vis contemporary disability 
studies and draws our attention quite productively toward shelley tremain’s 
(2006) argument that the distinction between impairment and disability is 
a flawed one that fails to understand that there is no body prior to cultural 
inscription.

Historical, activist, and theoretical work on human intersexuality has 
reached a point where, in order to mature, it needs to critique its own dominant 
paradigms. it is just such a critique that this collection launches, and as the 
editor, i hope that this collection will mark only a beginning point out of  which 
many trajectories may develop for the continued critical engagement with the 
questions the collection raises.
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Chapter 1 

Clinical Intervention and 
Embodied Subjectivity: Atypically 
Sexed Children and their Parents

Katrina roen

Introduction: The Surgical Self

While surgery is now widely used not only for addressing health problems but 
also as a tool for ‘improving’ the body, this use opens up interesting questions 
about the relationship between surgery and psychology; the relationship between 
body and self. those who advocate surgery as a way to address psychological 
concerns, and those who seek cosmetic surgery as a form of  self-enhancement, 
may be altering the bodily form in the hope that this will have the desired effect 
on the sense of  self  or on the way one engages with others. in this respect, 
surgery comes to be like dieting, body-building, applying make-up, or choosing 
to wear particular kinds of  clothing, for the sake of  feeling good about oneself  
and for the sake of  embodying a particular kind of  self. Here, surgery is one of  
a number of  technologies for moulding the embodied self  (Davis 1995, Doyle 
and roen 2008).

surgical technologies, therefore, may be understood as tools for making 
interventions at both the psycho-social level (e.g., via the ‘husband stitch’ 
described by Braun and Kitzinger 2001), and at the socio-political level (e.g., via 
the historical use of  surgery on selected, marginalized groups; Dally 1991).

The word ‘cosmetic’, coming from Greek, refers to adornment, beautification 
or ornamentation (sceat 1993). in current english usage, ‘cosmetic’ refers not 
only to adornment and beautification, but also to the surgical possibilities 
of  ‘imitating, restoring, or enhancing the normal appearance’, and suggests 
that the intervention is ‘intended to improve only appearances … [and to be] 
superficially improving or beneficial’ (The Oxford English Reference Dictionary 1996: 
323). Nevertheless, surgery does reach beyond the superficial and even beyond 
the material, enabling a different reality for the emerging self. For those who 
undergo surgery, the embodied self  is necessarily remoulded: surgery is never 
simply a ‘cosmetic’ endeavour.
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in the early twentieth-century development of  plastic surgery, surgeons faced 
a hurdle in the belief  that ‘medicine was meant to heal rather than beautify’ 
(Haiken 1997: 93). During the twentieth century, however, came a rise in 
interest in psychology and a growing emphasis on self-improvement that helped 
plastic surgery to leap this hurdle. Haiken describes how the popularization 
of  psychological concepts such as the inferiority complex paved the way for 
rationalizing and justifying cosmetic surgery as important for psychological 
well-being.

Haiken (1997) further explains how, during the 1920s and 1930s, in the 
U.s., people came increasingly ‘to believe that looks were crucial to social 
and economic success, as well as to mental health’ (95). Hence, they made 
demands for surgery that were all the more compelling because of  their use 
of  psychological concepts to bolster their claims about the value of  cosmetic 
surgery for improving well-being. Both surgeons and their patients were affected 
by this. ‘in breaking down the barrier restricting them to reconstruction, 
surgeons laid claim to the whole body and mind of  healthy individuals by linking 
physical abnormalities to psychological problems for which cosmetic surgical 
intervention was the prescribed cure’ (95). surgery intended to ‘improve’ the 
appearance was repeatedly acknowledged as being of  benefit psychologically, 
usually insofar as it might improve self-esteem.

Psychological problems could clearly have been seen as being resolvable 
by psychological means alone, so it is interesting that they became a route to 
cosmetic surgery. as Haiken writes, surgeons used psychological problems to 
justify surgical intervention by arguing that ‘a psychological problem that was 
the direct result of  a correctable physical anomaly was on their turf ’ (Haiken 
1997: 118). The 1930s saw the classification of  a range of  bodily features (such 
a wrinkled foreheads and double chins) as deformities or disfigurements, thus 
enabling surgeons to better justify cosmetic surgery.

What are the implications of  embarking on cosmetic surgery with the 
specific understanding that it will have far-reaching psychological effects? How 
is the relationship between the surgical and the psychological conceptualized 
by those undertaking such treatment with intersex1 children? surgery seems to 
figure as a discrete intervention that operates on the material body (Roen 2008), 
with the understanding that the related work needs to be done through the 
parents’ engagement with the child in their ‘new’ gender and this is supported 

1 in many instances, throughout this chapter, i use the terms ‘atypically sexed’ 
and ‘intersex’. the former term is intended to signal the generic issue as it is identified 
within clinical contexts. the latter term introduces the possibility that (atypically) sexed 
anatomy gives rise to specific possibilities: possibilities relating to future identification 
and to political positioning.
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by clinicians’ insistence that the child is ‘really’ that sex (Hird 2003) but just 
needs ‘correction’ (see, for example, american academy of  Pediatrics 2000).

the work that is done, therefore, is on the level of  belief: if  the parents 
believe that the ambiguity can be erased, and if  they can therefore raise the 
child unambiguously into their new gender identity, then the work of  producing 
a typically-sexed child from an atypically sexed child will have been done. as 
Fausto-sterling writes, ‘our beliefs about gender affect what kinds of  knowledge 
scientists produce about sex’ (Fausto-sterling 2000: 3). But there is a black-box 
effect here: it is not made clear exactly what the surgery needs to signify to the 
child in order for the magic of  producing a typically sexed child to take effect. 
the child is assumed to be the subject pictured by mainstream anglo-american 
psychology, where identity is formed in a fairly straight-forward way through 
socialization. Complexities of  embodiment are not tackled in this understanding 
of  how early surgery might ‘work’ for intersex children.

Cosmetic Genital Surgery: Medicine and Consumerism

Our bodies have become the ultimate cultural metaphor for controlling what is 
within our grasp. (Davis 1997: 2)

Before people will spend money on something as expensive and uncomfortable 
as cosmetic surgery, they need to be motivated not only by desire but by concern 
or self-doubt. Bringing the authoritative language of  medical science to the 
aestheticization of  the vagina is one key way to trigger such anxiety. (Davis 
2002: 10)

While some of  the work that is done, to make sense of  cosmetic genital surgery 
for infants, involves beliefs about gender and socialization, some of  the work is 
done through understandings that are part of  consumer culture.

simone Weil Davis (2002) refers to the way that advertising has been used to 
produce the kind of  anxiety needed to sell medical products and interventions. 
the authoritative voice of  science has long told women that their genitalia 
should be a site of  anxiety, whether because of  vaginal odours and fluids, or 
because of  their appearance. Medicalized products and procedures are marketed 
to remedy each ‘problem’ as it is produced. Davis documents how, at least since 
the sixteenth century, ‘large labia have often been associated with deviance’ 
(15), being connected at various times with hypersexuality and lesbianism. in 
the nineteenth century, clitoridectomies were carried out both as a response to 
larger than average vulvas and long labia minora, and in an attempt to ‘reduce 
“hysteria” and other nervous ailments, but particularly to combat “excessive” 
masturbation’ (Davis 2002: 16).
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Currently, with regard to atypically sexed children, the stated concern 
driving surgery relates to the gender identity development of  the child and 
the relationships that the child has with others (such as family members who 
need to accept and love the child, peers who need to be able to get on with the 
child rather than bullying him/her). the unstated concern relates to issues of  
aesthetics. there is currently a growing industry in the surgical production of  
beautiful genitalia, working in tandem with the long-standing belief  that large, 
visibly protruding female genitalia signal deviance. running alongside the industry 
popularly known for the production of  the ‘designer vagina’ (Braun 2005) is the 
production of  images of  (female) genitalia in the context of  pornographic work, 
where particular representations of  sexual anatomy are made, and ‘enhanced’ 
via photographic technique, and according to particular norms of  female sexual 
appearance (Davis 1995). Here, some bodily presentations are sold as attractive 
and others are edited out (Davis 2002, Kapsalis 1997). the surgical ‘correction’ 
of  the appearance of  intersex genitalia cannot pretend to be innocent of  this 
industry, or unrelated to this cultural drive to erase the imperfection of  (female) 
genitalia.

According to Braun’s (2005) analysis of  designer vagina surgery, benefits of  
the surgery are framed as being both psychological and physical. Here, once 
again, surgical changes are understood to address psychological or emotional 
issues. One surgeon in Braun’s study reportedly stated: ‘i’m a psychiatrist with 
a knife’, in the attempt to indicate that psychological benefits, such as increased 
confidence and increased enjoyment of  sex, could result from cosmetic genital 
surgery. While benefits are described in ways that maximize them, the actual 
surgical changes are described in ways that minimize them, using terms such as 
‘trim’ to refer to cutting away parts of  the genitalia.

In the case of  the intersex child, the benefits of  surgery are framed in both 
psychological and social terms concerning the child’s ability to live comfortably 
within their gender of  rearing. this is described as helping the child to develop 
a gender identity consistent with their gender of  rearing. By presenting intersex 
surgery as being primarily about a developmental—or identity—project, 
and not about aesthetics, those engaged in this project have their work and 
their decisions validated. to understand such surgery primarily in relation to 
aesthetics would be to trivialize it and show it up as highly problematic or even 
indefensible (Davis 1995).

such surgical alterations are not only intended to ‘improve’ appearance and 
bring psychological benefits to the person who undergoes the surgery; these 
alterations are also understood to bring benefits to those around the child: 
parents may feel less upset, babysitters less confused, and other family members 
less worried (Warne 1998, 2004). Clearly, the surgery is not intended to have 
simple outcomes at all, but to bring a wide range of  effects to the child and 
those around the child.
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as with other types of  cosmetic surgery, the problems with early cosmetic 
genital surgery are largely conceptualized as ‘risks’ that can be known, evaluated, 
and reported on clinically.2 Conceptualizing the problems with early genital 
surgery as risks means focussing on the kinds of  problems that may be addressed 
through further surgery (roen 2008), that may be put down as being due to 
surgical error,3 or that may be understood as being due to an unpredictable 
change (for instance, when a child with Congenital adrenal Hyperplasia [CaH] 
has been surgically assigned as female but grows up to identify as male). the 
kinds of  problems that are therefore left out, or not fully evaluated, concern 
those issues pertaining to the future desires of  the intersex person, or the future 
political perspective and social opportunities of  the intersex person, and issues 
to do with the complex involvement of  the body in the process of  becoming. 
these issues that are largely ignored within clinical texts make sense in a socio-
political realm, speak to philosophical issues, and are not easily conceptualized 
within the terms of  surgical follow-up studies or psycho-medical assessments 
(roen 2008). the willingness to engage with these issues, and not try to reduce 
them to psychometric categories such as ‘coping’, is a necessary ingredient to 
productive interdisciplinary dialogue on this topic.

a combination of  consumerist contexts and psychological rationales makes 
it possible to argue for the cosmetic surgical alteration of  atypically sexed infants’ 
genitalia. Yet considerations of  the materiality of  intersex infants’ bodies and 
the work of  surgeons crafting genital tissue, bring us inevitably back to the 
question: whom do the intersex people undergoing such surgery become? What 
is intended for the infants for whom this surgical intervention is chosen?

What is needed here is an approach that considers bodies as ‘embedded 
in the immediacies of  everyday, lived experience’ (Davis 1997: 15). such an 
understanding demands of  us an embodied theory that ‘tackle[s] the relationship 
between the symbolic and the material, between representations of  the body 
and embodiment as experience or social practice in concrete social, cultural and 
historical contexts’ (Davis 1997: 15).

Postmodern Bodies

Debates about the use of  ‘cosmetic’ surgery to normalize the appearance of  
young children can be seen to traverse the theoretical terrain described by Kathy 

2 For examples of  studies that report on clinical outcomes, see amukele et al. 
(2005), Miller and Grant (1997), Warne et al. (2005).

3 But see the work of  Marrocco and colleagues (Marrocco et al. 2004), who show 
that such errors are a routine part of  a surgeon’s learning to do genital surgery, not an 
unusual occurrence.
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Davis whereby in ‘modernist discourse, the body represents the hard “facts” of  
empirical reality’ (1997: 3) while ‘postmodern scholars … take the body as the 
site par excellence for exploring the construction of  different subjectivities’ (4). 
thus, clinicians promoting ‘corrective’ surgery (tending to take a modernist 
approach) and critics of  such surgery (sometimes drawing on postmodernist 
understandings) ‘propose the body as secure ground for claims’ (4), including 
knowledge claims and identity claims. thus, early genital surgery works in 
tandem with claims that a child is, for instance, a girl with genitalia that need to 
be corrected; while being born with atypical genitalia might allow one to make a 
claim to being ‘intersexed’. each claim makes sense in terms of  the materiality 
of  the body, but the two claims are in tension with one another when considered 
in relation to the notion of  ‘imaginary bodies’. as Gatens (1996: viii) writes:

i am not concerned with physiological, anatomical, or biological understandings 
of  the human body but rather with what will be called imaginary bodies. …. the 
term ‘imaginary’ [may] be used … to refer to those images, symbols, metaphors 
and representations which help construct various forms of  subjectivity. … i am 
concerned with the (often unconscious) imaginaries of  a specific culture: those 
ready-made images and symbols through which we make sense of  social bodies 
and which determine, in part, their value, their status and what will be deemed 
their appropriate treatment.

some atypical infants’ bodies are treated in the belief  that the body is a passive 
surface on which meanings can be inscribed. On the contrary, if  we understand 
‘the body not as an object but as an event’ (Budgeon 2003: 36), if  we consider 
embodiment as a process of  becoming (Braidotti 2002), then we may come to 
understand that ‘the body cannot simply be altered or transformed to converge 
with particular versions of  the self ’ (Budgeon 2003: 35). Here, the version of  
the self  guiding the surgical endeavour is likely to be a normatively sexed version 
of  self  that is imagined by the adults involved in the decision to operate. this 
imagined version of  self—and the understanding that the anatomy can and 
should be altered to conform to that image—may have very little resonance 
with the embodied subject (the intersex child). it is this process of  embodied 
becoming that is crucial—and is often crucially overlooked—in discussions 
about whether or not early surgery is advisable.

if  the body is an event, then the way it is implicated in the process of  
becoming is different from how it would be implicated if  it were an object. 
surgery operates on the body as an object: a malleable object whose relationship 
with the emerging subject is tenuous. Surgery is understood to fulfil certain 
practical goals such as enabling a boy to stand to urinate. the infant’s body is 
understood not only as malleable, but also as forgetting or never remembering 
that a surgical change was made. never mind that a substantial proportion 
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of  operations intended to be one-off  run into complications that can have 
the young child returning for more operations in years to come (Creighton 
2001). The infant flesh is understood to be malleable enough that such delicate 
surgery might be ‘successful’ and might be forgotten such that no loss might be 
experienced. this is the body as an object. Here, the act of  surgery is understood 
to exist in the unremembered past of  the self: the infant has not yet become a 
subject to whom the body is an important marker of  selfhood.

the body as an event, by contrast, suggests a continual, life-long becoming 
in which any early surgery will be ever-present. the scarring, the aesthetic 
difference, the changes to sensation, are lived continuously. they are not discrete 
events tucked away in an unremembered past. they are necessarily imbricated 
in the process of  the emerging self. this is what Holmes (2002a) refers to in 
suggesting that surgery creates queer sexes: the child who has undergone early 
cosmetic genital surgery is no more ‘typical’ than s/he would have been without 
that surgery. atypicality is part of  the embodied subject’s lived experience, 
whether that is the atypicality of  unaltered intersex features, or the atypicality 
of  the surgical experience and its effects.

thus, the embodiment of  the subject is not simply about having particular 
anatomical features and being raised in a particular way but, rather, is a lifelong 
process of  becoming. embodiment ‘of  the subject … is to be understood as 
neither a biological nor a sociological category, but rather as a point of  overlap 
between the physical, the symbolic and the material social conditions’ (Braidotti 
2003: 44).

When such surgery is undertaken on young children, the process of  surgically 
moulding the embodied self  begins before the child is old enough to articulate 
their own choices about what kind of  self  they may wish to embody. this does 
not mean that, as embodied subjects, they are entirely plastic and any kind of  
subject may be surgically created, contrary to Money’s suggestion (Money 1955, 
Money and Ehrhardt 1972). Rather, it means that it is particularly difficult to 
envisage what kind of  embodied subject is being created through the process of  
cosmetic surgery. When such surgery is undertaken, it is necessarily the adults 
involved (the parents and clinicians) who imagine particular kinds of  subjects 
that they do or do not wish the child to become (not a freak; not an isolated, 
unhappy, dysfunctional person; preferably someone who is ‘normal’, well, and 
happy).4 in the process of  this project of  imagining the future subject, adults 
project onto the child their own fears and their own ideas about what is ‘normal’ 
and what is desirable. these fears and ideas become embodied in the child who 

4 For clinical texts that refer to intersex people in terms such as ‘hypospadias 
cripple’ or that predict ‘disastrous’ consequences of  raising an intersex child without 
cosmetic intervention, see, for example, adayener and akyol (2006), amukele et al. 
(2005), Hrabovszky and Hutson (2002). 
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wakes up from surgery to find that part of  her clitoris is missing, or that his 
urethral opening has been moved and his penis is scarred, or that she now needs 
to undergo regular vaginal dilation. the child’s scars and lost genital tissue are 
the physical manifestation of  the adults’ fear of  atypicality. Here, the adults are 
imagining a particular kind of  embodied subject and surgically moulding the 
child’s body in the hope that the child will become that subject; that is, that the 
child will embody the particular kind of  normativity that the adults imagine.

there are a few problems here. First, what the parents envisage probably 
does not account for the effects of  medicalization on the child (e.g., alderson 
et al. 2004, sandberg et al. 2001). the parents’ picture of  a normal, healthy 
child probably does not include repeated hospital visits, genital scarring, and 
profound mistrust of  adults in medical contexts. second, the process of  
embodied becoming may not actually be so strongly determined by surgeons 
and parents as they imagine: the child may become whomever they become 
despite, rather than because of, the medical intervention.5

third, the adults imagining a particular kind of  sexual subject are not likely 
to be good at imagining the sexual future within which that subject is coming 
into being: the future may well include more acknowledgement of, and more 
possibilities for, people who live outside of  sexual and gender ‘norms’. indeed, 
the very parameters of  those norms necessarily move over time. it is no more 
possible to produce a predetermined kind of  sexual subject than it is to control 
exactly how societal views on sexuality will change in the coming decades.

Finally, there must always be room for the atypically sexed child to imagine 
and to become, of  their own accord, rather than to simply respond to what has 
already been imagined for them. early genital surgery dangerously assumes that 
what was imagined by the adults will be sufficient for, or ought to constrain the 
desires of, the intersexed child as s/he grows to adulthood.

Parents and their Atypically Sexed Children

in some situations, parents are panicked about the appearance of  their children 
and the possibility of  them being seen as different. … Unfortunately, panicked 
parents can, in their efforts to protect their children, end up creating what they 
so desperately want to avoid: fear, anxiety, and depression. (aspinall 2006: 17)

this section considers how parents and children are positioned in the decision 
to surgically ‘normalize’ intersex children. the analysis presented here is hoped 

5 see, in addition, the following texts where this kind of  argument has been 
developed in relation to the process of  becoming following surgery with transsexual 
adults: roen (2001), stryker (1994).
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to develop our understanding of  parents’ contribution to a decision to opt for 
normalizing surgery.

in some psycho-medical texts, parents are depicted as worried, fearful, 
confused, upset, not able to cope, and wanting things ‘fixed’. This construction 
of  parents is not new (Fausto-sterling 2000, Holmes 2002b, Kessler 1998). 
One example of  this is the now repeatedly cited excerpt from Dewhurst and 
Gordon’s (1969: 52) text, The Intersexual Disorders:

One can only attempt to imagine the anguish of  the parents. that a newborn 
should have a deformity … [affecting] so fundamental an issue as the very 
sex of  the child … is a tragic event which immediately conjures up visions 
of  a hopeless psychological misfit doomed to live always as a sexual freak in 
loneliness and frustration.

these authors present the wonders of  modern medical management as a 
solution to the ‘tragic’ situation faced by the parents of  a newborn with atypical 
genitalia. While contemporary texts soften the approach significantly, the 
message is still the same: the parents of  an intersex child may not cope unless 
the child is surgically altered. a more current text states: ‘[the birth of  an infant] 
with ambiguous genitalia … creates tremendous anxiety for the parents’ (Warne 
2004: 97), and part of  the health professionals’ role in this situation involves 
‘management of  the distressed parents, who become patients themselves’ (97).

similarly, a text on genitoplasty for infants with CaH, states that surgery 
is undertaken ‘mainly for psychological reasons for the parents and the child. 
it is quite traumatic for the mother to see her daughter’s abnormal genitalia at 
each nappy change’ (Conway and Mouriquand 2004: 318). the same authors 
write, as if  this is unproblematic, that ‘surgical repair is commonly programmed 
between 2 and 6 months of  age’ (318).

the preoccupation, of  at least some medical texts, with the parent’s concerns is 
particularly interesting in the light of  accounts that show how intersexed children 
have sometimes been raised in families where no one noticed the atypicality of  
the child’s genitalia (Kessler 1998). intersex adults have recounted instances 
where neither they nor their siblings noticed that anything was unusual, and 
clinical accounts tell of  vaginal absences that have gone unnoticed throughout 
childhood and only present clinically in adolescence. still further studies report 
that families take their child from medical attention, never to return, as soon 
as clinicians offer to feminize the child’s atypical genitalia (Kuhnle and Krahl 
2002, Warne and Bhatia 2006). all of  these accounts suggest that Warne’s 
picture of  the anxious parent, and Conway and Mouriquand’s presentation of  
mothers’ alarm during nappy-changing, are problematic in their representation 
of  parents’ responses to their atypically sexed children.
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not all clinical texts work from the understanding that parents’ concerns 
justify surgical intervention. More recently, for instance, Byne (2006: 957) has 
written:

Many believe … that early surgery to address genital anomalies relieves parental 
distress and, thereby, improves bonding between parent and child as well as 
the parents’ ability to nurture the child. … systematic evidence supporting this 
belief  is critically lacking, however. …[no studies have examined] whether this 
important issue is better addressed by surgery as opposed to psycho-education 
and counseling of  the parents.

Despite the lack of  evidence that early surgery relieves parents’ distress, the 
belief  that it does persists. Further, many psycho-medical texts explicitly put 
the parents’ desires (for a ‘normal’ child) and the child’s interests alongside 
one another, not questioning whether the two may actually be in conflict. The 
narrative points in one direction: cosmetic surgical alteration of  the genitalia is 
constructed as being in the interests of  all parties.

it is worth noting that parents who have spoken retrospectively about the 
decision to go ahead with cosmetic surgery for their children, have not presented 
themselves as simply feeling anxious about having an atypical child (Kittay 
2006). Certainly, they are anxious for the child’s future, but they do also express 
doubts about the recommended clinical process. Kittay interviewed parents of  
intersex children, listening to their reflections about the early-surgery decision, 
and her analysis seeks to address parents’ ambivalence. she comments on their 
shame, guilt, isolation, vulnerability, and the burden of  their decisions. Kittay 
presents parents as feeling caught in a bind: wanting the best for their child, not 
being sure whether or not early surgery would provide that, and feeling awful 
about the medical treatment.

it appears that the construction, within psycho-medical texts, of  the 
parent as anxious and seeking medical intervention to normalize the child 
serves at least two purposes. First, it presents the idea of  surgical intervention 
as something that parents may seek for their children, not as something that 
they resist. second, it presents surgical technologies as a solution to problems, 
namely the problems of  parental anxiety and of  the child not being accepted by 
those around them. read in this light, we may understand some clinicians’ texts 
as working to produce a particular kind of  subject: the anxious parent. such 
texts then offer surgical technologies to relieve parents’ anxiety. this process 
of  constructing subjects whose very existence produces a ‘need’ for clinical 
intervention is not an uncommon aspect of  the way in which sexual subjects 
are produced through clinical practice (Mcneil 2004).

in constructing the parent who is anxious about having an atypically sexed 
child and welcomes the possibility of  surgical ‘correction’, psycho-medical texts 
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are not simply misrepresenting parents. Clearly, parents are likely to welcome 
technologies that are presented as being helpful to their children. What is 
being elided, however, are parents’ misgivings and the complex and ambiguous 
feelings they are likely to experience in relation to the surgical possibilities on 
offer. One of  the ways that this elision occurs is through the use of  the concept 
of  parental anxiety.

it is worth seeking alternative ways to understand what parents go through 
when presented with the news that their baby is atypically sexed, and when they 
are told of  the possibility of  early genital surgery. Parents could, for instance, 
be presented as having understandable misgivings, as needing time to work 
through a process of  grieving before making a decision about surgery, as feeling 
ambivalent about the treatments on offer, and as needing more time to learn 
about the medical condition and the likely surgical outcomes. this alternative 
construction of  parents’ situation and feelings could be used as a basis for 
arguing against early surgery: give parents time to grieve, to learn, to love their 
new baby, to critically evaluate the treatment options, and set aside the sense of  
urgency that can accompany surgery.

some parents, undoubtedly, do feel that surgery is the right way forward. 
Kittay cites an instance where, within a couple, one parent considered surgery 
the best choice and the other felt uncertain about it. these complex possibilities 
deserve further consideration: what happens, in the clinical setting, when two 
parents of  the same child feel differently about surgical ‘correction’? How is 
gendering taken into account if, for instance, the surgery on offer involves 
reducing clitoral size, and a male surgeon and a father think this is a reasonable 
idea, while the child’s mother finds it a very problematic idea?

such questions are especially pertinent in light of  the masculinist discourses 
that underpin the development and practice of  cosmetic surgery in general 
(Davis 2000). Davis’s analysis is primarily concerned with women seeking 
cosmetic surgery, but has interesting implications for the situation of  mothers 
of  intersex children when they find themselves contributing to decisions about 
whether or not to pursue early surgery. Davis writes of  plastic surgery as

a quintessentially masculine profession [that] draws on discourses of  gender 
in its deployment of  images of  the physician as god-like creator rather than 
healer, in its tendency to privilege adventure over the mundane and everyday, 
and its idealization of  feminine beauty … while rendering ordinary women ugly, 
deficient, and in need of  improvement. (117)

What does it feel like to be a woman who is told that her daughter’s enlarged 
clitoris could or should be surgically reduced? What opportunities are there to 
resist this suggestion, if  the child’s father agrees with it, for example?
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One of  the complex things that parents may choose to do, in seeking to 
make the best choices for their child, is to identify with that child. identifying 
with an infant or young child means putting oneself  in the situation of  that 
child. it means setting aside parental concerns and considering the physical 
and emotional experiences that the child is likely to face over the coming years. 
While the interests of  the parent and the child are often conflated in arguments 
that support early surgery, the interests of  these two parties may actually be 
quite different from one another. Kessler’s work reminds us that people made 
different decisions about the desirability of  cosmetic genital surgery whether 
they were imagining it for themselves or imagining it for a hypothetical child: 
when imagining it for themselves, they were less likely to agree that it is a good 
idea (Kessler 1998, Kittay 2006). thus, identifying with the child requires the 
parent to imagine a future for the child: a future that that child may want, rather 
than a future that the parent him/herself  may want. it may require the parent 
to step outside of  their role as parent and consider the question: if  this were my 
body, what would I want? rather than only considering the question: what do I want 
for my child’s body?

to what extent do current clinical practices, and the process of  involving 
parents in surgical decision-making, allow time for parents to identify with an 
atypically sexed infant, and make a choice that is best for that infant? to what 
extent does the clinical process solely facilitate parents’ consent to surgery that 
serves their own desires (for a ‘normal’ child)? surgical publications stating that 
surgery should optimally take place within months of  birth offer a clue that 
giving the parents time to weigh up the options is not high on the agenda. 
Indeed, some texts specifically state that surgeons may feel frustrated when 
parents do not agree with the course of  gender assignment surgery that is 
recommended (e.g., Warne and Bhatia 2006).

even if  parents are allowed enough time and support to make good 
decisions, lindemann’s (2006) narrative analysis of  arguments that are used to 
endorse normalizing surgery for young children indicates additional problems 
that may arise. One of  the narratives Lindemann identifies concerns the self-
absorbed consumer. This narrative privileges notions of  self-fulfilment and self-
expression, suggesting that one can buy the things one wants in order to become 
a particular type of  person. it is worth thinking about the implications of  this 
narrative in relation to parents expected to make a surgical decision on behalf  
of  an atypically sexed infant. as lindemann (2006: 182) writes:

if  the master narrative of  the self-absorbed Consumer circulated widely is part 
of  parents’ … vision of  how to live, then might their motivation for using 
[normalizing surgeries for their children] stem partly from regarding their own 
children as ‘devices’ for self-promotion? Might they, for example, be ashamed 
of  a son or daughter whose appearance is abnormal, feeling that the child sends 
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the wrong message about who they themselves are? and there is a further worry: 
Might the widespread use of  these surgeries actually reinforce the power of  this 
master narrative?

such questions are particularly relevant to the notion of  the parent identifying 
with the child in order to make a good decision regarding cosmetic surgery. 
it would be useful to understand to what extent parents make such surgical 
decisions based on their efforts to identify with the child and consider what 
the child’s experience (of  their body and of  growing up) might be. similarly, it 
would be useful to understand to what extent parents’ decisions are led by their 
concerns for themselves, as highlighted by lindemann.

Given the complexities highlighted so far, it seems likely that a substantial 
amount of  time and support and information would be needed before a sound 
decision, led by the parent, foregrounding the child’s interests, could be made. 
this alone would jeopardize any plan to make surgical alterations within the 
first 2–6 months. As Kittay (2006: 205) writes:

While parents are expected to be attuned to their children, such identification 
is discouraged in parents of  children with intersex. Parents are not given the 
chance to imagine their children’s lives in any way except as in need of  immediate 
correction.

Further, research on adults’ decisions to undergo cosmetic genital surgery, 
in instances where they have had years to learn about the implications and 
outcomes and make an informed decision, shows clearly that even this is not 
necessarily enough to ensure that they absorb the information necessary to 
make a decision they will be happy with later, and that they understand the long-
term consequences of  the surgery (liao 2006).

Presented here are at least three key challenges faced by parents: first, 
identifying with the child; second, imagining a future for the child; and third, 
facilitating the child in living in a world where they are ‘different’. each of  these 
challenges require time and emotional resources that are unlikely to be found if  
there is pressure to consent to cosmetic genital surgery within the first months 
of  the infant’s life. as Kittay points out, the idea of  intersex is so foreign and 
unthinkable to many parents, and the way intersex futures may be presented 
to parents by doctors may be so negative, that if  ‘cosmetic genital surgery is 
presented to parents as a necessary adjustment, it is only too easy to understand 
why parents would consent to its performance’ (Kittay 2006: 205).
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Children and Normalizing Surgery

[Y]oung children first know themselves through their bodies. They explore 
their own bodies and experience the world with and through their bodies. … 
Changing a child’s body early in life alters one of  the only things a child knows. 
(asch 2006: 241)

When children see their parents spending … serious amounts of  time, money, 
and effort to ensure that they will be more like everyone else, they might 
interpret that expenditure as a sign of  parental love and commitment. But they 
are at least as likely to see the need for social acceptance as evidence that they 
are unacceptable. (lindemann 2006: 184)

Contrary to the claims that altering intersex children may be important for 
parents’ ability to bond with the child, asch argues that making such alterations 
before the child can be involved in the decision can be damaging precisely for 
the parent-child relationship throughout life. she writes:

the surgically altered child may come to appreciate her parents’ love, but she may 
also live with discomfort and anxiety that could come from suspecting that the 
parents needed her changed in order to love her. the surgery and the parental 
acceptance it achieved may damage the very self-esteem and self-confidence the 
surgery is intended to foster. (asch 2006: 240)

in considering the situation of  parents of  intersex children, and the question 
of  normalizing surgery, it is worth drawing parallels with other types of  
normalizing surgery that parents may be offered, for instance if  their child has 
a cleft lip and palate or achondroplasia. More could be done to engage across 
queer and disabilities studies literatures and listen to the stories of  people who 
have had—or have not had—such corrective surgery. it is worth questioning 
the idea that atypicality leads to a life of  dejection, and seeing that this idea may 
simply be untrue, depending on the geo-cultural location and the resources 
of  the family concerned. it is worth noticing how many other ways of  being, 
ways of  becoming, and opportunities for fulfilment there are for people who 
are visibly ‘different’. and it is worth engaging critically with the notions of  
difference and normativity.

Part of  the logic that is used to argue for early cosmetic surgery is that 
the visibly atypical child will be vulnerable to teasing, bullying, and ostracism 
throughout childhood.6 Casting the infant as vulnerable, as inspiring parental 

6 Bullying of  atypically-sexed children is reported, for example, by Wilson et al. 
(2004).
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anxiety, and as taking a bodily form that may be unacceptable (to the parents 
at first, and eventually to society at large) paves the way for arguing that 
cosmetic genital surgery is a kind, humane, rational course of  action. taking 
the perspective that the infant is not yet an embodied subject adds the final 
element needed to make a convincing argument for early surgery: if  surgery 
is done early enough that the child does not ‘remember’, then it will not be so 
traumatic and the child will adapt fully to the new body; that is, they will fully 
embody their new gender.7

if, by contrast, it were believed that the body remembers surgery, that the 
very young child who undergoes cosmetic surgery does experience profoundly 
the change to the only thing they know well (their body), that a sense of  being an 
embodied subject has already begun developing, and that children are not merely 
vulnerable, malleable, not-yet-subjects, how might that change the argument 
regarding whether or not to embark on early surgery? Which of  these tenuous 
understandings is enough to justify the continuation of  early cosmetic genital 
surgery for intersexed infants? What alternative understandings could emerge 
to make sense of  the alternative course of  action: to choose not to operate until 
the child is old enough to have meaningful input into the decision?

alderson (2006) offers empirical data showing how children can engage with 
complex emotions and issues around surgical decision-making. she writes about 
the importance of  moving beyond the view of  children as not-yet-persons. 
ethical decisions, she writes, require changes in attitude and require us

to move on from theories that perceive children as not-yet-persons but as 
possessions over which their owners / parents have rights; that regard children 
as developing projects who ought to be shaped and reshaped; and that assume 
children do not suffer as real persons do. (170)

stories told by people who have gone through, and sometimes eventually resisted, 
normalizing cosmetic treatments as children, suggest an embodied child-subject 
who is vastly different from the vulnerable intersex infant produced through 
texts arguing for surgery. At least some of  these stories reflect integrated, 
determined child-subjects who are perplexed and frustrated at adults’ attempts 
to change their appearance.

One commentator describes efforts to engage her in therapeutic attempts to 
normalize her appearance which, in her case, meant altering the way she walked. 
she writes that her mother

7 this kind of  argument is repeatedly cited, but the basis for it comes out of  the 
now substantially discredited work of  Money and colleagues (Money 1955, Money and 
ehrhardt 1972). 
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made numerous attempts … to have me go for physical therapy and to practice 
walking more ‘normally’ at home. i vehemently refused all her efforts. she 
could not understand why i would not walk straight. … My disability, with my 
different walk … having been with me all of  my life, was part of  me, part of  my 
identity. With these disability features, i felt complete and whole. My mother’s 
attempt to change my walk, strange as it may seem, felt like an assault on myself, 
an incomplete acceptance of  me. (rousso, quoted in asch 2006: 239)

Here, the parent-child relationship is viewed from a different perspective than 
that presented in many clinical texts. instead of  considering the normalizing 
treatment as helping the parent to bond with the child, we may consider it as 
threatening that bond by making the child question the parents’ love.

similarly, asch quotes a psychoanalyst who discovered that the boy with 
whom he was working was more concerned about parental love than about his 
own difference:

[T]he boy seemed to have been much more in need of  confidence of  his mother 
in him than in need of  normal arms. … the body one cathects from birth on, 
as it is and as it is perceived by the child, not the body as it could or should be, 
is what matters psychologically. any child is destined to invest, to cathect the 
body he has, as it is, which will soon become a basic part of  what he is. and this 
is the body that the mother has to acknowledge, to incorporate, to fuse with, in 
order to grant it psychological existence for the child, a safe, secure, existence. 
(lussier, quoted in asch 2006: 239)

Here, the process of  becoming an embodied subject is articulated in terms of  
cathexis.

Aspinall’s (2006) reflections on her own experience of  undergoing cosmetic 
treatment for her cleft lip and palate offer further insight into how the child’s 
bodily integrity—how their early sense of  themselves as embodied subjects—
may be completely at odds with adults’ fears for them as physically atypical 
not-yet-subjects whose bodies may be operated on. in recalling an early memory 
of  her grandmother’s response to her cleft lip, aspinall writes: ‘Did she want 
me to look better so that i would feel better? Or if  i looked better would 
she feel better?’ (14). and further, in relation to the same grandmother: ‘she 
attempted to console me, even though it seemed that it was she, not i, who 
needed consolation. at the time, i wasn’t thinking about who i could have been, 
but she was’ (14). aspinall writes about having to repeatedly decide, throughout 
her life, whether to have surgery to relieve the discomfort of  others.

if  bodies are made and remade (as Budgeon suggests), then the process of  
this making is not something that is only located, or must be located, in early 
infancy. Carrying out surgery in infancy stems from a notion of  the body as an 
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object with which we live, as something that is constant and with us (or houses 
us), and that it will be more traumatic to alter later in life than earlier.8 the 
body project of  the intersex person who was altered in early infancy, therefore, 
may be a project of  reclaiming, recapturing, re-membering that which is lost 
or has been altered.9 By contrast, the body project of  a person who has not 
experienced early cosmetic surgery may be much more similar to that of  any 
young person who may be dissatisfied with their body, who may find appeal in 
the consumer drive towards cosmetic surgery as a means to refigure the body 
to meet the needs of  one’s process of  becoming: a process of  actively crafting 
the self. Here, surgery does not need to be conceptualized as fixing something 
that is atypical, or correcting something that is wrong, but may be understood 
more like other body projects where the person concerned makes a series of  
decisions about their body over time rather than seeking a surgical quick-fix. 
the process of  learning about surgical and non-surgical options, the process of  
learning about the diversity of  bodily forms, the process of  learning about what 
surgery may and may not offer, need not be a quest for a cure but, rather, may 
be part of  a life-long exploration of  who one is and how one wants to be in the 
world. it takes time, both for parents and for their growing children, to engage 
with the various bodily possibilities that may be imagined, some of  which may 
be sought through medical intervention. such a project only makes sense if  the 
person deciding on body-altering technologies is able to make that decision for 
themselves, rather than having had it made for them.

Embodied Becoming: The Roles of Normativity and Shame

Waking up after an appearance-altering surgery, the child discovers that 
something has changed about her [body] … but she cannot ask what it is or why 
is has occurred, and she cannot understand what her father or mother might 
want to tell her. something confusing, probably frightening has happened to 
one of  the only things the child knows and trusts in the world, her own body. 
What is sacred in medicine and bioethics may be important to infants and young 
children also: bodily integrity. (asch 2006: 241)

8 For discussion of  the rationales behind surgeons’ preference for early surgery, see 
Woodhouse and Christie (2005). For an example of  the kind of  argument surgeons use 
to support their preference for early surgery, note that Marrocco and colleagues refer 
to the relatively ‘minor impact on the child psychologically (genital area knowledge and 
stranger anxiety begin after 12 months of  age) and easier management when the patient 
is still in diapers’ (Marrocco et al. 2004: 202).

9 For examples of  authors who write about such a project, see Chase 1998, Holmes 
2002.
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Parents, who are not hobbled by shame, are working to help their children accept 
themselves. (aspinall 2006: 23)

arguments for cosmetic surgical alteration of  infants’ genitalia rest primarily 
on assumptions about normative appearance being preferable to atypical 
appearance (roen 2004a).10 the quest for normativity assumes that there exists 
a normative reality, not just a normative ideal. However, as ‘Canguilhem put 
it, normality is … only the zero-degree of  monstrosity’ (Braidotti 2002: 174). 
What surgery offers is, strictly speaking, not typical genitalia. the post-surgical 
genitalia may look more typical, but not necessarily entirely typical. Furthermore, 
they may not have the sensation that genitalia would usually be expected to 
have (Creighton 2004, Crouch et al. 2004, Woodhouse 2004). and the cost of  
achieving these more typically appearing genitalia is high, taking into account the 
likelihood of  pain, shame, complications, the need for repeat surgery, and the 
effects of  medicalization on the child—such as time spent in hospital, holidays 
spent recovering, and efforts made to conceal what is happening. these effects 
of  medicalization inevitably are part of  the process of  embodied becoming: 
the surgically-altered child does not come into being as an embodied subject 
without such medical interventions on the body having an impact.11

if  we imagine the young child as a malleable not-yet-subject whose 
differences might usefully be erased surgically before they are old enough to 
remember (or complain), then such cosmetic surgery may make sense. if  we 
think of  medicine in general, and surgery in particular, as apolitical, and as 
having no role to play in promoting the wider societal acceptance of  difference, 
then using medical technologies to erase physical differences may seem quite 
reasonable (roen 2004b). if  we understand the subject in the terms suggested 
by developmental psychology, we may consider that there are critical periods 
prior to which particular developments have not taken place, and prior to which 
the effects of  surgery may be more easily integrated. But if  we imagine the infant 
and the young child as embodied subjects who, throughout their lives, continue 
to integrate bodily experiences into their sense of  self, into their understanding 
of  who they are in the world and how to engage with others, then how might 
we think differently about the decision to surgically alter sensitive, visible, 
tactile parts of  the body? How might we think differently about the decision 
to surgically alter parts of  the body that are saturated in cultural meanings, and 
that are central to the ways in which most human beings identify themselves?

10 For another critique of  this assumption, see Hegarty and Chase (2000). note 
that, for example, thomas defines the goals of  cosmetic surgical intervention in terms 
of  ‘restoring normality’ and ‘reconstructing normal external genital anatomy’ (thomas 
2004: 47).

11 For example, see alderson et al. 2004.
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if  we imagine that the very act of  erasing difference is inevitably political, 
repeatedly reinforcing the understanding that difference is undesirable, ugly, 
or wrong, then we might come to an alternative conclusion about corrective 
surgery for young children. if  we think of  the young child as an embodied 
subject, continually in the process of  becoming, and we see our role, as adults, 
as involving the facilitation of  that process of  becoming, then how would the 
possibility of  surgically altering parts of  that child’s body be regarded? What 
kind of  embodied subject is imagined, and how is the adult’s role of  facilitation 
understood, when the decision to surgically alter the genitalia is made?

the stories told by adults who underwent cosmetic surgery in early childhood 
suggest that the effects of  this treatment on their process of  embodied 
becoming included a profound shaming. as Kittay writes, the surgical erasure 
of  difference is linked inextricably with processes of  concealment and shaming, 
despite parents’ best intentions in thinking

that their child should be spared the mark of  difference. While genital surgery 
promises the erasure of  that mark, parents and their children are faced with a 
lifetime of  concealment of  that difference, and with the shame and guilt that 
that concealment entails. (Kittay 2006: 204)

Here, we may consider shame as being profoundly about who one is and as 
potentially providing ‘an emotional basis for longstanding hostility, withdrawal, 
or alienation’ (scheff  2000: 95). it is precisely this kind of  alienation that parents 
and clinicians seek to steer the child away from, in going ahead with surgery; yet 
if  the process of  medicalization and cosmetic genital surgery results in shame, 
this alienation may well be one of  the consequences of  ‘corrective’ surgery. 
shame has also been described as arising ‘when there is a threat to the social 
bond’, or as ‘a bodily and / or mental response to the threat of  disconnection 
from the other’ (scheff  2000: 95) and shame is understood as a reaction ‘to 
rejection or feelings of  failure or inadequacy’ (96).

if  it is the role of  adults to facilitate the embodied becoming of  children, 
then how might the experience of  shame feature in this process? We might 
begin with the understanding that all people, in our process of  embodied 
becoming, experience shame. We are often taught to feel ashamed of  certain 
parts of  our bodies, and we are taught to feel ashamed of  and to hide certain 
bodily processes (schooler 2005). as a result, changes in bodily appearance and 
desires during adolescence can bring with them further shaming experiences 
(rosenkranz et al. 2000). it is necessary for many of  us to engage with the 
shame that comes of  being ‘different’ as embodied subjects, whether because 
of  size or sexuality or race or disability, for example. Given the cultural context 
where aspects of  every body are often understood to be shaming (Bessenoff  
2006), what can adults ideally do to facilitate children’s embodied becoming? 
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Would surgical removal of  potentially shaming body parts facilitate embodied 
becoming? Or does it reinforce the shameful feeling of  being different? Does 
the shame lie in the body part that is cut away—is the shame thrown out with 
the surgical waste—or does the shame reside in the embodied subject who 
bears the knowledge that s/he is different?

atypicality only makes sense, and only comes into being as something that 
might be erased, insofar as an imagined norm can be sustained. the norm—that, 
for example, males must stand to urinate and must have penises over a particular 
length—is reproduced through its repeated articulation (Butler 1993, Fausto-
sterling 2000). it does not exist as a prior fact. the norm—that, for example, 
females cannot have a clitoris over a particular length and that a girl should have 
a vagina—is surgically reproduced at the expense of  genital sensation, at the 
expense of  the child’s experience of  growing up with intact sexual anatomy, at 
the expense of  the child’s opportunity to avoid being medicalized.

Imagined Futures

in the cultural imaginary that parents draw on to envisage a future for their 
atypically sexed children, what possibilities are there for imagining the child’s 
future desires for sexual or intimate relationships? in the process of  deciding 
to proceed with early genital surgery, how are adults thinking about the impact 
of  that experience on future sexual relationships? While it may be difficult for 
parents to identify with the future sexual desires of  their child (Kittay 2006), 
avoiding thinking about this may lead to failure to consider them as anything 
other than an infant. such a failure would lead to an inability to make decisions 
that work in the child’s favour in the long term.

Many clinical texts concerned with early surgical processes lose sight of  the 
temporality of  intersex surgery: it is rarely acknowledged that the treatment 
of  an intersex child is about facilitating a life-long relationship with one’s 
body and relationships that involve bodily intimacy with others. in order for 
cosmetic genital surgery to have the intended effects, these kinds of  effects 
on adulthood intimacy need to be taken into account. Clinical texts relating 
to intersex treatment are more likely to refer to child-related issues than to 
questions of  adult sexuality. Where adult sexuality is mentioned, it is usually 
reduced to very functional and normative criteria, such as the ability of  the 
vagina to house a penis, or whether the patient marries. What is less likely to be 
mentioned is the experience of  the intersex adult in terms of  sexually intimate 
relationships (Creighton 2004),12 and their reflections on how their sexual 
anatomy figures in those relationships and whether or not, from that point 

12 For an exception, see Minto et al. (2001). 
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of  view, the surgery they went through as infants was worthwhile. also not 
adequately addressed in follow-up studies are the effects of  treatment on the 
level of  comfort and confidence with one’s body, that facilitate any engagement 
in intimate connections with others.13

if  imaginary bodies offer the idea of  embodiment as a process through which 
one makes sense of, and becomes through one’s body, drawing on culturally 
available images and symbols, then the possibility of  queer embodiment is 
potentially part of  the range of  what is available. Here, queer ‘is no longer the 
noun that marks an identity they taught us to despise, but it has become a verb 
that destabilizes any claim to identity … especially to a sex-specific identity’ 
(Braidotti 2002: 180).

if  a child’s early ‘intimate’ experiences are about having clinicians examine 
and alter their body, what more work does an intimate partner ultimately have 
to do to convince the person that their body is beautiful and loveable? How do 
people in queer embodied relationships affirm one another enough to overcome 
the derogatory messages we otherwise hear about our bodies? What role do 
health professionals have to play in facilitating queer embodied relationships, as 
part of  the process of  enabling queer embodied subjects to feel loveable and 
participate fully in adult relationships?

Further work needs to be done to think through the implications, for 
families with an atypically sexed child, of  queer embodiment and the role of  
intimate relationships in the process of  becoming in which parents hopefully seek 
to support young intersex people.

i use the term ‘queer’ in order to imagine spaces where difference may be 
embraced and celebrated, rather than needing to be erased. Here, queer offers a 
conceptual lever that enables us to dislodge the sense of  the norm as that which 
is natural and right, indeed, to dislodge the sense of  the norm altogether (turner 
1999). For this to work, and impact specifically on the lived embodiment of  
atypically sexed children (or more generally for lGBti people), there need to 
be families that support and nurture the queer in us (stone Fish and Harvey 2005). 
Without such nurturing, atypically sexed children very soon come to understand 
that their difference is the problem, rather than having any chance to find 
out about others who are like them and to take up opportunities to celebrate 
difference. like young lGBt people, young intersex people are subject to their 
parents’ normative concerns, heteronormative and gender normative pressures, 
and wishes to have a ‘perfect’ child—and that is not likely to be a queer embodied 
child. in addition to this, young intersex people are likely to be at the centre of  
intense medical scrutiny, which may span their whole lives and will certainly add 
to the number of  adults who are engaging in some kind of  surveillance over 
the development of  the young person—from the most intimate details of  their 

13 see, however, alderson et al. (2004).
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physical development, to aspects of  gender presentation and the development 
of  early sexual attractions. Under such scrutiny, what opportunities are there 
for the development of  an ability to take pride and pleasure in one’s physical 
uniqueness, to learn about and embrace one’s unique sex, to become a young adult 
who is ready to forge loving relationships that will sustain and support oneself ? 
these are the opportunities that must be facilitated—above all else—by adults 
who work and live with young intersex people.
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‘diagnosticism’: 
Three Cases of medical 

Anthropological Research  
into Intersexuality

lena eckert

Introduction

in this chapter i argue for the use of  the term ‘intersexualization’ rather 
than ‘intersexuality’, because the process of  the pathologization of  and the 
medical construction of  intersexuality is very complex and combines a variety 
of  disciplines. i prefer to use the term ‘intersexualization’, since i believe that 
there would be no such thing as intersexuality were it not for the process of  
pathologization that goes hand in hand with the construction of  intersexuality. 
Current debates between intersexed/intersexualized people address the fact that 
there are no or very few personal accounts on the issue by anybody who has not 
had surgery (Dreger 1999). therefore, one could also argue that intersexuality 
is actually an identity based on the experience of  medical treatment in the West. 
this is to say that intersexuality is a medical category which does not have 
any meaning outside of  a specific medical framework.1 Complex and detailed 
medical accounts and categorizations of  the different ‘intersex conditions’ are 
a precondition for the diagnosis to be made. in contexts where medicalization 
and pathologization are absent, intersexualization cannot take place; hence, 
intersexed people could not be identified as such!

an enormity of  publication in anthropology and in the medical and 
psychological professions produced in the second half  of  the twentieth century 
focuses on the identification and investigation of  so-called intersexuality and 

1 the experience of  medicalization and pathologization is not just central in the 
lives of  intersexed people, but is also responsible for possible self-identification as 
intersexed or as hermaphroditic and the subsequent resistance or critical stance towards 
the medical establishment; see Kessler (1998) and Tamara Alexander in Intersex in the 
Age of  Ethics (Dreger 1999).
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its subsequent pathologization, that is, the intersexualization of  some bodies. 
the years between 1970 and 1995 are especially crucial in the development of  
theories about and explanations for intersexuality and its identification as such.

in this chapter i focus on the interconnection of  ethnology, psychoanalysis 
and medicine (here namely endocrinology) by interrogating the collaborative 
work between four academics coming from these backgrounds, whose 
focus was on ethnography as a historically distinct method. In defining the 
specific pathologizing narrative which occurs in their work, I will focus on 
the collaborative works of  these researchers and their role in the production 
of  knowledge—the process of  cross-cultural intersexualization. i discuss 
therefore particular intersecting processes of  knowledge production in which 
assumptions about ethnicity or culture and assumptions about sexuality, gender 
identity and the body feature in intersexualization

The central figures in this process are Gilbert Herdt and Robert Stoller from 
Berkeley, both well-known academics in their fields. Herdt, an anthropologist, 
invited stoller, a psychoanalyst, and Julian Davidson, a physician, to join him 
in the field in Papua New Guinea to conduct research. Stoller later conducted 
research in the Dominican republic where he assisted the physician Julianne 
imperato-McGinley.

In the following, I will first explore the background of  Anthropology and its 
relation to Papua new Guinea, as well as the centrality of  sex and gender in this 
relationship. i will then look at the culture of  medical anthropology at the end 
of  the last century (represented by the collaboration between Herdt and stoller) 
by touching on Herdt and stoller’s work on clinical ethnography. in the subsequent 
part i will interrogate the collaboration between Herdt and Davidson, which is 
partly based on the research conducted by Herdt and stoller. i will then touch 
on another case represented by the collaboration between robert stoller and 
the physician Julianne imperato-McGinley which completes the picture of  this 
small time frame and exclusive (or specific) body of  work.

I chose these researchers because their work has been influential, and 
also because of  their trans-disciplinary collaborations in the process of  
intersexualization. each of  the researchers is familiar with the work of  the others, 
all of  whom are important and influential figures in their own disciplines. My 
specific interest lies on the merge-points of  their research, marked through actual 
collaborative work and through a complex system of  referencing. Citation is the 
catalyst for this phenomenon of  the ongoing problematization of  an issue which 
otherwise would not necessarily produce such an interest. the sociologist roy 
Boyne suggests: ‘when it comes to citation, there is an order of  priorities, with 
scientifically established credentials appearing toward the top’ (Boyne 1999).2  

2 in a scientific system as advanced as the current one, search machines such as 
the Web of  Science or the Web of  Knowledge list the most frequently cited works on top 
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these accounts then support each other by cross-citation in order to foster the 
process of  intersexualization. in this context Judith stacey asserts in her work 
on ‘neo-family values’ that ‘through the sheer force of  categorical assertion, 
repetition, and cross-citation of  each other’s publications’ the issue in question 
is validated as a research object. the process of  intersexualization could 
therefore be described as an incestuous exercise which relies on reciprocal 
citation practices (stacey, 1997). the credibility of  the researchers is secured 
by these practices of  cross-referencing, and at the same time the process of  
intersexualization is fed with new problematizations which are necessary to 
provide reasons for and legitimization of  the research.

Anthropology’s Genealogy

anthropology is the ‘discipline that seeks to explain cross cultural variation 
in human behavior, and it takes as its subject matter the span of  human 
cultural behavior across time and space, focusing traditionally—although not 
exclusively—on social groups that do not or did not maintain written records’ 
(Kramarae and spender 2000: 65). anthropology could also be described 
as the science in which knowledge about the concept of  the human being 
accumulates. it is here where psychology, medicine, ethnology and other 
disciplines amalgamate to formulate ‘holistic and comparative’ (Brown 1998: 
1) knowledge about humankind.3 Of  course knowledge emerging from this 
kind of  study is subject to its temporary and spatial environment, to political, 
cultural and social codes and methodological traditions, even though this is 
often not reflected upon. However, to make statements about the concept of  
the human for a specific time and place, scientists and social scientists from 
these disciplines address each other’s findings in their research, contest each 
other’s views and build upon each other’s theories. the cross-cultural aspect in 
this regard is especially interesting and will be the focus of  this chapter. as will 
become clear, the claim of  a cross-cultural ‘truth’ of  intersexuality has a specific 
flavour derived from the formerly mentioned, cross-culturally expanded desire 
to medicalize and pathologize.

when a specific term/concept is searched for. self-citation is a frequent practice by the 
researchers under investigation.

3 to define anthropology is not an easy task, and i have chosen to use the broadest 
definition i could find. Dell Hymes in Reinventing Anthropology indeed emphasizes the 
impossibility of  giving an exact definition of  anthropology: ‘why does its makeup differ 
so much from one country and national tradition to another, even from one department 
to another?’ (Hymes 1969: 3). 
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in the very subject of  intersexualization these merging points have 
become knots of  knowledge that combine with categories like hetero- and 
homosexuality, normality and abnormality, the mind-body split and so on. 
Western systems of  knowledge weave themselves into the interpretation of  the 
field. The years between 1980 and today represent a very interesting knot of  
discourses about sex, gender and sexuality—represented through the research 
into intersexuality/process of  intersexualization. anthropology and ethnology 
descend from a tradition of  travel reports by Westerners who visited the various 
european colonies. their origins are thus colonial, having emerged in an era 
where the world was mapped out geographically and politically with a particular 
arrangement of  power relations and hierarchies embedded in the expansion of  
european empires. the mechanisms at work in the production of  knowledge 
about ‘other’ (other than the West) cultures are given distinct names, such as 
eurocentrism, Orientalism or Occidentalism (e.g., Chen 2002, said 1978, Young 
1990). Parts of  all of  which i see at work in the material examined here.

anthropology’s key strength however, is its attempt to comprehend the 
full range of  human cultural diversity. the attempt to see the world through 
the lens of  people different from ourselves has been central to ethnology and 
anthropology— but who is ‘ourselves’? Questions like this one and those over 
power and representation have already been posed to and by anthropologists 
(Probyn 1993, rabinow 1996, spivak 1989). Feminists have been especially 
critical of  ethnography, arguing that it is a traditionally masculinist methodology 
and interest (Mascia-lees and Black 2000, Mascia-lees et al. 1989). the 
methodologies of  modern accounts of  research into ‘the nature of  human 
existence’ have already been re-evaluated, modified and reworked due to 
theoretical challenges like poststructuralism and postmodernism (Clifford 
and Marcus 1986). these transformations in anthropology have shifted the 
perspective and emphasis from the ‘primitive’ to the ‘postcolonial’ (Knauft 
1999).

The Notion of Development Towards …

the ‘primitive’ was a prominent feature of  anthropology for the explanation 
of  non-Western countries and societies. the standards of  technology and 
societal organization of  the West were taken as the indicator of  sophistication 
and civilization against which the ‘other’, ‘underdeveloped’, ‘primitive’ and 
‘savage’ was measured. neville Hoad (2000) has shown how deeply Darwinist 
narratives, for example, are woven into the stories about and interpretations of  
non-Western countries and their cultures.

Siobhan Somerville has also discussed the influence of  Darwinist ideas on 
gender and sex research. she notes that ‘one of  the basic assumptions within the 
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Darwinian model was the belief  that, as organisms evolved through a process 
of  natural selection, they also show greater signs of  differentiation between 
the (two) sexes’ (somerville 1994: 255). this set of  ideas shaped sexology at 
the turn of  the twentieth century and has surely its reminiscence in research 
into gender, sex and sexuality as it developed throughout the twentieth century. 
At the end of  the nineteenth century, the acceptance of  Darwinism was total; 
human beings were conceptually connected with the smallest entity4 and the idea 
of  evolution with Man on top was established. every being was considered to 
have a place in the evolutionary process of  creation, and progress was perceived 
in those species that exhibited the greatest degree of  sexual difference, as well 
as procreative heterosexuality. the notion of  sexual dimorphism as the pride 
of  creation is central to the process of  intersexualization. in the Darwinist 
tradition parsed through ‘natural selection’, the differentiation between the 
sexes became a sign of  an evolutionary progress towards civilization. Working 
within the Darwinian tradition of  sexual dimorphism, late nineteenth century 
sexology developed the concept that ‘male’ and ‘female’ were innate structures 
in all forms of  life, including human beings, and that heterosexuality was the 
teleological necessary and highest form of  sexual evolution. Havelock ellis 
suggested, in terms echoing the Darwinist tradition, that ‘since the beginnings 
of  industrialization, more marked sexual differences in physical development 
seem (we cannot speak definitely) to have developed than are usually to be 
found in savage societies’ (ellis 1911: 13).5 Ulrike Klöppel concludes that 
hermaphrodites were therefore at that time regarded as ‘atavistic monstrosities’ 
(Klöppel 2003: 161).6

The very influential and widely read 1890 publication, The Evolution of  
Sex by Patrick Geddes and arthur thomson, states that ‘hermaphroditism is 
primitive; the unisexual state is a subsequent differentiation. The present cases 
of  normal hermaphroditism imply either persistence or reversion’ (Geddes and 

4 Which over the years and centuries has become smaller and smaller; now we have 
reached the level of  hormones, chromosomes and genes.

5 For the following decades this notion shall remain and influence ethnographic 
accounts on intersexuality, as will be explained further down. 

6 intersexuality as a physiological and psychological category has since been 
associated with ‘atavism’, which is an inhibition in bodily and/or psychological 
development. this is an explanation that is still given to parents in the West whose 
child has been intersexualized: they are told their baby is unfinished. this means the 
intersexualized baby is supposedly not fully developed as distinctly male or female, even 
though in most cases their bodies are perfectly healthy. the problem of  a clear category 
of  male or female obviously also concerns the sexual orientation of  the child; you 
cannot say the intersexualized adult is homo- or heterosexual if  their sex is not clearly 
defined. this is due to the heterosexual matrix in Western societies, as Judith Butler 
(1990) has shown.
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thomson 1890: 80). the notion of  natural selection made it possible to view 
hermaphroditic bodies as anomalous ‘throwbacks’.7 thus the hermaphrodite 
came to be seen as atavistic and unfinished in its development. Although 
Havelock ellis noted that ‘[s]trictly speaking, the invert is degenerate’ (Dreger 
1998: 138) he did not like the term and made clear that he only used the term 
in the most scientific sense, which meant that the hermaphrodite ‘has fallen 
away from the genus’ (Dreger 1998: 138). iwan Bloch states in The Sexual Life of  
Our Time (1908) that ‘the contrast between the sexes becomes with advancing 
civilization continually sharper and more individualized, whereas in primitive 
conditions, and even in the present day among agricultural labourers and the 
proletariat, it is less sharp and to some extent even obliterated’ (Bloch 1908: 
58). Declarations of  this kind can be read as a response to the empowerment 
of  women, and the challenging of  heteronormativity by homosexuals. Medical 
authority was cemented—a socially ambiguous bodily condition was altered 
into a pathological threat that could be classified, categorized and, thus, banned 
through medicalization. Clearly, the notion of  ‘development towards …’ is deeply 
ingrained in research by Westerners in non-Western societies in which the own 
culture and gender regime is set as the highest possible form of  development 
and ‘civilization’. the social value of  community, non-capitalist production, 
non-exploitative cohabitation, hierarchy-free organizations of  society, and 
respect for nature were excluded from the hegemonic, Western assessments of  
‘civilization’.

The mind of  the ‘savage’ also had a specific function in this discourse. 
lucien lévy-Bruhl, a philosopher and ‘armchair anthropologist’, published 
various texts on the ‘primitive mind’ and the ‘essential difference between the 
primitive mentality and ours’ (lévy-Bruhl 1975: 4). Freud rested his theories 
developed in Totem and Taboo ‘on the parallels between primitives and neurotics’ 
(seshadri-Crooks 1994: 190). Freud also relied on Charles Darwin’s theories 
about the arrangements of  early human societies and located the beginnings of  
the Oedipus Complex at the origins of  human society. seshadri-Crooks notes 
that ‘the difference between the savage and the civilized man is expressed on a 
diachronic axis, as a temporal difference in “our past” and is not subject to an 
interchangeability of  the actors’ (195). Again we find the model of  development 
towards … intrinsically interwoven into the very history of  psychoanalysis and 
psychology. the process of  intersexualization emerges in these theories as well, 
since supposedly normal psychological development towards a male or female 
heterosexual gender identity is conceptualized in terms of  maturity (Hird 
2003: 1075). a powerful association between sexual development and maturity 
has emerged from the early theories on sexuality and gender identity; Freud 

7 Geddes and thomson discussed Darwin’s theory of  sexual selection at length in 
the first chapter of  their book (Geddes and thomson 1880: 3–31).
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emphatically states in 1905 that ‘every pathological disorder of  sexual life is 
rightly to be regarded as an inhibition in development’ (Freud 2000: 208).8

Colonized and Clinicalized Papua New Guinea

research in Papua new Guinea and Melanesia and ethnographic writing in 
this geographical area informed many of  anthropology’s central paradigms in 
the 1970s and early 1980s (see Josephides 1991: 145) and has been especially 
occupied with gender and sexuality. Because of  its cultural diversity of  
linguistic and cultural features, Melanesia and new Guinea had a special place 
in the anthropological understanding of  human cultural variation. Knauft has 
described the relationship between Melanesia as a vibrantly changing world 
area, and anthropology as a vibrantly changing discipline (Knauft 1999: 3). 
He lists more than 20 different researchers who have conducted field work on 
gender and sexuality in Papua New Guinea; one of  them was Gilbert Herdt 
(Knauft 1999: 222). Gilbert Herdt is one of  the most prominent researchers in 
this field. His extensive ethnographies on Papua New Guinean culture are well 
known and had great influence on future ethnological publications. In Herdt’s 
work, two different strands of  anthropology merge: medical anthropology and 
psychological anthropology, which is here called clinical ethnography (Herdt and 
stoller 1990). Herdt’s work is both exemplary and foundational, and so i want 
to analyze how researchers from the West on the one hand are subject to and 
on the other hand foster certain processes of  exoticization, pathologization and 
colonization even though they attempt otherwise. the works of  Herdt, stoller 
and Davidson are representative for a specific time and a specific movement 
from one side of  the globe to another and, of  course, of  the connected 
academic, political and cultural situation.

However, the genealogy of  anthropology, ethnology and ethnography 
as academic disciplines is diverse, and as Knauft states, ‘colonialism and 
ethnography, like modernism, have been neither monolithic nor monolithically 
evil’ (Knauft 1994: 396). However, in this chapter i intend to explore certain 
pitfalls of  anthropology and its methods.

at the beginning of  the twentieth century, Margaret Mead (1930) and 
Bronislaw Malinowski (2005) studied systems of  sexuality and gender in Papua 
new Guinea, laying the grounds for later studies not just in methodological 

8 the rhetorical gymnastics used to justify surgical intervention in intersex identified 
newborns also draws on this notion of  development. the parents are not told what the 
physicians believe but what the parents are thought to be able to cope with the best. 
this is the notion that their child is not fully developed yet and that the physicians have 
to operate in order to secure full sexual differentiation. 
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terms but also in terms of  the general development of  the discipline of  
anthropology/ethnology. Malinowski and Mead’s findings, along with other 
ethnological findings, were thought to challenge the supposed universality of  
the heteronormative and dichotomous orders of  Western societies. However, 
theories of  gender/sexual identity and ethnological investigation in other 
cultures show a specific universalizing impetus (e.g. Best and Thomas 2004). In 
particular, clinical ethnological research into intersexuality shows an interesting 
feature of  subjection to Western modes of  bio-power, a concept Michel 
Foucault introduced (Foucault 1977) and which delineates the application of  
bio-medical knowledge and technologies to the regulation and the disciplining 
of  bodies and individuals.

in general, the growth and expansion of  bio power in Western contexts has 
led to shifts in paradigms concerning modes of  investigation, research methods, 
research questions and of  course outcomes. the disciplines of  psychology 
and psychoanalysis, sexology and biomedicine (including disciplines like 
endocrinology, neuroscience and many more) have changed the perspective of  
the body, the self  and sex, gender and sexuality. the discursive production of  
‘sex(ual) difference’ is a condensation of  norms that are repeatedly articulated. 
Judith Butler sees these productions of  normalizing power as necessarily and 
forcefully fostered by a repressive violence that constructs a divide between 
bodies that matter and other abjected bodies (Butler 1990).

the process of  intersexualization can take on different forms in regard to the 
production of  the abject. normalizing powers are at work in intersexualization, 
including powers of  both erasure and production. repression is most obvious 
in the method of  erasure, but what about the methods of  production? What are 
the reference points for a possible production of  the intersexualized subject?

Various symbolic organizations of  non-Western societies which show 
different, multidimensional cultural and societal compositions in regard 
to gender, sex and sexuality have been used to demonstrate that Western 
conceptualizations of  sex and gender do not represent a universal and 
obvious biological fact. these demonstrations have fostered the argument 
that the supposedly natural, binary sex-gender-system depends on a range of  
disciplinary cultural, symbolic and structural regimes. However, the assumption 
of  two very distinct formations of  gender identity seems to inhere in most 
of  the research related to intersexualization. For example, clinical research 
with its view of  gender as exclusively male or female and refusal to consider 
its own gender bias while conducting research in non-Western societies, has 
taken those commitments into the field. Thus, some research solely represents 
a projection of  a Western fantasy of  an ‘exotic’ and ‘other’ symbolic order. this 
specific kind of  anthropological research, especially that which relies on clinical 
methods, into third/fourth/fifth/and so on ‘sexes/genders is (mis)guided by the 
attempts and wishes to fully understand and describe these complex structures 
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and relationships as a unified category, failing to realize that the object is not 
subsumable under any One single category’ Westerners could imagine (eckert 
2008: 43).

as i have argued elsewhere it is not just the invention of  one or more 
additional positions for supposedly non-normative identities which i consider 
problematic ‘but the move to draw on bio-medical categories to argue for 
the historical and social validity of  this identity position’ (eckert 2008: 42). 
Especially in the figure of  the intersexualized or the hermaphrodite, some 
Western scholars have sought to find the perfect site for the investigation of  
the concordance between ‘biological sex’ and gender, while the underlying 
assumption of  their concordance has never really been questioned (see, for 
example, edgerton 1964, Herdt 1994, Herdt and Davidson 1988, imperato-
McGinley et al. 1974, 1979). intersexualization is based on the fragmenting 
and categorizing methods of  the bio-medical sciences of  the West and finds its 
counterpart in the development-focused psychology of  the West. Parts of  this 
body of  work and its methodology are scrutinized in the following sections.

Shifts Towards the Medical in Anthropology

a 1980 discussion in the Medical Anthropology Newsletter on ‘the growing interest 
and activities in clinical anthropology’ epitomizes the academic climate from 
1980 to the present. the editors invited ‘a number of  colleagues to have thoughts 
on the general topic’ (14). this open forum mirrors the change in the academic 
landscape and gives an account of  the different perspectives academics take 
on the issue. there was obviously a growing interest in the combination of  
anthropology and clinical methods. The forum reflects diverse attitudes towards 
institutional knowledge production and underlying rules. there surely is a claim 
for critical re-evaluation in the discipline to be detected, but also a relatively 
free space for experimenting. Shiloh defines two separately developing fields of  
study, the first of  which is ‘ethnographic medical anthropology’ and the other 
‘clinical medical anthropology’. He distinguishes very clearly between analytical 
and applied anthropology. therapeutic anthropology for him ‘begins with the 
fact that illness and death are culture-derived, and operates on the premise 
that treatment and recovery are most effective when rooted in the patient’s 
therapeutic world’ (shiloh 1980: 14). Peggy Golde stresses the interactionist 
nature of  the anthropological therapeutic setting and argues for an ‘alliance 
of  practitioner and client rather than’ the methods of  intervention ‘being 
predetermined by the health specialist alone’ (Golde and shimkin 1980: 16).

Hazel Weidman’s contribution brings up an interesting point by arguing that 
the ‘term “clinical anthropology” should be reserved for those anthropologists 
trained and licensed (certified) to practice some form of  counseling or other 
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therapy’. Weidman herself  feels ‘that the terms “anthropological clinician” or 
“anthropologist clinician” might be more appropriate in this regard’ (Weidman 
1980: 16). What we can see from this discussion is that at this specific time 
a lot of  interesting things were brought up concerning the institutional 
legitimization, development, localization and justification of  some kind of  
mixture of  anthropology as a system of  the production of  knowledge with 
very diverse forms of  application.

Gilbert and Robert: The Clinical Ethnographers’ Secret

the trend of  anthropology going medical or clinical can also be observed in the 
works that are under consideration here. But first I want to give some insight 
into the overall institutional and academic preconditions that the researcher of  
interest brought to the field and their collaborative works.

Biographic Portraits

it was in 1975 when Gilbert Herdt was working as a PhD student in Papua new 
Guinea that he first heard of  Robert Stoller, psychiatrist and psychoanalyst. 
Herdt had studied with Derek Freeman and roger Keesing at the australian 
national University. He also had established mail contact with Georges Devereux 
and other (psychological) anthropologists. Herdt worked with the sambia9 (a 
pseudonym), a people of  the Papua new Guinea Highlands. Herdt realized that 
eroticism and sexuality were central to his work in the field, and, therefore, felt 
that he should have some guidance from a psychologist. He started writing to 
Stoller, mainly notes from the field. Stoller got interested, visited and supervised 
Herdt in Papua new Guinea and later also invited Herdt to the University of  
California, los angeles, to become a postdoctoral fellow at the neuropsychiatric 
institute. this was the beginning of  long-lasting teamwork that would only 
end in the year of  stoller’s death in 1990 when their last collaborative work 

9 the term sambia has been used as a pseudonym for the people by Herdt to 
‘protect’ them. the question that arises here is, from whom? Or is it rather a protection 
of  Herdt’s own work? it could be that this pseudonym has been used so that no one else 
could go and interrogate and maybe contest Herdt’s findings; cross-checkings are made 
impossible. the paternalistic gesture which is inherent in this giving of  a pseudonym 
could also be interpreted as the wish to produce hermetic, universal knowledge about a 
specific field, a specific people. to use the source of  information in an anonymous way 
is to claim universality, especially when it comes to the production of  knowledge about 
socio-cultural organizations of  bodies and desires which are published for a Western 
audience.
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was published. From 1978–85 Herdt was a member of  the Gender identity 
research Clinic at the University of  California, los angeles. Herdt received his 
PhD in anthropology from the institute for advanced studies at the australian 
National University in 1978. In 1979 he received a Post-doctoral Certificate in 
Psychiatry at the neuropsychiatry institute at the University of  California, los 
angeles.

robert stoller wrote several books and numerous papers on the topic of  
human sexuality—transsexuality, transvestism, erotic imagery (pornography), 
sado-masochism as a pathological expression of  sexuality (as distinct from 
sM10 practices and subsequent self-identification), and homosexuality—usually 
from a psychoanalytic viewpoint. He also was a member of  the Psychoanalytic 
research society.

in stoller’s early theories the assumption of  a ‘biological force’ was used as a 
weapon to defeat the purely constructivist approach to the character of  gender 
identity development (stoller 1964). stoller then essentialized ‘gender identity’ 
as he assumed a ‘biological force’ to be responsible for one’s self-image as male 
or female.11 in fact, stoller is well known to researchers of  gender, sex and 
sexuality since he coined the distinction between sex and gender in 1986 (stoller 
1968). this distinction has made possible a vast amount of  research into gender, 
including from a feminist point of  view, but the distinction per se has produced 
the problem of  the essentialization of  the so-called ‘biological sex’.

The Setting

In a 1987 article, Herdt and Stoller reflect on their academic relationship and 
its influence on Herdt’s development of  the concept of  clinical ethnography. this 
new method was influenced by Stoller’s supervision of  Herdt’s fieldwork from 
the perspective of  a psychiatrist and psychoanalyst.12 in 1990 stoller and Herdt 
published Intimate Communications, where they describe at length how their 

10 sM as being reclaimed from the medical establishment (Downing 2007).
11 interestingly, the case study stoller used to substantiate this idea was proven 

wrong at a later stage. it was the well-known agnes case in which the assumed ‘biological 
force’ was revealed as the result of  the intake of  the pill by the patient in order to 
foster feminine features (also in Garfinkel 1967 and Kessler and McKenna 1978; critical 
review in Denzin 1990, 1991).

12 another collaborative work has been ‘Der einfluss der supervision auf  die 
enthnographische Praxis’ (The influence of  supervision on ethnographical practice; Herdt 
and stoller 1987). in this article Herdt discusses his increasing awareness of  how he 
himself  influences the settings of  his fieldwork. He does not explain the modes of  
the new method he invented. However the article ‘is indeed as it claims to be rather 
an ethnography of  a supervision’ (Herdt and stoller 1987: 193) than a reflection on 
ethnographical practice itself.



CRITICAL INTERSEX

��

relationship has grown and how their clinical methods developed subsequently; 
indeed, they announce in the preface that they ‘use [their] ethnographic dialogues 
to rethink method’ (Herdt and stoller 1990: ix).

Clinical ethnography, as Stoller and Herdt define it, is the concentrated study 
of  subjectivity in a cultural context and, therefore, focuses on a micro-social 
understanding of  primary sexual subjectivity and individual differences in cross-
cultural communities. Herdt describes the distinction between anthropological 
ethnography and clinical ethnography as ‘(a) the application of  disciplined 
training to ethnographic problems and (b) developmental concern with desires 
and meanings as they are distributed culturally within groups and across the 
course of  life’ (Herdt 1999: 106). according to Herdt, clinical ethnography, 
while connected to sexual culture, produces an outcome that tries to understand 
‘the creation of  sexual standards as absolutely central to the production of  social 
and personal reality’ (Herdt 1999: 110). Furthermore, Herdt describes what 
the construct ‘sexual culture’ is and states that clinical ethnography will ‘allow 
for greater diversity in sexuality across cultures, and hence … oppose sexual 
chauvinism in all its forms’ (Herdt 1999: 111). to some extent this might have 
been achieved, but the practice of  clinical ethnography whenever adapted to the 
investigation of  sexual culture has fostered a very strict notion of  what the sexes, 
genders and sexuality seem to be when viewed cross-culturally. in a footnote 
in Intimate Communications, Herdt and stoller (1990) note that ‘the connotation 
and treatment—of  the clinic—is not intended in clinical ethnography’ (29). 
However, their interviews and methods demonstrate otherwise.

Herdt and stoller did not seem to be particularly concerned with the 
ethical nature of  their newly developed method of  clinical ethnography. indeed 
the academic atmosphere seems to have been ripe for the introduction of  
their approach. However, clinical ethnography appears to be a strange kind of  
approach to take for an anthropologist who has had very few experiences with 
psychoanalysis and for a psychoanalyst who does not have any knowledge about 
either ethnography as such or the geographic and cultural site in which he is 
producing a therapeutic setting. ethnography as such is a method of  gathering 
data about a specific culture and is guided by qualitative and quantitative methods. 
Kaufman (1980) refers to the definition of  ‘clinical’ found in the dictionary, 
which is quite clear about the setting that is invoked in this term: ‘pertaining 
to a sickbed or a clinic’ (17). So what we should be prepared to find in clinical 
ethnography is a gathering of  data about an illness and its cure at the same time. 
the informant in such an epistemological system is not just an interviewee but 
becomes a patient through this specific mode of  interrogation. The ‘clinical’ 
in clinical ethnography implies that there is a pathological appearance in need 
of  treatment, which is rather astonishing when it concerns a whole population 
onto which this ethnography is practiced.
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The Session

Only one of  the collaborative works by Herdt and stoller was explicitly involved 
with intersexualization: Sakulambei—A hermaphrodite’s secret: An example of  clinical 
ethnography (Herdt and stoller 1985).13 stoller came to Papua new Guinea 
specifically to undertake this research and assisted Herdt in interviewing the 
person(s) under consideration. the paper is an un-complete transcript of  the 
interview during which stoller and Herdt make sakulambei believe that they 
want to know about his profession as a shaman. stoller was introduced as an 
american ‘shaman’, to the sambia, and the characterization is played out several 
times in the interview with sakulambei who, since he is a sambia shaman, 
is supposed to identify with stoller on a certain level or at least to perceive 
stoller as a colleague with the same knowledge and experience of  practice and, 
therefore, to be more open about his secret(s). Before the interview, sakulambei 
is made to believe that Herdt’s and stoller’s interest in him is based on his 
shamanic activities and knowledge; the real agenda however, is to find out about 
his hermaphroditism.

H: Yesterday Dr stoller talked to you about the kind of  work he does. He said he 
was pleased to be with you and was very pleased with your decorations.
sa:[Quietly] Uh-huh.
H:Yesterday he told you about his strength [jerungdu], which all three of  us use 
in our own work. this morning, too, you saw him use it with nilutwo [an adult 
informant, a man well known to us].
sa:Uh-huh.
H: What did you think of  that?
sa: no thoughts what ever he says. i can follow that. that’s all. [the resistance 
stiffens.]
H:Hm.
sa: Yeah: Whatever he wants to talk about is all right.
H:[to s.] He says he’ll do whatever you want. (Herdt and stoller 1985: 128)

Herdt and stoller continue to ask sakulambei what he thinks about the hypnosis 
stoller tried to practice on nilutwo and which, according to stoller’s own 
view, failed entirely. sakulambei tells them that he thinks the performance was 
‘really good’ and stoller concludes that ‘it was in a realm that he’s (sakulambei) 
familiar with’ (129). However, they don’t go further into this area because it is 
not really what interests them. earlier, Herdt had tried to get information from 

13 this article was later published again in the collaborative book Intimate 
Communications in 1990. This book has provoked some very polemical reviews; see, for 
example, Gell (1993).
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sakulambei about his hermaphroditism but ‘could not get him to discuss’ it, 
though Herdt ‘wished very much to learn about [it] as another kind of  “control” 
case for understanding the origins and dynamics of  sambia gender identity’ 
(126). Wishes such as Herdt’s are a very common feature in the process of  
intersexualization, since the abnormal is thought to serve as the defining feature 
of  the normal. Judith Butler’s elaboration on ‘the abject’ is a valuable tool to 
dismantle the process of  intersexualization, because it shows how the process 
of  intersexualization, through positioning ‘normal’ bodies as dependent on 
‘other’ and ‘abjected’ bodies or identities, constructs the normal (Butler 1993, 
Holmes 2008). Here the ‘other and abjected’ body is a two-fold one; it contains 
the other-than-the-Western-body and the other-than-the-binary-sexed-body. 
However, what Herdt and stoller are trying to get from sakulambei is not so 
easily obtained; therefore, they deploy some interesting gymnastics to convince 
sakulambei that he can trust them.

S: What do you want to know that will be difficult for him to answer unless we 
help him respond safely?
H: What is his sex life now?
s: You might not get that so easily.
H: [exasperated] i haven’t been able to get it.
s: He turned you away? Or you haven’t dared ask?
H: i was just preparing to move into these sensitive areas when it stopped.
s: i see. Could you—uh —
H:—if  somehow i could shift some of  the responsibility to you. …
s: that’s what i was going to say —
H:—but do it differently —
s:—but do it differently—try this on: tell him that i put my power into you. 
Would that make sense? not to the extent that you are me. But that i have put 
it into you. not just taught it to you, but [s. makes a noise here like an electric 
drill—‘bzzz’: the feeling is implanted in me.] put it into you so that he is safe 
when he talks to you about these things. [emphasizes] ‘I will protect him because 
i put into you the capacity to protect him.’ (Herdt and stoller 1985: 130)

This excerpt from the transcript is rather frustrating; one cannot really tell 
which impression stoller was trying to give. We can only guess what stoller had 
in mind when he ‘bzzzed’ Herdt. there surely was some kind of  transference/
translation necessary between stoller and sakulambei, since stoller did not 
speak sakulambei’s language. Herdt and stoller have discussions in english in 
sakulambei’s presence, and Herdt decides what to translate for sakulambei. 
Herdt, himself  only speaks Pidgin, which is sakulambei’s second language, 
so stoller and Herdt both face major interpretive obstacles in transmitting 
information. Gell concludes concerning this fact that the ‘level of  personal or 
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cultural insight communicated in Herdt’s interviews is low indeed. and what any 
of  this’ Gell wonders ‘has to do with properly conducted psychotherapy beats 
me. A common language would appear to be prerequisite; but not, evidently for 
‘clinical anthropology’ (Gell 1993: 839).

the informant/interviewee in the situation described has never agreed to 
subject him/herself  to therapy or even knows anything beforehand about the 
situation which will be produced in the interview. A specific flavor is added 
to relationship between interviewee and interviewer; hierarchies are cemented 
through the process of  pathologization and medicalization. Gell observes this 
process in his review and states that ‘Herdt and stoller torment their informant(s), 
and what is more, revel in their power to do so’ (Gell 1993: 839). Herdt, in 
his biographic portrait of  sakulambei in the introduction to the paper, stated 
that ‘this paper reflects on his (Sakulambei’s) life, its public and secret stigmata, 
especially the private secret he dared not share with anyone, and the relationship 
with us that allowed him to share’ (Herdt and stoller 1985: 118). there is an 
interesting feature to be found in this statement—it is the assumption that the 
mode of  Catholic confession, as explained by Foucault in The History of  Sexuality 
(Foucault 1978), the act of  talking about an earlier experience that bothers you 
will relieve you from the associated pain. Foucault has convincingly shown that 
this practice is intrinsically connected to the acquirement of  power by the one 
who listens over the one who confesses. Moreover, the interview is put down in 
every detail and contains a number of  problematic sequences in which stoller 
and Herdt assume how sakulambei might be feeling at the very moment which 
is depicted in the following quote from the interview:

s: Does he want to cry? He may.
H: i thought he was about to, on the verge.
s: Does he …he … want my permission? is it the wrong thing to do in this 
society?
H: it is the wrong thing.
s: it is all right with me. (Herdt and stoller 1985: 147)

stoller guides Herdt through the process of  questioning the interviewee by 
telling him to assure him that they are not going to harm him. However, the 
secret that is revealed could only be discovered through a lie which Herdt 
decided himself  to tell the informant/patient.

H: I’ve figured out a way to ask about his sex. But it would be better if  you asked 
him. … this may be premature, but we don’t have very much time. so, if  you 
can somehow convey the message that shamans (kwoolukus) are … if  somehow 
is can be conveyed that strong kwoolukus are also masculine shamans …and 
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masculine men …who have erections, who screw women, who produce babies 
… (Herdt and stoller 1985: 134)

We learn a lot here about Herdt’s conceptualization of  gender. a masculine 
man for him has a penis and erections. this man uses this penis to engage 
in reproductive sex with women. in the biographical note about sakulambei 
they stressed that ‘saku has always been known as an enthusiastic and skilful 
fellator’ (in initiation rites) and that he continued to be a fellator (after the 
normal period for initiates; Herdt 1985: 123). Herdt mentions the concept of  
‘ritualized homosexuality’ only peripherally here in relation with the person’s 
sexual orientation and moreover with his gender and sexual identity. it seems 
questionable whether any kind of  concept of  Western sexuality can be applied 
here, if  one looks at Herdt’s earlier work on the sambia, which describes a 
society which has initiation rites that include ‘semen practices’ and segregated 
huts and living spaces for men and women.14

We also learn about stoller’s self-conception in the following, as stoller says 
in response to Herdt’s questions quoted above:

s: [spontaneously] tell him: me.
H: Yeah.
s: is that the approach?
H: i am thinking now that that’s how i can do it. [s. provides suggestions.] [to 
sa.] Dr. stoller wants to ask you more about your shamanism. He says, “the way 
of  our shamans—he is talking about himself—is that a certain kind of  shaman 
becomes a certain kind of  man.” [slowly] now this kind of  man develops just 
like everyone: First he’s a child, then he grows up. then, he says of  himself, “i 
found a way that i became a man. “and he wonders whether it was the same for 
you, or if  it was different for you?
sa: this shamanism here…
H: Yeah [softly almost a whisper].
sa: Oh, this … i don’t know. [sa is engaged here.] Before did Yumalo do the 
same? i’m not sure.
H: [enthusiastic] Oh, but he isn’t talking just about familiars, he’s talking about 
his body too.
sa: this kwooluku?
H: no, no—of  his very body. [spontaneously to s.] i’m going to do something 
that’s not quite ethical, but i’m going to leave that language vague enough so 

14 Deborah elliston has powerfully dismantled the underlying conceptualizations 
of  sexuality in the ethnographic identification of  ‘ritualized homosexuality’, as will be 
discussed later in this chapter.
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that he may suspect that you are … you may have some hermaphroditic qualities 
… [pause].
s: Good. [i do, in the sense that i can work with hermaphroditic patients in such 
a way that a few thought i was a hermaphrodite. that is why i said “good” and 
felt that it was not unethical.] (Herdt and stoller 1985: 134)

Herdt tells sakulambei that stoller is also a hermaphrodite and that, therefore, he 
can trust him. Even though Stoller and Herdt reflect on their unethical behavior, 
for the sake of  their research and the desired outcome of  the interview, they 
continue with this practice and somehow even shift the responsibility to the 
informant’s ‘ability to project’ this narrative onto himself:

H: But i’m going to let him project it, if  he can do it.
s: Fine.
H: [to sa.] His appearance is real, but when he [s.] was born, they looked at this 
body and wondered: “this baby is another kind, or … they didn’t know for 
sure. now, when you see him, you see that he’s become the same as a man. But 
now he’s become a shaman. and now he’s a man, too. He’s the same as you … 
but when he was born, they thought he was a different kind. and so he wants to 
know if  it was the same with you.
sa: this … i don’t really understand you. [Pause. silence.] My kwooluku … when, 
before my mother gave birth. i don’t understand well. [He understands precisely 
but is dodging. still, compare to saku’s earlier sessions with H., he is now not 
frantic. Rather his voice is calm; he is not frightened.] (Herdt and Stoller 1985: 
135)

Herdt thinks that sakulambei does understand but is evading their presumptuous 
questions. However, as i read it, sakulambei seems to have thought that they 
wanted to know more about how it came about that he became a shaman. 
even if  sakulambei had known what they were after it seems quite obvious 
that he would not use the same terms to describe himself. the emphasis on 
difference that Herdt airs in this section reflects his desire to find the exception 
to the norm—his control case—for his other research conducted among the 
sambia. Can we assume that Herdt’s expectation of  what he was to get out of  
sakulambei guided the mode of  interrogation? indeed, sakulambei hardly says 
anything outside of  responding to Herdt’s questions; sometimes it seems as if  
sakulambei was capitulating to their view, perhaps to get out of  the awkward 
situation. But sakulambei’s rare and very short comments could also be read as 
a resisting practice. What is it that Herdt and stoller already know? and what is 
it they finally get? Sakulambei eventually tells them:
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Sa: They all looked at us at first—“I think it’s a girl,” that’s what they thought. 
and then, later, they all looked at us and saw that we had a ball [testes], and they 
all said: i think it’s a male.”
H: Oh-h
sa: they all say that. [Pause] and, likewise we’ve got cocks … and we’ve got 
balls.
H: Um-hm.
sa: But our water [urine] we all lose it in the middle [extreme hypospadias: 
urinary meatus in female positions, not at the distal end of  glans penis as in 
normal males] (sic!). Now all the same, could they—would they fix it? [Voice 
almost cracks from strain, he sounds close to tears.] Or … (Herdt and stoller 
1985: 140–41)

When Herdt (after talking at length to stoller about the information he has 
elicited from sakulambei) comes back to this question of  whether ‘it’ could be 
fixed; he adds that Sakulambei has to tell him more about himself. Herdt and 
stoller were surely expecting sakulambei to describe his body in detail at this stage 
of  the interview. even though sakulambei does not provide such a description, 
Herdt and stoller form a medical diagnosis (the one of  extreme hypospadias) 
according to their presuppositions about sakulambei’s appearance.

However, toward the end of  the interview, we learn something different. 
there had been a German businessman in the village, about twenty years earlier, 
when sakulambei was only a child. this man, called Gronemann, came with a 
government control agency passing through the sambia valley in the 1960s, 
undressed the 10-year-old sakulambei and took pictures of  him.

sa: […] and so—like this: He took our picture for no reason, and he didn’t 
pay us for it. … He didn’t give us good pay or anything like clothes. (Herdt and 
stoller 1985: 144)

stoller then realizes that he and Herdt have been behaving in much the same 
manner as Gronemann had, and so he assures sakulambei and the reader, that:

s: […] i will not take a photograph; I will not ever humiliate him; I will not ever 
let anybody know about him—i might let them know about somebody. [and that, 
reader, is, in reality, all you have been told.] that is, this story that we now have, 
as a piece of  our methodology, might be described. there’s no way we can tell 
him that it won’t make a difference. But i promise him that i will not—the most 
important thing—ever humiliate him. (Herdt and stoller 1985: 145)

i leave this quote to the judgment of  the reader, yet i want to come back to 
the aforementioned moment of  diagnosis which was based on the assumption 
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of  the appearance of  sakulambei’s body. We might ask here is if  there is really a 
difference in one or the other visual image obtained—moreover, this process has 
also taken place unwillingly, not-knowingly, and sakumlambei again remained 
unpaid.

i want to assess the method which is applied in stoller and Herdt’s work to give 
a (psychological) image of  the interviewee/informant/patient, and relate it to 
the methods frequently used in medical textbooks which discuss intersexuality/
intersexualization (e.g., Money 1968). such texts display photographs of  people 
whose bodies are fully displayed; the eyes are blacked out with a heavy bar. This 
technique is used to conceal the identity of  the person. However, the process 
of  taking the picture as well as the experience of  being gazed at, examined 
and diagnosed is sure to raise feelings of  shame and humiliation (Dreger 
1999). sakulambei’s experience with Gronemann has surely evoked similar 
emotions. What would he say about the image of  him that was again taken, 
exhibited and distributed, though conveyed through words and only obscured 
by a pseudonym? the information Herdt and stoller gathered in this interview 
was later re-used in a paper combining bio-medical and ethnographic research. 
Whereas a psychoanalyst and his method have featured in the paper described 
above, in the following it will be a physician and his method.

Pathologization and Intersexualization

The Subjects

in 1983 Herdt contacted Julian Davidson, who was originally trained in classical 
neuroendocrinology and behavioral endocrinology in animals. Davidson’s 
specialization was in rats and dogs, and he was well known for his research 
into the neuroendocrinology of  sexual behavior ‘of  rats and men’. Davidson 
held a number of  important positions; he was a Guggenheim Fellow at Oxford 
(1970–71), visiting scholar at the Battelle seattle research Center (1974–75) and 
visiting professor at the University of  illinois (1977) and University of  athens 
Medical school (1978–79). He later became a Professor at the Department 
of  Cellular and Molecular Physiology (previously named the Department of  
Physiology) at stanford University, California, where he extended his research 
to the relationship of  hormones and sexual behaviors in humans. His research 
included the role of  hormones in sexual arousal and behavior, sexual functioning 
in general, the influence of  pharmacologic agents on sexual functioning, and 
the social and cross-cultural aspects of  genetic abnormalities. His publications 
included The Biological Basis of  Sexual Behavior (with Gordon Bermant 1974). 
He was a founding editor of  the journal Hormones and Behavior. in 1983 Herdt 
invited him to visit him in the field and conduct endocrinological research 
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in support of  Herdt’s desire to defeat the study done by Julianne imperato-
McGinley (1974) in the Dominican republic (discussed below).

Behavioral Setting

the paper The Sambia ‘Turnim-Man’: Sociocultural and Clinical Aspects of  
Gender Formation in Male Pseudohermaphrodites with 5-Alpha-Reductase-Deficiency  
in Papua New Guinea (Herdt and Davidson 1988) describes the clinical data 
from a joint field study done by the authors in 1983. The authors collected 
information about 14 individuals, of  whom eight were already dead. Of  the 
six remaining, they could observe only five, of  which two were children. The  
three blood samples they took are discussed as ‘in the range regarded as 
signifying 5-α-reductase deficiency’ (Imperato-McGinley et al. 1974: 1214). 
and they conclude their research on the small-scale sample with the following 
words:

These findings on a small number of  Sambia individuals provide psychosocial, 
behavioral, and hormonal data supporting the diagnosis of  5-α-reductase 
deficiency. The Sambia, an isolated tribe of  interior New Guinea, provide an 
excellent example of  a naïve [emphasis in original] population of  5-α-reductase-
deficient males growing up and adapting to the traditional culture without 
Western medical intervention in their gender development and life-styles. (Herdt 
and Davidson 1988: 52)

the underlying assumptions of  this approach are intrinsically interwoven in a 
process of  othering which is based on the notion that ‘growing up and adapting 
to the traditional culture’ in a postcolonial society is a coherent process without 
interruption. the ‘traditional culture’ is seen as a monolithic, non-changing, 
‘naïve’ entity which is constructed as dichotomously different to the West. 
the West is here constructed as capable of  ‘medical intervention’ and is thus 
portrayed as sophisticated and progressive. the construction of  the object of  
research, ‘the people in the other culture’, is based on ethnic patterns which 
are derived from specific dichotomies, such as nature/culture, traditional/
developed, naïve/sophisticated and isolated/interconnected with others. this 
construction of  the other as such can be read as a process of  neo-racialization 
which functions through cultural references, such as ‘nature’, ‘traditional’ or 
‘isolated’.

interestingly, Herdt and Davidson use/assume psychosocial and behavioural 
data to support their bio-medical findings, but the actual blood samples were 
taken from 3 subjects who show very different psychosocial features and 
behaviour (Herdt and Davidson 1988: 44–50) from the sambia population onto 
which they map an extrapolated diagnosis. the information given about the two 
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children consists of  stereotypical descriptions of  their supposedly ambiguous 
yet more male-like behavior; they are more ‘passive and quiet’, yet one of  them 
behaves in a ‘boyish way’. the information about the adults shows the same 
pattern. two of  them are described as ‘never having inseminated boys’ (part of  
the semen practices), but one of  them is an enthusiastic fellator and ‘persisted in 
homosexual activity’ (which as well could be a semen practice he persisted in). 
the third one ‘likes to go out with women’ but to Herdt’s and stoller’s knowledge 
(or assumption) does not ‘engage in heterosexual intercourse’. another one ‘uses 
prostitutes’. The five subjects who did not live their adult lives as men are described 
as ‘not married’ and ‘larger’ than allegedly normal females. interestingly, all the 
psychosocial and behavioral descriptions of  the five subjects are (metonymically) 
reduced to assessments of  their sexual activity. Moreover, stoller and Herdt use 
their representations of  gender to construct the notion of  an ambiguous gender. 
Yet the representation is aimed towards maleness, since Herdt and Davidson’s 
hypothesis of  biological ‘male pseudohermaphroditism’ needs to be consolidated. 
However, Herdt and Davidson claim to have found out that:

sambia recognize the existence of  a third category, or third sex of  person, the 
hermaphrodite (kwoluaatmwol). it is this third sex that we must understand in its 
own cultural context, to avoid the ethnocentric assumption that all peoples the 
world over have but two sexual categories identified with the ‘natural’ sexual 
dimorphism of  species, humans included. (Herdt and Davidson 1988: 37)

In the first reading this statement sounds like a sensitive one with regard to 
ethnocentrism. However, what we can decipher here in a second careful reading 
is an essentialist discursive move regarding cultural differences as well as a sex, 
gender and sexuality system in which medicalization and cultural determinism 
is implicit. What happens is the exoticization of  a gender system of  another 
culture which functions through a homogenization of  the other culture as 
well as the (kn)own culture. the comparison of  a biological and socio-cultural 
two-sex system with a three-sex system is explained with bio-medical data of  
a two-sex system. another discursive entanglement is again the assumption of  
a homogenous culture which is constructed as other. the ethnically or racially 
othered functions through its universally constructed biology as proof  for the 
truth of  the image of  the Western sex-gender-sexuality system. Here, more 
explicitly, the truth of  the male sex is consolidated because all the descriptions 
tend to consolidate maleness, since Herdt and Davidson seek to identify the 
syndrome of  male pseudo-hermaphroditism.

interestingly the two researchers seem to take for granted that they can 
number the biological variety of  human beings without falling into the trap 
of  Western (phal)logocentrism which assumes a concordance between bodily 
features, behaviour and desire. the normative impetus that is laid upon an 
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‘other’ sex-gender-sexuality system, that of  the sambian people explicates the 
workings of  universalization of  the latter. even though the researchers attempt 
a diversification of  global human ‘nature’ and practices, they have a clear set of  
binary and heteronormative parameters according to which they measure their 
data. Moreover, their assumption of  a third sex only manifests the assumption 
of  a two-sex system and universalizes it. a third can only exist if  the two are 
already assumed as being there in the first place.

Discussion

intersexualization in the Other therefore couples two narratives of  development 
towards … one on the cultural level and one on the sexual level. the sexual level 
is hereby split into the psychological and the bio-medical one. the cultural level 
is based on the assumption that in a so-called naïve and isolated culture the 
researchers will find a pure and non-civilized example of  nature which they 
construct in the fashion of  a laboratory. What is produced here could be called 
in a Foucauldian fashion ‘the fifth other’—the differently sexed savage (Lyons 
and lyons 2004). the culture that is called less civilized produces bodies and 
genders that are able to be identified and put under one category.

the homogeneity of  the other is presupposed because the emphasis lies 
on the difference to the (kn)own. the (kn)own is based on the notion of  the 
sameness of  sex and gender; this means that the classification of  bodies happens 
according to bio-medical characteristics, which can be observed. therefore it is 
not just the sameness of  gender construction that is assumed, but the sameness 
of  cultural otherness. the societal organizations of  non-Western societies are 
placed together under one rubric—the notion of  the third sex and the third 
gender becomes ontologically universalized.

so there are two argumentative strands in these works to be detected. the 
one of  otherness (yet homogeneity) in regards to cultural differences and the 
one of  sameness (yet heterogeneity) in regards to gender or sexual difference. 
Both stabilize each other in re-turn. an argumentative circle is established which 
draws on cultural and gendered or sexual differences manifesting each other in 
reference to each other.

Deborah elliston has discussed Herdt’s problematic introduction of  the 
term ‘ritualized homosexuality’ (Herdt 1981). elliston analyses how the Western 
model of  sexuality has served to attribute what she calls ‘semen practices’ to a 
specific sexual connotation ‘to minimize the assumptions that can be imputed to 
the semen-focused techniques and ordeals through which boys are “made into 
men” in some Melanesian societies’ (elliston 1995: 850), and argues that in such 
analyses the practices are perceived to be of  a piece with what euro-americans 
hold to be ‘sexual’. elliston furthermore discusses the biological explanations 
of  semen practices (especially those of  lindenbaum 1987: 224) and states that 
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these explanations ‘may be most interesting for what they reveal about Western 
models of  biology and homosexuality’ (elliston 1995: 851). identity and the 
concept of  personhood as Western concepts are also discussed by elliston and 
juxtaposed with Melanesian concepts of  personhood, which are ‘arguably far 
more flexibly constructed than in Western societies. The Western “identity” 
construct requires radical qualification for Melanesian societies, as durable for 
a time period much shorter than a lifetime, and as meaningful in relation to 
the exchange of  substance, not in relation to an essentialized and internally 
consistent, individual core persona’ (elliston 1995: 853). this very revealing 
statement applies also to the ‘hermaphroditic identity’ Herdt and stoller and 
Herdt and Davidson have claimed. ‘identity’ per se is a Western concept which 
is supposed to be intrinsic to a person and stable through life, not acquired 
but innate. the term ‘sex’ also is similarly problematic, since it implies a whole 
discursive apparatus that has brought ‘sex’ into being as the ‘biological truth’ of  
a person’s identity (Foucault 1978).

it is only in recent years that the sambia adopted from the Pidgin trade 
language the term turnim man as opposed to kwolu-aatmwol, which is the original 
term. Herdt, despite knowing of  the history, finds that ‘the Pidgin term connotes 
better than their own indigenous one this transformational “biological drive” 
attribute’ (Herdt and Davidson 1988: 38). Herdt makes this claim despite his 
knowledge of  their creation myth, and privileges the Western model over the 
indigenous one; the truth claim of  the imported, colonizing knowledge system 
is imposed onto the identity figuration of  the Sambia. Still not satisfied, the 
intruders do not just discursively impose their truth claims but cause deleterious 
material effects through their research. One of  the children said he ‘felt “shame” 
being interviewed; this is understandable’, Herdt and Davidson admit, ‘since his 
peers knew he had been singled out as a hermaphrodite in the research’ (Herdt 
and Davidson 1988: 45). a similar mechanism can be detected in a study done in 
the Dominican Republic; one of  the West’s export products is the construction 
of  identity on the basis of  bio-medical data.

The Construction of the Other in the Other: Stoller and Imperato-
McGinley

in 1979 robert stoller continued his investigation into the ‘biological force’ 
with the help of  a medical team. this research was conducted together with 
Julianne imperato-McGinley, a new York physician specializing in internal 
medicine. the article was drawn from a sample of  psychosexual data that 
imperato-McGinley et al. interpreted to suggest that exposure of  the brain to 
androgens (in utero, during the neonatal period, and at puberty) has an ‘impact 
in determination of  a male gender identity and, under certain circumstances, 
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can override the female sex of  rearing’ (imperato-McGinley et al. 1979: 394). 
the account thus construes gender identity as innate and stable throughout life 
(the person always knew ‘what’ they actually were). We can identify a popular 
tenacity of  this theory at the level of  ‘common sense’ in Western societies.

imperato-McGinley herself  followed up the issue and started to conduct 
research in ‘other’ cultures. in the same year, she conducted a study in three 
villages in the Dominican republic. the study represents an argument against 
sex of  rearing in favour of  prenatal and post-pubertal hormones. this study 
was designed to ‘determine the contribution of  androgens to the formation 
of  male-gender identity’ (imperato-McGinley et al. 1979: 1233). individuals 
under surveillance were diagnosed as having ‘decreased dihydrotestosterone 
production due to 5-α-reductase deficiency’; they were depicted as ‘unique 
models for evaluating the effect of  testosterone, as compared with a female 
upbringing, in determining gender identity’ (1233). the thesis of  the article is 
that ‘exposure of  the brain to normal levels of  testosterone in utero, neonatally 
and at puberty appears to contribute substantially to the formation of  male-
gender identity’. imperato-McGinley et al. conclude that the surveyed subjects 
demonstrate that ‘in the absence of  sociocultural factors that could interrupt the 
natural sequence of  events, the effect of  testosterone predominates, over-riding 
the effect of  rearing as girls’ (1233). the researchers emphasize that their data 
‘show that environmental or sociocultural factors are not solely responsible’ 
for the formation of  gender identity; androgens make a ‘strong and definite 
contribution’ (1236).

the history of  endocrinology shows some interesting features in this 
regard. nelly Oudshoorn is famous for her critical feminist investigation in 
endocrinology, which documented how hormones were categorized as ‘sexually’ 
specific. The process of  intersexualization led to a discussion of  the history of  
hormone research and of  the social and political reasons that helped to designate 
testosterone as ‘male’ and oestrogen as ‘female’. endocrinology as a discipline 
appeared in the 1920s. richard Goldschmidt (1916) himself  an endocrinologist, 
actually coined the term ‘intersexual’. as Oudshoorn and Fausto-sterling have 
shown, the designation of  hormones as either male or female has helped to 
construe as fact the presupposed essential differences in male and female bodies 
(Fausto-sterling 2000, Oudshoorn 1994).

the fascination of  the active production of  male ‘anything’ as an 
overwhelming force is observable in this history. John Money’s assertion that 
CaH females show increased intelligence and a propensity toward lesbianism 
as a consequence of  virilization is proving of  this patriarchal implication in the 
process of  intersexualization. Money reports that ‘it is possible that the genetic 
factor responsible for CaH is linked to another genetic factor responsible for 
intellectual superiority’ (Money 1968: 40). Virilization as biological process 
based on hormones and genetic dispositions is thought to be responsible for 
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intellectual achievement—a rather commonsense assertion that reveals deeply 
patriarchal reasoning.

Biological arguments are thus used to consolidate the notion of  
subject(ivitie)s as rooted in the body. The body signifies the proof  for either 
male or female ‘gender identity’ and ‘gender role’; ‘other’ gender significations 
are pathologized.15 another interesting but disturbing aspect of  imperato-
McGinley’s study, in respect to the adaptation of  Western medical definitions 
and the actual way of  life in other societies, is the failure of  the Western 
researchers to appreciate that with their pathologizing attitudes they would 
change the perceptual commitments of  people under surveillance: ‘now that 
the villagers are familiar with the condition, the affected children and adults are 
sometimes objects of  ridicule and are referred to as guevedoche, guevote (penis at 12 
years of  age) or machihembra (first woman, then man)’ (Imperato-McGinley et al. 
1979: 1235). there is no indication that people were in earlier times distressed 
by the ‘phenomenon’ or even aware of  it. Only after the researchers invaded 
the village did people think in terms of  ‘otherness’ about members of  their 
community. through their investigations, Western researchers created a social 
category of  ‘sexual deviation’ that had not previously existed in the community. 
local understandings of  materiality were overwritten and extinguished. the 
promotion of  intersexuality as an identity position, guarded and framed by 
the process of  intersexualization, has taken over the field of  socio-cultural-
symbolical orderings of  this particular society.

Conclusion (or ‘Results’ to Remain in the Mode)

When looking at anthropological research that is concerned with institutions of  
ambiguity in other cultures, Morris finds that

Whether concerned with the creation or the subversion of  particular systems, these 
literatures are defined by a doubled frame of  reference: One frame is the normative 
system of  the culture under discussion, the other is that of  the ethnographer. 
Often, the production and decomposition of  difference in other contexts is a kind 
of  proxy subversion of  the binary gender system that defines the anthropologizing 
culture. in this manner, ethnographies are as much about performing gender as are 
the cultures about which they speak. (Morris 1995: 574)

intersexualization in cross-cultural research, intimately connected with the 
categories of  sex, gender and sexuality, represents a ‘test case’ for investigation. 

15 Pathologization seems plausible on the grounds of  the Western notion of  
psychological maturity as described by Hird (2003). 
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the continuing problematization of  the intersexed body and mind is revived 
again and again in bio-medicine and psychology. the regular re-evaluation 
of  this ‘problem’ continuously creates new theories and is, on the one hand, 
the motor of  professional investigation and, on the other hand, the test case 
for concepts of  gender and sexual difference. the powers of  regulation and 
discipline at work are especially interesting.

identity is produced and asserted through bio-medical and psychological 
research. intersexualization therefore produces the intersex identity. Moreover, 
erasure has been complemented by promotion. the control of  the other, 
abjected body is completed (up to a certain degree) when the position of  the 
cross-cultural intersexualized has been disciplined. this position will only be 
available for people who can be, will be, and must be examined—physically 
or psychically—and their designation and diagnosis is conducted in a clearly 
limited field of  reference.

The mechanism in the field of  reference and collaboration is symptomatic 
for research concerned with intersexualization. supposed ‘sexual identity’ is 
collapsed into ‘gender identity’, and sex and gender as ordering systems are 
manifested, established and naturalized through their discursive correlation and 
correspondence. Gender as a socio-cultural-political construct becomes gender 
identity as an intrinsic psychological feature and thus replaces gender role as a 
construct. this means that a male sex, a female sex, and a hermaphroditic sex 
become the preconditions for the existence of  a masculine identity, a feminine 
identity, and an intersexualized identity.

the effect of  a third ‘natural’ identity category that is created here leads 
to another problematic included in research into ‘other’ societies. Postcolonial 
theories have already tackled the issues surrounding the continuing colonization 
in academic contexts of  non-Western countries by Western research traditions 
(Clifford and Marcus 1986, Crapanzano 1986, Probyn 1993). Western 
epistemologies and ontologies are superimposed on interpretations and analysis 
of  non-Western societies and traditional ways of  thinking. the ethnological 
fieldwork conducted in Papua New Guinea and the Dominican Republic, for 
example, have been assumed to provide researchers from ‘civilized’ countries 
with ‘pure’ or ‘original’ (also ‘natural’ and ‘unsophisticated’) settings and 
structures of  human life. in regards to research into gender, sex and sexuality, 
this mode of  research represents a specific mode of  operation due to the adding 
of  psychological and medical theories and the practice of  psychoanalysis in the 
field.

Clinical anthropology/ethnography conducted by Westerners in non-Western 
societies led to a scientific colonization or anthropologization (Knauft 1999) of  
specific areas of  the world and its inhabitants. The process of  intersexualization 
could only be advanced to Western categorizations of  gender, sex and sexuality 
with the help of  the disciplines of  sexology. Herdt and his collaborators confine 
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these concepts, and the category of  intersexuality in particular, in relation to the 
Western model of  biological determinism. in the preface to the Third Sex, Third 
Gender collection, Herdt states that ‘the hermaphrodite, for instance, may become 
a symbol of  boundary blurring: of  the anomalous, the unclean, the tainted, the 
morally inept or corrupt, indeed, the “monsters” of  the cultural imagination of  
modern americans’ (Herdt 1994: 17). Yet in the research analyzed here Herdt 
actually works against this very production of  the intersexed as a ‘symbol of  
boundary blurring’ and fails to rescue the concept from attributions of  filth, 
disorder, corruption and monstrosity.

My research is very much in line with Mercer and Julien’s (1988) claim that 
the construction of  modern sexuality coincided with Western colonialism and 
that this historical intertwining of  ethnographic discourses, of  sexology and 
colonial anthropology is very much alive today and is not just rhetorical but 
still actualizes itself  in current medical and sexological theories and practices. 
One can also decipher the processes of  institutionalization and legitimization 
of  knowledge in the light of  Foucault’s power-knowledge complex. it is the 
constant self-affirmation of  the ‘West’ as the parameter against which everything 
is measured. the question here is that ‘of  the position of  the knower in relation 
to the stories that he tells’ (Probyn 1993: 61). and extending this argument to 
the position of  the knower in relation to the other that he constructs i want to 
go along with elspeth Probyn and argue that the other ‘is but an effect of  the 
ontological construction of  the ethnographer’s self; the other is still a fiction of  
the ethnographer’s own making’ (Probyn 1993: 66). it is the construction and 
the intersection of  specific categories, concepts, methods, interactions which 
are at stake in interdisciplinary anthropological research. there is an urgent need 
for disclosing modes of  power and hierarchy in the production of  knowledge 
about sex, gender and sexuality, and their intersection with processes of  cultural 
and ethnic constructions, especially in a colonial or so-called postcolonial era.

In these specific formations of  knowledge, the mind (psychology) and body 
(medicine) becomes cross-culturally (ethnology) disciplined in the process of  
intersexualization. The multilayered conflict that emerges here still has to be 
approached from different angles and surely with a post-, or rather, neocolonial 
framework in mind.
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Situating Bio-Logic, Refiguring Sex: 
Intersexuality and Coloniality

Hilary Malatino

Abjection, Monstrosity, and the Myth of a ‘Pure’ Socius

Key to understanding the twinned logics of  monstrosity and abjection is an 
understanding of  their genesis with reference to underlying contingencies 
regarding the constitution of  a clean and proper body. the formulation of  
concepts of  cleanliness and propriety, as Mary Douglas contends in Purity and 
Danger, is arbitrary in the sense that no body, no substance conceptualized as 
‘dirty’, as ‘improper’, is inherently or necessarily so. Rather, the marking of  specific 
bodies and bodily functions as dirty and/or improper is inextricably intertwined 
with the constitution of  a discrete, identifiable, ‘pure’ constitution of  a given 
socius, concomitantly lending a certain intelligibility not only to individual bodies, 
but to individual bodies as they are tamed, maintained, effectively produced by 
institutional apparati—juridical, medical, scientific, and otherwise. Conceptions 
of  monstrosity and abjection do not effect isolated, atomized bodies, but rather 
serve to establish a link between corporeality and the social body, to demarcate 
and subsequently police the boundaries which construct acceptable, obedient 
subjects. anne McClintock, paraphrasing Julia Kristeva’s Powers of  Horror, writes, 
‘the abject is everything that the subject seeks to expunge in order to become 
social’ (McClintock 1995: 71). notions of  the abject, in effect, help to create what 
in Foucauldian terms we could call ‘docile bodies’; through curtailing excess, 
casting out and maligning improprieties and ‘impurities’, the social subject is 
constructed. Most commonly, the abject is discussed in terms of  fluids and flows 
which trouble the sanctity of  bodily boundaries: semen, pus, menses, urine, 
excrement, all manner of  outflowing viscosities which trouble the boundaries of  
the subject and, moreover, illuminate the excess of  the body with reference to 
what luce irigaray refers to as the ‘complicity of  long standing between rationality 
and a mechanics of  solids alone’ (Irigaray 1985: 107). This fluid bodily excess, 
which exceeds doctrines regarding the necessity of  individuation so integral to 
the formation of  the Western rational subject, testifies to what Elizabeth Grosz 
terms ‘the fraudulence or impossibility of  the “clean” and the “proper”’, in that 
abjected fluids:
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resist the determination that marks solids, for they are without any shape or form 
of  their own. They are engulfing, difficult to be rid of; any separation from them 
is not a matter of  certainty, as it may be in the case of  solids. Body fluids flow, 
they seep, they infiltrate; their control is a matter of  vigilance, never guaranteed. 
In this sense, they betray a certain irreducible materiality; they assert the priority 
of  the body over subjectivity; they demonstrate the limits of  subjectivity in the 
body, the irreducible specificity of  particular bodies. They force megalomaniacal 
aspirations to earth, refusing consciousness its supremacy; they level differences 
while also specifying them. (Grosz 1994b: 104)

The power of  fluids to ‘assert the priority of  the body over subjectivity’, and 
thus to provide an affront to a profound somataphobia—which characterizes 
Western conceptions of  the rational subject that rely on the objectification 
of  the body as a passive or inert medium, instrument, or tool dictated by 
transcendental commands of  subjectivity (those ‘megalomaniacal aspirations’ 
Grosz refers to)—works to assign these fluids an abject status necessary to 
the maintenance of  subjective and, thus, social coherency, upholding the myth 
of  a ‘pure’ and firmly sutured socius, in the face of  a potential ‘leveling of  
differences’ which would destabilize hierarchical modes of  sociality.

But what of  the relation of  the abject to the monstrous? Both notions gain 
their organizational locus through reference to the constitution of  a ‘clean’ 
and ‘pure’ (social) body (or, more pointedly, through reference to a specifically 
normativized body), but this shared reference to processes of  normativization is 
not enough to explain a certain transposition which occurs between abjection 
as considered on the level of  bodily processes and an abjection which becomes 
constitutive of  the organism as such. the transposition of  the abject from 
process to ontology is integral to the positing of  certain others (of  interest to us 
here, specifically, the bodies of  the intersexed and the bodies of  the colonized) 
who fall, commencing with the enlightenment, beneath the purview of  Western 
scientific rationalism, as monstrous. This notion of  the monstrous is a lynchpin 
in the transformation of  abjected processes into both abjected objects (here, 
i take objects to include bodies, following the logic of  a reductive Cartesian 
legacy which constructs the body as object, as simple materiality, mute facticity) 
and socially abjected groups. Given that monstrosity is a holistic condition, 
wherein certain ‘defects’, excesses, or ‘abnormalities’ become metonymically 
constitutive of  the organism as such, the transposition between abject processes 
and the constitution of  the monstrous involves a certain displacement, wherein 
what is ‘cast out’ in the interests of  subjective and social purity is posited, 
oftentimes taxonomically, as constitutive of  a certain marginal or liminal set 
of  bodies. While one may make distinctions between abject states or processes, 
abject objects, and socially abjected groups, ‘these [distinctions] comprise 
interdependent but also distinct dimensions of  abjection that … emerge as 
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interrelated if  contradictory elements of  an immensely intricate process of  
social and psychic formation’ (McClintock 1995: 72–3).

Against Super-Naturality and Opacity: The Biopolitical Birth of the 
Abnormal

Traditionally speaking, the figure of  the monster is posited as preter- or 
super-natural, characterized by a certain excess or hybridity which exceeds the 
parameters of  the ‘human’. For Rosi Braidotti, such figures are specifically abject 
beings, evoking responses identical to those which shape abject processes—
‘both fascination and horror, both desire and loathing’—on account of  their 
simultaneous marking and trespassing of  the boundaries of  subjective and 
social intelligibility (Braidotti 2002: 162). Foucault, in his lectures at the Collège 
de France in 1974–75 collected in Abnormal writes of  the monster, and the 
concomitant trouble the monster makes in terms of  taxonomic, classificatory 
practices so essential to social regulation:

What is the monster in both a juridical and scientific tradition? From the Middle 
ages to the eighteenth century … the monster is essentially a mixture. it is 
the mixture of  two realms, the animal and the human. … it is the blending, 
the mixture of  two species. … it is the mixture of  two individuals. … it is the 
mixture of  two sexes. … it is the mixture of  life and death. … Finally, it is a 
mixture of  forms. … Consequently, the monster is a transgression of  natural 
limits, the transgression of  classifications, of  the table, of  the law as a table. … 
Monstrosity requires a transgression of  the natural limit, of  the law-table, to fall 
under, or at any rate challenge, an interdiction of  civil and religious or divine 
law. (Foucault 2004: 163)

Foucault’s description of  the constitution of  the ‘monster’ in early modern/
Western discursive formations hinges on the notion of  the extra-human or 
‘unnatural’ character of  the monster. the monster provides an affront not 
only to civil law, but to what were taken as cosmological laws, laws of  nature 
regarding not only the ‘proper’ constitution of  the human but, by implication, 
the taxonomic systems which effectively ordered the early modern world, 
reaching their apotheosis in the realm of  eighteenth century ‘natural history’. 
this history takes as one of  its primary aims the mission both to classify and 
firmly delimit the ‘natural realm’ in such a way as to establish not only a certain 
anthropo-cum-phallogo-centrism, but to ensure the dominance of  Western 
‘man’ through establishing a firm, scientific undergirding which positions him, 
through differentiation, as life-form par excellence, the pinnacle of  creation. 
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the monster, within this schema, constitutes the limit of  intelligibility. as 
Foucault explicates,

the monster’s power and its capacity to create anxiety are due to the fact that it 
violates the law [both civil and ‘natural’] while leaving it with nothing to say. it 
traps the law while breaching it. When the monster violates the law by its very 
existence, it triggers the response of  something quite different from the law 
itself. it provokes either violence, the will for pure and simple suppression, or 
medical care and pity. (Foucault 2004: 56)

the two extra-legal responses which Foucault outlines belong, however, to two 
distinct historical moments in the development of  modern Western thought, 
highlighting a certain shift which he identifies as the development of  ‘biopolitics’ 
or ‘biopower’. The first response, pre-dating the rise of  biopolitics, hinges on 
the simple eradication of  the threat posed to subjective and social cohesion by 
the super-natural monster, utilizing a tactic predicated on the right to spectacular 
violence and outright annihilation which characterized punishment in eras of  
sovereignity. the second response both necessitates and attests to the existence 
and increasing authority wielded by expanding institutional apparati in the 
nineteenth century—reform-centered penal establishments, hospitals, asylums, 
public schools—whose operations center on ever-expanding and increasingly 
fine-tuned tactics of  ‘normalization’ in the interest of  modulating control of  
the ‘population’. Biopower, conceptualized as a power technic that ‘tries to 
control the series of  random events that can occur in a living mass … which 
tries to predict the probability of  those events (by modifying it if  necessary), or 
at least to compensate for their effects’ (Foucault 2003: 249), addresses itself  
to the massifying effects of  capitalist development. it is a form of  governance 
which effectively constructs a kind of  universalism, establishing in concert 
with disciplinarity a normative subject intimately imbricated with state power, 
a ‘proper’ subject both representative of  and essential to the formation of  what 
Foucault terms a social ‘homeostasis … an overall equilibrium that protects the 
security of  the whole from internal dangers’ (Foucault 2003: 249).

in this sense, biopower rewrites the discursive functions of  war. While 
preceding historical discourse posited war as necessary for historical intelligibility, 
constructing history as integrally shaped by ‘a twofold threat—a war without 
end as the basis of  history and the relationship of  domination as the explanatory 
element in history’ (Foucault 2003: 215–16), the rise of  biopolitical technics 
diffuses this notion of  inter-state warfare as the basis of  historical intelligibility 
and facilitates the formation of  a discourse which posits war as external to, rather 
than constitutive of, history. What supplants the centrality of  inter-state warfare 
in historical narrative is an emergent discourse on ‘internal war’ which ‘defends 
society against threats born of  and in its own body’ (Foucault 2003: 216) posed 
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by the viral, the pathological, the degenerative and congenitally defective, which 
are subsequently framed as threats both to the ‘health’ of  the body and the 
body politic, effectively troubling the efficient exploitation of  the economic 
power/resource of  the populace. this shift in the emphasis of  governance 
ushers in a proliferation of  technologies of  surveillance and standardization, 
a micro-policing of  the social body, an endless alarmism revolving around the 
mutable specter of  ‘internal enemies’. this discourse on ‘internal enemies’, 
arising with the advent of  colonial expansionist policies and an increasing trade 
in bodies across the boundaries of  colonial centers and peripheries, engenders a 
particularly elaborate mutation in historical discourse which aids the universalist 
tendencies of  said colonial efforts, effecting a partial erasure of  the opacity of  
colonized others through their inclusion in a biopolitical logic tending towards 
the incorporation of  the colonized in a system of  intelligibility which enrique 
Dussel adequately terms ‘eurocentric sameness’—a point to which i’ll return 
later.

The Scientific Intelligibility of ‘Internal Enemies’

so, what of  the constitution of  these ‘internal enemies’? Following Foucault, 
it has (at least in part) to do with both an expanding field of  state control 
and the construction of  the ‘abnormal’ or ‘aberrant’ individual. notions of  
‘abnormality’, finding their locus of  enunciation within the aforementioned 
expansion of  state apparati, transmute figurations of  monstrosity, bringing them 
back into the fold of  the ‘human’, positing what had formerly been considered 
super-natural excess as belonging to the realm of  the natural. this process is 
particularly evident with reference to the development of  the medico-scientific 
field of  teratology.

Teratology, the medico-scientific discipline founded by Isidore Geoffrey 
saint-Hilaire in the mid-nineteenth century, explicitly concerns itself  with birth 
defects, corporeal malformations, and congenital anomalies—all manner of  
‘monstrous’ signifiers. Alice Dreger, in Hermaphrodites and the Medical Invention 
of  Sex, provides an account of  the explicit aim of  teratology to eradicate the 
super- or extra-human capacities connoted by the ‘monster’:

Geoffrey and his cohorts laid out an ambitious goal for the discipline, namely, 
the exploration of  all known and theoretical anatomical ‘anomalies’ and the 
explication of  those anomalies within a single ‘anatomical philosophy’ which 
would at once describe, explain, and predict all normal and abnormal forms. 
“Nature is one whole,” Geoffrey confidently declared, and all ‘monsters,’ including 
the hermaphrodite, were therefore part of  nature. (Dreger 1998: 33–4)
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Formerly, ‘hermaphroditism’ had been considered a supernatural phenomenon—
one historically construed, at least in Western europe, as an evil portent 
somehow beyond ‘nature’. this conception of  hermaphroditism oftentimes 
led to the public annihilation of  those ‘afflicted’. However, with the rise of  
teratology, hermaphroditism was positioned as ‘natural’, however aberrant. this 
positioning of  the hermaphrodite within the realm of  the ‘natural’ effectively 
paved the way for a medico-scientific aim of  ‘annihilation’ of  a different sort. 
Rather than simply offing hermaphrodites, the goal was now two-pronged: to 
‘fix’ them, to re-order and re-classify them in accordance with a burgeoning 
notion of  ‘true sex’; and to investigate the causes of  hermaphroditism in order 
to prevent future instances—a eugenicizing impulse governing much of  the 
medico-scientific research into the development of  hermaphroditism. This 
shift in conceptualization from ‘supernatural’ to ‘natural’ is indicative of  the 
rise of  medical authority beginning in the late eighteenth century. rosemarie 
Garland thomson writes, in Extraordinary Bodies: Figuring Physical Disability, that 
by the nineteenth century, ‘the monster’s power to inspire terror, awe, wonder, 
and divination was being eroded by science, which sought to classify and master 
rather than revere the extraordinary body. the scientist’s and philosopher’s 
cabinets of  curiosities were transformed into the medical man’s dissection table’ 
(thomson 1997: 57).

the entrance of  ‘monstrosities’ into medicine aided the consolidation of  
medical authority, especially in the realm of  obstetrics and gynecology—fields 
concerning women’s bodies, and specifically the occasion of  childbirth—that 
had been formerly conceptualized as the realm of  (mostly female) midwives. the 
affront to the authority of  midwives offered by medical men was undoubtedly 
strengthened by the rise of  the study of  intersexuality. Medical men had the 
appropriate scientific ‘tools’ for the investigation and medically hoped-for 
prevention of  ‘hermaphroditism’, whereas the only recourse for the midwife 
was to simply suggest the gender of  rearing for the hermaphroditic child—
a recourse pointedly unmediated by the state nor any of  its normativizing 
apparati.

The Advent of Sexual Dimorphism and the Death of the ‘True 
Hermaphrodite’

Central to an understanding of  the normativizing process of  shifting discourses 
on hermaphroditism from the ‘super-natural’ to the ‘natural’ is a dually-pronged 
process wherein, first, the schema of  sexed intelligibility need be reconfigured 
in strictly bio-logic, dimorphic terms and, consequently, the notion of  the ‘true 
hermaphrodite’ necessarily discredited.
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sexual dimorphism posits an understanding of  sexual difference grounded 
in biological understandings of  an incontrovertible, materially encoded absolute 
separability and distinctness between ‘the sexes’. Pointedly, the concept of  sexual 
dimorphism is what undergirds and lends conceptual intelligibility to ‘the sexes’. 
Prior to enlightenment-era formulations of  this concept of  incommensurability, 
sexual difference was understood by degree rather than radical differentiation, 
‘man’ and ‘woman’ understood as variations on a single (male) typology:

in 1803, for example, Jacques-louis Moreau, one of  the founders of  ‘moral 
anthropology,’ argued passionately against the nonsense written by aristotle, 
Galen, and their modern followers on the subject of  women in relation to men. 
not only are the two sexes different, but they are different in every conceivable 
aspect of  body and soul, in every physical and moral aspect. to the physician 
or the naturalist, the relation of  woman to man is ‘a series of  oppositions and 
contrasts.’ in place of  what, in certain situations, strikes the modern imagination 
as an almost perverse insistence on understanding sexual difference as a matter 
of  degree, gradations of  one basic male type, there arose a shrill call to articulate 
sharp corporeal distinctions. (lacqueur 1990: 5)

Galenic understandings of  ‘sex’, best understood as homological, figure ‘female’ 
constitution as a simple inversion of  the ‘male’, a notion densely related to 
a concept of  a ‘vital heat’ which results in either introverted or extroverted 
genitalia. Men, perhaps not surprisingly, are posited within this schema as 
acquiring a greater degree of  bodily ‘perfection’ given their greater possession 
of  the aforementioned ‘heat’. While the literature on this understanding of  
sexual difference is richly textured, i focus here on the historical transmutation 
from this homological model to a model of  sexual incommensurability wherein 
sexual difference is transformed into the provident foundation on which 
complexly contrived systems of  political, scientific and cultural scaffolding are 
built. this transmuted understanding of  sexual difference did not function in an 
epistemological or disciplinary vacuum, despite the pretenses of  certain sciences 
to function in a hermetically sealed disciplinary field with its own internal logic 
of  progressive supersession and cyclical refutation.

this new, dimorphic model, stemming from biological research into 
reproduction, came to function as a structuring methodological framework for 
further research—microscopically and, today, genetically, creating a situation 
wherein the assumption of  dimorphism results in, by the end of  the nineteenth 
century, a conceptualization of  incommensurable sexual difference which is 
encoded internally, demonstrated ‘not just in visible bodies but in its microscopic 
building blocks’ (lacqueur 1990: 6). Despite the obvious historical contingency 
of  this understanding of  sexual difference, its justificatory grasp of  a certain 
scientificity (and, further, only visible to specialists) marks it in accordance with 
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an objective ahistoricism. isabelle stengers, responding to thomas Kuhn’s 
periodization of  ‘scientific revolutions’, writes:

there is the theme of  the ‘great division,’ the difference between the ‘four 
european centuries,’ during which time modern science was created, and all 
other civilizations, which lost the event-like character conferred on them by 
Kuhn and the group of  ‘internalist’ historians. according to Kuhn, it was here, 
and nowhere else, that the condition of  possibility for science was realized—
namely, in the existence of  societies that gave scientific communities the means 
of  existing and working without intervening in their debates. (stengers 2000: 9)

two pivotal notions, with deep material and psychic consequences, are alluded 
to in this passage—first, the demarcation between Western Europe and ‘all 
other civilizations’; second, the ways in which this demarcation solidified around 
a notion of  ‘scientific progress’ enabled and secured by the firm establishment 
of  science as a realm unto itself—as i alluded to earlier, a hermetically sealed 
epistemic formation laying claim to the production of  purely objective 
knowledge. However, as stengers queries, ‘do not industry, the state, the army, 
and commerce all enter into the history of  scientific communities on two 
fronts, both as sources of  financing and as beneficiaries of  the useful results?’ 
(stengers 2000: 9). it is this interrelation of  statist interests and imperatives with 
scientific development that interests me. For, despite the claims of  rationalist 
knowledge-production to ahistoricism and objectivity, these ‘four european 
centuries’ which witnessed the rise of  modern science were, ultimately, an effort 
to unseat and displace prior cosmologies which gave an alternate shape and 
sense to sociality within the space of  european metropoles. lacqueur references 
pre-enlightenment gender organization as a situation where the discussions of  
sex and gender seemed to operate by an inversion of  ‘modern’ colonial logic:

sex, or the body, must be understood as the epiphenomenon, while gender, 
what we take to be a cultural category, was primary or ‘real’. Gender—man and 
woman—mattered a great deal and was part of  the order of  things; sex was 
conventional, though modern terminology makes such a reordering nonsensical. 
at the very least, what we call sex and gender were in the ‘one-sex model’ 
explicitly bound up in a circle of  meanings from which escape to a supposed 
biological substrate—the strategy of  the enlightenment—was impossible … 
to be a man or a woman was to hold a social rank, a place in society, to assume 
a cultural role, not to be organically one or the other of  two incommensurable 
sexes. (lacqueur 1990: 8)

this ‘circle of  meanings’ with no discrete foundation, so dissimilar from the 
‘ontological granite’ provided by Enlightenment bio-logic, elicits a specifically 
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praxical basis for understanding sex difference: constituted not so much 
as what one is, but by what one does. this mode of  sex intelligibility slowly 
subsided, however, with the imposition of  rationalist, biologically determinist 
explications which prompted a gradual disappearance, mutation, eradication, or 
reformulation of  those facetious, linked modes of  social organization which 
comprised the rest of  the ‘circle of  meanings’ densely interwoven with sexed 
understandings and harnessed them, instead, to the taxonomic, categorical 
project of  scientific rationalism.

this new mode of  sex intelligibility necessitated the eradication of  
the ‘true hermaphrodite’—that is, a conception of  the hermaphrodite as 
possessing ‘both’ sexes, in a manner of  corporeal simultaneity. this conception 
of  hermaphroditism is reliant on what anne Fausto-sterling terms, citing 
early modern english jurist sir edward Coke, the doctine of  the ‘sex which 
prevaileth’ (Fausto-sterling 2000: 36), a notion which, while testifying to the 
legal and juridical fixity of  a two-gender system, nevertheless acknowledged a 
certain sexed co-presence in cases concerning hermaphrodites. it is precisely 
this conception of  sexed co-presence which is erased with the rise of  the 
‘pseudo-hermaphrodite’, which relegated hermaphroditic hybridity to the realm 
of  the chimerical, claiming that behind the apparently mixed sexual attributes 
of  hermaphrodites lay a ‘true’ sex, rather than a ‘prevailing’ or dominant one.

What ensued was the development of  a variety of  methodologies and 
experiments which aimed to find one absolute material determinant of  sex 
and, thus, to discredit ‘true hermaphroditism’ (that is, an absolute, irreducible 
entwinement of  ‘male’ and ‘female’ attributes in a subject) in order to reify and 
further congeal dominant cultural conceptions regarding the ‘truth’ of  univocal 
sex. the pinnacle of  this search for the one absolute material determinant 
of  sex is, arguably, the distinction made in the late nineteenth century by 
German physician theodor albrecht edwin Klebs between ‘true’ and ‘false’ 
hermaphrodites. the criteria Klebs set up revolved around the kind of  tissue 
found in the gonads of  hermaphrodites—if  ovarian tissue, the hermaphrodite 
would be reclassified as a ‘female pseudohermaphrodite’ and have his/her 
gender reassigned accordingly; if  testicular tissue, then the adverse. Klebs’s 
taxonomy effectively abolished the ‘true hermaphrodite’, rendering the criteria 
for that categorization so narrow that very, very few ever fit.

Klebs’s taxonomy was both accepted and elaborated upon in the medical 
realm around the turn of  the twentieth century. two British physicians, George 
F. Blacker and thomas William Pelham lawrence, published an article in 
the 1896 volume entitled Transactions of  the Obstetrical Society of  London which 
aimed to ‘tighten the definition of  true hermaphroditism and to clean the 
historical record of  any alleged cases of  true hermaphroditism that did not 
fit their refined, stricter definition’ (Dreger 1998: 146). This new, tightened 
criterion insisted upon the necessity of  a ‘microscopical examination’ (147) of  



CRITICAL INTERSEX

��

the gonads to determine incontrovertibly the type of  tissue present—ovarian, 
testicular, or, in extremely rare instances, a combination thereof. the paper was 
primarily dedicated to a close scrutiny of  prior cases of  ‘true hermaphroditism’, 
reviewing 27 of  these cases and refuting all but 3. Published alongside the 
paper is a photograph of  histologic (microscopic) sections of  a gonad which 
contained both ovarian and testicular tissue—a microscopic representation of  a 
now increasingly rare (due to narrowed criteria) ‘true hermaphrodite’. Here, we 
see microscopic technology paired with photographic technology in an effort to 
locate the ostensibly irrefutable ‘truth’ of  gender on a deeply internal level—one 
only able to be accessed by physicians and scientists, thus further consolidating 
the legislative authority of  scientific and medical men regarding matters of  
‘ambiguous’ gender. this photograph, while depicting an instance of  ‘true 
hermaphroditism’, functions as an exception which proves the ‘rule’ of  univocal 
sex. it does this through presenting the histologically examined ‘ovotestis’, only 
present in a very small number of  those considered ‘ambiguously sexed’, and 
in so doing essentially renders it impossible for another physician or group of  
physicians to provide contrary constitutive criteria for ‘true hermaphroditism’. 
through photographically depicting this rare ‘exception’, Blacker and lawrence 
set the bar regarding what constitutes ‘true hermaphroditism’, upholding the 
notion that there is an unequivocal material determinant of  ‘true’ sex while 
simultaneously acknowledging the (now exceptionally rare) instance of  
confoundment.

additionally, this medical location of  ‘sex’ in the gonads supports the Victorian 
notion that the fundamental difference between men and women lay in their 
reproductive capabilities—the gonads, after all, are responsible for producing 
ova and testes. in this manner, photographic evidence is provided to refute all 
gender ambiguity and to reify the reductive view of  essential gender difference 
used to uphold notions of  gendered separate spheres—the relegation of  women 
to the domestic, the fixing of  men’s position in the public—at a time when gender 
roles were being hotly contested (a historical moment in Western europe and 
North America now referred to as ‘first-wave feminism’). This contestation was 
precipitated by increased industrial development and the concomitant entrance 
of  women into the work force, agitation for suffrage, increasing numbers of  
women receiving secondary and post-secondary education and entering into 
historically male fields, and the advent of  inexpensive, accessible contraception. 
the positing of  ‘sex’ as located incontrovertibly in one’s gonads is, in essence, 
a reactive response to this unrest, reifying the heterosexist, reproductively 
oriented, essentializing discourse of  separate gendered spheres, illustrating 
Dreger’s assertion that ‘interest in hermaphroditism seems almost always to 
wax with public challenges to sex roles’ (Dreger 1998: 13).

The strictly gonadal definition of  true sex was ‘cheered’ (Dreger 1998: 158) 
by medical and scientific men until 1915, when William Blair Bell ‘dared openly 
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to question’ (158) this strict definition, suggesting that such a practice made little 
sense, citing two particular cases in which the strict gonadal definition of  sex 
resulted in the prescription of  absolutely counterintuitive sex reassignment. One 
of  these cases regarded an individual with androgen insensitivity syndrome 
who, while possessing non-functioning gonads with testicular tissue, was entirely 
feminine in outward appearance. Bell’s conclusion, when faced with this case 
and others like it, was that it made no sense ‘to privilege some non-functional 
testes or ovaries as markers of  true sex’ given that ‘so many [other] glands could 
contribute to the development of  special sex-characteristics’(Dreger 1998: 
165). thus, Bell’s work effectively paved the way for a psycho-social approach 
to sex and gender (one which resulted in the loosening of  ties between these 
two terms) rather than the prevailing biomedical-materialist paradigm which 
heralded the gonadal definition of  ‘true sex’. However, Bell’s approach to sex 
designation was still undeniably conservative, as it was motivated both ‘in theory 
and practice by an interest in maintaining clear, medically sanctioned divisions 
between the two sexes in each individual case and in society as a whole’ (Dreger 
1998: 165) and insisted on maintaining the idea that ‘every body did indeed 
have a true sex, even if  the sex-gland nor the genital ducts necessarily influence 
or give any indication of  the true sex of  the individual, as shown by secondary 
characteristics’ (166). Although Bell expanded the medico-scientific criteria 
by which sex was determined, he still clung tightly to a sharply dimorphic 
conception of  univocal sex, contending that while in some cases ‘true’ sex may 
be difficult to discern, it is always already present, and it is the role of  medical 
doctors ‘not only to diagnose a single sex for anomalous bodies … but [to] help 
it along, by eliminating any sexually ‘anomalous’ characteristics and accenting 
those that matched the so-diagnosed sex’ (Dreger 1998: 166). rather than 
opening a cultural space for liminally gendered subjects, Bell’s intervention in the 
‘diagnosis’ and gender reassignment of  hermaphrodites instead increased the 
authority of  medical men, legitimating their right to assign sex, and elaborating 
upon this by also dictating that not only can they legitimately assign sex, but 
they additionally must hormonally and surgically intervene into the bodies of  
the intersexed in order to ‘correct’ and further ‘fix’ sex.

The Ethnographic ‘Primitive’ and the ‘Covering-Over’ of Colonial 
Others

roughly concomitant with the rise of  teratology and, relatedly, bio-medical 
discourses on ‘pseudo-hermaphroditism’ in the space of  the Western european 
metropole, was the rise of  another set of  practices which, in no small way, 
cast a scientific veneer over processes which sought both to negate the opacity 
of  the radically Other (a negation certainly in operation with reference to 
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the erasure of  the ‘true hermaphrodite’ from the historical record). this was 
the development of  ethnographic practice, which came to function as both 
the cornerstone and ‘essence’ of  anthropological study. While seemingly 
unrelated developments, both the rise of  teratology and the development of  
ethnographic practice can be considered beneath the Foucauldian rubric of  
the ‘biopolitical’, which, conceptualized as a specifically normativizing set of  
practices, necessitated an ostensibly ‘objective’, scientific discourse bent on the 
‘rehabilitation’ and ‘taming’ of  bodies figured as ‘abnormal’ and ‘monstrous’, in 
order to firmly entrench a hegemonic narrative regarding social cohesion and 
propriety. While teratology provided legitimation for a scientific and juridical 
debunking of  ‘true hermaphroditism’, and simultaneously solidified doctrines 
of  strictly dimorphic, univocal sex, ethnographic practice established a set of  
discourses which constructed the bodies and cultures of  those living in colonized 
milieus as ‘primitive’ or ‘savage’—a label which, i argue, both entails and serves 
to justify, in the colonial imaginary, a brutal reordering and transmutation 
of  disparate indigenous cosmologies, in no small way radically reorganizing 
modes of  communal organization and sense-making. as part and parcel of  
these mutations, we witness the instantiation of  distinctly euro-/Westo-
centric systems of  sexed intelligibility, at least in terms of  normative judgments 
regarding the constitution of  the ‘human’, systems of  measurement in which 
indigenous and colonized bodies came to be read as ‘primitive’ or ‘savage’ on 
account of  maintaining radically different modes of  social organization which 
weren’t undergirded by a dimorphic structuration of  sex and, relatedly, didn’t 
gain their principle of  intelligibility through the abjection of  bodies and sex acts 
which exceeded or ‘disobeyed’ this structuration.

the taxonomic label of  ‘primitive’ or ‘savage’ serves, arguably, (at least) two 
purposes. While engaging in a method of  what Johannes Fabian refers to as 
‘allochronic’ distancing which hinges on what he terms a ‘denial of  coevalness’, 
or a temporal-spatial scheme whereby cultures undergoing processual 
colonization are posited as temporally ‘prior’, teleologically speaking, to the 
Western metropole, this taxonomic yoking of  the colonized to a narrative of  
civilized development both constructed and instantiated by the West effectively 
(and intentionally) subsumes the radical alterity and opacity of  colonial sites 
and, instead, posits them as ‘infant’ civilizations in terms of  their relation to 
Western ‘developmental’ narratives.

Fabian writes that, through this process of  allochronic distancing,

the other is constructed as a system of  coordinates (emanating of  course also 
from a real center—the Western metropolis) in which given societies of  all times 
and places may be plotted in terms of  relative distance from the present … 
evolutionary sequences may look incorporative; after all, they create a universal 
frame of  reference able to accommodate all societies. But being based on the 
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episteme of  natural history, they are founded on distancing and separation. 
there would be no raison d’être for the comparative method if  it was not the 
classification of  entities or traits which first have to be separated and distinct 
before their similarities can be used to establish taxonomies and developmental 
sequences. To put this more concretely: What makes the savage significant to the 
evolutionist’s time is that he lives in another time. (Fabian 1983: 26–7)

the evolutionary-cum-ethnographic developmental sequence thus involves an 
interesting double-speak: in order to instantiate processes of  incorporation or 
subsumption of  the colonial Other into the logic of  eurocentric ‘sameness’, it 
is necessary to produce a taxonomy which positions these sites anachronistically, 
as temporally prior to the ‘present’—primitive, atavistic, ‘underdeveloped’.

enrique Dussel, in The Invention of  the Americas, carefully details the 
relationship between europe and latin america in terms of  their mutual 
constitution of  modernity, cogently arguing that modernity ‘originates in a 
dialectical relationship with non-europe’ (Dussel 1995: 9) wherein europe 
‘places itself  at the center of  world history over against a periphery equally 
constitutive of  modernity’ (Dussel 1995: 9-10). Central to his argument is 
the refutation of  colonial discourses regarding the ostensible ‘discovery’ (des-
cubierto) of  the colonial Other. rather, he posits the arrival of  europeans in the 
supposed ‘new world’ as initiating a long, thoroughgoing, and, indeed, ongoing 
project which takes as its mission the ‘covering-over’ (encubierto) of  this Other, 
or, alternately a process which erases the alterity which europe was confronted 
with upon arrival in the americas—one which, utilizing diffuse and disparate 
tactics, subsumes the colonial Other into the logic of  eurocentric sameness. 
Dussel writes that ‘for the modern ego the inhabitants of  the discovered lands 
never appeared as Other, but as the possessions of  the same to be conquered, 
colonized, modernized, civilized, as if  they were the modern ego’s material’ 
(Dussel 1995: 35). i will return, later, to the apparent mind/body split alluded to 
here; for now, I’d like to explore more deeply the notion of  ‘sameness’ outlaid 
by Dussel.

The notion of  Eurocentric ‘sameness’ operative in Dussel’s text finds its 
meaning in the formation of  a universalist ideology—one constitutive of  
modernity—propagated by europe during the period of  the advent of  various 
colonial missions. this universality was key in the movement of  europe from 
‘being a particularity placed in brackets by the Muslim world’ (Dussel 1995: 34) 
to a unified territory which construed itself  as the apotheosis of  civilization 
through a discourse of  ‘discovery’ of  supposed ‘primitive’ civilizations. this 
‘discovery’, which ‘demanded that europeans comprehend history more 
expansively, as a world/planetary happening’ (Dussel 1995: 35), prompted the 
construction of  an understanding of  this ‘new world’ which took as its main 
referent a distinctly european understanding of  both temporality and subjectivity, 
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and which defined these alterior cultures solely in relation to Eurocentric modes 
of  understanding. this positioning of  eurocentric epistemology as the sole 
referent for the cognition of  disparate indigenous epistemes constitutes the 
subsumption of  the colonial Other into the logic of  the ‘same’ of  which Dussel 
writes.

One axis of  eurocentric epistemology which becomes operative in colonial 
conquest is what Dussel terms the ‘developmentalist fallacy’, a temporally linear 
concept with its roots in enlightenment-era thought which posits a universal 
scale for the measure of  civilization. Dussel outlines the operation of  this fallacy 
throughout the work of  Kant (where its poles manifest termed ‘immature’ and 
‘mature’, and where, moreover, the european enlightenment is taken as the 
apotheosis or mark of  exit from historical epochs characterized ‘immature’) 
and Hegel (where we see it in the guise of  a dialectical historical movement 
from primitive to civilized and, not coincidentally, as also moving from ‘east to 
West’, and exempting the ‘new world’ wholesale from this historical movement 
on account of  ‘evident inferiority’. Hegel writes that european civilization is 
‘the end of  universal history’, or world history, laying the groundwork for the 
expansion of  european particularism into a new universality, both ‘the beginning 
and end of  history’(Dussel 1995: 23)—a groundwork with obvious attendant 
effects for colonial efforts, as it functions to render european expansionism 
legitimate and, moreover, a harbinger of  ostensible ‘good’.

This ‘developmentalist fallacy’, or, more specifically, its positing of  
indigenous america as ‘primitive’, functions according to its imbrication with 
another primary Eurocentric epistemic axis: the secularization, clarified in the 
work of  Descartes, of  the mind/body split. While the colonial ramifications 
of  this split—that is, the ascription of  the modern ego to europeans, and 
the concomitant assignation of  indigenous americans as the modern ego’s 
material—is cursorily mentioned within the work of  Enrique Dussel, we find 
a more thorough discussion of  this split and differential assignation in anibal 
Quijano’s Coloniality of  Power, Eurocentrism, and Latin America. Documenting 
this ‘mutation of  the ancient dualist approach to the body and the nonbody’, 
Quijano writes that with the radical rending apart of  the mind and body in 
Cartesian thought,

the body was and could be nothing but an object of  knowledge. From this 
point of  view the human being is, par excellence, a being gifted with reason, 
and this gift was conceived as localized exclusively in the soul. thus the body, 
by definition incapable of  reason, does not have anything that meets reason/
subject. the radical separation produced between reason/subject and body and 
their relations should be seen only as relations between the human subject/
reason and the human body/nature, or between spirit and nature. in this way, in 
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Eurocentric rationality the body was fixed as an object of  knowledge, outside of  
the environment of  subject/reason. (Quijano 2000: 555)

This rending apart, as Quijano states, is key to understanding scientific 
development within the modern era. With the diffusion of  Cartesian thought, 
the erasure of  all psychosomatic relations, the introduction of  the concept of  
the body as thing, as instrument—and thus, as material that can be maximized, 
trained, made more efficient, normalized, whose capacities could be routinized—
became par for the course, both within europe and within the increasingly 
colonized portions of  the americas, although quite differently with respect to 
each spatiality.

it becomes necessary to think the entwinement of  the developmentalist 
fallacy with the secularized mind/body rift in order to think the materiality of  
processes of  conquest and colonization, to understand the figuration of  the 
body of  the colonial Other within the colonial imaginary, and to understand the 
mitigating role which gender plays in these operations.

Quijano succinctly states that, had it not been for the ‘objectification of  
the body as nature, its [concomitant] expulsion from the sphere of  the spirit, 
the ‘scientific’ theorization of  the problem of  race … would have hardly been 
possible’ (Quijano 2000: 556). Qualifying this statement, I find it necessary to 
add that it is, of  course, not only ‘the objectification of  the body as nature’ 
that sets out the contextual ground for the scientific theorization of  race, but 
the positing of  indigenous american civilizations as, alternately, ‘immature’ or 
‘primitive’. this primitivity can be read, through the enmeshing of  these two 
epistemic axes, as relating to a lack of  subjective elaboration, a lack of  ‘reason’, 
and as such, it is a european reading of  indigenous cultures as governed by 
a dyad composed of  both irrationality and its relationship to the body. it is 
this reading that makes possible the violent reduction of  the Other into the 
same. if  indigenous america is read as composed of  irrational cultures, 
cultures that are seen as, in effect, ‘just bodies’, then it becomes possible to 
deny the alterity of  the Other, and instead posit them as necessarily ‘obliged, 
subsumed, alienated, and incorporated into the dominating totality’—that is, 
the new eurocentric ‘universality’—‘like a thing or an instrument’ (Dussel 1995: 
39). this instrumentality of  the body, and its concomitant assignation to those 
Others (partially) subsumed, through a logic of  abjection, by colonial processes, 
is integral to the formation of  those aforementioned ‘internal enemies’ 
of  the state. those territories which, through colonization, are positioned 
taxonomically with reference to the european metropole and, subsequently, 
gradually incorporated by Western (political, intellectual and monetary) 
economies, provide a vivid tableau of  the centrality of  state-sanctioned racism 
with reference to the biopolitical.
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Scientific Racism/Sexed Aberrance

in Foucault’s view, racist discourse appears along with biopower, and appears 
as ‘a way of  introducing a break into the domain of  life that is under power’s 
control’ (Foucault 2003: 255) as a way of  transmuting the notion of  war and 
making it function on the level of  the species rather than the level of  the state. 
essentially, racism functions through the construction of  racial typologies—
that is, the separation of  the ‘human race’ into distinct ‘races’, the establishment 
of  value-laden criteria which serves to constitute each of  these ‘races’, and the 
subsequent hierarchical ordering of  races according to a scale which takes as 
its main axes ‘inferiority’ and ‘superiority’, thus ‘fragmenting the field of  the 
biological that power controls’ and establishing a discourse on ‘what must live 
and what must die’ (255). racism functions according to a logic which Foucault 
paraphrases as such: 

the more inferior species die out, the more abnormal individuals are eliminated, 
the fewer degenerates there will be in the species as a whole, and the more 
i—as species rather than individual—can live, the stronger i will be, the more 
vigorous i will be. i will be able to proliferate. (Foucault 2003: 255)

inferiority, degeneration, abnormality—what becomes evident through 
Foucault’s sketch of  racist logic is the possibility of  the extension of  racist logic 
to other realms of  the social. that is, this logic is not content to stop at race 
alone, but will extend to the ostensibly more nebulous realm of  ‘abnormality’ 
and ‘degeneracy’, although always through a reliance on a distinct biologism 
which attempts to ‘scientifically’ typologize said ‘abnormality’. This is, of  
course, why we see the proliferation of  gendered and sexualized typologies 
of  deviance concomitant with those typologies which take ‘race’ as their locus 
of  organization. Moreover, the formation of  doctrines of  racial degeneracy 
and sexed and sexual abnormality which appear (hueristically, perhaps) separate, 
are co-constitutive—we thus witness both the sexualization of  racialized 
‘inferiority’ as well as the racialization of  sexual ‘aberrance’ and ‘degeneracy’ in 
this particular set of  discursive formations.

also evident in Foucault’s sketch is the fact of  the mutual constitution 
of  ‘normality’ and ‘abnormality’. this mutual constitution, simultaneously, 
renders the positing of  an ‘internal enemy’ necessary for the formation of  a 
‘proper’ universal subject—a metonymic subject representative of  the species 
as a whole—and calls our attention to the endless cannibalization this process 
entails. Differences will always proliferate, the attainment of  social homogeneity 
will always be, can never fail to be, a perpetually unfinished process, yet as long 
as the phantasm of  a perfectible social exists, so will a differential discourse on 
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normality and abnormality as well as its attendant attempts at extermination, 
whether material, psychic, or both.

thus, inherent in what Dussel terms the ‘mutual constitution of  modernity’ 
is this mutual constitution of  the ‘normal’ subject, where the bounds, functions, 
and figurations that shape the European subject are defined in relationship to 
those set for the colonial Other. the ‘proper’ universal subject constructed by 
the biopolitical, thus, only exists in relation to ‘scientific’ typologies regarding 
race, gender, and sexuality. Given this, it becomes necessary to rethink Quijano’s 
assertion that

in america, the idea of  race was a way of  granting legitimacy to the relations 
of  domination imposed by the conquest. … Historically, this meant a new way 
of  legitimizing the already old ideas and practices of  relations of  superiority/
inferiority between dominant and dominated. From the sixteenth century on, 
this principle has proven to be the most effective and long-lasting instrument 
of  universal social domination, since the much older principle—gender or 
intersexual domination—was encroached upon by the inferior/superior racial 
classification. … In this way, race became the fundamental criterion for the 
distribution of  the world population into ranks, places, and roles in the new 
society’s structure of  power. (Quijano 2000: 534–5)

Here, Quijano posits gender domination, or some notion of  patriarchy, as a 
still-operative social archaism, a ‘much older principle’ for organizing oppressive 
relations. Viewed in light of  Foucault’s theorization of  the biopolitical, it becomes 
evident that discourses on ‘normality’ and ‘abnormality’ ranged much wider than 
race, although racial typologies may have been most effective in universalizing 
these discourses on ‘normality’. it was not simply a matter of  ‘encroachment’ 
upon older oppressive systematizations (i.e., a curiously ahistorical ‘patriarchy’), 
but the formulation of  thoroughly enmeshed discourses regarding the 
constitution of  the ‘proper’ universal subject. We must be attentive, then, to the 
reworking of  indigenous understandings of  anatomic sex and their relation to 
the social, as well as the mutations they undergo through colonial contact.

With colonialism, we see certain facets of  what Maria lugones terms the 
‘light’ side of  the colonial/modern gender system—biologically legitimated 
sexual dimorphism and heterosexual patriarchy—reworked in the newly ‘found’ 
(or, more appropriately, ‘covered-over’) territories. One must be careful not to set 
up a theoretics which simply looks for the imposition of  these frameworks in the 
colonies, as this reworking does not function in an equivalent manner. lugones 
writes that while ‘sexual dimorphism has been an important characteristic of  
what i call “the light side” of  the colonial/modern gender system … those 
in the “dark side” were not necessarily understood dimorphically’ (lugones 
2007: 188). While the light and dark sides of  this gender system exist in relation 
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to one another, oftentimes those in the ‘dark side’ were figured as aberrant, 
as monstrous—sexually voracious, animalistic, or fantastically hermaphroditic. 
this monstrosity ensures, in line with Cartesian thought, the barricade of  those 
colonized from the realm of  the rational. their reduction to the level of  the 
body and, moreover, a body constructed as deviant, as monstrous, aids the 
legitimation of  the use of  colonial bodies instrumentally, at the same time as it 
inscribes and concretizes the ostensible ‘normality’ and legitimacy of  bourgeois 
european sexual and gender arrangements and ideologies.

tellingly, it is this nexus of  sexual/physiognomic deviancy and european 
processes of  racialization that sander l. Gilman references when attempting to 
parse out the conflict between polygeneticists and monogeneticists througout 
the nineteenth century over the placement of  colonized subjects in the ‘Great 
Chain of  Being’. the polygeneticist argument hinges on a concept of  inherent 
and absolute racial difference, given creedence through the spectacular display 
and medical theorization of  saartje Baartman, or the ‘Hottentot Venus’. Gilman 
elaborates:

the antithesis of  european sexual mores and beauty is the black, and the 
essential black, the lowest exemplum of  mankind on the great chain of  being, 
is the Hottentot. it is indeed in the physical appearance of  the Hottentot that 
the central icon for sexual difference between the european and the black 
was found, a deep physiological difference urged so plausibly on the basis of  
physical contrast that it gave pause even to early monogenetic theoreticians. 
(Gilman 1985: 83)

The ‘deep physiological difference’ established through medico-scientific 
constructions of  ‘essentialized blackness’ which find their exemplar in the 
‘exaggerated’ genitalia and secondary sex characteristics of  the ‘Hottentot 
Venus’ was utilized to further shore up claims regarding the allochronic 
distance (nay, even separate speciation) of  the colonial Other. the argument 
for this absolute, irreparable difference finds its most persuasive evidence in 
the ‘abberant’ sexual physiology of  the Hottentot. Moreover, the (distinctly 
sexual) atavism of  the Hottentot was then ushered in to explain the pathological 
degeneracy of  prostitutes within the space of  the european metropole who, 
upon medical examination, were often declared physiologically malformed 
in a manner similar to that of  the Hottentot. as Gilman writes following a 
review of  both a.J.B Parent-Duchatelet’s 1836 study physiognomically-focused 
anthropological study of  the Parisian prostitute, as well as Pauline tarnowsky’s 
1889 ‘public health’ study of  russian prostitution, ‘all of  the signs point to the 
“primitive” nature of  the prostitute’s physiognomy’ (Gilman 1985: 95).

it is through lugones’ theorization of  the co-constitutivity of  the ‘light’ and 
‘dark’ sides of  the colonial/modern gender system that the specific relation 
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of  european metropolitan discourses on ‘pseudo-hermaphroditism’, medico-
scientific practices of  ‘rehabilitating’ and ‘correcting’ ostensibly ‘aberrantly 
sexed’ bodies, and the abject and monstrous figuration of  colonized bodies can 
be understood as mutually implicated. teratology and ethnographic practice are 
part and parcel of  a biopolitical effort which sought, in a very material sense, to 
yoke the opacity and alterity of  those bodies and ways of  being which, through 
exceeding or existing outside the colonial/modern category of  the human—
a category which came to be decisively undergirded by a strictly dimorphic 
understanding of  sexed intelligibility—instantiated the threat of  undoing 
European/Western pretenses to the imposition of  a scientifically legitimated 
monocultural hegemony. teratology and ethnographic practice, in particular, 
came to function, within colonial/modern logic, as ‘necessary’ interventions 
which sought to reduce the threat of  the alterior, the ‘extra’-human through 
a tactic of  incorporation which, to paraphrase Dussel, engaged in a process 
of  ‘covering-over’ alternative ontological and cosmological modes of  being 
in order to eradicate the possibility of  an ‘outside’ of  colonial modernity, to 
transform the particularity of  Western/european cultural formations and logics 
into a legitimately universal system. in order for this to function, the ostensible 
‘center’ of  these cultural formations had to be ‘cleaned up’, purified—hence 
the eradication of  the threat posed by the ‘true hermaphrodite’ and the 
simultaneous instantiation of  biological sexual dimorphism, in order for this 
sexed monstrosity to be abjected from the Western metropolitan interior to the 
colonial periphery. this move further shores up and defends Western/european 
strategies of  imposition and intervention (under the onus of  instituting cultural 
‘progress’ or ‘civilized development’) in colonial sites. the taxonomic inclusion 
of  these communities, cultures and bodies with reference to a scale of  ‘humanity’ 
ranging from ‘primitive’ to ‘civilized’, and the concomitant imposition of  proper 
‘human’ constitution, seeks to force a modern/colonial system of  intelligibility 
on these alternate and opaque cosmologies, socialities, and modes of  being, to 
incorporate the colonial periphery in the logic of  eurocentric sameness.

Judith Butler, in Undoing Gender, writes of  the constitution of  the human 
(which now finds a problematic site of  articulation in discourses on ‘human 
rights’):

sometimes the very terms that confer ‘humanness’ on some individuals are 
those that deprive certain other individuals of  the possibility of  achieving that 
status, producing a differential between the human and the ‘less-than-human.’ 
these norms have far-reaching consequences for how we understand the 
model of  the human entitled to rights or included in the participatory sphere 
of  political deliberation. the human is understood differently depending on 
its race, the legibility of  that race, its morphology, the recognizability of  that 
morphology, its sex, the perceptual verifiability of  that sex, its ethnicity, the 
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categorical understanding of  that ethnicity. Certain humans are recognized as 
less than human, and that form of  qualified recognition does not lead to a viable 
life. Certain humans are not recognized as human at all, and that leads to yet 
another order of  unlivable life. (Butler 2004: 2)

Central to the constitution of  the ‘human’, then, are the logics of  intelligibility 
which work in concert with the morphological and categorical formulation 
of  differentially and hierarchically marked subsets on a scale of  non-human 
to human—that is, a taxonomic logic with its roots in scientific rationalism, a 
taxonomic logic which takes as its axes of  differentiation sex, race, and ethnicity, 
and imposes criterion regarding visible ‘verifiability’ as central to partial or full 
inclusion in the realm of  the ‘human’.

Much feminist theory, historically and contemporaneously, refuses the 
interrogation of  the bio-logical roots of  this taxonomic system. Claiming as its 
epistemological focus the category of  ‘gender’, conceptualized as differential 
and contingent cultural elaborations of  biological ‘sex’, serves to reinscribe, 
rather than de-naturalize, this bio-logic, instead operating to prop up the 
hermetic mythicization of  modern science. and as stengers writes, lamenting 
the dearth of  scholarship which troubles the construction of  science as a realm 
unto itself,

to render unto Caesar what is Caesar’s is also to claim for oneself  everything that 
does not belong to him. the generalizable triumph of  objectivity, recognized in 
principle, depends on the possibility of  setting oneself  up as the representative 
of  subjectivity as such, which is then recognized as the other pole, indestructible 
and inalienable, of  the human mode of  existence. (stengers 2000: 36)

the endlessly circular debates regarding essentialism and constructivism work in 
this vein of  analysis. By leaving the contingent, thoroughly situated construction 
of  categorical ‘humanness’, with all of  its attendant interests and exclusions, 
unquestioned, and taking as the realm of  feminist analysis the gendered 
‘subject’, the biologic-ontologic ‘granite’ initially provided by enlightenment-
era scientific-taxonomic projects remains intact. I agree with Elizabeth Grosz, 
who writes in a footnote to ‘Refiguring Lesbian Desire’ that:

a mistaken bifurcation or division is created between so-called essentialists and 
constructionists insofar as constructionism is inherently bound up with notions 
of  essence. to be consistent, constructionism must explain what the ‘raw 
materials’ of  the construction consist in; these raw materials must, by definition, 
be essential insofar as they precondition and make possible the processes of  
social construction. (Grosz 1994a: 81)



SITuATINg BIo-LogIC, REfIguRINg SEX

��

thus, to the extent that these preconditions are left out of  the critical frame, 
feminist theory-praxis reinscribes the aforementioned bio-logic. Beginning from 
a site wherein dimorphic difference is taken as a precondition for the analysis 
of  differing cultural constructions leaves such formulations in an ill-equipped 
position to address the continuing legacy and maintenance of  the boundaries 
of  modernity and atavism, in a position bereft of  possibility to make sense 
of  this co-constitutive ‘outside’, save through claims to essentialized human 
‘sameness’, globalized gendered oppression, or more complex arguments 
regarding the necessity of  conscientiously expanding the boundaries of  the 
‘human’ so those left ‘outside’ can come ‘in’.

Consequently, it is important to refute Butler’s relegation of  those who co-
constitute, on account of  their exclusion, the colonial-modern formation of  a 
categorical ‘humanness’ to the leading of  ‘unlivable’ lives. this formulation, intent 
as it is on a political praxis which unites disparate struggles (namely, decolonial 
and queer, trans, and intersex movements) cannot deal with this ‘outside’, save 
by a reliance on the logic which constructs it as such—a construction which, 
moreover, serves to incorporate this ostensible ‘outside’. the ‘outside’ of  
modernity, the ‘outside’ of  colonial-modern constructions of  the human, thus 
becomes an empty space, a negated space, rather than a productive site for 
resistant and alternative life-practices and social modalities which persist despite 
the epistemic and material death-sentence issued by and through colonial-
scientific practices. I’m thinking, here, both of  folks who have undergone and 
are currently suffering the abuses of  (neo)colonialism as well as those relegated 
to a position bereft of  a legitimate intelligible claim to (institutional) subjectivity, 
on account of  living lives in excess of  or incommensurable with the always 
already dimorphically sexed structuration of  the subject: intersex folk, trans-
folk, queer- and genderqueer folk.

Given the roots and ongoing reliance of  legitimate claims to subjectivity—
particularly within human rights discourse—to materially and psychically 
violent, modern/colonial taxonomies of  the ‘human’, i no longer think a 
thought of  the ‘subject’, even a non-unitary, fragmented one, is an appropriate 
node of  organization with reference to radical political praxis. What i am 
interested in, instead, are methods of  connection and becoming outside identitarian 
logic, predicated as it is on the aforementioned bio-logic. this involves a refusal 
of  the negative logic of  the ‘outside’, a refusal to understand specific lives as 
‘unlivable’, and instead an assumption of  the persistence of  efforts to sustain 
life even in conditions of  extreme brutality—whether that brutality comes in 
the form of  multivalent violences enacted on sexually ‘unintelligible’ bodies or 
at the behest of  the neo-colonial protocols of  the international Monetary Fund 
and the World Bank. Coalitional resistance to statist logics of  identity begins 
here.



CRITICAL INTERSEX

��

References

Braidotti, r. 2002. Metamorphoses: Towards a Materialist Theory of  Becoming. 
Cambridge: Polity Press.

Butler, J. 2004. Undoing Gender. new York: routledge.
Dreger, a.D. 1998. Hermaphrodites and the Medical Invention of  Sex. Cambridge, 

Ma: Harvard University Press.
Dussel e. 1995. The Invention of  the Americas. london: Continuum.
Fabian, J. 1983. Time and the Other: How Anthropology Makes Its Object. new York: 

Columbia University Press
Fausto-sterling, a. 2000. Sexing the Body: Gender Politics and the Construction of  

Sexuality. new York: Basic Books.
Foucault, M. 2003. Society Must Be Defended: Lectures at the Collège de France, 1975–

1976, translated by D. Macey, edited by M. Bertani and a. Fontana. new 
York: Picador.

Foucault, M. 2004. Abnormal: Lectures at the Collège de France, 1974–1975, translated 
by G. Burchell, edited by M. Bertani and a. Fontana. new York: Picador.

Gilman, s.l. 1985. Difference and Pathology. ithaca: Cornell University Press.
Grosz, E. 1994a. Refiguring lesbian desire, in The Lesbian Postmodern, edited by 

l. Doan. new York: Columbia University Press, 67–84.
Grosz, e. 1994b. Volatile Bodies: Toward a Corporeal Feminism. Bloomington and 

indianapolis: indiana University Press.
irigaray, l. 1985. This Sex Which Is Not One, translated by C. Porter. ithaca: 

Cornell University Press.
lacqueur, t. 1990. Making Sex: Body and Gender from the Greeks to Freud. Cambridge, 

Ma: Harvard University Press.
lugones, M. 2007. Heterosexualism and the colonial/modern gender system. 

Hypatia, 22(1), 186–209.
McClintock, a. 1995. Imperial Leather: Race, Gender and Sexuality in the Colonial 

Contest. new York: routledge.
Quijano, a. 2000. Coloniality of  power, eurocentrism, and latin america. 

Nepantla: Views from the South, 1(3), 533–80.
stengers, i. 2000. The Invention of  Modern Science. Minneapolis: University of  

Minnesota Press.
thomson, r.G. 1997. extraordinary Bodies: Figuring Physical Disability in 

american Culture and literature. new York: Columbia University Press.



Part II 
Challenges to Identity Claims



This page has been left blank intentionally



Chapter � 

(un)Queering Identity:  
The Biosocial Production of 

Intersex/dSd
alyson K. spurgas

Introduction: Discursive Productions of the Sexed Body

intersexuality has been socially managed in a variety of  ways in different 
cultures throughout history, but its treatment in the West has been primarily 
pathologizing. the discursive production of  dimorphic versus aberrant sex 
begins with the use of  the term hermaphrodite in ancient Greece. Until the mid-
twentieth century, people who were born with ambiguous external genitalia or 
who were otherwise sex variant were referred to as hermaphrodites rather than as 
intersexuals (Dreger 1998).

the term hermaphrodite was used to describe humans and animals with non-
dimorphic body configurations in Western cultures up until the nineteenth 
century. Prior to this time, individuals with sex comportments not easily 
classifiable according to a rigidly dimorphic sex/gender taxonomy were forced 
to choose a gender and to behave according to the norms of  that gender for 
the rest of  their lives. During the Victorian era, treatment of  ambiguous 
bodies shifted from juridical or religious control and fell under the purview 
of  medicine. this period heralded a shift from a medicine of  the species to an 
anatomo-clinical or anatomo-pathological medical model, and a variety of  important 
social distinctions were medicalized. The individuals afflicted with diseases were 
pathologized—their physical afflictions were purported to be the indicators of  
their social ills, of  their moral depravity—or conversely, for those in ‘good’ 
health, of  their worth and moral superiority (Foucault 1973). Disease was 
literally inscribed upon individuals; patients became their diseases. it was during 
this period that ‘intersexuality’ came to replace the term ‘hermaphrodite’ and 
was put into circulation within medical and lay literature and narrative. Due to 
its medicalization by the gaze of  the clinician, we can think of  intersexuality as 
being discursively produced as a specific pathology or disease during this time.

although intersexuality has been within the purview of  medicine and under 
the examination of  scientific analysis for quite some time in Western societies, 
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prior to the twentieth century it was rarely treated surgically. in the mid-
twentieth century, a new medical paradigm came to dominate the treatment of  
intersexuality. this paradigm emphasized the malleability of  gender, the necessity 
of  early ‘correction’ of  intersex embodiment via surgery and the importance 
of  raising the soon-to-be ‘formerly’ intersex child as strictly as possible within 
the social gender role that ‘matches’ the sex that was surgically inscribed at 
birth (Dewhurst and Gordon 1969, Money and ehrhardt 1972). this surgical 
correction paradigm originated in the U.s. under John Money of  Johns Hopkins 
University, but in the last couple of  decades, it has quickly spread to regions as 
disparate as eastern europe and southeast asia (Kuhnle and Krahl 2002).

since the inception of  Money’s surgical treatment protocol in the 1950s, 
there has been much backlash to both its privileging of  the social construction 
of  gender over gender’s purported biological fixity and to its emphasis on non-
evidence-based, irreversible surgery performed on non-consenting infants. the 
perfunctory and peremptory performance of  sex assignment or ‘corrective’ 
surgery has been exposed as harmful to intersex individuals’ sexual functioning, 
their psychological and physical health and their ability to assimilate into a 
culture which requires discrete male/female identification and behavior. In 
fact, this surgical protocol has been accused of  iatrogenically producing the 
very problems it was paradoxically purported to ameliorate. the early intersex 
activist movement concerned itself  primarily with the lack of  evidence to 
indicate the necessity of  surgery and with the fact that it was performed on 
infants who were unable to consent (and who had not yet articulated a gender 
identity). intersex activists in the 1990s and early 2000s wholly rejected the 
medicalization of  intersex and were at least marginally effective at challenging 
the surgical ‘correction’ protocol. Part of  this early activist work involved an 
attempt to reclaim and reconstruct the term intersex as a positive marker of  
non-normative and queer identity, rather than as a medicalized term denoting 
pathological or disordered status.

Queering Intersex: Intersex Activism, Intersex Identities

the rights movement around intersexuality was initially spawned and began to 
gain recognition in 1993, when Cheryl Chase, an intersex individual living as a 
woman, founded the intersex society of  north america (isna). isna originated 
as a support group for intersex individuals and up until its dissolution in June 
2008, was the most prominent and powerful activist group in the Global north—
although its goals and strategies changed drastically throughout its lifespan.1  

1 at the time of  this writing, the isna had recently disbanded and all of  its funds, 
assets and copyrights were transferred to the accord alliance, a non-profit organization 
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initially, isna’s critique of  medicalization focused primarily on the abolition of  
surgical intervention as mandatory in intersex care and was based fundamentally 
on the notion that although certain intersex-related conditions (such as salt-losing 
associated with Congenital adrenal Hyperplasia [CaH]) can be life threatening 
and thus may require intervention, intersexuality itself  is not pathological and 
thus does not require medical treatment. in the early 1990s, isna’s platform was 
organized around the idea that the physical, psychological and sexual well-being 
of  intersex individuals is jeopardized by attempts to stabilize and reproduce 
hegemonic—and in their opinion, antiquated and deleterious—notions of  sex 
and gender via surgery. Chase made this stance explicit by stating: ‘not only does 
ISNA critique the normativist biases couched within most scientific practice, it 
advocates a treatment protocol for intersex infants that disrupts conventional 
understandings of  the relationship between bodies and genders’ (Chase 1998: 
202).

this focus on the disruption between bodies and genders (or between 
biological sex and psychosocial gender identity), on the deconstruction of  a 
rigid sex/gender binary, and also a direct-action and change-oriented philosophy 
put into practice by pioneer intersex activist groups (including publication 
of  the newsletter Hermaphrodites With Attitude by the isna) allowed for the 
constitution of  an intersex identity that was inherently queer early on and that 
was articulated in opposition to dominant gender-body configurations. This 
embrace of  radical intersex identity was made quite clear in the reclamation 
of  the term ‘hermaphrodite’ and its usage by activists of  diverse intersex 
comportments. regarding her interface with the turner’s syndrome society, 
a condition-specific support group, Chase elucidated the first incarnation of  
isna’s focus on intersex-as-queer identity:

i was less willing to think of  intersexuality as a pathology or disability, more 
interested in challenging its medicalization entirely and more interested still in 
politicizing a pan-intersexual identity across the divisions of  particular etiologies 
in order to destabilize more effectively the heteronormative assumptions 
underlying the violence directed at our bodies. (Chase 1998: 199, italics mine)

this statement highlights the radical and queer orientation of  initial intersex 
activist groups, specifically the ISNA. Rather than aligning strategically with 
medicine, Chase and other early intersex activists focused on complete 
demedicalization of  the intersex body and on a reclamation of  intersex via explicit 

founded by members of  the isna in March 2008. the accord alliance will take over 
where isna left off  and ‘will continue to lead national efforts to improve DsD-related 
health care and outcomes’ (isna, n.d.). the disintegration of  the isna and the 
founding of  the accord alliance will be discussed briefly later in this chapter.
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and strategic solidarity among people of  diverse embodiments, genders and 
sexualities. activist tactics within intersex communities frequently implemented 
a radical and controversial platform during a time when queer-positive GlB 
and transgender politics were also gaining recognition in a variety of  realms 
(Preves 2004). For these reasons, many intersex activists felt comfortable joining 
or at least allying with radical lGBt and queer activist organizations and with 
putting aside the differences in their specific goals and concerns in order to strive 
together for a world more accepting of  multiple and diversely sexed, gendered, 
and desiring bodies and identities. During this time, many activists shared the 
common goal of  deconstructing the notion that sex and gender are naturally 
dimorphic and that sexual desire follows from gender which follows naturally 
from sex (what Judith Butler [1990] referred to as the ‘heterosexual matrix’ in 
Gender Trouble). some activists stated their belief  that intersex individuals would 
begin to ‘come out’ in greater numbers over time (as those in the GlB and trans 
communities did during the beginning of  the queer movement) and that the 
intersex community would ultimately become more visible and powerful.

However, in the last decade, many members of  the intersex community 
and activists in this group have come to reject being categorized as queer and 
even being aligned with queer movements and politics at all. ironically, it seems 
that early intersex activist groups have ultimately found themselves working 
within and around the medical establishment even as they roundly critiqued 
medicalization of  the intersex body. the isna’s trajectory is particularly 
interesting in this regard, as it changed from being primarily an organization 
whose goal was to provide a means of  self-help and support to intersex 
individuals, to a radical and queer activist organization vying against the medical 
establishment for immediate change in intersex treatment protocols, to its final 
incarnation as a powerful lobbying group aligned with surgeons and clinicians 
who focus on practical changes regarding the treatment of  intersex within a 
highly medicalized framework. Based on statements on the accord alliance’s 
(n.d.) website and its exclusive use of  the nomenclature ‘DsD’, it appears that 
this new organization will continue this trend of  increasing medicalization. 
Before disbanding, isna increasingly framed their activism in terms of  a human 
rights or what may be called a ‘pragmatic’ or ‘harm reduction’ model and, more 
recently, a ‘children’s rights’ perspective (Preves 2004). When considering that 
intersex individuals have had to deal with the pathologizing of  their bodies since 
the initial medicalization of  intersexuality (and with the surgical altering since 
the mid-twentieth century), and that most infants in Western countries are born 
medical subjects as it is, the recent shift among some intersex activists and their 
allies to embrace the nomenclature of  ‘disorder’ and to reject queer community 
and radical politics in favor of  normative, biomedical identity is somewhat 
surprising, and at first, may even seem counterintuitive. Thus, the debate over 
new terminology and associated medical protocol deserves a careful analysis.
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Unqueering Intersex: The Emergence of DSD

Although the term ‘disorders of  sex development (DSD)’ was officially 
introduced as a proposed replacement for ‘intersex’ by board members of  the 
isna in 2006, several events were unequivocally important milestones which 
led to the coining of  the term and its associated medical protocol. in the fall 
of  2005, the intersex Consensus Meeting, organized by ieuan Hughes of  the 
european society for Paediatric endocrinology (esPe) and Peter lee of  the 
lawrence Wilkins Pediatric endocrine society (lWPes), was held in Chicago. 
At this five-day conference, a group of  50 ‘experts’ from 10 countries, and two 
intersex activists (Cheryl Chase of  isna and Barbara thomas of  the German 
ais support group, xY-Frauen), came together to discuss issues around intersex, 
including molecular genetic impact on human sexual development, evidence 
for ‘brain [sex] programming’ by genes and hormones, potential medical and 
psychosocial management regimes for intersex that do not involve immediate 
surgery, standards for deciding under what circumstances surgery should be 
performed and the transition to use of  the term DsD with its corresponding 
‘patient-centered’ and ‘evidence-based’ treatment protocol.

around the time of  this conference, a slightly different term, ‘disorders of  
sexual differentiation’, had been introduced in an article by alice Dreger, Cheryl 
Chase and three other clinicians and researchers associated with the isna. this 
new nomenclature was proposed as the harbinger of  a new highly medicalized 
model of  intersex treatment, a model that would focus on genetic and endocrinal 
etiologies for specific intersex comportments and which purported to ‘label the 
condition rather than the person’ (Dreger et al. 2005: 733). For Dreger and her 
associates, the necessity of  this transition was based on the notion that the old 
terminology (both ‘intersex’ and the outdated and less frequently used ‘male/
female pseudohermaphrodite’ and ‘true hermaphrodite’) was not medically 
‘accurate’ (732); that it could ‘cause clinical and social problems’ for intersex 
individuals due to a conflict between their gonadal sex designation and their 
gender identity; that effective nomenclature ‘must allow sorting patients into 
diagnostically meaningful groups’ (731) if  sound, evidence-based research is 
to be conducted; and that the old terminology (particularly labels including the 
word ‘hermaphrodite’) ‘attracts the interest of  a large number of  people whose 
interest is based on a sexual fetish and people who suffer from delusions about 
their own medical histories’ (732).2 in Dreger’s article, it is very clear that the 
pro-DsD contingent’s primary interest is in distancing intersex activism from 

2 What is startling about this argument is that it is based on an obsolete 
model of  intersex categorization—that of  gonadal classification (i.e., male/female 
pseudohermaphroditism and true hermaphroditism). More recently, Western medical 
protocol has called for ‘condition-specific’ diagnoses, and the sex designation of  an 
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queer and transgressive sex/gender identity politics and instead in supporting 
Western medical productions of  intersexuality. But, according to Dreger, Chase 
and many other pro-DSD activists, this alignment is primarily strategic; because 
intersex individuals often do require medical attention for specific conditions 
related to their intersex embodiment, they must be perceived by the medical 
community as patients who can be treated according to some standardized 
protocol. Following this logic, a new taxonomy which posits conditions related 
to intersex as clearly-defined disorders and which ‘enhances, [rather than] 
complicates, the use of  medical informatics in research and clinical practice’ 
is warranted (Dreger et al. 2005: 733). although DsD changed quickly from 
signifying ‘disorders of  sexual differentiation’ to signifying ‘disorders of  sexual 
development’ and eventually ‘disorders of  sex development’ in its most recent 
version, it is resoundingly clear in all of  the different incarnations that for those 
in favor of  the transition to DSD, intersex is first and foremost a disorder 
requiring medical treatment.

this strategic move to a more blatant language of  medicalization and 
pathology occurred concomitantly with the inception of  the Consortium 
on the Management of  Disorders of  sex Development (2006), a U.s.-based 
organization consisting of  board members of  the isna, clinicians, bioethicists 
and surgeons. according to the Consortium’s Clinical Guidelines for the Management 
of  Disorders of  Sex Development:

Disorders of  sex development (DSDs) are defined as conditions involving the 
following elements:

congenital development of  ambiguous genitalia (e.g. 46,xx virilizing 
congenital adrenal hyperplasia; clitoromegaly; micropenis)
congenital disjunction of  internal and external sex anatomy (e.g. Complete 
Androgen Insensitivity Syndrome; 5-alpha reductase deficiency)
incomplete development of  sex anatomy (e.g. vaginal agenesis; gonadal 
agenesis)
sex chromosome anomalies (e.g. Turner Syndrome; Klinefelter Syndrome; 
sex chromosome mosaicism)
disorders of  gonadal development (e.g. ovotestes). (Consortium 2006: 2)

the Consortium (2006) states that ‘DsDs include anomalies of  the sex 
chromosomes, the gonads, the reproductive ducts and the genitalia … note 
that the term “intersex” is avoided here because of  its imprecision’ (2). the 
Clinical Guidelines is targeted to practicing pediatric physicians, surgeons 
and obstetricians who may confront the birth of  an intersex baby, and on  

individual tends to be based on chromosomal status rather than on gonadal status—a 
trend that will continue if  the DsD taxonomy is implemented.

•

•

•

•

•
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the first page, the authors state clearly that their approach is ‘patient-centered’ 
and that their goal is a better standard of  care around DsD treatment—which 
in an ‘ideal treatment scenario’ would involve ‘a well-organized, well-trained and 
institutionally-supported multidisciplinary health care team’ (1). this represents 
an abandonment of  the desire for a pan-intersexual queer identity and an embrace 
of  the complete medicalization of  intersex. regardless of  how the motives 
behind this rhetoric are framed, for the isna/accord alliance and others in the 
pro-DsD camp, the intersex individual is now to be understood fundamentally 
as a patient and more specifically as a patient of  normative binary gender identity 
who happens to have a treatable (yet never fully curable) disorder.

Contemporaneous with the Consortium’s inception, a group of  pediatric 
physicians published their ‘Consensus statement on Management of  intersex 
Disorders’ (Hughes et al. 2006) in the medical journals Pediatrics and Archives 
of  Disease in Childhood, in which they came closer than any group of  physicians 
before them in publicly advocating against sex assignment surgery at birth.3 
although these physicians denounce infant surgery in most cases, they also 
strongly recommend that intersex individuals be subjected (or self-subject) to 
extensive psychological/psychiatric, hormonal, steroidal and other medical 
management techniques throughout the duration of  their lives. this emphasis 
on non-surgical multidisciplinary medical management appears to be shared by 
many players in the intersex advocacy arena, including members of  the accord 
alliance and intersex initiative, an advocacy group with branches in Portland, 
san Francisco and Japan.

since the time of  the Chicago Conference and the founding of  the 
Consortium, ‘DSD’ has been taken up by people who previously identified as 
intersex, by parents who have given birth to intersex babies and by practitioners 
in the international medical community. it seems that being able to describe 
oneself  as a man or woman who has a disorder of  sex development (which is 
not necessarily linked to gender identity) rather than as an intersex individual 
or an intersexual (which are said to connote ambiguous gender identity) is a 
welcome change for many members of  this community who have identified 
as gender-normative (and often heterosexual) for most of  their lives. 
according to some intersex activists and advocates in the Global north, many 
intersex individuals have never been interested in embracing queer identity 
politics and, more specifically, were never interested in affiliating or aligning  

3 although peremptory infant sex assignment surgery is renounced in these 
documents, surgical clitoral reduction is deemed appropriate in cases of  ‘severe’ genital 
virilization (e.g., CaH) in individuals who are to be assigned female, as is automatic 
gonadectomy in babies with Cais or Pais (but only because of  the claim that future 
gonadal malignancy can now more easily be predicted; thus, the gonads should be 
removed only after they are biopsied). 



CRITICAL INTERSEX

10�

with transgender political groups or their strategies (Koyama 2006). thus, a 
move to embrace medicalization and its diagnostic categories (and non-surgical, 
provisional and binary sex/gender assignment at birth) is posited by some 
as the most strategic and utilitarian move a community with such disparate 
‘conditions’—and the children who are born with these conditions—could 
possibly make at this juncture.

Competing Discursive Productions and New Modes of Association 
around the Body

The discursive shift to DSD signifies not only the distancing of  intersex from 
radical GlB, trans and other queer identity movements, it also heralds a new 
mode of  association and identity around the medicalized body and a new 
understanding and way of  living in the body itself. For advocates of  this new 
terminology and its associated medical protocol, the body that is afflicted with a 
disorder of  sex development can be understood as physiologically atypical, but 
it is purportedly not experienced as psychically or psychologically abnormal or 
discordant—that is, in terms of  its distinct and discrete masculine or feminine 
gender identity. thus, under this model, people with DsDs are simply men and 
women who happen to have congenital birth conditions; they are not intersex 
individuals or intersexuals.

Most intersex activists who advocate taking up the nomenclature ‘DsD’ 
frame it as a logical step in the ‘evolution in thinking’ of  the intersex rights 
movement (Morris 2006b). Many of  these activists frame it as a strictly strategic 
move, as well. an isna factsheet entitled ‘Why is isna Using “DsD”?’ (2006) 
states that since isna’s inception, their work focused ‘primarily on medical 
reform’ and that much of  their communication ‘is created with parents and 
doctors in mind’.4 the blog also states that in the case of  DsD, ‘“disorder” 
refers to the underlying cause, not intersexuality itself  and certainly not to the 
whole person’ and that part of  the reason behind the desire for the transition 
from intersex to DSD is that ‘parents and doctors are not going to want to give 
a child a label with a politicized meaning’.

according to emi Koyama, founder of  intersex initiative and former 
intern at isna, the shift to DsD makes sense because most intersex people 
identify as ‘perfectly ordinary, heterosexual, non-trans men and women’ who  

4 these statements appear to go directly against statements made by Cheryl Chase 
regarding demedicalization of  intersex in 1999, and this contradiction will be discussed 
briefly later in this chapter. it should be noted that although the isna is now defunct, 
these documents can still be downloaded from their website (http://www.isna.org), 
which ‘will remain up as a historical artifact’ (isna, n.d.).
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simply have ‘a birth condition like any other’ and in no way feel genderqueer 
(Koyama 2006). according to Koyama, not all—in fact, very few—intersex 
individuals identify as activists. Koyama argues that even though DsD does 
invoke the language of  ‘disorder’ and thus pathology or abnormality, it is less 
demeaning than the terms ‘intersex’ or ‘hermaphrodite’, which are inherently 
politicized and unequivocally linked to gender status (which many intersex 
individuals do not feel any conflict around). For Koyama, one of  the primary 
reasons the intersex-as-queer movement never gained recognition or political 
power in the 1990s was that many intersex individuals ‘were not interested in 
building intersex communities or culture; what they sought were professional 
psychological support [sic] to live ordinary lives as ordinary men and women and not 
the adoption of  a new, misleading identity’ (2006: unpaginated, italics mine). 
these remarks elucidate that those on this side of  the debate feel that DsD 
could be the harbinger of  a more humane medical paradigm, that medical 
treatment is, in fact, what many intersex people desire and that the abolition 
of  (cosmetic) surgery among intersex infants is the most important goal to be 
strived for, not the abolition of  a rigid sex/gender binary.

tension between intersex and transgender identity politics has characterized 
(and bifurcated) the intersex rights movement from the beginning. echoing 
Dreger et al.’s (2005) sentiments regarding ‘people who suffer from delusions 
about their own medical histories’ (732), Koyama (2006) posits that

[During the early days of  the intersex rights movement] the word ‘intersex’ 
began to attract individuals who are not necessarily intersex, but feel that they 
might be, because they are queer or trans. Many of  these people felt that to 
be intersex meant a social and biological justification for being who they are, 
as in it’s okay that you’re queer or trans because they were literally ‘born that 
way’ [sic]. this obviously clashes with the majority of  people born with intersex 
conditions, who despite their intersex bodies feel that they are perfectly ordinary 
heterosexual, non-trans men and women.

Many condition-specific support groups, including the Klinefelter’s Syndrome 
association, the turner syndrome support society and the Congenital adrenal 
Hyperplasia (CaH) support Group (all based in the United Kingdom), use 
gender-normative language when discussing issues related to intersex in their 
literature (i.e. they reference ‘males’ and ‘females’ being afflicted with specific 
disorders). Organizational members of  the UK-based androgen insensitivity 
syndrome support Group (aissG-UK) also use gender-normative language in 
their literature and have, like Koyama and Dreger, made their disapproval of  
what they perceive as trans ‘co-optation’ of  intersex identity quite clear. the 
aissG website unequivocally states:
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We are not happy with the recent tendency of  some trans groups/people to 
promote transgender as an umbrella term to encompass, for example, transsexuality, 
transvestitism and intersex. We object to other organizations/individuals putting us 
in categories without consulting us, especially categories that imply that intersexed 
people, of  necessity, have gender identity issues … this trend toward ‘muscling in’ 
on intersex issues seems to be an initiative on the part of  certain politically-minded 
people in the ‘trans’ community, to bring intersex under their banner (for whatever 
reason—it lends more credibility to their cause?) or even to actively interfere in 
clinical issues relating to intersex. (aissG 2009: ‘trans’ terms section)

this language illustrates the belief  that intersex is not necessarily—and is rather, 
infrequently—in any way related to problems with binary gender identification. 
in this vein, some intersex activists of  late have distanced themselves as much 
as possible from queer and specifically transgender politics. The language of  
disorder goes hand-in-hand with this approach to intersex—the idea that there 
may be a physical disorder present in an intersex body, but that this physical 
atypicality in no way compromises normative gender identity and certainly does 
not compromise heteronormative sexual desire and lifestyle.

there are many individuals in the intersex community who argue against 
the shift to DsD, due largely to the notion that DsD ‘just relabeled [an] 
already generic label [which] is what ‘intersex’ was meant to already do’ (alaniz 
2008). Intersex individuals affiliated with international organizations such as 
Organization intersex international (Oii) and Bodies like Ours (BlO) are for 
the most part highly critical of  the new terminology, stating that ‘intersex’ was 
a perfectly good ‘umbrella term’ for a wide variety of  different variations and 
that ‘disorders of  sex development’ or ‘DsD’ performs a similar function but is 
simply more pathologizing. some BlO members have also critiqued the DsD 
terminology on the basis of  its perceived complicity with capitalism, in a system 
in which medicalization is made profitable:

the ‘DsD’ moniker is simply a way for the medical community to insure that 
intersex/DsD conditions are kept as a ‘disorder’—a pathology—such that 
continued genital mutilation of  infants with these conditions may be covered 
by insurance providers, and thus be maintained as a ‘profit center’ for those 
involved in these surgeries. (Wyn 2006)

according to Peter trinkl (2008), board chair of  BlO, ‘roughly 80–90% of  the 
intersex people who have expressed an opinion on the subject [via BlO blogs], 
are against the DsD nomenclature’.

Many who advocate against the DsD transition also argue that if  the new 
protocol requires using specific diagnostic categories for health-related conditions 
rather than terms associated with identity (which is one of  its stated goals), 
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then there is no need for a new monolithic intersex designation. in a response 
letter to the ‘Consensus statement on Management of  intersex Disorders’ 
(2006), Waleria torres (2006) states that intersex is sometimes ‘accompanied by 
a disorder, such as an endocrine disorder, but all those disorders are classified 
within current medical diagnostic categories and the appropriate treatment is 
already established for each disorder’. in another response letter, lynell stephani 
long (2006) states that for her, intersex is about identity, not disease, and she 
elucidates her preference for the term ‘intersex’ over ‘DsD’: ‘i loved the term 
intersex then [as an adolescent becoming aware of  her body] and i still do today. 
i felt empowered for once in my life. i was intersex, not someone with Pais, 
panhypopituitarism, hypothyroidism and hypogonadism.’ it is clear from these 
statements that for many intersex individuals, any health-affecting conditions 
they have are very much separate from their identification as intersex and these 
specific health concerns are what they perceive as in need of  treatment (rather 
than intersex status itself).

Many proponents of  keeping ‘intersex’, including three intersex individuals 
who were consultants for the Clinical Guidelines for the Management of  Disorders of  
Sex Development in Childhood (Consortium 2006), reject the language of  pathology 
they see inhering in the new DsD nomenclature. David Cameron (2006), one 
of  the consultants, states that ‘legally speaking, intersex people don’t exist, and 
it seems to me the medical community would like to keep it that way’. another 
consultant for the Guidelines, esther leidolf  (2006), echoes this sentiment:

i did voice my objection to the terminology [DsD] prior to publication … as 
an intersex activist, educator and president of  the MrKH Organization, i know 
many people who are deeply hurt and troubled by being told they have a disorder 
and they do not want to be part of  a disorder movement.

Curtis Hinkle, founder of  Oii (a Quebec-based intersex activist organization 
with branches in spain, Portugal, France, the United states, the United Kingdom, 
Germany, israel, the netherlands and sweden), states that the shift to DsD 
augurs ‘a more pathological terminology and set of  protocols based on intersex 
being a genetic defect’ (2008a). those who favor intersex over DSD resent what 
they consider to be an apolitical (or reactionary) and assimilationist conspiracy 
among certain intersex activists (many of  whom are not intersex themselves) 
with members of  the medical establishment and a myopic focus on abolition 
of  surgical treatment, without considering the necessity of  abolishing other 
types of  unnecessary medical treatment. some of  these pro-intersex/anti-DsD 
activists believe that there has been a purposeful conflation of  treatment for 
‘health reasons’ and treatment for ‘cosmetic reasons’. they believe that the 
use of  the term DsD and its associated protocol will, in fact, iatrogenically 
(re)produce intersex-as-pathology and that this will have extremely negative 
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consequences on children who will be labeled ‘disordered’ males and females 
rather than normal, healthy and fully intact ‘intersex’ individuals or ‘intersexuals’. 
Pro-intersex activists feel that rather than actually separating gender and sexual 
identity issues from intersex treatment, using ‘DSD’ reinscribes and reifies the 
rigid and heteronormative sex/gender binary that has pathologized and/or 
surgically eliminated intersex bodies since the beginning of  the Western modern 
medical period. rejecting assimilation into gender-normative culture and life-
long medicalization, maintenance and surveillance of  what will henceforth be 
perceived as fractured femininity or masculinity, they advocate for non-normative, 
non-binary and transgressive intersex identity and take pride in that identity.

intersex individuals and activists on this side of  the debate argue for 
a reconnection with radical lGBt tactics and queer politics and diverge 
specifically from those in favor of  DSD in their desire to align with transgender 
and intergender political organizations. in his presentation at the ‘Outgames’ 
in Montreal in July 2006, Curtis Hinkle of  Oii stated that ‘all of  us, intersex, 
transgendered, transsexual and gays, lesbians and bisexuals are deprived of  
the privilege of  normalcy and it all results from our bodies being classified 
within this heterosexist binary’ (Hinkle 2008b). Hinkle posits that an alliance 
between members of  the intersex community with members of  the GlB, trans 
and intergender communities could be very fruitful for all. For those intersex 
activists who reject DsD, an alliance between intersex and trans people makes 
sense in that both groups are marginalized as a result of  widespread acceptance 
and institutionalization of  sexism, homophobia, and trans- and inter-phobia.

although activists and support group members have been the most vocal, 
some practitioners in the medical community are also critical of  the shift to 
DsD terminology. in a response to a letter to the editor in the American Journal 
of  Psychiatry, two psychiatrists treating an individual raised as a woman who 
discovered late in her adult life that she had mixed-gonadal dysgenesis (MGD) 
explicate that for many intersex people, including their patient, the shift to DsD 
will not be helpful:

We feel that the umbrella term ‘intersex’ will remain useful. … after decades 
of  feeling neither fully male nor female, [our patient] found the intersex label 
comforting as well as descriptive of  the intermediate position on the sex 
spectrum at which she locates herself  in a resolutely bipolar male-female society 
… she finds common cause with individuals who are united not by their specific 
disorder of  sexual development but by their residence in the intersex hinterland 
between male and female’. (Bostwick and Martin 2008: 266)

These psychiatrists make the important point that rallying around a specific 
genetic diagnosis is not sufficient for many people who have taken comfort 
(and in many cases, pride) in their (pan-)intersex identity.
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Both those on the side of  taking up DSD and those who want to keep 
intersex have used the rhetoric of  disability studies, rights and theory to frame 
the debate. Koyama (2006) argues that the shift to the nomenclature ‘disorders 
of  sex development’ heralds the beginning of  a new era of  intersex politics, 
one in which, paradoxically, disability theory will be the foundation (rather than 
queer theory).5 Hinkle (2008b) and other advocates of  intersex, on the other 
hand, argue that a true application of  disability theory would reject the DsD 
nomenclature as not adequately challenging the sociomedical structures that 
pathologize intersex individuals and their bodies. Other intersex activists who 
reject the DsD nomenclature from a disability rights perspective similarly see 
this new terminology as positing intersex itself  (rather than any associated 
health-compromising condition) as a disorder, a disease, a ‘handicap’ and even 
as opening the door to a new eugenics movement, in which the possibility 
(and even moral mandate) of  eradicating intersex from the gene pool via 
preimplantation genetic diagnosis (PGD), abortion, or other methods becomes 
a distinct reality.

Many intersex activists see the promise of  utilizing disability studies to 
theorize and mobilize around intersex issues, but feel it is crucial that intersex 
is understood as a very special case within this realm, primarily because of  its 
inextricable relationship with sex and gender identity issues. although intersex 
is undeniably an issue of  the body, it cannot be framed as a purely bodily or 
biological issue. For those on this side of  the debate, intersexuality is inherently 
political, and intersex politics are directly related to gender and the rigidity of  
the sex/gender binary that Western culture is supported by and supports. as 
Hinkle points out in his essay ‘The Fundamental Error of  Conflating Intersex 
with Birth Defects’:

Medical, legal and religious discourse controls our lives in ways that other 
people with bodies that do not meet norms do not face and this is the serious 
problem of  conflating intersex with just a body issue [i.e. other non-gender-
related congenital ‘disabilities’ or ‘disorders’ which are structurally-produced 
as such]…sex, gender and [sexual] orientation are all part of  the same basic 
problem which results from sexing bodies into just two categories … intersex is 
one of  the most challenging threats to this arbitrary division of  people into just 
two categories because intersex is based on what is supposedly the very criteria 
for placing us in the categories male or female to begin with, the body. (Hinkle 
2005: unpaginated)

5 it is unclear how Koyama understands taking up the language of  pathology or 
‘disorder’ to reflect a radical questioning of  the social structures (medicine first and 
foremost) that produce disability, abnormality and pathology. 
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thus, gender cannot simply be ‘separated out’ from issues surrounding intersex, 
but, according to activists like Hinkle, this separation is precisely what the DsD 
movement naïvely hopes to accomplish.

although many intersex individuals, activists and invested actors have strong 
feelings one way or the other toward the proposed shift to DsD, many people 
have ambivalent feelings toward the new terminology. Many intersex activists 
feel particularly torn, as they identify as intersex but recognize the pragmatism 
in aligning with physicians toward the goal of  medical reform, and thus with 
using the term DsD. Much of  this discussion is framed in terms of  ‘children’s 
rights’ rhetoric and in an ‘ends justify the means’ or utilitarian perspective. long 
(2006) exemplifies this ambivalent position, stating:

When I first heard the term DSD, Disorder of  Sexual Development, I felt 
betrayed. But gradually i realized how using the term DsD could better help 
kids born intersex. if  we talk in terms doctors can understand, they seem to 
understand us better. that doesn’t mean that i like the term DsD or will ever 
embrace it, i don’t and i won’t. DsD is a diagnosis and i was given enough 
of  those as a child. i love being the radical in-your-face intersex activist and 
educator that I am. Intersex is fine! But working in the medical field in the past, 
as an emergency medical technician and soon to be paramedic, i understand 
how doctors think. and i can understand how some parents agree with doctors 
that their child is nOt intersex.

it is clear in statements like these that many people who identify as intersex 
yet understand the strategy in using DsD are interested not only in preserving 
the well-being of  intersex children, but also in preserving the psychic comfort 
of  parents who may be more capable of  dealing with their male or female 
child being born with a disorder than with learning that their child is intersex. 
What is also clear is that many intersex activists grapple with the notion of  
‘children’s rights’, identifying both the benefits and deleterious consequences of  
the transition to DsD in terms of  its effect on intersex children.

Many actors invested in the debate, including intersex individuals and 
clinicians, accept the DsD terminology only as temporary or transitional 
(Morris 2006a, siedlberg 2006), or believe that although a move away from 
‘intersex’ is necessary, ‘DsD’ is not the appropriate terminology to replace it. 
some suggested alternatives include: ‘variations of  sex development’ or ‘VsD’6 
(Diamond et al. 2006); ‘variations of  reproductive development’ or ‘VRD’ 
(Simmonds 2006); and ‘divergence of  sex development’, which preserves the 
acronym ‘DsD’ (reis 2007). supporting the notion that ‘intersex’ is a better 

6 this acronym already denotes the heart disorder ‘Ventricular septal Defect’, and 
thus its acceptance is problematic within the medical community.
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term than ‘DsD’ but that even ‘intersex’ is not encompassing enough for such 
a diverse range of  embodiments, Ghada Boulos (2006), director of  the israeli 
intersex support Group, states, ‘i embraced the term intersex, [but] it is a 
narrow term and i would be happy to maybe call it “multi-sex”, since i don’t 
like the way this world is stuck between two sex[es] and two genders.’

Many of  the problems regarding DsD for activists who reject this 
terminology are exacerbated by the fact that the new nomenclature does not 
translate well into other languages and that this reflects that the shift itself  
was an unequivocally North American (specifically U.S.) enterprise. The term 
‘disorder of  sex development’ has negative connotations in German, French and 
undoubtedly other languages. according to Barbara thomas of  the German ais 
advocacy group xY-Frauen, ‘the term “disorder” has unfortunate overtones of  
“disturbed” in German translation’ (thomas 2006). Hinkle (2008b) elaborates 
this point regarding translation:

[DsD] terminology is very offensive because in French the translation [‘troubles 
du développement sexuel’] is very ambiguous and leads the layman to think that 
you are talking about sexual orientation, pedophilia, fetishism, masturbation, etc. 
in english, one can make a distinction between “sex development” and “sexual 
development”. this is not the case in French.

Furthermore, those who reject this pathologizing terminology believe that 
the language will make it especially difficult to communicate about intersex 
with children and that it will, in practice, leave them more confused than ever. 
swiss intersex activist Marie-noëlle Baechler (2006) summarizes this viewpoint, 
stating, ‘i am deeply convinced that this term will strongly hurt a large number 
of  children, who will receive a reinforced message according to which they are 
inherently dysfunctional and bogus.’

although the meeting in Chicago in 2005 was deemed an ‘intersex consensus 
meeting’ and the statement produced by the isna in 2006 was also termed 
a ‘consensus’, there was actually very little international input regarding the 
change in terminology, and any international input there was came primarily 
from members of  the medical community rather than from intersex people 
themselves. regardless of  being ‘pro-intersex’ or ‘pro-DsD’, most intersex 
individuals, activists and allies around the world agree that the DsD initiative 
was almost exclusively a U.s.-based enterprise and that there will inevitably 
be widespread international consequences for this north american medical 
and taxonomic imperialism (as there has been in other situations of  Western 
medical colonialism). according to the aissG-UK website (which suggests 
ambivalence toward DsD in other areas and uses gender-normative language): 
‘the Consortium says that its publications “incorporate the contributions 
of  experts and stakeholders, including medical professionals, social workers, 
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activists, parents and adults with DsD.” However, patient support/advocacy 
groups outside the Usa were not consulted and had no input’ (aissG 2009: 
new terminology section). Vincent Guillot (n.d.), a French intersex activist who 
is against the transition to DsD, explicates the notion that american imperialism 
in the realm of  intersex treatment is intolerable: ‘these [DsD] guidelines have 
serious consequences outside the United states and since intersex organizations 
from the United States find it perfectly acceptable to take centre stage in France, 
we also find it disturbing that we were never consulted about any of  these 
guidelines or terminology’. regardless of  attitude toward the new terminology 
and its associated protocol, many of  those invested in the debate are extremely 
concerned—and many are outraged—about the recent implementation of  
DsD due to both its ethnocentricity and its complicity with Western medicine. 
some of  these concerns focus on the perception that DsD may augur a non-
surgical (or not primarily surgical)—but similarly silencing—medicalization of  
the intersex body and thus an effacement of  intersex identity.

Intersex Futures: New Horizons for Medical Management and 
Surveillance

the main goal that actors on all sides of  the DsD debate appear to share is the 
termination7 of  sex assignment surgery on intersex infants. it is the focus of  
bringing intersex under a purportedly more ‘humane’ medical protocol, a protocol 
that encourages medical personnel to treat intersex as a bodily anomaly or birth 
condition like any other congenital ‘defect’ that requires medical treatment and 
surveillance, rather than as a problem of  (gender) identity, that is contentious. 
Under the proposed model of  medical management associated with DsD, 
surgery is not completely eradicated as an option for treatment of  intersex (lee 
et al. 2006), although it is generally recommended that it be avoided in most 
cases. Based on the debates around surgery among various players within the 
medical field, it is apparent also that the boundary between what is cosmetic and 
what is medically necessary surgical intervention is still in dire need of  clarification. 
it is also apparent that even in current practice, this boundary is strategically 
blurred both by medical practitioners and by intersex activists/allies, so that 
what is actually culturally desired is posited as medically necessary.

When an intersex individual is surgically ascribed a discrete male/female sex, 
this individual often requires lifelong ‘management’ in order to continue to pass as 

7 i use ‘termination’ here loosely. For many actors invested in this debate, the 
termination is posited rather as a moratorium, with the idea that once the ‘true’ (i.e., binary, 
male or female) sex of  an individual can be predicted ‘scientifically’ through ‘evidence-
based’ research, surgical sex assignment for non-binarily embodied infants may resume.
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that sex. as Holmes (2002) points out, the traditionalistic/paternalistic model of  
surgical intervention without consent of  the intersex individual ‘actually renders 
many patients more intersexed following surgical intervention’ (174, italics mine). 
and as studies regarding the apparently common phenomenon of  adolescent and 
post-adolescent self  sex reassignment show (reiner and Gearheart 2004), surgical 
intervention, even when performed early and supplemented with hormonal, 
steroidal and/or psycho- therapies/drugs, does not invariably eradicate later 
intersexedness in individuals born with non-binary sex compositions. in fact, 
these therapeutic endeavors may actually increase ambiguity later in life. in the 
late twentieth century, a lucrative market emerged from lifelong treatment of  
the post-surgical intersex body via hormonal and behavioral therapy/training, 
continuous aesthetic surgeries and medical surveillance. the never-ending drive 
to fit within a normative sex category is what Cheryl Chase (1999) has described 
as the ‘intersex treadmill’. thus, the shift to DsD protocol begs the questions: 
How will the body that is afflicted with a disorder of  sex development and 
which is posited as continuously in need of  maintenance actually be maintained 
in a non-surgical treatment landscape? What new types of  post-disciplinary 
(self-)management techniques—be they psychological/psychiatric, behavioral, 
hormonal, steroidal, or even neurological or genetic—will become the new 
modus vivendi for intersex care? What will come to fall under the rubric of  ‘at-
risk’ psychological symptoms, social behaviors, or types of  embodiment when 
it comes to holding intersex in abeyance or keeping it in remission, and how will 
ever-expanding teams of  medical specialists preemptively deal with these ‘at-
risk’ individuals and their symptoms?

even if  DsD-related medical protocols lead to the abolition of  peremptory 
surgical management of  intersex (or at least its delay into adolescence or 
adulthood) this does not herald the end of  the medicalization and pathologization 
of  intersex bodies; in fact, it opens up the possibility of  a new and even more 
encompassing intersex treadmill. as we move away from an understanding of  
the intersex body as unintelligible and from a medical standard that views this 
body as in need of  immediate surgical ‘correction’ to literally carve it into one 
of  two binary sex configurations, we enter a new realm of  medicalization in 
which the ‘problem of  intersex’ becomes much more manageable, but in no 
less need of  treatment. When surgery is determined to be unwarranted (by 
the team of  myriad professionals), a variety of  other medical treatments are 
mandated for the health and well-being of  the disordered child, and this new 
form of  medical management paradoxically produces biomedical subjects who 
are inherently ambiguous or, at the very least, understood as being always at-risk 
for problematic ambiguity. according to Blizzard (2002), ‘in most instances 
of  an intersex problem, a medical emergency is not present but a mental and/or 
social emergency very likely is’ (617, italics in original). Blizzard argues that ‘the 
solving of  mental emergencies usually requires time, education, consultation 
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and contemplation followed by decision-making’ (617). thus, the new medical 
protocol associated with DsD takes the specter of  intersex very seriously, as a 
threat to be guarded against. it positions the pre-/post-/intersex body as a haunted 
body that must be constantly surveilled and preemptively managed, so that the 
individual’s at-risk status is never realized, the ambiguity is kept in (profitable) 
remission, and the (hetero)normative identity remains secure. Who stands to 
profit from this production of  intersex as a problem necessitating perpetual 
medical management, surveillance and securitization must be considered with 
the proposed transition to DsD. How are decisions to be made, and what is 
at stake in these decision-making processes—for Western technoscientific 
medicine, for a culture founded upon institutionalized (hetero)sexism, and for 
pre-/post-/intersex individuals who invariably become patients, and perhaps 
more importantly, become consumers in a late capitalist climate?

Under the recent guidance of  pediatrics groups such as the lawson Wilkins 
Pediatric endocrine society, the european society for Paediatric endocrinology 
and some members of  the american academy of  Pediatrics, intersex care has 
become increasingly specialized, extensive and expansive. this is due largely 
to the proliferation of  competing medical discourses that attempt to define 
and locate the truth of  sex in the human body. a multi-disciplinary team of  
sex experts, including but not limited to pediatric specialists in ‘endocrinology, 
surgery, urology, psychology, psychiatry, gynecology, genetics, neonatology 
and, if  available, social work, nursing and medical ethics’ (lee et al. 2006) are 
amongst the decision-makers and long-term management strategists deemed 
necessary to provide care to individuals with DsDs. We may soon add to this 
list neurologists who specialize in positron emission tomography (PET scans; 
Berenbaum 2006, Bostwick and Martin 2007), as ‘some [medical experts] have 
suggested that aspects of  brain structure will eventually serve as a reflection 
of  gender identity, thus allowing neonatal sex assignment from brain images 
[in cases of  ambiguity]’ (Berenbaum 2006: 13). ‘sex-typical’ psychological 
dispositions and sex-differentiated behaviors are also linked directly with genetic 
and hormonal constitutions (Berenbaum 2006, Bostwick and Martin 2008, lee 
et al. 2006), specifically with the presence of  certain genes on the X-chromosome 
and with prenatal androgen exposure. Sex is increasingly defined as molecular, 
chromosomal and neurological, and DSDs are classified as encompassing a 
variety of  specific disorders with genetic or endocrinal etiologies. Thus, the 
logic of  DsD is situated within the larger biomedical climate in which the truth 
of  sex (i.e., sex dimorphism) is actively and relentlessly sought via genetic, 
hormonal and neural explanations.

the increasingly pervasive and invasive search for sex affects all sexed and 
gendered patient-consumers, but it has special and undeniable consequences 
for intersex individuals. as the possible locations in which we can discover 
the truth of  sex proliferate, so do possible deviations into states of  ambiguity. 
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intersex individuals, or those individuals we may now refer to as having DsDs, 
become special consumers of  medical management, treatment and care. if  
surgery is not performed on intersex infants (or even if  it is, for some ambitious 
individuals), sex assignment/reassignment surgery in adolescence or adulthood 
is presented as one option among many for intersex individuals in a climate of  
rational-choice consumption. and if  surgery is not chosen, a variety of  other 
management strategies are mandated by technoscientific medicine, including a 
variety of  hormonal, steroidal and psychotherapeutic treatments. there is also 
a push to join condition-specific and thus psychologically appropriate support 
groups (lee et al. 2006).

Psychological counseling and therapy are posited as particularly crucial to 
both the well-being of  the intersex individual and the individual’s entire family, at 
least in childhood and adolescence, and it is often recommended that treatment 
continue throughout the entirety of  the life course. this psychotherapeutic 
care is seen as especially integral in managing the situation if  an intersex child 
expresses the desire to re-assign. lee et. al. (2006) state that ‘psychosocial care 
provided by mental health staff  with expertise in DsD should be an integral 
part of  management to promote positive adaptation’, that ‘psychosocial 
screening tools that identify families at risk for maladaptive coping with a child’s 
medical condition are available’, (e492) and that a ‘comprehensive psychological 
evaluation and an opportunity to explore feelings about gender with a qualified 
clinician is required over a period of  time’ if  the child expresses interest in 
gender reassignment (e493). lev (2006) discusses a series of  Post-traumatic 
stress Disorder-like symptoms that intersex individuals are at risk for. these 
include ‘insomnia, isolation, depression, high anxiety, dissociation, suicidal 
ideation, flashbacks, sexual dysfunction, sexual numbing, substance abuse, mood 
instability, self-mutilation, weight loss or gain, and work or school difficulties’ 
(aPa, cited in lev 2006: 35). it is not clear whether (or which of) these ‘trauma-
related symptoms’ are understood as iatrogenically produced by the medical 
(and/or surgical) treatment of  intersex individuals at birth or whether some 
of  the symptoms are to be understood as due simply to the ‘trauma’ of being 
intersex. Beyond the prescribed need for preemptive management of  these risk 
symptoms, the potential for co-morbidity—with obesity, depression and a variety 
of  other disorders that purportedly require a high level of  management—is 
worth noting. in a recent statement regarding changing medical protocols, 
Cheryl Chase (a.k.a. Bo laurent of  accord alliance) stated that the shift to the 
medicalized terminology of  DsD hopefully signals that physicians will begin 
‘to see mixed sex characteristics as a lifelong medical condition instead of  a problem 
to be quickly fixed’ (Lehrman 2007, italics mine). Her comment regarding this 
need for extensive and perpetual care seems highly apropos in light of  the 
proliferating literature on mandatory psychotherapy and other types of  medical 
management for people with DsDs, and it is also illustrative of  a direct reversal 
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of  her previous commitment to a pan-intersexual, demedicalized and queer 
intersex identity. in this regard, it portends the recent disintegration of  the 
isna—who were initially so committed to ‘ending shame and secrecy’ among 
intersex individuals—and the concomitant institution of  the accord alliance, 
which unequivocally uses the nomenclature ‘DsD’ rather than ‘intersex’ and 
fully supports the medicalization (and, in some cases, surgical alteration) of  
non-binary bodies.

as we move into a new epoch of  intersex treatment, in which intersex 
becomes a life-long condition or disorder to be managed and intersex 
individuals become rational and autonomous patient-consumers who dictate 
their own fates, we must also recognize the concurrent shift into a new mode 
of  association based on the model of  governmentality, which involves ‘the art 
of  self-government [which is] connected with morality’ (Foucault 2000: 206). 
Under Foucault’s model of  governmentality, power does not come from above, 
but is relational. rather than being issued from a sovereign who acts in his own 
self-interest, government is a series of  strategic practices, tactics, or techniques 
concerned with ordering or ‘disposing’ a population (211). this new form of  
sociality, based on an internalization of  secular morality (Petersen 2003) is 
marked by a shift from the models of  discipline or sovereignty to the method 
of  control (Deleuze 1992). rather than being ordered from without, subjects 
become self-governing and are created as subjects by their own techniques of  
self-stylization, management and care, and by internalizing biomedical norms for 
embodiment, ways of  life, and techniques of  risk and empowerment (Petersen 
2003). this shift to governmentality is accompanied by a new and profound 
emphasis on the body and on finding (producing) truths within and around 
it. Thus, the transition to an epoch defined by governmentality has specific 
and indubitable ramifications for intersex bodies and for (sexed and gendered) 
bodies in general.

Biosociality and DSD/Intersex Rights, Responsibilities and Recognition

Paul rabinow (1992) frames biosociality as an extension of  Foucault’s notions 
of  biopower, biopolitics (1978) and governmentality (2000). rabinow states that 
in the episteme of  biosociality, ‘nature will be modeled on culture understood 
as practice’ (241). He discusses how new ‘practices of  life’ will be based on the 
technoscientific production of  modes of  sociality around embodied identity, 
and that these practices necessarily involve self-management or ‘the promotion 
of  working on oneself  in a continuous fashion so as to produce an efficient and 
adaptable subject’ (242). in the episteme of  biosociality, the truth of  biology is 
transformative; the collapsing of  the biological and the social means that new 
ways of  living are autoproduced via new social categories around the body, and 



(uN)QuEERINg IdENTITy

11�

knowing the truth of  anything is bound up with the notion that once known, 
‘it can be changed’ (236). in line with Foucault’s notion of  biopolitics, rabinow 
articulates the production of  subjects via risk management, prevention and 
projection: ‘the target [of  biosocial power] is not a person but a population at 
risk’ (243). Biosocial bodies, which constitute populations, become the loci of  
social knowledges and identity truths.

association takes on a new meaning in post-disciplinary society, and this 
has particular import for intersex/DsD sociality and activism. rabinow (1992) 
discusses association in post-disciplinary rational society (specifically in the age 
of  the Human Genome initiative):

new group and individual identities and practices arise out of  these new truths. 
There will be, for example, neurofibromatosis groups who will meet to share 
their experiences, lobby for their disease, educate their children, redo their home 
environment … there will be groups formed around the chromosome 17, locus 
16,526, site 654,376 allele variant with guanine substitution. these groups will 
have medical specialists, laboratories, narratives, traditions and a heavy panoply 
of  pastoral keepers to help them experience, share, intervene in and ‘understand’ 
their fate. (244)

activism and advocacy around DsD as a medicalized condition or disorder 
(and/or all of  the specific genetic and endocrinal conditions that fall under this 
rubric) will invariably be quite different from sociality around a ‘pan-intersexual 
identity’ or intersex-as-queer identity. the question is: What is at stake in each of  
these modes of  identity/association? in terms of  rights, what are the gains and 
losses acquired with both DSD and intersex identification? The intersex/DSD 
body is a site of  biosocial contestation over which ways of  knowing not only the 
truth of  sex, but the truth of  the self, are fought. Both intelligibility and tangible 
resources are the prizes accorded to the winner(s) of  the battle over the truth of  
sex. it is important to remember that in a post-disciplinary climate, techniques 
of  care are often understood as self-mandated; when surgery performed on 
unconsenting infants is not the modus operandi, what we mean by ‘coercion’, 
‘consent’, ‘help’, and even ‘pain’ and ‘pleasure’ inevitably change (there may no 
longer be evil doctors chasing people with scalpels—but does that mean we are 
not influenced by the hegemony of  modern medicine?). As Frank and Jones 
(2003) point out, in the context of  post-disciplinary rationality and circumscribed 
consumer ‘choice’, even bioethics is ‘yet another practice of  power’ (184).

according to Frank and Jones (2003), in late capitalism, ‘what society offers—
although to call it an “offer” is euphemistic—are techniques or technologies by 
which people can shape themselves to become that which society holds out as 
desirable’ (182). As patient-consumers who are constantly risk-profiled, we often 
find ourselves searching for scripts—primarily produced within the realms of  
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technoscience and medicine—to refer to in our self-production/stylization. this 
trend is evident in such practices as genetic advising or counseling (rose 2001) 
and in a whole host of  self-improvement/self-help products and regimes. When 
considering this notion of  self-surveillance in relation to intersex individuals, it is 
worth noting that these scripts do not necessarily need to be sought out; scripts 
for binary gender identification, complete with entire regimens of  practices 
and products which can be used to acquire the most desirable gender ‘style’ are 
available everywhere in the Global north. in fact, in order to be a good citizen 
and thus to acquire the rights and recognition accorded to good citizens, one 
has the responsibility to subscribe to these regimes.

rights and citizenship discourse in a post-disciplinary or biosocial climate 
involves the notion that citizens have the right to choose from a variety of  
(circumscribed) choices regarding their well-being and prosperity, and that 
responsible citizens are clearly sexed and gendered as dimorphically male or 
female (and that they strive to be heterosexual). now that there are so many 
(non-surgical) medical options to choose from regarding gendered self-
production, intersex individuals must consider whether strictly and strategically 
following these treatment regimens will allow for the provision of  rights 
and benefits of  (hetero)normative citizenship, and simultaneously, if  this 
is the kind of  citizenship they actually want. intersex people (or those with 
DsDs) have a special responsibility to manage their bodies in a post- or non-
surgical, heteronormative, capitalist landscape. as Grabham (2007) points 
out, ‘Claims to full citizenship based on equal rights or recognition run the 
risk that the responsibilities imposed on sexual minorities as the ‘trade-off ’ in 
these circumstances will amount to an extension of  disciplinary power, thereby 
compromising the transgressive potential of  alternative sexualities and sexual 
practices’ (37). these questions around sexual citizenship certainly apply to 
intersex individuals, who are now to some extent forced to choose between 
identifying as disordered men and women or as queer and transgressive 
individuals with bodies that challenge binary sex/gender.

regardless of  which is the best way forward—strategic biosociality within 
a normative medical recognition framework (and thus identification as ‘DSD’) 
or transgressively challenging this assimilationist strategy in an effort to lay the 
groundwork for a queerer citizenship model (and thus continued identification 
as ‘intersex’)—the DsD/intersex debate and its associated contest over 
treatment protocol has consequences for embodied (and thus sexed, gendered 
and desiring) individuals everywhere. Grabham (2007) states that ‘intersex 
strategies for living within the two-sex/gender system are as varied as intersex 
peoples’ socio-economic circumstances and their geographical location’ (41). 
this may be true, but i would like to provide an important caveat: if  intersex 
citizenship is based on a model of  biomedical consumer citizenship (which it 
appears to be, under DsD), then issues of  racism, classism, ethnocentrism and 
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north american imperialism must be addressed. if  normative (sex/gender) 
identity must now be bought and requires time to implement, and this purchase 
is a requisite for the rights and benefits of  citizenship, what will happen to 
those unfortunate individuals who cannot afford to have DsDs and must remain 
relegated to the status of  intersex? the answer to this question has undeniable 
consequences for people with non-binary bodies both in the Global north and 
in non-Western contexts, particularly in light of  the history of  Western medical 
colonialism. thus, the prospect of  DsD becoming a national export, and the 
repercussions of  this exportation, must be seriously considered before the new 
terminology is implemented.
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Chapter � 

do I Have Xy Chromosomes?
Margriet van Heesch

One Doctor Said: ‘It’s a Boy!’; Another Doctor Said: ‘It’s a Girl!’

Following the 1960s dominant paradigm of  John Money that gender identity and 
gender role behaviour resulted from a combination of  the genital appearance and 
parenting, it became a clinical goal to erase all doubts about the sex of  children with 
intersex conditions. The reach of  the goal has been international. Influenced by the 
Money paradigm, from 1986 on a Dutch medical team specializing in the care of  
intersex children and their parents repeatedly published their findings concerning 
the management of  parental doubt about their children’s gender and sexuality. the 
team stressed the importance of  managing carefully medical knowledge regarding 
the sex of  a newborn in order to avoid contradictory messages. For example it 
reported on delivery room situations in which one doctor said: ‘it’s a boy!’, while 
another said ‘it’s a girl!’ (slijper et al. 1986: 1556). to prevent any later doubt, 
significant details of  sexed body parts and even sex chromosomes were concealed 
in communication with intersexed children, adolescents and adults. Women with 
androgen insensitivity syndrome (ais) and related conditions were especially 
protected from the supposed harm of  knowing of  their xY sex chromosomes. 
Caretakers were advised by the Dutch gender team to handle details on those 
xY sex chromosomes very cautiously. this resulted in a dynamics of  doctors 
knowing and ‘patients’ unknowing xY sex chromosomes.

Both life narratives and scientific/medical narratives provide knowledge 
that is significant in its contingency. In the exchange of  knowledges between 
medical experts and patients, mistakes, coincidences, and moments of  failure 
are abundant.1 Most women found out the ‘truth’ about their sex chromosomes 
by coincidence. subsequently the asymmetrical knowledge regime fell apart, 
partly because it was based on a temporal power regime of  male professional 
dominance. Changes in the public availability of  medical information and in the 
gendered structure of  medical practice have resulted in significant disruption 

1 the term ‘knowledges’ is used here following Donna Haraway’s plea ‘for a 
doctrine and practice of  objectivity that privileges contestation, deconstruction, 
passionate construction, webbed connections, and hope for transformation of  systems 
of  knowledge and ways of  seeing’ (Haraway 1991: 191).
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to traditionally held knowledge dynamics. in the netherlands, for example, full 
disclosure provided in steps according to age replaced the old protocol in 2000, 
although information relay is still left to the discretion of  the physician.

in this chapter i seek to answer the following questions. First, how were 
caretakers supposed to handle contingent knowledge on intersex conditions 
within an oppositional gender classification cautiously? Second, how was the 
medical power/knowledge asymmetry between physicians and patients used 
to make persons with intersex conditions fit in the hetero-normative gender 
binary? and thirdly, how is this medical normalization re-enacted or subverted 
in life-narratives of  Dutch women with xY sex chromosomes? in answering 
these questions, i show how gendered assumptions have consistently controlled 
knowledge and informed the medical ethical conviction that unknowing was 
better than knowing. then i will focus on the management of  knowing and 
unknowing in the life narratives of  Dutch women with xY sex chromosomes.

I Only Know the Medical Side of my Condition

in the spring of  2003, i met Jane, who agreed to tell me her life story for my 
research on intersexuality in the netherlands. When i met her, however, she told 
me that she had no real idea what intersexuality was.2 all she knew was that her 
body lacked a womb and that her cancerous ovaries had been removed. recently 
Jane had found out that she was lacking a womb because of  a biochemical 
process that made her body different from the bodies of  other women. When i 
asked her whether she knew the name of  her condition, she seemed vague:

actually, i only know the medical side of  my condition. i mean [the doctors told 
me] ‘this is what you are missing and here you have a pot with pills [you must 
take].’ But still, you have to live with it, so about five years ago I started to look 
things up in the library. and then i found out lots of  things that i did not know 
before. Meanwhile, my doctor did tell me stuff  in bits and pieces, but he never 
came to the point and kept emphasizing that what i had was extremely rare.

When i asked Jane again whether she knew the name of  her condition, she 
laughed and dug into her purse. ‘this is what i have,’ she said, handing over to 
me a little piece of  paper, the kind doctors use to prescribe medications. On the 
paper an endocrinologist had written a chemical formula. it read: ‘B-450 C-17 

2 i put the term intersexuality in italics to show that the term is a medical term not 
known to many of  the Dutch persons i spoke to during my research period (2001–06). 
Intersexuality is still a useful term, as it is most often used in medical, academic and 
political discourses.
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deficiency by duplication of  the 4 readable in XL 8’. Jane explained that her 
physician had recently written the formula down for her, because she had asked 
him what it was exactly that she had. neither of  us was able to make sense of  
this sophisticated formula. it may have represented a gene variation, but also 
may have described the altered biosyntheses of  hormones in her body.

it puzzled me that Jane represented her condition with this formula and 
did not know a name for it, because she was a trained nurse because she told 
me that she had obtained her own medical records. Besides, she must have 
had a reason to want to tell me her life story for my research on intersexuality. 
she must have at least guessed something about the relationship between the 
biochemical formula and the term intersexuality.

Jane’s life narrative started with her childhood, her memories of  her primary 
school and secondary school, in all of  which nothing was out of  the ordinary. 
then at age 17, her mother took her to their general practitioner because she 
was worried that her daughter’s menses had not started. numerous medical 
examinations followed. Pictures were taken of  her naked, with close-ups of  her 
genitals, and a medical symposium was dedicated solely to the examination of  
her case. in the midst of  all medical interest, it remained unclear to Jane what it 
was that made her body so interesting to physicians. the diagnosis she heard was 
that her body lacked a womb and that her ovaries were cancerous and should be 
removed. Five years prior to the interview, when Jane was in her early thirties, 
she started her own investigations trying to find information in libraries. Not 
long before the interview, Jane had obtained a copy of  her medical records. the 
medical jargon used in the records and the medical texts, however, formed a 
stumbling block. therefore, after the life story interview, Jane and i looked into 
those medical records together, armed with a medical dictionary. the records 
were a collection of  notes made by several clinical physicians reporting on the 
visits Jane had paid them. In the records, a gynaecologist had written the final 
diagnosis. We read: ‘Conclusion is that the patient has testicular Feminization, 
due to 17-hydroxysteroid dehydrogenasis. she is an xY-female and is not 
acquainted with this fact.’

‘xY-female’ is not acquainted with the fact that she is an ‘xY-female’? Well, 
if  she wasn’t aware that she had xY sex chromosomes before, she certainly 
knew now. in a tongue-tied moment, i felt myself  unwillingly on the wrong 
side of  an asymmetrical knowledge regime (Foucault 2000, sedgwick 1994). 
i was troubled to know more about Jane’s condition than Jane herself. i knew 
for example that the condition in Jane’s documents used to be referred to as 
‘Male Pseudo-Hermaphroditism’ (Drop et al. 2001, Grumbach 1962, Meyer-
Bahlburg 1999, Peltoketo et al. 1999).3 Besides, if  indeed her condition could 

3 ‘Male Pseudo-Hermaphroditism’ and ‘testicular Feminization’ were the medical 
terms applied to all women with testicular gonads and xY sex chromosomes. With the 
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be labeled as ‘testicular Feminization’, the ovaries that were removed had in 
fact been testicular gonads (Quigley et al. 1995). Why had her doctors decided 
not to tell Jane? Had Jane really not understood any sign about her xY sex 
chromosomes? Was this the information she referred to in her comments 
about ‘finding things out’ during her search in the libraries? Reading over the 
interview transcript, i noticed Jane did talk about her gonads as ovarian and 
described a hormone imbalance. But she mentioned neither testicular gonads, 
nor xY sex chromosomes. What sort of  knowing was going on here? Was Jane 
really unaware? Or was Jane’s unknowing a form of  agency in which she could 
be absolved of  a medicalized way of  knowing?

Jane’s story reminded me of  eve Kosovsky sedgwick’s analysis of  the 
economics of  ignorance and unknowing. sedgwick (1994) shows how suzanne, 
the protagonist of  Diderot’s novel The Nun, resides in the privilege of  innocence, 
not knowing she is taking part in sexual acts with her mother superior until a 
homophobic knowledge regime ends the situation. the intervention changes 
the dynamics of  knowing, making the non-sexual sexual and the sexual immoral 
and therefore prohibited.4 sedgwick situates the knowing and unknowing in a 
contingent truth regime:

insofar as ignorance is ignorance of  a knowledge—a knowledge that may itself, 
it goes without saying, be seen as either ‘true’ or ‘false’ under some other regime 
of  truth- these ignorances, far from being pieces of  the originary dark, are 
produced by and correspond to particular knowledges and circulate as part of  
particular regimes of  truth. (sedgwick 1994: 25)

there is never a simple lack, as nancy tuana explains it, employing sedgwick’s 
epistemology of  ignorance while analyzing the absence of  the clitoris in 
medical anatomical representations. ignorance is ‘constructed, maintained, 
and disseminated and is linked to issues of  cognitive authority, doubt, trust, 
silencing, and uncertainty’ (tuana 2004: 194).

advancements in genetics it became clear that there were several different forms: gene 
variations on the Y sex chromosome such as xY Gonadal Digenesis (swyer syndrome), 
gene variations on the x sex chromosome such as androgen insensitivity syndrome 
(ais), and variations on the autosomes such as 5 alpha reductase Deficiency syndrome 
and 17 Beta Hydroxylase Deficiency. ‘testicular Feminization’ is no longer accurate as a 
diagnostic label, for the testes do not feminize.

4 in her analysis of  The Nun, sedgewick recognizes an upcoming medical power 
regime that she situates as the ‘age of  the doctor’. next to a religious regime in which 
homosexual activities were classified as ‘evil and perverse’ in the name of  God, now 
also a medical regime gained epistemological power to classify homosexual desires as an 
‘hysterical illness’ in the name of  science.
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after reading her records with me and after we articulated the ‘xY 
chromosomes’, Jane told me that she clearly remembered that something was 
hidden from her, and that her questions were obviously avoided. When i asked 
her the name of  her condition during the interview, she started with explaining 
she ‘only’ knew ‘the medical side of  it’. Could it be possible Jane was re-enacting 
the concealing approach used by her caretakers to relate to her?5 Did she enact 
the unknowing in a medical truth regime in which she wasn’t allowed to know? 
Or did Jane in fact reside in the privilege of  unknowing to resist subjecting 
herself  to this medical truth regime? Viewed thus, her claim to know only the 
medical side of  her condition could imply she was seeking other, non-medical, 
sides to her condition. indeed, later she explained to me that the reason she 
agreed to the interview was that she hoped to learn more about her condition 
from me.

Following my own research, i learned that Jane has 17 alpha Hydroxylase 
Deficiency, a condition caused by a gene variation on one of  the autosomes 
(Peltoketo et al. 1999).6 in spite of  the xY sex chromosomes, the gene 
variation prohibits the adrenal gland from producing androgens necessary for 
the development of  Wolfferian ducts, testes and a penis.7 although it is an 
infrequent form of  intersexuality, geneticists in Japan, Brazil, Canada and the 
Netherlands have identified women with the heritable 17 Alpha Hydroxylase 
Deficiency (Imai et al. 1992).8 The first Dutch medical description of  Jane’s 

5 ‘enacting’ is used here in the context of  Judith Butler’s argument that femininity 
and masculinity are constructed within a heteronormative matrix by the reenactment 
of  presumed male and female behavior. enacting means both acting out a role or play, 
and putting into practice a belief, idea or suggestion. enactment also has to do with the 
law, as when a rule is authorized by a legislative body (Butler 1990).

6 every human body cell has a nucleus in which the genetic material is found. in 
the cell nucleus there are (mostly) 23 chromosomes contributed by the father and 23 
corresponding chromosomes from the mother, which geneticists have grouped in 23 
pairs. 22 pairs are called the autosomes and one pair contains the genetic material that 
(mostly) determines male or female sex; these are the sex chromosomes XX and XY.

7 the enzyme disorder prevents the adrenal glands from producing cortisol (stress 
hormones), androgens (steroids such aldosterone, testosterone and subsequently 
estrogens) and glucose. a person with xY sex chromosomes can therefore show 
hypertension, a shortage of  stress hormones, hypoglycemia (low blood sugar) 
and atypical sex anatomy: under-masculinization and female phenotype including 
spontaneous breast development (spronk et al. 1996).

8 it so happened that the Canadian women with 17 alpha Hydroxylase Deficiency 
lived in the religious community of  the Mennonites. the Mennonites are followers of  
a Christian sect, founded by the sixteenth-century Dutch rebel Menno simons. later 
followers of  simons had to leave the netherlands because of  religious persecution 
and founded new Mennonite communities in Germany, the Ukraine, and later Canada. 
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condition was published in 1976 and more Dutch medical case stories followed 
in the late 1990s (akker et al. 2002, Heremans et al. 1976, spronk et al. 1996). 
after the interview, i gave Jane the contact details of  aisnederland, the Dutch 
support group for women with ais and related conditions, and sent her all the 
medical articles that I had found on her specific condition, but for a long time 
was not sure i had done right by Jane. i was not sure whether i was subverting the 
medical power/knowledge regime or re-enacting it by imposing more medical 
knowledge constructions on her. i started wondering what i would have wanted 
to know, if  i was Jane. i started wondering how much people in general know 
about their medical conditions. Must we specialize in biochemistry whenever 
we have a virus or study human anatomy when we have a broken leg? still, 
given the available clear medical profile of  17 Alpha Hydroxylase Deficiency, 
and the numerous encounters Jane had in the hospital; why had physicians not 
told Jane more about her specific condition? Why had they not told her that 
there were more women like her? Why had they not talked about her xY sex 
chromosomes or about the rudimentary testes that were removed? and how 
did Jane develop the feeling that she actually wasn’t supposed to know what she 
already suspected or already knew?

studying medical narratives, it seems that the main reason for not telling 
women they have xY sex chromosomes and undeveloped testicular gonads is 
to avoid psychological turmoil and gender dysphoria. indeed, for women living 
with xY sex chromosomes gender identity and sexuality can be confusing in a 
heteronormative matrix. an american woman with xY sex chromosomes, for 
example, saw herself  confronted with the following dilemma:

i grew up wondering if  i should like boys or girls because if  i liked boys 
then i thought i was a homosexual because i was genetically xY and had 
male reproductive organs removed, but if  i liked girls i thought i was still a 
homosexual because i was raised a girl. (Dreger 1998: 175)

the tropes XX and XY seem to unchangeably signify oppositional categories 
men and women, and inform the dialectics of  medical narratives and the personal 
narratives of  women with xY sex chromosomes dealing with different ways of  
knowing and unknowing.

to answer the questions i have set, i provide here a brief  history of  the 
categorization of  ‘testicular Feminization’ or ‘Male Pseudo Hermaphroditism’ 
as observed and represented in Dutch medical narratives from the late 1800s 
to the present, showing how medical discourse has consistently regulated 
knowledge and informed the medical conviction that unknowing was better than 

after comparing genetic material of  the Canadian and Dutch women with 17 alpha 
Hydroxylase Deficiency, a kinship link was confirmed (imai et al. 1992).
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knowing. afterwards, i turn to the management of  knowing and unknowing in 
the life narratives of  some Dutch women with xY sex chromosomes.

The Set of Teeth, and Neck are Beautifully Female

Until the mid-1950s, the true sex of  persons with variations in sex differentiation 
was believed to be rooted in the gonads (Dreger 1998, Fausto-sterling 2000, 
Foucault 1980a, Heremans et al. 1976). if  the gonads were testicular, it was believed 
that the true sex was male; if  ovarian tissue was present, the true sex was female. 
Women with testicular gonads confused their Dutch doctors, who reported on 
them as early as 1881. although no medical ethic protocol seems to have been 
specifically created to deal with such situations, the nineteenth century belief  that 
women with testicular gonads were living in the wrong gender is tangible in the 
medical case reports. For example, in 1881, the Dutch physician Van der Hoeven 
reported on a male patient who visited him because of  eczema. During the visit a 
sister, who accompanied the ‘patient’, asked to speak Van der Hoeven in private. 
she thought her brother ‘[was] actually neither boy, nor a girl’ (Van der Hoeven 
1881: 785). after examining the patient’s genitals and manners, Van der Hoeven 
agreed. the genitalia of  the brother looked feminine to him, as did his behavior. 
But because his gonads were testicular, he did not see the need to interfere. He 
also examined the sister, who he believed had the same condition, but was, to Van 
der Hoeven, more masculine than her brother. Van der Hoeven described the 
woman as a strong and assertive person with free manners, which appeared to him 
as prerogative of  men. ‘in her we see the man in women’s clothes. … Considering 
the fact that the gonads determine the sex, [the female patient] belongs to the male 
sex’ (786). subsequently, he questioned the skills of  the midwife who—in Van 
der Hoeven’s view—assigned the wrong sex to his female ‘patient’ and left it at 
that. twenty years later, Dutch physician Westerman was less lenient. He insisted 
that the development of  the testicular gonads and sexuality in women should be 
examined to make sure persons were living the rightful sex. ‘[a]nd if  there is an 
inclination to the female sex, the individual should be given back to the true [male] 
sex’ (Westerman 1903: 1101). then in 1905, two Dutch physicians reported on a 
female patient who complained about the thickness of  her labia; they established 
that descended testicles caused the thickness and, after an elaboration that gender 
role behaviour and sexual interest did not determine sex, decided that the gonads 
did. and although the woman was a sex worker, they concluded that ‘it is a man 
with a split scrotum’ (Van der Hoop and Passtoors 1905: 1048). However, they 
did not report on intervention.

in 1940s, the gonad paradigm began to lose authority. For example, the 
Dutch gynaecologist Albert Holmer started to question the significance of  the 
gonads when he met a ‘beautiful and slender’ 19-year-old girl with ‘testicles’ 
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(Holmer 1943: 47). He was especially impressed by the charming manners of  
the girl. ‘the glance, the way of  laughing, the way of  giving the glad eye, the 
reactions (i.e. blushing), the way of  walking, it is all really feminine’ (49). Her 
pleasant looks struck him too: ‘the set of  teeth, and neck are beautifully female. 
The skin is silky; the hair on he head is soft and abundant’ (50). Holmer’s 
observations led him to conclude that the gonads are not always right when it 
comes to sex differentiation. nevertheless he did not abandon the dominant 
paradigm that gonads have a central role; he surmised that the girl’s gonads must 
have started out as ovarian, and changed into testicular gonads.9 Consequently, 
Holmer proposed altering the definition of  women with ‘testes’ from the then-
current ‘Male Pseudo Hermaphroditism’ to ‘Female intersex’.10 However, 
because the theory of  gonads that change from ovarian into testicular proved 
wrong shortly afterwards, Holmer’s proposal was lost in the labyrinth of  rapidly 
changing understandings of  human sex differentiation.

in the same year, another Dutch gynaecologist, De snoo (1943), reported on a 
woman who was ‘somatically completely female’, in spite of  her ‘testicles’ (674).

Of  special importance was that she was sexually active from the age of  sixteen 
and never showed any inclination towards the female sex. also her relationship 
with her husband was completely normal. (1943: 674)

According to De Snoo, attraction to men defined being a woman. The 
womanliness of  his patient compelled him to doubt current medical knowledge, 
but unlike Holmer, De snoo was willing to abandon the supremacy of  the 
gonads. He concluded that the gonads simply could not be responsible for sex 
differentiation; something else had to be. This ‘something else’ could lie in the 
chromosomes, he wrote, anticipating the upcoming discipline of  genetics.

in 1955, Canadian scientist Murray llewellyn Barr discovered that the human 
cell nucleus of  women showed a black dot that was missing in the cell nucleus 
of  men. therefore, the humans with that dot (the Barr body, which was named 
after him) were in truth genetically female, and humans without the dot were 
really male. it was confusing, of  course, that some men did show this dot and 
some women were lacking theirs. For example, the Dutch physician ten Berge 
questioned the femininity of  a female patient, as soon as he could not find the 

9 Holmer draws extensively on the research of  German scientist richard 
Goldschmidt on the sex differentiation in the Gypsy moth and occurrences of  
intersexuality in this species. in his Intersexuality and the Endocrine Aspects of  Sex, Goldsmith 
(1917) describes the change of  the gonads from female into male; he therefore thought 
intersex was caused by the time period before the change.

10 Holmer is the first Dutch doctor to employ the term intersex instead of  
hermaphroditism.
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Barr body in her cells. although the woman was already 47 and married, he 
placed her sex in quotation marks: ‘woman’ (ten Berge 1959: 716).

then, in the 1960s, with the advancement of  microscope technology, the 
Barr body appeared to be a pile of  46 smaller parts, called ‘chromosomes’. a 
standard was made to arrange the corresponding 23 fatherly and 23 motherly 
chromosomes in pairs and in order of  size.11 Out of  these 23 pairs, 22 pairs have 
identical chromosomes; one pair appeared to be different in men and women 
and was therefore identified as the sex chromosomes. Through the microscope, 
to geneticists, chromosomes looked like the latin letter x. therefore the female 
sex chromosome pair was called ‘xx’. Because the male sex chromosomes 
showed one large and one much smaller chromosome, ‘xY’ was chosen to 
depict the male sex chromosome pair.12

in the late 1950s and early 1960s, the common biological/deterministic 
view considered sex chromosomes responsible for the maleness or femaleness 
of  body, behavior and identity. Just like the gonads before, sex chromosomes 
were similarly held responsible for opposite sex roles and opposite sex identities 
and heterosexuality. The ‘XY’ trope became a signifier for, amongst other 
things, dominance, aggression, reason, and sexual desire for women. the ‘xx’ 
trope signified exactly the opposite: amongst others, subordination, passivity, 
emotional and sexual desire for men. in this paradigm, women with xY sex 
chromosomes were gazed at with interest, fatherly concern and suspicion. 
nevertheless, in these times, Dutch medical narratives did not articulate 
any protocol concerning withholding knowledge for women with xY sex 
chromosomes. this could possibly be explained in the light of  medical ethics 
of  these decades, in which the doctor was supposed to rely on the Hippocratic 
oath of  Do no harm. Withholding knowledge that could be distressing, such as 
the presence of  a terminal disease or the presence of  ‘male chromosomes’, was 
common practice albeit an unwritten rule.13

11 the genetic knowledge was unstable from the beginning. For example, first 49 
human chromosomes were counted, before it became clear that most humans had 46. 
in ordering the pairs, another little error was made: the 21st pair is actually smaller than 
the 22nd pair. the female sex chromosomes were depicted as ‘xx’, and it was thought 
that men only had one (‘x’) sex chromosome, but soon this was changed into ‘xx’ when 
a second, much smaller sex chromosome was discovered. shortly after, this smaller sex 
chromosome was believed to be of  a different kind and therefore the designation ‘xY’ 
was chosen (Plate 1957, 1961a, 1961b, 1963).

12 Because the ‘Y’ sex chromosome had a much smaller mass than the ‘x’ sex 
chromosome, it also became clear why only the female cell nucleus showed a Barr body. 
subsequently it became clear that men with a Barr body had xxY sex chromosomes, 
resulting in what is known as Klinefelter syndrome.

13 in turkey, for example, this is still common practice. Withholding information 
on terminal diseases is considered to be good medical ethics.
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in 1960, the Dutch gynaecologist a.J.M. Duyzings published a case study 
of  an 18-year-old girl, who had come to him because she had not begun to 
menstruate. after an intensive two-month clinical investigation of  the young 
woman’s body, Duyzings established the presence of  male sex chromosomes, 
a shortened vagina, absence of  a womb, and undescended testicular gonads. in 
the face of  these findings Duyzings began to doubt the girl’s gender, although 
the girl did not seem to doubt her gender herself. even though she had been 
raised a girl and her appearance was convincingly ‘feminine’ to him, he decided 
not to tell the girl and her mother about his doubts:

as for the presence of  the opposite gonads, i didn’t tell her anything because in 
my opinion the truth about this could cause serious psychological conflict (for 
the mother as well because she cares very much about her daughter’s destiny). 
… i proposed to perform a gonadectomy to the patient: during which i did not 
speak of  the testicles and possible cancer risks but of  ‘malfunctioning gonads’. 
(Duyzings 1960: 1973)

Duyzings’s case description is the first Dutch articulation of  what later became 
a widespread and ethically accepted medical protocol. although he does not 
articulate what kind of  psychological turmoil he assumes could result from 
telling the truth, it is likely his own doubts about the patient’s gender withheld 
him from doing so. But what motivated the wider adoption of  this protocol? 
American publications from the 1960s give some clarification. During this 
period, researchers at Johns Hopkins University took up an interest in 
intersexuality. they focused on hormonal and psychosocial factors measurable 
in young children with intersex conditions.14 the research out of  Johns 
Hopkins University also became highly influential in The Netherlands, partly 
because english had become the preferred language for medical publications 
and textbooks. textbooks on paediatrics used at the Dutch universities included 
chapters such as ‘abnormalities of  sex Differentiation’ written by the Johns 
Hopkins University endocrinologist Melvin Grumbach: ‘it is especially 
important to reassure the parents that their child is not “half  boy and half  
girl” and that the anomalous development does not lead to homosexuality or 
transvestism’ (Grumbach 1962: 870).

a close colleague of  Grumbach was new Zealand-born psychologist John 
Money. Money is generally seen as the architect of  the concealing protocol 
for ‘treating’ intersex children. Money’s paradigm, in which all children were 
psychosexually neutral and could be raised in either of  the two opposite 

14 Up until the second World War the pioneers in this area were european (mostly 
German) physicians such as Magnus Hirschfeld, theodor Klebs, and Franz neugebauer 
(Dreger 1998).
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genders required clear-cut heterosexual stereotypes to distinguish the boys from 
the girls. remarkably in a paediatric textbook, also used in the netherlands, 
Money considers ‘homosexual practice’ unproblematic when it is ‘episodic 
or opportunistic in type, in people who are predominantly heterosexual’ and 
argues that children who appear to be attracted to the same sex can ‘still escape 
becoming permanently homosexual in erotic choice and practice’ (Money 1968: 
1103). accordingly, if  intersex children do not seem to ‘grow out of  their 
problem’, the ‘incongruous gender role’ could indicate a ‘psychopathologic 
condition’ and should be attended to by a psychologist (1104). and yet, Money 
also says, ‘in all cases of  genital deformity, whatever the diagnosis and whatever 
the rearing, it is psychologically advantageous to be straightforward and honest 
in talking with the child about the facts of  his or her condition’ (1101).

in spite of  this, the protocol of  withholding knowledge became standard 
procedure in the West. in the exact same year Money endorses full disclosure, 
the statement of  two Dutch physicians justifies withholding information: ‘The 
patients are often clearly female types and are able to pass as normal women 
throughout life. that’s why they should not be informed about their gonadal 
and chromosomal sex, but can be informed about their inevitable childlessness’ 
(Walraven and Bijlsma 1968: 443).

although homophobia was not as explicit in Dutch medical publications as in 
american publications, the wish to make intersex children into happily married 
adults was openly declared. the explanation of  the worldwide adaptation of  a 
truth-concealing protocol could therefore be found in the predominant cultural 
homophobic discourse. Medical prevention of  homosexuality became disguised 
as the medical prevention of  social problems following the cultural prohibition 
on homosexuality and the cultural preference for heterosexuality. For example, 
in 1975, Dutch surgeon Huffstadt explains his good intentions for the medical 
management of  intersex children:

in the end, the doctors aim for an individual that has the possibility to be happy 
later in life. in practice the certain sex that will be chosen for the patient will be 
the one that will cause the least difficulties in childhood as in adulthood and in 
marriage. (Huffstadt 1975: 75)

to Huffstadt it is a must to ‘strive for such a sexual functioning that a normal 
marriage life becomes a possibility’ (Huffstadt 1975: 80). to help his patients 
obtain his goal of  a ‘normal’ married life, Huffstadt shows how he remodelled 
the ‘abnormal’ genitals. But no matter how much physicians tried to do 
good, their doubts about the ‘real’ gender of  their patients translated to an 
approach of  recommending that it would be better for the women with xY sex 
chromosomes to unknow their genetic make-up.
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sexuality is one of  the most meaningful and intense human activities, 
and sexualities are made abject or intelligible through asymmetric regimes of  
knowledge, says sedgwick (1994). the prohibition on homosexuality, combined 
with the positive heterosexual stereotypes, forms a power/knowledge regime 
in the formation of  the medical protocol that imposed withholding the ‘truth’ 
(e.g., Foucault 1980b). Up until the 1970s, withholding information did not 
cause serious medical ethical trouble, for withholding information was rather 
common. the Hippocratic oath to do no harm maintained that, in the same 
spirit as withholding information in cases of  terminal illnesses, it was good 
medical practice to withhold information in cases of  xY sex chromosomes. 
since then, however, new ethical principles had developed: full informed 
consent and the right to self-determination rendered it ethically questionable 
to withhold medical information from patients; this was arguably no less the 
case for women with xY sex chromosomes. therefore, from the late 1970s 
on, medical publications show greater justification for withholding information 
than before.

a great deal of  rhetoric ingenuity in dancing around the disclosure of  
rudimentary testicular tissue and xY sex chromosomes in female patients 
emerged. By 1982 a Dutch team of  paediatrics does not mark the gender of  
their patient in quotation marks as ten Berge had in 1959. instead, the team 
questions the normalcy of  their patient: the title of  their case description 
reads: ‘A “normal” girl’ (Bouw et al. 1982: 1121). Because they find XY sex 
chromosomes in a ‘healthy, slender’ girl, they have trouble seeing her as a normal 
girl, in spite of  her breasts, her womb and her own identification as a girl, and 
decide it best for the girl to remain ignorant of  her ‘severe disorder’ (1121).15

Because of  the possibility of  the development of  identity conflict, if  she were 
aware of  her male chromosome pattern, her full diagnosis was not disclosed to 
her. The news that she would not be able to have children was already difficult 
enough to cope with. (Bouw et al. 1982: 1124)

Your Second X Sex Chromosome Has a Short Arm

in 1979, in the sophia Children’s Hospital of  rotterdam, an interdisciplinary 
‘gender team’ was formed to improve medical care of  intersex children and 
their parents. the ‘gender team’ consisted of  psychologists, endocrinologists, 

15 the girl that is described is diagnosed with swyer syndrome (xY Gonadal 
Dysgenesis). Because of  a gene variation on the Y sex chromosome, the body cannot 
produce testosterone nor the MiH, and therefore the body is able to form a womb. the 
gonads stay undifferentiated; pregnancy can be acheived from donated egg cells.
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urologists and surgeons. One of  the main goals of  this team was to prevent 
parents and children from doubting the assigned gender. in 1986 the team 
published its first article to formulate advice for the management of  intersex 
children and their parents. to prevent doubt, the gender team explained, 
caregivers had to be consistent about the gender of  the child. therefore, in 
addition to interventions such as ‘corrective’ surgery, the constructive ability of  
language to create proper messages for the child was invoked: a child was a boy 
or a girl, in part due to discursive qualities of  language (Butler 1990, Morland 
2001). When a child with ‘testes’ was raised a girl, and the undeveloped testes 
were to be removed, doctors were advised to only speak of  ‘gonads … because 
otherwise it sounds so castrating’ (slijper et al. 1986: 1557). in a publication 
two years later, the same team reiterated the discursive power of  language: ‘the 
aim of  the policy is to create the conditions required to achieve a good female 
identity for the child’ (slijper et al. 1988: 1869). therefore, the gender team 
advised to mask linguistically any atypical appearance of  the external genitals. 
In order to make the genitals fit the gender binary, the gender team employed 
the contingency of  current medical knowledge.

When we talk about the genitals of  the child, we use feminine terms, for example; 
‘the clitoris has become deformed and shall be reduced, the tip of  the clitoris 
will be unaltered, the labia have become deformed and will be separated, the 
vagina is missing and will be constructed when the child is grown up.’ We only 
talk of  gonads, not of  testes. in case the gonads contain both ovarian and testis 
tissue, we will say that the gonads are not completely developed in a female line. 
(slijper et al. 1988: 1894)

the utterance that the vagina is ‘missing’ evokes a future vagina, a vagina that 
should have been there all along. With this linguistically created vagina, the 
discursive becomes performative (Butler 1993, Morland 2001). the vagina 
should have been there all along, for it was decided the child is a girl, and all 
girls should have a vagina. Consequently, that the vagina ‘will be constructed 
when the child is grown up’ is an ironic choice of  words.

in the same article, the gender team advises that parents use the linguistics of  
sexed body parts creatively. the team recommended teaching parents to lie to 
‘the small group of  people from whom the birth of  the child cannot be hidden’ 
(slijper et al. 1988: 1894). ironically, the team actually meant that the intersex 
condition should be hidden, but because of  a poor choice of  words, the text 
states literally that the birth of  the child should be hidden. to conceal the intersex 
condition, parents were to be advised to tell close relatives and friends that their 
child had problems with the urinary tract. When the daughters grew older, the 
team considered it important that parents explain the details to their daughters 
in bits and pieces according to their age and development. nevertheless, the  
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team advised that information regarding xY sex chromosomes should be held 
back until puberty or adulthood. then, when the time to reveal all information 
arrived, parents were to tell their daughters ‘that one of  her chromosomes 
has a short arm’ (slijper et al. 1988: 1895, slijper et al. 1994).16 the outspoken 
preference for heterosexual behaviour remains in the mid-1990s publications 
of  the gender team. in 1994, they explain that parents ‘will feel reassured’ when 
they are told that their daughter ‘can develop heterosexuality just like other 
children’ (slijper et al. 1994: 14–15).

in 1996, the same gender team published the article Long-Term Psychological 
Evaluation of  Intersex Children, which elaborated on the practicalities of  managing 
gender identity and gender role behaviour while parenting. the team observed 
that parents of  girls with XY sex chromosomes found it especially difficult to 
cope with their doubts.

although parents with a daughter in the completely female group were more 
able to cope with the condition of  their child, they continued to be concerned 
about their daughters’s xY chromosome pattern. it is possible that this inability 
on their part was one of  the causes of  the psychopathology [of  their children]. 
(slijper et al. 1998: 138)

It is significant that the team did not think of  the possibility that the parent’s 
concern could have been caused by the medical advice to mislead their 
daughters. such lying could have constructed a feeling of  inadequacy regarding 
their daughter’s gender. Conversely, another six years later, in 2000, the team 
distances itself  from the now ‘too evasive’ representation of  sex chromosomes 
by reminding the readers that is was Money’s advice to tell the girls that ‘the Y 
is in a sense functioning as an x with two arms broken off ’ (slijper et al. 2000: 
14–15).17 nevertheless, this article also recommended that the withholding of  
truth should be abandoned as protocol, and should be replaced by a step-by-
step information plan for parents, ‘since adult patients indicated that they had 
suffered from being not at all or misinformed about ais in their adolescence’ 
(slijper et al. 2000: 9). the team proposed a three-step program for informing 
the girls about their condition. The first step was to educate the young girls 
about ‘normal’ sexual development, followed by the second step, starting at 
age eleven just before hormone replacement therapy, when the girls could be 
informed about all details of  their condition, except for their chromosome 

16 the original Dutch article from 1988 was translated into english with slight 
adjustments and published in an international medical journal in 1994.

17 Handing over the accountability for the short arm metaphor, for which they 
did not feel the need to refer to Money in 1988 and 1994, ironically shows a medical 
deployment of  residing in innocence, of  unknowing.
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pattern. the disclosure of  the chromosome pattern was scheduled in the third 
step at the age of  16 or 17.18

in the medical discourse, the use of  the density of  tropes and the use of  the 
performativity of  language instigates new significations. Not telling a woman she 
has XY sex chromosomes, but that the second X has an irregularity, is not untrue; 
rather it is a creative interpretation of  temporal and situated representations 
of  complex and contingent knowledge of  genetics. Chromosomes are visible 
with microscopes; one can literally see the 46 elements that form the 23 
chromosome pairs. Most chromosomes have the same form as the letter x; 
only a very small one, the one we call the Y sex chromosome, looks like a letter 
v.19 Chromosomes consist of  Dna strings, on which genes are located. When 
scientists talk of  gene mutations they use a trope, and say that a string of  Dna 
‘broke off ’. thus, it makes some sense in a genetic context to tell women two 
arms of  the x sex chromosome broke off, as Money did. a letter x with two 
arms missing could make the letter v. When slijper and her team propose to tell 
the women that one of  their x sex chromosomes has a short arm, they make 
use of  the layman’s knowledge of  genetics, and a letter x with one short arm 
could indeed become a letter y. in fact, one of  the Dutch women i interviewed 
remembers very well that she had looked in vain for information in the library 
on x chromosomes missing an arm.

However, the attenuated meanings that inhere in deliberately obfuscating 
information about complex representations of  chromosomes and gonads, are 
even more situated and temporal. Deceptions such as, ‘we only talk of  gonads, 
not of  testes’, are advocated in the Dutch Journal for Medicine, even in a time in 
which it could be expected that women would have access to medical libraries 
and recently also to internet and activist sources for more explicit information.20 
On the other hand, the use of  specialist jargon creates a situation in which 
physicians are able to respect the patient’s right to full informed consent while 
simultaneously denying full disclosure to the patient. For example, Jane and 
many other women were not able to find any information in the library because 
they lacked knowledge of  the medical jargon.

18 as Miriam van der Have, former chair of  aisnederland, noted during a personal 
conversation, this will mean that the girls never can visit the website of  the Dutch 
support group for peer support until the age of  16 or 17. indeed the gender team did 
make a remark about parents deciding themselves to disclose the information about the 
xY sex chromosomes earlier because of  their daughters’ access to internet.

19 the shape of  chromosomes and what they look like is of  course utterly 
contingent not only on the eye of  the beholder, the scale of  enlargement and the status 
of  the chromosome, but also on the script that is used (in this case latin, and not, for 
example, Cyrillic or Japanese).

20 Nederlands Tijdschrift voor Geneeskunde is fully accessible online since 2003.
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However complicated the world where medical jargon is spoken might 
seem, the imagery of  sex chromosomes is a simplistic reduction of  complex 
and fascinating knowledge that cannot do justice to the intelligence of  patients. 
Still, power/knowledge regimes are neither impermeable nor flawless. Indeed, 
the life narratives of  Dutch women with xY sex chromosomes reveal that the 
linguistic creativity of  physicians created more confusion than it prevented. their 
experiences indicate that the medical power/knowledge regimes they encountered 
were riddled with irregularities, subversions and resistance. Crucially, for these 
women it was not their XY sex chromosomes that were problematic; rather, 
managing conflicting truths and lies and maintaining the privilege of  unknowing 
were significant sources of  stress. Jane’s observation that ‘I only know the 
medical side of  my condition’ leaves her to live with only partial knowledge and 
delegitimized experiences outside the medical framing of  her ‘condition’.

How Did You Find this Out?

Katharine, born around the second World War, lived in the realm of  unknowing 
until her forties, in spite of  having two sisters and three aunts who, like her, 
were born with complete androgen insensitivity syndrome (Cais). Of  course, 
she knew something was going on because of  the numerous visits to all kinds 
of  doctors. she remembers that there were things she wasn’t supposed to know: 
‘secrets in my stomach.’ then in the early 1980s she came across a newspaper 
article describing Cais as a condition in which women had no womb, no 
secondary hair pattern and odourless sweat. Katherine directly remembered 
the doctors that smelled underneath her armpits all excited. ‘this is me!’ she 
thought and immediately made an appointment with her doctors and demanded 
full disclosure of  her condition. Knowing she had xY sex chromosomes made 
her curious to meet other women with the same condition, but because most of  
them were not supposed to know, she had to wait almost 20 years, until 2001, 
when the first Dutch support group was formed. Sharing information with her 
sisters and aunts would have seemed easier, but because of  the family imperative 
not to talk about it, this never happened. Katherine describes her unknowing 
her condition as ‘cooking milk’. talking or not talking about it is always in the 
background when connecting with others: who can know, and who cannot, and 
the milk is therefore always on the point of  boiling over. ‘sometimes i want to 
stand on the roof  of  my house and scream it out: i have xY chromosomes!’

sophie, born in the 1950s, was advised to stop swimming because of  a small 
injury in the high days of  her athletic career, and therefore missed the Olympic 
Games. sophie was born with swyer syndrome, a gene variation on the Y sex 
chromosome that prevents the body from producing androgens and enables 
the body to form a womb while the gonads stay undeveloped. although sophie 
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realized that she received extra special medical care by a famous professor and 
discovered that her medical documents were locked away, she never had the 
slightest hunch. sophie is the only woman who i interviewed who was genuinely 
unaware of  her xY sex chromosomes. But at age 40 sophie was diagnosed with 
osteoporosis and asked her general practitioner how she, as a former athlete, 
could have bone-density loss. The doctor replied: ‘No wonder; you have XY 
chromosomes!’—in that moment disclosing a detail countless swimming 
coaches and doctors had hidden from her for years. to come to terms with her 
new awareness, sophie visited her former coaches and learned that her doctors 
had sent a compelling letter to prevent her from being genetically tested at the 
Games. Sophie now wants to be as open about her condition as possible; she 
seeks to ‘be allowed to be who she is’ and therefore gave a long interview to a 
Dutch national paper.

in the mid-1980s, when starting secondary school, Marianne discovered 
a little lump on each side of  her groin. surprised, she told her parents, who 
immediately took her to their doctor. soon she found herself  at the hospital to 
see a specialist. the physician who examined her, determined right away that ‘it 
could not be cancer’. ‘Cancer?’ Marianne thought, and from that moment on 
could not get rid of  the fear of  having a possibly terminal disease. Her fears 
were stirred up by the emotionally charged mood of  her mother, who was 
having long conversations behind closed doors with doctors in the hospital 
and with friends at home. not knowing exactly the source of  the problem, 
Marianne was receptive to any little potentially meaningful detail. For example, 
the nurse who was to shave Marianne’s pubic hair in preparation for a biopsy 
of  her gonads mumbled that she ‘did not have enough hair to do so’. this 
utterance was engraved in Marianne’s memory and was a starting point for all 
kinds of  ‘complicated systems of  thought’ she developed to make sense of  
what was actually going on. to Marianne, whatever was wrong must have been 
something ‘horrific’. The biopsy proved that she had no cancer. But when her 
mother told Marianne that she had no womb, Marianne’s fear of  a horrific and 
secret condition was fuelled.

Marianne did not feel comfortable asking anybody anything. in late 
adolescence, she was told that her ovaries had to be removed. then, while 
Marianne was awaiting surgery, she confided to a medical assistant that she was 
really scared. the student wanted to reassure her and explained that the removal 
of  ‘testes’ was a rather simple procedure. Marianne never talked to any one 
about this event. she remembers that she felt she was not supposed to know 
anything and played along. ‘to me everything became even stranger. i had male 
reproductive organs in my abdomen and didn’t understand how they came to 
be there. But i just did not talk to any one about this.’ subsequently, even under 
a psychologist’s care, she did not talk about her doubts and questions. During a 
session, Marianne wanted to be reassured about her femaleness and to hear that 
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she had female sex chromosomes. Her tongue slipped and instead of  XX, she 
said, ‘Do i have XY-chromosomes?’ Her psychologist reacted in surprise: ‘How 
did you find this out?’ she asked cheerfully. Marianne remembers that she was 
totally shocked and totally relieved.

It was a strange kind of  happy feeling, at the same time I was shocked; I could 
not eat for a week. i remember that i saw the big tree in front of  my parent’s 
house as if  I saw it for the first time, extremely clear. And when I stood in front 
of  the mirror, i looked at myself  differently: this is who i am. apparently it was 
very good to know, although it wasn’t fun to know.

For Marianne it was also a relief  and a shock to learn that her best friend, a 
daughter of  one of  her mother’s friends, had known about her condition all 
along. this friend was asked never to talk to Marianne about it even though she 
thought herself  to have the same condition for a while because her first menses 
had been late.

For Marianne, the dynamics of  unknowing Complete androgen insensitivity 
syndrome form an imposed ignorance. although she knows about her ovaries 
being ‘testes’, she strongly feels she is not supposed to know. this strange 
knowledge asymmetry directs her into a performance of  unknowing, which 
frustrates her intellectual capabilities to make sense of  her situation. the logical 
conclusions she may have been able to draw from everything that is ‘hidden’ 
from her had to be postponed, excluded or disqualified.

Claire is a few years younger than Jane and Marianne and in the early 1980s 
was a regular tomboy. she remembers, however, a constant battle with her parents 
about her boyish behavior. From childhood, her parents told her she would never 
be able to bear her own children because she had neither a womb nor ovaries. 
When she was 10 years old Claire’s parents prepared her for puberty by telling 
her she would need to take pills to develop breasts. Claire replied that if  one 
medicine could give her breasts, she would rather take medicine to make her 
grow a penis. Her relationship with her mother and older sister became distant 
after she became aware that they had more information about her condition 
than herself. Growing into puberty, she started liking to be a girl and could not 
wait for her breasts to develop. nonetheless, it became a habit not to ask or 
think too much about her body. although at age 17 she was informed about 
her xY sex chromosomes and she was also aware that her enlarged clitoris had 
been amputated, when she was young she didn’t allow herself  to think about 
the information. ‘let’s put that away and if  i don’t have to think about it, it 
doesn’t exist.’ But one evening in 2003 she was channel surfing and came across 
a popular medical program in which several women with xY sex chromosomes 
spoke openly about their condition and the exact details of  it. and then it hit 
her:
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I thought: ‘Oh my. That is exactly what I have.’ And I felt so ashamed; they were 
all the time talking about that Y-chromosome and i thought it was hor-ri-ble! 
and later that night i looked up the patient support group on the internet and i 
couldn’t even read, i didn’t dare to read all of  it. and then i realized people had 
removed [sic] my enlarged clitoris and i thought: ‘Oh, now i do have something 
maybe, and maybe i am strange. i used to have an enlarged clitoris that could 
have been a penis and i could have been a boy.

Claire’s unknowing is a form of  forgetting what she knows. Her unknowing 
of  her chromosome pattern, her early childhood surgery and her wishes to 
be a boy were performed by means of  selective amnesia. For Claire, finding 
out that other women were able to articulate the contingent signals of  their 
bodies appeared to be helpful for realizing that she was hiding certain truths 
from herself. she felt she had covered up the absence of  a womb, and that she 
became ashamed of  the genital surgery and of  her initial wish to be a boy. this 
covering up made her anxious, afraid to make a mistake and reveal her secret at 
any time. trying to be open about her condition, Claire now feels the need to be 
granted to be what she feels she is. these days Claire mostly makes jokes about 
her chromosome pattern. she writes in an email: ‘What a good laugh we had 
yesterday. are you sure you don’t have a Y chromosome yourself ?’ still, Claire 
does not know exactly what the name of  her intersex condition is, nor did she 
talk to her family about it. this is partly due to the fact that at the time of  our 
encounter she was still waiting for the outcome of  genetic tests which she asked 
for while coming to terms with her condition, and partly because she fears that 
even within the realm of  the ais support group she could be the odd one out: 
‘i might be weird again!’

Knowing XY Sex Chromosomes

in this chapter i have reconstructed the dynamics of  unknowing xY sex 
chromosomes, showing how the power/knowledge asymmetry between 
physicians and patients was used to make the sex, gender and sexuality of  
women with XY sex chromosomes fit in the heteronormative gender binary. 
Medical experts making use of  contingent medical and genetic knowledge 
and withholding of  information reify the heteronormative gender binary. this 
medical normalization is both re-enacted and subverted in live narratives of  
Dutch women with xY sex chromosomes who must gain knowledge and make 
sense of  it as they try to find their agency within the contingent and shifting 
medical knowledges and cultural mores of  sex differentiation.

i have demonstrated that in the exchange of  knowledge between medical 
experts and patients, mistakes, coincidences, and moments of  failure are abundant. 
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Medicine has a cultural power that derives from having the authority to define 
the bodily condition. Doctors are granted the cultural power to distinguish 
healthy bodies from bodies that need intervention. But because bodies are 
not fixed sites and only partly materialize, the semiotic domain of  naming and 
categorizing leaves plenty of  space for the imposition of  stigma and for socially 
negotiating and subverting that stigma.21 the medicalized body also only partly 
materializes in the negotiation between the doctor and the patient, thus leaving 
illness utterly contingent and open to contested meanings. actually, no matter 
whether ‘facts’ on gendered genetic material are obfuscated or not, the time 
never arrives for all details to be revealed.

in the experiences of  the women i interviewed, it appeared they partly re-
enacted the conflicting medical messages they were given. Now Jane’s story 
made more sense to me. at the moment of  telling me her story, it seemed that 
Jane performed ‘not to know’ about her chromosomes or gonads. later, while 
reading through the records with me, she explained to me that she didn’t know 
exactly whether she knew her diagnosis, referred to as ‘testicular Feminization’, 
and that she couldn’t remember from what point on she started to suspect that 
some things were kept secret. ‘i might have known it already then, i think’, she 
said when she looked at the notes her doctors made in her medical records 
when she was first diagnosed. In unknowing her XY sex chromosomes there 
is agency in avoiding the need to decide whom to tell about not fitting into the 
gender dichotomy. there is also agency in unknowing, for it allows the women 
to resist a medical knowledge regime in which xY sex chromosomes are still 
used as the sine qua non of  masculinity.

instead of  teaching girls and women with xY sex chromosomes how to 
come to terms with their embodied differences, medicine concluded that it was 
best to hide confusing facts. the possibility of  open communication between 
parents and their daughters was obstructed in word games and fuzzy scientific 
knowledge. another negative outcome of  hiding xY sex chromosomes and 
testicular tissue was that the patients lost their trust in medical management 
and were deprived of  good medical care for years. Moreover, it frustrated the 
relationship between a child and her parents. Protecting women from any kind 
of  confusing knowledge does justice neither to their intelligence nor to their 
right of  autonomy. Medicine can do better. Families can do better. We can do 
better.

Where does this leave us? How are women with xY sex chromosomes 
supposed to make sense of  their bodies in a culture that prefers clearly 
distinguished male and female bodies and obvious heterosexuality? What does 
it mean exactly to incorporate xY sex chromosomes and testicular gonads in a 

21 On the partiality and contingency of  bodily materialization, see for example an 
interview with Donna Haraway on this matter (Haraway and nichols Goodeve 2001).
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female gender identity? What does it actually mean that xY sex chromosomes 
are not always forming a male body? Perhaps the knowledge we think we have 
regarding sex chromosomes is actually obsolete. it is not the sex chromosomes 
that determine our sex, but the countless genes and gene combinations 
residing on our 46 chromosomes that shape sex in countless ways (Fujimura 
2006). Maybe that is what the Dutch support group for women with xY sex 
chromosomes, aisnederland means by their slogan: ‘it’s in the genes, stupid!’22 
But what exactly is in the genes?

the management of  knowledge of  both medical experts and women with 
xY sex chromosomes is a network of  temporal and failing truths and temporal 
and failing secrecies, in which not only knowledge is conflicting and contingent, 
but the exchange itself  is utterly conflicting and contingent, open to failures and 
irregularities. Knowledge is performative, contingent, temporal and situated to 
start with. i am therefore dedicated to re-divide the situated knowledges on 
intersexuality and sex differentiation. i consider both medical and life narratives 
as valuable and. Medical knowledges, experienced expert knowledges, medical 
ethics and ethics of  life are ongoing practices that should never be stabilized 
in claims to truth or withholding truth. Knowledges on intersexuality are as 
changeable and inconsistent as life itself.
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Intersex, a Blank Space  
in german Law?

angela Kolbe

Introduction

in German law and prevailing legal discourses, intersexuals1 do not exist. the 
law only recognizes male and female, and coercively assigns intersexuals as male 
or as female. However, there is no law to define what a man is, what a woman is, 
or how many sexes exist. the legal system simply assumes an obvious distinction 
between male and female, and structures laws to acknowledge only two sexes. 
this categorzation of  persons into only two unchangeable and generally 
‘opposite’ sexes is a fundamental principle of  the legal system as well as of  
society. One might expect that this principle would be codified in a prominent 
place, for example in the constitution, but such an explicit norm is absent. the 
absence of  an explicit codification shows how deeply the perception of  sexual 
dimorphism is embedded in the legal system, because a codification in general 
is only dispensable for circumstances so obvious that no one would call them 
into question (sacksofsky 2005: 428).

this chapter, which analyzes the law from a queer/feminist perspective, is 
intended as a contribution to Queer legal theory, an evolving discipline, and also 
as a challenge to the fundamental tenets of  the legal gender order. Queer theory is 
nearly unknown in German jurisprudence, and a Queer legal theory, introduced 
by Holzleithner (2003), is only in its infancy. in this essay i examine the current 
legal situation of  intersexuals in Germany. the current state is characterized 
by the almost total denial of  intersexuality in the field of  law, although several 
historical regulations referring to hermaphrodites existed in the past.

to begin, i map out some basic assumptions about Queer theory and 
the law and then describe the correlation between Queer legal theory and 

1 in this chapter i will use the terms ‘intersexual’, ‘intersexuality’ and ‘intersex’ as 
synonyms, following suzanne J. Kessler’s (1998: 84) use of  the term ‘intersexual’ to 
refer to intersexed persons who choose this word to label their own identity. When 
referring to the past and the historical regulations i will use the term ‘hermaphrodite’, 
because this was the historical notion.
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intersex. i analyze the lawfulness of  parental consent to genital reconstructive 
surgery performed on their children, referring to German Criminal law and 
three decisions of  the Colombian Constitutional Court.

Finally, i debate two possible suggestions to change the legal situation of  
intersexuals: abolishing the legal sex category or establishing a third category. 
Unfortunately, my analysis will show that all efforts to change the legal situation 
for intersexual people remained unsuccessful. this lack of  success is connected 
to the lack of  publicity for intersexuals and their interests. i suggest that although 
law can be a motor or an initiator for intersex rights, real changes to the gender 
system can only be achieved in an interaction between law and society.

The Legal Situation in Germany

Queer theory analyzes social norms of  heterosexuality and sexual dimorphism 
with the objective of  destabilizing these norms. law is a place where such 
norms (literally) can be found. Queer demands in the field of  law and legal 
politics originated in the United states, and it is not easy to transfer them to the 
German legal discourse (Baer 2000: 188).

it is the duty of  a Queer legal theory to interrogate the manner in 
which law is concerned with questions of  gender and sexuality. in addition, 
heterosexist prejudices have to be revealed and new modes of  differentiation 
have to be presented (Holzleithner 2003: 5). applying Queer theory to law has 
two features: one is the particular perspective from where the law is explored 
and specific topics and problems come into view; the other is to express certain 
legal demands or suggestions according to queer values. examining law from a 
queer perspective requires scrutinizing where and how law defines gender/sex 
and sexuality to unmask the heteronormative basis of  the law. Moreover, we 
must analyze the gender system that appears in and is produced through the 
law’s unquestioning assumption of  gender dimorphism. thus, intersexuality 
comes quickly into (the queer) view. Primarily intersex is a matter of  sex/
gender and—although not evident at first sight—of  sexuality. It is about people 
who do not fit into social norms, about their bodies especially, but also their 
identities, sexualities and ways of  living. Queer legal theory tries to create a 
reality where law no longer defines disease and normality. However, in asking 
for possible and necessary changing of  the law, a problem arises: is it better to 
establish particular rights, thereby constituting identities again? Or is it possible 
and preferable to abandon categories completely?

in current legal and political developments the issue of  intersexuality, although 
still quite unknown, has stepped out of  the silence into which medical science 
had banished it. Politicians and lawyers have become aware of  intersexuality 
and begun to engage the subject. Queer and/or feminist theorists have been 
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familiar with intersexuality for a longer time, but intersexuality has only recently 
entered with renewed interest in the purview of  jurisprudence. there are, 
for example, attempts in parliamentary inquiries to bring intersexuality to the 
political agenda, but success remains limited.

Present Situation

Currently no legal rule exists concerning the juridical situation of  intersexuals 
or their sexual classification. No German law mentions anything about the 
existence of  intersexuals and how to treat them legally. at present, intersex 
exists only as a medical diagnosis and not as a subject-status in the realm of  law. 
Nevertheless norms that are relevant for the legal status and classification of  
intersexual persons exist. the decisive norms can be found in the German law 
on Personal status (Personenstandsrecht, PstG).

In Germany, one has to report the birth of  a child to the civil registry office 
within one week after the birth (§ 18 PstG). at the time of  reporting one 
must also indicate the names of  the child and of  the parents, the date and 
the time of  birth. according to the PstG the sex of  the child must also be 
indicated. the law does not advise which possibilities of  registration there are. 
One can find such information about that only in the instruction that a child 
can only be indicated as a boy or as a girl. registration as ‘hermaphrodite’ is 
unacceptable because it is, supposedly, a term extraneous to German law (Gaaz, 
in Hepting and Gaaz 2000, § 21, m.n.71). to this point, every commentary or 
judgment refers to these assertions, but, in fact, the concept ‘hermaphrodite’ 
is by no means foreign to German law; it was part of  miscellaneous historical 
regulations.

Previously, hermaphrodites were known to the law, and it was only at the 
end of  the nineteenth century they were written out of  the law. the oldest 
German legal source making statements about the juridical management of  
hermaphrodites is the sachsenspiegel2 of  1230. the sachsenspiegel was not a 
code but a private collection and description of  the then-prevailing law. in this 
text the term ‘altvil’ occurs and has been translated as ‘hermaphrodite’ until the 
end of  the nineteenth century. (Present scholarship shows that the etymology 
and meaning of  ‘altvil’ are uncertain.) according to the sachsenspiegel 
hermaphrodites, dwarfs and imbeciles could inherit neither land nor titles.

this writing of  a status into law, then, demonstrates that (legal) 
acknowledgment of  a phenomenon is not simply and always liberating. 
sometimes the discursive constitution of  one’s position is as ‘illegitimate’ for 
the purposes of  the exercise of  legal rights, privileges and obligations; it is to 

2 saxon index.
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be clearly identified as an outcast, not as a member of  the internally coherent 
system of  ‘legitimate’ persons.3

Most historical regulations concerning hermaphroditism referred to the 
sexual classification of  hermaphrodites. There is one crucial common point 
among them: all historical rules mention ‘preponderance’ of  the sex-specific 
characteristics as the condition for the classification as male or female. If  it was 
not possible to identify a ‘preponderance’, there was often a right of  choice for 
the individual. Once the choice had been made, the person was not to depart 
from it. the canon law (Corpus iuris Canonici) penalized the breaking of  this 
‘sex-oath’ with death, and the background of  this stern attitude was the fear of  
(unrecognized) homosexuality, which was regarded as a severe misdemeanor.4

the determination of  which sex characteristics prevailed was made by the 
parents, perhaps with help from a midwife. in the eighteenth century a specialist 
had to be called in, and since the end of  the nineteenth century, as a fact of  the 
growth of  their professional power, the authority to determine sex has belonged 
to physicians. in the nineteenth century, gynecology and access to medical care 
were on the rise, and as medical specialization increased, professorships were 
established and there were more and more outlets for medical publications 
(Dreger 1998: 25). since then the law has acted in accordance with medical 
findings, because the law had stated no requirements itself  for how to define sex. 
This change led to the loss of  free decision; it was no longer the individual who 
decided his/her sex in legal and social regards, but the ‘expert’ who determined 
which sex nature had chosen and which the individual was forced by society to 
accept.

the canon law furthermore regulated the legal status of  hermaphrodites in 
marriage law. it allowed for hermaphrodites to marry, but the possibilities were 
restricted: Predominantly male hermaphrodites were only allowed to marry 
women, and predominantly female hermaphrodites were only allowed to marry 
men; otherwise the marriages of  hermaphrodites would be void by law.

an exception of  the ‘preponderance-rule’ appears in the Prussian law5 of  
1794, which assigned people not according to preponderant characteristics but 
instantly granted a right of  choice, first as a right of  the parents and later of  
the hermaphrodite person. this is one of  the last ‘German’ laws referring to 
hermaphrodites and their legal status. since the age of  enlightenment the place 
for ritual oaths and especially for ambiguous bodies had become smaller. in 
medical science, as well as in the larger society, a strict two-sex model prevailed. 
Knowledge about hermaphrodites was then banished into the realm of  

3 i would like to thank Morgan Holmes for this recommendation.
4 similar regulations can be found in the Codex Maximilianeus Bavaricus Civilis of  

1756 or the saxon Civil Code of  1863/65.
5 allgemeines Preußisches landrecht.
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myth and legends; henceforth there would be no legal regulations regarding 
hermaphrodites in Germany.

all of  the historical regulations from the nineteenth century forward were 
based upon the two-sex model and its insistance that the hermaphrodite had 
to be integrated as one sex or the other. there was no mention of  a discrete 
category for hermaphrodites, and the idea that it might exist as a sex unto itself  
was never acknowledged. these regulations showed that there were human 
beings who could not be definitely classified as male or female, but the basic 
sexual binary was never doubted.

since the German Civil Code (Bürgerliches Gesetzbuch, BGB) came into 
effect in 1900, the method for assigning a legal sex has not changed: the legal 
assignment of  hermaphrodites has been orientated towards the preponderance 
of  the (outer) sexual characteristics.

Contemporary commentators on the BGB refer to the drafters of  the BGB 
who acted on the assumption that there are neither sexually neutral persons 
nor individuals combining two sexes. the commentators state that the sex has 
to be identified at birth and stays constant (Bamberger in Bamberger and Roth 
2007, § 1, m.n.68; Weick 2004, § 1, m.n.12). In their opinion the assignment 
complies with the outer bodily appearance (Heinrichs in Palandt 2007, § 1, 
m.n.10; Weick 2004, § 1, m.n.13). The personal will and psychological attitude 
of  the intersexual individual are not considered relevant.6 the sex is determined 
by a physician or a midwife (Weick 2004, § 1, m.n.12). if  no sex prevails, the 
commentators’ opinion is that legal rules which require a certain sex cannot 
be applied (Heinrichs in Palandt 2007, § 1, m.n.10). this is stated lapidary, 
but the commentators do not explain what should be recorded in such a case 
in the birth registry. Yet, a registration has to take place. in cases of  doubt 
then, the registrar must obtain the attestation of  a physician or a midwife. this 
attestation is decisive for the registration (Gaaz, in Hepting and Gaaz 2000, 
§ 21, m.n.71). the law refers again to medicine. Where nature has ‘failed’ to 
make a clear assignment to one of  the binary sexes, it is the legal duty of  the 
physician to undertake the classification. It is possible to change a completed 
registration (§ 47 PstG), but only within the binary frame in which one would 
move from an ‘F’ to an ‘M’ or vice versa; one cannot move to an ‘I’. If  the 
assignment is changed or intersexuality is discovered later in life, an alteration 
to the registration is possible, but the rectified registration can be changed only 
the once.

But why is the appearance of  one’s body and especially of  one’s genitals so 
important, and why is it so important for the state to know and to register the 
sex of  its citizens? Characteristics of  personal status serve the legal interest of  

6 From the point of  view of  Heinrichs in Palandt (2007), the psychological attitude 
may be regarded at least in individual cases.
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the state in maintaining a two-gender system. this interest is linked to questions 
of  marriage, family structure, and sexual practices. But why must genitals be the 
marker for identification? The only important meanings of  bodily differences are 
if/how they are applicable to reproduction, and maybe (though not obviously) 
which sexual practices one can exercise with them. surely attributes both 
more visible (such as height, build and eye color) and less visible (fingerprints 
and DNA profiles) would be of  greater use (Fausto-Sterling 2000: 111) for 
governmental tracking purposes.

the German law of  Personal status has been altered in the current legislative 
period, but articles relevant to intersexuals have not changed, though intersexuals 
have recently made a first small step back into judicial existence. According to 
German legislation the new General equal treatment law7 protects intersexual 
people, because the prohibition of  discrimination related to ‘sexual identity’ is 
extended to homosexuals, bisexuals, transsexuals and intersexuals alike. But it 
would be more appropriate to subsume intersex under the category of  ‘sex’.

Current Tendencies

since about 1996 a variety of  efforts have been made to achieve changes in the 
fields of  jurisdiction and legislation. They have not been very successful. Only 
small goals were attained, like funding for research, and a slightly increased 
awareness of  intersexuality and the problems it may raise.

Legal proceedings in 2002, legal proceedings were initiated to change a 
plaintiff ’s certificate of  birth but ended unsuccessfully. The plaintiff, Michel 
reiter, is probably the most prominent and radical critic of  the current medical 
and social treatment of  intersexual people in Germany. at birth in 1966 he was 
at first registered as male but shortly after his parents requested the correction of  
the registration and a change of  his given name. For justification they declared that 
a definite sex determination directly after birth had not been possible because ‘it 
seemed to be that the child was hermaphroditic’ (local Court of  Munich, FamrZ 
2002, 955, 955).8 He has ‘female’ chromosomes and salt-wasting congenital 
adrenal hyperplasia. at the age of  almost two his penis—now judged as an 
oversized clitoris—was amputated. Vaginoplastiy and lots of  vaginal dilations 
followed. Because of  the method’s failure he underwent a second vaginoplasty 
at the age of  15. after this reiter refused any genital examinations. in his late 20s 
he suffered a mental collapse and had to enter into psychotherapy. at the age of  
30 he finally obtained a copy of  his birth registry document. Until then he had 
not been aware of  his sexual alteration (FamrZ 2002, 955, 956).

7 allgemeines Gleichbehandlungsgesetz, BGBl. 2006 i, 17.08.2006, p.1897.
8 My translation.
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In 2000 Reiter applied to the civil registry office for the registration as 
‘zwittrig’ (hermaphroditic) or alternatively ‘intersexual’ or ‘intrasexual’ (FamrZ 
2002, 955, 955). Because the office refused his application, Reiter started legal 
proceedings.

the trial court found the claim was not directed to an acceptable registration. 
according to existing law it was (and still is) only possible to register as male or 
female. Whether to register male or female must be decided by medical science 
(FamrZ 2002, 955, 956). the court did not give reasons why medicine had to 
be consulted. For evidence of  the state of  the art the court quoted a medical 
dictionary. But this says little about the general level of  knowledge in medical 
science and biology. What is more, biology and medical science are not able to 
give consistent and distinct answers about how many and what kind of  sexes 
exist.

nevertheless, the court recognized that the term ‘Zwitter’ (hermaphrodite) 
was time and time again used by jurisdiction (FamrZ 2002, 955, 956). the court 
acknowledged furthermore that hormonal and surgical management of  intersex 
children had severe long-term impacts which affected them even as adults. 
Consequently the court considered whether intersexuals had the right to be 
treated and registered as neither male nor female but as a distinct sex designated 
as either hermaphrodites or intersexuals. entitlement to such a designation 
could arise from the right of  self-determination or the right of  human dignity.9 
However, the court referred to a sentence of  the Federal Constitutional Court 
(Bundesverfassungsgericht) about transsexuality to refuse the claim, and 
determined that every person is male or female irrespective of  possible genital 
anomalies (BVerfGe 49, 286, 298). Furthermore, it declared that while the legal 
relevance of  sex has declined in the last decades, the opinion of  the court held 
that institutes like marriage and conscription assume the assignment to one 
of  the two sexes (FamrZ 2002, 955, 957). By so deciding, the court defeated 
a title of  intersexuals to be designated to a distinct category arising from the 
fundamental rights of  self-determination and/or human dignity. But this obiter 
dictum10 was given without appropriate reflection on the particular difficulties of  
intersexuals. Moreover, conscription and marriage-law are legal institutes and 
therewith changeable like all other legal regulations.

in its decision the court cites as objections a large expansion of  bureaucracy 
and the cultural peculiarity of  recognizing more than two sexes. But these 
objections seem to be rather petty pragmatic concerns in contrast to the 
massive discrimination intersexuals face. they cannot win recognition of  the 
fundamental rights of  intersexual people.

9 art.2 and 1 of  the German Constitution (Grundgesetz).
10 Obiter dictum is a legal opinion uttered in a judgment which does not constitute the 

judgment but was uttered because the opportunity was given (latin, ‘said in passing’).
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as another reason for rejecting the claim, the court cited the political aim of  
the plaintiff. reiter wanted to enforce legal recognition of  intersexual people’s 
right to avoid surgical measures for their management. Furthermore, he wanted 
to bring the topic into the public eye. in the judgment of  the court, these 
motives constituted no reasonable purpose for a legal recognition of  intesex 
(FamRZ 2002, 955, 957). Nevertheless, the court reflected on the future legal 
management of  corrective surgery on children and acknowledged a legitimate 
grievance against the medical treatment of  intersexuals, which jeopardizes the 
best interest of  the child. the court determined, however, that the concomitant 
legal situation was insufficient (FamRZ 2002, 957, 958).

reiter appealed, but the court of  appeal validated the sentence of  the trial 
court, and determined that a registration as ‘intersexual’ was out of  the question 
because it indicates no definite sex but is a generic term for several disorders of  
sexual differentiation. thus, no right to recognition of  one’s sex as an intersex 
could be derived from the fundamental rights, because the German constitution 
(Grundgesetz) is grounded in the distinction of  human beings into the two sexes 
‘male’ and ‘female’.11 neither the right of  human dignity nor personal rights of  
self-determination allow for the implementation of  another sex category in the 
realm of  civil status law. an addtional sex category does not correspond to the 
state of  the art in natural sciences, is unfamiliar to German law and would evoke 
extensive difficulties of  definition and legal uncertainty (FamRZ 2004, 269, 271). 
in the decision, then, the court ignores the fact that new terms and categories 
have always been introduced into the legal system. law and the legal system 
are in constant flux. Without the creation of  new legal concepts, regulations 
established in the Middle ages would still exist. nevertheless, the court held 
that an abandonment of  classification of  newborns as male or female could 
lead to serious psychological harm for the children; it relies for justification 
of  this opinion on the medical assertion that an early determination of  sex 
facilitates the development of  a stable gender identity (FamrZ 2004, 269, 271). 
However, the court quoted no verification for this medical unity. Moreover, 
there is no empirical evidence that a non-classification leads to psychological 
problems for the concerned persons. reports of  intersexuals’ experience show 
that a dealing openly and free of  fear prevents psychological problems. this 
applies also to those people who grow up surgically untouched.

reiter was referred by the court to the German law on transsexuality to 
change his sex, although the court had opined that such a course was not actually 
suitable for him. reiter does not see himself  as transsexual and, therefore, does 
not meet the conditions of  this law.

Originally reiter had planned to take further legal action to sue the German 
Constitutional Court and the European Court of  Human Rights; unfortunately 

11 art.3 ii GG.



INTERSEX, A BLANK SPACE IN gERmAN LAw?

1��

he did not go that far. it would have been very interesting to see if  the high 
court decisions also adhered to the ‘dogma’ of  dimorphism. the european 
Court of  Human rights often sets trend-setting judgments and induces national 
legislative change. These proceedings offered the possibility of  taking a first 
step to alter and advance the legal situation of  intersexuals, but the courts did 
not take the opportunity.

Parliamentary activities as we have seen above, positive law in Germany 
ignores the existence of  intersexuality, and this disregard contributes 
to discrimination of  intersexuals. in the following section i will discuss 
parliamentary attempts already undertaken to provide research and to bring 
intersexuality into legal existence.

the German Government has been confronted several times with the subject 
of  intersexuality. since 1996, there have been four parliamentary inquiries and 
one motion. The first inquiry in 1996 had the title ‘Genital Accommodations in 
Germany’ (Bt-Ds. 13/5757, my translation) and asked if  the goverment knew 
to which extent genital reconstructive surgery and treatments with hormones 
were performed on children, if  there were any guidelines considered, on what 
grounds the necessity to operate on children and newborns was rationalized, 
and which medical indications had to exist for intervention to take place. 
Moreover, the inquiry interrogated the legal basis of  operations on those 
diagnosed with intersex, and questioned why only two sexes were admitted 
in law. Futhermore, the goverment was asked if  it would gather information 
and provide awareness training. these complex and variable questions were 
answered (Bt-Ds. 13/5916) by the government in approximately one page and 
all of  them in one response.

in its reply, the German government made clear that it understands the 
different kinds of  intersexuality as diseases. it stated that genital surgery was 
medically indicated because of  the necessity of  creating a non-ambiguous basis 
for the gender identity. it asserted that in the German legal system sex always 
means ‘male’ or ‘female’. Because law does not declare what is to be understood 
by these terms they have to be determined medically rather than juridically. the 
question about the legal necessity of  the binary sex/gender-system was not 
answered by the government.

in 2001 the Government was again confronted with an inquiry (Bt-Ds. 
14/5425). this inquiry was very large in scope and included 34 questions. the 
tendency of  the government’s response was the same as in its former reply. it 
again refused to comment on the need for a binary sex/gender-system. since 
there were no secure findings regarding whether a non-assignment served the 
well-being of  the person concerned, an alteration of  the law was unnecessary. 
if  an intervention were medically indicated, there would be no danger for 
the well-being of  the child (Bt-Ds. 14/5627, answer to question no.30). the 
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government reduced intersexuality to a mere medical problem and took over 
without critique the propagated opinion of  medical science and psychology 
that intersex is an aberration from the norm. it left the decision-making 
authority regarding the management of  intersexuality to medicine, and ignored 
the increasing national and international critique of  surgically imposed sex-
assignment to minors without their consent.

in 2001, the left-wing Partei des demokratischen sozialismus12 (PDs) 
made a motion to commission research about the life situations of  intersexual 
people (Bt-Ds. 14/6259). the motion referred to the government’s response 
to the 2001 inquiry, and criticized the government’s attitude. the parliament 
decided by majority to send the motion on to the committee for health issues, 
though the mover had wanted it to go through the committee for human 
rights and humanitarian aid. the movement of  the motion from the human 
rights committee to the health issues committee reflects the majority of  the 
German parliament’s view that intersexuality is primarily a medical problem. 
the committee defeated the motion, and thus ended its progress. at that time, 
no research about the life situation of  intersexuals existed and the German 
parliament saw no need to explore the life situations of  intersexual people.

in the current legislative period (2005–09) two further inquiries have been 
presented to the government questioning the legal and general situation of  
intersexuals in Germany (BT-Ds. 16/4147; BT-Ds. 16/4287). The inquiry 
referring to the legal situation contains 10 questions, of  which seven are identical 
to questions from the 2001 inquiry. the German government changed in 2005, 
making it possible for a requery to evoke new answers. such change did not 
occur, however. On five of  the recurrent questions the government refers to the 
answer of  the former inquiry and states that it has no new findings. Although 
some of  the other answers are more elaborate, the government maintains the 
opinion that surgeries are medically indicated and therefore do not violate the 
fundamental rights of  the children. nevertheless, the government states that 
the legitimacy of  a medical intervention has to be scrutinized in every particular 
case, and that clinicians must consider whether surgery can be postponed until 
the child is able to consent. it seems that the government is slowly gaining 
awareness of  the manifold problems connected with intersexuality, and 
especially with its medical management. nonetheless, the government holds 
that an obligation to obtain a legal permit for the parents to consent to an 
irreversible medical intervention would offend the constitutionally protected 
right of  parental autonomy. the government also asserts that maintaining the 
medically assigned sex is not unconstitutional because it is not opposed to the 
right of  self-determination.

12 Democratic socialist Party.
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the response (Bt-Ds.16/4786) to the second inquiry shows that the 
government funds research related to intersexuality and in so doing has 
become aware of  problems associated with its medicalization, but regressive 
assumptions remain. in 2001 the leading criterion for the government had been 
the ‘best interest of  the child’ relating to genital reconstructive surgery. at that 
time, the government declared rather progressively: if  the surgery serves the 
best interest of  the child it has to be performed; if  it does not, it has to remain 
undone (Bt-Ds. 14/5627, answer to question no. 22). However, by 2007 the 
government referred primarily to the right of  custody, which has to be aligned 
to the interest of  the child but operates on the authority of  the parents and free 
from governmental influence (BT-Ds. 16/4786, answer to question C 4). The 
‘best interest of  the child’ is not considered any more; the rights of  the parents 
supersede all others. Despite some efforts of  the left-wing party, no alteration 
of  the legal situation can be expected on the political level and in the legislature 
in the foreseeable future.

Transgender Draft Bill One other concrete recommendation for a legal 
change is the so called ‘transgender Draft Bill’, drafted by the task force ‘Gender 
and law’, with representatives from all the large transgender organizations in 
Germany. the articles of  the draft pertain not only to intersexuality but also to 
transsexuality and transgenderism. the draft declares that all medical or surgical 
intervention is to be left undone until the person concerned is able to express 
himself/herself  about his/her sex and gender. Parents remain free to choose 
the name for their child.13 according to the draft, it shall be possible to renounce 
of  the initial registration as male or female, or to register as ‘intersexual’. in 
2000 the draft bill was handed over to the German government and to every 
parliamentary group represented in the legislature. since that time nothing 
further has been done with the draft; it has not been object of  a parliamentary 
debate or decision and probably never will be.

Possible Alterations of Law

as the considerations above show, the legal situation of  intersexual people in 
Germany is unsatisfactory. necessary changes will have to take place in the realm 
of  criminal law. The Constitutional Court of  Colombia has been the first court 
worldwide to analyze the lawfulness of  genital reconstructive surgery on children. in 
so doing, it provided small improvements for the protection of  intersexual minors. 
Comparing this decision with German law, i will show that genital reconstructive 
surgery on intersexual children is unlawful according to existing German criminal 
law, although it is regarded as legal by the prevailing juridical opinion.

13 in Germany the first name has to indicate the sex of  a person.
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The Colombia decision: ‘qualified and persistent informed 
consent’ the Colombian Constitutional Court heard two cases (sentencia 
SU-337/99; Sentencia T-551/99) and created a new standard for evaluating a 
parent’s right to consent to genital reconstructive surgery for their minor child. 
in both cases physicians had surpported genital reconstructive surgery but 
initially refused to perform the surgery without the consent of  the children. 
the parents wanted legal permission to consent to the operations to be given 
to them instead of  their children.14

Concerning the first case (Sentencia SU-337/99),15 the trial court stated 
that no one can determine the gender identity of  a person except the person 
himself/herself, and denied the parental right to consent to surgery. thus the 
Constitutional Court upheld the trial court’s judgment. in its decision, the court 
referred extensively to the Colombian Constitution as well as international laws 
and norms.

The court held that in the specific case under review the mother should not 
have been allowed to consent to the genital reconstructive surgery. Because the 
child had already reached the capacity to consent, the court found the consent 
of  the mother to be invalid. However, the court limited the prohibition of  such 
consent to parents of  minors who have already developed a self-concept and 
embodied subjectivity, and failed to rule regarding when such autonomy could 
be said to exist. in the particular case the child had been eight years old and 
therefore had already developed a certain degree of  autonomy in the opinion 
of  the court. Concerning younger children, the court held that parents’ consent 
to genital reconstructive surgery is legal. the privacy of  the family, that is, the 
parents’ right to decide on behalf  of  their child, supersedes the protection of  
the child.

While arguing over issues like the self-concept and family integrity, which are 
of  course considerable, the court missed the opportunity to recognize another 
even more important matter. as Morgan Holmes states, it failed ‘to recognize 
the intrinsic value of  a human being and of  every human being’s right to bodily integrity’ 
(Holmes 2006: 117).

in the next decision (sentencia t-551/99) the court relied heavily on the 
information provided in the former sentence. However, this time the court 
limited its prior holdings to children over the age of  five.

the child had been only three years old when the case was brought to the 
Constitutional Court, and had already undergone genital reconstructive surgery. 

14 Before the patient or his substitute gives his consent to a medical intervention he 
has to be informed by the physician about the procedure and about risks and potential 
long-term effects. a lack of  such information renders the consent invalid. Consent 
expressed after receiving extensive information is called ‘informed consent’.

15 For a critical review of  this decision see Holmes 2006.
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the Constitutional Court decided to hear the case in order to set a standard 
for the lower courts to follow in the future. the court found that the parents 
did not really understand the implications of  the operation on their child’s life. 
Believing that their child would be ‘normalized’ by the procedure, the parents 
were given the impression that surgery was their only option.

the court made clear that it did not intend to leave the decision to operate 
to the full discretion of  the parents. it reasoned that parents might be afraid of  
intersex conditions and discrimination against their children, and might consent 
to operations not truly in the child’s best interest. the court concluded that the 
medical community should establish a protocol allowing parents to consent 
to genital reconstruction surgery only after they established that it was truly 
in the child’s best interest, creating a new form of  ‘qualified and persistent 
informed consent’. To achieve qualified and persistent informed consent, three 
criteria must be met: first, detailed information has to be provided, and the 
parents must be informed of  the pros and cons that have sparked the current 
debate; second, the consent has to be in writing to formalize the decision and to 
ensure its seriousness; third, the authorization must be given in stages. This last 
qualification is intended to permit the parents time to establish bonds with their 
child the way s/he is, and not to make a prejudicial decision based on shock 
at the baby’s appearance. the court stated that it would be up to the medical 
community and legislature to determine the specific details for the consent 
procedure.

By establishing the ‘qualified, persistent informed consent’ the court settled 
on a compromise approach (Greenberg 2003: 279). neither did they allow 
reconstructive surgery without restriction, nor did they strictly prohibit it.

although Haas asserts that the Colombian Court has opened up a worldwide 
medical, ethical and legal debate (Haas 2004: 67), the court missed the opportunity 
to alter the individual rights of  intersexual children in Colombia fundamentally. 
instead, it only gave the parents of  intersexual children the right to more 
information before they consented to genital surgery/ies. Furthermore, the 
court refused to recognize intersexuals as a minority group with constitutional 
protections. Only intersexual individuals who have achieved a sense of  self-
concept and embodied subjectivity are protected against genital reconstructive 
surgery without their own consent. Medical interventions on newborn children, 
which are from a juridical point of  view the most crucial, remain permitted in 
Colombia.

Prohibition of genital surgery as in Colombia, as long as the child is not 
able to consent for him/herself, parents in Germany have to give consent for 
a medical intervention to be lawful. instead of  allowing parents to consent to 
surgery until the child reaches the age of  five, as in the Colombia court decision, 
one possibilty could be to prohibit in general the parental right to consent. 
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in Germany, parents are only allowed to consent to a medical intervention 
performed on their child if  the measure is medically indicated. an examination 
of  the lawfulness of  genital reconstructive surgery has to analyze if  these medical 
interventions are medically necessary.16 First of  all, intersex conditions are not 
generally life-threatening for the infant.17 Most of  the operations performed 
on intersexual infants serve to accommodate societal demands that outward 
appearances conform to the ‘norm’. the surgeries are of  a cosmetic character 
and fix no functional disorder (Dreger 1998: 189, Holzleithner 2002: 131, 
Greif  and schobesberger 2003: 87). the medical treatment of  intersexuality is 
furthermore led by homophobic assumptions. When a child is born with unusual 
sex anatomy, parents are often afraid that the child will become homosexual. this 
anxiety is stoked by physicians whose own homophobia motivates the surgery. 
the surgery itself  is driven by the aim to create a body which is functioning in 
heterosexual intercourse. For a constructed vagina to be considered acceptable 
it basically has to be a hole big enough to fit a typical-sized penis. As Dreger 
states, a constructed vagina does not have to have any other abilities, like self-
lubrication or sensation (Dreger 1998: 184). the penis of  a ‘boy’ has to be of  
a certain size to be able to penetrate, but clincians disregard that infantile penis 
size has no necessary correlation to adult penis size. Besides having the ability 
to penetrate, clinicians also assume that to be able to urinate while standing is 
the other important requirement of  a ‘functioning’ penis.

supporters of  the (early) operations assert the following: surgical 
interventions serve the formation of  a stable gender identity and a better psycho-
sexual and psycho-social development, and relieve parental anxiety. although 
these assumptions are widely accepted, there is no evidence for a relation 
between genital surgery and better psychological results. though clinicians 
claim otherwise when making their recommendations, there is no evidence 
that surgery promotes a stable gender identity or that gender will develop as 
assigned. Moreover, there is no evidence to substantiate the claim that children 
who grow up without surgical intervention suffer trauma as a result (lang 2006: 
119). On the contrary, reports by intersexual people about their distress and 
their thoughts (or attempts) of  suicide are common (Haas 2004: 46, lang 2006: 
253–4, lightfoot-Klein 2003: 49–58). indeed, intersexual children who grow 
up with their intersexed genitalia unaltered are not doomed to lives of  misery. 
Fausto-sterling reports that in 80 cases of  adolescents and adults who grew up 
with visibly anomalous genitalia, only one was an individual deemed potentially 
psychotic, and the psychosis was attributed to having a psychotic parent and 

16 to date, genital reconstructive surgery has been considered by prevailing opinion 
to be medically indicated and therefore legitimate. 

17 Only a few syndromes are threatening to the infant’s life or health. in these cases 
medical intervention is of  course indicated.
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not to sexual ambiguity. Children can adjust to the presence of  unusual genitalia 
and manage to develop into functioning adults, many of  whom marry and have 
active and apparently satisfying sex lives (Fausto-sterling 2000: 94). Money 
himself  examined intersexual adults who had not had surgery and concluded in 
his doctoral thesis that they lived very well and developed no trauma or mental 
disorders (Money 1952).

it seems, however, that many parents submit their child for surgery because 
they cannot reconcile themselves to the ambiguity of  the infant. For instance, 
Dr linda shortliffe, Chief  of  Pediatric Urology at stanford University Medical 
Center stated in 1997 that she operates on the genitals of  newborns when ‘we 
consider it sort of  an emergency because it is upsetting to parents’ (cited in Greenberg and 
Chase, 1999). it is not the organs themselves that are embarrassing or abhorrent 
but the reactions of  society. Or as Preves remarks: ‘[…] the motive for medical sex 
assignment is to reduce social discomfort and not physical danger’ (Preves 2003: 58).

an open and tolerant approach by parents and families facing intersexuality 
is most important for the self-confidence and the self-esteem of  the child 
(Dreger 1998: 196, Hester 2004: 57). in retrospect many intersexual adults do 
not think that the unusualness of  their genitals was their main problem, but that 
taboo and, linked to that, feelings of  being different caused them considerable 
anguish. Contact with self-help groups and activists can help to build a positive 
self-perception. the assertion that one can mature happily and socially accepted 
only with a surgically fixed sex is therefore not sufficient justification for medical 
interventions on intersexual persons.

Opponents of  the prevailing medical surgery practice often form a 
comparison to female genital mutilation in african countries. Circumcision 
of  african girls is criticized by ‘Western society’ as a violation of  human 
rights. the Usa, for instance, has enacted a law criminalizing female genital 
mutilation.18 in such laws, circumcision is characterized as brutal and primitive, 
but any relation or comparison to genital reconstructive surgery of  intersexual 
children is routinely negated. intervention for cases of  intersex is seen to serve 
an honorable goal while circumcision in african countries is condemned as 
atavistic and barbaric.19 the surgical management of  intersexuality, however, 
has much in common with African circumcision; in either instance the aim is 
to establish culturally acceptable genitals. therefore, uncritical acceptance of  
medical necessity must be challenged.

18 Federal Prohibition of  Female Genital Mutilation act of  1995.
19 Of  course, the methods traditionally used in african countries are very brutal, 

because the instruments are not sterile and no anesthesia is applied. nevertheless the 
Usa has instituted a law which criminalizes all female circumcision even if  performed 
by a physician. 
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Claims for medical necessity of  genital surgery for the cosmetic features of  
intersex are false; hence, parents should not be allowed to consent to genital 
reconstructive surgery on their child. Yet this is still the current practice in 
Germany. the law relies heavily on received medical wisdom. Medicine 
determines the hegemonic discourse about intersexual bodies and holds the 
normative power to treat intersexuality as a disease which can and should be 
cured through correcting surgery. as long as the law refers to medicine in 
questions of  sex and intersexuality and as long as medicine does not alter its 
stance, no change of  the legal system will be accomplished.

A third sex category or the abandonment of all categories? another 
way to improving the (legal) situation for intersexuals could be through the 
alteration of  civil status law. One possible solution to the legal dilemma of  sex 
assignment could be to abolish the registration of  the ‘sex’ altogether. Only a few 
laws referring to ‘sex’ or to ‘male’ or ‘female’ remain. today the only important 
legal institutes which assume a definite sex are marriage and conscription. 
Other rules referring to sex are, for example, the prohibition against women 
working underground in mining; the prohibition of  female adolescents working 
where they are morally imperilled; the law of  maternity protection and legal 
instruments like quotas.

Here, i examine the consequences an abolition of  sex registration would have 
for different laws. if  someone wants to marry or celebrate a civil union20 the sex 
of  the partners is decisive. Beside the question of  differentiation between same 
or different-sex marriages, if  one wants to celebrate a legally secured partnership 
the announcement of  the sex is required. although the German marriage-law 
itself  does not define which sex the partners have to have (!), it is the prevailing 
opinion that a marriage can only be contracted by a man and a woman. if  marriage 
were possible for same-sex couples, knowledge of  the sex of  the partners would 
no longer be necessary. as long as marriage is only possible for different-sex 
couples, a registration immediately after birth is not compelling anyway. Only 
when a person wants to marry or engage in a civil union must one declare a sex 
to the civil registry office, that is, when the persons concerned are at least 16 or 
18 years old.21 if  marriages were open for any two persons independent of  their 
sex (as in Belgium or the netherlands) not even at the point of  marriage would 
a declaration of  sex be necessary (Plett 2003: 333).22

20 since 2001 persons of  the same sex are allowed to engage in a so-called 
‘eingetragene lebenspartnerschaft’, while persons not of  the same sex may marry. 

21 § 1303 BGB. One of  the spouses (regardless of  his or her sex) has to be 18 years 
old (the age of  majority), and the other person has to be at least 16 years old.

22 For example art.ii-69 of  the treaty establishing a Constitution for europe 
concerning the right to marry and start a family does not mention sex difference.
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Conscription law remains a problem. according to existing law, knowledge 
of  the sex is necessary because only men can be drafted. in my opinion this 
inequality is unconstitutional,23 so we must consider whether conscription only 
for men is unlawful or if  a professional army would be more up-to-date.24 the 
fundamental problem here is sexism, not intersex.

regulations regarding work in mining or in the sex trade seem to be 
unconstitutional too. if  individuals are to be treated unequally in the law, an 
objective reason is needed to legitimate this. such a reason is not obvious in 
either case.

‘sex’ is almost never required in public documents, at any rate not directly 
after birth. the abolition of  the legal category ‘sex’ would mean that the legal 
comparison between men and women would be impossible, a comparison which 
is vital for sexual equality rights. therefore, new instruments of  legal protection 
against discrimination and inequality would have to be developed. Perceiving a 
legal opportunity to function without the category ‘sex’, Büchler and Cottier 
(2005) prefer its abolition. they argue that abolition of  sex categories would 
have the liberating effect of  ending the ontologization and essentialization of  
differences between the sexes, and demonstrate that the current hegemonic 
two-sex-model is open to change. the abolition of  the legal categorization 
of  sex could be one contribution to the non-significance of  the general category 
‘sex’. nevertheless, Büchler and Cottier argue merely for the abolition of  the 
registration as a first step towards a complete elimination of  the category of  sex 
from the law.

indeed, a complete abolition does not seem to be appropriate now. 
Discrimination and sexual hierarchies still exist and would become unnamable 
if  we were to eliminate ‘sex’ from the law. as long as these problems remain, 
mechanisms of  protection like anti-discrimination-norms are necessary. But 
one alternative may already be possible: to do away with the categories ‘female’ 
and ‘male’ while keeping the category ‘sex’. a broad interpretation of  this 
term would be necessary. As Elsuni (2007) suggests, a broader definition of  
‘sex’ would embrace not only the common sexes male and female but also 
intersexual, androgyne and a good deal more.

another alternative is to create a third sex category. Because the law does 
not define what kind of  registration possibilities there are, it would be easy to 
introduce a third (fourth, or fifth …) sex category.

With regard to marriage law, the establishment of  another category poses 
no problem to the wording of  the law. an alteration of  the German marriage 
law would not be needed because the present wording says nothing about the 

23 the prevailing opinion holds that conscription for men only is constitutional.
24 Currently the abolition of  conscription is once again being discussed in German 

political venues. What is not questioned is the necessity of  the army in general.
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required sex of  the partners. the prevailing opinion that a marriage can only be 
celebrated by a woman and a man, would mean that a person with a ‘third sex’ 
could not marry or would have to change his sex. With regard to civil union, an 
intersexual (‘third sex’) could enter such a union only with another intersexual.

Changes to the sex registry to permit more categories present no problem to 
the current rules of  conscription. the current conscription article applies only 
to men; persons who are not registered as male—women and hermaphrodites—
are not implicated in the laws of  conscription.

similarly, laws about work in mining and the sex trade pose no problem, 
either. as they refer only to women, they would have no application for 
intersexuals.

in all these cases, the law refers only to the ‘sex’, which is the registered 
category. the law is not interested in the gender of  a person as long as the 
registration shall not be changed.25

the creation of  a registration possibility like ‘hermaphrodite’ or ‘intersexual’ 
would provide a legal basis for understanding intersexuality not as a disease or a 
malformation but as a valid sex category. the establishment of  a third sex would 
delegitimize the medicalization of  intersexual bodies. Furthermore, recognition 
of  a third sex would make the punishability of  surgical interference obvious. 
lang sees the demand for a discrete legal category for intersexual people as a 
demand for a right to exist not currently awarded to them but which would be 
officially secured in law. The third sex would then be a step in the recognition 
and social establishment of  intersexuals as viable subjects (lang 2006: 215).

Some argue that the creation of  another category has finally to be superseded 
to achieve a complete liberation of  sex categories and classification of  people 
into these categories and to live individuality. thus a third sex category would 
be a temporary solution (Martha Wolff, cited in lang 2006: 220).

However, a third sex category is not appreciated by all intersexual people. 
Persons who have experienced sexual categorization as coercion do not want to 
experience this coercion again through a new category. One would have to be 
certain that an adult who had been diagnosed with intersex as a child but who 
had a secure gender identity in one of  the conventional ‘sex’ categories was 
not compelled by law to give up that designation. therefore alteration in one’s 
designation must be voluntary.

another argument against the implementation of  a third legal category is 
the fear of  further stigmatization of  intersexual bodies and individuals instead 
of  a gain of  liberty. Hence it is doubtful if  a third category would achieve 
normality for intersexuals.

25 For example, if  a transsexual person wants to change his/her legal sex, he/she 
has to attest that his/her gender does not correspond to his/her body.
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an obvious question arises with regard to who belongs to the third sex and 
whether medical diagnosis would be the basis for such designation. Because the 
third sex assumes no floating transitions but three definable and distinguishable 
bodies, an intersexual body would have to be clearly defined—a difficult task 
given the manifold phenotypes (lang 2006: 221). some proponents of  a third 
sex category insist that it applies specifically to people with medically defined 
intersexual bodies. Thus, the power of  definition would remain in medical 
science. the norm of  the two-gender system would be unchallenged because 
in assigning a place for the ‘abnormality’, ‘normality’ is confirmed. Moreover, 
those who do not want to be segregated as a minority would still be coerced to 
sexual uniqueness (engel 2001: 358).

Because a legal regulation would cause new forms of  discrimination and 
force a potentially stigmatizing label, queer theorists refuse minority rights 
(Genschel 2000: 114). Differences would be codified and thereby intersexuality 
(or other marginalized identities) would be defined as aberration from the 
(juridical) normal case.

Coercive categorization is always problematic. We might then consider the 
complete abolition of  categorization in sex registration, but as i have argued, 
such a move is not appropriate now. another possibility is to release the choice of  
category, in which case two categories would surely not be enough. Coercion into 
a definite sex—and currently to one of  the binary sexes—requires interference 
that often causes serious psychological harm as well as physiological harm due 
to the inadequacies of  reconstructive surgery. The insistence that a definite 
legal sex be combined with a definite body (and a definite gender) burdens 
not only intersexuals but also transsexuals. Under German law, transsexuals are 
required to alter their bodies surgically if  they want to change their legal sex, 
and some discourses define a transsexual as a ‘true’ transsexual only if  s/he 
seeks to alter his/her body with ‘sex-change’ surgery. Furthermore, we must not 
forget that a coercive categorization occurs not only to intersexuals but to every 
person. at birth everyone is assigned a sex and has to develop gender-related 
behaviors and characteristics to meet the standard. Every person fights his/her 
own struggles to fit into the assigned sex and gender; some do it easily, others 
have problems.

so, a third alternative could be to assign not only to intersexual babies 
but to every newborn a ‘provisional sex’ or ‘sex of  rearing’. at a certain age 
everybody would have to decide what sex she/he wants to be (maybe at the age 
of  14 or 18). What is open to debate is whether in such a case one could only 
choose between ‘male’ and ‘female’ or if  there would be more possibilities. the 
possibility to choose only between these two conventional categories does not 
appear reasonable. some persons identify neither as male nor as female. Only 
a multiplication of  sexes and genders can eventually lead to a non-significance of  
sex and gender.
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Far more research and debate are necessary regarding the juridical 
contribution to this process of  rendering sex insignificant. My remarks are 
meant as opening considerations.

Conclusion

as we have seen, intersexuals are not recognized in German law(s) today, but 
intersexual people have always been subjects of  legal norms and discourses. 
Only in the last 100 years has the law denied their existence. But the intersexed 
are raising their voices, stepping out of  the shadow of  taboo and claiming their 
right of  recognition. accordingly, different legal actions have been undertaken 
in legal practice and in parliament in the recent years to change the legal situation 
for intersexuals, but there has been no success yet.

although prevailing juridical opinion sees no problem with reconstructive 
surgery on infants without the patients’ own consent, i assume that these 
operations are unlawful.

a complete abolition of  the legal sex category is not possible yet, but 
the assignment of  a provisional sex to every newborn and a self-determined 
decision of  the sex later in life could overcome problems related to coercive 
categorizations. But these suggestions are only first steps toward achieving non-
significance of  sex and gender.

What can be expected in the near future? a new draft bill26 from the German 
Green Party takes leave from the idea of  congruency between sex and gender, 
body and identity.27 Currently, if  a transsexual person wants to change her/his 
personal status she/he has to undergo a reassignment surgery at first. The draft 
provides for a change to personal status without requiring surgical alteration 
of  the body. It is the first time in Germany that anyone has proposed that the 
correlation between sex and gender be abandoned. adoption of  the draft as 
law would mean first a renunciation of  medical hegemony. If  the draft passed 
it would be possible to be legally a man but to have a ‘female’ body (and vice 
versa). in March 2007 the concerned parliamentary committee held a public 

26 Bt-Ds. 16/4148, entwurf  eines Gesetzes zur reform des Gesetzes über 
die Änderung der Vornamen und die Feststellung der Geschlechtszugehörigkeit in 
besonderen Fällen (transsexuellengesetz—tsG), 30.01.2007.

27 a sentence of  the Federal Constitutional Court of  Germany preceded this draft. 
the court enhanced the gender identity as criterion for the legal determination of  the 
sex and retraced the paradigm shift of  sexology of  the last decades, whereby the wish 
for a change of  sex does not necessarily correspond with a wish for a surgical altering 
of  the body (BVerfGe 115, 1).
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hearing with experts from different fields of  work, but by the time of  the 
writing of  this chapter no decision had yet been made.

in the particular case of  intersexuality, no fundamental change is foreseeable 
in the short and middle term. However, jurisprudence is beginning to move. 
In the next five years several doctoral theses about different legal aspects of  
intersexuality will be published in Germany and austria. the topic is becoming 
established, but those who want to use law as an instrument and want to enact 
legislation are confronted with a dilemma. On the one hand, the law provides 
rights and protection, and on the other hand, it is normative and exclusive; it 
produces minorities.28 Furthermore, through its codifications the law solidifies 
identities. For these reasons use of  the law as an instrument is often questioned 
by queer theorists who regard the law as fundamentally heteronormative (Beger 
2000: 192). Moreover, the adaptability of  law to social changes is doubted and 
its possible function as an impulse for social transformations is questionable (de 
silva 2000: 192). such critique often derives from a non-jurisprudential view, and 
lawyer sarah elsuni responds that a general denial of  law underrates its strength 
and assertiveness. Use of  the law can be an important tactic to denounce political 
grievances and social exclusions because it provides an authorized vocabulary 
(elsuni 2007: 139). thus it is possible to enact social change through law. 
law can be a driving force for progressive approaches. law does not merely 
reproduce altering realities but can promote or enact change. it does not always 
lag behind social change, but can hurry along change that is required because 
of  shifting material realities. nevertheless, using law as the only instrument to 
achieve changes is not sufficient. The intersex movement, which is much more 
known and active in the U.s., has to become a real movement in Germany. a lot 
of  publicity is necessary to change the opinions of  society, medical science and 
politics. therefore intersex people, scientists of  all disciplines and politicians 
have to work together to achieve fundamental change.
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who Has the Right to Change 
gender Status? drawing 

Boundaries between Inter- and 
Transsexuality

Ulrike Klöppel

Introduction

in post-war West Germany a judicial and medical debate evolved concerning the 
right to change the sex assigned at birth. Central to the debate were cases like that 
of  Peter sch., an actor whose marriage was annulled in 1956 by the West-Berlin 
senator of  the interior because his parents-in-law were contesting his assigned 
sex. If  Peter Sch. could be deemed ‘intersexual’, as a first medical opinion 
asserted, he could have kept his male status. But officials in the case insisted 
on a further opinion. the second expert opinion from physicians of  the Free 
University of  Berlin declared Peter sch. to be a biologically ‘normal’ woman, who 
had undergone a breast amputation (Kammergericht [Berlin Court of  appeal] 
1958). On these grounds, the court decided that the marriage had to be annulled. 
Yet, the Free University physicians regarded the actor as a ‘transvestite’, who had 
always been deeply convinced of  being male, and advised not forcing him to 
live as a woman. Hence, the question of  ‘who had the right to change gender 
status’ evoked contentious debate between medical and judicial officials on the 
boundaries between male and female, inter- and transsexuality, nature and artifact, 
body and soul, sex and gender. this debate continued up to the transsexuals law 
of  1980, which set down rules that determine contemporary practice.

My historical reconstruction of  the medico-legal debate aims to dismantle 
the contingent and political nature of  gender classification at stake in the 
negotiations about the boundaries between inter- and transsexuality. i begin 
with an introduction to the German medical and legal context that structured 
the onset of  the debate in the 1950s.1

1 this chapter is based on my historical study about the medico-psychological 
problematization of  ambiguous sex in German-speaking countries (from the 
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Medical Discourse on Intersexuality

Most post-war medical publications in Germany suggested that intersexuals2 
should be assigned a gender status according to whether they felt themselves 
to be male or female; for intersexed infants, a provisional assignment was 
recommended based on the genital appearance, gonadal sex and probable 
pubertal development. as it seemed impossible to predict the psychosexual 
development of  intersexed children in puberty, experts advised against major 
genitoplastic surgery in infancy:

as a rule, even after having judged the [gonadal] sex we are not allowed to 
conduct major corrections of  the external genitals during infancy because the 
psychic development cannot be predetermined. … Only the patient himself  can 
decide which gender status is appropriate to him and our interventions have to 
accommodate this decision. (Büttner and titze 1948: 382)

this commitment to defer decisive plastic surgery and hormone therapy stood 
in marked contrast to the technical possibilities of  early treatment and had even 
to be defended to worried parents who demanded surgical ‘correction’ of  their 
children’s genitals (378).

as early as 1900, physicians recommended that medical action be taken 
only in accordance with the intersexed patient’s eventual sense of  being male 
or female (landau 1904). this ‘subject orientated’ policy was a pragmatic 
solution to flourishing discussions about the scientific codifications of  sex and 
psychosexuality: even though the classification of  sex was commonly asserted on 
the basis of  gonads, the scientific reliability and practical viability of  the gonadal 
criterion had been called into question since the late nineteenth century. With 
regards to this scientific and clinical problematization of  the gonadal criterion, 
it is in my view not suitable to characterize the Western medical discourse at 
the turn of  the twentieth century as the ‘age of  gonads’ as alice Dreger holds. 
Dreger has claimed that this period began in the 1870s with a publication of  the 
German pathologist Edwin Klebs (1834–1913), who outlined a classification 
system for hermaphrodites that took gonadal sex as its main criterion (Dreger 

enlightenment up to the present), focussing on the trans-/formations of  the category 
gender.

2 Unlike the centuries-old term ‘hermaphrodite’ the term ‘intersex(uality)’ was only 
introduced in 1915 by the Berlin geneticist richard Goldschmidt. it was developed in 
the context of  animal experimentation on inheritance and designated Goldschmidt’s 
particular theory of  a genetic sex-determination based on a relational gene-concept 
(Goldschmidt 1915). in the following decades it was nevertheless broadly used as a 
synonym for ‘hermaphroditism’.
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1998: 145, Klebs 1873: 723). Given the findings of  my research, this date 
is untenable, as the gonadal sex criterion was put into place already at the 
beginning of  the nineteenth century (Meckel 1812: 276, Müller 1830: 123, stark 
1801: 542). Furthermore, Dreger’s characterization overlooks the fact that in 
the last third of  the nineteenth century the importance of  the gonads was again 
scrutinized: Klebs as well as other well-known physicians were of  the opinion 
that the differentiation of  sexual characteristics was not primarily dependent 
on the gonads. Klebs assumed instead that the differentiation of  the gonads 
themselves was steered by developmental impulses that were pre-determined 
at the time of  fertilization (Klebs 1873: 722–3). this discussion systematically 
undermined the significance of  gonadal sex from a scientific point of  view, 
a criterion that was of  limited practical importance anyway, as doctors stated 
openly around 1900 (landau 1904: 204, neugebauer 1908: 620).

The development of  identification tools for ‘sex hormones’ (in the 1920s) 
and ‘sex chromosomes’ (in the 1950s) further blurred the ideal of  distinct sex 
criteria, because the new technologies revealed previously unapprehended 
discrepancies between sex determinants. in post-war Germany, debates 
continued about whether ‘sex’, regarded essentially as a biological polarity, 
existed on the physical and psychological level only as a continuum of  gradual 
differences (Bräutigam 1964, lammers 1956). Doctors around 1900 had even 
called for the introduction of  a third legal category ‘neuter sex’ or ‘sex indefinite’ 
(rudolf  Virchow, in Berliner medizinische Gesellschaft 1898: 179–80, landau 
1903: 342–3). But in the post-war period, physicians seemed to accept that ‘the 
proper, third diagnosis can’t exist in public’ (Dost 1964: 147). Faced with the 
prevailing ‘subject orientated’ policy, some physicians regretted the absence of  
an ‘objective genetic sex-test for the psyche’ (lammers 1959: 16). in the 1950s, 
views about psychosexual development still stressed biological determinants, 
but experts theorized that rearing could ‘superimpose’ itself  upon the biological 
‘predisposition’, thus forming a gender role behaviour (‘Geschlechtsrolle’) that 
could differ from the innate sense of  belonging to—or ‘identification’ with—
one or the other sex (‘Geschlechtsempfinden’ or ‘Geschlechtsidentifikation’; Pirner and 
Borelli 1953). Overall, experts expressed their concerns about a gap between 
scientific theory and the practical demands of  dealing with hermaphrodites.

With regards to these concerns the presentation of  an integrated treatment 
and research programme in the 1950s by the team of  the paediatric endocrine 
Clinic of  Johns Hopkins Hospital in Baltimore (Usa) brought about a change: 
a novel treatment plan was outlined that scheduled ‘corrections’ of  intersexual 
genitals and hormone therapy in early infancy in order to assure an unambiguous 
rearing as boy or girl and thereby a ‘normal’ psychosexual development 
(Wilkins 1950: 274). in 1955, under psychologist John Money (1921–2006), the 
Johns Hopkins team presented a new theory of  psychosexual development, 
supplanting the older terms ‘psychosexuality’, ‘sex role’ and ‘sexual identity’ 
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through ‘gender role’ (Money et al. 1955). ‘Gender’ thus became the key 
category for a new theory of  social ‘imprinting’3 of  psychosexuality, including 
the claim that the male or female imprint would be irreversibly fixed after a 
critical phase of  the first two or three years of  life (Hampson and Hampson 
1961: 1404 fn. 2). social imprinting was, in this view, as much a requisite for 
psychosexual development—and its effect in the same way ingrained—as any 
determination by the ‘anlagen’. the deployment of  ‘gender’ in these terms was 
thus designed to counter common assumptions about biological predisposition 
of  psychosexuality; the old hierarchy of  biological predisposition and social 
superimposition, nature and nurture, was dislocated in favour of  the social.4

Crucially, gender-imprinting theory suggested that psychosexual 
development could be arbitrarily manipulated in early infancy. thus, early 
corrections of  genitals could appear as a technique that allowed for a concerted 
inducement of  a male or female gender role.5 that the treatment had in fact this 
systematic effect was (ostensibly) ensured by follow-up studies—studies that 
simultaneously functioned as basic research on psychosexuality and seemed to 
confirm the imprinting theory. In a kind of  circular reasoning the imprinting 
theory rationalized the novel treatment whereas the surveyed outcome of  
treatment validated the theory.

3 the concept of  imprinting, with its focus on the necessity of  social influences 
for behavioural development and its lasting effects, was borrowed from the austrian 
ethologist Konrad lorenz (lorenz 1966: 141–3, 270–71, Money 1957: 52). in the 1950s 
the concept and its accurateness for human development was widely discussed also 
by German physicians and psychologists (Deutsche Gesellschaft für sexualforschung 
1955, thomae 1959).

4 in the horizon of  the imprinting theory the meaning of  ‘social’ comprised the 
assignment of  gender status, rearing, and body image mediated by parental attitude, that 
is, factors that seemed to be individually manipulable. this is not to be confounded with 
the understanding of  the social formation or construction of  gender in contemporary 
feminist and queer theory pointing to the structural level of  power relations, (material-
)discursive practices and their institutionalization. nevertheless the genealogy of  
such gender theories leads back to a take-over of  Money’s gender-imprinting concept 
through feminist authors around 1970 (Oakley 1972). this genealogy urges for a critical 
reflection of  the historical conditions and problematic constellations under which it 
became possible to grasp gender as a social contingent category (Klöppel 2006).

5 By emphasizing the socio-technical malleability of  psychosexuality, the Baltimore 
team drew on the influential approaches of  neo-psychoanalysis and behaviourism 
(Money 1995: 22–3). in addition, as Bernice Hausman has convincingly shown, the idea 
was backed by the discourse of  cosmetic surgery looming in the course of  the second 
World War; this discourse suggested that a physical adjustment to aesthetic norms would 
facilitate pychosocial integration and thus prevent mental disorders (Hausman 1995).



wHo HAS THE RIgHT To CHANgE gENdER STATuS?

1��

although aware of  the Baltimore concepts, many German physicians 
remained sceptical and even critical: they presented and cited ‘good’ outcomes 
with change of  gender status in intersex infants conducted after the third year of  
life. Furthermore, they claimed that the special endocrine situation of  intersexuals 
implied that they were psychosexually ‘indifferent’ by nature and therefore more 
open to social imprinting than ‘normal’ individuals. the German researchers, 
therefore, questioned whether the thesis of  social gender imprinting—as it 
was based on findings in intersex individuals—could be accepted as a universal 
rule (Bleuler 1954: 185). instead they insisted that the anlagen determined the 
deepest sense of  being male or female (Wallis 1960). On the other hand, the 
claim of  psychosexual indifference in intersex supported first clinical trials 
with the Baltimore treatment plan in switzerland and Germany (Bierich 1958, 
Prader 1957a, 1957b, 1957c). in the course of  the 1960s, the gender imprinting 
theory also made itself  more acceptable by reintegrating the claim of  a prenatal 
biological disposition: Money’s team made use of  psychiatrist robert stoller’s 
differentiation between gender role and gender identity by postulating that 
prenatal endocrine influences would determine a more masculine or more 
feminine gender role while the core gender identity—which integrated even a 
divergent gendered behaviour—was socially formed in early infancy (ehrhardt 
et al. 1968, Money and ehrhardt 1972).6

even more important than this new model of  nature–nurture–interaction 
was the development of  an integrated treatment and research program that 
systematically assessed intersexuals as ‘experiments of  nature’ (Hampson and 
Hampson 1961: 1402, ehrhardt et al. 1968: 160). While earlier generations of  
physicians had already expressed their shared hope to make use of  intersexuals 
as ‘experiments of  nature’ (ellis 1945: 108, Halban 1903: 211, Kurella 1896: 
xix) the idea became only methodically operative with the early surgical and 
hormonal ‘corrections’ that enabled for the first time an isolation and control 
of  variables and disturbing factors approximating—under the conditions of  
a clinical study—the ideal requirements of  a scientific lab experiment. Thus, 
medical intervention, combined with follow-up observation, allowed for a 
comparison between ‘treated’ and late or ‘badly treated’ intersexuals, serving 
as a kind of  experimental variation of  the hypothesized central factors driving 
psychosexual development, viz. body image and, by association, the un-/
ambiguousness of  rearing. in an analogous manner, the team at Johns Hopkins 
studied the influence of  the age of  gender (re-)assignment (Money et al. 
1956). such experimental practice marked a historical shift as it closed the gap 
between theory and practice: in effect, the production of  knowledge and the 
improvement of  psychosocial management became directly interlocked such 

6 this approach turned upside down stoller’s (1964) claim of  a ‘biological force’ 
that would primarily determine the ‘core gender identity’.
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that, for the first time, scientific and clinical interests became systematically 
linked to one another. The experimental setting produced not only scientific 
but at the same time clinical evidence that prompted even determined critics of  
the Baltimore concepts to justify their objections on the basis of  experimental 
evidence derived from studies on intersexuals (Diamond 1965). these were the 
main reasons why, in the course of  the 1960s, the critique faded away; around 
1970 the Baltimore treatment plan and gender imprinting theory were broadly 
adopted in West and east Germany (Bierich 1971, Pelz et al. 1968). since then 
they have come to dominate medical discourse on intersexuality up to the 
present day.7

Medical Discourse on Transvestism and Transsexualism

the term ‘transvestism’ was coined by Berlin sexologist Magnus Hirschfeld 
(1868–1935) in 1910 for individuals compelled to wear the typical clothes of  the 
‘opposite’ sex; Hirschfeld later used the term ‘extreme transvestism’ for those 
who wanted to pass physically as a person of  the gender to which they felt they 
truly belonged. For these subjects he also used, albeit unsystematically, the term 
‘transsexual’ (Hirschauer 1993: 96, Hirschfeld 1923: 15). Beginning in 1912 
the first sex-change operations were carried out in Berlin under Hirschfeld’s 
supervision (Herrn 2005).

Following the end of  the nazi era, German medical discourse re-initiated 
in discussions about the defining characteristics of  transvestitism, by then 
clearly viewed as a psychopathological condition. the minimal consensus 
was to focus on a ‘discrepancy’ between somatic sex and the ‘urge’ to wear 
clothes of  the ‘opposite’ sex. Opinions differed on whether homosexuality 
had to be regarded as an essential feature of  transvestism or not (Overzier 
1955: 166). In contradistinction to ‘mild’ forms of  cross-dressing, redefinitions 
of  the ‘extreme’ form turned the ‘absolute inner conviction to belong to the 
sex that was not assigned to one’ and the ‘desire for sex-change surgery’ into 

7 since 1996, intersex persons and political initiatives in Germany have been 
protesting against the medical guidelines for intersexuality (see, for example, http://
www.xy-frauen.de; http://www.1-0-1intersex.de; http://www.genderfreenation.de). In 
recent years an evaluation of  the medical practice has been carried out by a group 
of  German physicians and psychologists (http://www.forschergruppe-is.uk-sh.de/
deu/index.html). the outcome of  the study is quite critical. at present the German 
scientific Medical societies are realigning their guidelines on intersex treatment (aWMF-
Guideline-register no. 027/022, 2007: http://leitlinien.net). the new guidelines mark 
early surgical corrections of  genitals as controversial interventions that are not backed 
by controlled outcome studies, but they do not clearly abandon them.
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primary characteristics (Bleuler and Wiedemann 1956, Walter and Bräutigam 
1958). in the latter meaning, the term ‘transsexuality’ was established only after 
the appearance of  Harry Benjamin’s (1885–1986) publication The Transsexual 
Phenomenon in 1966. some physicians declared transsexuality to be a form of  
intersexuality because of  their presupposition of  a genetic—or another prenatal 
biological—underlying cause (nevinny-stickel and Hammerstein 1967).

in 1950, a number of  well-known swiss and West German physicians, most of  
them psychiatrists, discussed the legitimacy of  sex-change surgery. to them, such 
operations seemed legitimate—if  at all—only in the case of  transvestites on the 
verge of  committing suicide (Psyche 1950–51). the question became a hot potato 
after the 1952 world press reports of  the surgical male-to-female-transformation 
of  the Danish-american Christine Jorgensen and the legal recognition of  her sex 
change; in the following years, doctors reported an increase in requests for sex-
change surgery (Hausman 1992). Physicians’ reservations against ‘sex-changing’ 
surgery were premised on the prevailing, conventional attitude to judge sex on the 
gonadal criterion. Conversely, for intersexuals determined to take on or already 
inhabiting a gender status ‘discordant’ with their gonadal sex, the conventional 
criterion led some physicians to promote a surgical ‘solution’: that is, to remove 
the unsuitable gonads (Mueller 1953: 863). this attitude became embedded in the 
broader assertion that castration and other surgical ‘corrections’ would not only be 
advisable in order to intercept cases of  extreme emergency but would also positively 
allow for a better psychosocial adjustment. For transsexuals, the assertion implied 
the claim that only a sex-change surgery would permit the individual’s psychological 
stabilization and social integration (nevinny-stickel and Hammerstein 1967: 665–
6). in 1975 a forensic doctor wrote: ‘after such interventions … the psychological 
and social situation of  patients is often improved and a totally normal integration 
(e.g. also marriage) into society can be achieved’ (schwinger 1975: 1088). However, 
in reputable medical circles, sex-change surgery became accepted only in the late 
1960s, after transsexuals—like intersexuals before them—had been discovered 
as desirable objects of  basic research in psychosexuality and as potential targets 
for new experimental treatments (Hausman 1992: 274, Hirschauer 1993: 104). in 
the U.s., this development was promoted on the forefront by the Johns Hopkins 
Hospital, where John Money and others opened the Gender identity Clinic in 
1966 (Money 1994: 23).

What were the legal and administrative rules that accounted for the 
assignment of  gender status?

Legal Position for the Assignment of Gender Status

the Federal republic of  Germany, founded in 1949, adopted the Personal status 
act (Personenstandsgesetz) of  the German empire, originally enacted in 1875 and 
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slightly amended in 1937. this law decreed that in the register of  births the 
sex of  a newborn must be recorded (Personenstandsgesetz 1957, § 21 (1)), but 
did not prescribe exactly what could be entered into the register. subsequent 
judicial commentaries held that only ‘male’ and ‘female’, but not ‘intersex’, were 
valid registrations; in ‘dubious cases’ the assignment of  the legal gender status 
was to be decided by medical experts according to the ‘prevailing sex’. in the 
Federal Republic of  Germany, these principles were affirmed by court decisions 
and laid down in instructions for registrars (Plett 2002: 36). in 1909, a Berlin 
magistrate had pointed out that the delegation of  the judgment about the sex 
of  hermaphrodites to physicians implied that ‘“man” and “woman” are not 
legal, but medical, scientific terms; therefore, the law comprehends the terms 
according to the scientific state-of-art’ (Wilhelm 1909: 15). Thus, while the law 
demanded an unequivocal assignment to the male or female gender status, the 
criteria for classification and concrete decision-making in intersex cases were left 
to physicians. This division of  labor between law and medicine, as reconfigured 
around 1900, continues to this day, and its consequences come to light whenever 
cases involving a change of  the assigned, official gender status arise.

according to the Personal status act, such a change could only take 
place as a ‘correction’ of  the registration on the basis of  a positive court 
order (Personenstandsgesetz 1957, § 47; this rule is in force to date). Judicial 
commentaries and court decisions restricted such ‘corrections’ to cases in which 
a medical opinion asserted that the sex registration ‘was incorrect or incomplete 
from the beginning’. In the fifties this position was extended to cases in which 
‘the registration was initially correct’, but the ‘prevailing sex’ changed during 
maturation (landgericht Hamburg 1958: 128). since the mid-sixties, courts 
have granted that the assessment of  the ‘prevailing sex’ could also take account 
of  psychosexual ‘inclinations’ (Kammergericht 1965: 140, Oberlandesgericht 
Frankfurt 1966: 408). in doing so, courts referred to a commentary by the 
medico-legal expert Georg strassmann (1890–1972) published in 1931, that 
introduced legal professionals to the ‘subject oriented’ policy for hermaphrodites 
as articulated in the medical debates (Kammergericht 1931: 1496). But the path 
from medical recommendation to legal recognition had to traverse rugged 
terrain on the boundary between inter- and transsexuality.

Boundary Work between Inter- and Transsexuality

strassmann had already suggested that ‘transvestites’ could ‘abuse’ assessments 
that took account of  psychosexual inclinations, those assessments being reserved 
for hermaphrodites in whom physical sexual features were also in favour of  the 
requested gender status. likewise, a Berlin regional Court (Amtsgericht) had, 
on grounds of  the asserted biological femaleness of  Peter sch., rejected the 
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argument of  the actor, that his gender status ought to be considered also on 
the basis of  his psychosexual orientation (Kammergericht 1958: 61). But as 
more persons requested a change of  their gender status, the legal as well as the 
medical profession began debating the question of  legitimate and illegitimate 
gender-change.

in the 1960s, cases in which a change from male to female gender status 
had been sought on grounds of  surgical and hormonal ‘feminization’ served 
as precedence for negotiations about the differentiation between inter- 
and transsexuality. in two cases that were heard by Higher regional Courts 
(Oberlandesgerichte ≈ Appellate Court) in Frankfurt and Berlin in 1965, the 
petitions argued that surgery and hormone therapy had changed the anatomical 
sex to female, in accordance with the psychosexual orientation. thus the 
‘prevailing sex’ was now ‘female’ and the birth registration should be ‘corrected’. 
But the requested analogy with intersex cases, at first accepted by District 
Courts, was rejected by the Higher regional Courts: Only the ‘natural somatic 
condition’ could be decisive for a ‘correction’ of  the gender status, whereas in 
the cases at hand the somatic condition had been reached ‘artificially’ through 
‘arbitrary manipulations’. The courts dismissed genitoplastics as a ‘deficient’ 
state that is not ‘naturally and functionally connected with the interior sexual 
organs’. Moreover, a neovagina was not deemed to be a permanent organ. 
However, these objections also applied to hermaphrodites, who had undergone 
genitoplastic surgery and hormone treatment. therefore the courts sought yet 
another borderline, focussing on the ‘motifs’: While in intersex cases the physical 
‘malformation’ was regarded as a legitimate reason or even a ‘necessary’ cause 
for medical treatment, and the claim for a change of  gender status was seen as 
being grounded in the ‘naturally’ ambisexual body, the ‘urge’ of  transvestites 
was denounced to be ‘unsubstantiated’, because it would be ‘detached’—out 
of  ‘habit’ or ‘illness’—from their ‘biological predisposition’ (Kammergericht 
1965, Oberlandesgericht Frankfurt 1966). essentially, the status of  surgical and 
hormonal changes was negotiated: in order to qualify as ‘naturally caused’, the 
transformation had to fit onto a continuum of  psychosexual development that 
was rooted primarily in the prenatal predisposition. if  this criterion was not 
met, the transformation was disqualified as an ‘arbitrary’ act. In this way, the 
judges tried to tackle the rise of  surgical and hormone sex-change-techniques. 
they feared that such techniques would serve as the door opener to a ‘free and 
not natural determination of  the individual to become man or woman’ and, 
with that, to an ‘arbitrary manipulation or rather a contra-natural destruction of  
the social order’ (Oberlandesgericht Frankfurt 1966: 408).

this precarious drawing of  boundaries was the inroad for physicians who 
lobbied for the concerns of  transsexuals, like the physicians from the Free 
University of  Berlin. in the case of  Peter sch., they had already advocated 
allowing the ‘transvestite’ to keep the male gender status. in an article published 
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in a legal journal in 1967 by the Berlin gynaecologist and endocrinologist Jürgen 
Hammerstein (b. 1925) and his colleague Josef  nevinny-stickel (b. 1924) the 
court decisions of  1965 were criticized. the authors reproached the courts 
for ignoring current medical opinion and, in particular, the fact that since 
everyone exhibited characteristics of  both sexes, there existed only gradual 
sexual differences. the authors reminded judges that the law had relegated the 
definition and classification of  sex to medical science and that judges could 
therefore not be allowed to interpret medical opinions at their sole discretion. 
a neovagina, they argued, was by all means a ‘permanent, body’s-own structure’ 
that could be mistaken for a ‘natural’ vagina even by medical specialists. similarly, 
hormone treatment led to ‘permanent alterations’ of  the sexual body. they 
maintained that transsexuality was only a special variant of  intersexuality. thus, 
if  it could be assumed for hermaphrodites that the psychosexual development 
was caused by a biological predisposition, then the same would be true for 
transsexuals. However, they had to admit that this remained a contested issue, 
as the large-scale studies on hermaphrodites conducted at the Johns Hopkins 
Hospital had shown that ‘the psychosexual orientation depends more upon the 
sex assignment at birth and an adequate rearing’. they resumed that ‘in view of  
the complexity of  human sexuality there exists no certain criterion for the “true” 
sex. … thus, to argue with the “natural somatic condition” [as the courts did] 
is, in the light of  actual scientific findings, more than questionable’ (Nevinny-
stickel and Hammerstein 1967: 664).

in the following years the same two Higher regional Courts had to decide 
a case similar to those heard in 1965. this time, the Court of  Berlin preluded 
his sentence with the commitment that the definition of  ‘sex’ could change 
over time following new scientific insights and that jurisdiction had to take 
into account these findings. Both courts agreed with the opinion of  the 
physicians from the Free University of  Berlin that it should be legally accepted 
that the medical sex classification of  transsexuals also consider psychological 
factors. However, the judges limited this to cases in which the psychosexual 
orientation had been determined by a biological predisposition and was thus 
not just formed by habit. While the Court of  Frankfurt rejected the request 
for ‘correction’ of  the gender status because insufficient medical evidence 
had been presented for such a biological predisposition, the Court of  Berlin 
countered that state-of-the-art medicine could generally not produce such 
evidence and therefore the burden of  proof  could not be imposed on the 
petitioner. instead, a determination should be based on an attest certifying that 
‘female characteristics’ had emerged ‘independent’ of  medical intervention—or 
at least had latently existed—and that these characteristics had simply been 
fixed by genitoplastic surgery and hormone treatment (Kammergericht 1971). 
Of  course, medical science was able to find heterologous sexual characters in 
every body. according to this principle, it would have been possible for every  
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person willing to undergo genitoplastic surgery to ‘correct’ their gender status. 
the distinction between somatic ‘ambiguity’ and ‘normality’, still self-evident 
in the court decisions from 1965, were in danger of  being conflated with one 
another.

as a consequence of  the divergent rulings in Frankfurt and Berlin, the 
Federal Court of  Justice (Bundesgerichtshof ≈ Supreme Court) heard the case in 
1971 and rejected it. the court refused to concede that a person’s sex, that 
was unambiguous at birth, could really change in itself  during maturation—be 
it by nature or by a voluntary act. Even if  medical findings confirmed that 
sex was changeable, there would be, according to the judges, no place in the 
social order for such a notion, because it would not conform to the ‘general 
basic experience’ that the sex of  a person could be distinctly determined and 
was ‘unchangeable’, which had to be regarded as the precondition of  ‘all social 
life’ and of  the ‘legal system’. an attorney who lobbied for the concerns of  
transsexuals countered: ‘this experience might be antiquated, even archaic and 
at times not free of  religiously determined views’ (eberle in Bundesgerichtshof  
1972: 331). this clearly shows that the Federal Court of  Justice was competing 
for authority in debates on gender- and sexual-norms in the context of  struggles 
for homosexual decriminalization and the broader context of  the so called 
‘sexual revolution’ (Herzog 2005: chap. 4).

nevertheless the court was trying to address the concerns of  transsexuals 
in a way that would not affect the legal principle of  ‘distinct’ and ‘inconvertible’ 
sex classification. It proposed a special law instead of  a revision of  the existing 
judicial conceptions. the logic behind it was not so much a humane recognition 
of  individual concerns. rather, around 1970 courts adopted the argument of  
physicians that only the legal consideration of  gender identity would enable 
social integration of  transsexuals; that is to say, the maintenance of  social order 
was the central motif  (Kammergericht 1971: 169). this motif  is evident also in 
the precautions that the Federal Court of  Justice foresaw in 1971 for the new 
law: The law would have to resolve the ‘problem’ of  ‘fixing the point in time, 
when the sex-change was completed’—the ‘problem’ being on the one hand 
the eligibility of  a person to get married, which required a couple of  (steadily) 
opposite sex; on the other hand the legislation was concerned to avoid that 
transsexuals could possibly get charged with having interdicted homosexual 
relations (Bundesgerichtshof  1972: 332–3).8 in this way, whereas beforehand 
genitoplastic surgery had been regarded very critically, it now seemed an 

8 Paragraph 175 of  the German Criminal Code was still in force at that time: 
even after its first revision in 1969 this law condemned sexual acts between males in 
relationships of  dependency, of  one partner being under 21 years of  age, or in cases of  
prostitution. the law became modified for the second time in 1973–lowering the age 
of  the partner to 18 years (in heterosexual relations it was only 14 years) and omitting 
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appropriate point marking the definitive and irreversible sex-change. Further 
precautions for fixing the sex-change were set up: medical opinions had to 
attest the permanence of  gender identity as well as the inner determinedness of  
the person to undergo the change of  gender status (Hirschauer 1993: 295–311). 
On these grounds, the German transsexuals law (transsexuellengesetz) was 
enacted in 1980.

Continued Medical and Judicial Hegemony over the Right to 
Change Sex

With the transsexuals law, the precarious distinction between inter- and 
transsexuality—‘natural’ and ‘artificial’ gender transition—was maintained, thus 
leading the courts to a practice of  always questioning very sceptically requests 
for ‘correction’ of  gender registration as well as the supplying medical opinions 
(Oberlandesgericht sachsen-anhalt 2000). However, what is ‘natural’ is not self-
evident and does not manifest itself  independent of  human manipulations (as 
is the common ideal notion of  it). On the contrary, establishing what is ‘natural’ 
involves complex diagnostic techniques, including microscopic observation 
of  gonadal tissue, explorative laparotomy, hormone and chromosome tests, 
psychological tests and so on. Which diagnostic techniques are applied in what 
ways, how results are interpreted, synthesized, assessed and presented and how 
in the end the courts deal with the medical opinion all grant medical experts and 
judges plenty of  leeway. On the other hand, results of  genitoplastic surgery and 
hormone treatment, undergone not only by transsexuals but also by more and 
more intersex people (often in infancy without informed consent), had become 
with the advances of  techniques barely distinguishable from a medically unaltered 
body. also the dominant claims about the determination of  psychosexuality—
anlagen or upbringing—did not allow for a rigid distinction between trans- and 
intersexuality. Finally, also from a conservative point of  view, the question arose 
as to why the body should count more than the psyche, or, put more concretely, 
whether it was worth risking the social disintegration that was entailed in people 
being forced, against their proper feeling, to retain their gender status. thus, 
we can see, how arbitrary and precarious the boundary drawing was and how it 
hinged on political reasoning.

the question of  who is entitled to change gender status reveals after all the 
fundamental claim of  physicians to be the experts in questions of  the social 
status of  a person and to control scientifically gender classification, whereas 
courts played the guardians of  the social order by ensuring gender and sexual 

prostitution and the qualification of  ‘dependency’. But in principle it remained in force 
till 1994 (sommer 1998).
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norms. the division of  work between law and medicine was never since the 
early twentieth century deeply questioned, as medical experts did accept the 
judicial demand for an unambiguous assignment to the male or female gender 
status, while the legal profession followed, at least in principal, the medical 
definitions of  sex and findings about psychosexual development. In this way 
law and medicine stabilized each other on behalf  of  gender questions (Plett 
2003: 30). On the other hand this was and is not a static situation as there 
are constant frictions between the disciplines who are claiming their respective 
expertise. This allowed for modifications of  rules of  gender (re-)classification 
leading to a more inclusive strategy regarding the right to change gender status 
that focus on conserving the status quo by granting exemptions. Do we need 
to follow this Punch and Judy show today? shall medicine and law continue 
to rule as experts of  the social status of  persons? i believe it’s time to make a 
fundamental change.
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Chapter � 

Between Critique and Reform: 
ways of Reading the Intersex 

Controversy
iain Morland

Introduction

in my opinion, a critical approach to intersex should mean not merely the 
interrogation of  medical dogma around the treatment of  people born with 
unusual sex anatomies, but equally careful scrutiny of  intersex activism. My 
premise in this chapter is that intersex activism requires a particular theory of  
the relation between activism’s critique of  medicine, and medical reform. in 
a 2002 conference presentation, intersex society of  north america (isna) 
founder Cheryl Chase complained that ‘many people still misunderstand what 
criticisms the intersex patient advocacy movement makes of  standard practice, 
and what reforms we are asking for’ (Chase 2002). My chapter’s aim is not 
merely to understand the society’s principal criticisms of  medicine, together 
with its suggested medical reforms, but moreover to analyse how leading 
intersex activists, in their narratives about intersex, implicitly theorize the 
relationship between critique and reform. to critique the medical management of  
intersex, and to propose medical reform, might appear to be two aspects of  a 
single ethically correct progression from the wrong way to the right way to treat 
intersex. But i’ll put into question the ethical self-evidence of  the transition 
from intersex medicine’s critique to its reform.

i am going to discuss two key ways in which intersex activists endeavour to 
theorize the link between critique and reform as a connection of  progress. One 
way in which they do this is by suggesting that there has been an old narrative 
about intersex told by clinicians, followed by a new narrative told by activists. 
the other way is their proposition that medical paternalism is being superseded 
by patient-centered care. However i will contend that neither of  these stories 
of  progress entirely explains why the reform of  intersex treatment should flow 
from the activists’ critique of  medical practice, and thus constitute an ethically 
better approach to intersex than its medical counterpart. My project therefore 
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will be to formulate the connection between critique and reform as ethical, 
without presupposing the equivalence of  progress and ethics.

Before i continue i’d like to clarify how this essay will differ from some of  
my earlier work such as ‘is intersexuality real?’, in which i disclosed that i’ve 
had fourteen surgeries for an intersex condition (Morland 2001). Many of  the 
surgeries were performed before i was old enough to consent, and i would 
describe the vast majority as unsuccessful, with lasting negative consequences. 
i suggested in ‘is intersexuality real?’ that genital surgery for intersex was 
‘disgusting’ because it disregards the performative cultural constitution of  gender 
and sex; it tries to make maleness and femaleness materialize as objectively 
describable or ‘real’, and thereby characterizes intersex as something flimsy that 
can be easily constructed away by surgery. i stand by that performative critique 
of  intersex management, but having talked more with clinicians since writing 
‘is intersexuality real?’, i think it’s important that ethical arguments against 
surgery should not be grounded in the first person experience of  feeling bad. 
as cultural critic lauren Berlant has pointed out, it ought not to be assumed 
that feeing bad is ‘evidence for a structural condition of  injustice’ (Berlant 2000: 
35). so i wish to make plain that yes, i feel bad because of  genital surgery for 
intersex, but the present essay won’t use that feeling as an ethical barometer. Of  
course this will make it harder to argue that surgery is objectionable, but i hope 
it will also mean that when i do argue for medical reform, the argument will 
be less reliant on eliciting the reader’s sentiment, however transformative such 
readerly sentiment can sometimes be.

Notes on the Treatment of Intersex

Medical historian and bioethicist alice Dreger, author of  a major monograph 
on intersex called Hermaphrodites and the Medical Invention of  Sex, was appointed 
to isna’s newly-formed board of  directors in 1999. shortly afterwards she 
published an important document on isna’s website. titled ‘notes on the 
treatment of  intersex’, the document was composed at the intersection of  
academia and activism by Dreger for ISNA (Dreger 2000b; this text is not 
paginated, so future quotations will not be referenced). a hyperlink to ‘notes’ 
first appeared on the front page of  ISNA’s website in spring 2000. The 
significance of  ‘Notes’ is inseparable from its electronic publication; in the years 
since isna’s 1993 foundation, the internet has become an important source of  
information and counsel—often divergent from conventional medical advice—
for intersex individuals and their families (Corpron and lelli 2001, Preves 2003: 
95, 107). For example, the international androgen insensitivity syndrome 
support Group switched in 2003 from postal communication to an entirely 
web-based membership system and information service (rolin 2005). Moreover, 
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as the isna site declares, ‘Our website is recognized as the definitive source 
for all things intersex’ (What’s the History 2005). this is not hyperbole. at the 
time that ‘notes’ was published in early 2000, the site was receiving on average 
one thousand visitors every day (intersex society of  north america 2000). 
By the middle of  2004, this figure had increased to some eighteen hundred 
daily individual visits (Kolker 2004: sidebar). in early 2005 the society estimated 
‘conservatively’ that it had reached thirty million people through media coverage 
since 1993, including stories in high-impact publications such as Time magazine 
and the New Scientist, which have printed the website address (Gorman and 
Cole 2004, How Come 2005, Phillips 2001). additionally, ‘notes’ itself  has been 
republished on the sites of  intersex support and advocacy groups Bodies like 
Ours and intersex initiative (Dreger 2003b).1

the following two sections will be structured around a close critical 
reading of  ‘notes’. as my reading will show, this key document’s dual purpose 
is simultaneously to state isna’s agenda, and to persuade readers of  its 
correctness. in other words, the text explicitly theorizes the progression from 
critique to reform. it attempts to say that the latter follows from the former. My 
aim is to understand how that progression is narrated as ethically right by this 
widely-disseminated manifesto for change in intersex management. in each of  
the following sections, i take an aspect of  ‘notes’ as a starting point for a critical 
discussion of  the connection between critique and reform. In the first section, 
i will show that the presentation in two columns by ‘notes’ of  the traditional 
and reformed models of  intersex treatment encodes on a structural level the 
issue of  narrative plurality. However, i shall also argue that the representation 
of  intersex as the object of  a plurality of  narratives cannot explain why the 
reformists’ narrative should be accepted as the correct story of  intersex. the 
analysis in the second section responds to the problems raised in the first, by 
turning from the form of  the text to its content. ‘notes’ proposes patient-
centered care as an alternative to traditional intersex management. However 
i shall once again argue that this proposition does not adequately explain the 
ethical tenacity of  the reformists’ project. in fact patient-centered care will be 
exposed to entail several paternalistic assumptions. in putting into question the 
ethical force of  arguments for the reform of  intersex treatment, i do not mean 
to insinuate that those arguments are faulty or phoney. nevertheless my stance 
is that the ethical propriety of  such reform cannot be presupposed, and hence 
is worthy of  investigation.

1 in March 2003 ‘notes’ underwent subtle revision and was renamed ‘shifting the 
Paradigm of  Intersex Treatment’; at the time of  writing this is the version available at 
the websites of  isna, Bodies like Ours and intersex initiative. in this essay i will focus 
on the original version.
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Narrative Plurality and the Rejection of Reform

Making its initial appearance on the isna site beneath the headline ‘two Ways 
of  Looking at the World’, ‘Notes’ is first announced by the Society to be an 
‘extraordinary chart’ that compares ‘the traditional medical model (focused 
on surgery) with the emerging medical model of  intersexuality (focused on 
psychology)’ (intersex society of  north america 2000). strikingly, that 
comparison is conducted by the document in an entirely tabular format; ‘Notes’ 
contains no explanatory prose. rather, it consists of  a table, which is comprised 
of  two columns and 12 rows. the left column is titled ‘Older Paradigm of  
treatment’ and the right column headed ‘reform Paradigm of  treatment’. 
the columns are of  equal width. each row of  the table asks a question about 
intersex management, such as ‘are intersexed genitals a medical problem?’ and 
‘What should be the medical response?’. Those questions are identified as the 
‘key points of  comparison’ between the different approaches to the treatment 
of  intersex. Where a row crosses with a column, an answer is given that is 
purportedly indicative of  the ‘paradigm’—‘Older’ or ‘reform’—named at the 
column’s head. i want to consider in this section what such formal aspects of  
the document reveal about the critique and reform of  intersex management.

the two columns appear to represent alternative ways in which intersex can 
be narrated, because the tabular format of  ‘notes’ immediately suggests to its 
reader that the columns of  answers depict contrasting responses to a single 
set of  questions. i will discuss several of  those responses in the next section, 
when i interrogate isna’s patient-centered agenda and its representation by 
‘Notes’. But first, with the ‘Older’ and ‘Reform’ paradigms visually laid out as 
opposing ways of  narrating the ‘key points’ of  intersex management, one might 
expect that simply looking over both sets of  answers would compel the reader 
of  ‘notes’ to adopt the reformists’ viewpoint. the elicitation of  that choice 
is evidently isna’s hope in publishing the document. But i’ll show that the 
mere presentation of  the society’s narrative about intersex management is no 
grounds for medical reform. What is more, the option of  rejecting the reform 
of  intersex treatment will transpire to follow directly from the narrative plurality 
implicit in the tabular presentation of  ‘two ways of  looking at the world’.

in intersex activism, narratives matter. Dreger claims in Hermaphrodites 
that ‘the late twentieth century … has seen the emergence of  the voices and 
claims—to autonomy, to authority—of  medicine’s subjects’ (Dreger 1998: 
168). She identifies the appearance of  autobiographical intersex narratives 
as part of  this trend. at my time of  writing in 2008, isna’s mission ‘to end 
shame, secrecy, and unwanted genital surgeries’ is described by the society as 
having arisen directly ‘from listening to individuals and families dealing with 
intersex’ (intersex society of  north america 2006). in their advocacy of  an 
ethics grounded in attention to individuals’ narratives, Dreger and isna are in 
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concord with bioethicist arthur Frank, who has argued that by ‘thinking with’ 
the narratives of  those who are suffering, it is possible to ‘resonate’ empathically, 
as Dreger records approvingly in Hermaphrodites (Dreger 1998: 169–70, Frank 
1995: 158). Significantly, Dreger specifies that it is this enterprise of  taking 
into account ‘the substance and nature of  patients’ stories’ which qualifies her 
work as an instance of  ‘narrative ethics’ (Dreger 1998: 168). What Dreger calls 
narrative ethics is a hallmark of  the turn to the patient advised in recent years 
by several commentators on intersex, whereby intersex individuals alone are 
afforded the authority to ‘identify who and what they are’, as one doctor has 
written (reiner 1997: 225). ‘it is for us as clinicians and researchers to listen and 
to learn’, the doctor continues, with admirable humility (225).

this is an indubitably well-intentioned programme, but the brute challenge 
for reformists is that their opponents could simply not listen to patient 
narratives in the first place. Empathic ‘resonance’ may be possible, but it is 
not mandatory. Consider that in 2001, Great Ormond street Hospital urologist 
Philip ransley described isna’s members as ‘green-wellied loonies’ (quoted in 
toomey 2001: 39). Brusquely discourteous as his comment might appear, it is 
instructive because it demonstrates the option of  flatly rejecting the opinions 
of  reformists; one could simply decline to pursue their recommended turn 
to the patient. the rejection of  intersex reform may be undesirable, but it is 
nonetheless possible. another urologist, from Johns Hopkins Hospital, told the 
New York Times that isna is comprised of  ‘zealots’ and consequently refused to 
discuss their agenda (quoted in angier 1996: 14). i shall contend that it is exactly 
the plurality of  narratives which enables such anti-reform stories to be told.

Reform’s rejection can be justified on grounds that I categorize as either 
weak or strong. When Dreger turns to contemporary first-person accounts of  
intersex in the final chapter of  her otherwise historical book, Hermaphrodites, it 
is specifically to value their complexity and irreducibility to a singular meaning 
(Dreger 1998: 173, 180). there is no one true story, she says (171). now the 
rejecter of  intersex reform could argue that if  there are several different ways of  
narrating intersex, then there is no reason to privilege one view of  how intersex 
should be treated over any other. i call this the weak reason for rejecting reform. 
On such insouciant yet logical grounds, one could acknowledge the existence 
of  isna’s critique of  medical practice entirely without advocating medical 
reform as a necessary response to that critique. For example, an australian 
medical team cautioned in 2002 that even though ‘there have been lobby groups 
of  previous patients (with poor outcome) suggesting that gender assignment 
and operation should be delayed until later in life’, clinical studies of  ‘long-
term psychologic outcome’ are required ‘before we will know whether early or 
delayed treatment leads to the best outcome’ (Hrabovszky and Hutson 2002: 
102). In this example the first-hand criticisms of  treatment by intersex activists 
stand alongside, but do not impact upon, the narrative of  medical progress 
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by means of  clinical research. Understood in terms of  narrative plurality, the 
traditional management of  intersex and its critique by activists simply coexist as 
divergent ways of  narrating intersex.

although the term ‘critique’ might suggest a single process of  revealing and 
correcting deficiencies in one’s object of  criticism, the lesson to be drawn from 
the comments by the australian team is that in the debate over intersex the 
re-evaluation and alteration of  treatment does not coincide with the critical 
exposure of  treatment’s flaws. Additionally there are major ethical and legal 
differences within europe in the relationship between patients and doctors, 
which counter isna’s assumption that patient critique should lead to medical 
reform. For instance, in southern european and irish cultures the patient has 
a duty to maximize their health, which often includes an ethical or legal duty 
to follow their doctor’s instructions. In that model the dissatisfied patient’s 
principal obligation is to submit to their clinician’s professional expertise in 
a manner that preserves their dignity, as opposed to criticizing medicine in 
order to defend what americans and Western europeans call their ‘rights’ (see 
Dickenson 2001). Hence there may be more than one narrative about intersex, 
and those narratives may differ radically, but there is no obligation to reform 
intersex management as a result. such is the weak rejection of  reform.

the strong rejection differs in the following way. as i have suggested 
elsewhere, Dreger explains narrative plurality, and especially the proliferation 
of  patient narratives, as characteristically postmodern (Morland 2006). But 
such explanations are limited because they do not account for the exigency of  
making a choice from the plurality of  narratives. Consider Morgan Holmes’s 
story, which exemplifies how intersex activists insist upon the rejection of  the 
dominant medical story in favour of  the patient’s first-person counternarrative. 
in narrating her treatment, Holmes seeks a normative commitment by the 
reader to her viewpoint: she doesn’t want readers to approve of  the surgery 
that was performed on what she calls her ‘phalloclit’. in fact Holmes’s term 
phalloclit was created ‘to describe tissue which is not exactly a penis but also 
not a “proper” clitoris’, in order to confound the medical naming of  ‘such an 
organ as a phallus until it has been pared down to be an acceptable clitoris’ 
(Holmes 1995: glossary). in Holmes’s view, whereas the medical terminology 
legitimizes genital surgery by defining a ‘phallus’ as a body part that can be 
reduced to a ‘clitoris’, her alternative term is a way of  narrating intersex that 
makes futile surgery’s goal: a phalloclit, always already both phallic and clitoral, 
remains a phalloclit after surgical reduction. in that manner, even within the 
postmodern context of  multiple narratives, a story about intersex can fiercely 
aver its correctness over the competing accounts of  other narratives.

as a result, a description of  postmodern narrative coexistence, however 
accurate, fails to consider how some narratives counter others. and just as an 
activist like Holmes counters and rejects medicine’s narrative, so too can medical 
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narrators such as Philip ransley reject the testimonies of  intersex activists. they 
can assert a strong reason for rejecting reform: they disagree with it. For example, 
according to the isna newsletter, psychiatrists and intersex specialists David 
sandberg and Heino Meyer-Bahlberg ‘suggest that, until we have better data, 
the treatment protocol ought not to be altered’ (‘Physician Challenges the status 
Quo’ 1998: 4). in the next section i’ll explain why the rejection of  reform on 
the basis of  a lack of  data leads activists to adopt a peculiarly paternalistic tone. 
For now i note that the disagreement between sandberg and Meyer-Bahlberg 
and isna is not a matter of  personal animosity but instead a question of  the 
diverse standpoints on intersex—both weak and strong—that are available to 
be taken under the postmodern conditions of  narrative plurality.

to be sure, the existence of  multiple narratives is necessary for debate about 
intersex to happen at all; Dreger claims in her anthology Intersex in the Age of  
Ethics that the volume’s patient autobiographies ‘reveal the central truism that 
will always make the treatment of  intersex challenging: each person experiences 
it differently’ (Dreger 1999b: 69). i agree with Dreger that the treatment of  
intersex is a ‘challenge’ requiring discussion and creating controversy exactly 
because the stories about it are many and varied. But this variety does not 
mean that isna’s own narrative is self-evidently correct or compelling. On the 
contrary, narrative plurality makes possible a debate over intersex management 
wherein isna’s story is merely one of  several ‘ways of  looking at the world’, as 
the society’s website says. treatment certainly could be reformed on the basis 
of  the society’s critique, but crucially, it does not have to be. to isna one 
might retort that one prefers the traditional medical narrative of  intersex. For 
a clinician this may be an eminently reasonable preference for professional and 
legal reasons that i will discuss further in the next section. so although isna, 
in ‘notes’ as well as in its wider activism, wishes to set up a causal link between 
critique and reform—where the latter flows inexorably from the former—I 
am arguing that the narrative plurality implicit in the tabular layout of  ‘notes’ 
and celebrated throughout Dreger’s work really shows there to be no necessary 
transition from critique to reform. this is because narrative plurality names 
not just an array of  pro-reform patient stories about intersex but moreover the 
coexistence of  those narratives with the traditional medical story of  intersex—a 
story that is by definition at odds with treatment reform.

Patient-Centered Care and Progressive Paternalism

i have demonstrated that the supposition of  narrative plurality does not justify 
a transition from intersex treatment’s critique to its reform. accordingly, 
activists such as isna who valorize a diversity of  intersex stories must supply 
a reason for changing medicine greater than the plurality of  narratives. On its 
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website and repeatedly in its press releases, the society has stated that it ‘urge[s] 
physicians to use a model of  care that is patient-centered’ (e.g., intersex society 
of  north america 2001b; see also Morland 2008 on the rhetoric of  the center). 
Whereas the coexistence of  medical and activist stories is insufficient grounds 
for reform, the distinctive claim by isna to ‘center the patient’ might appear 
to give their narrative a moral irresistibility that the medical story of  intersex 
lacks.

in this section i will analyse the answers offered by ‘notes’ in response 
to intersex treatment’s ‘Key points of  comparison’. Building on the preceding 
section’s discussion of  the format of  ‘notes’, this section will consider how 
the content of  the document’s two columns differentiates the viewpoints of  
clinicians and activists. Specifically I will examine the theme of  patient-centered 
care as the measure of  their difference. to characterize isna’s viewpoint as 
patient-centered is to encourage a reading of  the activist narrative about intersex 
as an improvement on—and urgent replacement for—medicine’s narrative. in 
other words this section will argue that the content of  ‘notes’ tries to initiate 
treatment reform by setting up the activist account as morally superior to the 
conventional medical story.

the column of  ‘notes’ titled ‘reform Paradigm of  treatment’, in which 
isna’s view is expounded, bears the entirely capitalized subheading ‘Patient-
Centered Model’. in the cell where that column crosses with the row named 
‘What’s wrong with the opposing paradigm?’ ISNA’s first and foremost complaint 
is that ‘the autonomy and right to self  determination of  the intersexed person 
is violated’ by the traditional clinical approach (for a different view see spriggs 
and savulescu 2006). Patient-centered care is thus a protest against medical 
paternalism, which Dreger has defined in Hermaphrodites as the assumption that 
‘the historically authoritative doctor should have (and should seek) hegemony 
over patients’ knowledge and care’ (Dreger 1998: 187, see also Dreger 2004: 
51–82). refusing that paternalistic assumption, the patient-centered column 
of  ‘notes’ asserts that ‘the intersexed person has the right and responsibility 
to know as much about her/his condition as her/his doctor does’. in this 
respect, centring the patient is certainly a way of  fostering the claims by intersex 
individuals ‘to autonomy, to authority’ whose emergence in the late twentieth 
century Dreger documents in Hermaphrodites. But i contend that at the same 
time isna’s patient-centered recommendations do not escape the paternalism 
they are intended to abolish. On the contrary, i shall show that isna advocates 
what i call ‘progressive paternalism’, a contradictory but necessary aspect of  its 
project.

in 2001 the hyperlink to ‘notes’ from the front page of  the isna website 
was revised to make explicit the patient-centered agenda of  both the document 
and the society. in March of  that year, the site’s contention that ‘notes’ 
describes ‘two ways of  looking at the world’ was replaced by a declaration 
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that ‘We recommend a model of  care that is patient-centered, rather than 
surgery-centered’ (intersex society of  north america 2001a). Four months 
later, in a change that would signify the inseparability of  isna’s mission from 
the substance of  ‘notes’, the words patient-centered in the declaration became 
the clickable hyperlink to ‘notes’. in this revision patient-centered care is 
nothing less than the bond between the society’s message and the method of  
its dissemination. this bond has also been forged in isna’s production and 
distribution of  video tapes such as Hermaphrodites Speak! (dir. Cheryl Chase, 
1997), where intersex individuals literally take center stage as they argue for 
medical reform. However according to ‘notes’ itself, such a bond cannot be 
presupposed. in the pivotal cell of  ‘notes’ where isna sets out ‘What’s wrong 
with the opposing paradigm’, the society complains that ‘lying to or deceiving 
patients and parents is wrong, even if  done with beneficent intentions’. This 
important proviso—that even the kindliest clinician is morally incorrect not 
to disclose fully to a patient information about their intersex condition and 
its treatment—is revealing. isna hereby cleaves message from method. the 
proviso indicates that paternalism can be as well-meaning as it is disingenuous. 
Patient-centered care starts from this complaint that although the message 
of  clinicians is not malevolent, their methodology of  deception may indeed 
be (Dreger 1998: 192, see also Dreger 2004: 72). Paternalism consists of  that 
contradiction between message and method, and i shall argue that activism, 
despite its progressiveness, is equally divided.

Progressive paternalism, like the rejection of  reform, manifests in two 
forms that i categorize as weak and strong. in order to understand exactly how 
progressive paternalism is a problem for intersex activists, it is necessary to 
consider in turn these two forms. note that this is not the same as the distinction 
customarily made in medical ethics between soft and hard paternalism, where 
the former describes decisions made on behalf  of  people who are irrational 
or incompetent, while the latter names decisions that overrule the opinions 
of  even rational, competent individuals (Childress et al. 2002: 175–6). rather, 
as i’ll explain, the weakness or strength of  progressive paternalism depends 
upon what intersex activists claim to know about patient-centered care, and the 
manner in which their claims are made.

Weak progressive paternalism concerns the role of  consent in isna’s vision 
of  patient-centered care—and what activists claim to know about it. in ‘notes’ 
isna alleges that surgery under the conventional treatment model is performed 
‘without truly obtaining consent’, to the degree that ‘parents [of  intersex 
patients] are not told the failure rate of, lack of  evidentiary support for, and 
alternatives to the surgery approach’. according to this critique, consent could 
be given ‘truly’ only if  certain information were made available. now the clinical 
literature on intersex certainly reveals severe shortcomings in the provision of  
information not merely for parents, but more importantly for patients also. 
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Historically, inadequate or inaccurate information provision has even been 
recommended—for instance in a 1972 medical paper regarding the persuasion 
of  androgen-insensitive ‘genetically male individuals [who] act, behave, and 
think of  themselves as women’ to have their testicles removed because of  
the risk of  cancer (Perez-Palacios and Jaffe 1972: 664). their possibly fertile 
testes, the paper advises, should be ‘referred to as ovaries in discussions with 
the patient’ (664). the spuriousness of  consent to orchiectomy obtained by 
clinicians on these terms is unmistakable: patients cannot assess the merits and 
risks of  surgery because they do not know the nature of  the surgical procedure 
in the first place.

explaining why this approach contributes to the paternalistic curtailment of  
patient authority and autonomy, Chase has called traditional intersex medicine 
a ‘discourse that works to efface the ability to exercise informed consent about 
what happens to one’s own body’ (Chase 1998: 200). i agree with her. Moreover, 
in closing with the advice that ‘no information regarding the precise nature of  
their abnormality should be made available to these patients’ (Perez-Palacios and 
Jaffe 1972: 665), the 1972 paper is not maverick; nearly a quarter of  a century 
later, as Dreger notes during her discussion in Hermaphrodites of  paternalism, a 
Canadian medical student would win a cash prize—together with publication 
in a major medical journal—for issuing the same recommendation in a national 
ethics essay competition (Dreger 1998: 188, natarajan 1996). the medically 
entrenched tenet of  non-disclosure contrasts sharply with isna’s counsel 
in the patient-centered column of  ‘notes’ that intersex individuals, as far as 
their age permits, should be told ‘everything we know’ about their condition. 
informed consent, then, is a theme of  the activist narrative about intersex by 
which a moral distinction is drawn between isna’s model of  treatment and its 
clinical counterpart.

Yet the weak form of  progressive paternalism, i argue, arises because 
proponents of  patient-centered care can neither grant, nor even define, the 
informed consent that they seek for intersex patients. this is a result of  
logistical and ethical limitations upon the research required to make patients 
informed. Clinicians need reliable information in order to inform patients of  
their treatment options (smeeth 2000). in the contemporary culture of  evidence 
based healthcare, doctors have written, ‘valid and generalisable truths’ about 
clinical interventions come ‘from sufficiently large, well conducted randomised 
controlled trials’ (Greenhalgh 1998: 251). individual experiences of  treatment 
are not, of  course, regarded as false by proponents of  evidence based healthcare, 
but they are seen nonetheless as too anecdotal and idiosyncratic a source of  
information upon which to base medical decisions—including decisions by 
patients to consent to treatment (eugster 2004: 429). it follows that large trials 
are critical to ensure that the intersex patient ‘has been fully informed of  the 
risks and likely outcomes’ of  surgery, as ‘notes’ insists.
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But the nature of  intersex makes untenable the clinical trials necessary 
to provide patients with a reliable evidence base. intersex, as physician and 
historian Barron H. lerner has cautioned, is not ‘a medical problem amenable 
to antibiotics and outcome studies’ (lerner 2003: F6). Consequently, ‘while it 
would be reassuring to have long-term studies that show us that an alternative 
model works better than the older model’, Dreger reasons in Intersex in the Age 
of  Ethics, ‘given enormous variation in nature and nurture, how could adequate 
controls ever be put into place for such a comparative study?’ (Dreger 1999a: 
16). in short, the data required for consent to be informed would require non-
consensual surgery on others—for example a study in which some intersex 
children would receive surgery and others would not. this means that isna’s 
approach to treatment suffers from the same ‘lack of  evidentiary support’ for 
which the medical treatment model is criticized by ‘notes’ and throughout 
Intersex in the Age of  Ethics (on the lack of  evidence to substantiate isna’s 
proposals, see Eugster 2004: 428; on the lack of  supporting evidence for the 
traditional treatment model, see, for example, Kipnis and Diamond 1999: 186–
7, Wilson and reiner 1999: 125). so, while there are logistical reasons why old 
and new intersex treatments have not yet been compared, there are also ethical 
reasons why they never could be. Vexingly for intersex activists, the provision 
of  informed consent to intersex treatments in the absence of  an evidence base 
may be as impossible as it is morally desirable.

Given these difficulties, despite the contention in ‘Notes’ that genital surgery 
should be performed only once the patient ‘has been fully informed of  the risks 
and likely outcomes’, activists do not know the ‘risks and likely outcomes’ of  
basing surgical decisions upon informed consent in this way. it may be the case 
that surgical decisions are best taken paternalistically by surgeons—a polemical 
possibility to which i will return. Correspondingly, it is impossible to say at 
what point an intersex patient could ever become ‘fully informed’ about their 
treatment; the lack of  data regarding the activists’ treatment proposals puts in 
question the very meaning of  informed consent to new treatments for intersex. 
Without large clinical trials and the data they produce, patients may certainly 
agree with intersex activists, for example by accepting the ‘psychological 
support’ advised by ‘notes’ as an alternative to surgery, but such agreement 
cannot be called informed consent. i argue that patient consent under these 
difficult circumstances signals merely a patient’s preference for a particular course 
of  treatment, rather than their informed selection of  one treatment over another 
(see Detmer et al. 2003: 47). informed consent is thereby problematic for old 
and new approaches to intersex treatment alike, so its presence or absence is no 
measure of  the difference between the approaches.

Unlike most analyses of  the relation between intersex, law and consent, i am 
asking ‘to what are we consenting if  we agree to reformed medical treatment?’, 
rather than the usual question of  ‘how much consent does traditional medical 
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treatment permit?’ (see for example Beh and Diamond 2000, Greenberg 2003). 
although isna’s key aim is to encourage people, including its website visitors 
who read ‘notes’, to view the activist story of  intersex as morally superior to the 
medical approach, activists cannot explain in terms of  informed consent why their 
approach is better. in fact, patient-centered care is weakly paternalistic because 
isna wants intersex patients to believe that its treatment recommendations are 
in the patient’s best interest, even while activists are unable, for the logistical and 
ethical reasons that i have outlined here, to substantiate this claim. the ensuing 
uncertainty over the provision and definition of  informed consent makes 
patient-centered care paternalistic, albeit only for the weak reason that activists 
cannot corroborate their advice with the evidence base necessary for a patient’s 
consent to be informed. this is a weak form of  progressive paternalism because 
the activists are not presuming to know better than patients; they are not able to 
presume to know at all.

strong progressive paternalism is different in the following way. intersex 
patients may prefer not to be ‘centered’ by their healthcare providers, while 
clinicians may likewise not wish to make healthcare patient-centered. in these 
instances, which i shall now discuss, intersex activists who assert the moral 
goodness of  a transition from treatment’s critique to its patient-centered 
reform must inevitably presume to know better than both the recipients and 
providers of  care. Consequently activists often sternly counsel patient and 
clinician compliance with patient-centered treatment, in spite of  the fact that 
clinicians and patients sometimes roundly resist such reform. the treatment of  
people in this way as passive receptacles of  healthcare advice has been criticized 
by medical commentators whose anti-paternalist work is otherwise concordant 
with isna’s agenda (for example illich 1977, Veatch 1995). in the strong form 
of  progressive paternalism, activists contradictorily assert ‘hegemony over 
patients’ knowledge and care’ similar to the historical hegemony of  physicians 
that Dreger justifiably critiques in Hermaphrodites.

Patients’ wishes may stand in direct opposition to intersex activists’ patient-
centered treatment recommendations. several socio-medical studies have found 
that (non-intersex) patients sometimes desire neither to make decisions about 
their treatment, nor even to be fully informed about their treatment options 
(for example, avis et al. 1997, Henwood et al. 2003). in other words they can 
be extremely reluctant to occupy the ‘center’ of  healthcare. Specifically, as 
medical sociologist Joanne Coyle found in 1999, patients who have experienced 
problems with healthcare nevertheless ‘wanted doctors to assume responsibility 
and act decisively in situations where they felt vulnerable or frightened’ (Coyle 
1999: 115). accordingly, some intersex women elect to have genital surgery 
of  the kind eschewed by many intersex activists, because they feel ‘unentitled’ 
to heterosexual relationships without a surgically enlarged vagina (Boyle et al. 
2005: 577). Fearing that men may ‘scream’ or ‘totally flip’ upon discovery that 
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their partner’s vagina is atypical, these patients’ narratives intertwine their tellers’ 
feelings of  sexual inadequacy with a conviction that, in contrast, ‘doctor knows 
best’ about how to facilitate sexual relationships through vaginal surgery (577–
8). in this way, even though their surgical treatment is elective, these patients 
cannot be said to occupy the treatment’s ‘center’ insofar as they are capitulating, 
often consciously and explicitly in the narratives they tell about treatment, to 
heterosexual norms and medical authority.

additionally, in the United states at least, a patient can waive altogether their 
right to make treatment decisions—and moreover can elect another person to 
make decisions on their behalf. although such a waiver or deferral might appear 
reckless, it is an aspect of  their right to privacy that is protected by the U.s. 
Constitution (Osman 2001: 46). in fact even Dreger on a personal level has 
admitted an occasional penchant for medical paternalism. she has confessed 
that ‘i know that the one time i laid in a hospital bed, wondering what was 
wrong with me, i would have happily accepted an all-powerful, all-seeing version 
of  medicine, no matter how little of  my flesh that hospital gown covered’ 
(Dreger 2000a, 171). Her comment is commendably honest. it demonstrates 
how paternalism is not necessarily at odds with patient preference (and the 
privacy of  preference, in U.s. Constitutional terms), even if  one’s preference for 
paternalism is not equivalent to the patient-centered care proposed by isna.

strong progressive paternalism is a response to this conundrum of  patient 
preference. it manifests in some uncomfortably authoritarian statements by 
activists, which directly contradict their emphasis on patient choice. recall 
that ‘notes’ says intersex patients have not just a right to be informed but 
additionally a responsibility to make sure they are informed about their condition 
and treatment. in One of  Us: Conjoined Twins and the Future of  Normal, Dreger 
asserts that ‘People with unusual anatomies need, first and foremost, a pride 
movement that would encourage them to see themselves as full citizens and 
as a group with certain social problems in common’ (Dreger 2004: 154–5). 
This assertion may be right, but its firm prescription (‘first and foremost’) 
together with its presumption that anatomically unusual people ‘need’ pride and 
citizenship in equal measure is jarringly authoritarian. also Dreger’s effort to 
demedicalize intersex as a ‘social problem’ that certain people have in common 
may ironically only exacerbate the alacrity with which patients and their parents 
look to clinicians for advice. Whereas the traditional column of  ‘notes’ states 
that the future of  intersex is its ‘Elimination via improved scientific and medical 
techniques’, the patient-centered column contrastingly recommends ‘social 
acceptance’. But in the study by Coyle, patients displayed especial reluctance 
to take responsibility for treatment choices regarding ‘problems with no 
clear medical solutions’ (Coyle 1999: 116). as a result it is possible that the 
demedicalization of  intersex could make patients more hesitant to participate in 



CRITICAL INTERSEX

�0�

decisions about intersex management. this is exactly because those decisions, 
in the absence of  what Coyle calls ‘clear medical solutions’, are social.

to illustrate this point, consider that patients’ often regrettably poor 
‘information literacy’—their skills in locating and critically comparing 
information about treatments—has been found to curtail their desire and ability 
to make, or to share in, healthcare decisions (Henwood et al. 2003: 604–5). now 
‘notes’ advises that the gender assignment of  an intersex newborn should be 
decided by ‘doctors in consultation with the family’. But if  gender assignment 
is as socially constructed as commentators on intersex such as psychologist 
suzanne Kessler have claimed (Kessler 1998: 32, see also Morland 2005), then 
the placement of  the family (as a proxy for the patient) at the center of  the 
assignment decision logically requires their literacy in the social construction 
of  gender. in this model, instead of  being presented with a menu of  clinical 
interventions from which to choose, a family would be provided with a gender 
theory reading list. to give them anything less would be to conceal from them 
the true rationale for reforming treatment. this scenario’s absurdity illustrates 
the paradox of  progressive paternalism. Despite its progressive agenda, advice 
dispensed didactically by intersex activists remains paternalistic by the activists’ 
own definition, for arguably it hampers the patient authority and autonomy that 
activists wish to foster.

Furthermore, it is not just people with unusual anatomies for whom activists 
have edificatory advice. As Dreger continues in One of  Us: ‘raising their [intersex 
individuals’] political consciousness would benefit not only them, but their 
families and doctors as well’ (Dreger 2004: 155). Yet doctors may have sensible 
professional reasons not to want this. i argued in the previous section that it is 
possible for doctors like Philip ransley not to ‘resonate’ with patients’ stories, 
but to reject the reform of  intersex management. Were doctors to trust patients 
entirely about treatment decisions, they would squander their medical training. 
there is no reason at all in my opinion why an intersex layperson—unfamiliar 
with the thousands of  research papers published on intersex treatment—should 
be able to judge whether they have been provided with enough information to 
assess fully the risks of  genital surgery. But there is a good reason why a doctor 
can and should: because they are a doctor. (For a balanced contextualization of  
this quandary of  informed consent, see Corrigan 2003.) the humble abrogation 
of  clinical paternalism that patient-centered care commends could hereby 
become an unacceptable renouncement of  responsibility. it could even lead 
to prosecution for medical negligence, the measure of  which in england is not 
the opinion of  patients—not even their consensus en masse about a particular 
treatment—but rather the opinion of  a responsible, reasonable and respectable 
body of  clinicians (see Bolam v. Friern Barnet Hospital Management Committee 1957, 
Bolitho v. City and Hackney Health Authority 1997). this is a serious legal limit to 
the notion that ‘a good doctor is an uncertain doctor’, as Dreger has suggested 
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(in anstett 2004: 1). i submit that without medical training, a patient must always 
rely to an extent upon their physician’s expert knowledge in the determination 
of  the parameters of  informed consent to any given treatment.

the reluctance of  psychiatrists such as David sandberg and Heino Meyer-
Bahlberg to reform medicine without outcome data for isna’s recommended 
treatments is therefore not irrational. their resistance to change may certainly 
be stubborn, but it is also professional: it would be foolhardy of  them to change 
their clinical practice without supporting data. On this point the ethical and 
logistical difficulty of  testing new protocols for intersex management resurfaces 
as the link between progressive paternalism’s strong and weak forms. ‘the 
doubleblind study is the classic justification for a change in policy’, ISNA has 
been told by paediatric endocrinologist Bruce Wilson, who is sympathetic to the 
society’s project, ‘but in this case, that’s neither ethical nor feasible’ (in ‘Physician 
Challenges the status Quo’ 1998: 4). the evidence base required to devolve 
treatment decisions onto informed patients is absent due to the exceptional 
logistical and ethical challenges of  intersex for clinical research. two British 
clinicians have even complained that an evidence based approach to intersex 
treatment is being hampered by the society’s call ‘to delay corrective surgery 
for sex assignment until the patient is old enough to give informed consent’ 
(ahmed and Hughes 2000: 273). i think medical reform is important, but i also 
appreciate the hesitance of  doctors to prescribe hitherto unusual treatments 
simply at the request of  patients or patient advocacy groups, especially if  doctors 
do not have prior direct experience of  prescribing such treatments. allowing 
patients to make decisions will confer on intersex treatment neither legal nor 
clinical certainty, and uncertainty is no grounds for a change in policy towards 
patient-centered care—in other words, for a movement from critique to reform. 
Dreger’s comment that ‘Often, uncertainty seems to serve as an excuse for 
paternalism rather than the critique of  it’ is thus applicable to activists as well as 
clinicians (Dreger 2003a: 3). the contradiction between message and method 
that is constitutive of  paternalism is clear: in the weak form of  progressive 
paternalism, the reformist agenda is a message without method. in progressive 
paternalism’s strong form, the reformists’ message may be laudable, but their 
didactic method is decidedly unsavoury—even hypocritical.

Ethics without Progress

Both the stories of  progress that i have recounted and analysed—narrative 
plurality and patient-centered care—are problematic. i have argued that reform’s 
rejection cannot be forestalled if  reform is considered to be one among several 
narratives about intersex. i have also argued that even though patient-centered 
care makes reform a morally appealing alternative to traditional intersex 
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management, activism cannot avoid paternalism so long as its patient-centered 
agenda is narrated as morally superior to not only conventional intersex 
medicine, but also to the desires of  patients. rather than cast aside these 
difficulties as simply undesirable complications to the project of  reforming 
intersex management, I will explain in this final part of  my essay how the 
relation between critique and reform can be reconfigured in response to the 
phenomena of  reform’s rejection and progressive paternalism. i will argue that 
ethics and progress are not synonymous but that medical reform can be ethical 
nonetheless. then i shall return to the tabular form of  ‘notes’ in order to 
move beyond the narrative ‘resonance’ advocated by Dreger and Frank to an 
innovative focus on reform as a way of  reading the intersex controversy.

Clinicians and reformists are not so different after all, i think, with regard to 
the ethics of  their own positions. in the words of  one surgeon who supports 
medical reform, ‘Our goal in intersex treatment has never changed: to facilitate 
a patient’s positive psychosocial and psychosexual adjustment throughout 
life’ (schober 1999: 161). Despite their many disagreements, even traditional 
clinicians nonetheless share with activists such as isna and other reformists 
like Kessler a conviction that their own narrative of  intersex is ethically right. a 
Harvard medical team writing in 1996 invokes ‘Meticulous surgical technique’ 
as a means by which intersex children can be made ‘as normal as possible’ 
(Donahoe and schnitzer 1996: 39), and warns against the potentially ‘profound 
negative effects’ of  sex indeterminacy (30). although i balk at this agenda of  
surgical normalization, it is clear that the clinicians’ intentions are not malicious. 
even before activists began to demand that doctors justify their assumptions 
about intersex treatment, clinical exponents of  the surgical approach to intersex 
management were describing their methods as vital to avert ‘emotional trauma’, 
‘social disaster’ and even an entire ‘lifetime of  unhappiness for the vast majority 
of  these [intersex] children’ (Canty 1977: 272, 279). in short, most proponents 
of  the clinical narrative about intersex have believed that they are acting correctly, 
that their way of  narrating intersex is right. this point is perhaps obvious but 
sometimes overlooked in critiques of  medicine as oppressive (though it may be 
that too).

For traditional clinicians the birth of  an intersex child is not an opportunity 
to exercise surgical expertise for simply its own sake; it is instead the occasion 
for an ethical response that, in their view, includes surgery. although several 
surgical procedures for intersex are named after the surgeons who have devised 
them (for instance the Duckett, Mathieu and snodgrass urethral operations), 
this is not unusual in medicine, and does not indicate self-glorifying intent. 
Consider that in 1972 John Money, the new Zealand-born psychologist largely 
responsible for the modern surgical management of  intersex, condemned 
his critics as ‘instrumental in wrecking the lives of  unknown numbers of  
hermaphroditic youngsters, by authorizing or denying sex reassignment’ on 
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the basis that gender is not malleable but fixed (Money and Ehrhardt 1972: 
151). notice that Money’s point was not that sex reassignment surgery is the 
right treatment for every case of  intersex; that would be a reductive allegation. 
rather, he envisaged surgical intervention as one aspect of  an ethically correct 
response to intersex, which began with the narration of  intersex as a medical 
problem in the first place.

Correspondingly, as i showed in my discussion of  narrative plurality, not one 
critic of  conventional medical management advances their narrative of  intersex 
with the caveat that respondents are free to reject their view. On the contrary 
they present the difference between their story and the clinical narrative as the 
occasion for an ethically urgent choice by the reader. For example, biologist 
anne Fausto-sterling insists emphatically that doctors should ‘stop infant 
genital surgery’ (Fausto-sterling 2000: 79), and intersex author Heidi Walcutt 
asserts that ‘it’s wrong to rush the child off  to surgery during infancy or early 
childhood’ (Walcutt 1999: 200). like clinicians then, these reformists see the 
birth of  an intersex child as demanding an ethical response. the difference 
is that they disallow genital surgery as a viable expression of  that response. 
Diverging from Money and his treatment protocols, they refuse on ethical 
grounds the narration of  intersex as a medical problem.

in this debate the narratives about intersex told by activists and clinicians 
are strikingly not distinguishable according to the absence or presence of  
ethics. instead their disagreement is over the meaning of  an ethical response 
to intersex within their shared cultural context where surgical, endocrinological 
and psychological interventions for intersex are currently possible. i therefore 
disagree with intersex activists that a transition between medicine’s critique 
and its reform is an inexorably ethical advance. intersex treatment was not 
originally unethical, and then, by means of  a manoeuvre from its critique to 
its reform, subsequently ethical. My argument is that there is no self-evident 
‘ethics of  reform’ in the first place. Rather, the object of  medical reform is the 
meaning for intersex of  ethics itself. in the light of  the insight that the ethics of  
intersex treatment does not precede and motivate the movement from critique 
to reform, but that treatment’s ethics are reform’s object, i want to suggest 
that the tabular format of  ‘notes’ enables an indispensable reformulation of  
reform—as a way of  reading the plurality of  narratives about intersex, the ethical 
outcome of  which cannot be determined in advance.

in my view the tabular layout of  ‘notes’ enables the relation between isna’s 
and medicine’s narratives to be read as one of  critique, and simultaneously to be 
read as a relationship of  reform. this is because the table’s columns are readable 
vertically as coexistent narratives about intersex, and horizontally as successive 
narratives. Put simply, one can read down the page, and one can also read across 
it. in the vertical reading isna’s narrative stands alongside the medical story 
of  intersex: it is a contemporary commentary. in the horizontal reading isna’s 
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story supplants medicine’s narrative: it is a consecutive improvement. in this 
fashion not only the presence of  two equally true narratives about intersex, but 
also the assertion that one narrative is better than the other, are readable in the 
tabular form of  ‘notes’. the coexistence of  medical and activist narratives in 
the table’s vertical reading is a relationship of  critique while their succession 
in the horizontal reading is a relation of  reform. therefore ‘critique’ and 
‘reform’ are not the names for two narratives between which a reader must 
pick, but refer instead to different ways in which the relationship in-between 
narratives may be read. Consequently critique and reform do depend upon the 
existence of  a plurality of  narratives about intersex. But critique and reform 
also necessitate a broadening of  the definition of  narrative plurality beyond 
the patient testimonies favoured by intersex activists to describe a diversity of  
readings, in addition to a variety of  written and oral texts, regarding intersex.

the fact that readings can differ without being mutually exclusive, just as the 
term ‘ethics’ is read differently by clinicians and activists, means that ‘critique’ 
and ‘reform’ are equally plausible ways in which the reader can configure the 
relationship between narratives about intersex. this returns us to my opening 
point about the role of  readerly sentiment in the dispute over intersex treatment. 
instead of  seeking to represent post-surgical intersex bodies (including my own) 
in such a way that makes readers feel bad on behalf  of  people who inhabit such 
bodies—and in turn to feel bad about the medical treatment of  intersex—
i’m more interested in reminding readers that they are reading. Whether such 
reading generates sentiment is a connected but different issue; I think we can 
decide how to read the relationship between medical and activist narratives 
without feeling good or bad about either story. this is important because it 
avoids what i call ‘sentimental determinism’—the assumption that a standpoint 
on the ethics of  intersex could be fully and finally determined by how narratives 
of  intersex make us feel. (For the same reason, i’m sceptical about the use of  
narrative fiction in medical education to generate ‘an emotional response’ in 
clinicians [Macnaughton 2001: 187]).

Critically then, the reader’s agency is not dissolved by my reformulation 
of  critique and reform as divergent narrative relationships. readerly agency is 
strengthened rather than sentimentalized. the locus of  readerly choice shifts 
from the selection of  one narrative over another, which i have shown to be at 
best unwarranted (in the weak rejection) and at worst fiercely contestable (in the 
strong rejection), to a decision about how to read the inter-narrative relationship. 
this is a decision that no imposition of  progressively paternalistic instruction 
can determine in advance, because progressive paternalism is itself  one effect, 
and not the cause, of  the inter-narrative relationship. Correspondingly it is by 
deciding how to read stories about intersex, not simply by making the important 
decision to tell them, that the reform of  intersex treatment happens.
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in this way the alignment of  progress and ethics is feasible but is no longer 
taken for granted, because it is an accomplishment of  reading rather than a 
moral or historical fact (see also de Man 1979: 206). that is why the australian 
medical team, from whom i quoted earlier, did not consider reforming medicine 
in response to the stories told by intersex activists: for professional reasons 
they chose not to read the activists’ stories as grounds for medical change. 
But that is also why isna wants the relationship between the medical and 
activist narratives to be read as a sequential relation of  reform. Both readings 
are contemporaneous possibilities. My conclusion is that the entire programme 
of  contemporary intersex activism, the transition from critique to reform, 
is modelled in the manoeuvre from a vertical to a horizontal reading of  the 
columns of  ‘notes’. i am suggesting that in the future, the history of  intersex 
treatment will not have been a movement from unethical to ethical treatment. 
instead, every reading of  the intersex controversy—of  the relation between 
medicine and activism—will have been the occasion for a theorization, called 
‘ethics’, of  the relationship between critique and reform.2
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Chapter � 

Theologies of Resistance:  
Intersex/dSd, disability and 
Queering the ‘Real world’

susannah Cornwall

Introduction

intersex/DsD1 has seldom been acknowledged in a British theological context. 
Where brief  discussion of  intersex/DsD does exist, it almost always occurs as 
an adjunct to reflection on transsexualism or homosexuality rather than in its 
own right (see Holder 1998a, Holder 1998b, O’Donovan 1982). the Church of  
england’s report Some Issues in Human Sexuality, for example, touches on intersex/
DsD, but presents it only as an unchosen, biological contrast to transsexualism 
(archbishops’ Council 2003: 223).2 such associations with intersex/DsD have 

1 in 2005, the intersex society of  north america began to use the term ‘DsD’ (for 
Disorders of  sex Development) in place of  ‘intersex’, in communication and discourse 
surrounding medical reform. this has been continued by isna’s successor organization, 
accord alliance. it was felt that DsD was a less emotionally charged term than intersex 
(a term which had come to be inevitably associated with gender identity issues) and 
would be better received by the doctors and parents whom isna aimed to educate. i 
have chosen to use ‘intersex’ or ‘intersex/DsD’ for several reasons. First, at the time 
of  writing, ‘intersex’ continues to be the more widespread term among support groups 
and in other discourses. there is still much debate among those with intersex/DsD 
conditions about whether or not ‘disorder’ is an inevitably unhelpful or stigmatizing 
term. Whilst i acknowledge Bo laurent [Cheryl Chase] and accord alliance’s reasons 
for endorsing it, the language of  ‘disorder’ still seems to me to fail to disrupt adequately 
medical and social paradigms of  normalized sex and gender. the United Kingdom-
based androgen insensitivity syndrome support Group has also commented that ‘the 
DsD initiative was largely a Us enterprise. … Patient support/advocacy groups outside 
the Usa were not, on the whole, consulted and had no input’ (aissG 2008: new 
terminology section). More detailed discussion of  the debates over terminology can be 
found in this volume and in Chase (2006) and reis (2007).

2 the report cites an essay by rodney Holder, who is keen to distinguish 
transsexualism from ‘other conditions of  ambivalent sexuality’ (Holder 1998a: 90), in 
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been identified as unhelpful by some individuals, who argue that intersex/
DsD is not primarily an issue of  sexuality or even sex-gender identity (aissG 
2008), but is more akin to other specific physical conditions (Koyama 2006). 
the United Kingdom-based androgen insensitivity syndrome support Group 
(aissG), for example, say,

intersex is not the same as a transsexual (gender dysphoria) or as a transgender state. 
neither term is one that we recognise as belonging in any general discussion of  
intersex. We are not happy with the recent tendency of  some trans groups / 
people to promote transgender as an umbrella term to encompass, for example, 
transsexuality, transvestitism and intersex. We object to other organisations / 
individuals putting us in categories without consulting us, especially categories 
that imply that intersexed people, of  necessity, have gender identity issues. 
(aissG 2008)

Similarly, it has been suggested that broader, queer-identified groups may not 
be the most helpful arenas for people with intersex/DsD conditions. although 
queer might be very attractive as a locus of  identity for those who have felt 
themselves excluded from restrictive forms and structures of  social acceptance, 
such liminality or looseness of  boundary also raises problems. Queer’s very 
multiplicity and uncertainty may render it unappealing to some intersexed 
people. this may be so particularly if  they have battled long and hard to be 
allowed legitimacy as autonomous subjects to project a given identity, or have 
had to reject claims that they are always and inherently involved in a project 
of  subverting the heterosexual matrix even if  they themselves identify as 
unremarkably heterosexual men or women. since the late 1990s and the bringing 
of  intersex/DsD discourse into the public arena, there has been some reaction 
to the stance of  early, politically-assertive intersex activists from individuals 
who do not identify with a liminal or third sex, but simply view themselves 
as men or women with a specific medical condition which may manifest itself  

which he includes ‘hermaphroditism’. Unfortunately, Holder is sweeping in his assertion 
that ‘hermaphroditism … is a congenital disorder in which both male and female gonads 
are present and the external genitalia are not clearly male or female’ (90). in fact, only a 
very few individuals, those called in the past ‘true hermaphrodites’, have both ovarian and 
testicular tissue; most intersexed people do not have both male and female gonads. Nor 
is it always true that the external genitalia are ambiguous, which is why conditions such 
as androgen insensitivity syndrome and 5-alpha reductase Disorder sometimes go 
undetected until puberty. Holder asserts that surgical reassignment for intersex/DsD is 
‘uncontroversial’, and that ‘immediate post-natal surgical sex assignment seems to work 
in that individuals rarely suffer gender identity disturbance’ (90). this assertion suggests 
only cursory engagement with intersexed people and their testimonies (although these 
had already begun to appear by 1998). 
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in some unusual anatomy. (see, for example, Koyama 2006.) Queer might be 
considered a positionality which downplays differences between individuals 
and groups—and might, therefore, also be believed to homogenize or elide the 
specific concerns faced by some people rather than others.

For this reason, and in light of  Koyama’s work linking intersex/DsD rights 
with the politicized disability rights movement (Koyama 2006), i posit that, 
when formulating theologies from intersex/DsD, it will be expedient to take 
into account approaches and hermeneutical strategies from theologies of  
impairment and disability, rather than solely those linked with sexuality. this 
does not mean that there is no potential for queer to continue to inform intersex/
DsD—particularly in light of  the work being done from queer theologies, as i 
explore below. However, starting from impairment is a good way into refiguring 
various intersex/DsD conditions as physical variations akin to impairments—
which may preclude particular, limited physical activity, or may simply appear as 
physiological difference, but which in no way compromise the personhood or 
predetermine the gender identity of  the individuals concerned.3

Many of  the issues addressed by the disability rights movement (such as 
questions of  subjectivity and autonomy as patients, authors and actors) are, in 
fact, also relevant to people with intersex/DsD conditions. Parents of  children 
with such conditions, for example, have sometimes been given misleading 
or incomplete information,4 have been coerced into agreeing to surgical 

3 shelley tremain (2001, 2006) claims that impairment and disability are both 
inscribed onto bodies, rather than impairment representing a ‘natural’, ‘given’ aspect 
of  one’s physiology. in this account, impairments are no more ‘prior’ than sex-
gender identities are. tremain has suggested that disability activists have sometimes 
unhelpfully appealed to ‘an objective, transhistorical, and transcultural notion of  
“sex”’ (tremain 2006: 41), saying that disability activists have used what they present 
as an unproblematized model of  binary sex in order to draw analogies about the a 
priori nature of  impairment. tremain believes that this ‘renders disability theorists and 
antidisability activists unable to interrogate the ways in which the biomedical-scientific 
arm of  the matrix of  heterosexual normativity naturalizes and materializes intersex … as 
“impairment”, that is, as states of  affairs … to be managed, controlled, corrected, and 
indeed eliminated’ (42). tremain’s argument is persuasive, and highlights the manner 
in which even apparently ‘primary’ states are read into bodies as well as being read 
off  them. However, despite its possible shortcomings, in this piece i continue to use 
‘impairment’ as shorthand for a physical condition such as blindness, in distinction 
from the disabling quality of  blindness in a society designed to be navigated by sighted 
people (whilst acknowledging tremain’s suggestion that maintaining a clear distinction 
between these phenomena may not be possible).

4 For example, the parents of  Betsy Driver, born with Congenital adrenal 
Hyperplasia in the 1960s, were told that if  she did not have her large clitoris removed 
she would ‘grow up with gender problems, become a lesbian or commit suicide’ (arana 
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intervention for their children (arana 2005: 19), and have been denied the 
authority to decide what is best for their infant children where any surgery could 
be deferred without medical risk to the children. Older individuals have not 
always been allowed full access to their own medical records (24), or have had 
their specific diagnoses concealed from them (Arana 2005: 19, Morris 2003). 
these events echo older patterns of  the treatment of  people with physical 
impairments which have now, by and large, been left behind, but which persist 
in the treatment of  intersex/DsD.

existing theologies from impairment have engaged with these concerns 
about authority and subjectivity, as well as specifically theological questions 
surrounding issues of  embodiment, eschatology5 and perfection, and the 
ambiguities associated with bodies which cause (physical or other) pain 
or discomfort, either in themselves or through treatment by others. (see, 
for example, anderson 2003, eiesland 1994, eiesland and saliers 1998, 
Gorringe 2001, Pailin 1992, scully 1998). enquiries about the legitimacy of  
different types of  bodies and how these should be responded to pastorally 
and ecclesiologically—and about whether mainstream theology has the right 
to make pronouncements about the cosmic significance of  different types of  

2005: 31). Parents whose children have vaginoplasties are not always told that they 
will have to undertake or oversee regular dilation of  the vagina (22). More broadly, 
as anne Fausto-sterling notes, ‘Medical manuals and original research articles almost 
unanimously recommend that parents and children not receive a full explanation of  
an [intersexed] infant’s sexual status. … an intersexed child assigned to become a girl 
… should understand any surgery she has undergone not as an operation that turned 
her into a girl, but as a procedure that removed parts that didn’t belong to her as a girl’ 
(Fausto-sterling 2000: 64–5). 

5 the Christian notion of  eschatology pertains to what are called in Greek ta eschata, 
‘the last things’. the eschaton or ‘end time’ is sometimes interpreted as being the redeemed 
era after the close of  the present age, when God’s kingdom will be brought about. More 
broadly, eschatology often relates to the tension of  the present ‘in-between’ period, the 
‘already and the not yet’, in which flashes of  a new order mingle with the legacies of  the 
old one. For some commentators, the eschatological order will contain an eradication of  
pain and suffering. notions of  a ‘perfected’, ‘redeemed’ order, however, raise questions 
about the status of  impaired, intersexed and otherwise atypical bodies in this new order: 
are deafness, blindness and intersex/DsD conditions which will be perfected, healed 
or redeemed out of  existence, or are they non-moral phenomena which are only made 
disabling by social attitudes to them? ideas surrounding ‘realized eschatology’ (that is, 
a new order which is wholly or partially brought about in this world through human 
effort rather than being imposed from outside by divine powers) mean that it is crucial 
to consider theologically what is meant by pathology and perfection, since a belief  that 
particular phenomena will eventually be healed or eradicated by God may lead to an 
unwillingness to work toward their redemption now.
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bodies in the first place—have also been considered from the perspective of  
impairment, and are highly relevant to intersex/DsD too.

In this chapter I argue that these affinities between intersex/DSD and 
impairment tie into broader issues of  hegemony and resistance, which i 
suggest can be usefully figured in light of  the liminal, querying nature of  queer 
theologies without being aggrandized by an amorphous queer schema. i argue 
that the queer theologies of  elizabeth stuart and Marcella althaus-reid in 
particular may be useful in sidestepping some of  the concerns about subsuming 
specific issues and identities which have been levelled at non-theological queer 
theory. First, however, I reflect on some correlations between the experiences 
of  people with impairments and those with intersex/DsD conditions, in order 
to show that each of  these broad categories encompasses people facing some 
strikingly similar issues as well as those unique to their own particular states.

Intersex/DSD, Impairment, Pathologization and Resistance

emi Koyama, of  the activism group intersex initiative, argues that approaching 
intersex/DsD issues from the perspective of  the radical disability rights 
movement sidesteps some of  the problems associated with alliances made 
between intersex/DsD and lGBt or queer groups (Koyama 2006). she notes 
that, as with many physical disabilities, the absence of  a vagina (for instance) 
can be figured as less problematic in itself  than living in a society which insists, 
arbitrarily, that having a vagina is necessary.6 Koyama believes that the majority 
of  people with intersex/DsD conditions are not, in fact, motivated to join 
politically radical intersex/DsD activism groups—contrary to a vocal minority. 
this means that there is a lack of  forums and methodologies through which 
the former group can explore their experiences. Mainstream media coverage of  
intersex/DsD, Koyama notes, usually homes in on individuals with particular 
gender identity struggles, or ongoing medical complications, rather than those 
leading ordinary, unremarkable lives (for, as she hints, this does not make good 
television).7 she claims,

6 similarly, esther Morris comments, ‘the standard of  normal that we aim for 
is imaginary … i feel different because of  my surgeries, not because of  my vaginal 
dimple. Being born without a vagina was not my problem. Having to get one was the 
real problem’ (Morris 2003).

7 a notable exception is Channel 4’s 2004 documentary Secret Intersex (prod/dir. n. 
Godwin, 2004), which included the story of  two half-sisters, ilizane and xenia (aged 16 
and 6 at the time), who were being brought up in a climate of  complete openness about 
their androgen insensitivity syndrome, and whose parents encouraged them to view 
themselves as ‘inters’ rather than girls or boys. this non-hysterical approach was carried 
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For the majority of  intersex individuals who do not particularly feel the need 
to explain their gender status because they are not trans or genderqueer, or to 
re-live the horrors of  childhood trauma by telling their stories in front of  an 
audience … because they are not activists, there is nothing that motivates them 
to speak about their intersex experiences. (Koyama 2006)

Forming alliances with people with physical impairments, then, might provide 
forums and methodologies by which non-queer-identifying intersexed people 
can share their own experiences and take steps to access whatever they feel their 
particular social and medical needs to be, where associations with groups which 
have been deemed too ‘political’ or ‘militant’ have not allowed this to happen.

Physical impairments are not universally considered tragic or disabling. it has 
been argued that impairment only becomes disabling in a world not set up to deal 
with it—as when wheelchair users have to navigate public buildings with steep 
steps and narrow corridors. However, impairments may be figured as inherently 
disabling by some non-impaired people, including medical professionals. the 
parent of  a deaf  toddler who chose not to give her hearing aids or cochlear 
implants until she was old enough to choose them for herself  said when the 
child was 14 months old,

it’s an important time for Molly to learn about her body in its natural state … 
How to use her hands and her vision. to give her hundreds of  decibels straight 
into her ear with an amplifying device, when she can’t control the volume herself  
or say if  it’s painful, is just wrong … How can she learn to play, to focus, to 
concentrate with noises like that [up to 120dB] blasting into her ear? We refuse 
to do it to our baby. (quoted in atkinson 2006)

the claims made by her doctors that not having hearing aids in early childhood 
is unfair to Molly, and will isolate and disadvantage her (atkinson 2006), are 
akin to those made by surgeons putting pressure on the parents of  infants 
with unusual genitalia to have them surgically ‘corrected’ as early as possible. 
although early surgeries ostensibly take place to minimize the chances that 
the child will remember them, thereby promoting psychological well-being, it 
also appears that there is an element among some doctors of  simply wishing 
to eradicate anomaly and promote ‘normal’ heterosexual activity by altering 
the genitals. the medical criteria used for ‘success’ in surgery on children with 
intersex/DsD conditions are still based—particularly where the kinds of  
reforms proposed by the intersex society of  north america have not yet been 

on by the programme makers—although the Sunday Telegraph, which ran a piece on 
the family before the programme was shown (Craig 2004), chose the more sensational 
strapline ‘Half  Boys, Half  Girls: inside the World of  the Hermaphrodite siblings’.
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implemented8—on how the ‘finished’ genitals will measure up. The genitals must 
‘work’ for heterosexual penetration. south african urologist Christie steinmann 
is not alone in believing that it is usually best to ‘make it [the intersexed child] a 
girl if  you can, because you don’t know if  you are going to have good enough 
penile growth after puberty to have … [a] good enough penis to have sexual 
intercourse’ (The 3rd Sex 2003). arguably, however, parents and doctors should 
ensure that intersexed children, too, are able to get to know their bodies in their 
original states before later making the decision about whether to have surgery. 
Molly’s mother states,

these doctors, and many other people generally, know so little about the deaf  
community, culture and language, yet they assume they know what is right for 
us. they have a perception that deafness is a physical failing that needs to be 
corrected. For us, it’s just a different and equally valid way of  being. (quoted in atkinson 
2006, my emphasis)

this failure to engage with the real experiences of  people with particular 
physical conditions has led many doctors to seize on the few things that some 
people with particular intersex/DsD conditions cannot do—parading around 
changing-rooms naked without drawing attention to their different genitals, 
engaging in penetrative vaginal sex, birthing children and so on—and giving so 
much weight to these few things in insisting that they must be altered as far as 
possible, that all the ways in which intersexed bodies behave like non-intersexed 
ones, or instances of  intersexed people being damaged or marginalized by the 
medical intervention itself, are obscured. sharon Preves argues, ‘the persistent 
focus on the abnormality of  intersexed bodies further reifies the “normalcy” 
of  bodies that are not intersexed’ (Preves 2003: 126). rather, as has happened 
with impaired people who maintain that it is largely social attitude and material 
social structure which disables them, intersexed individuals can build a positive 
identity by ‘recasting’ their difference and recognizing that ‘the genesis of  
the problem [is] external rather than internal’ (87).9 in a similar vein, Georgia 
Warnke says,

8 see, for example, the protocols for the management of  intersex/DsD outlined 
by the Consortium on the Management of  Disorders of  sex Development (2006).

9 Preves writes from a strong social constructionist perspective, maintaining that 
‘intersex … is not in itself  pathological. rather, the pathology lies in the social system 
and its strict adherence to gender binarism’ (Preves 2003: 89). she rejects Goffman’s 
claim that an individual marked out as different will then inevitably perpetuate their own 
exclusion without any further stigmatization by outsiders, for she believes that people 
do not simply react to their labelling or figuring by others, and can overcome negative 
assignations (99). Preves sees education as key to overcoming stigmatization (102).
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assumptions and expectations about proper and distinct gender activities erect 
the interpretive frameworks through which certain features and combinations 
of  features appear to be fundamental to bodies and to comprise their sex. … 
the idea that we just are essentially male or female is thus less an idea about 
nature than it is an interpretation of  natural properties, one that begins with the 
activities and presumptions of  gender and works backward, as it were, toward 
the body. (Warnke 2001: 130)

it is a prior assumption that the difference of  people with intersex/DsD 
conditions is dangerous, monstrous, pathological or inherently problematic 
which leads to reading their bodies in exactly this way.

this pathologization, this rendering of  bodies as foregone conclusions, is 
an instance of  a good desire for order or cohesion in society degenerating into 
a project of  subsuming and eradicating the different and other. sadly, as nancy 
eiesland, John M. Hull and others have noted, the mainstream theological 
tradition has itself  often perpetuated ableism, heteronormativity and other 
questionable goods. it has tended to focus on what is problematic about 
particular impairments rather than on what might be advantageous or simply 
unremarkable about them—and has not valued those who speak and act from 
within these specific bodies. Does this mean, then, that Christian attitudes to 
impairment are of  no use in formulating theologies from intersex/DsD? not 
necessarily. although negative oppressive aspects of  the tradition can obviously 
not be taken on wholesale, there is scope for acknowledging their existence 
as part of  the history whilst continually re-examining and critiquing them in 
light of  new discourses and hermeneutics. Influenced by feminist and other 
methodologies, for instance, there has been a move toward valuing marginal 
and polyphonic voices in theology. importantly, it is argued, such voices can 
already be found in the tradition alongside oppressive, constrictive ones (which 
have often been the more dominant).

eiesland, for example, proposes imagery of  Jesus as a ‘disabled God’, who 
is himself  said by the new testament writers to bear marks of  impairment 
(his wounded hands, feet and side) even after his resurrection. the resurrected 
Jesus, argues eiesland, is God’s revelation of  a new humanity—‘underscoring 
the reality that full personhood is fully compatible with the experience of  
disability’ (eiesland 1994: 100). this imagery of  God as disabled sets up a 
disjunction with the complete, powerful, independent God as espoused in the 
traditional philosophical perfections, and resists the annexation of  God by 
dubious structures of  legitimacy and control.

Disability activists often argue that many physical ‘abnormalities’ are only a 
disadvantage if  society is structured so that, for instance, buildings are accessible 
solely by the physically able. similarly, a major reason why the bodies of  people 
with intersex/DsD conditions are perceived as dangerous in their difference 
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(and why, in the early surgery paradigm, they must therefore be altered) is 
because of  imposed norms—which become moral imperatives—of  how 
decent, clearly sexed bodies should look and behave. Bodily states which are 
not actually life-threatening come to be made out as emergencies because they 
offend aesthetically (Kessler 1998: 37), and jeopardize the hegemony which says 
that heterosexuality and the ability to participate in penetrative vaginal sex are 
self-evidently normal and desirable. However, people with unusual physiologies 
who refuse either to submit to a role as victim, or to erase their difference and 
particularity by denying their impairment altogether in order to seem as normal 
as possible, help to question what constitutes normality and acceptability in 
the first place. Such defiance of  the pathologization of  unusual bodiliness is a 
crucial aspect of  formulating liberatory theologies from unusual bodily states. 
It might be figured as a resistant or even queer stance.

i have already noted Koyama’s claim that many people with intersex/DsD 
conditions feel uncomfortable about membership in broader queer political 
movements, either because they themselves have actively rejected ‘genderqueer’ 
status, or because they fear their specific issues and struggles as intersexed 
people may become lost in the broader identity of  the group. Has reflection 
on theologies from impairment, then, brought us back full circle to the same 
kind of  queer movement that has already been claimed as inadequate? not 
necessarily. as i have suggested, queer need not be only or ineluctably about 
challenging heteronormativity—despite its genealogy from lesbian and gay 
identity politics—but may also involve querying other exclusionary norms. as i 
will show, queer theologies, in particular, are uniquely placed to resist oppressive 
human ideologies. Goss and Krause argue of  their own queer literary approach 
to scripture,

‘to queer’ means to make strange—and Queer interpretation is precisely a 
practise of  making strange that which has been assumed to be familiar. [it] 
challenges domesticated constructions and interpretations … and wonders 
about who such constructions and interpretations have closeted. as a strategy 
of  liberation, Queer interpretation seeks to expose and to challenge the violence 
that such constructions and interpretations have done to people’s identities, 
experiences and bodies. (Goss and Krause 2006: 684)

‘Queer’ strategies may therefore be said to be already present in theologies 
which challenge the figuring of  only some human bodies as legitimate or 
‘good’—or, indeed, question the authority of  mainstream theology to make 
pronouncements as to which bodies may and may not undertake certain roles 
within the Church, or to delimit which bodies may and may not be joined in 
marriage (for example). importantly, i posit, it is possible to retain such positive 
suspicion in new models of  queer theology without allowing them to become 
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so amorphous or assimilationist that the concerns of  intersexed people—
genderqueer or otherwise—are elided.

the questioning, oppositional attitude found in much existing disability 
theology and in much non-theological intersex/DsD and disability activism 
can be figured, broadly, as a positionality of  resistance. Theological resistance 
is linked most closely with the latin american liberation theologies of  the 
1970s and 1980s, characterized as providing a ‘preferential option for the poor’ 
based in political and social activism, working alongside those oppressed or 
marginalized by society. this addresses not only material poverty, but also the 
‘poverty’ of  those denied conceptual legitimacy or autonomy. theologically 
resistant strategies reject narratives which figure the poor as helpless; they also 
question unproblematized alliances between political and religious authorities.10 
Beyond classic liberation theology itself, theological resistance is evident in 
the work of  those who exhibit a resisting standpoint with respect to socially 
conservative interpretations of  scripture in particular, as well as to oppressive 
or unjust theological traditions which may stigmatize impaired bodies through 
using deafness, blindness and so on as metaphors for sinfulness, stubbornness 
or hard-heartedness (as Hull has explored and as i discuss below).

resistance to oppressive theological norms is particularly important given 
nancy eiesland’s assertion that ‘Many religious bodies have continued to think 
of  and act as if  access for people with disabilities is a matter of  benevolence and 
goodwill, rather than a prerequisite for equality and the foundation on which 
the church as model of  justice must rest’ (eiesland 1994: 67).

Upholding the welfare and interests of  people marginalized because of  their 
atypical physiology is thereby considered by some congregations an optional 
extra, ethically supererogatory to more ‘central’ concerns such as evangelism 
and the conversion of  non-believers. Within this mindset, the inclusion of  

10 More recently there has been further work suggesting that classic liberation 
theology itself  has perpetuated some oppressive paradigms, particularly relating 
to gender identity and sexual behaviour. a series of  essays in althaus-reid (2006b) 
includes the suggestions that classic latin american liberation theology has failed 
fully to engage with issues of  the sexuality of  the poor as well as their specifically 
economic marginalization; that churches employing Liberation Theology in the 1970s 
and 1980s often found recalcitrant, non-monogamous, non-heterosexual sexualities 
too uncomfortable to address (because of  a desire not to emphasize denominational 
differences surrounding sex and gender roles, and a lack of  reflection on the extent to 
which the religious evangelization of  latin america was also a ‘sexual evangelization’, 
imposing western norms; Althaus-Reid 2006a: 8); and also, somewhat ironically, that 
liberation theologian enrique Dussel’s insistence on maintaining an authentic concept 
of  the Other became concretized into a binary, stereotypical, theological anthropology 
of  the complementarity of  the sexes, which did not question the ideological formation 
of  essentialist sex, gender and sexuality (10). 
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people with disabilities, or of  other excluded and under-represented groups, may 
be represented as discretionary ‘kindness’ rather than mandatory justice. this 
may result from a failure to recognize people with ‘differences’ (impairments, 
intersex/DsD conditions, homosexual orientations, and so on) as full members 
of  the Church or the speaking group, which exacerbates their exclusion.

if, however, it is recognized that impaired and otherwise ‘unusual’ bodies 
are already legitimate, constituent members of  the human community, then 
discourses stemming from their own embodied experiences will no longer be 
elided or devalued. People with physical impairments have already successfully 
begun to resist the figuring of  themselves as helpless, weak or (as Eiesland 
comments) ‘virtuous’ sufferers (eiesland 1994: 73), and instead have moved 
mainstream society toward acknowledging that the authentically different 
experiences of  impaired embodiment do not equal a difference in personhood, 
worth, or capacity to contribute meaningfully to society. this is important for 
formulating links with intersex/DSD since it is specifically the configuration of  
the body—rather than a non-physical sexual orientation, for example—which 
has led to exclusion in these cases.11 although impaired bodies have begun to 
be acknowledged as legitimate sites for reflection (theological and otherwise), 
there has thus far been far less impetus within theology to move beyond similar 
pathological figurings of  sex-associated variation such as intersex/DSD and 
transgender. as i argue below, queer theologies which actively seek to move 
beyond solely sexual concerns may provide a site for multiple expressions of  
resistance which are informed by multiple bodies and body-stories, retaining 
the tensions and differences they bring. First, however, i turn to the work of  
John M. Hull, in order to show one pertinent instance of  theological resistance 
at work.

A Theology of Resistance: John M. Hull’s ‘Real Worlds’

Within the mainstream theological tradition, ableism and binary sex have been 
too unproblematically apotheosized and normalized. theology has often made 
pronouncements about the ‘appropriate’ roles and responsibilities of  humans: 
based on their sexes and genders (as when women have not been allowed to 
become priests or pastors, or even, in some cases, to pray aloud in church), or 
based on their levels of  ability (as when people with impairments have faced 
opposition to their becoming priests and pastors on the grounds that someone 

11 Of  course, it has been argued that there is a physiological basis both for 
heterosexual orientation and for transgender identity. However, in these cases it is 
usually an expression of  inner identity or orientation, rather than the configuration of  
the body itself, which leads individuals to be made targets of  exclusion or abuse.
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who needs caring for themselves cannot care for others—Hull 2001: 72–3). 
such pronouncements have often happened to coincide with the prevailing 
norms of  a largely sexist, ableist society, implicating theologians and churches 
in the continued dissemination of  such oppressive norms.

the theologian John M. Hull, who has lived both as sighted and as blind, 
convincingly argues that the biblical texts were written predominantly from a 
sighted perspective and portray a profoundly sighted world (Hull 2001: 3). this 
does not render their use by blind people entirely futile or hopeless, he says, but 
does mean that there may be ideologies of  sightedness and ableism concealed 
within them which cannot be defended in a project of  querying humanly 
constructed oppressive discourses, and which must be resisted. Hull discusses, 
too, the preponderance of  blindness as a metaphor in Christian hymnody, citing 
such familiar traditional hymns as ‘O For a thousand tongues to sing’ and ‘Just 
as i am’ (Hull 2002: 334-6). Hull says,

if  sighted people wish to sing,
My eyes were closed; I could not see
in your marred visage any grace:
But now the beauty of  Your face
in radiant vision dawns on me,

i have no objection, because they are using a metaphor that comes from within 
their own world—the closing of  the eyes. However, this is not what W.t. Matson 
(1833-99) wrote: ‘Lord I was blind; I could not see.’ This becomes an attack on 
my world, since blindness is now equated with unbelief. (340)

Hull argues that blindness in hymns always has negative connotations, being 
associated with sin, affliction, bondage, moral impurity, poverty and exclusion 
(Hull 2002: 334). intentionally or not, lines such as ‘lord, remove our guilty 
blindness’ (timothy rees, quoted in Hull 2002: 335) seem to reinforce links 
between impairment and culpability (339).

importantly, however, says Hull—in a conceptual move which effectively 
breaks down the hegemonic nature of  bodily homogeneity—the able world is 
not the only world, the ‘real’ world, or even necessarily the best, most legitimate 
world. rather, insists Hull, the ‘blind world’ is just another human world, 
different from the sighted one but just as authentic and just as legitimate. sighted 
people find this difficult to accept, however, which is why blind people continue 
to be excluded and undervalued. the naturalized, normalized phenomenon of  
sightedness goes hand-in-hand with other dichotomous discourses (such as 
those surrounding class, sex, race and so forth) since, Hull asserts, along with 
uniformity go centrality, authority and power (Hull 2003: 30). the hegemony 
of  sightedness, says Hull, is therefore an ideology of  dominance (31) which 
Christians are called to resist.
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as i have already hinted, though, it is by no means only questions of  ability 
and impairment that are at stake; Hull also insists that, once the hegemony 
of  the overweening ‘able world’ is broken, a similar challenge is posed to all 
‘human worlds that claim to be absolute’ (Hull 2003: 26).12 if  God is in empathy 
and solidarity with those at the margins of  human society and signification, 
as liberation theologies have stressed, then it may also be necessary to 
problematize and read resistantly apparently tenuously-linked notions like the 
one about God’s drawing everything—be it all things or all people—to God 
(as in Jesus’ words in John 12:32). this assertion is often used to suggest that 
God will lure all people (and, sometimes, the whole of  creation) to a redeemed 
state centred on God. However, the notion of  ‘centre’ was convincingly 
problematized by classic liberation theologians like enrique Dussel, since the 
ontology of  Centre and Being can be read as monolithic and exclusive (Dussel 
1978: 20, 29). if  God is actually disseminated, marginal, or even multiple, 
rather than unproblematically on side with those who experience privilege and 
powerfulness in society, then to draw everything to God is not identical with 
drawing everything to the centre of  legitimacy, signification or social decency. 
this concept is also important in relation to Marcella althaus-reid’s model of  
‘indecent’ queer theology (discussed below).

God’s existence with the poor and disenfranchised stands in distinction 
from the hegemonic projects of  those who purport to represent God as a kind 
of  cosmic black hole sucking everything into a singularity. in fact, says Hull, 
human worlds are plural because the bodies in which they are experienced are 
plural. However, unfortunately this is not corroborated, he says, by the biblical 
strand whereby ‘a single ideal humanity … fell away into various kinds of  
alleged imperfection and abnormality … Jesus, who according to this world 
history is perfect humanity, is hailed as the messianic agent for the restoration 
of  perfect and uniform humanity’ (Hull 2003: 22). Hull’s work demonstrates 
that scriptural attitudes to disability are at least ambiguous and capable of  being 
read very differently if  the ‘impaired perspective’ is held to be the vantage-point 
(as it were), rather than something external or peripheral to how the text should 
be understood.

12 in similar vein, Carol Fontaine suggests that reading marginal voices in scripture 
as central rather than peripheral will reframe the texts and bring a new and sometimes 
surprising sense, resisting readings which only make sense to and for the non-disabled. 
For example, she says, since many people with impairments have an important sense 
that they are more than the bodies which cause them so much pain, the injunction 
to ‘cast off  an offending member to achieve a greater good’ is not a particularly 
problematic one; rather, she says, ‘these are the kind of  compromises that make up our 
daily struggle’ (Fontaine 1994: 113). in this sense, people with physical impairments are 
in a stronger position for understanding this particular text than those without.
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Hull says,

We can best account for the survival of  the negative metaphors of  blindness 
and deafness on the grounds that … [the] negative metaphors are supported by 
the Bible and are thus reinforced by piety. People whose reading of  the Bible 
is respectful and devotional do not notice this aspect of  the biblical language. 
(Hull 2002: 339–40)

an appeal to theology to subvert or to resist ideologies of  dominance can, i 
suggest, apply to theologies from intersex/DsD too. Hull’s argument that the 
Bible, liturgy, hymnody and the world at large are portrayed through sighted 
eyes, but that sighted people must accept that this is not the ‘only’ or ‘real’ world, 
sheds crucial light on the existence of  a male-and-female hegemony in theology, 
where those who stand beyond simple male-and-female categories highlight the 
false limitations of  this fixed worldview. In order for ‘typically’ sexed male-
and-female people to be able to acknowledge differently sexed bodies without 
pathologizing, demonizing or even exoticizing them, it is essential that theology 
promote an understanding that the dichotomously sexed world is not the ‘only’ 
or ‘real’ world. like ableist readings of  scripture, heteronormative, dual-sexed 
readings have also been ‘reinforced by piety’, given that theology has invested 
so much in a male-and-female picture of  humanity and in notions of  gender 
complementarity which supposedly echo the hierarchical relationships between 
God, Christ and the Church—as, notably, in the theological anthropology 
of  Karl Barth, particularly in Church Dogmatics iii/1 and iii/4 (Barth 1958, 
1961). Historically, theological norms have also profoundly influenced those of  
broader society. a project of  resistance to hegemony must include exposing the 
hegemony of  unproblematic binary maleness and femaleness which is mapped 
onto unproblematic, heteronormative configurations of  sexuality and gender 
identity. Just as hearing people find it difficult to understand how an absence 
of  hearing does not equate to a lack, so unambiguously-sexed people generally 
perceive unambiguous sex as advantageous and (thus) necessary. esther Morris, 
born without a vagina, says,

i was labelled with ‘sexual dysfunction’ because i couldn’t have intercourse. … 
But i had discovered my own sexuality so i was very confused. … My doctors 
recommended vaginal reconstruction so i could have a normal sex life with my 
husband when I got married. I never had a chance to want a vagina; I simply had 
to have one. (Morris 2003)

For Morris, as for the parents of  the deaf  child Molly, her physiology was, it 
seems, simply ‘a different and equally valid way of  being’.
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Resisting Theology, Critiquing Human Ideology

Despite much theology’s unproblematic acceptance and bolstering of  the 
privilege which comes with heteronormativity and unremarkable physiology, 
however, the tradition also already contains within itself  tools for questioning 
and subverting the power attached to such norms. there is thus a tradition 
of  resistance even alongside the history of  alliances with the powerful. tim 
Gorringe, for example, argues that ‘what allows us to speak of  “revelation” 
with regard to the Christian scriptures is their continuing capacity to challenge 
our taken for granted pieties’ (Gorringe 2004: 172). What this means is that no 
human system or project should be taken as so incontrovertible that it cannot 
be queried in light of  the ethical demand for love and justice which rosemary 
radford ruether calls a prophetic-liberating ‘plumb-line’ against which all 
actions must be measured.13 Gorringe points out that the Bible itself  is made 
up of  a variety of  different kinds of  literature representing different periods 
and cultural concerns, and thus ‘represents a palimpsest of  ideologies. … this 
means that this text is not in a position to tout for any one particular ideology’ 
(117). Crucially, ‘To call a collection of  texts ‘the Word of  God’ is to say that such a 
possibility of  dissonance is permanent and thorough going, that these texts resist every attempt 
at colonization and all forms of  hegemony’ (Gorringe 2004: 118, original appears in 
italics).

Biblical texts are still constantly pushed and pulled by the proponents of  
particular ideologies to suit their agendas, but the silence also evident in the texts 
means that the texts themselves actually resist being appropriated in this way. 
the existence of  this silence in scripture means that the scriptural witness is 
always Other than ‘the deafening clamours of  conflicting ideologies’ (Gorringe 
2004: 120), and testifies to the fact that God also cannot be subsumed to any 
one human ideology (120). this includes even systems which have often been 
perceived as self-evident or irreducible, such as the binary, either/or (male-and-
female) model of  human sex, and the patterns of  gender and sexuality which 
map onto it. although it cannot be supposed that any theological assertions 
have arisen in distinction from the social and political contexts in which they 
were formulated, disseminated and redacted, a resisting theology therefore has 
the potential to stand over against other discourses, questioning and testing 
their ideological allegiances. theology points beyond human ideology, even if  it 
cannot itself  exist divorced from it.

this tension means that theology stands on a conceptual cusp, with the 
potential to speak out prophetically against oppressive human systems even 

13 this plumb-line must ‘be constantly adapted to changing social contexts and 
circumstances’ (ruether 1983: 23). the principles of  love and justice always stand, but 
their outworkings may be relative to the needs of  a particular society.
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as it continues to be expanded and disseminated by humans who are caught 
up in them. Queer theologies are, i argue, especially fruitful in this respect, 
given their acceptance of  their own liminal and diglottic nature, existing in both 
continuity and discontinuity with the Christian tradition. this places them well 
to be in solidarity with bodies and entities also perceived to exist on conceptual 
boundaries.

Does this not still leave us with the problem that queer is unavoidably 
sexual, in a way that some intersexed people have rejected as appropriate for 
them? Does it not undo the work of  aligning intersex/DsD with non-sexual 
discourses from impairment? Not at all. Queer so successfully resists finalities 
of  definition that it is possible to reframe and rework it to be whatever it needs 
to be in a given context, just as Paul asserts (in 1 Corinthians 9:22) that Christians 
are to be all things to all people. In fact, queer is figured by Halperin as

by definition, whatever is at odds with the normal, the legitimate, the dominant. 
There is nothing in particular to which it necessarily refers … ‘Queer’ … demarcates not 
a positivity but a positionality vis-à-vis the normative—a positionality that is not 
restricted to lesbians and gay men. (Halperin 1995: 62)

Queer is therefore less about certainty and more about possibility—not about 
making clear demarcations or delimiting assertions, but about exploring 
opportunities. Whilst queer might indeed be particularly pertinent to issues 
of  sex, gender and sexuality, because of  the sexual identity concerns of  its 
early lesbian and gay proponents, it is also in a position of  representing an 
oppositional site which is more than sexual.

But it is also important, i propose, that patterns of  resistance to oppressive 
social norms be informed by theology as well as by queer. as we have seen, 
there is a case for arguing that theology’s relationship to other discourses is 
unique since it attempts to point beyond human ideology altogether, to a God 
who is profoundly involved with human existence but who cannot be limited 
or quashed by it. Queer theologies, because of  their capacity to query other 
ideologies than heteronormativity alone, and because of  their investment in 
saying that any human ideology can only ever be penultimate, can be sites 
of  promise, resistance and refuge to a range of  oppressive ideologies. in 
considering queer theologies’ potential for holding together intersex/DsD 
with insights from other existing theologies such as those from impairment, 
without thereby eroding the specificities of  each concern, I wish to discuss two 
theologians in particular in the broad field of  queer theology: Elizabeth Stuart, 
for whom queer is an expansion of  her earlier work in lesbian and gay theologies 
specifically, and Marcella Althaus-Reid, for whom queer or ‘indecent’ theology 
was an outworking of  her wish to problematize the heteronormative bent of  
the classic latin american liberation theology of  the 1970s and 1980s.
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Queer Theologies I: Elizabeth Stuart and the Queerly Divine

Stuart comments, in an essay reflecting specifically on her lesbian-feminist 
Christian theological perspective, that feminist theologians ‘do not simply 
jettison the scriptures as irredeemably patriarchal, for scripture and tradition 
have shaped and formed us. But we refuse to make idols of  them, we refuse 
to lock God into them, we do them the honour of  entering into a relationship 
with them’ (stuart 1996: 302). stuart may be too naïve in supposing that there 
are no feminist theologians who have found it necessary to ‘jettison’ Christian 
scripture and tradition outright yet still wish to be considered Christian, but 
her recognition of  entering into debate and discussion with the tradition (303) 
is important in terms of  exploring how the process of  queering apparently 
oppressive ritual and belief  might work.

For example, in her commentary on the book of  Proverbs in The Queer 
Bible Commentary (Guest et al. 2006), stuart argues that the elusive, transgressive 
character of  Hochma (sometimes translated ‘Dame Folly’ or the ‘strange 
woman’) might be read not, as first appears, as an entirely negative figure, but as 
one who actually portrays an aspect of  God. stuart argues that Hochma might 
provide an alternative view of  God within the tradition, existing in tension with 
the more predominant, patriarchal image of  God as an authoritarian judge, 
mostly concerned with punishing border-contravention (stuart 2006: 328). she 
notes,

Butler is clear that we cannot create virgin space beyond the oppressive contexts 
in which we live, move and define our being, but we can subvert those spaces 
by performing the scripts of  those contexts subversively. Hochma can at least 
be read as a subversive performance of  divinity, a God of  the streets. (stuart 
2006: 328)

Whilst our present predominantly heteronormative society may be oppressive, 
in this account, God is on the side not of  those who are privileged, but of  
those who actually fall outside categories of  status and ‘decency’. This identifies 
liberatory strands in scripture predating by thousands of  years the liberation 
theology of  the twentieth century: God’s preference for the poor, rejected and 
marginalized means that theology has the potential to reject hegemonic human 
ideology based on power and status, and to exist in solidarity with those who have 
traditionally been denied subjectivity. this does not—as eiesland notes in the 
context of  impairment—mean being condemned to live out a helpless impaired 
or marginal role. However, it does mean continually testing social norms of  
goodness and legitimacy against queer or subversive measures, and questioning 
why certain ‘goods’ appear so incontrovertible in the first place. In this way, the 
artifice of  such ‘goods’ is exposed, and the ‘good’ of—for example—having 
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external genitalia which appear unremarkably male- or female-related is shown 
to have complex investment in a range of  social structures, rather than being 
inherently or intrinsically good.

the process of  theologically queering a binary-sexed, heteronormative model 
has already been begun by commentators attempting readings of  the Christian 
Scriptures which seek to find lesbian, gay, transgendered, queer or intersexed 
‘ancestors’ within the texts (Carden 2006: 25–8, Gross 1999, stewart 2006: 92). 
Michael Carden, for example, uses sally Gross’ work on intersex and scripture 
(Gross 1999) in his assertion that there is a ‘primal androgynous unity’ (Carden 
2006: 25) traceable in the Genesis creation stories, and claims that intersex 
‘inhabits the intermediate world of  the ancient gender hierarchy’ (28). this is 
why, claims Carden, according to Genesis 2:24, ‘to become one flesh, a man must 
give up his gender privilege and with his wife descend to the intermediate level, 
neither male nor female’ (28). although there are obviously problems attached 
to any reading which appears to equate real intersexed embodiment with mythic 
androgyny or hermaphroditism, Carden at least disrupts the unproblematically 
heteronormative readings often pegged to the stories of  the creation of  
humans in Genesis. this might set a precedent for reading the socially-radical 
Galatians 3:28, which claims that ‘there is no longer male and female, for all of  
you are one in Christ Jesus’ as of  greater ethical magnitude—and thus to be 
granted more import in a contemporary setting—than the more conservative 
congregational and household codes found elsewhere in the new testament. 
Others have suggested that, although the ‘eunuchs’ mentioned throughout the 
Bible cannot be unproblematically grouped together with present-day intersexed 
or transgender people, the scriptures’ largely sympathetic attitude toward 
them evidences a stream in theological history which already acknowledges 
that human identity and embodiment is more complex than a simple binary, 
heteronormative system allows (Hester 2005, Kolakowski 1997).

stuart’s work also explores themes surrounding the way in which lesbian and 
gay relationships are sometimes figured as ‘missing’ something in comparison 
with heterosexual ones. this might be seen as analogous to the situation of  
people with impairments who are told that their impaired bodies are inherently 
inferior or ‘lacking’ compared with able ones, or indeed with intersexed people 
who are told that their unaltered genital anatomy is inferior to that of  non-
intersexed people (despite the fact that surgery itself  often compromises sexual 
eroticism, and that even ‘corrected’ genitalia often do not look much like the 
genitals of  non-intersexed people). stuart’s work in exploring, for example, why 
it may not be unproblematically helpful to think of  lesbian or gay relationships as 
marriages—suggesting rather that theologians should reflect on the aspects of  
these relationships which appear to surpass conventional marriages (as through 
the passionate quality of  the friendships often found therein; Stuart 1996: 
305)—is helpful in considering how the specificity and difference of  atypical or 
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marginal bodies must be held as central in formulating theologies from them. 
Queer theologies put a high value on particularity, especially particularity of  
embodied experience, even as—it is sometimes argued—they risk eliding it (see, 
for example, Goss 1999: 52). They can thereby speak to theologies from specific 
bodily positions such as intersex/DsD despite the ongoing tensions between 
queer ‘identity’ and these other, specific positions.

stuart notes the tendency of  queer ideology to deconstruct and subvert 
what has come before, in order to overcome oppressive norms; but, for Stuart, 
part of  the ‘truth’ of  queer theology in particular is also that it is a theology 
and stands in a theological tradition. it is imperative, for stuart, that any queer 
‘disruption’ of  Christianity be constructive and draw on existing tradition, 
rather than simply tearing down, or this would be to deny its own genealogy. it 
must thus stand in the context of  the history of  the Church, even though this has 
been exclusive or inhospitable in the past (stuart 2003: 103–5, cf. soskice 1996: 
28–30). stuart’s commentary on Proverbs concludes,

In the figure of  Hochma (and the Strange Woman) God refuses to be easily 
named or understood and therefore ultimately avoids manipulation and control. 
… there is a greater point than social transformation for queerness and an 
ultimate target for it and that is the divine life. the divine is queer and summons 
us all into queerness. (stuart 2006: 337)

the preparation of  the ‘kingdom’ (that is, the new and just order), then, is to 
be played out in queer but still Christian ways for stuart. Parodying sex and 
gender by refusing to conform to generally accepted norms where these do 
not authentically ‘fit’ is part of  what allows the exposure of  ‘the other world 
breaking through’ (stuart 2003: 108)—which is crucial, for ‘the Church … 
must play out gender and sexuality in such a way as to reveal their lack of  
eschatological significance’ (114). The end (finishing) of  sex and gender is not 
an end (goal) in itself, in this account; it points to and is part of  something in 
God. stuart says,

all our cultural identities are placed under eschatological erasure. Heterosexuality 
and homosexuality and maleness and femaleness are not of  absolute importance, 
they are not determinative in God’s eyes and in so far as any of  us have behaved 
as if  they are we are guilty of  the grave sin of  idolatry. (stuart 2003: 107)

a theological model which fully acknowledges the reality of  ‘atypical’ bodies, 
particularly unusually-sexed bodies, is therefore crucial in resisting the eradication 
and erasure both of  the bodily configurations themselves (as through unchosen 
genital surgery) and of  the voices of  those who speak from them—whether or 
not they also wish to identify as genderqueer.
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Queer Theologies II: Marcella Althaus-Reid, Coming Out of Sexual 
and Non-Sexual Closets

like stuart, the late Marcella althaus-reid acknowledged that queer theologies 
do not unproblematically disregard Church traditions, and stressed that they 
may in fact turn them upside-down. Queering mainstream theology may involve 
‘adding and highlighting from them precisely those elements which did not fit 
well in the construction of  the church tradition and thus were excluded or 
ignored’ (althaus-reid 2003: 8). it is possible, therefore, to trace ‘the real Queer 
traditions of  the church’ throughout theological history, wherever oppressive 
sexual ideology is disrupted (9). Formulating intersex/DsD-positive theologies, 
then, may, as we have noted, partially inhere in seeking existing strands in Judeo-
Christian scripture and tradition which already acknowledge that human sex 
and gender have always been more complex than a heteronormative binary 
system may suggest, but which have been marginalized or ignored (see, for 
example, Gross 1999). this chimes with the work of  Hull, eiesland and others 
in reframing and re-examining metaphors and strands from within the Christian 
tradition in light of  impairment: either by ‘finding’ impairment where it has 
been concealed, as in eiesland’s model of  Christ-the-Disabled-God (eiesland 
1994: 99–100); or simply by acknowledging that it has often been buried all 
but entirely, as in Hull’s claims that the Christian scriptures just are profoundly 
ableist in places, and might be read very differently (and subversively) if  an 
impaired vantage-point is assumed (Hull 2001, especially Chapters 3 and 6).

Althaus-Reid did not work specifically on intersex/DSD, but her model 
of  queer ‘indecent’ liberatory theology inextricably links sexual and economic 
marginalization so that every theologian must contribute to ‘queering’ 
mainstream theology in order to promote broader concerns of  social and 
political justice. this is about exposing and deconstructing injustice across the 
board. For althaus-reid, who was from argentina, a queer theology is always 
and fundamentally a socio-economic and not just a sexual one, since people 
excluded because of  their broadly sexual identities (homosexuals, transsexuals 
and transvestites, for instance) are likely, certainly in latin america, to have 
been rendered socially and economically vulnerable too. in this account, 
queer theologies are clearly located in a broader project of  subverting social 
norms. althaus-reid’s brand of  indecent theology promotes an exploration of  
trinitarian, non-heteronormative, non-ableist conceptions of  God, in order to 
find non-authoritarian conceptions of  relationship between God and humanity. 
Althaus-Reid took on aspects of  classic Liberation Theology but refigured 
them in what she believed was a more authentic manner, consciously seeking 
not to eradicate the sexual behaviour of  women in particular which has been 
deemed rebellious or recalcitrant by the roman Catholic establishment. in this 
model, as in other Liberation Theologies, God is not figured unproblematically 



THEoLogIES of RESISTANCE

���

as a powerful judge-figure at the apex of  a top-down system of  authority and 
control. this God is ‘outside the non-civilized sites of  theology, and in the 
space of  the dirty’ (althaus-reid 2003: 36). this God is transgressive, non-
monogamous and sexually unstable (37); a voyeur (39); a ‘whore’ who ‘acts 
outside an economy of  capitalist exchanges’ (94). the trinitarian notion of  
God, whereby the three persons of  God co-exist and interpenetrate, means that 
there is space even within the bounds of  mainstream theology for recognizing 
God as multiple, communitarian, even polyamorous (37).

although this imagery is graphically sexual, and may therefore be 
distasteful to non-queer-identifying people with intersex/DsD conditions, it 
is also more than sexual: it begins to disrupt the picture of  God as pegged to 
decent, ‘respectable’ structures of  heteronormativity and nuclear family which 
underpins multitudinous social norms of  normality, health and legitimacy. 
it is such a heteronormative system in which the early surgery paradigm for 
intersex/DsD has grown up, and in which an unswervingly binary model of  
male-masculine-heterosexual and female-feminine-heterosexual has found its 
reference. In Althaus-Reid’s model, however, artificially binarized constructions 
of  male and female are no longer made to bear such cosmic weight to the 
exclusion of  liminal or other identities. importantly, therefore, intersex/DsD 
need no longer be written out of  existence.

For althaus-reid, such a queering of  the norms in which theology has been 
located and which it has bolstered is vital because, more than classic liberation 
theology was able to do, it disrupts ‘heterosexual ideology … as a central 
discourse of  authority’ (althaus-reid 2004: 143). it ‘liberates the assumed 
reference of  theology and therefore liberates [God] from assumptions and 
ideological justifications’ (143). She says, ‘The Queer God is the God who went 
into exile with God’s people and remained there in exile with them’ (146).

resisting heteronormativity and unproblematically binary sex in light of  
intersex/DsD is therefore a part of  openly demonstrating solidarity with those 
who are marginalized, and with a God who rejects legitimacy and privilege in 
order to be in the margins with those who have been disenfranchised. Crucially, 
says althaus-reid, God cannot be queered (that is, considered as distinct from 
the project of  heteronormative hegemony which has often presumed to speak 
on God’s behalf) unless theologians also have the courage to come out of  their 
own sexual ‘closets’ (althaus-reid 2000: 88). to be ‘closeted’, for althaus-reid, 
does not simply imply the denial of  a ‘transgressive’ sexuality or gender identity, 
but rather implies ‘[indulging] permanently in duplicity between the realms of  a 
public and private theology’ (88).

the queering or indecenting of  theology, then, in this account, does not 
entail a monomaniacal focus on matters of  sex and sexuality (which might, for 
some people with intersex/DsD conditions who feel unremarkably masculine 
or feminine and heterosexual, be interpreted as yet another unwelcome annexing 
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to an amorphous queer ‘identity’ which does not adequately reflect them). It 
also strongly promotes a valuing of  particularity and specificity, both in bodies 
themselves and in the sexual and non-sexual lives experienced as bodies. Queer 
theologies, then, must continue to be informed by theologies and discourses 
stemming from body-specific experience and testimony, where it is not only 
the body-stories of  the able or privileged that are normalized and endorsed. 
Despite its tenaciously incarnational strand, and ostensibly ‘high’ view of  
human embodiment (as evidenced by notions of  a bodily general resurrection), 
mainstream Christianity has often been discomfited by strongly physical 
testimony, and bodily urges both sexual and non-sexual. althaus-reid’s model 
of  theology allows space for honest talk which need not subsume sexual and 
carnal matters, but it also stresses that sexually liberatory theology will always be 
grounded in other aspects of  liberation too. Queer readings and traditions are 
not exclusively sexual—it is simply that they do not negate the sexual. truly queer 
theologies must not perpetuate yet more exclusive binarizations.

Conclusions: The Tensions of Eschatological Queer

stuart, althaus-reid and others have shown that the image of  God as an 
autocratic figure who obsessively polices boundaries is not the only possible 
model of  God to be drawn even from the mainstream theological tradition. 
the notion that theology stands over against other discourses and can reject 
human ideologies means that, despite its own muddied history, theology is 
able to critique and queer oppressive human systems like that which suggests 
that children whose genitals appear unusual must undergo early corrective 
surgery. theology can resist by questioning where human norms are rooted and 
exposing the arbitrary nature of  human ideologies. Oppressive, limiting systems 
are exposed as artificial and—often—as ethically unjustifiable. This can be seen 
already in work done by political disability rights activists and by theologians 
such as John M. Hull and nancy eiesland who have reframed aspects of  the 
theological tradition in light of  impairment. recognizing that intersex is itself  
analogous to physical impairment means that theological work done on issues 
such as perfection, ambiguous embodiment, resurrection and healing can begin 
to inform new theologies being done from intersex/DsD.

Judith Butler asserted in Bodies That Matter that although the terminology of  
queer had been ‘used in ways that enforce a set of  overlapping distinctions’—
having variously been essentialized, argued Butler, as white, as lesbian, as ‘a 
false unity of  male and female’ (Butler 1993: 228)—nonetheless, critiquing and 
thereby expanding the term might ‘open up new possibilities for coalitional 
alliances that do not presume that these constituencies are radically distinct 
from one another’ (229). Butler warned in 1993,
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if  identity is a necessary error, then the assertion of  ‘queer’ will be necessary as 
a term of  affiliation, but it will not fully describe those it purports to represent. 
As a result, it will be necessary to affirm the contingency of  the term: to let it 
be vanquished by those who are excluded by the term but who justifiably expect 
representation by it. (Butler 1993: 230)

in other words, one might add, if  queer does not adequately represent the 
interests of  individuals with intersex/DsD conditions, this is a good and 
inevitable thing. as soon as it is possible to pin down and homogenize queer, it 
is already limiting and useless. rather, argued Butler, those who seek to reclaim 
‘queer’ (particularly as a linguistic reaction to an initially shaming, accusatory 
term) exist always already in this oppositional context. Crucially, ‘queer’ must be 
recognized as a profoundly contingent term, and allowed to take on meanings 
beyond those anticipated by people for whom it carries specific and limited 
political meaning. ‘that it can become such a discursive site whose uses are not 
fully constrained in advance ought to be safeguarded not only for the purposes 
of  continuing to democratize queer politics, but also to expose, affirm, and 
rework the specific historicity of  the term’ (Butler 1993: 230).

i hold that the expansion of  queer (particularly within queer theologies) 
in the last decade to include models and sites of  subversion not specifically 
located in lesbian and gay discourse, then, is already the revision mooted by 
Butler; not a false homogenization which negates the particularity of  different 
groups’ struggles, but a blossoming of  multiplicity with the aims of  justice 
and fullness of  personhood in common. as such, queer must be continually 
reframed and reworked. it is in this way that queer need not inevitably be 
exclusive of  specifically intersexual concerns, even though its propensity for 
assimilation must be continually checked and resisted. theologically, it might be 
figured as profoundly eschatological: ongoing, provisional, transformative and 
transforming, its meaning always being made and remade, done and undone. 
it is the ‘already and the not yet’—though it is conceivable that queer might 
also be a case of  ‘already, not yet and not ever’, since any notion of  an ultimate 
finality goes against its grain somewhat.

it is in this sense, then, that queer theologies might be sites for multiplicity 
and for diversities held in tension, rather than for a solely homosexual-and-
bisexual opposition to heterosexual normativities. Queer theologies taking into 
account theologies from impairment and the political disability rights movement 
will be fuller and more multiple than those stemming from ‘sex’ concerns 
alone. People with intersex/DsD conditions who do not identify as sexually or 
politically ‘queer’ may find that it is expedient to formulate what Butler terms 
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‘provisional unities’ (Butler 1990: 15)14 with those working from theologies of  
impairment. Questions of  embodiment, eschatology, perfection, and having 
an ambiguous relationship with one’s own body, may be addressed more fully 
from this perspective than by those for whom it is a sexual or otherwise non-
physical difference which has led to their exclusion. even if  they do not feel an 
initial affinity with queer political activity, however, people with intersex/DSD 
conditions might also find it beneficial to reflect on queer’s potential for casting 
a healthy doubt on the norms of  sexuality—not because they are intersexed, but 
simply because queer wishes to question and critique all structures of  relation 
and sex-gender construction.

a society which fears and excludes people on the grounds of  visible 
impairment is also a society obsessed with demarcation and firm boundaries. 
the belief  that human sex is an immovable, binary matter and must be 
artificially bolstered where it appears to be transgressed only adds to the sense 
that ‘normal’ is good. this further pushes people with impairments from 
signification. From a theological perspective, then, queer is still a useful tool for 
retaining resistance to homogenization and the exclusion of  marginal voices 
even where a politically queer project has been rejected. it speaks into the calling 
of  all theology to stand over against, and to critique, human ideology. Queer-
theological methodologies can still be invaluable sites for continuing to explore 
trinitarian, non-heteronormative, non-ableist conceptions of  God in order to 
find non-juridico-legal, and non-binary, metaphors of  relationship between 
God and humanity. this is possible exactly because queer itself  resists binaries, 
and is itself  simultaneously sexual and non-sexual.

To replicate, propagate and legitimate only theologies from people who find 
themselves adequately and unproblematically represented by a heterosexual, 
binary model of  sex and gender means that theology will be made solely after 
this one particular, narrow human model. God, by contrast, especially within 
queer theological conceptions, can be figured as various, discomfiting, and 
multitudinous. Such a variegated, discomfiting, resisting stance has been part 
of  what has characterized much queer theology. Queer theologies like those of  
stuart and althaus-reid have shown that although much mainstream theology 
has failed to resist allying itself  with the power and privilege of  the status 
quo, there are also already strands in the tradition which provide a multiple, 
embodied, queer picture of  God. these strands point to God’s existence beyond 
human definitions of  goodness and legitimacy, and mean that queer theologies 
can be prophetic, heralding a more just world. this might be a world where, 

14 Butler says that such provisional unities should emerge organically and 
temporarily in the course of  events, rather than ‘[setting] up an exclusionary norm of  
solidarity at the level of  identity that rules out the possibility of  a set of  actions which 
disrupt the very borders of  identity concepts’ (Butler 1990: 15).
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for example, corrective genital surgeries no longer take place on children too 
young to remember them, where patients’ medical records are not concealed 
from them, where the parents of  children with intersex/DsD conditions are 
not considered incapable of  bringing them up to be psychologically well-
adjusted unless they have undergone surgery, where genitals need not signify so 
unyieldingly a person’s sexuality and gender identity.

Queer theologies are characterized by their multiplicity and diversity: qualities 
which might be said to reflect God, and which mean that they exist always 
as provisional and in tension. the differences in experience between people 
with different bodily configurations, as well as between those with apparently 
very similar bodily configurations, are important and should not be elided. For 
this reason, it is crucial that queer theologies should acknowledge the tensions 
surrounding intersexed and impaired bodies without having to ‘solve’ them. For 
example, accepting the normality of  impaired bodies does not mean burying 
the fact that people with disabilities do sometimes experience pain and indignity 
as a direct consequence of  their impairment. this physical pain should not be 
downplayed. although, importantly, intersexed people who have not undergone 
corrective surgery are unlikely to experience physical pain as a result of  their 
intersex/DsD condition,15 there might be lasting particularities attached to life 
as an intersexed person which leave them with a legacy of  difference in certain 
respects; Morgan Holmes says,

Procedures that intersexuals take for granted as part of  their history are 
decisively unusual. … Children diagnosed with a form of  intersexuality are not 
just like everyone else because the methods through which they acquire a gender 
identity/sex assignment are outside the norm, even though these methods serve 
the same normative functions as less ‘obvious’ measures of  acquiring gender 
and subjectivity. (Holmes 2002: 167)

some individuals with androgen insensitivity syndrome, for instance, have 
expressed grief  at the fact that they cannot become pregnant or bear children 
(alderson et al. 2004: 87). Bo laurent has pointed out that people with DsDs 
may have particular, specific healthcare needs which must be closely monitored. 
the ongoing difference and uniqueness of  intersex/DsD can and must be 
respected within a queer theological framework which acknowledges that the 

15 some individuals with a very narrow or shallow vaginal opening may experience 
pain if  they attempt penetration by a penis, or object, which is too large. importantly, 
however, this pain does not result from the condition itself. However, many people who 
have undergone genital surgery do experience genital pain or discomfort for a long time 
afterwards, and not only when engaging in sexual activity. 
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multiplicity, difference and messiness in human experience chimes with the 
multiplicity, difference and messiness found in a queer God.

What is crucial is that the negative elements of  some bodily conditions or 
configurations, like excessive pain, are not made the only thing there is to say 
about them. impaired bodies, and bodies with intersex/DsD conditions, are 
not exactly the same as other bodies (though they may be less unlike them than 
we realize); they have their specific challenges, but this does not negate the 
goodness of  these bodies’ stories, and does not mean that any eschatological 
projection should unproblematically erase them. sadly, intersexed bodies and 
experiences often have been erased by society at large. However, if  theologians, 
medical practitioners and others in positions of  power continue to fail to 
recognize that the male-and-female world is not, in fact, the only or ‘real’ world, 
then the stifling and undervaluing of  otherness in human lives and body-stories 
will also persist. Until this falsely homogenous world is queried, it is likely that 
the normalizing procedures of  surgery and signification which shore it up will 
also not be adequately challenged.
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Afterword 

The future of Critical Intersex
robert Mcruer

The first section of  Critical Intersex effectively links contemporary medical 
practices to colonial practices, past and present. the second section moves 
to a broader interrogation of  the danger of  identity claims, which sometimes 
redouble colonial practices and sometimes open up spaces for resistance. the 
final section nods toward what it might mean to ‘refigure the human’, an open-
ended and necessarily ongoing transformational project. the trajectory of  
Critical Intersex is thus toward intersex futures, from Katrina roen’s emphasis 
on an ‘embodied becoming’ that would be part of  ‘the process of  learning 
about the diversity of  bodily forms … and a life-long exploration of  who one 
is and how one wants to be in the world’ to susannah Cornwall’s rejection 
of  compulsory homogeneity in favour of  that which is ‘ongoing, provisional, 
transformative and transforming, its meaning always being made and remade, 
done and undone’.

the spaces of  intersexual futurity conjured up by the volume are populous, 
even if  the figures we will encounter there are, as Jacques Derrida might put 
it, not always or not yet recognizable. in a late dialogue on ‘Unforeseeable 
Freedom’, Derrida meditates on a ‘future-to-come’ and anticipates ‘the event, 
the coming of  the one who or which comes but does not yet have a recognizable 
figure—and who therefore is not necessarily another man, my likeness, my 
brother, my neighbor’. since the histories of  identifying man, likeness, brother, 
and neighbour have been so violently exclusionary, eliminating all those not 
reducible to the same, Derrida notes that the one who or which comes ‘can 
also be a “life” or even a “specter” … and not only a man or a woman, nor 
a figure sexually definable according to the binary assurances of  homo- or 
heterosexuality’ (Derrida and roudinesco 2004: 52). in short, for Derrida, this 
always-anticipated figure ‘exceeds any determinism’. And necessarily so: the one 
who or which comes is a figure of  and for the future and, with determinism, 
‘there is no future’ (52–3). the unforeseeable freedom that will arrive in a future-
to-come, in other words, depends upon a relinquishment of  determinism, which 
in turn allows us to risk welcoming the unexpected. Critical Intersex repeatedly 
takes that risk.

even if  intersex activism and cultural studies work on intersexuality 
have at times eschewed poststructuralist theory, ‘exceeding determinism’ 
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has nonetheless consistently been the goal of  such work and activism at its 
best. What Roen in this volume calls ‘the surgical quick-fix’—an intervention 
intended to ‘determine’ the sex of  children with ambiguous genitalia—has been 
sharply critiqued by activists and scholars. these activists and scholars have not 
always agreed on what an intersex politics should look like, and Critical Intersex 
attests to those disagreements. across the political spectrum, however, cultural 
workers have consistently demanded an end to surgeries that are not medically 
necessary and have implicitly or explicitly reached for something in excess 
of  determinism, and of  the cultural mandate to ‘fix’ the supposed ‘crisis’ of  
ambiguous genitalia. Detailing her own childhood admission to a hospital for 
‘sex determination’, Cheryl Chase (1998) in fact suggested more than a decade 
ago that ‘“determine” is a remarkably apt word in this context, meaning both 
“to ascertain by investigation” and “to cause to come to a resolution”’ (193).

resisting determinism in both senses, the essays in Critical Intersex repeatedly 
argue against paternalistic investigation and normative resolution. lena 
eckert’s chapter on medical anthropology, for instance, reveals the ways in 
which anthropological-sexological ‘investigations’ of  embodiment in non-
Western societies have worked to undergird cultural imperialism. angela 
Kolbe examines how the ‘resolutions’ afforded by German law work to the 
detriment of  intersexuals, given the ways in which sexual dimorphism has been 
codified by the legal system. Margriet van Heesch, while focusing on the Dutch 
context, is critical of  the paternalistic and ‘worldwide adaptation of  a truth-
concealing protocol’ in connection to the medical management of  intersex. 
While not prescribing exactly what a rescripting of  the dynamics of  knowing 
and unknowing might look like, van Heesch attends to the ways in which the 
women with xY chromosomes she interviewed narrate (and thereby invent) 
their own experiences, ‘telling each other stories to make sense of  the world’. 
iain Morland’s critique of  determinism is the most far-reaching in the volume, 
as activist narratives themselves are exposed for carrying a normative thrust 
founded on what Morland calls ‘sentimental determinism’, the phantasmatic 
idea that a ‘correct’ position on intersex might exist that will somehow make us 
all feel better. Here as in his other work, Morland pushes toward a more radical 
openness, where ‘the most acute “lesson from the intersexed” is that intersex 
treatment in the present should always be considered, paradoxically, in the light 
of  what may come after it’ (Morland 2009: 192).

if  exceeding determinism and thereby welcoming ‘what may come after’—
that is, the intersex future-to-come—is the primary commitment of  this 
volume, the second commitment is to sustaining or forging connections or 
coalitions with other groups marginalized by sexual dimorphism, compulsory 
able-bodiedness, or heteronormativity. the intersex futures imagined by Critical 
Intersex are arguably queer and crip, at a moment in intersex history when it 
is risky to be both at once. at the height of  and in the wake of  the activism 
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that led to the founding of  the intersex society of  north america (isna) in 
1993, numerous voices argued for understanding intersexuality in relation to 
queerness. Surgical quick-fixes and other technologies of  sexual dimorphism 
were understood as creating the deviance they purportedly discovered, and queer 
theory and activism’s questioning of  sexual and gender binaries, normality, and 
the (medical, legal, religious, media, and educational) institutions supporting 
them allowed for many intersex cultural workers to claim a queerness of  sorts 
and ‘to strive together for a world more accepting of  multiple and diversely 
sexed, gendered, and desiring bodies and identities’, as alyson K. spurgas 
explains in this volume.

that queer moment in intersexual history turned out to be, to adapt for new 
purposes the words of  one speaker in the 1997 documentary Hermaphrodites 
Speak!, ‘the time in the pleasure garden before the fall’. as of  this writing, isna 
has dissolved and some activists, as well as a number of  medical professionals, 
now are turning away from the label ‘intersex’ in favour of  the more medicalized 
term ‘disorders of  sex development’, or DsD. spurgas sees ‘the emergence 
of  DsD’ as the ‘unqueering of  intersex’, and explains—in her overview of  
the controversies—that the rejection of  a certain kind of  alliance with radical 
queer activists simultaneously marks, supposedly, or at least in the minds 
of  some DsD advocates, a new alliance with radical disability activists. emi 
Koyama, spurgas reports, argues that most intersex individuals see themselves 
as ‘perfectly ordinary, heterosexual, non-trans men and women’. Koyama and 
other activists want to deploy DsD strategically, in order to mark ‘the beginning 
of  a new era of  intersex politics, one in which, paradoxically, disability theory 
will be the foundation (rather than queer theory)’. Disability theory, according 
to this viewpoint, allows individuals to recognize (and potentially take pride in) 
their unique embodiment and, claiming an identity based on that embodiment, 
work with medical professionals to affirm their existence and access the care 
they (might) need. With the ongoing goal of  abolishing surgery in mind, 
advocates for DsD cast medical professionals as allies in a disability dialogue 
rather than (solely or primarily) custodians of  gender and sexual normality. if  
embracing DsD entails acquiescing to pathology (as opponents claim it does), it 
is—advocates argue—an acquiescence that is in the strategic interest of  getting 
people with DsD a place at the table in the medical discussions that concern 
them.

i will only nod here to just how queer the textured disability dialogues that 
resist objectification and that simultaneously work with and against the medical 
establishment have been in recent history, thanks largely to trans and aiDs 
activists. My main goal here is not to excavate all the layers of  irony in the 
disavowal of  ‘queer’ and supposed embrace of  ‘disability’, but rather, simply, 
to echo spurgas: to many of  us, including several or most contributors to this 
volume, this pitting of  queer theory and activism as against disability theory 
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and activism is paradoxical indeed. Queer theory and disability studies have 
been seen together in public so often over the past few decades that people 
have begun to talk. their union at this point doesn’t seem to be one of  those 
bells that now and then ring—say, a random hook-up at the Modern language 
association (Mla) or american sociological association (asa) Conventions. 
More traditional scholars may continue to wag their tongues at how they carry 
on, but the torrid affair between the two is, at this point, relatively common 
knowledge.

aware of  this, roen and others in this volume call for more to be done not 
to try to separate the partners but rather ‘to engage across queer and disabilities 
studies’. indeed, the import of  this political commitment for the contributors 
to Critical Intersex is underscored by the invitation i myself  received to write an 
afterword, since ‘disability theory … (rather than queer theory)’ doesn’t compute 
in my own work. the engagement this volume calls for, an engagement across 
various movements for social justice, puts forward an ethos for the future-to-
come that is profoundly attentive to ways of  resisting the larger neoliberal, 
heteronormative, and homonormative present through which we are living. We 
are living, after all, through a moment of  recoil from queerness: from relations 
shaped outside of  marital bonds, from genderqueer actions that might take place 
in the workplace (and thus be worthy of  protection against discrimination in a 
bill like the employment non-Discrimination act), from individuals or groups 
(such as Queers for economic Justice) who do not or cannot represent the 
economically privileged and largely white face of  the corporate gay movement, 
from a radical sexual and gender politics necessarily entwined with larger left 
projects—antiwar, anticapitalist, counterglobalization movements. those messy 
relations are just too queer in our present, normalizing moment, and it has been 
easy for many, from the Human rights Campaign to anyone—gay or straight, 
able-bodied or disabled—traveling or desiring to travel beneath Koyama’s sign 
of  the ‘perfectly ordinary’ to recoil from that queerness: ‘that’s not us, that’s not 
me’. Critical Intersex considers what such statements mean in the context of  the 
present moment and suggests, in a highly ethical contrast to such disavowals, 
that many cultural workers thinking about intersexuality would prefer not to be 
part of  that historical recoil.

Of  course, the relationship between queerness and intersexuality is and 
always will be complicated, as Cornwall’s chapter, more than any other in the 
volume, makes clear. intersexuality and queerness are inescapably in the orbit 
of  each other at this point, but for a range of  different, and even contradictory, 
reasons. First, intersexuality is in the orbit of  queerness given the dominant 
culture’s limited understanding of  sexual dimorphism and normativity—an 
understanding that casts anyone whose bodies or desires don’t fit a narrow mold, 
regardless of  their feelings of  being ‘perfectly ordinary’, as somehow ‘queer’ in 
the broad sense. second, as spurgas details, radical intersex activists claimed 
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queer theory and politics at key points in the 1990s, and (some) lesbian, gay, 
bisexual, and transgender individuals and groups responded, comprehending 
the need for an alliance—an alliance that, however contingent it was, is now 
forever part of  our shared histories. third, and most problematically, however, 
intersexuality and queerness are in the orbit of  each other because queer thought 
has sometimes functioned imperialistically, casting any and all gender trouble or 
non-normativity as somehow recognizably ‘queer’. this, it seems to me, not the 
stigmaphobic insistence on perfect ordinariness, is the only convincing reason 
for a potential recoil from queerness.

Critical Intersex admirably sorts through these issues, articulating the 
specificities of  intersex theory without sacrificing progressive linkages and coalitions. 
It is thus the first two connections to queerness that this volume validates, as 
Cornwall’s careful excavations of  both the dangers (appropriation, dilution) and 
possibilities (an openness to the unexpected, a commitment to a transformative 
politics) that attend an engagement with queer theory and activism demonstrates. 
to return to Derrida, even if  intersex theory and activism should actively resist 
any attempt to determine, once and for all, that the one who or which comes is 
‘necessarily another man, my likeness, my brother, my neighbor’, or just another 
wholly recognizable queer, it should nonetheless still embrace those gestures 
that exceed determinism, as intersex activists’ efforts to forge and sustain 
expansive and unpredictably queer coalitions do.

spurgas makes clear that, in terms of  disability, it is not only advocates for 
DsD, but some opponents, who position themselves as in line with a radical 
disability politics. some activists insist, she writes, ‘that a true application 
of  disability theory would reject the DsD nomenclature as not adequately 
challenging the sociomedical structures that pathologize intersex individuals 
and their bodies’. i concur with her assessment, even if  i would simultaneously 
seek to keep forever open what a ‘true application of  disability theory’ might 
be. By invoking earlier the wide-ranging crip critiques, refusals, and negotiations 
of  trans and aiDs activists, however, i intend to suggest that a ‘true application 
of  disability theory’ is always necessarily queer. as Ulrike Klöppel insists in 
her essay on trans and intersex theory, and in a statement that could be said 
to pinpoint where the queer/crip/intersex theory-to-come converges, ‘what is 
“natural” is not self-evident and does not manifest itself  independent of  human 
manipulations’. the generative human manipulations conjured up by Critical 
Intersex are never about sacrificing the coalitions that might be forged between 
progressive cultural workers, but rather about sustaining and expanding them.

this commitment is as clear in the volume’s engagement with numerous other 
arenas of  critical thought and activism beyond queer theory, from postcolonial 
theory, to feminism, to critical legal studies, to liberation theology. as early 
as 1993, eve Kosofsky sedgwick pointed out that ‘a lot of  the most exciting 
recent work around “queer” spins the term outward along dimensions that can’t 
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be subsumed under gender and sexuality at all: the ways that race, ethnicity, 
postcolonial nationality criss-cross with these and other identity-constituting, 
identity fracturing discourses’ (8–9). the chapters by eckert, Cornwall, and 
others here suggest that we are now in a similar moment with intersex theory. 
We need, as Hilary Malatino puts it, ‘some shared political and epistemic 
space—full of  coalitional potentialities’. as it imagines, articulates, reaches for, 
and debates those potentialities, this volume begins to realize the capacious 
promise of  its title: Critical Intersex. Here are collected writers who, from one 
perspective, insist on being critical of  where we’ve been, or of  where some 
variants of  intersex theory and activism are moving. simultaneously, however, 
this volume presents progressive thinkers and activists with a range of  essays 
that are critically necessary. in the end, these essays are critically necessary for 
the alliances and coalitions that they dare to imagine, for the unforeseeable 
freedoms beyond binary assurances that they envision, and for the intersex 
futures that they welcome.
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