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Cisgenderism is the ideology that delegitimizes people’s own des-
ignations of their genders and bodies. Family therapy (FT)
offers a systemic, non-pathologizing framework for working with
people who have experienced cisgenderism. Unfortunately, FT
practices, like those of many mental health professionals, are
often cisgenderist. The authors discuss literature on cisgenderism,
explore implications of therapists’ and supervisors’ cisgenderist
practices, and provide a brief self-reflection tool.
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INTRODUCTION

Across many societies, gender is not always viewed as an intrapsychic
identity, but often as a relational status that can vary by context during
a person’s everyday activities (e.g., Amadiume, 1998; Peletz, 2009). Some
scholars have critiqued gender itself as an ethnocentric concept that does
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268 M. L. C. Blumer et al.

not accurately describe the structure of various African societies such as
the Yorùbá (Amadiume, 1998; Oyěwùmí, 2010), or Indigenous peoples of
the Americas like the A:shiwi, Hocąk, Lakota, and Dakota (Newman, 2002).
Around the world, many cultures officially recognize three to five distinct
gender categories (e.g., Bartlett & Vasey, 2006; Peletz, 2009). African and
Asian societies, which contain the statistical majority of the world’s human
population, include numerous examples of cultures in which shifts in gen-
der during adolescence and across the lifespan are viewed as normative and
typical, rather than characterized as “trans”gender or gender “variant” (e.g.,
Amadiume, 1998; Honingmann, 1964). Furthermore, in many places around
the globe, gender is not assumed to correspond with particular anatomi-
cal attributes. In these contexts, gender is often defined by people’s activity
spheres and behavior or via self-discovery through traditional rituals and
spiritual experiences (e.g., Honingmann, 1964; Newman, 2002).

In contrast, several societies holding the minority world human popu-
lation (i.e., non-indigenous societies based in the United States, the United
Kingdom, and Europe) accept gender as unquestionably linked to “biological
sex” and uncritically accept the authority of externally imposed gender des-
ignations, even when such designations are made prior to birth. Within these
cultures, most people accept as “natural facts” (Garfinkel, 1967) the notions
that people have a “permanent” and intrapsychic gender “identity,” that “sex”
determines “gender identity,” that “gender identity” determines “gender role,”
and that “gender role” determines “sexual orientation” (McGoldrick, Carter,
& Gracia-Preto, 2010). While many people in these minority world societies
may now view gender as a binary composed of two “opposite sexes,” this
“two-sex” model that constructed biological sex as the authoritative determi-
nant of gender first emerged in Europe as recently as the 1850s (Laqueur,
1992).

Family therapists have discussed how this two-sex model of gender, sex,
and sexuality can produce and perpetuate heterosexism, heterosexist priv-
ilege, sexism, and gender stereotypes (Giammattei & Green, 2012). Several
publications have analyzed cisgenderism in medical and mental health pro-
fessions and research (e.g., Ansara, 2010, 2012; Ansara & Hegarty, 2012,
2013). To date, no publications in the field of family therapy (FT) have
addressed clinical practices related to gender through the framework of
cisgenderism originally posited by Ansara and Hegarty (2012).

LITERATURE REVIEW

Earliest uses of the term cisgenderism described an essentialist gender binary,
with cisgenderism contrasted with transgenderism and used to describe a
type of person who was non-transgender or non-transsexual (e.g., Edelman,
2009). The term emerged from the word cisgender, which stems from the
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Cisgenderism in Family Therapy 269

Latin-derived prefix cis-, meaning “on the same side.” It first appeared in
the mid-1990s on “trans-listservs” as a contrast to the prefix trans-, meaning
“across from” (e.g., Buijs, 1996; Defosse, 1994). The notion of a cis–trans
binary is derived from isomerism in the field of chemistry, where cis- and
trans- describe contrasting atomic spatial positions (International Union of
Pure & Applied Chemistry, 1996).

More recently, cisgenderism has been used to describe the ideology that
delegitimizes people’s own designations of their genders and to critique the
essentialism of the prior model (e.g., Ansara, 2010, 2012; Ansara & Hegarty,
2012, 2013; Blumer & Ansara, 2012). Cisgenderist ideology involves multiple,
intersecting assumptions that construct people’s own designations of their
genders as less valid than those made by external authorities. Cisgenderist
ideology constructs the world as having only two valid genders and sexes,
thus ignoring societies in which there are more than two official gender
categories (e.g., Peletz, 2009). Cisgenderist ideology also ignores people
who may self-identify with the adjective intersex, the most widely preferred
term internationally for people whose bodies are often excluded by med-
ical norms that recognize only “female” and “male” bodies (e.g., Karkazis,
2008). Cisgenderist social norms treat biological sex as an authoritative cat-
egory distinct from gender, assuming that gender maps fit uniformly onto
sex. Based on these assumptions, a cisgenderist perspective also assumes
that gender is universally experienced as a permanent and intrapsychic iden-
tity, rather than as a shifting relational status, and that each “normal” person
has a single “real” gender that does not shift across the lifespan (e.g., all
boys grow up to be men, and boys who grow up to be women must have
“really” been girls all along). A cisgenderist worldview maintains that gender
should be assigned by external authorities, rather than self-designated. In a
cisgenderist worldview, people whose external gender assignments do not
match their gender self-designations are treated as a distinct class of being
and typically categorized as “transsexual” or “transgender.”

Ansara and Hegarty (2012) discussed a highly cisgenderist article by
two mental health professionals that asked whether “cultural beliefs” can
cause a “gender identity disorder” (Tucker & Jürgen Keil, 2002). In that
article, a Thai family associated their child’s emerging self-designation as
a girl with one biological determinant of sex—in this case, a birthmark that
indicated that this girl was the reincarnation of her deceased grandmother.
The authors dismissed the family’s understanding as a mere cultural belief
that caused a gender identity disorder. In contrast, they claimed that their
own misgendering of the girl as a boy was “scientific,” based on another
biological determinant of sex—the child’s presumed gonadal and genital
configuration. These authors failed to acknowledge that their determina-
tion of the child’s sex was itself a cultural belief. Tucker and Jürgen Keil
(2002) persistently misgendered this girl as a boy and mispronouned her as
“he” and “him.” In so doing, Tucker and Jürgen Keil disrespected not only
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270 M. L. C. Blumer et al.

her gender self-designation, but also her family’s worldview and normative
local practices related to spirituality, reincarnation, and gender. This example
illustrates the intersectionality of ethnocentrism and cisgenderism. In clinical
contexts, this kind of disrespect is very likely to impede any meaningful ther-
apeutic alliance. In addition, the authors’ failure to advocate for this girl with
her family, and their disrespect for her gender self-designation exacerbated
the family’s negative feelings about her gender as a girl.

Gender classifications co-create the composite family profiles that many
therapists use to make sense of people’s relational systems. These profiles
often rely on assumptions that all people have binary genders (e.g., woman
or man), and that externally assigned gender designations match people’s
gender self-designations (e.g., that all people who are assigned as “male”
will identify as men and all people assigned as “female” will identify as
women). In a content analysis of the top 17 peer-reviewed journal articles
of the FT field published from 1997 to 2009, Blumer, Green, Knowles,
and Williams’s (2012) determined that 10,730 of the 10,739 total articles
(99.92%) failed to acknowledge either the existence of people whose
assigned genders did not match their gender self-designations (e.g., those
typically labeled as transgender or transsexual) or people whose gender
self-designations were not binary (e.g., people who identify as genderqueer,
bi-gender, poly-gender, or agender). Although very few of the publications
focused on such people, the available literature appears to broaden family
therapists’ understanding of people whose genders have been ignored, and
marginalized by attending to the relational experiences and civil liberties
concerns (Blumer et al., 2012). Despite some of these encouraging trends in
the FT literature, many family therapists still apply one or more cisgenderist
assumptions to therapeutic contexts. Such assumptions are likely to lead
therapists to misgender people, as occurred when the mental health authors
consistently described the Thai girl as a boy and consistently used “he.”
Therapists who engage in misgendering will be more likely to misinterpret
aspects of family dynamics, like those that would stem from the child’s
position as a girl whose family viewed her gender as an undesirable result
of reincarnation, as in the example.

Imagine that this girl identifies as a woman in adulthood, and seeks to
build her own family as she ages. Therapists with whom she and her partners
might seek relationship counseling are likely to impose assumptions that will
clash with how she and her partners view themselves and each other. For
example, if she presents in a dyadic partnership with a woman, the two
women are likely to appear as a “heterosexual couple,” despite considering
themselves to be lesbian or bisexual women. Based on this misread, their
therapist may neglect issues that affect them socially as a same gender cou-
ple. For example, their therapist may fail to explore their important kinship
ties within lesbian or bisexual communities or social networks. Their ther-
apist’s cisgenderist assumptions may lead the therapist to explore what are
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Cisgenderism in Family Therapy 271

ultimately irrelevant lines of inquiry, such as asking how patriarchal gender
roles affect the distribution of their household tasks as a man and woman.
In triadic partnerships with women, she may be misread as a man with two
women,” and this cisgenderist approach would obscure the matriarchal sis-
terhood she may share with her partners. When presenting for therapy with
a partner who identifies as a man, the couple may appear as gay or bisexual
men, when they may consider themselves to be a “straight couple.” In all of
these situations, the therapist’s cisgenderist assumptions will lead to inaccu-
rate and inappropriate lines of questioning about sexual and relational ori-
entations, sexual activities, sexuality and gender legacies, and social systems;
this severe misalignment has serious clinical and ethical implications.

Ansara and Hegarty (2012) published the first peer-reviewed study
of cisgenderism, a quantitative content analysis of pathologizing and
misgendering forms of cisgenderism in empirical journal articles on chil-
dren’s gender and gender-associated expression (N = 94), published from
1999 through 2008, that were indexed in PsycINFO®, a premier psycholog-
ical database. Contrary to claims that cisgenderism is steadily decreasing,
the authors documented that cisgenderism had remained stable across the
decade. Mental health professionals across a wide variety of fields were
more cisgenderist than authors in other professions. Articles by members of
an “invisible college,” or network of collaborating authors whose work influ-
enced each other, were both more cisgenderist and more widely cited than
other authors. Ansara and Hegarty also raised concerns that the most pro-
lific and widely cited author in the sample (and, thus, head of the invisible
college), Kenneth J. Zucker, promoted behavioral reorientation methods that
delegitimize and penalize children’s own wisdom about their genders (e.g.,
Spiegel, 2008).

To date, there are no peer-reviewed articles specifically in the field of FT
that focus on cisgenderism—there are, however, a few book chapters that
address cisgenderism in familial, communal, and other systemic contexts
(e.g., Ansara, 2010, 2012). Cisgenderist practices appear to be as ubiquitous
in FT contexts as Ansara and Hegarty (2012) found they were in psychology
and other mental health professions. More specifically, cisgenderist erasure
appears to be the most pervasive form of cisgenderism in the FT field.
Revisiting the findings from the content analysis by Blumer et al. (2012),
only nine of the total 10,739 articles (0.08%) during the 12-year time period
actually focused on transgenderism, transgender folks, and potentially related
concerns. In addition, 30 of the articles (.28%) in the sample were written by
authors who stated they would address folks who are lesbian, gay, bisexual,
or transgender (LGBT), yet only 9 of these 30 articles (30%) actually dis-
cussed transpeople. Thus, cisgenderist erasure appears to characterize both
mainstream and LGBT literature in the field, a finding that raises concerns
about the widespread practice of referring transpeople to nominally LGBT
services and resources. This is particularly important for transpeople who do
not identify as lesbian, gay, or bisexual.
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272 M. L. C. Blumer et al.

CISGENDERISM IN FAMILY THERAPY PRACTICE

As Ansara (2010) noted, “transcending cisgenderism means asking tough
questions and initiating swift action, rather than becoming mired in theo-
retical discussions that exclude practical applications or evaluating policies
without first having re-evaluated their problematic underlying conceptual
frameworks” (p. 193). For the sake of brevity, we limit the review of FT
practices in this article to the process of building therapeutic alliances via
joining. We also discuss why it is essential for family therapists to con-
sider cisgenderism when working with people of all ages and backgrounds,
whether they appear to be transgender or not. To illustrate this point, we
provide an example of a clinical composite and a brief self-reflection tool
(see the Appendix1) that FT supervisors, therapists, and trainees can use to
evaluate some aspects of cisgenderism in their clinical practices.

Cisgenderist Practices in the Joining Process

A strong clinical alliance is an inherent and essential part of virtually all ther-
apies (e.g., Horvath & Symonds, 1991; Martin, Garske, & Davis, 2000) and
supervisory relationships (e.g., Bordin, 1983; Cheon, Blumer, Shih, Murphy,
& Sato, 2009). In FT and family therapy supervision (FTS), the process of
building this alliance through joining can quickly become much more com-
plex than in other fields, as professionals often need to join not only with one
clinical co-participant (i.e., persons seeking therapy), but with multitudes of
folks who may be in multiple, intersecting relationships with each other.

Much of the basic joining (e.g., introduction, name exchanges, dis-
cussion of goals, task assignments, etc.) that takes place in FT and FTS is
inherently cisgenderist. For instance, therapists typically assume they know
how a clinical co-participant, or supervisory co-participant (i.e., persons
seeking supervision), designates their gender, and the nature of the relation-
ships between people presenting clinically, merely by evaluating people’s
apparent gender presentation, unless that presentation is perceived as “vari-
ant” or “ambiguous” (Blumer & Ansara, 2012; Blumer & Barbachano, 2008).
These assumptions are likely to occur when therapists and supervisors oper-
ate under a “mythical norm” (Lorde, 1984), which has historically involved
clinical co-participants being automatically assumed to be of mixed gender
(i.e., a woman and a man, instead of 2 people of the same gender; Hudak &
Giammattei, 2010).

Blumer and Green (2011, 2012) described the commonplace prac-
tices that can result from buying into these “mythical norms” as invisibility

1 Appendix is in part inspired by the work of McGeorge, C., & Carlson, T. S. (2011). Deconstructing
heterosexism: Becoming an LGB affirmative heterosexual couple and family therapist. Journal of Marital
and Family Therapy, 37 , 14–26.
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Cisgenderism in Family Therapy 273

management. Invisibility management occurs when people construct walls
of invisibility around those families that contain people whose sexualities and
genders have been minoritized. These walls of invisibility render it very diffi-
cult to recognize, acknowledge, validate and legitimize the existence of such
families (Green & Blumer, 2013). Invisibility management sets up a system
in which families whose members experience cisgenderism or heterosexism,
whether or not they are partnered or have children, are forced into posi-
tions of practicing visibility management—meaning they have to decide the
who, what, when, where, why and how around their familial level of pub-
lic visibility, instead of gaining the automatic recognition granted to people
whose genders and sexualities are assumed to represent the majority (Green
& Blumer, 2013). Although families often use different terms for managing
visibility (e.g., hiding, going stealth, passing, not being out, etc.), the practice
remains ubiquitous (Green & Blumer, 2013).

Therapists and supervisors who construct walls of invisibility around
certain clinical or supervisory co-participants are likely to make numerous
inaccurate assumptions from the onset of therapy or supervision, and these
assumptions are likely to affect the joining process and the related alliance.
The therapeutic alliance is one of the common factors of effective therapy
(Sprenkle & Blow, 2004). A strong working alliance in supervision is also
essential to supervisees’ satisfaction (Cheon et al., 2009), and typically leads
to positive supervisory outcomes (Horvath & Symonds, 1991). Folks whose
genders and sexualities have been minoritized have reported frequent and
severe experiences of non-support and lack of acceptance. Sadly, these
experiences have occurred both within and outside of therapy (Blumer &
Murphy, 2011; Twist, Murphy, Green, & Palmanteer, 2006), despite profes-
sional expectations and ethical guidelines that require family therapists to be
non-discriminatory, non-judgmental, and supportive of clients from diverse
backgrounds (see American Association for Marriage and Family Therapy,
2012, Code of Ethics, Subprinciple 1.1). Thus, such qualities need to be a
consistent part of working with clinical co-participants whose genders and
sexualities have been minoritized.

It is important to note that people practicing FT are not part of a
monolithic community. Some attend to sexualities and genders in the clini-
cal process. For instance, clinicians and supervisors operating via a feminist
family therapy approach may attend to gender and gendered realities (e.g.,
What is that experience like as a “man/woman?,” What are the messages
“men/women” receive around this issue?, etc.) early on in the process of
therapy (Blumer & Barbachano, 2008; Sheinberg & Penn, 1991; Werner-
Wilson, 1997) or supervision (Blumer, Green, Compton, & Barrera, 2010;
Prouty, Thomas, Johnson, & Long, 2001). At times, this practice can be
a helpful way of showing sensitivity to gender considerations in interac-
tions with families, clients and supervisees. Often, however, feminist family
therapists make cisgenderist assumptions during routine exploration of how
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274 M. L. C. Blumer et al.

gender affects people’s relationships and daily lives. For instance, therapists
who assume that a person is presenting as a man rarely ask about the clin-
ical co-participant’s self-designated gender before they proceed to discuss
the gendered realities of “being a man.” In another example, when working
with a woman who was assigned “male,” therapists may ask gender-related
queries on the basis of her visual presentation that the therapists perceive as
gender variant or gender ambiguous. These “othering” questions may under-
mine the clinical co-participant’s need to be seen as a “regular woman.” From
these examples, it is clear that attending to gender is not in itself sufficient
to avoid cisgenderism; as we illustrate in the following case example, fail-
ure to obtain key details about people’s gender self-designations perpetuates
cisgenderist practices (Blumer & Ansara, 2012), affects the joining process,
and can ultimately impede clinical work.

CASE EXAMPLE

We Are Gay Men and a Married Couple!2

Andrew and Jamal had been living together in a committed relationship for
over 30 years. Andrew was now in his 50s and Jamal in his late 60s. Until
1 year ago, Andrew had presented himself publicly as a woman, even though
Jamal’s friends knew that Jamal identified as gay. Over the years, the couple
had often socialized in gay men’s environments, and Andrew had often been
treated as an outsider or as a woman by many of the men in their friendship
network. On paper, Jamal and Andrew were mixed-gender spouses, with
Andrew listed as Jamal’s legal “wife.” When they raised their children, both
parents were perceived as a “straight couple,” despite considering themselves
to be a gay couple.

After about 1 year of taking testosterone, changes to Andrew’s voice and
physical appearance meant that he began to be perceived as a man in public
settings. While Andrew was deeply relieved that other people had begun to
acknowledge him as a man, this benefit came at the expense of numerous
heterosexual privileges the couple once took for granted. Andrew and Jamal
had found it very difficult to adjust to how differently they were treated after
other people began to recognize them as a gay couple. Suddenly, actions that
other people had treated as unproblematic before Andrew was recognized as
a man required strategic thinking about their physical safety and their stand-
ing in their local church community. Andrew had been physically threatened
for holding Jamal’s hand in public and some people at their church had
stopped inviting them to community social events. Several people at Jamal’s
office had begun to make disparaging jokes directed at him as a gay man.

2 This case example represents a clinical composite that exemplifies how cisgenderism can be
inherent to current practices. Pseudonyms are used in this example.
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Cisgenderism in Family Therapy 275

Recently, Jamal had been rushed to the Emergency Department at the
local hospital after a suspected heart attack. When Andrew tried to get an
update on his husband’s medical condition, he was told that this informa-
tion could only be disclosed to family members who could provide legal
documentation of their relationship. This demand forced Andrew to choose
between accepting heterosexist discrimination against his same gender rela-
tionship or violating his privacy by displaying official documents that listed
him as a woman and wife. He described feeling like he had been suddenly
forced to face everyday battles for which he had not been prepared, noting
that most of his other gay friends had learned the survival skills and strate-
gies for dealing with heterosexism and anti-gay discrimination earlier in their
lives.

In their efforts to manage the increased marital stress of dealing with
heterosexism and anti-gay discrimination, Jamal and Andrew sought therapy
twice, once shortly before Andrew had begun to be perceived as a man in his
everyday life and once after their experience in the Emergency Department.
Their initial session with the first therapist occurred prior to Jamal’s heart
attack scare. This therapist assumed that they were a mixed gender couple,
despite their comment that they had selected her because she was “LGBT-
friendly” and had experience working with lesbian and gay couples. She
asked questions about what it was like for Andrew as “a mother whose chil-
dren had left home [sic]” and explored how their presumed different gender
roles affected the distribution of household chores. The therapist also asked
questions about their sex life that showed no awareness of Andrew’s gen-
der or the logistics of their sexual relationship as two gay-identified men.
Andrew felt misgendered and increasingly invisible. The session was any-
thing but therapeutic for the couple. Andrew grew increasingly quiet out of
frustration and a growing sense of isolation, while Jamal spent most of the
session trying to educate the counselor regarding her inaccurate perceptions
of their relationship.

After their very negative experience with the therapist, Andrew and
Jamal vowed to resolve their concerns on their own. Yet, eventually resigned
themselves to therapy again only after their distressing experience at the hos-
pital. This time, they found a therapist who listed himself as LGBT-friendly
and whose Web site mentioned his experience with transgender issues. Their
initial session with this second therapist contrasted sharply with their prior
experience. This time, the therapist immediately recognized that they were
a same gender couple, but also made numerous cisgenderist assumptions.
For example, he assumed that both men had always been perceived as
men and that they both had been recognized as male since birth. He asked
them whether they found the lack of legal recognition for their same gender
relationship a problem. When Andrew mentioned their children, he asked
whether they were the product of former marriages to women, surrogacy,
or adoption. Once again, a therapist’s line of questioning had made them
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276 M. L. C. Blumer et al.

feel invisible in a supposedly therapeutic context. After several uncomfort-
able moments, Andrew explained that they were both the biological parents
of their children, that they were legally married, and that Andrew had not
affirmed his gender as a man until recently. The therapist, who identified as
a gay man, then began to challenge Andrew about whether he was really a
man or just trying to keep his gay husband by “playing a guy.” The thera-
pist’s dismissive approach to Andrew’s gender overlooked important details
about the couple’s relationship, such as Jamal’s sense that his initial attraction
to Andrew had been due to Andrew’s having been “more like other guys”
than the women whom Jamal had dated unsuccessfully, as well as Andrew’s
decades spent enjoying being recognized as a man by Jamal in private.

Jamal and Andrew left the session with the second therapist feeling
angry about the lack of available therapists who could demonstrate respect
for both of them. They decided not to try therapy again, as they both felt
it had been a waste of time and money that only left them feeling more
upset than before. Jamal heard about a social group that provided support
for people who had experienced gender affirmation. Partners and family
members were welcome to attend. After they had attended their first meet-
ing, Andrew and Jamal described their relief to meet others who seemed
to understand and respect their relationship. Among the positive aspects of
the group experience was being asked questions before assumptions were
made, as was typically the case. For example, when they mentioned their
children, the group facilitator asked them how the children had viewed them
previously and let Andrew explain some parts of his gender history that he
felt comfortable sharing. They did not treat Jamal and Andrew’s legal status
as a married couple as unusual or bizarre; several other gay and bisexual
men in the group were also in partnerships that involved one or more men
who had not been designated male or raised as boys.

DISCUSSION AND IMPLICATIONS

The literature review and clinical example illustrate multiple ways that
cisgenderism presents even in the basic joining process of FT. FT emphasizes
respect for living systems by avoiding pathologizing ways of seeing peo-
ple’s interactions. This respectful approach offers practitioners an accessible
opportunity to combat cisgenderism. Family therapists and family therapist
supervisors who wish to reduce cisgenderist practices need to consider and
attend to cisgenderism in all of their clinical interactions, not only when
interacting with people who appear to be transgender or gender variant.
This means that it is imperative for therapists to engage in active inquiry and
validation with each clinical co-participant, with the understanding that each
person’s gender is unique.
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The building of rapport early on between clinical or supervisory co-
participants can and does affect the ability to join effectively. Successful
joining also affects people’s fidelity and commitment to the clinical process
(Beckham, 1992). To facilitate success in the joining process, the therapist
needs to be attentive to the role that various “-isms” play in co-participants’
lives. For instance, one cannot determine the ethnic background of a per-
son by mere appearance, so to assume “race” based solely on appearance
is a form of colorism. Concerns about how to avoid this kind of assump-
tion are part of why FT and related fields have advocated for therapists to
respectfully check in with clinical or supervisory co-participants early on in
the clinical relationship regarding the ethnic and cultural terms with which
they identify, as well as discussing the intersections of cultural backgrounds
between all of the co-participants in the practice room. This commit-
ment to seeking clarification leads to more effective supervisory (Leong &
Wagner, 1994) and therapeutic experiences (Day-Vines et al., 2007). Thus,
we believe that one way to combat cisgenderism in the FT-joining pro-
cess is to establish therapeutic routines of asking all clinical or supervisory
co-participants to describe their own genders, relationships, and preferred
gender pronouns.

The FT field embraces systemic thinking. Similarly, we also recom-
mend that therapists ask clinical or supervisory co-participants to describe
their own familial and relational kinship ties, terminology, and titles. When
inquiring about titles, the therapist can ask whether participants in the rela-
tionships use terms like Mr., Miss, Ms., Mrs., or Mx. (a title often used by
people with non-binary gender self-designations) to describe each other,
and whether they use each other’s self-designated gender terminology and
pronouns with some or all other people. A therapist who is working with
two partners as clinical co-participants can begin their clinical relationships
by consistently inquiring first about gender self-designations and gender
pronouns, and then asking about the nature of their relationship (e.g., hus-
bands and wives, husbands and husbands, wives and wives, partners and
partners, friends and friends, paramours and paramours, etc.). For a fam-
ily of three that presents as a child and two parents, a therapist can also
inquire about the nature of the relationships between the people (e.g.,
parents and child, mother and father and son, mother and mother and
daughter, parents and hen, etc.). By ascertaining the similarities and dif-
ferences between each of their relational identifications and by assessing
whether these descriptions are consistent with how they identify themselves
to other people, the therapist can gain important insight into their visibility
management dilemmas and coping strategies. In addition, family dialogues
about people’s gender self-designations offer one way that family therapists
can help parents to better understand and affirm their children’s gender
self-designations, expressions, behaviors, and feelings. These dialogues may
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also serve to educate parents about the wide range of natural and non-
pathological gendered experiences and terminology that exist (Lev, 2004;
Mallon & DeCrescenzo, 2006).

The discussion of relational and familial identifiers and pronouns is clin-
ically indicated, and such discussion is also in alignment with calls for more
clinical attention to the systemic and relational aspect of gender and gen-
dered experiences (Blumer et al., 2012). Although we view these clinical
practices as vital for clinical or supervisory co-participants of all genders
and gender assignment histories, these recommendations may be particularly
important for addressing the gender pathologizing and relational stigmatiza-
tion that people can experience when their genders are treated as “variant,”
“deviant,” or “incongruent.” These strategies may also help to increase sup-
port for people’s own gender designations among their family, partners, and
friends.

If asking every clinical or supervisory co-participant about gender, gen-
der pronouns, and familial and relational identifiers were sufficient to end
cisgenderism in practice, then our task might seem simple. Reducing dis-
criminatory ideologies like cisgenderism often requires substantive individual
and structural changes. Researchers have identified three interrelated com-
ponents that need to be increased for diversity training to be effective:
awareness, knowledge, and skills (see Kim, Cartwright, Asay, & D’Andrea,
2003). Thus, before family therapists can reduce clinical cisgenderism, we
need to increase our awareness of cisgenderism, educate ourselves regard-
ing cisgenderist aspects of our current clinical practices, and develop skills to
reduce cisgenderism in therapy and supervision. We then need to evaluate
the professional structures in which we work for institutionalised forms of
cisgenderism that inhibit best practice.

Therapists and supervisors need to learn more about how cisgenderism
functions in therapeutic contexts. Mere knowledge of cisgenderism is
unlikely to curb cisgenderist practices, just as having knowledge of racism
or heterosexism does not automatically reduce these discriminatory ideolo-
gies (Kim et al., 2003). Family therapists and family therapist supervisors will
also need to become more aware of their own cisgenderist assumptions and
related practices, and gain insight into how such practices can harm clin-
ical or supervisory co-participants. As with other -isms (Lechuga, Clerc, &
Howell, 2009), becoming aware of cisgenderism in others starts by becom-
ing aware of cisgenderist assumptions and related practices in oneself. Once
one becomes aware of cisgenderism, it becomes very difficult to approach
gender in the same way as before. As therapists increase their awareness
of cisgenderist privilege and how cisgenderist assumptions affect their own
clinical judgments, they will be able to develop and apply skills to reduce
clinical cisgenderism in their own practice and across the profession as a
whole.
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Limitations

This manuscript serves as the first ever publication in the FT field on
cisgenderism. As such, we recognize that this article is not exhaustive.
We hope to initiate professional dialogue regarding cisgenderism in routine
FT practices, the impact of cisgenderist privilege in therapeutic contexts, and
strategies to reduce cisgenderism in FT.

We have discussed several ways in which cisgenderism is embedded
within the field. For the sake of brevity, however, it was necessary to
contain the focus to cisgenderism within the joining process. Other highly
cisgenderist areas that warrant further discussion include the title marriage
and family therapy and the construction of one of the most commonly uti-
lized assessment tools, the family genogram. A critique of the cisgenderism
in these areas would enhance ongoing and current discussions about the
problematic -isms and assumptions within such elements of FT (see Belous,
Timm, Chee, & Whitehead, 2012; Murray & Murray, 2009). Thus, we hope
that this article begins a dialogue that expands to exploring the many
cisgenderist aspects of FT that have yet to be addressed.

Suggestions for Future Research

Given the emerging nature of the framework of cisgenderism and the lack
of prior FT attention to cisgenderist practices, the possibilities for future
research are virtually limitless. Ideas for future research could include con-
ducting a content analysis based on Ansara and Hegarty’s (2012) study, but
with a specific focus on articles in the field of FT. Survey research could
classify and analyze the degree and types of cisgenderism in which family
therapists, family therapist supervisors, and students are currently engaged.
Finally, clinical strategies to reduce cisgenderism could be further developed,
evaluated, and refined.

CONCLUSION

In this article, we presented a brief introduction to cisgenderism, explored
some common cisgenderist practices in the FT field, and provided a self-
reflection tool to aid clinicians in identifying and reducing their own
cisgenderist assumptions, privileges, and practices. We hope that this arti-
cle increases family therapists’ and family therapist supervisors’ knowledge,
support, and acceptance of people whose genders have been delegit-
imized. To paraphrase renowned family therapist, Virginia Satir, combatting
cisgenderism means “. . . not allow[ing] other people’s limited perceptions
to define us” or our clinical and supervisory co-participants. When we can
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combat cisgenderism by validating people’s own gender designations for
themselves, we will foster stronger clinical alliances and create spaces for
the seeds of personal and relational growth to flourish.
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APPENDIX Self-Reflection of Cisgenderist Practices

Forms of Cisgenderism Questions

Binarizing: A
construction of gender
that recognizes only
two valid categories
(e.g., male/female,
woman/man,
butch/femme,
transgender/cisgender,
etc.; Ansara, 2012).

• During introductions, do you assume that all clinical or
supervisory co-participants are either women or men?

• Do you see gender as always fitting neatly into a binary
(woman and man, trans and cis)?

• Do you privilege binary genders on your forms and in
conversation with clinical or supervisory co-participants?

• What role do you believe binary gender plays in the lives
of clinical co-participant individuals, couples and families?

Misgendering: The use of
descriptions and
terminology that
disregard someone’s
own designations of
their genders (Ansara,
2010).

• When working with clinical or supervisory co-participants,
do you automatically refer to them as he or him, or she or
her based on their gendered expressions, their appearance,
or the “sex” listed on their ID?

• When working with clinical co-participants, do you assume
the nature of the relationships between people, based on
your perceptions of their genders?

(Continued)
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APPENDIX (Continued)

Forms of Cisgenderism Questions

• When working with clinical co-participants, do you find
yourself applying gendered language to the relational or
familial roles and terms that apply between people before
you have gathered this information from them?

• When discussing sexual activities and behaviors with
clinical co-participants, do you use gender-associated
language such as “clitoris” or “penis” or “vagina” to
describe people’s body parts, without first asking which
terms they use?

• Have you ever had to correct someone who has
misgendered you or someone about whom you care? If
not, are you aware of the often severely negative emotional
and practical consequences of misgendering?

• Do you routinely check in with clinical or supervisory
co-participants to make sure you have not misgendered
them? That their gender self-designations have not
changed?

Erasure: A failure to
consider the existence
of people whose
assigned binary
genders differ from
their binary gender
self-designations or
who have non-binary
self-designations (e.g.,
genderqueer, bigender,
polygender, or
agender).

• Have you or any members of your family ever questioned
their “assigned gender” or “assigned sex”?

• When you meet a new clinical co-participant, do you
assume that their assigned gender matches their gender
self-designation unless otherwise specified? Do you assume
it has always matched?

• When discussing gender with supervisory co-participants,
do you describe “trans people” and “therapists” as if they
are distinct and mutually exclusive categories?

• Do you make assumptions about which life experiences
your clinical and supervisory co-participants have had
based on their assigned or self-designated genders?

• When you discuss sexual activities with clinical
co-participants, do you make assumptions about what they
do sexually and with whom based on their anatomy and
gender?

• Have you ever considered that a clinical or supervisory
co-participant might not want to work with you because of
your gender history or gender designation?

• Have you considered how the way you designate your own
gender influences how you see the gender of your clinical
or supervisory co-participants?

Pathologizing: The
construction of
people’s behaviors or
characteristics related
to gender or
self-designated gender
as pathological or
disordered (Ansara &
Hegarty, 2012).

• When working with clinical co-participants who appear to
be “gender variant,” do you begin by asking them about
their “gender identity” issues or do you allow them to
determine the extent to which gender is or is not relevant
to their therapeutic goals?

• When working with clinical co-participants that appear
“gender variant,” do you assume that their presenting
problems must be related to their “gender identity” or
intersex status?

(Continued)
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APPENDIX (Continued)

Forms of Cisgenderism Questions

• Do you assign a diagnosis of “Gender Identity Disorder,”
“Gender Dysphoria,” or “Gender Incongruence” to those
who meet DSM criteria, without first discussing the
potential employment discrimination, loss of financial
health coverage, and stigma that may result?

• Do you treat the desire to wear clothing and engage in
activities that are not typical for someone’s assigned gender
as clinical “red flags?”

• What are your thoughts, feelings and experiences using or
hearing phrases like “tranny,” “sissy,” “tom boy,” “gay,” or
“hermaphrodite”? What values do you associate with these
terms? Have you considered the difference between an
individual using these terms about themselves versus
someone else using them?

• Do you automatically treat intersex people’s bodies as
disordered? Are you aware that such treatment promotes
normalizing procedures without people’s informed consent?

• How might you feel if you presented for therapy with a
clinician who tried to change your gender, as happens to
many people? How might you feel if a therapist tried to
make your presumed gender ‘issues’ or physical variations
the focus of therapy, regardless of your own therapeutic
needs and aims?

Marginalizing: The
construction of other
people’s genders as
less legitimate than
official designations or
as inappropriate to
discuss outside of
marginal settings and
contexts (Ansara, 2010;
Ansara & Hegarty,
2012).

• Do you work towards increasing your understanding of
cisgenderism within your own practices, and those of
others?

• Do you acknowledge your own cisgenderist practices and
challenge cisgenderist practices in others?

• What are your initial thoughts, feelings, and behaviors
when you learn that a clinical or supervisory co-participant
whom you believe to be “gender conforming” is expressing
themselves in ways that are considered more “gender
variant,” or when you discover that a co-participant who
you assumed to be strictly “female” or “male” is physically
intersex?

• What effects do you think cisgenderism has on the lives of
clinical or supervisory co-participants?
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