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Ontological Oppression

The construction of otherness because of assumptions about personhood —otherwise known as
ontological oppression'—excludes or misrepresents bodies or identities on the basis of preset
categories. Ontologic constructs of gender in oncology encompass the notions that gender is
inseparable from and synonymous with sex assigned at birth (henceforth sex), that gender is a
static social concept across history or a fixed identity across the personal life course, and that
sex is an objective and fixed category that can be easily assessed by a clinician. In addition to sex
being conflated with gender, sex is used to make assumptions about a person’s anatomy,
chromosomes, and/or endogenous hormones.> The presence of transgender and intersex
people therefore challenges unquestioned assumptions and conflated concepts that are per-
vasive in medicine and particularly salient in oncology for several reasons. First, discourses
regarding specific cancers (eg, ovarian, endometrial, prostate) are often conflated with gender.
Second, cancer epidemiology is often linked to a conflated sex/gender marker (eg, breast cancer
incidence described specifically for women or men). Third, oncology subspecialty care is often
gendered, and in the context of cancer treatment, occupying exclusively gendered spaces may
be particularly painful. Last, mistakes regarding laboratory values or chemotherapeutic dosing
may be particularly hazardous.

Conflated conceptions of bodies and selfhood are interwoven throughout oncology training,
algorithms, and epidemiological and other biomedical analyses. Cancer epidemiology (eg,
women have higher rates of cholangiocarcinoma than men), differential diagnoses, and many
other core aspects of oncology rely on conflated concepts of gender and anatomy. These
conflations render invisible and pathologic transgender and intersex people whose anatomy,
chromosomes, or hormones do not match categorical expectations. Such ontological op-
pression has many consequences including stigma and substandard care. This analytic essay,
authored by queer and transgender academic clinicians, researchers, nonacademic community
members, and allies, proposes a systems-based approach to degendering oncology, which we
define as the conscious and explicit disentangling of gender, anatomy, hormonal milieu,
karyotype and other biological factors in oncologic diagnoses, epidemiological analysis, and
knowledge production along with eliminating sex from our conceptual framework of bodies and
disease. We provide examples of the implementation of degendering oncology, including steps
that can be taken immediately by clinicians, researchers, and administrators.

Degendering Oncology

Many scholars have proposed education as a solution to barriers to oncology care.>-> Data have
demonstrated, however, that education has limitations and is less impactful on clinicians’
attitudes than are previously held viewpoints.® Compared with what is often a decade of medical
training on top of persistent implicit messaging physicians receive, diversity training may be
akin to taking a teaspoon to the ocean and hoping to see a change in the sea level. Instead,
harnessing the contradictions that transgender and intersex people present to oncology al-
gorithms could drive system changes to create lasting solutions. Degendering oncology may
decrease the stigma and paternalism transgender and intersex people face in medical contexts
by taking away some of their impetus. Degendering oncology would also likely promote more
efficacious care for everyone by replacing conflated and imprecise sex/gender variables with
more objective data with which to compare disease biology, responses to interventions, and
outcomes.
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Ontological oppression is deeply entrenched in oncology sys-
tems. However, patients, clinicians, administrators, and others
have many opportunities for resistance and transformation
that can be undertaken immediately at little cost in terms of
time, money, or resources. For example, cancer centers and
spaces within them can be renamed, gender-neutral bath-
rooms can be created, educational materials can be degendered,
guidelines can incorporate gender-inclusive language, and
clinicians can begin using nongendered language with indi-
vidual patients in addition to asking patients what language
they prefer when referring to their bodies.””® Additionally,
systems-based interventions will be needed. Below, we provide
four examples of mechanisms that function at various levels of
oncology systems, demonstrating the need for multilevel in-
terventions to transform oncology.

Disease Discourses

In oncology discourse, specific cancers are associated with
certain genders. For example, breast, cervical, endometrial,
fallopian tube, ovarian, penile, testicular, prostate, and
vaginal/vulvar cancers are ubiquitously gendered in medical
education, oncology guidelines, patient-facing education
materials, research and scholarship, support services, and
the popular press. This manifests with descriptions of cer-
tain cancers as men’s cancers, certain clinics or oncology
centers with gendered titles such as Center for Women’s
Cancers, and position titles such as Head of Women’s Cancer.
Additionally, color choices and imagery further extend the
gendering of cancer types, for example an image of a tie in
media about prostate cancer.”® On a systems level, such
conflations in clinical guidelines teach clinicians to be
confused by, misgender, or denigrate transgender or in-
tersex patients.

A relatively simple alternative would be to degender cancer
discourses. The word people can often be substituted for
women or men as in people with ovarian cancer. ASCO, with
the guidance of some manuscript authors, recently changed
their guideline template to include a paragraph stressing the
importance of gender-neutral language,” which is now
being incorporated into ASCO guidelines.”> This may en-
courage researchers to change eligibility criteria,* clinicians
to change language with patients, and institutions to change
clinic names, bathrooms, and position titles to reflect the
varied bodies, experiences, and identities of people with
cancers, especially those that have previously been associ-
ated with specific genders.

Clinicians can also (1) share their name and pronouns; (2) use
patients’ pronouns, gender markers, and names consistently
and correctly with patients, colleagues, and in electronic
health records (EHRs)'%; and (3) focus on anatomically,
physiologically, and hormonally based processes rather than
associating specific genders with such processes.> As on-
cologists become more facile with these skills, they will likely
become more comfortable with transgender and intersex
patients and less likely to misgender or stigmatize them.
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Epidemiology

Epidemiology, or the study of the incidence and distribution
of disease, can be leveraged to understand and intervene in
preventable causes of cancer. These include social deter-
minants of health such as ableism, biphobia, cissexism,
class-based oppression, endosexism, homophobia, misog-
yny, poverty, racism, transphobia, and other aspects of
structural oppression that lead to health disparities.’*-*® Such
is the reasoning, at least in part, for collecting sociodemo-
graphic data regarding sex, sexual orientation, and gender
identity (including whether people are transgender or not) in
addition to race, ethnicity, income, and age. Potential jus-
tifications in oncology for collecting sex data include that
epidemiologic differences in cancer incidence and outcomes
may be related to (1) hormonal milieu, karyotype, and/or
anatomical differences, and sex is often used as a proxy for
these or (2) experiences of transphobia.'6-8

To gather nuanced cancer epidemiologic data, we propose
that researchers consider replacing collection of sex data
with specific queries regarding anatomy, hormonal milieu,
karyotype, body size, or other factors where and when rel-
evant to clinical care or research. Anatomy inventories, in
which people document current and previous anatomy, are
available in some EHRs and could be built into registries
and clinical trial data collection using a simple checklist
(Fig 1).>>> Should researchers want specifics, they could
query the ages at which previous anatomy was removed. If
researchers are interested in whether patients experience
transphobia, they could query whether patients have a
gender or gender presentation that differs from that gen-
erally expected on the basis of their anatomy or sex.?> Such
tools must be developed with community members and
tested to ensure they are clear, comfortable to answer,
and allow people to accurately represent themselves. Ad-
ditionally, we could reimagine cancer epidemiology without
sex-based designations. Such a bold move could represent a
large step forward toward degendering oncology by recon-
ceptualizing bodies, autonomy, and disease.

Specialty Care

As described above, medical assumptions can render in-
visible and delegitimate the bodies and experiences of
transgender and intersex people. Assumptions about sex and
gender also reinforce distinctions between men and women,
providing questionable justification for separation and un-
equal treatment of so-called women’s health care. These
distinctions may also serve as justification for gender-based
inequities for oncology clinicians in pay,* rank,>* conference
presentations,?52° and experiences of sexual harassment.?7:28
Gynecology, the root of which, gynae, means woman in
Greek, is a specialty devoted to the practice of medicine
related to the uterus, fallopian tubes, ovaries, cervix, vulva,
and vagina and the surrounding pelvic structures. The
specialty’s title connotes and promotes the notion that such
health care is for women only. These connotations may be
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3 Cervix
[ Ovaries

[ Prostate
[ Testicles
3 Uterus/Womb

3 Yes
3 No
@ 1 don’t know

[ Breasts
3 Cervix
3 Ovaries

[ Prostate
[ Testicles
[ Uterus/Womb

Anatomy Inventory?

1. Which of the following were you born with? Please mark all that apply.

[ Penis/Phallus (not including a prosthetic)

[ Vagina/Frontal Genital Opening
[ Decline to Answer, explain why if you'd like

2. Have you EVER had breasts or breast tissue?

[ Decline to Answer, explain why if you'd like,

3. Which of the following do you have now? Please mark all that apply.

[ Penis/Phallus (not including a prosthetic)

[ Vagina/Frontal Genital Opening
[ Decline to Answer, explain why if you'd like

FIG 1. Anatomy inventory. 2Adapted from the 2021 Annual Questionnaire within the
PRIDE Study.'® PRIDE, Population Research in Identity and Disparities for Equality.

implicitly reinforced through conflation of gender with
anatomy in medical curricula, patient education materials,
guidelines, and the optics in clinical spaces, which reflect the
gendered name of the specialty itself and reinforce cognitive
associations between gynecology and women’s health.?9:3°
Given these conflations, men or nonbinary people who need
oncology or other care related to cervical, uterine, or ovarian
pathology face great barriers to receiving it.>°-3* Conversely,
these conflations in clinical care (1) exclude transgender
women from receiving care in gynecological settings, (2)
reinforce a sex binary that assumes reproductive or genital
organs are always present as a defined set, and (3) relegate
the care of transgender and cisgender women to that related
to their sexual and reproductive organs. Various possible
solutions exist to decrease the potential harms of such
entrenched aspects of oncology care. First, to limit the
negative sequelae of gendered subspecialty care, clinicians
and institutional staff could develop policies and procedures
to ensure that health centers, literature, intake forms, and
other materials avoid terminology that implies that equiv-
alency of sex, gender, anatomy, hormonal milieu, karyotype,
and other biological factors. Second, systemic dismantling of
such siloed health care services could be undertaken. For
example, the fields of genitourinary and gynecologic on-
cology could be combined and renamed to encompass the
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organs of the genitourinary and reproductive systems for
anyone regardless of secondary sex characteristics. This
would likely ameliorate the need for spaces, patient edu-
cation, and clinician education materials that reinforce ex-
clusions on the basis of gender. Community groups and
academic centers could also work in partnership to develop a
layperson term for such specialty care, for example, pelvic
oncology, which may be a term people are familiar with given
the similarity to the term pelvic examination that may ad-
dress accessibility concerns for patients.

Laboratory Values and Drug Dosing

Clinicians may experience difficulty interpreting abnormal
laboratory values for patients whose hormones or anatomy
are not what is expected based on assumptions related to the
sex/gender marker in their medical records. Patients are
usually registered as male or female on the basis of insurance
cards or other documents offered at registration. The sex/
gender marker on these documents may have little to do with
hormone levels or anatomy. On the basis of that marker,
patients’ laboratory values are then compared with normal
ranges, which reflect statistical distributions for people
classified as men or women in cohort and population studies.
Laboratory values may vary between large populations of
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men and women for a variety of reasons. For example, en-
dogenous or exogenous hormones affect hemoglobin be-
cause testosterone increases erythropoiesis and menses
induces blood loss. For these reasons, normal laboratory
value ranges may not apply to those of transgender and
intersex people on or off hormone therapy, with or without
menses, resulting in laboratory values persistently flagged
as abnormal when they may not be.3*

Some chemotherapeutic dosing, including for carboplatin, is
based on creatinine clearance, which is calculated based on a
sex/gender marker. Extrapolation may be difficult or erro-
neous for people whose anatomy, physiology, body size,
muscle mass, or volume of distribution is different from
what is expected on the basis of that marker. Little data exist
regarding whether dosing on the basis of a sex/gender
marker affects chemotherapeutic efficacy or rates of side
effects in transgender and intersex patients.

A variety of alternatives to gender- or sex-based normal lab-
oratory ranges exist including (1) doing away with them all
together by creating normal laboratory value ranges that en-
compass normal values for all patients regardless of sex assigned
at birth, gender, or hormone levels and (2) basing normal values
on serum hormone concentrations (for those values that are
hormone-dependent), body surface area (BSA) or volume of
distribution (for those that are based on a person’s size),
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muscle mass, or other physiologically relevant factors in-
stead of a sex/gender marker. The potential benefits of such
approaches include (1) decreasing uncertainty among pa-
tients and clinicians regarding the health and well-being of
individual patients on the basis of laboratory values and (2) if
the second approach were chosen, providing more precise
and accurate information for all patients because measures
such as BSA or hormone levels may be more likely to cor-
relate directly with patients’ laboratory values.

In conclusion, conflation of sex and gender and inferences
made on the basis of these variables are deeply entrenched
reality constructions. These lead to stigma and paternalism
and data inaccuracies. In contrast, the contradictions that
transgender and intersex patients present to oncologic
discourses, processes, and algorithms could be used as a
catalyst for systems changes that would increase the
precision and accuracy of normal laboratory value ranges,
chemotherapeutic dosing, and clinical trials data and our
ability to extrapolate data to specific patients. The exam-
ples we have provided suggest a need to conceptualize
degendering oncology across multiple levels both of on-
cology systems. A future research agenda is called for to
develop and test the impact of related interventions for
individual patients and clinicians, institutions, national
organizations, and oncology culture. These changes will
also provide a roadmap for degendering medicine broadly.

University School of Public Health, Box G-S121-6, Providence, RI 02903;
Twitter: @ash_alpert; e-mail: ash_alpert@brown.edu.
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