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Abstract

Waiting times for initial appointment for gender-affirming healthcare services in
England can be seven years (NHS, 2023a). Months pass between follow-up
appointments and subsequent care, falling well outside NHS standards. This thesis
examines the emotional and temporal consequences of this protracted waiting, and
coping mechanisms used by patients to approach and manage this time. In order to
investigate these issues, the study adopted a mixed qualitative methodology of semi-
structured interviews, diaries, and ethnography with 26 trans identified people living
in England. The analysis of the data revealed that waiting for gender-affirming care is
a depressing, anxious time for many who experience distortions of time perception
that are detrimental to their emotional and social wellbeing. The many coping
strategies showed some well-thought-out methods of managing lengthy waiting
experiences. Active strategies to progress through transition, or at least give the
illusion of it, appear in the form of supplementary gender-affirming clothes, obtained
hormones, or social affirmation. More private and solitary strategies of emotional
release also offer relief from the difficult waiting experience. The majority of
participants also use trans social media as an information source and found comfort
from others in knowing that their experience is shared. The findings of thesis
contribute to studies of waiting time in healthcare, queer temporality literature,
minority coping theory, and community social media use. Also importantly, this study
sheds light on how trans people function - together and alone — in the context of the
difficulties of waiting for gender-affirming care. It shows community is an invaluable
source of care in the absence of timely medically sanctioned treatment. This thesis
recommends an informed consent approach to trans healthcare be implemented in
England and further afield, with hormone replacement therapy available from primary
care, removing the burden of waiting from the trans community.
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Chapter 1. Introduction

Waiting times for gender-affirming care in England across the eight adult gender
identity clinics (GIC) all exceed 18 weeks, with some trans people waiting six years
for an initial assessment (NHS 2023b; NHS, 2023d), and longer still, for treatment.
London’s GIC alone has over 11,000 individuals on their waiting list, with a waiting
time of about four years (NHS, 2023a). A recent high court case revealed that the
reason for these lengthy waiting times across clinics is due to a lack of staff, which is
not the fault of the NHS (Guardian, 2023). However, this means that trans people are
expected to wait an inordinate amount of time to receive gender-affirming care,
which is detrimental to their well-being. During the waiting period, many turn towards

the trans community for support.

With increased trans visibility and world-wide online communication available, it is
easier than ever to locate a physical or online transgender community. This social
access results in an extensive amount of anecdotal literature on endocrinological
and surgical reassignment results, as well as the accounts of being a patient at each
of the Gender Identity Clinics (GICs), produced by trans people themselves. What
emerges from the experiences shared in these spaces is that gender healthcare in
the UK is desperately slow, with a 13-30+ month waiting time from the point of GP’s

referral to the initial appointment at a GIC (Genderagenda, 2017).

These lengthy waiting times in England are due to a limited number of physicians
wanting to specialise in the area of gender care, in combination with increased
numbers of people attempting to access the service (Davis et al, 2013). The long
waiting times cause substantial emotional stress to transgender people who suffer

emotionally (Heyes, 2016). Wylie, Hainsworth and Ryles (2007, p 93) reported 81%



of people were either “dissatisfied or very dissatisfied with the time they had been on
the waiting list”. Transgender people find these times excessively long and suffer
from a low measure of well-being as a consequence (Heyes, 2016). This negative
experience is at the centre of this thesis which investigates its contexts and

consequences.

A very small number of doctors are approved to diagnose gender dysphoria in the
UK (UK Trans Info, 2014). Under the conditions of the World Professional
Association of Transgender Health (2022) a diagnosis is hecessary to begin
monitored hormone replacement therapy. Each medical stage of the transition
requires approval from specialists, and this is only obtained within appointments,
which are scheduled many months apart (NHS, 2023a). The lengthy waiting times,
therefore, are not exclusive to initial access to the GICs in terms of first appointment;
they are also a part of the process to obtain the different medical interventions,
signatures of approval, and consequential surgeries, once an individual reaches
those stages of their transition. External to the GICs, other healthcare for
transgender people remains poor. Studies, within and outside of England, show
there is a distinct lack of GPs, nurses, and endocrinologists knowledgeable on
transgender medicine, whose expertise is vital to the safe monitoring of a medical
transition (Bauer et al, 2009; Hobster & McLusckey, 2020; Sanchez et al, 2009).
Having a limited number of these crucial professionals can lengthen the time it takes

to access and maintain gender-affirming care.

In the intermediate time, engaging with the transgender community for support,
friendship, validation, or an online platform for safe expression and as a resource of

information can be lifesaving for those waiting (Levitt & Ippolito, 2014). There are



numerous online spaces of transgender people who access them from all over the
world, creating community spaces in which to share knowledge and experiences with
others. These spaces allow transgender people to explore their gender identity with
others in similar circumstances. ldentifying with a transgender community is
beneficial to well-being by creating a feeling of proximity to others, even if there is a

large geographical distance between communicators (Barr et al, 2016).

The medical field has claimed authority over transgender identities since the addition
of psychiatric diagnoses for gender variances in the Diagnostic Statistical Manual 11|
(DSM) in 1980 (Johnson, 2015). Two diagnoses were added to the DSM llI:
Transsexualism and Gender Identity Disorder of Childhood, for adults and children
respectively. In the DSM IV 1994’s publication, Transsexualism was superseded by
Gender Identity Disorder of Adolescence and Adulthood. Interestingly, in this edition,
the sexuality of transgender women was described as capable of being
hetero/homo/bi/a/sexual; however, transgender men were described as
predominantly heterosexually inclined. It was considered a rare phenomenon to
encounter a gay transgender man. However, this is more likely due to
transmasculine individuals hiding their sexuality from fear of homophobia and of not
being allowed to transition if they do not fit the medical stereotype. In 2015, the DSM
V brought forward Gender Dysphoria and, with it, some changes to the
categorisation of the condition. Zucker (2015) noted 10 significant changes between
the 4™ and 5™ editions, with the most noteworthy being: the de-categorisation of this
condition from Sexual Dysfunctions and Paraphilic Disorders; the fact it was no
longer necessary for one to be of a specific sexual orientation; more stringent criteria

around the diagnosis of children; the inclusion of intersex people as individuals who



may obtain this diagnosis; and a reduction of the time the condition persists for

necessary for a diagnosis.

The removal of gender dysphoria from the Sexual Dysfunctions and Paraphilic
Disorders section into one of its own is a recognition from the medial field of the
natural variation of gender expressions within humans of the same gender. This was
a move encouraged by transgender activists, who argued that the transgender
experience is not a mental disorder, though Zucker and others argued otherwise
(Zucker, 2015). Zucker has a controversial reputation for trans healthcare with a
history of suspected conversion practices on very young children in his early career.
He remains a prominent voice in global trans healthcare, with trans academics and
activists opposing his participation in trans health conferences (Pearce, 2017). The
removal of the criterion which required individuals to have a specific sexual
orientation was certainly necessary and was not only a sign of progress for the
transgender community, but for the LGB+ communities as well. With the old standard
in place, same-sex attraction continued to be pathologised in the medical field, which
was detrimental to transgender non-heterosexual individuals’ access to treatment.
The increased stringency over childhood diagnoses is explained by Zucker as
intending to “likely sharpen the distinction between a diagnosis of GD and normative
variation” (2015, pg. 34). While practitioners may find making a diagnosis harder, the
official recognition of the fact that “gender nonconformity is not in itself a mental
disorder” (American Psychiatric Association, 2013, pg. 1) is a positive step towards
the acknowledgement of varied gender expression in children, and, ultimately, adults

as well.



Despite changes to gender-affirming care in recent history, trans people continue to
have difficult experiences in accessing care. It is estimated that over 25,000 people
are currently waiting for an initial appointment for gender-affirming care across the
eight English GICs (The Guardian, 2023). The combination of the limited number of
clinics and specialists, as well as increasing numbers of trans people attempting to
access gender-affirming care, has resulted in the patients being provided a service
unable to meet their needs in a timely manner. As mentioned above, a recent court
case has shown the NHS does not accept fault or liability for this, citing a shortage of
staffing as the main issue (The Guardian, 2023). Therefore, the only ones bearing
the consequences of this institutional problem are those in the trans community
themselves; the burden of waiting falls onto them. The emotional impact that this

lengthy waiting has on trans people is the focus of this thesis’ investigation.

1.1Current Gender-Affirming Care Context

At present, those seeking to medically transition in England may use the NHS
gender identity services or one of few private gender-affirming practices. These
practices utilise the World Professional Association for Transgender Health (2022)
guidelines in the delivery of gender-affirming care, which use diagnostic criteria for
gender dysphoria from the DSM-5 and ICD-11. While some NHS clinics allow for
self-referral, the usual practice is to begin one’s medical transition journey after being
referred by a GP. This referral is followed by extensive waiting in the average region
of three to six years depending on the clinic, as detailed previously, until the first
appointment. Private clinics operate similarly, under the same standards of care as
the NHS but with an initial wait of months, rather than years, for the first appointment

and briefer time between follow up appointments. In some NHS clinics, an



appointment with a psychologist is provided in the interim of waiting for a clinical
assessment. However, this is not universal across clinics, information about it is not
freely advertised on their websites and, most importantly, it is not a diagnostic

appointment.

Individuals desiring hormone replacement therapy (HRT, full terminology list in
Appendix 6) can be prescribed to following one diagnostic appointment, though a
team is expected to care for them including a nurse, psychologist, and
endocrinologist who may assess the patient before their diagnosis (World
Professional Association for Transgender Health, 2022). It has been normal across
NHS clinics for two diagnostic appointments to be performed until quite recently.
While this is no longer required, it may still be used in certain instances to confirm a
diagnosis. Waiting times between diagnostic appointments and for follow-up
appointments are not advertised on most GIC websites but appear to range from 3 to

18 months apart varying by clinic.

Gender-affirming surgery referrals may be offered after at least 6 months of HRT in
the instance of its use; HRT is not a prerequisite for gender-affirming surgery if it is
not desired or causes the patient harm (World Professional Association for
Transgender Health, 2022). Individual surgeons may have their own requirements
for eligibility based on, for example, weight. NHS waiting times for gender-affirming
surgeries vary by chosen surgeon, of which there are few, and can extend into many

years.

While this process appears straight-forward, it is fraught with many obstacles and
unexpected delays, as this thesis demonstrates. It also rests against a backdrop of

political and social unease for trans people. While trans people wait longer than most



for healthcare, they also subject to the demands of social life in the process and are
expected to maintain their livelihoods while transitioning. Media and political attention
have increased around trans identities and bodies in the last decade, drawing focus
onto the provision of trans healthcare over the last decade, with the few voices
seeking to limit access to it having greater influence over the lives of transgender
people than they do themselves. At the time of the interviews, the Gender
Recognition Act 2004 went into consultation, giving many the hope of more
autonomy over gender identity. However, the result of the consultation did not grant
this autonomy, continuing to gatekeep legal gender recognition behind a diagnosis,
obtainable only after many years of waiting. Additionally, creeping regulations in the
sport and education sectors are seeing trans people excluded from participation and
being outed against their will. The portrayal of these events in the news is usually
negative, vilifying trans people and suggesting their inclusion will cause moral
corruption to the masses, beginning with children. Interestingly, much of the current
anti-trans rhetoric is focused on the idea that children are in need of protection from
the allegedly nefarious effects of simply existing around trans people. Trans people
suffer the same accusations of child abuse as those spewed against gay men by the
likes of Anita Bryant. In fact, the modern opponents of the social inclusion of
transgender individuals seem to be using the same set of talking points as many
figures of the anti-gay movements of the past, claiming that being around trans
people can actually ‘turn’ a child trans (Rosky, 2012). Moral outrage is created and
used to limit trans peoples’ autonomy politically, and subsequently, medically.
Existing while trans in such socially contradictory times is a contextual burden for all
trans people, which is simultaneously exacerbated by and actively exacerbating the

suffering caused by years of waiting for gender-affirming healthcare.



1.2 Thesis Aims and Background

The aim of my thesis is to investigate how trans people emotionally experience
waiting for gender-affirming care. | also investigate how trans people cope with the
waiting times and how social media is used during the waiting time. Specifically, the

research questions of this thesis are as follows:

e How does waiting for gender-affirming care feel?

e How do transgender people cope with the waiting time?

e How is trans social media used during the lengthy medical transition and the
waiting it involves? How do digital documentations of transitional progress

influence transition across waiting time?

Given the length of time it takes to medically transition in the NHS, it is important to
understand the emotional effect of the process of waiting on transgender people,
particularly at points when a medical transition is delayed beyond their control. All
stages of waiting throughout the transitioning process are reflected in this thesis,

from waiting for a GP referral to the end of medically transitioning.

At the core of my thesis is the temporality of the transgender experience of waiting
for gender-affirming healthcare and the progression of one’s medical transition.
Trans and queer temporalities, i.e. experiences of time, show varied descriptions of
the passing and movement of time (Horak, 2014; Carter, 2013; Pearce, 2018).
However, most queer and trans temporality theories do not consider waiting for

gender-affirming care. My thesis contributes to the limited research on emotions of



trans people waiting for care and trans temporality research, with the aim of

informing better healthcare practices in the future.

In regard to the coping strategies of trans people, my thesis shows the necessary,
sometimes costly and risky, methods of managing the emotional and temporal
effects of waiting. These strategies are presented along existing trans coping
literature, emphasising the importance of reliance on the self and intercommunity

care in the absence of formal medical care.

This thesis is finally concerned with how online social media spaces devoted to trans
people are used while waiting for gender-affirming care. Further, an examination of
digital documentations of transitions is presented, as those represent a large part of
the content consumed and created by trans people on social media sites, such as
YouTube and Tumblr. The interviewees’ understanding of what community
connectivity means to them is also investigated, adding to and elaborating on

previous definitions of community connectivity.

1.2 Thesis Structure

This thesis is structured as follows:

Chapter 2 reviews literature pertaining to the three research questions. Emotional
experiences of trans people under various conditions are examined first to form an
understanding of their general emotional state under stressful circumstances relating
to their gender identity. Temporality literature is then reviewed to present how trans
people experience the passing of time during different periods of their lives. This
literature demonstrates the fluctuating sense of passing of time under different

conditions. The chapter then proceeds to review how trans people tend to cope with



10

stressors that arise from their trans status, such as discrimination and gender-related
stress. These studies highlight the importance of community support and validation.
Finally, the chapter reviews literature on social media used by trans people and

community connectedness online.

Chapter 3 presents the methodological approach adopted in this research and
details the data collection and methods of analysis employed. | discuss the benefits
of the three data collection methods | utilised in light of the post-modern feminist
approach of this thesis. | also discuss how participants were recruited and the
difficulties experienced during the recruitment process. | finally reflect on the

research process reflexively, as a trans researcher.

Chapter 4 is the first of the four analysis chapters. Its focus is on the emotional
experiences of my participants, which are presented in a chronological order of the
individuals’ medical transition. They reveal that severe emotional suffering
accompanies the waiting time at every stage of the medical process; the emotional
states described by the interviewees matched, in many cases, with diagnostic criteria
of moderate to severe anxiety and depression. Negative emotional states and
experiences persist through transitioning, particularly when additional barriers to

healthcare are regularly imposed by GICs.

Chapter 5 analyses the temporal experiences of waiting for gender-affirming care. |
review how the motion of time feels to individuals, forming comparisons to other
theories of queer temporality. | also present the similarities and differences of
gender-related waiting temporalities compared to other waiting experiences of the

individuals. Waiting for gender-affirming care feels slower in comparison with
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objective time. Some of the interviewees felt out of touch with time altogether due to

their powerlessness to influence their transition’s progress.

Chapter 6 examines the coping strategies the interviewees used to manage the
emotional and temporal effects of waiting. Against a backdrop of trans and queer
coping literature, many beneficial strategies are examined, and | explore how these
strategies help manage waiting for gender-affirming care. Community immersion
allows trans people to mentally invest in trans culture and enjoy other trans peoples’
company, art, and participate in other social events. These acts help separate
waiting from their trans identity, allowing them to celebrate their transness as a
source of joy and togetherness. Information about transitioning is also found in
community spaces, filling the gap left by medical services. Several methods of
addressing gender dysphoria are discussed. Finally, | present the actions and
distractions that served to reorient the interviewees’ sense of time and manage
emotional experiences. Chapter 6 provides an in depth understanding of the multiple

ways in which trans people manage waiting for gender-affirming care.

Chapter 7 interrogates trans social media use by the interviewees during the waiting
process. | firstly present how the interviewees interact with trans social media,
including how community immersion provides them the opportunity to: learn about
transitioning, including the waiting times; share experiences of waiting; find empathy
from other trans people; and create long-term bonds of friendship. | then focus on
digital documentations of transition, i.e. the videos, blogs, and other media created
by trans people to show their medical or social changes during transition. | examine
the ways in which the interviewees interacted with this kind of content, as well as the

reasons for which some of them had, or had not, created their own digital
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documentations. Chapter 7 ends with an analysis of the meaning of community
connectedness to the interviewees in comparison with previous literature that

measures community connectedness.

| conclude my thesis with a summary of its novel contributions and recommendations
for those medical practitioners responsible for caring for trans people. | also reflect
on the research’s methodological design reflexively, as a trans researcher. My
recommended solution to the problem of lengthy waiting times is a change of
healthcare practice in the case of gender-affirming care to an informed consent
approach, with hormone replacement therapy available at the level of the GP, and

greater involvement from local level clinicians to facilitate medical transitioning.
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Chapter 2. Literature Review

This chapter reviews several research areas which have been consulted to assist the
answering of the three research questions of this thesis. This chapter will present
five areas of sociological literature from which the analysis presented is drawn to
situate this research. In answering the research questions, | engaged with literature
from different areas of sociology and psychology in order to account for the ranging
experience of waiting for gender-affirming care and the social context in which it

happens.

Firstly, | will review literature and theories pertaining to sociological theories of
emotions, which | will then narrow down to research that looks at trans people’s
emotional reactions to difficulties they encounter in social life and healthcare
specifically. These studies will provide a foundation for an understanding of the
emotional circumstances of trans people in preparation for the analysis of how
waiting for gender-affirming care is experienced emotionally in Chapter 4. While this
waiting time can be emotionally tumultuous, it can also disturb one’s perception of

time, a phenomenon which is explored separately in Chapter 5.

Literature examining theories of the perception of the movement of time, or
temporality, will follow. Studies on trans and queer temporalities offer insight into the
ways in which trans people’s experience of time differs from cisgender and
heterosexual people. They present the trans experience of the flow of time as
variably non-linear in multiple social arenas; thus, they provide a basis for an
investigation of the temporality of waiting for gender-affirming care. The application
of emotional and temporalities theories to the analysis of waiting for gender-affirming
care will answer the first research question of “How does waiting for gender-affirming

care feel?”
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The first research question anticipates difficult emotional and temporal experiences
for trans people waiting for gender-affirming care. Therefore, | will review coping
literature relevant to the trans experience to address the second research question:
“‘How do trans people cope with the process of waiting for gender-affirming care?”
Coping strategies, discussed in the research below, are used within the trans

community to manage social difficulties experienced during waiting.

Social media and online resources contribute to a great deal of the trans
community’s knowledge about being trans and transitioning. They are an integral
resource to many, especially when physical distance is prohibitive of meeting others,
and allow exploration of gender, as discussed in the literature presented below.
These studies will underpin Chapter 7’s investigation of trans social media’s use

during waiting for gender-affirming care.

Finally, | will review the meaning and purpose of community connectivity in reference
to mental health. The community has many online spaces to discuss their
experiences with other trans people in similar positions with similar lifestyles and
interests. In these spaces, they will undoubtably form bonds as they share their
experiences and find a sense of belonging. The interaction of community connection,
and the very nature of it, particularly when considered in reference to waiting for

gender-affirming care, is of implied interest within this thesis’ research questions.

2.1 Sociological Explorations of Emotions

Bericat’s (2016) review of forty years of work on the sociology of emotion finds that
emotions are an experienced physiological change of state in the body and mind in
response to something within the self or in the environment. Bericat (2016) argues

that all social situations, from politics to TV shows, are emotionally charged and
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analysing emotions across different contexts helps to inform on important social
phenomena. Many theorists have contributed to the study of emotion, proposing
understandings of why emotions occur across various contexts. | will review some

whose work is especially useful in my analysis in this section.

Hochschild (1983) theorises that emotional displays are clues as to the true state of
one’s mind. She also builds on Freud’s understanding of anxiety and proposes that
anxious sensations come as warnings in hazardous situations. According to
Hochschild (1983), different emotions come from appraising different situations, from
work and social life, reflecting power structures and to signal an individual to behave
in a certain way depending on the context. Individuals learn from new experiences
and carry that knowledge into similar future emotional circumstances to help manage

difficult emotional reactions appropriately and effectively.

Other theorists explain how emotions can also be shared across social groups facing
a common emotive event based on how events are appraised. For example,
Yzerbyt, Dumont, Wigboldus and Gordijn (2003) show how shared emotions can
present across group members when individuals face a violation to their in-group.
They found that the critical emotion, in this case, anger, presented increasingly
alongside higher-level in-group identification as their most significant result. Where
group membership was not salient to individuals, emotional reactions were recorded
with less intensity. However, their findings show that emotions and reactions to an
event can be shared across an in-group. Their research compliments appraisal
theorists’ understanding of emotional reactions and suggests better intergroup
relations in multicultural spaces may be formed by sharing experiences with different

groups (Yzerbyt et al, 2003). The in-group categorisation was made salient to
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participants to draw their attention to their group and its other members. Other
groups who openly and actively participate in a cultural identity group, such as the
trans community, may have broader emotion sharing capacities due to having
shared experiences with existing emotional impacts which are related to their

identity.

Stryker (2004) alternatively proposes identity theory to include understandings of
emotional responses. Stryker argues that emotions are expressed in relation to the
(in)validation of an individual’s identity in a social setting. Multiple identities exist
within an individual to be used within different social roles, with some identities being
more important than others depending on the situation and interlocutors. For
example, assuming the identity of a parent is useful with raising children at home,
but a professional identity is required in the workplace instead when engaging with
colleagues and superiors. Emotions are explained as the product of the difference
between an expectation versus the reality of a social interaction and the level of
validation of the self from that interaction (Stryker, 2004). To follow from the previous
examples, being confirmed as a good parent or professional by others will give rise
to positive emotions, and the opposite effect can be expected if one is disaffirmed.
Stryker (2004) extends identity theory’s emotional theorisation across social groups,
as do theorists of intergroup emotions, whose work will be reviewed next. | apply this
theory to the trans community in the analysis of this research to understand how
trans people are emotionally affected by, essentially, waiting for the validation of their

identity through gender-affirming care.

Von Scheve and Ismer (2013) propose that individual and group emotions are linked

and influence each other through several processes. Combining three distinct social
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research areas, they devised a model to account for emotions arising in groups from
face-to-face encounters, culture and shared knowledge, and identification with a
social group. They propose that the foundations of collective emotions in groups or
collectives are elicited through memories created by group discourse, which grow to
exist as attitudes of the group. Membership of a group demands emotions to be
expressed in accordance with its norms and values; certain events require explicit
behaviours, including the display, or containment, of emotions. Performing emotions
in group-accepted ways conveys the emotion around the group, whilst validating it as
an appropriate response to an event in the past or present. In this way, sentiments
surrounding waiting for gender-affirming care may move around the trans

community, validating individuals’ emotional responses to it.

These theories of emotion can be applied to trans people’s experiences to
understand their emotional reactions in the context of their lives. They help account
for trans people’s emotional experiences as a result of subordination within the
healthcare system as a marginalised group. However, theory specific to trans
people’s emotions is required for a more accurate analysis, as broad theories tend to
assume cisgender experiences as the norm. The following section reviews trans and
gueer literature on emotional outcomes of trans people in healthcare, giving a closer

understanding of trans emotional experiences.

2.2 Trans Experiences of Healthcare

Van der Miesen et al. (2020) reviewed the paused state of gender-affirming
healthcare in the Netherlands due to COVID-19, highlighting the existing and
exacerbated difficulties experienced by the trans community in health and social

contexts. They discuss access to care, where two thirds of trans patients wait more
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than 18 months to begin taking hormones, as a ‘serious issue’, acknowledging
waiting (averaging much less than UK waiting times for the same treatment) as a
crucial problem. The consequences of this problem for the trans community are
presented: in the short-term, delayed care may lead some to seek hormones from
unsanctioned sources; the long-term effect of waiting in trans people is a propensity
for emotional based mental health conditions, such as anxiety, depression, and
suicidality (Van der Miesen et al., 2020). Van der Miesen et al. (2020) are concerned
that the emotional effects of waiting for or being delayed gender-affirming care is not
of research interest to healthcare professionals, and that future research and socio-
political movements for trans people may be deferred due to COVID-19 taking
precedence in health and politics. Their concern is recognised in this research, as
the emotional experience of waiting for gender-affirming care is the primary target of

investigation.

Waiting is known to be problematic, even without the influence of COVID-19. Rickett,
Johnson, Ingle, and Reynolds (2020) conducted an online survey to capture the
experiences of support received from various health services by parents and carers
and their gender diverse primary school aged children. Waiting was one of the four
common themes of their analysis, noting its enormous emotional cost. Lost time
during childhood and adolescence is replaced with stress experienced by both
gender diverse children and their parents as they live through the uncertainty of
waiting. Conversely, care in the form of hormone-blockers offered a welcome pause,
during which children could reflect on their identity without the stress of continued
pubescent development. Rickett et al’s (2020) other participants said they and their
children felt knowledgeless about the process of care through the waiting periods to

accessing care. Only 16% of Rickett et al's (2020) participants agreed that their GP
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understood their and their children’s needs, and just under a quarter felt their GP had
given them good support. Official information about care practices and guidelines
was difficult for their participants to find while they waited for care, leaving them
feeling isolated and leading them to seek help from other parents of gender diverse
children and charities in the meantime (Ricket et al., 2020). Their research
demonstrates the general lack and want of formal accessible healthcare resources
across parents, carers, and their gender diverse children and the need to turn to the
voluntary care of other individuals with similar experiences and non-profit

organisations for emotional support.

Pearce (2016) finds adult trans people mistrust their primary healthcare providers
with good reasons. A feature of GPs that is off-putting to trans people making first
contact with them is their limited or absent knowledge of gender-affirming care
practices. GPs, in some cases, seem unsure of how to provide gender-related, as
well as general, care to trans patients. There is a serious case of the “trans broken
arm” in healthcare settings, which has remained prevalent as a community topic over
time and space, where GPs cannot see beyond the trans identity to provide relevant
care (ibid). As discussed by Pearce (2016), stories of GPs obsessing over a patient’s
trans identity when it is irrelevant to their problem contribute to a wide-spread fearful
anticipation of mistreatment or outright refusal of treatment by healthcare providers
in trans communities. Trans people, therefore, have many fears about reaching out
for medical support unrelated to their transition, as there is an expectation of a bad

outcome, supported by personal and community experience.

Another constant circulating worry amongst the trans community is the anticipation of

not being seen as ‘trans enough’ at the Gender Identity Clinic. “Trans enough’ here



20

refers to the notion that the clinician has the final say over whether one’s gender
dysphoria symptoms are sufficient for them to access a medical transition. Pearce
(2016) finds this anxious feeling is paired with stress over up-coming clinical
assessments, which are seen to be a ‘test’ by gender clinicians. She finds trans
people become stressed in anticipation of what they may be asked, such as how
much of their childhood will be delved into, how their relationships with their parents
and people around them will be assessed, and whether their time frames of social
transition are sufficiently justified to warrant accessing medical transition at that time.
Trans people feel that there should be specific answers to the impending personal
guestions to fulfil criteria to satisfy the clinician that they are indeed trans enough to
qualify for a medical transition (Pearce, 2016). Preparation in the form of physical
documents, such as a deed poll and identity documents in a new name, serves to
ease these fears, as this evidence serves to prove that an individual is living in an
acquired gender, which is necessary to pursue a medical transition. Having these
documents in place, and having navigated the healthcare service in advance of entry
into it via the online community, does give rise to hopefulness towards the future;

thus, anticipatory time is not always associated with negative emotions.

Vermeir, Jackson and Marshall (2018) conducted in-depth interviews with eight
Canadian trans people on their perceptions or experiences of barriers to emergency
and primary care. Healthcare providers including doctors, nurses and techs lacked
the cultural competence to provide appropriate care, explained by little to no training
and social stigma. In specific medical screening areas, such as gynaecology and
radiology, their interviewees experienced inappropriate requests and reactions from
healthcare providers, as well as social treatment in waiting areas differing from that

exhibited towards cisgender patients. Other interviewees had better experiences of
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being given the option of a different waiting space for their privacy, which was a
welcome offering- when done discretely. They recommend many improvements
across healthcare systems to ease trans patients’ experiences of healthcare. Most
easily, healthcare providers are recommended to record their trans patients name
and pronouns to ensure their provider addresses them correctly. Healthcare
providers should also be willing to increase their knowledge of trans healthcare
through existing healthcare resources, rather than utilising their patients’ knowledge
of gender in healthcare, as greater knowledge improves care and perceptions of
trans people (Vermeir et al., 2018). This, in turn, should make trans people less

reluctant to seek healthcare and allow them to take better care of their overall health.

Newman, Smith, Duck-Chong, Vivienne, Davis and Robinson (2021) reviewed the
changing and difficult healthcare environment for trans people in Australia and more
globally. Recognising the contentions over trans healthcare caused by legal cases,
Newman et al (2021) emphasise that there is a great anxiety for all those waiting for
gender-affirming care. Various forms of social capital are required on the part of the
patient, and they observe that physicians appear ill-equipped to provide the required

care, even non-transition related, and inappropriately curious.

The trans experience, Newman et al. (2021) argue, is inextricably linked with waiting.
This applies not only to the literal, lengthy waiting times which are a barrier to
accessing gender-affirming care, but also to the wider social experience of
transness. Trans healthcare, as a field, is still waiting for legitimisation in the medical
field, further delayed by the discourse being dominated by critics attacking trans
people and their healthcare providers (Newman et al., 2021). Similarly, the trans

community is still waiting to be seen and respected both in the media, and, perhaps
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more importantly, within the legislative system. These forced delays are therefore a
part of transness, reinforcing the continued discrediting and threats that trans people
experience over their healthcare and social needs (Newman et al., 2021), whilst also
taking away the possibility of legally taking ownership over one’s own gender

identity.

Ker et al. (2020) argue that many barriers to trans health are underpinned by a
cisgender interpretation of gender. This means that cisgender is viewed as a normal
way to be, and so, the urgency of trans healthcare is reduced and side-lined. This
effect is felt throughout the trans community in the forms of lengthy waiting and a
tedious, still highly binarised, diagnosis process. Using discourse analysis from their
interviews, Ker et al. (2020) review a pilot trans healthcare clinic in New Zealand. It
operated with an informed consent model, with general practitioners providing
hormone replacement therapy and other healthcare singularly for trans people. The
trans users of this facility noted the significant differences in their experiences of
pathologisation and waiting time for gender-affirming care between this clinic and the
standard hospital; the hospital was an experience of unbalanced power structures,
bureaucratic waiting, while the clinic was comfortable, with an attitude of anti-
pathologisation, familiar- one user described time there as a luxury. Clinicians
attempted to distance themselves from medical discourses in interviews, leaning
away from the assessment practice of trans healthcare and towards a more
counselling role (Ker et al., 2020). Conceptually, this pilot clinic described is a far
reach from the English gender-affirming healthcare practice, and the following
analysis will show a radically divergent experience in trans individuals as a product

of this difference.
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In summary, this section has provided an understanding of how trans people
emotionally anticipate and respond to being in the process of gender-affirming care
and wider medical care. These studies show that lengthy waiting for gender-affirming
care is a global issue which produces anxiety and depression in many. Healthcare
systems separate from gender-affirming care highlight cultural incompetencies and
inappropriate behaviour towards trans people across the medical field. These studies
also show how trans people are currently treated within healthcare settings; they feel
fearful in approaching healthcare providers due to over-interest or misunderstanding
about their transness by practitioners. In this study | utilise these findings as points of
comparison, contrasting experiences to form an understanding of the emotions that
are brought up as a result of unfair treatment of trans people within healthcare
settings. However, in order to fully understand the impact that waiting for gender-
affirming care has on an individual, | must also examine the influence it has on their
perception of time itself. To facilitate such an analysis, | review theories of trans and

gueer time in the following section.

2.3 Temporality: The Flow of Trans Time

While waiting to attend a GIC, trans people find themselves experiencing different
temporalities, as explored in detail in this study. Temporality refers to the “social
patterning of experiences and understandings of time” (Amin, 2014, p.219). Through
the study of trans and queer temporalities it is possible to form a greater
understanding of gender variance within nonprogressive temporalities to disrupt
normative understandings of trans experiences as medically linear, a notion that

invalidates manyof them (Amin, 2014). Trans and queer temporalities show an ever-
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changing sense of the flow of time. The following theories examine the multiple ways
in which time deviates and flows contrary to linear from trans and queer
perspectives. The first few of these temporal theories flow without structured
direction, offering perspectives of time that leave the notion of forward moving time.
The following theories flow linearly with queer lives, with the temporalities attached
and attributed to specific queer experiences. Queer time and trans time hold different
meanings across the following theories, some seeming contradictory, however that is
the nature of the trans existence. Across their differences, they aptly cover many

aspects of the lived trans experience.

Halberstam describes queer time as “a term for those specific models of temporality
that emerge within postmodernism once one leaves the temporal frames of
bourgeois reproduction and family, longevity, risk/safety, and inheritance”. (2005, pg.
13). Queer time is anachronic and asynchronous to heterosexual time in that it is
non-linear with an anti-futurity quality and is not moving toward traditional
heterosexual goals (Halberstam, 2005; McCallum and Tuhkanen, 2011). On straight
time, Mufioz (2009, pg. 22). comments that “The only futurity promised is that of
reproductive majoritarian heterosexuality, the spectacle of the state refurbishing its
ranks through overt and subsidised acts of reproduction”. Heteronormativity
demands that time be linear and relative to reproductive time; thus, those who
deviate away from this experience may find themselves in a temporality distinct from
those around them, experiencing time queerly and non-linearly. Queer time is viewed
as an experience of asynchrony (Dinshaw et al., 2007). For Munoz (2009) queer
time is the stepping away from prescribed futurity of straight time to utilize the past,
present and future to create a utopian time and space. Halberstam (2005) similarly

presents queer time as a potential time away from the heteronormative life
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experience. These theories appear as presenting unlimited potential of time to
gueers and particularly they appear as opportunities to escape the confines of
straight time and heteronormative activities. However, not all opportunities to escape
straight time offer such multiple avenues of exploration and creation. The following
theories emphasize the temporal displacement endured by trans people as they
attempt to align themselves in time. Carter (2013) gives an alternative, relevant, and
realistic experience of transitional time as multi-occupational. Carter interprets a
dance performed by Sean Dorsey, which was choreographed to depict Lou
Sullivan’s life as a gay trans man, noting simultaneous occupations of time as Lou
transitioned from female to male. The choreography emphasises the past being let
go of, and the future of a new life being embraced during transition. Transitional time,
Carter (2013) argues, is both queer and straight, as it is non-linear, yet refolded back
for Lou in his refigured sexuality. The interaction of trans identity with Lou Sullivan’s
gay identity is a prominent point in the dance (Carter, 2013). The choreographer,
Dorsey, showed Lou’s acceptance into the gay community as if there had always
been a space for him in which he fit perfectly, thanks to a clever manipulation of the
Dance of the Cygnets, beginning the dance with three, as opposed to four, dancers
for him to join later. This demonstration is an overwhelmingly positive representation

of community acceptance during a tumultuous time in an individual’s life.

Pearce (2016) considers trans time to be a time of anticipation. She draws on the
waiting experience of trans people to show that waiting for healthcare is a distinct
trans temporality. For those who medically transition in the UK, nervous anticipation
is rife, as little is known about the full extent of the wait ahead. Pearce (2016) reads
Bradley and Myerscough’s (2015) Transitional Demands, which presents waiting for

transition, and, therefore, anticipation, as a distinct trans temporality and as a form of
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gueer time. Living in a time of anticipation links the current lived experience of
awaiting healthcare to a vision of a better future- the present is compressed and
liminal; the future contains positive possibilities. Pearce (2016) identifies waiting,
mistrust, being trans enough, and hope as key components of considering
anticipation as a trans temporality. Waiting is an essential component of trans
experience for those who await medical care. The futurity of the pre-transitional state
leaves the current time completely anticipatory in advance of the first appointment to
a GIC. This is most comparable to Carter’s (2013) temporality theory as a non-linear
experience of multiple occupations of time, as an old identity is left behind and a new
one is strived for simultaneously. Non-linearity is experienced through not knowing
exactly when the appointment will take place; typically, no clear time frame is given
from the point of referral. During this wait, an individual’s old identity has been
rejected by them, but a new one, whose existence would be granted along with one’s
access to gender-affirming care, has not presented itself yet, thus leaving them in a
state of timeless limbo. Both temporalities are reminiscent of queer time; however,

not all trans temporalities are viewed as queer.

Anticipation continues to manifest even if all the required evidence has been
collected in advance of entry into the GIC service. With everything in place, Pearce
(2016) notes that hope is a prevalent aspect of this waiting temporality. One of her
participants described himself as ‘bricking it’ and also excited in his anticipation of
starting treatment at his GIC. Hope gives an end sight, whereas mistrust, another
important element of Pearce’s (2016) research, shows possible barriers. It promises
the end of the limbo with the beginning of hormone time (Horak, 2014), and so, a
return to linear time from a time of uncertainty (Carter, 2013). Anticipation gives the

connotation that there will be an end to the current wait which should result in what is
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being waited for; this end is so desired by trans people that hope stands out clearly
as a component of transitional temporalities. Post-transition community members
encourage others who are early in their transitions to look forward to the future, with
positive accounts of how their lives are more comfortable after transitioning. This
helps maintain the community’s spirits around gender-affirming healthcare, as well
as allowing those still awaiting it to interact with others further along in the process
for whom it has been successful, and who can confirm that their transition was worth

the wait.

Horak (2014) describes what she calls hormone time as beginning at the start of
hormone replacement therapy and continuing as linear from that time. Specifically,
when discussing trans YouTube creators’ videos across many format styles, Horak
(2014) demonstrates that hormone time is mapped by creators as a progressive
affirmation of themselves across a single, or multiple, videos. Creators use various
temporal forms of presenting their transition as a forward movement, often indicating
the initiation of hormones and directing viewers’ attention to specific aspects of
hormonal changes on the face and body. These can appear as a photo montage of
different images of an individual in chronological order, where years, or even
decades, can be shown in a few minutes, or as a series of similar images, such as of
just the face, over several months to a few years of time at a much faster pace, in a
temporal compression, to show the extremely slow changes that hormones produce,
imperceivable to the human eye. The talking head nature of some of these videos,
where the creator’s head and upper torso are often in view, creates a closeness with
the viewer as they address the camera, as if it were a trans peer, in conversation
and physically change over time, contributes to their high views and many followers

(Horak, 2014). These digital representations of transitions are well-received by the
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trans community, making their value to those waiting for gender-affirming care an

interesting topic of analysis in this research.

There is insufficient research interest in the aspect of waiting in the process of
gender-affirming care, as research trends towards treatment outcomes. Research
conducted by gender clinicians excuses the existence of the excessive waiting times
due to limited funding and few specialist clinicians. However, these excuses only
highlight the lack of medical and political interest in trans lives and diminish the
experience of that waiting, making it appear as a bureaucratic issue rather than an
every-day lived experience that is damaging to trans people. Every person seeking
gender-affirming care must experience a lengthy waiting period which extends into
many years. The waiting can shape the experience of time for the individuals that
experience it, frequently late teenagers and those in their early twenties as in this
research, around not having the healthcare they need to live their lives fully. At this
important early stage of life focus that should be spent on navigating the adult social
world is instead drained navigating the consequences of not being able to obtain the
healthcare needed to present the self as recognisable, within and to others. How this
situation affects trans people requires more research attention and investigation,

both in regards to its temporal and emotional effects.

This section has reviewed literature on trans temporalities, showing that time’s pace
can be experienced in different ways in various circumstances across transitioning.
Each theory presents a different understanding of the experience of time, accounting
for variances to that experience across circumstances. | will use these theories to
elaborate on the multifaceted formation of the temporality that is waiting for gender-

affirming care. Since, as outlined in this and previous sections, these temporal
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experiences can present serious emotional consequences for an individual, it is
necessary to consider how those in the trans community manage the difficulties of
the shift in their temporalities. The following section reviews literature on coping
strategies used by trans and queer people in order to provide a foundation for an

analysis of those strategies used by my interviewees.

2.4 Coping Strategies used by Trans and Queer People

Coping strategies are tools used to manage difficult circumstances. Freese, Ott,
Rood, Reisner and Pantalone (2018) used an online survey to gather data from trans
and gender non-conforming individuals to examine the relationship between their
coping strategies and their mental health. Their participants self-reported
psychological scales of coping in relation to gender related stress, depression,
anxiety and stress, and a measure of suicidality, before and after the start of
transition. These scores were analysed with factor and cluster analysis, resulting in
three distinct coping profiles being observed in participants. Some coping strategies
were omitted from the analysis due to their low factor loading including “I have been
turning to work or other activities to take my mind of things” and “I've been making
fun of the situation” (pp139). Due to the statistical nature of their analysis, these
omissions were necessary; however, a closer analysis of these smaller variables
may have yielded an interesting discussion. The three coping profiles reflected use
of both functional and dysfunctional coping tendencies. 134 patrticipants fell into high-
functional/low-dysfunctional profile (HFLD), favouring coping strategies based in self-
reliance and social support and avoiding self-blame and substance abuse. 104
avoided using any strategies (LFLD) and 78 used all the strategies (HFHD). Freese

et al.’s (2018) results suggest that trans and gender non-conforming individuals tend
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towards functional coping strategies, but that higher levels of depression and
suicidality appear associated with dysfunctional coping strategies, which, in turn,
impedes the well-being gained from functional strategies. They advise future
research to investigate substance abuse to understand its specific use as a coping

strategy in the trans population.

Bry, Mustanski, Garofalo and Burns’ (2018) research focused on individuals who
were psychologically resilient to depression and anxiety, despite having experienced
stigma from their families. They conducted semi-structured interviews with ten trans
women and sexual minority males to discover their coping strategies in relation to
their experiences of gender, sexuality, and life-related stressors. Several assets and
resources were described by the participants which helped them tackle
discriminatory experiences or discount and devalue their impact. Most of their
participants devalued societal acceptance, which appeared to minimise the effects of
discrimination encountered outside of the home. This, along with other measures,
such as normalising gender and sexual variability and being conscious of others’
opinions versus fact, assisted their participants in maintaining their high self-esteems
and resilience. The authors also found social and religious support was a key
variable in self-acceptance as the individual was affirmed by others and their
understandings of holy texts, again contributing to resilience. Bry et al. (2018)
suggest that minority stress may be treated in clinics by helping individuals obtain

problem-solving skills and helping them seek supportive, affirming social spaces.

Gorman, Shipherd, Collins, Gunn, Rubin, Rood and Pantalone (2022) conducted
semi-structured qualitative interviews with thirty trans and gender diverse people to

assess their coping strategies of gender-related stress. They discussed strategic
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avoidance as a common multi-use coping mechanism which can be used to conceal
a trans identity in social situations which may invite discrimination or harm, as well as
avoiding specific spaces and places which may invite the same. While Gorman et al.
(2022) recognise that avoidance is usually viewed as problematic as a coping
strategy, they argue that this does not appear applicable to the trans and gender
diverse community, considering the extremely high trauma rate across its population.
Avoidance, therefore, serves as a protective measure used by the trans community,
a finding echoed by Bogert, Dale, Daffin, Patel, Klein, Mayer and Pantalone (2018) in
their study of coping measures used by HIV-positive Black queer men in cases of
discrimination. Bogert et al. (2018) found strategic avoidance of people or places
was used as an intervention by their participations, along with problem solving
behaviours and humour. This suggests certain types of strategic avoidance may be
valuable to other communities, as well as the trans community, to prevent entering

potentially discriminatory spaces.

Similar to Bry et al. (2018), Gorman et al's (2022) study showed a rejection of the
value of others’ stigmatising judgement as beneficial to individuals. Gorman et al’s
(2022) research also suggested that trans and gender diverse people cope with
gender-related stress by helping other people in the community, and that there were
benefits from having integrated their gender identity into their sense of self.
Validating social support was a major factor in their participants’ ability to cope with
and be resilient to gender-related stress, and they emphasised the need for
continued research into how trans and gender diverse people experience support

from in- and outside of the community (Gorman et al., 2022).
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Matsuno and Israel (2018) devised the Trans Resilience Intervention Model to
demonstrate how group and individual resilience factors mediate the mental health of
trans people experiencing different stressors. They identified group resilience factors
to be made up of family and social support, having and being a role model in the
community, and participating in community activities and activism. Group factors
bolster individual factors of resilience comprising of hope, self-definition and worth,
self-acceptance and identity pride, and transition (Matsuno & Israel, 2018).
Resilience factors mediate the effects of distal (external) stressors, such as gender-
related discrimination and rejections, and proximal (internal) stressors, such as
expectations of rejection and internalised transphobia (Testa, Peta, Balsam and
Bockting 2015). The application of the combination of resilience factors by trans
people can mediate mental health outcomes in terms of depression, anxiety,
substance use, and suicidality (Matsuno and Israel, 2018). They suggest that future
research should focus on specific stressors and their accompanying resilience

factors of the trans community.

Puckett, Matsuno, Dyar, Mstanski and Newcomb (2019) sought to separate social
support into support from friends and support from family, as they have commonly
been conflated in research. Their findings revealed four distinct classes of support
from the separate sources of friend support, family support, and community
connectedness through pair analysis in high and/or low measure combinations. The
group with high levels across all sources of support had the lowest depression and
anxiety scores, compared with the group with low support from all sources, with
twice as much reported depression and three times as much reported anxiety
(Puckett et al., 2019). They also found that community connectedness did not

mediate depression or anxiety, reasoning that the vulnerable position of being openly
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trans with other trans people can invite discrimination, as well as providing positive
experiences. Therefore, it may be interesting to discover what modes of community

participation specifically aid or harm trans people in stressful situations.

Bogart, Dale, Christian, Daffin, Mayer and Pantalone (2017) recorded how Black
sexual minority men with HIV cope with discrimination using several coping
measures, one being the Africultural Coping Inventory, which is better suited to
represent and capture Black and African experiences. This scale’s measures include
psychological and physical strategic avoidance and seeking community advice.
Strategic avoidance is viewed as a positive coping strategy in Bogart et al’s (2017)
analysis, as the factors of avoidance target potential sources of discrimination, such
as a specific location, as opposed to other avoidance measures used, for example,
denial. Avoidance coping strategies appear to come in many forms to helpfully
remove an individual from, or avoiding encountering, marginalisation (Mizock &
Mueser, 2014). It will be interesting to analyse these avoidant forms of coping
strategies in terms of their perceived benefits or harms in the context of waiting for

gender-affirming care.

The studies discussed in this section have presented many coping strategies that
are used by trans and queer people as protections or precautions in difficult
situations. These studies form a basis of comparison from which this thesis analyses
the coping strategies used while waiting for gender-affirming care. They emphasise a
range of behaviours and activities that people engage in to manage their
experiences. The analysis of coping strategies in this thesis reflects the wide range
of measures used by others in this section. However, studies that delve into coping

strategies specifically associated with the use of social media have purposefully
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been omitted in this section; the importance of social media as a strategy of stress-
management in trans individuals has been deemed great enough to require a
separate analysis. The following section, therefore, reviews research related to

social media use by trans people.

2.5 Social Media use by the Trans Community

This section of the literature review will provide an understanding as to how and why
trans and LGB+ people use online social media platforms, and the meaning these
may have int the individuals’ lives. Over the last two decades the world has seen
such a rise in internet use that many could not contemplate life without it. The
internet has broken down the borders and barriers of communication, nationally and
internationally, by providing platforms of communication and information sharing,
such as social media sites. While not entirely defined, as it remains in constant
evolution, conceptually, social media is an enterable virtual space where those
seeking understanding of themselves, or others, may go to do so. It is also a space
from which meaning is not only derived, but in which that meaning is created; as
those who share many commonalities come together, they obtain the ability to voice
their experiences and create labels for themselves that make them recognisable to
others in their community. This creates a community under a shared identity which
can, hypothetically, be as wide as the internet can reach. This has played a key role
in the building and maintenance of LGBT+ communities around the world (Friedman,

2007; De Koster, 2010; Singh, 2012).

Sexual minorities make use of the internet in a range of ways. Friedman (2007)
examined historical writings and social media platforms and conducted interviews

with members of feminist organisations to discover how lesbians have used social
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media as a platform to make social change. This use of social media by lesbians in
individual Latin American countries as the primary platform on which to organise
politically was necessitated by the number of physical spaces available to them
being dramatically reduced. Friedman (2007, p.796) also demonstrates how online
platforms are “crucial” in many cases, as they protect members of the community
from offline discrimination in a “virtual life”. They allowed for previously unheard
experiences to be far reaching, and for calls for solidarity and action or proud
expressions of identity that would be otherwise silenced offline (Friedman, 2007).
She discussed how online spaces became a refuge for many lesbians as physical
space has been gradually eroded away from them and discrimination in the offline
world remains ever present. Similarly, De Koster (2010) found some Dutch orthodox
Protestant homosexual men found refuge online from spaces that could otherwise be

hostile.

De Koster (2010) contemplates the meaning of community in the context of internet
use. Considering several perspectives, he deduces that a community is present if the
people using it view it as one, and if the spirit of community is felt. It is, therefore,
possible to belong to more than one community, as in the case being discussed, with
the studied group of men belonging to two communities: orthodox Protestant and
homosexual. De Koster (2010) finds two broad types of Internet user in this group:
one that seeks practical support, and one that seeks emotional support. Each of
these uses the available platform differently and views the nature and purpose of the
platform to be different. Those seeking practical support welcome views from the
heterosexual population and find “no common bonds” between themselves and other
users, whereas ones seeking practical support describe the forum as a “little city”

and, later, as a “community” (De Koster, 2010, p. 568). The practical users utilise the
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forum to integrate their dual identities to understand how to manage being
homosexual in their church network and do not mind their communications possibly
being seen by others. The emotional support users are more inclined to be secretive
about their conversations online. It stands to reason that a community exists in the
minds of the users if the users find sufficient characteristics in common with each
other. Those seeking emotional support online participate in offline social meetings
with the same members, some in secret, as they were married. This community
membership functions as a second virtual and physical world to one participant, in

parallel to his life with his wife, seemingly as a refuge (De Koster, 2010).

These last two examples have shown how a community identity may or may not be
formed online. In each case, it is important to note that the online and offline worlds
are relevant to each other, as the causes for utilising these platforms are, most often,
a lack of support and knowledge, or a want for a space in which to politically
organise. In the case of trans people, there are even more reasons to use social
media, such as to test an identity, as well as for practical and emotional help

(Marciano, 2014; Singh, 2012).

The online and offline worlds may meet for some, but this is not always true, as
Marciano (2014) finds in his online analysis of two trans focused spaces of Israeli
trans users. Marciano (2014) seeks to understand how trans users navigate offline
barriers and their identity between online and offline worlds. By now, it is rather
established that queer peoples’ use of the internet reduces their social isolation. The
level of social isolation that a trans person may feel, like in the case of a person of a
sexual minority, is dependent on the social and legal acceptance of their identity.

While legal acceptance may be possible, the social climate may create an
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inhospitable environment for people to be overtly trans. On the other hand, the
internet, as an unpoliced, unmoderated space, provides the opportunity for a safe

display of gender identity.

While empowerment as an LGBT identified person is positive, balancing this social
identity with other identities from other social groups is necessary to some, for whom
social media continues to be helpful, as Singh (2012) finds in thirteen trans youth of
colour. These youths describe the internet as being crucial to their dual identity
solidification as both being trans and a person of colour. In being able to access
spaces where they could meet other trans people of colour, they are able to
negotiate their own identities by viewing how others perceive their own in positive
ways. This empowerment goes further, as these youths find that they now are
equipped with the necessary knowledge and tools to manage and deal with both
transphobia and racism, as they can develop this resilient skill online and incorporate

it into their offline lives when needed.

Finding others with shared identity and experiences gives Internet users a sense of
empowerment. Mehra, Merkel and Bishop (2004) examine how fifty-seven US LGBT
students meaningfully incorporated their social media use into their lives. In
analysing the content of the mailing list and through informal discussions, Mehra et
al. (2004) find that, like with the sexual minority cases, this was a good platform from
which to form a base to springboard into the offline world. As well as being a platform
for socialisation, the mailing list advertises and encourages political participation, and
social support and queer history is available in the form of offline social events in
addition to the online space. Each of these opportunities elicits empowerment within

these LGBT individuals.
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Cannon, Speedlin, Avera, Robertson, Ingram and Prado (2017) conduct five semi-
structured interviewed with five trans individuals to discover how they use social
media. They find two dominant themes in their analysis: social media is used as a
resource; social media is used to help understand the self and build authenticity. As
a resource it provides their participants with information about medically transitioning
and assistance with their gender presentation. Their other participants highlight how
important and helpful it is as a space, for experiencing acceptance as trans, and
making other trans friends. However, many experienced online bullying and noted
behaviours, seemingly avoidant ones, such as disconnection from others, to
preserve their well-being. Online spaces are crucial to gaining information and
experience life as trans with other trans people safely, however, measures have to

be taken by many to protect themselves from harm.

Cipolletta, Votadoro and Faccio (2017) consider how trans people articulate
themselves and build relationships online in Italian forums. Through an analysis of
forum conversations and interviews with sixteen online forum users these authors
find a core category of online help (Cipolletta, Votadoro & Faccio, 2017). Trans users
seek help in the form of advice from peers and professionals, as well as social
acceptance and relationships with other trans people. The forums provide these as
support, solidarity, and a space in which to socialise. Users find the conversations
mediated by professionals to be useful, as they also act as security and moderators.
However, they require more from other moderators to protect them from people who
enter the space with hostile intentions. Overall, higher levels of network support are
experienced by these users compared to that in, for example, HIV and eating
disorder communities. The relative isolation of trans people is considered to be the

reason for this disparity in comparison to the other groups (Cipolletta, Votadoro &
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Faccio, 2017). An emotional support network, coupled with the opportunity to give or
receive support or advice to and from others, appears to be exceedingly useful for
trans people, particularly to those remotely or rurally located. Sherman, Clark,
Robinson, Noorani and Poteat (2020) conduct a systematic review of twenty
research articles analysing trans community connection to health and wellbeing.
They define trans community connectedness to be twofold: emotional connection
and an observable connection. These manifest as feelings of belonging and social or
online activities with other trans people. They find more trans community
connectedness enhances mental health, offers more connection to care, creates a
sense of openness to exploration of sexuality and gender identity, and grants
individuals knowledge about their medical transitions. Their work finds that trans
women in particular are less likely to engage with sexual healthcare providers as a
product of trans community connectedness. They note that that future research

should focus on health benefits from the same connectedness.

Pflum, Testa, Balsam, Goldblum and Bognar (2015) analyse specific data from 865
trans people who participated in a US based Trans Health Survey. They find that
general social support and trans community connectedness could protect trans
women from anxiety and depression. General support is a protective factor for trans
men, but trans community connectedness is not; the authors suggest that any social
support is suitable for trans men, but trans women prefer to seek trans support
spaces. Their study used Testa et al's (2015) Gender Minority Stress and Resilience
measure, which proposes that resilience is a combination of community
connectedness and pride. Community connectedness is a measure of affiliation and
belongingness to the trans community, while pride is measured in positive thoughts

towards and willingness to celebrate the trans identity. Together, resilience factors
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mediate the negative effects of proximal and distal stressors (Testa et al., 2015).
However, Testa et al’'s measure does not evaluate resilience in any form of active
coping strategies on the part of the individual, with most of it being based on feelings
or thoughts held within an individual. It does not show how trans people practically
cope with difficulties specific to trans lives; rather, it focuses on how connected they

feel to their community.

The studies reviewed in this section show the current understanding of what trans
people use social media for, as well as what is meant by trans community
connectedness, and how that serves trans people to protect them from mental
illnesses. Depending on the social climate towards trans identities, the literature
examined here shows social media spaces are used to create or manage an identity,
as an end of isolation, a refuge, as a source of empowerment in queer and other
identities, and a place from which to obtain social support and advice. The advice
trans people seek from others with similar experiences in this research seems to
often relate to their medical care. It is, therefore, conceivable that trans people in
England would use social media to discuss and seek support from each other in the
context of waiting for gender-affirming care, which will be examined further in

Chapter 7.

Conclusion

This chapter has reviewed several different sets of literature to build a contextual
understanding of how trans people experience the situations surrounding the three
guestions of this thesis. The first section reviews research which shows how the
general population react to difficult experiences, and how trans people, specifically,

experience and emotionally react to interacting with healthcare services. The second



41

section reviews several theories of trans and queer temporalities that present trans
time as experienced differently to linear time. Thirdly, coping strategies are
examined, showing many tactics are necessary for trans people to manage their
difficult experiences. Finally, social media and community connectivity literature
show good well-being in trans people as a product of community connections and

support.

These studies and theories will underpin my analysis of the data gathered in this
research in the following analysis chapters. Many similar reactions and experiences
to those that this literature review has encompassed are reflected in the following

analyses chapters in response to the experience of waiting for gender-affirming care.

The next chapter will present the methodological design used to recruit individuals,
gather data, and perform the analysis of this thesis. It also includes the theoretical

framework of the thesis.



42

Chapter 3. Methodological Design

This chapter explains the methodological approach taken in this thesis. It provides
an overview of the research design and the details of its application, changes to the
design during the data collection, my approach to the analysis, the ethical
considerations and reflections. This research stems from my personal interest in the
pace of gender-affirming care in England and its effects on trans people. Most of the
incredibly long time spent attempting to access gender-affirming care is spent
waiting; therefore, it is a well discussed topic within the trans community- and yet, it
is still a neglected research area. It is presently unclear for researchers how trans
people cope specifically with waiting for gender-affirming care. To address this gap
while centring the individuals’ experiences, | conducted twenty-five interviews over
five months from July 2018 to December 2018, utilised diaries, and altered the
methodology from a second interview to ethnography, which spanned five months
from February 2019 to June 2019. During the research process it became clear that
trans community interaction is central to managing the waiting experience. This
community-based aspect of coping with waiting for gender-affirming care was better

investigated utilising an ethnography, rather than conducting further interviews.

| employed a postmodern feminist approach to my research method choices, as it
seeks to analyse gender inequalities in society, following the understanding that
genders exist as socially constructed pluralities as opposed to biologically
determined binaries (Monro, 2000). Utilising feminist methodology ensures the
subject’s experience is represented within their socio-political context and allows me
to recognise the influence of my status as a trans researcher. Postmodern feminism

acknowledges the differences of experiences between individuals who share some
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aspects of their identities, e.g. a black woman’s experience is not the same as a
white woman'’s (Stanley & Wise, 2013). Feminist intersectionality requires
acknowledgement of different locations in relation to identity, power and difference
(Crenshaw, 2017). Truths of experience are, therefore, considered to be individual
and context driven. Employing this postmodern feminist perspective has been crucial
to how | have interpreted the data throughout the analysis. This approach meets with
the aims of this thesis, which are to investigate trans experiences within the context
of waiting for gender-affirming care. It has allowed an interrogation into the practice
of gender-affirming care and its effect on trans people without viewing medically
sanctioned practice as having a naturally greater social value than other methods of
performing and changing one’s gender. The following description of my data
collection will highlight feminist contributions to the critical epistemology and the

methodology of this thesis.

3.1 Research design

The original plan for this research was to conduct a first round of semi-structured
interviews, and then leave interviewees with a diary until a second round of
interviews was conducted with the same individuals 3 months later. This final stage
was later altered to an ethnography within my local trans community to focus on the

actions its members take when faced with waiting in as intimate detail as possible.

| engaged my local trans community to help formulate my interview questions. This is
similar to the practice of McNeil, Bailey, Ellis, Morton, and Regan (2012), who sought
advice from transgender people in order to ensure those in the community were
highly involved in their research. | held a small group meeting in which my proposed

research questions were discussed. Alterations were made to the length and clarity
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of questions during that meeting with the help of the attendees. | also addressed my
concerns of the overly personal nature of the research topic generally, and of the
proposed questions. The attendees assured me that, while some questions may be
difficult or emotional for some to answer, the difficulty and emotions will represent
the reality of the experience of waiting for gender-affirming care. It was agreed that
potential interviewees would see the questions before agreeing to an interview and
that they would be able to remove questions before they were asked for the purpose

of data collection.

Semi-structured interviews were chosen as the primary form of data collection, as
they allow interviewers and interviewees to explore different areas brought forth by
the questions and, more generally, the research area (Britten, 1995). These
interviews give more freedom to the interviewee and allows them to take control of
the direction of conversation by deviating from the questions; this, in turn, expands
the possibilities of the research and the analysis process. Feminists favour this form
of interview because it offers a closer balance of power between interviewer and
interviewee, minimising further oppression arising from their circumstances
(Westmarland, 2001). The experience of waiting for gender-affirming care is a
personal, emotional, and particularly subjective experience singular to trans people.
The study of this experience, therefore, requires the use of different subjective
analysis methods, such as the one described here, as well as those discussed

further in this chapter.

Diaries were chosen as the second data collection due to their personal, subjective
nature and consistency with a feminist approach (Biber, Hesse-Biber & Leavy,

2006). Emotional and temporal experiences recorded in this descriptive format are
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subjective to each individual, and precise to the time of the experience, which would
otherwise be impossible to capture (Hyers, 2018). Moreover, diaries are a useful tool
via which individuals can construct accounts of their experiences of illness and
healthcare, allowing for new, unique ways of discussing those topics (Elg, Witell,
Poksinska, Engstrom, Mi Dahlgaard-Park and Kammerlind, 2011). Diary
methodology is a flexible technique for both researchers and participants to collect
time-sensitive, personal thoughts on specific topics. They may involve answering
daily, close-ended questions or give users more freedom to respond to specific
contextual events in their own words (Biber, Hesse-Biber, & Leavy, 2006). This
research has utilised diaries, giving as much freedom to individuals as possible over

the form and frequency of their entries.

The original methodological design incorporated a second interview to follow the
diaries after a three-month period from the end of the first round of interviews, with
justifications for this methodology being the same as for the first round of interviews.
However, an ethnography came to replace this design in order to allow for a closer
study of the trans community itself and provide a more detailed set of data. This
decision was made so that focus could be placed on those activities of community
members which influence others’ experiences of waiting for gender-affirming care.
Like diaries, ethnographies provide context-dependent and time-sensitive data in
many forms, such as interviews or observation, depending on the nature of the
research. This research has used what can be described as a native ethnography,
that is, an ethnography conducted within one’s own social group (Reed-Danahay,
1997). Reed-Danahay (1997) finds native ethnographers have specialist cultural
knowledge, enhancing the credibility of their research. Simultaneously, the approach

taken here can also be described as an activist ethnography from a feminist
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standpoint (Bell, 2015), given my proactive participation in conversations and events
concerning the interviewees and their healthcare. Activist research can be difficult to
negotiate from a researcher’s perspective, as there is often some powerlessness to
enact social change through the research, often due to the same socio-political
power structures governing those being researched (Checker, 2014). During my
observations as an active group member within the trans community | have been
conscious of the socio-political strain on trans people. While waiting times do not
improve due to limited political and public interest in the provision of gender-affirming
care, trans people feel two forms of waiting, for healthcare and for socio-political
affirmation. My own entrenchment in my community has allowed me to access
important community knowledge, providing a greater understanding of the socio-

political context within which my interviewees experienced their waiting.

This mixed methodology has included three opportunities for the interviewees to
describe their experiences of waiting in their own ways: with me as the interviewer,
privately in their diaries, and 