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Preface

I am writing this preface just a few weeks after the result of a judicial review which addressed the legality of the prescribing of so-called “puberty blocking” drugs for children and adolescents. The judgement found in favour of the complainants against the Tavistock and Portman NHS Foundation Trust and University College Hospital, that children are highly unlikely to be able to give informed consent to puberty blocking drugs for the treatment of gender dysphoria. The judgement was, necessarily, narrow in its remit but its broader consequences are very considerable. Reading the judgement, even as someone who has been deeply involved in this issue for some years, still has the effects of leaving me shocked as to how a “treatment” that has no evidence, for which no reasonable consent can be given by children (because of their age, and because of the lack of any evidence on which such consent might reasonably be given), and which has such damaging consequences, could possibly have been continued for so long and could have had such success in terms of professional and institutional capture.

James Kirkup, in an article titled “Is Britain FINALLY coming to its senses over transgender madness”, in the Mail on Sunday, March 3, 2019, wrote:

During a Westminster career which began as a junior Commons researcher 25 years ago, I have never encountered a movement that has spread so swiftly and successfully, and has so fiercely rejected any challenge to its orthodoxy … The transgender movement has advanced through Britain’s institutions with extraordinary speed. The only thing more extraordinary than the rapid spread of this new orthodoxy is how little scrutiny it has faced and the aggressive intolerance directed towards those who question it.

How this near hegemony was achieved is an extraordinary story and one that will occupy us for a long time.

This book, written before the result of the judicial review was known, is by two professionals who have stood firm against the attempt to silence all debate that has so characterised this area. Susan Evans as long ago as 2005 raised very serious concerns as regards treatment carried out by the Tavistock’s Gender Identity Development Service (GIDS). In 2018, a large number of staff working on GIDS sought me out, in my role as staff representative on the council of governors of the Trust. They did so to raise very serious ethical and clinical concerns about the service. On this basis I prepared a report in order to bring these concerns to the urgent attention of the Trust. These concerns included lack of appropriate consent of patients and families, intimidation of staff, inappropriate involvement in the service of highly politicised lobbying organisations, ignoring the concerns of parents, and lack of support for young people who were unable for various reasons (most particularly internalised homophobia) to accept that they were attracted to the same sex (this being misunderstood as being “trans”). All of these problems with the service were bound up with one central issue—the lack of an appropriate clinical stance (the GID service had adopted affirmation instead of neutrality). The Trust dealt with this report by attempting to deny its significance and undermine those who had raised the concerns. This led to the resignation of Marcus Evans from the council of governors, a principled move.

These events need to be set in context. Over the last ten years or so we have witnessed the exponential increase in the number of children and adolescents who present to services with gender dysphoria, but we have very little understanding of the factors that underlie this. Even so, I believe we can say with a considerable degree of confidence that this must result from a peculiar conjunction of an internal propensity and a cultural transformation. We saw something similar many years ago with the sudden rapid increase in individuals suffering from “false memory syndrome”.

In the 1980s a girl who expressed a deep loathing of being female, who wore male clothes and cut her hair like a boy, might have been thought a bit odd. If her parents and local community were reasonably liberal, she might have been thought of as a tomboy. Many such girls would later come to recognise themselves as lesbian, some continuing to look more masculine, others not. Yet others would emerge from this phase in their development and become more conventional heterosexual women. But no one would have thought of such a girl as “really a boy”. Yet, if that same girl were born thirty years later and exhibited similar behaviour in today’s world, she would be in danger of being immediately “affirmed” as a man, going on to take opposite-sex hormones and subject herself to major surgery such as mastectomy, removal of sexual organs, and fashioning of an artificial penis.

This book makes a very substantial contribution to our understanding of gender dysphoria. Although over the last few years there have been a number of excellent academic papers, articles, and some books on this subject, this book is unique in bringing a wide and deep understanding to the phenomenon of gender dysphoria married to a psychoanalytic clinical model of work. As well as providing a general account of the phenomenon of gender dysphoria, the authors take us right into the intimacy of the clinical situation. Here they show how an appropriate clinical attitude (one informed by psychoanalytic understanding) can provide a context for accessing and understanding the complex inner worlds of these young people. This attitude is neither affirmation nor opposition but a kind of deeply engaged neutrality that provides the basis for real thoughtful engagement. I am reminded of a patient of mine whose friend asked what it was like being in analysis. “Well,” he responded, “it is like having someone on your side…. But not siding with you … that is an entirely different matter.” It is this distinction, crucial to the relationship between a mental health worker (be they therapist, nurse, or doctor) that has been so catastrophically dispensed with in most clinical services that deal with young people with these problems. It is of course a great sadness to me that the Tavistock, renowned for the depth of its psychoanalytic engagement both at the level of clinical work and in thinking about broader cultural considerations, has fallen hostage to this “unthinking”, causing damage to children and to the reputation of the Trust.

Trying to think through these events at the same time as being caught up in them is no easy task, and this book, fruit of this long labour, is exemplary in its thoroughness. It will provide a rich resource for those working with individuals who express their human suffering through a disturbance in the relation between their mind and their sexual bodies. And, because the authors manage to discuss this complex matter in ways that will be understandable to the non-expert, without compromising or simplifying, it will be of considerable interest to those who, whilst not directly involved in working with people suffering gender dysphoria, seek to understand it in depth.

David Bell, consultant psychiatrist and past president
of the British Psychoanalytical Society


Foreword

A new socio-psychological category of gender identity has been firmly established over the last forty years in most cultures. Trans identity, previously an entirely hidden phenomenon, began to evolve in 1948 when Harry Benjamin published a book about his hormonal feminisation of male adults. Five years later, Christine Jorgensen made headlines all over the world when it became known that this American soldier had his genitals removed in Denmark and returned to the United States as a woman. For the next three decades, men and women who wanted to change “sex” were referred to as transsexuals.

Today, transgender communities are far more diverse in their age at presentation, natal sexes, and their aspirations. Cross-gender-identified young people, who used to be known as tomboys and sissies, are being understood in a new way. There has been an explosive increase in the number of never previously recognised as gender-atypical adolescents who identify as trans. An estimated 1–2% of adolescents and adults have modified their bodies with hormones and surgery or are considering it. Some aspire only to use hormones, others want to define their gender differently by combining masculine and feminine attributes in unique ways, still others reject gender categories entirely, and finally there are those who are uncertain about their current and future gender identities. Professionals now separate those who aspire to live in the opposite gender—the gender binary population—from the increasingly prevalent group who want something else—the gender non-binary population. Not only has society shifted, the forms of expression of gender incongruence have as well.

Mental health organisations’ views of trans phenomena have evolved from the 1983 DSM conception of transsexualism as a psychopathology to current assertions by psychiatric and psychological organisations that no form of gender identity represents an inherent psychological abnormality. Despite this, the American Psychiatric Association’s DSM-5 provides a psychiatric diagnosis of gender dysphoria for those who are distressed by the incongruence of body and gender identity. This within-house contradiction results from the fact that specific organisational policies arise from small psychiatric committees; the same phenomena occur within psychological, paediatric, and endocrine societies. These institutional policies have alarmed family members who consider their offspring’s, spouse’s, or parent’s self-definition as trans to be an indication for psychiatric care rather than for affirmation and transition. They and their clinicians look to science. Many clinicians, informed by institutional policies, assume that science has already established the best approach. They may be surprised to learn that while affirmation, transition, hormones, and surgery have been widely accepted, a definition’s scientific basis is uncertain. Hundreds of cross-sectional studies have affirmed the problematic mental health and social patterns at all stages of transition, yet affirmation clinics continue to increase in number. While recent publications acknowledge the uncertain long-term outcomes for young people, adolescents, and adults who have been affirmed, these authors consistently find positive outcomes despite many acknowledged methodological limitations (Branstrom & Pachankis, 2019; Costa et al., 2015). Ironically, the day after writing this last sentence, the American Journal of Psychiatry published a reanalysis of the data in Branstrom and Pachankis (2019) after receiving numerous letters to the editor. The authors’ major conclusion that gender-confirming surgery improves mental health was retracted (Kalin, 2020).

Clinicians might wonder why after more than a half a century of trans care, the internationally organised field has never agreed upon how to comprehensively assess psychological, social, and medical outcomes. Three specific questions have remained unanswered:

1.How long after an intervention should such an assessment be done?

2.What outcome measures should be used?

3.What constitutes an appropriate control group?

The lack of scientific certainty has enabled other factors to shape the direction of trans care and cultural responses to it.

Positions in the culture war

Modern societies are embroiled in a culture war about this topic. While this battle ebbs and flows with competing news in the media, the dominance of the change-the-body approach is apparent. Transgender phenomena readily elicit intense feelings. Such passion, which is antithetical to objective scientific appraisal, derives from eight overlapping humanistic, clinical, and scientific sources. Their confluence makes it difficult to judge their relative contributions to how individuals or institutions regard trans health care.

1.Fascination with sex change. The intriguing question, “Can ‘sex’ be changed?” has long been explored in the arts, where men and women have for centuries been presented as the opposite sex in humour, drama, dance, opera, and popular music. Today, it is better understood that in a basic biological sense, sex cannot be changed, but gender presentation can, with or without medical assistance.

2.Political sensibilities. The Right may consider transgenderism morally wrong and dangerous to societal health, and approach studies and clinical services with scepticism. The Left may consider transgenderism the courageous pursuit of self-expression, a civil right, and another praiseworthy social movement to eliminate discrimination, and approach studies and clinical services through a positive lens.

3.Religious sensibilities. They derive from theological assumptions and may resemble either political position. In the United States, vocal religious institutions tend to lean to the political Right.

4.Orientation sensibilities. Membership in the heteronormative or sexual minority communities may influence unease with, or endorsement of, transgender phenomena.

5.Intuitive sensibilities. When people are neither religious nor political, they may have a “gut instinct” that one should be supportive or wary of trans phenomena. Such sensibilities are best reflected through age; younger and older people have different life experiences with which to be intuitive.

6.Personal clinical experience. The writing group of the 7th edition of the Standards of Care for the Health of Transsexual, Transgender, and Gender Nonconforming People, by the World Professional Association for Transgender Health (WPATH), downgraded the importance of a comprehensive assessment of psychiatric comorbidities in determining the next step (Coleman et al., 2011). Adult and older adolescents were assumed to know best what should be done, despite their frequent psychiatric comorbidities. This policy diminished the frequency of unpleasant clinical experiences between patients who immediately wanted a transitional service and clinicians, mindful of the ethical guideline of Above All, Do No Harm, who thought it prudent to thoroughly investigate the situation. Depending on patients’ attitudes towards these clinicians and the clinicians’ knowledge of their patients’ outcomes, clinicians may develop a positive or negative attitude.

7.Clinical reports from innovators. Outcome studies of transgender treatments typically consist of retrospective case series without control groups. Encouraged by these pioneering clinicians, others began providing care and formed national and international specialty groups to report on their experiences. Over time, groups that initially existed to share knowledge about how to help these individuals evolved into advocates for their specialty-specific therapy, teaching newer professionals how to care for patients. Once clinicians facilitate transition, they tend to believe they are facilitating happy, successful, productive lives.

8.Scientific studies. Groups of studies demonstrate particular patterns that individual studies do not. The priority of scientific data is assumed to be dominant but at times is ignored. For example, high desistance rates in trans young people have been demonstrated in all eleven of eleven studies, but a committee of paediatricians created a policy of supporting transition of grade school [UK years 9 to 12] young people (Cantor, 2020). The forces that shape the interpretation of studies and that create policies need to be better understood.

Scientific foundation of medical interventions for transgendered individuals

The principles of evidence-based medicine classify uncontrolled case series and expert opinion as the least trustworthy on its hierarchy of validity. There are many questions in every field that have not been answered by respected scientific processes. The new commitment to quickly providing social affirmation and hormones derives from recipients’ observed happiness and hopefulness about the future. A nagging ethical question remains. Is short-term patient happiness a sufficient justification for affirmation given data-based concerns for long-term outcomes? Specifically, do transitional services enable patients to have better social, psychological, economic, vocational, and physical health outcomes? The intensity of ethical concern is greater the younger the patient. Even though to date, the data are not impressively positive, transitional therapies are increasing. There are no international coordinated plans to create a better means of answering the questions.

Science versus advocacy

There are fundamental differences between clinical science and advocacy. Science represents a commitment to ask questions that will be answered with predetermined parameters of measurements to generate objective data. Methods can and should vary in order to establish a fact. Its processes benefit from doubt, scepticism, and the critical appraisal both prior to and after publication. Findings require replication, refinement of next questions, and improvements in methods of measurement. Despite the fact that certainty is rarely achieved in clinical science, such studies ideally precede advocacy.

In contrast, advocacy begins with a social goal in mind. Mental health professionals are ethically called upon to advocate. For instance, we try to destigmatise alcohol-use disorder by emphasising it is a chronic brain-based disease of addiction, or advocate for more funding to help those with serious mental illness. All forms of advocacy marshal facts to advance a goal. Advocacy ignores evidence to the contrary. It does not welcome scepticism; it tends to be certain that the goal is for a greater good. Neither advocacy nor science is free of political influences. While all of medical and behavioural science is philosophically seeking the truth, its various stakeholders weigh evidence differently.

Evidence of continuing maladjustment

Numerous cross-sectional studies have demonstrated that the mental health, physical health, and educational, vocational, social, and economic well-being of trans populations are problematic compared to general populations (Dhejne et al., 2016). The transgendered are commonly described as a vulnerable marginalised group with dramatic health disparities who contend with significant barriers to accessing health care (Ard & Keuroghlian, 2018). Studies in various countries have found elevated prevalence of suicidal ideation, depression, anxiety, substance abuse, eating disorders, domestic violence, and suicide. There have been no consistent distinctions established between trans men, trans women, and the gender non-binary groups. A 2011 national registry study of every Swedish person who had surgery over a thirty-year period documented increased death rates, cancer and cardiovascular disease incidence, criminality, suicide attempts, and completed suicide compared with age-matched controls of both sexes (Dhejne et al., 2011). The shortened life expectancy and high incidence of suicide was demonstrated in Denmark in a thirty-year study (Simonsen et al., 2016) and in a subsequent review of Sweden’s experience (Swedish National Board, 2020). Worldwide, the incidence of AIDS among economically poor trans women is dramatically higher than in the general population.

Affirmative treatments have been implemented by assuming that these indications of vulnerability are largely explained by societal prejudice, minority stress, and trans communities’ distrust of health professionals. Affirming clinicians hope that as the world is becoming friendlier to trans individuals, the suffering of this cohort will abate. They prefer to view a trans identity at any age as the unfolding of the true, never-changing self. Two hypotheses are rarely mentioned:

1.A trans identity represents a symptom of an underlying developmental problematic process

2.A trans identity, however established, creates a new worrisome symptomatic relationship to the self, to others, and to the tasks of development.

These hypotheses converge to suggest that the genesis of a trans identity lies within the person but that the actual external obstacles to successful adaptation derive from consequences of the decision to transition. The closest that advocates come to this idea is their notion that trans phenomena are caused by biological embryonic processes, which is an idea still in search of convincing evidence.

Gender dysphoria: a therapeutic model for working with children and young people

This book is a most welcome addition to the professional culture debate about the treatment of trans youth. It provides a powerful argument, particularly for multinational policy debate on treatment for this problem. It suggests scepticism about the clinical and social wisdom of swift hormonal and interpersonal support for young people and adolescents who want to inhabit the gender of the opposite sex. The authors provide guidance for therapists who think it is prudent and ethical to investigate the conscious, socially hidden, and unconscious reasons for patients who repudiate their natal sex. They see a trans identity as a solution and are asking others to consider what problem is being solved by this radical redefinition of the self. They are incisively aware of difficulties that mental health professionals face to suggest a prolonged exploratory process to investigate this significant question. In today’s environment, clinicians (or patient, parent, sibling) who respond with alarm about a trans identity are considered to be transphobic. This sounds like a bad thing to be. But a close reading of these chapters will illustrate that such alarm, rather than being deplorable, is reasonable.

Clinicians are permitted to be concerned with the long-term outcomes of these individuals and their families. Trans gender identities have been divorced from the characteristics of the numerous other aspects of identity that are well known to evolve (Levine, 2020). These identities are portrayed as a special case requiring clinical expertise not found among well-trained, experienced, traditional mental health professionals such as the authors. They require professionals with certain ideological beliefs, about which scepticism is not appreciated. Psychological development and its intrapsychic consequences have not changed in the last twenty years, but how these are conceptualised and dealt with has. Today, interfering with the multiple facets of biological, social, psychological, and sexual development with puberty-blocking hormones, cross-sex hormones, and surgery of adolescents is justified by the principle of respect for patient autonomy. These interventions are occurring even when by age, maturation, psychiatric symptomatology, and past egregious disadvantages, patients and their families may be unable to seriously consider the risks being undertaken.

Trans community advocates have a compelling argument. Prior to 1973, society and its agent, the mental health profession, viewed male and female homosexual persons as mentally ill, much to their detriment. It took science to end this view. Advocates argue that sceptical people are merely repeating what society used to promulgate about homosexual persons. The advocates’ goal is to similarly make the world safe for trans individuals whether they are binary or non-binary individuals. They see delaying physical interventions for psychotherapy as withholding treatment that has already been proven to be highly effective in relieving the pain of gender dysphoria. In my experience, most clinicians are in favour of civil rights and full opportunities for trans persons despite their alarm over early hormonal interventions.

I suggest keeping ten questions in mind when reading about this psychotherapeutic approach

1.Can one be born into the wrong sex? This is a question of aetiology, which at this point in the history of psychiatry is a bit academic as it is well known that most mental and behavioural phenomena are created by biology, individual psychology, interpersonal relationships, and culture.

2.Is gender identity immutable? A related question is: Is the private understanding and labelling of the self along the masculine–feminine continuum subject to lifelong private evolution? What are we to think when we listen to a professional who asserts that a preschool young person who prefers to play as a member of the opposite sex knows his or her future identity?

3.Are gender identity and orientation separate phenomena that do not influence one another? While trans ideology proclaims that they are, it is readily apparent that there are frequent cross-gender manifestations within sexual minority communities.

4.Where does paraphilia come into the trans clinical picture? Both orientation and gender identity play a role in the shaping of the third component of sexual identity, intention, about which most researchers and clinicians are silent. Intention is how the person imagines or behaves with a sexual partner; the conventional pattern is peaceable mutuality; the stylised and sometimes obligate pattern in order to be aroused is a paraphilic pattern. Paraphilic phantasies and behaviours, particularly sadomasochistic ones, are integral to the adolescent developmental processes of many individuals of any orientation or gender identity. Paraphilic sexuality is relevant because it is a challenge to long-term viability of coupledom, which is one of the adult challenges of the transgendered (Levine, 2016).

5.Is every gender identity a normal variation of gender identity, as trans ideology asserts? If one is not permitted to think of these identities as maladaptive, that is, predisposing to adverse outcomes, another explanation must be found for the presence of more anxiety and mood disorders, substance abuse, suicidal ideation, suicide attempts and completed suicide, eating disorders, other forms of self-abuse, and premature death among trans populations. Trans communities are referred to as vulnerable and marginalised.

6.Does affirmation prevent suicide? The completed suicide rate and the presence of suicidal ideation are higher among trans populations than other sexual minority groups and conventional people. How much so varies from study to study (McNeil, Ellis, & Eccles, 2017). The vast majority of trans people do not kill themselves, although the majority may at times consider it. When a clinician asks parents, “Would you rather have a living daughter than a dead son?” they are not speaking from a knowledge base. In applying the medical ethical principle of honesty, scientific knowledge—not social or political ideology—is the correct basis of what clinicians share with patients and their families.

7.What have randomised, prospective, controlled studies shown about the efficacy of puberty-blocking hormones for preteens and cross-sex hormones for teenagers or adults? The usual explanation for their absence is that it would be unethical to withhold effective treatment from these suffering individuals who believe interventions will help them. Sophisticated studies are expensive, take years to accomplish, involve a team of professionals, and require a widely perceived relevance and necessity.

8.What is known about the outcome of psychotherapies for trans-identified young people and adolescents? This book’s erudite chapters about highly defensive intrapsychic development provide evidence that some psychotherapies can enable some patients to decide to desist from a trans identity. Those of us who have faith in the benefit of such work regardless of the patients’ ultimate decisions about their gender expressions do not have compelling data to support our faith. We occupy the same posture of faith as those who support rapid hormonal intervention as to what the appropriate first step should be.

9.Does the psychiatric ideology of the therapist matter in terms of short-term outcome? One must not confuse formal psychoanalysis with what is described here. The authors treat us to descriptions of how they conceptualised the defensive mind and how they have spoken to patients to free them up to be more honest and articulate about what they have thought, felt, and desired. Studies have indicated that therapist ideology is less important in creating a positive short-term outcome than the quality of connection to the patient. Warmth, caring, absence of hostility, and grasp of what the patient is feeling and saying seem to predispose to better outcomes. Insight is vital (Hogland, 2018). The authors’ ideology is helpful. It will enable some therapists to refocus their work and deal with their countertransference more productively. It will help parents to grasp what may be going on in their young person’s sessions. The case histories may awaken some patients’ memories and give them hope that they can be more equipped to take on their future.

10.Is there a defined standard that must be met before transition, hormones, or surgery is recommended? The value of controlled research is the careful definition of inclusion and exclusion criteria. Clinical work is more subjective and requires trust in the clinicians’ judgements about mental health. Given what the authors and others have noted about internet guidance for how to handle the evaluation, we should remain somewhat uncertain about our judgements.

Welcome to the professional aspects of the larger societal culture wars.

Stephen B. Levine, MD, clinical professor of psychiatry
at Case Western Reserve University School of Medicine



Part I


The social context


In the first two chapters of this book, we outline our rationale for writing the book before going on to describe the social and political environment surrounding the treatment of gender dysphoria. In Chapter 3 we discuss individuals (detransitioners/desisters) who have been on a treatment path towards transition but who then come to regret their treatment. Detransitioners often express anger and disappointment at the lack of thorough assessment and psychological exploration they received from clinical services prior to their transition.




ONE


Why have we written this book?


Between 2003 and 2007 Susan Evans worked at the Gender Identity Development Service for children at the Tavistock Clinic. During her time there she became concerned about some of the children being referred too quickly for hormone treatments, but when attempting to discuss this with the team, found there was a reluctance to examine things fully. After this she blew the whistle claiming there were ongoing child safeguarding issues. This led to the medical director carrying out an inquiry in 2005–06 and the report made recommendations, amongst other things, that the service should carry out more rigorous investigation and research in the area. Nothing really changed and Susan resigned from the clinic but continued to work elsewhere in the Tavistock Trust.


In the autumn of 2018 Marcus Evans became a governor on the board at the Tavistock Trust. He was aware of two issues that Dr David Bell had been attempting to address before ending his term as a staff governor. The first was a letter from a group of concerned parents regarding the quality of the treatment their children had received at the Gender Identity Clinic. The second was a report authored by David Bell following contact from ten staff who worked in the gender clinic for children. They had blown the whistle over their concerns for clinical standards and child safeguarding in the GIDS. Marcus quickly became aware there was an attempt to discredit the parents and Dr Bell. The Tavistock board had also asked the medical director of the trust to report on the service.


By February 2019 Marcus had resigned after much intensive discussion with the board members, because he did not believe the Trust intended to take seriously the concerns raised about this controversial treatment approach for children. Several things followed, one of which was an event named “First Do No Harm: the ethics of transgender healthcare” run by Standing for Women and hosted by Dr Lord Lewis Moonie at the House of Lords. Marcus gave a paper there together with Professor Richard Byng, Stephanie Davies-Arai, the Kelsey Coalition, and Dr Michael K. Laidlaw.


Susan was in the audience and after the event, as is often the case, several of the participants reconvened to the local hostelry! Discussions took place on how to tackle the apparent lack of interest (and perhaps lack of courage) from the NHS in the UK to ensure that clinical safeguarding and ethical practice were occurring in the area of gender medicine. It seemed there was a more general reluctance for professionals to publicly speak out on this matter, which was understandable in the attendant political and social environment. Journalists said they had asked many professionals for interviews, but said they couldn’t find anybody to go on the record, perhaps fearing for their future careers and any personal backlash. At first we felt the same way, fearful for what we might invite if we persisted. We began to be contacted by many parents, who were extremely thankful and relieved that finally someone had spoken out about this treatment model. It was harrowing to hear some of the upsetting stories from them together with some ex-patients (detransitioners).


After that House of Lords meeting, a group of parents, researchers, doctors, and other clinicians agreed that if the NHS continued to adhere to its clinical stance and was refusing to engage in a more serious evidential review of its practices (despite the serious concerns raised by some of its own staff), then the only route left was the law, because the evidence for this experimental treatment needed to be examined by independent sets of eyes and minds. We all agreed that children, on occasion as young as ten years old, could not adequately understand the risks involved and consent to a treatment which would so affect their future adult lives.


One of the parents was Mrs A, a mother who had a fifteen-year-old daughter who had a diagnosis of autism, and had decided that she was transgender. Her daughter was on the waiting list for the Gender Identity Development Service at the Tavistock and after hearing about Dr Bell’s report, Mrs and Mr A were deeply worried that their daughter, due to her age, would be started on hormone treatments without a satisfactory opportunity for thorough assessment and psychological treatments.


Following consultation with a legal team, who believed there were sufficient grounds to represent them, Mrs A and Susan agreed together they should request a judicial review on whether children can indeed give informed consent to this experimental treatment. In October 2019 they applied to the courts for a judicial review and this was accepted. They set about finding expert witnesses in endocrinology, autism, psychiatry, psychology, paediatric neurology, clinical research, and standards of practice, at first, somewhat of a challenge in the UK. Eventually experts were found throughout the world, who generously agreed to contribute to the case, because they all felt strongly about the ethics and safety of this medicalised approach.


In January 2020 the evidence was submitted at the Royal Courts of Justice, London for the judicial review. Then in February 2020 Keira Bell, a twenty-two-year-old woman who had been a patient at the GIDS and subsequently detransitioned, agreed to be a claimant in the case with Mrs A, so Susan stepped aside. Keira believed that at the age of sixteen, her comorbid difficulties had not been sufficiently assessed or psychologically treated before she was started on hormone blockers and cross-sex hormone treatments. She wanted to prevent other children from being mistakenly treated with medication too early in their young lives.


In October 2020 the judicial review took place with three judges at the High Court. On Tuesday December 2 they ruled that a child under sixteen may only consent to the use of medication intended to suppress puberty where he or she is competent to understand the nature of the treatment. The outcome of this is that children under the age of sixteen should only be given hormone blockers after a “best interest” order was made by the court, and this would be granted if the application for the child met the criteria necessary to demonstrate he or she could give an informed consent.


Following this judgement, NHS England immediately changed the NHS website details and said that the GIDS should not begin any more children on hormone treatments without application to the court. They also asked for all the children under sixteen who were currently on hormone treatments to be reviewed as well as undereighteens if there were any aspects of their case where informed consent might have been affected in some way.


Over recent years, there has been an explosion in the numbers of children, adolescents, and young adults presenting as patients in gender clinics who diagnose themselves as gender dysphoric or trans. Many of the gender clinics have adopted the “affirmation model” for care, which is a model that encourages professionals to support the person in their view of themselves and to advocate for them on their path to “transition”. (N.B. In the interest of allowing a more fluent text we have used the term “transition” throughout the book—this will variously encompass aspects along a pathway of escalating social and clinical interventions that might culminate in the provision of a lifelong course of cross-sex hormones, sex organ surgeries, mastectomies or breast implants, and other procedures to approximate the appearance of the desired sex, or increasingly, requests to create a non-binary presentation with the individualised mix of feminine and masculine.) Despite this exponential rise in the numbers of gender dysphoric children, there does not appear to be much written about any model for the psychological understanding and treatment of their condition.


Throughout the process of the judicial review, we were acutely aware that the challenge to current medical practices would result in children, their families, and clinical services needing alternative models of treatment. We decided to write a book about this clinical area in the hope that services will develop more appropriate psychological assessments and treatments for this group of children, adolescents, and young adults. We believe a model, such as we provide, is important and will help both professionals and patients.


People with gender dysphoria usually have a preoccupation with their physical body and a wish for concrete physical solutions to their psychological distress. Our aim is to offer professionals working with gender-questioning people a way of trying to think with, and work theoretically with, their patients. Our model is underpinned by a psychoanalytic framework which can deepen empathy and understanding of disturbed states of mind and might be helpful in explaining how defences can be enlisted unconsciously in order to avoid overwhelming psychic pain. Freud described the unconscious as the part of the mind that contains hidden conflicts, impulses, desires, and fantasies (see p. 240 for more information on the unconscious).


Our model


The model is neither “pro” nor “anti” transition. We understand that to transition is, for some adults, the best way to lead their lives and present to the world. Instead, this model concentrates on the individual concerned, to explore and understand what drives and motivates them.


If people decide to transition it is still a challenging world they will face, both internally and externally, where contradictory experiences and emotions about their trans identity are likely to persist throughout their lifespan. Therefore, this model could also be of use for adults as it may be helpful to explore their defences and internal psychic conflicts in order to ameliorate the inevitable emotional hurdles they are asking themselves to face as a trans-identified person. As individuals, we all wrangle and make compromises in our lives. Some of these compromises inevitably result in losses; however, individuals can feel such decisions have provided them with a resolution to the challenges and conflicts that life and relationships might present.


Our hypothesis is that the individual who feels their body or sex is wrong is likely to be defending against psychological traumas from the past: traumas which form part of their psychic structure in the present. It is important to state here that when we use the word trauma, this can refer both to traumas which are apparent in the external world, such as physical abuse and early childhood separation or loss, and to those that are less visible but are experienced internally by the individual as traumatic, such as a developing awareness of limitations or an unfavourable comparison with a sibling.


There is currently much debate around the changing nature of the groups of young people who present with gender dysphoria and we wish to avoid presenting a simplistic causal model of these individuals. One aspect of the discussion is how to categorise and differentiate between a more “traditional” presentation in early childhood and “rapid-onset gender dysphoria” (ROGD) in adolescents who previously did not indicate signs of distress or discomfort with themselves. However, there is no dependable evidence, yet, which can be relied upon and more research into the trends is required. While there are commonalities and shared aspects in presentation, it is important to note that each and every presentation of gender dysphoria is unique, and the individual’s personality and choices are driven by many interlocking factors, including genetic inheritance, environmental factors, family dynamics, and peer and social influences.


It is therefore important to keep an open mind about underlying causes and resist simplistic ideas about cause and effect. The model we present reflects this unique nature. Clarification of these conditions might emerge in time, but it is our experience that while psychiatry and psychology will diagnose and describe signs and symptoms at a given moment in a person’s life with considerable accuracy, people’s mental states and clinical presentations fluctuate. Predictions of prognosis and outcomes based on psychiatric diagnosis in childhood and adolescence are not reliable as the young person will change as they mature. We hold that it is imperative to keep the developmental path open into adulthood and that no long-term social or medical decisions should be made on the basis of a snapshot diagnosis in childhood, even if the presentation appears consistent and persistent.


Individuals can get locked into mental states that aim to defend them against the turbulence caused by physical and psychological development or change. A psychoanalytic model is helpful in understanding these defences and at exploring relationships. Psychoanalytic theory makes much of the experience of the transference and countertransference in the patient/therapist relationship because it helps to access unconscious defences against painful psychic truths (see pp. 207–209 for more information on the transference and countertransference).


There is a risk that by writing this book we open ourselves to accusations of “transphobia”. It is probably impossible to avoid as we are attempting to understand unconscious processes and motivations. It is very difficult in the current climate to think about what lies beneath the surface of gender dysphoria and the preoccupation with the physical body and gender identity, without provoking this response. We are committed to the idea that all gender-questioning people should have sufficient opportunity to explore and understand their motives and wish to transition before embarking on any medical interventions which will alter their body’s biological development. The therapist should not impose a view of what the ultimate destination should be and what actions the patient should take. In the next chapter we discuss the political environment which forecloses this important psychological exploration.


Language


Words can be felt by some to be weapons and even as violent actions of attack. The words used in psychoanalytic theory are sometimes described as “psychobabble” (perhaps as a way of deflecting from any realities or truth that they might contain?) but our aim in this book is to demystify certain theories which we have found to be particularly relevant in psychodynamic work with our gender dysphoric clients. We hope to explain the concepts without too much jargon, and it might be that parents, teachers, social workers, and other healthcare staff will find some ideas in this book to light their way in this pressured area of work. Language is constantly evolving, as are societal views of what is acceptable at any given time in history. We are particularly aware that any discussions of gender dysphoria and gender identity have areas of linguistic confusion or contention, where it might be easier to focus on or criticise the “correctness” of such terms rather than the meaning behind them. We have observed that words can upset, offend, anger, or be experienced concretely. In discussing this area of work, we have attempted to use terms which seem most appropriate to aid description of the clinical ideas we discuss and have tried to be sensitive but clear in our approach.


Who is this book for?


Primarily, we have written this book for professionals working with gender-questioning children and young people. It is written as an introductory text for those who are interested in developing a psychological approach. We have largely employed theory which we find useful when thinking about our clinical practice and our intention has been to write something accessible. We hope you will find in these chapters an exploration and an explanation of a theoretical model which aims to encourage a serious, multidimensional view of the psychology of gender identity development. Our aim is to encourage a more in-depth, empathetic, and supportive approach to work in this area and encourage adults who encounter any young person with thoughts or feelings of gender confusion to understand this as a symptom to be explored along with other aspects of their life.


What this book is not, is a comprehensive academic review of all of the clinical research done over many years in this area. To date, there is much useful information gathered on the clinical presentation of gender dysphoria, but there is no gold standard, randomised control trial to provide an evidence base for best treatment models. In 2008, Kenneth Zucker (who had collaborated with Susan Bradley collecting clinical and research data over a period of twenty years) stated that “accordingly the therapist must rely on the ‘clinical wisdom’ that has accumulated and to utilise the largely untested case formulation conceptual models to inform treatment approaches and decisions”. This book is our attempt to utilise our clinical wisdom to present an informed approach to treatment.


Psychodynamic therapists and mental health practitioners who read this book may be helped to process their experience of this work and to understand their gender variant patients better. As a professional environment, it can be fraught at times with anger, sadness, loss, and psychological pressures on all sides. We would like the book to help not only therapists but also other professionals such as health workers, teachers, social workers, counsellors, paediatricians, paediatric psychiatrists, general practitioners, youth workers, charity workers—and perhaps even policymakers.


The problem of defining gender identity work as a “specialism”


In the UK (as elsewhere) at present, there is a growing tendency to refer people on to “specialist gender services” almost as soon as they express any confusion or distress about their biological sex or gender identity. Due to the rapidly rising numbers and various pressures in the system, presenting patients are increasingly likely to be offered the possibility of commencing on life-altering medication and/or surgical treatments, often without a particularly in-depth exploration of their emotional world. Although we know (and have witnessed at first hand), that people in an extremely distressed state of mind are desperate and usually pressuring for some physical action to remove their difficult feelings, we also believe that it is extremely important to explore the environment and circumstances that have led them to this state of mind in the first place. Because as yet so little is known or understood regarding the increase in gender-incongruent patients, it seems precipitous to proceed onto potentially risky and irreversible physical treatments before any of this assessment work has been undertaken. What we do know is that the origins of feeling trans-identified usually develops in the mind of the individual who feels unhappy with, or dislocated from, their natal body. The wish to transition to something/somebody else is symptomatic of them having a mind at odds with the physically sexed body. Many young people presenting as gender dysphoric have complex needs with comorbid problems such as autism, histories of abuse or trauma, social phobias, depression, eating disorders, and other mental health symptoms. Therefore, we are of the view that all aspects of the young person’s life deserve a thorough assessment and therapeutic work.


Why a psychoanalytic model of understanding?


The model for psychodynamic and psychoanalytic therapy is that the clinician meets with somebody, without preconceptions or prejudgement, with the aim of learning who the person is and how they feel. The face-to-face work should be about them and their world, and, as much as possible, the political pressures need to be left outside the consulting room. The mindset of the therapist is therefore crucial. The goal of the therapy should be a wish to establish a dialogue with the patient in which underlying anxieties, motivations, beliefs, drives, and conflicts can be explored. Aspects of the patient’s internal world and ways of relating emerge in the relationship with the therapist and throw light on the way the patient sees themselves in relation to others; for example, the way they relate to siblings or parental authorities. The setting and structure of the psychodynamic relationship allow these interpersonal dynamics to be examined, thought about, and understood in the therapy. This can allow the individual to develop new ways of thinking about themselves in relation to others as they use the therapeutic relationship to experiment with different aspects of being in relationships. In Chapter 10 we discuss some of the psychoanalytic concepts we have found particularly helpful when considering gender dysphoria. For those who are new to psychoanalytic ideas we have included an addendum of terms referred to throughout the book.


To reiterate, whether or not the person decides to go on to transition, this work is good preparation for their future life. With the case examples provided in this book, things may come across as being more straightforward than they really are; it needs to be made clear that this is a complicated clinical area. There are many confusions and clinical presentations that we do not yet understand. As always in clinical work, some of the best thinking is done in hindsight. In many ways, this book is a study of the ways that all of us, as individuals, try to minimise and sometimes avoid psychic pain. Psychoanalysis has a basic assumption that being involved in life is a painful business and that it helps if the individual can be supported in bearing pain, rather than attempting to eradicate it.


Inevitably, due to the conflicts, pain, and levels of distress that lie behind the gender dysphoric presentation, all parties involved in this work will be subject to forceful emotional states and reactions which can intermittently push thinking and empathy out of the therapeutic encounter. From time to time therapists, patients, and their families may find themselves locked into an impasse in the therapeutic relationship, and at times such as this there is a tendency towards action rather than thought. However, if these negative therapeutic reactions can be weathered, they can often offer an opportunity to deepen the understanding of the forces operating within the psychodynamic relationships.


Any psychological assessment, exploration, or therapy should always be undertaken with an open state of mind. Ideally, the professional needs to aim to create a humane and compassionate atmosphere, sometimes in the face of tremendous pressures, but more importantly there needs to be resilience and an aim to recover from the inevitable ups and downs of the work.


N.B. We are aware that not all families have a mother and father as parents, but for clarity of purpose, for any discussion of early young person development we have named the primary parent as “mother” or “she” and the young person as “he”.


To protect patient confidentiality, the clinical material presented is composite. It is taken from clinical accounts in various settings, but all examples are heavily disguised representations of work in this field.




TWO


The societal, cultural, and political trends and their effects on the clinical environment


“Truly compassionate, lifesaving care would be to take an individualised approach with each patient and tend fully and as non-ideologically as possible to the mental, health emotional, and physical wellness of the entire human being. Compassionate care would be to help the sufferer comprehend themselves and the root of their distress.”


—Helena, 2020


This book will not offer an in-depth socio-political view on the development of transgender culture or the huge increase in the numbers of young people expressing gender incongruence. However, no book on gender dysphoria can ignore the prevailing trends and precipitous clinical changes over the past few decades. It is impossible to ignore the evidence that sociocultural changes have deeply affected the clinical setting and ethical standards in the provision of gender care. The contribution of the worldwide political activism in this area has resulted in highly effective “policy capture” which has had a profound impact. Things have moved quickly and while policies and legislations may change around this issue, the clinical challenges in our opinion remain unchanged.


Gender-questioning youth now frequently appear in various health services, as well as in schools and universities. Many have self-diagnosed as “trans-identified”, which is often accompanied by feelings of distress and discomfort, even hatred, towards their body. Current services fall short in the provision of therapeutic care for this patient cohort.


To provide some context regarding our statement of an exponential rise, in 2005 in the UK, there were approximately 100 referrals per year to the only National Health Service Under-18 Gender Clinic. However, in the past five years, this has risen to over 2,500 per annum. The profile of referrals has also undergone a significant transformation: a reversal of the gender ratio from two-thirds male to female to two-thirds female with more females in their teenage years reporting gender-questioning feelings for the first time. The main explanation offered by some of the transgender community for the increase in trans-identified presentations is that people have felt able to “come out”. Although this might explain some of the increase, it doesn’t explain the exponential rise in gender-questioning young people. In all areas of gender identity services, there is very little understanding of what underlies the changes in numbers and presentation, which is why it is vitally important to examine it from different perspectives.


This is particularly difficult in the current environment, as the necessary debate and discussion is frequently closed down or becomes polarised into “pro-” or “anti-” trans. Individuals interested in examining or researching this area might have new ideas and perhaps develop alternative views to the current affirmative model and research data which WPATH (the World Professional Association for Transgender Health) has utilised as a recommended standard of care. We describe and discuss the affirmative model in more detail later in this chapter. But there are medics, scientists, researchers, and academics, together with journalists, charities, businesses (to name a few) who can recount the challenges and hostility towards any alternative viewpoint. James Kirkup, a journalist, wrote,


During a Westminster career which began as a junior Commons researcher 25 years ago, I have never encountered a movement that has spread so swiftly and successfully and has so fiercely rejected any challenge to its orthodoxy. The transgender movement has advanced through Britain’s institutions with extraordinary speed. The only thing more extraordinary than the rapid spread of this new orthodoxy is how little scrutiny it has faced, and the aggressive intolerance directed towards those who question it. (2019)


World-renowned and bestselling author J. K. Rowling experienced the difficulty of questioning this orthodoxy when she blogged about her view that the reality of biological sex cannot be denied. She was accused of being transphobic and received extraordinary levels of criticism and verbal abuse, which continues unabated. People and institutions can be prevented from researching or publishing and have received threats of closure or withdrawal of funding. For example, a psychotherapist named James Caspian, who had worked for many years in gender services, was hoping to complete his MA at Bath Spa University by researching trans regret. However, despite this being a subject which has almost no research base, he was not allowed to proceed, because they feared it could attract negative publicity for the university. Also, we have spoken with many professionals in the health, teaching, and social services who confide that due to the hostile environment opposed to enquiry, they self-censor their ideas or views, through fear of the accusation of “transphobia” and the harm it might do to their career and employment.


Progress and learning in any field usually require that the people who work in it continually investigate and challenge the orthodoxy of the moment, which is what has led to so much progress in the medical field. To suddenly find ourselves in a situation where a rapid change has occurred in diagnostic trends of transgender medicine and its recommended experimental treatments, and yet so little of the aetiology is understood, begs the question, “Are we allowed to explore and develop the current treatment models for gender-incongruent individuals or has this become an area of medicine and psychiatry that is untouchable?” For the patients’ sake, it should not be. We describe below some of the factors which have powerfully influenced the clinical environment.
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