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Preface

   When I set out to write this book, I wanted to create a lasting historical record of what has taken place in this under-researched and – for many years – unscrutinised area of healthcare. I believed that only by learning from what has happened in the past can improvements be made to care in the future.

   It was only after Swift Press had taken the project on and writing was well underway that it began to seem as if, in England at least, the story might well be heading towards its final act. The interim report of an official, independent and exceptionally thorough review of youth gender identity services had concluded that a fundamentally different model of care was needed – one that took into account all aspects of young people’s lives and pasts, not just their gender identity difficulties. And just a few months later, in the summer of 2022, NHS England announced its intention to close the Tavistock and Portman’s Gender Identity Development Service (GIDS) and replace it with new regional services that would follow that very different model.

   But, as I wrote in the book’s original conclusion, ‘This is a story that is yet to end.’ And, in the year or so since those words were first published, it is increasingly clear that the story has still not ended. It has taken on new twists and turns, repeating some of the mistakes of the past, and adding new difficulties along the way. So I have updated the text and written a new epilogue, to bring things as up to date as I can.

   Despite the intention that GIDS would be closed by the spring of 2023, in early 2024 it was still open, and still operating according to a model of care that has been found seriously wanting. Since NHS England announced its intention to close the service, GIDS clinicians have referred at least another 120 children to endocrinologists at University College London Hospitals (UCLH) and Leeds Teaching Hospitals, with the number increasing every month. These referrals have been made despite the fact that the evidence base underpinning the use of puberty blockers has been judged to be of very low certainty, and despite NHS England’s intention that they should only be prescribed as part of a clinical trial. In total, since these drugs became more widely available to children and young people in the UK, my best estimate is that around 2,000 under-18s have been referred. The vast majority of those will have gone on to receive regular injections of the blockers, most likely then followed by cross-sex hormones, and possibly surgery in adult services.

   The delay in the closure has been down to the difficulties faced in setting up the new services that will replace GIDS. The spring 2023 deadline came and went, and so did a second one set for autumn. It was never going to be an easy task, but in the new epilogue written for this paperback edition I set out why the attempt made by the world-famous children’s hospital Great Ormond Street merely to provide the training materials for the new services was destined to fail. And I explore the consequences of this failure as GIDS remained open and the private sector saw an opportunity to meet ever-growing demand. Sharp, irreconcilable differences between health professionals in England remain, and there is a growing chasm between the medical approaches taken in an increasing number of European countries and those adopted in the United States and Canada. All the while, the holes in the evidence base underpinning the use of puberty blockers and hormones in children remain unplugged, and the list of questions surrounding their use grows longer.

   It may well be that by the time you are reading this, events will have moved on further: GIDS will finally close its doors on 31 March 2024, followed by the opening, in some form, of two regional services. Dr Hilary Cass’s long-awaited final report and recommendations on youth gender identity services should also have been published. With that report’s publication there will be an opportunity to change the way young people with gender identity difficulties are cared for, to make sure treatment is individualised and evidence-based, and that it is not rushed. It will take a determination that has hitherto been lacking from NHS England to ensure those recommendations are followed closely. But even then, the fact that so many did so little, for so long, has meant there is a mountain to climb. With private providers and some GPs stepping in to fill a gap in care available on the NHS, and a waiting list of 6,000 young people – and growing – there will be no quick fixes. The story continues.

   Hannah Barnes
London, January 2024

  

 
  
   
Author’s Note

   This book is based on the experiences of clinicians who have worked directly with several thousands of young people experiencing gender-related distress or questioning their gender identity. Their time at the Gender Identity Development Service (GIDS) spans more than two decades, across multiple cities. Many have not worked alongside each other, nor ever met. They are male and female, gay and straight, newly qualified and hugely experienced. Some worked at the service for a matter of months, some years, and some many years. By training they are psychologists, psychotherapists, social workers, family therapists and nurses. They are all conscientious professionals, trying to do their best for their patients.

   I contacted close to 60 clinicians who have worked at GIDS in an attempt to hear as broad a range of voices as possible. Many agreed to speak to me and share their thoughts and experiences of their work. A number have spoken on the record and are named; others have spoken on the condition of anonymity, or to help inform my writing only. Where names have been changed this is indicated, but all quotations are real and accurate, recorded verbatim.

   A number of governors responsible for ensuring that the NHS Trust that houses GIDS is well run have also spoken with me, along with senior clinicians working elsewhere in the Tavistock and Portman NHS Foundation Trust.

   Where allegations cannot be attributed to named individuals in order to protect their anonymity, they have been double-sourced at a minimum and a right-of-reply has been given. Testimony is supported by several thousand pages of internal documentation relating to the service, alongside official reports, academic papers and legal judgments. I have also read every published Freedom of Information request relating to GIDS, as well as making some of my own.

   Former GIDS service users who are identified have given permission to be so, while others have had their names changed to protect their privacy. All have provided documentation from their time at GIDS, and I am hugely grateful to them for trusting me with their stories, sharing with me their experiences and, in some instances, highly personal and sensitive information. Where clinicians have discussed clinical examples with me, all identifying information has been changed to protect patient confidentiality. I have not been privy to any identifying clinical data beyond that shared with me by the young people themselves.

   Everyone interviewed for this book has either: direct experience of GIDS as a member of staff, a service user or the parent of one; raised concerns about GIDS from within the Tavistock and Portman Trust; sought to improve the service in their capacity as a governor for the Trust; or been directly involved in legal action involving GIDS.

   I have conducted well over a hundred hours of interviews.

   This is an area of healthcare and wider society where language is often disputed. Words and terms that are accepted at one time become outdated or even offensive at another. I have tried to use the language that was in place at the time of events being written about, and the terminology used by my contributors. I respect people’s chosen pronouns throughout. I use the words ‘boy’ and ‘girl’ throughout to mean those who are at birth biologically male and those biologically female, respectively. I do this not to cause any offence to those who choose to transition, but to aid clarity.

   All but two of the scores of interviews that form the basis of this book were completed before the decision to close GIDS was taken. These clinicians and former service users did not know what steps NHS England would take when they agreed to speak to me. It is a story that has been constantly evolving while I have been writing, and one in which there are, no doubt, more changes to come.

  

 
  
   
Gender Identity Development Service (GIDS) Timeline

   1989 The Gender Identity Development Clinic opens at St George’s Hospital, south London, under the leadership of Dr Domenico Di Ceglie.

   1994 The service moves to the Tavistock and Portman Trust, north London.

   May–October 2005 Dr David Taylor, medical director of the Trust, conducts a review of GIDS after concerns are raised by staff.

   January 2006 Taylor’s report makes a series of recommendations to strengthen the care provided.

   2009 GIDS is nationally commissioned by the NHS, and Dr Polly Carmichael replaces Domenico Di Ceglie as director of the service.

   February 2011 A joint team from GIDS and University College London Hospitals (UCLH) gain ethical approval for an ‘Early Intervention Study’ to evaluate the impact of early pubertal suppression in a selected group of young people.

   2012 GIDS opens a second base in Leeds.

   April 2014 GIDS rolls out ‘early intervention’ across the service. The study’s lower age limit of 12 is removed as the clinic moves to a ‘stage’ not ‘age’ approach, allowing younger children to be referred for puberty blockers.

   October 2015 As referrals rise exponentially, the GIDS leadership commission external consultant Femi Nzegwu to advise on working practices. She recommends GIDS ‘take the courageous and realistic action of capping the number of referrals immediately’.

   August 2018 Dr David Bell presents the Tavistock board with a report, detailing the concerns of ten GIDS staff who have shared their worries with him as staff governor. He brands GIDS ‘not fit for purpose’.

   February 2019 Commissioned by the Trust to investigate the concerns raised by Bell, medical director Dr Dinesh Sinha’s GIDS Review is published. The Trust says it does not identify ‘any immediate issues in relation to patient safety or failings in the overall approach taken by the Service’.

   September 2020 NHS England commissions paediatrician Dr Hilary Cass to conduct an independent review into gender identity services for children and young people.

   December 2020 The High Court rules that it is ‘unlikely’ that under-16s can give informed consent to treatment with puberty blockers.

   January 2021 A further report into safeguarding concerns raised by GIDS clinician Helen Roberts is submitted to senior Trust staff.

    Healthcare regulator the Care Quality Commission (CQC) rates GIDS ‘Inadequate’, its lowest possible rating.

   February 2021 The results of the Early Intervention Study are formally published. The research team ‘identified no changes in psychological function, quality of life or degree of gender dysphoria’ in the young people prescribed puberty blockers.

   September 2021 The Central London Employment Tribunal rules that Tavistock children’s safeguarding lead, Sonia Appleby, had been vilified by the Trust because she raised safeguarding concerns about GIDS.

   The Court of Appeal overturns the High Court’s judgment, saying that it is for doctors, not the courts, to decide on the capacity of young people to consent to medical treatment.

   March 2022 Dr Hilary Cass’s interim report is published, which argues that GIDS’s ‘single specialist provider model is not a safe or viable long-term option’ for the care of young people experiencing gender incongruence or gender-related distress.

   July 2022 NHS England announce that GIDS will be closed and replaced by regional centres at existing children’s hospitals, with a greater focus on mental health.

   Spring 2023 The target for closing GIDS and opening the first of two new regional youth gender identity services is missed.

   September 2023 A reanalysis of data from GIDS’s landmark Early Intervention Study shows that, contrary to the researchers’ original conclusion that participants experienced ‘no changes in psychological function’, when individual trajectories were looked at, the majority experienced a significant impact on their mental health, for better and worse.

   December 2023 Responsibility for training and developing educational materials for staff employed by the new regional gender identity services is taken away from Great Ormond Street Hospital by NHS England and handed to the Academy of Medical Royal Colleges.

   March 2024 The Gender Identity Development Service at the Tavistock and Portman NHS Foundation Trust closes, ending its 35-year history.

  

 
  
   
1

   ‘Are we hurting children?’

   February 2017

   Dr Hutchinson was seriously concerned. ‘Are we hurting children?’ she asked, keen to be reassured. It’s the question that underpins everything she’s feeling.

   She was not told ‘no’.

   Anna Hutchinson, a senior clinical psychologist at the Gender Identity Development Service (known to everyone as GIDS), cared deeply for the hundreds of children seeking her help. They felt that the bodies they had been born with didn’t match their gender identity, and many were deeply distressed. But she was desperately worried about whether the treatment GIDS could help them access – a referral for powerful drugs and the beginning of a medical pathway to physical gender transition – was ethical. Could it really be the best and only approach for all the young people in her care?

   Hutchinson had witnessed an explosion in the number of young people seeking help from GIDS. Since 2007 it had grown from a small team that saw 50 young people each year to a nationally commissioned service treating thousands.1 In the four years she had been there alone, the number of children referred had risen from 314 to 2,016.2 But it wasn’t just the numbers. The existing evidence base which supported the use of puberty blockers for young people was not just limited: it didn’t seem to apply to the children being referred to GIDS. Whereas most of the literature on gender non-conforming children was about boys who had a lifelong sense of gender incongruence, GIDS’s waiting room was overpopulated with teenage girls whose distress around their gender had only started in adolescence. Many of them were same-sex attracted – the same was true for the boys attending GIDS – and many were autistic. Their lives were complicated too. So many seemed to have other difficulties – eating disorders, self-harm, depression – or had suffered abuse or trauma. How could such different lives and presentations lead to the same answer – puberty blockers?

   Dr Sarah Davidson, one of three highly experienced consultant psychologists leading the service, sat directly opposite Hutchinson in Davidson’s third-floor office at the Tavistock Centre, north London. She was unable to reassure her colleague.

   Their conversation was part of regular clinical supervision, during which psychologists share thoughts on clinical cases currently under their care. Over the preceding few years, these meetings had grown gradually more intense, says Hutchinson. But whenever she and Davidson came close to discussing the thorniest questions, the discussion would be derailed.

   Their last supervision session of 2016 had ended badly. So much so that Dr Davidson apologised afterwards that the discussions had fallen into an ‘unhelpful pattern’.3 She, like the service as a whole, was under immense pressure. It couldn’t cope with the rapidly increasing referrals and was doing its best to keep an ever-expanding waiting list under control. Hutchinson admired her supervisor. She wanted advice on the extremely complex cases that were now presenting at GIDS, and how to act in the best interests of these children.

   As a member of the GIDS senior team, Hutchinson had been privy to major decisions. But she felt increasingly uncomfortable. Alongside the dramatically changed patient population, puberty blockers, she felt, were not behaving as staff had initially believed them to. Evidence from within GIDS showed blockers weren’t providing time and space to think and reflect as they had been told, and as they had been telling children and their families. Some young people’s health appeared to deteriorate while on the medication. And yet almost no one stopped the treatment. Hutchinson felt she was part of a service ‘routinely offering an extreme medical intervention as the first-line treatment to hundreds of distressed young people who may or may not turn out to be “trans”’.4 She says she began to think that GIDS was practising in a way that ‘wasn’t actually safe’. She feared she may be contributing to a medical scandal, where an NHS service was not stopping to think what else might be going on for so many of these vulnerable children. Where the normal rules of medicine and children’s healthcare didn’t seem to apply. Where the word ‘gender’ had made herself and hard-working colleagues struggle to know what was best practice.

   The mental health of one of Anna Hutchinson’s patients had deteriorated to such an extent that she felt they had to come off the puberty-blocking medication the service had put them forward for. She had brought this case to supervision to ask for advice.

   Their mental health was about ‘as bad as you could get’, she explains to me. ‘There were queries of sexual abuse in the family environment. It was a mess. They were so lacking in ability to function that they couldn’t attend appointments with us.’ Hutchinson was trying to work out what they should do. She recognised the impact that removing the medication would have, ‘but equally they couldn’t stay on the blocker in a safe way’. Hutchinson felt an almost overwhelming sense of responsibility: ‘They’re on this drug because of us; it doesn’t seem to be helping with their functioning – they’re not okay; there’s so much going on that the gender is so low down now the pecking order of problems. But what can you actually do?’ It was a difficult case that she wanted guidance on.

   The second case she’d brought to discuss was similarly tough. Dr Hutchinson feared there may be sexual abuse occurring within the family of this patient, too. The school had raised concerns, not just about the young person being seen at GIDS, but also about their siblings. It wasn’t clear how best to manage it. ‘These were appropriate cases for supervision. I needed help with them – to think about how best to manage them,’ Hutchinson explains. ‘And it was after speaking about those two cases that she [Davidson] said, “Why do you bring such complex cases?”’

   ‘What if it’s not right to put young people – ten-year-olds – on puberty blockers?’ Hutchinson had continued.

   ‘It is mad,’ was the reply.

   Hutchinson paused. When one of the leaders of a service that helps children to access powerful, life-changing drugs comments that what they’re doing is ‘mad’, there is clearly a very big problem. It wasn’t okay just to say the work of the service was ‘mad’, Hutchinson thought. What were they going to do about it?*

   Until its planned closure in spring 2023, the Gender Identity Development Service is the only NHS specialist service for children and young people ‘presenting with difficulties with their gender identity’ in England.5 It’s part of the Tavistock and Portman NHS Foundation Trust in north London. GIDS also sees, or has seen in recent years, children from Wales, Northern Ireland and Scotland, as well as young people from the Republic of Ireland. It is staffed by clinicians with a variety of professional backgrounds: predominantly psychologists, but also psychotherapists, family therapists, social workers and nurses. None of these are able to prescribe medication.

   Not everyone seen at GIDS chooses to transition, whether socially, by changing their name and pronouns or the way they dress, or medically, by taking synthetic opposite-sex hormones, or surgically, once they’re over the age of 17. Some children might start their transition at GIDS, some may wait until they attend adult gender services, and some will choose not to transition at all.

   For those who do wish to pursue a medical gender transition, though, the route begins with a referral from GIDS to a hospital that houses paediatric endocrinologists – doctors who specialise in conditions relating to hormones. There they will receive a prescription for gonadotropin-releasing hormone agonists (GnRHas) – most often referred to as ‘puberty blockers’. These powerful drugs are licensed by medical regulators only for use in children with precocious puberty, when children begin adolescence very young (before eight for girls, and nine for boys6). They are used ‘off-label’ – not for a condition they are licensed for – in the treatment of gender dysphoria in young people. GIDS users are most often provided with a drug called triptorelin. All puberty-blocking medications act on the pituitary gland to stop the release of the sex hormones testosterone or oestrogen. This effectively halts physical puberty, stopping the body developing secondary sex characteristics like breasts in girls, or facial hair and an Adam’s apple in boys. GnRH agonists are predominantly licensed and used to treat prostate cancer in men, but they have also been used in the chemical castration of male sex offenders.7

   It’s not unusual for drugs to be used off-label, especially when administered in children. Many drugs are. But it’s usually only a matter of the dose: for example, for ethical reasons, medical trials of paracetamol would have only been carried out on adults (it’s very rare to test drugs on children), so their use in children at a half-dose would be considered ‘off-label’. What’s unusual about the use of GnRHas for use in young people with gender dysphoria is that they’re used to treat a completely different condition from the one for which they have been licensed. In the process, they function in a very different way.

   Once on puberty blockers, almost all (in excess of 95 per cent) young people opt to take cross-sex hormones – synthetic testosterone for those born female, oestrogen for natal males.8 Unlike children diagnosed with precocious puberty, who later stop taking the blockers and allow their bodies to go through their natural puberty, young people with gender dysphoria don’t stop taking the blocker – they do not go through the puberty of their natal sex. Yet the long-term effects of using blockers in this way are largely unknown. Even those who have been working in the field for decades concede that research in this area is poor. Dr Polly Carmichael, the head of GIDS, admitted in 2019 how ‘we have struggled in the absence of such research to understand how the care we provide affects [patients] in the longer term and what choices they go on to make as they move into adulthood’.9 Her colleague and former head of psychology for the Tavistock Trust, Dr Bernadette Wren, agreed a year later that ‘studies are still few and limited in scope, at times contradictory or inconclusive on key questions’ and therefore GIDS clinicians are ‘concerned about overstepping what the current evidence can tell us about the safety of our interventions’.10 The position appears to have changed little in 20 years. In 2000, Dr Wren had remarked, ‘There is little evidence about the long-term effects of this intervention.’11

   While there are studies that describe the self-reported high satisfaction of young people and their families of being on puberty blockers, and some improvement in mental health, others suggest there is evidence that puberty-blocker use can lead to changes in sexuality and sexual function, poor bone health, stunted height, low mood, tumour-like masses in the brain and, for those treated early enough who continue on to cross-sex hormones, almost certain infertility.12 The use of cross-sex hormones can also bring an increased risk of a range of possible longer-term health complications such as blood clots and cardiovascular disease.13

   The science is not settled, and this field of healthcare is overpopulated with small, poor-quality studies. It’s often not possible to draw definitive conclusions on the benefits or harms of these treatments.14 Many studies claim to show the benefits of puberty blockers to mental health, but these have all been heavily critiqued and shown to have significant methodological flaws.15 Systematic reviews of the evidence base undertaken by national bodies have all found it wanting. England’s National Institute for Health and Care Excellence (NICE) found that the quality of the evidence for using puberty-blocking drugs to treat young people struggling with their gender identity is ‘very low’.16 Existing studies were small, with few participants, and ‘subject to bias and confounding’.17 A systematic review of the clinical effectiveness and safety of cross-sex hormones also found that the evidence was of ‘very low’ quality.18 ‘Any potential benefits of gender-affirming hormones must be weighed against the largely unknown long-term safety profile of these treatments in children and adolescents with gender dysphoria,’ it noted.19 National health bodies in Sweden, France and Finland have all called for far greater caution in the use of puberty blockers following reviews of the evidence.20

   Some adults opt for surgery – not available in the UK until the age of 17. GIDS itself plays no active role in surgical decisions – referrals for surgery on the NHS are made by adult gender identity clinics – and young people in their care can only start cross-sex hormones if they’ve been on puberty blockers for 12 months and are approaching the age of 16.

   Even for the many who go on to lead happy lives as fully transitioned adults, it can be a long and challenging journey. Some data on those who transitioned decades ago (who were mostly born male) shows that the majority continue to live as trans women, although they’re more likely to suffer from mental health problems.21 Transitioning can often require several complex surgeries and a lifetime on medication. For those who go through these stages but then later regret it, or detransition and choose to reidentify with their birth sex, the decision to transition to a different gender can prove very painful.

   Dr Hutchinson needed more than vague reassurances. With such a weak evidence base underpinning the work, were GIDS simply hoping for the best? If so, they were taking significant risks, she believed, with the lives of their young patients.

   There is a lot of uncertainty in this field. Uncertainty over the evidence base, over the outcomes, and about whether or not medical transition will be the best option for any particular individual in the long term. Uncertainty, or lack of agreement at least, on what being trans even means. Is it something that is transitory or fixed from birth? The question was how best to respond to that uncertainty. For Hutchinson, with such serious consequences at stake, it wasn’t okay to concede that so much was uncertain, and then not to manage the associated risks adequately. She accepted the argument for referring young people for puberty-blocking medication even without a strong evidence base, given the intensity of distress felt by some young people. There were consequences to not acting, just as there were for acting. But the reality for many of the young people attending GIDS, who often presented with multiple other difficulties that required urgent attention, made the decision even more complicated.

   Were these young people ‘well and functioning’, in every other sense, Hutchinson explains, there could well be an argument in favour of medical treatment to address their gender dysphoria. These patients were ‘very sure’ and ‘very committed’ to transition. ‘I’m not ever putting their identity in doubt here. I very much believe that that’s what they felt they wanted at that time, and I can see why,’ she says. ‘But we had to see the whole picture. And when there was, possibly, sexual abuse going on at the same time, plus other complex things, I just couldn’t be so casual about the risk that we were not fully understanding what was going on for these kids.’

   It didn’t help that Hutchinson’s list of unanswered questions was getting longer and longer. Why were more teenage girls being referred to the clinic than ever before, many of them with no previous problem with their gender identity in childhood – girls who often had complex mental health problems such as depression, anxiety, eating disorders and self-harm?22 Could the past traumas of some of these children explain why they wanted to identify as a different gender to escape from their bodies?23 Did the increasing number of patients who appeared to experience homophobic bullying before identifying as transgender need to be explored in greater detail?24 Was GIDS actually medicating some gay children, and some on the autistic spectrum?25 And by what method could staff tell the difference between the patients who would benefit from treatment and those who would not? These were all profound questions, with deep ethical implications.

   ‘We know that not all young people who identify as trans go on to live as trans adults,’ Hutchinson says. ‘We’ve always known that.’ In every study in this field, poor as the evidence base is, there have always been some young people who identified as a different gender, felt intense distress surrounding this and wanted to transition, but for whom those feelings resolved. They went on to live as adults without feeling the need to change their bodies by use of hormones or surgery, and became content with the bodies and sex they were born with. These studies are small and imperfect, with methodological flaws, but, according to the NHS, showed that in ‘prepubertal children (mainly boys)… the dysphoria persisted into adulthood for only 6–23%’ of cases.26 Boys in these studies were more likely to identify as gay in adulthood than as transgender. According to the fifth edition of the American Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders – known as the DSM-5 – rates of childhood gender dysphoria continuing into adolescence or adulthood ranged from 2 to 30 per cent for males, and 12 to 50 per cent in females.27

   What Hutchinson wanted from the leadership of the service was an acknowledgement of the risks of the work: prescribing powerful drugs with largely unknown consequences to children. ‘Because by not acknowledging the risks, we were kind of colluding with the idea it would work for everybody. And at that point, I think it was so clear, it wasn’t going to work for everybody.’ GIDS, she says, was responsible for every single young person coming through its doors. ‘The ones who identify as trans for life are our patients, and we want to help them; the ones who aren’t going to identify for life are equally our patients, and equally our responsibility.’

   Hutchinson continues: ‘It wasn’t like I was saying, you mustn’t give anyone the treatment. But what I was saying is we need to acknowledge it isn’t going to work for everybody; that we could be getting this wrong; that people could be harmed by this treatment. And it’s only through the acknowledgement of those risks, you could do anything to minimise those risks. At that point, by not acknowledging the risks, we weren’t managing the risks at all.’

   This is not a story which denies trans identities; nor that argues trans people deserve to lead anything other than happy lives, free of harassment, with access to good healthcare. This is a story about the underlying safety of an NHS service, the adequacy of the care it provides and its use of poorly evidenced treatments on some of the most vulnerable young people in society. And how so many people sat back, watched, and did nothing.

   

   
    
     * These words and phrases are recorded verbatim in Anna Hutchinson’s contemporaneous written notes. Dr Hutchinson later relayed these conversations, and wider concerns, to the Tavistock and Portman NHS Foundation Trust’s medical director, during an interview in December 2018 which formed part of an official review into GIDS. A transcript of this interview was admitted into evidence during an employment tribunal against the Tavistock Trust. Dr Hutchinson also included these conversations as part of an official witness statement for the tribunal and affirmed its contents under oath. In a written response provided to the author in 2022, Dr Sarah Davidson said that she supported Dr Hutchinson ‘in her day to day work and on more difficult or complex cases’ and was ‘always available to give her the support and guidance needed’ as her supervisor. Dr Davidson said she did not recall making the comment about ‘complex cases’ and found it to be ‘highly unlikely’, given her role. She added that she did not recall a specific discussion referencing ten-year-olds and puberty blockers, but that the language recorded by Dr Hutchinson was ‘not in keeping with the language I would use for any patient’. Dr Davidson did recall ‘a number of discussions with Dr Hutchinson about the concept of harm and what it meant in this unique and challenging area of practice’.

    

   

  

 
  
   
2

   The Vision

   The Gender Identity Development Service was the creation of child and adolescent psychiatrist Domenico Di Ceglie. Described by his long-term colleague Dr Polly Carmichael as ‘Italian, obviously, and a bit of a terrier, and also a very curious man’, he wanted to, in his own words, create a service ‘for children with these rare and unusual experiences’ of having a gender identity that didn’t seem to match the biological body they were born with.1

   Di Ceglie was spurred on by a solitary case he’d worked with in the early 1980s, a teenager ‘who was claiming that she was a boy but in a female body’. Although she spoke very little during their psychotherapy sessions, Di Ceglie felt ‘there was something very profound about her sense of identity of being a boy which could not be easily explained and that was fundamental to her being.’2

   Working as a consultant child psychiatrist in Croydon, south London, shortly afterwards, he and a couple of colleagues attempted to see all the patients who presented with gender identity problems in the area. In a borough whose population stood at around 300,000, they ‘ended up with 3 or 4 cases’.3 Despite the small numbers involved, the complexity of the cases he saw convinced Di Ceglie of the need for a specialist service.

   The term ‘gender identity’ was coined by American psychiatrist Robert Stoller in 1964, and is generally understood to mean someone’s personal sense of their own gender.4 (For some that may not be the same as their physical sex – a trans woman, for example, is born with the physical body of a man but has a gender identity of a woman. But the concept is not without its problems; many people feel they don’t have a gender identity at all.) Di Ceglie read Stoller’s work, along with ‘other literature on trans-sexualism’, when he encountered his first case.5 The two met in person at a 1987 conference, with Stoller apparently being ‘very encouraging’ of Di Ceglie’s plans to start a service for children and adolescents. ‘He thought that there was a real need for such a service and predicted that there would be many referrals and a lot of interesting work.’6

   In September 1989, Di Ceglie succeeded in setting up the Gender Identity Development Clinic for children and adolescents within the Department of Child Psychiatry at St George’s Hospital in south London. The name was relevant: the emphasis would be in promoting the development of the young person’s gender identity, not changing it. Staff were to maintain an open mind as to what solution the young person might settle on in terms of managing their gender identity and to support families in reaching that solution – whether it be to transition medically, or to become reconciled with their own sex without changing their body. But Di Ceglie could see that, in some cases, by addressing other difficulties experienced by the child – things like depression, abuse or trauma – it might ‘secondarily affect the gender identity development’.7 In other words, sometimes the gender identity difficulties might resolve if other difficulties being faced were dealt with as well.

   Not attempting to alter the young person’s gender identity, but instead fostering ‘recognition and non-judgemental acceptance of the gender identity problem’ would become one of the core guiding principles of the service.8 Others included trying to ‘ameliorate associated emotional, behavioural, and relationship difficulties’, encouraging ‘exploration of mind–body relationship’ by working with professionals with other specialities, and helping the young person and their family ‘tolerate uncertainty’ with their gender identity development.9 Although they were written in the 1990s, those leading the service in later years say that these principles endured throughout: ‘Those therapeutic aims still represent the core values of the service – they’re Domenico’s lasting legacy,’ said Bernadette Wren, a member of the GIDS Executive team from 2011 to 2020. ‘He grasped that if you want to have a genuine engagement with young people you have to take very seriously what they feel and what they say.’10

   Di Ceglie’s peers were baffled. ‘Originally people were saying to me, you know, what do you want to do? Who are these children?’ Di Ceglie recalled, speaking in 2017. ‘And then somebody said to me, “But is it that you, [by] creating a service, you are creating the problem?”’ Di Ceglie reflected. ‘I don’t know the answer to that question, but still!’ he laughed.11 This question would grow ever more pertinent decades later.

   The service in these early days was largely therapeutic: providing individual therapy, family work and group sessions. Some young people would remain in the service for years, others could be helped relatively quickly. In terms of outcomes, Di Ceglie said that only about 5 per cent of the young people seen at his clinic would ‘commit themselves to a change of gender’ and that ‘60% to 70% of all the children he sees will become homosexual’.12 At this point in time, the small number of studies that existed supported this general picture.13 These early findings would later appear to be forgotten as demand for GIDS grew and the clinic became busier. Alongside its therapeutic work, the clinical team also visited schools to help them understand how best to help young people struggling with their gender identity, and tried to educate other health professionals. There had been little need to ‘radically change’ this model over the clinic’s early years, but it had been refined ‘particularly with reference to physical interventions’ so that some adolescents could access medication that would block their puberty.14

   If, after extensive therapy and thorough assessment, a young person’s distress in relation to their gender remained throughout puberty, they met a series of strict criteria and were around 16 years old, they could be offered medication to halt the process of their natural sex hormones being released – puberty blockers. In the 1990s little was known about how these drugs might help in the treatment for gender-related distress, and the service was cautious about recommending them. The blockers were not prescribed or administered by Di Ceglie and his colleagues themselves, but rather by paediatric endocrinologists, working alongside the gender identity team.

   As the 1990s progressed, however, the Royal College of Psychiatrists established a working party to establish best practice on when, whether and how to treat young people with gender-related distress with medication. It followed a conference Di Ceglie had hosted in 1996, bringing together colleagues from around the world. There were very few professionals working with this group of children and adolescents, and it was an important moment to share ideas and experiences. A team in the Netherlands were already reporting early data that beginning the process of transitioning to another gender in late adolescence could lead to favourable outcomes in adulthood.15 Should the UK follow suit?

   A pioneer in this field, Di Ceglie co-authored the Royal College’s resulting official guidelines, published in January 1998.16 The guidelines explained that gender identity ‘disorders’ were ‘rare and complex’ in children and adolescents, more common in boys, and often associated with other difficulties. The document stressed that, when compared with adults, there was ‘greater fluidity and variability in the outcome’, and only a ‘small proportion’ of young people would go on to transition in adulthood. The majority, it said, would be gay. The first stage of any treatment, therefore, should be extensive therapy and include taking a full family history. It should focus on improving ‘comorbid problems and difficulties’ in the young person’s life and reducing their distress caused by both these and their gender identity. The guidance advised that, if used at all, physical interventions should be staged: first puberty blockers, which are described as ‘wholly reversible’; then ‘partially reversible’ cross-sex hormones (oestrogen and testosterone) to either feminise or masculinise the body; and, finally, ‘irreversible’ surgical procedures. This staged approach remains the same today.

   While surgery was strictly ruled out before the age of 18, the document didn’t make any age stipulations when it came to the use of puberty blockers. However, it recommended that adolescents have experience of themselves ‘in the post-pubertal state of their biological sex’ before starting any medications. This was considered vital to being able to provide ‘properly’ informed consent. The authors urged a ‘cautious’ approach and argued that physical interventions ‘be delayed as long as it is clinically appropriate’. They also stressed the need to ‘take into account adverse affects on physical growth’ that might result from blocking hormones.

   The guidance explained that adolescents could present with ‘firmly held and strongly expressed’ views on their gender identity, and that the pressure to prescribe or refer young people for these drugs could be great. However, this distress and certainty had to be understood in the context of adolescent development – a time of great fluidity. Strength of feeling ‘may give a false impression of irreversibility’, it explained. ‘A large element of management [of the gender-related distress],’ the guidance said, ‘is promoting the young person’s tolerance of uncertainty and resisting pressures for quick solutions.’

   Professor Russell Viner (who would later become president of the Royal College of Paediatrics and Child Health, 2018–21) started providing endocrinology services to GIDS patients in 2000. At that time, using puberty blockers at all was seen as ‘an advanced approach’, he tells me. Other countries, such as the United States, were giving older adolescents large quantities of cross-sex hormones instead. ‘The safest thing to do is to turn the hormones off,’ he explains. ‘But if that person wanted to transition from male to female, another option would be to give them large doses of oestrogen. But you’d have to give them really very large doses of oestrogen to suppress the body’s own production of male hormones.’

   There were two main reasons for making 16 the age at which blockers could be used, Professor Viner explains. First, from 16 adolescents largely have ‘adult rights’ to consent to treatment or refuse it. And secondly, ‘from an endocrine point of view’ it fitted because most people had almost completed puberty by this point. The rationale for using the blocker post 16 was ‘to make it safe to introduce small doses of opposite-sex hormones if that young person wished’, although GIDS and its associated endocrinologists did not do this at the time, and there was a notion, Viner says, ‘that this gave them a space to think, away from the drive of their own hormones’.

   The endocrinology side was linked, but kept separate to GIDS, Viner explains. ‘And I think that was done for a particular reason, to emphasise the importance of the brain and the mind rather than the body.’ In the United States and elsewhere, gender services could be run by endocrinologists, with the overwhelming focus being on ‘fixing’ the body. But he (and Dr Di Ceglie) strongly believed in the need for ‘a mental-health-led service’, where ‘the key message’ was that while there were things you could do with the body, ‘mental-health treatment is the most important thing.’

   In 1994, five years after the gender identity clinic had first opened its doors, it moved 11 miles north, across London, to the Portman Clinic – an old picturesque Victorian house that, together with the Tavistock Centre – a far less attractive 1960s concrete building – formed the Tavistock and Portman Trust.† It has remained part of the Trust ever since. Although referrals doubled in the space of two years, from 12 in 1994 to 24 in 1996, the service remained small, as did the knowledge base relating to this group of young people and the best way to help them.17

   Di Ceglie’s 1996 conference was written up as a book, with the help of freelance social-science researcher David Freedman.18 Clinicians from around the world discussed their work and patients. Eating disorders, child sexual abuse, trauma and bereavement were all mentioned as events that had preceded the development of gender-related distress in the case vignettes that featured, but proper data and analysis were hard to come by.

   ‘The Trust said, “We don’t really know a lot about what’s happened to these young people, or their characteristics or anything – is it possible to do a sort of retrospective audit?”’ Freedman recalls. The request came around the year 2000, and he happily accepted the challenge. Along with Di Ceglie and two others, they designed a study that would try to shed light on this patient population.

   They went through all the case notes of the young people whom Di Ceglie and colleagues had seen since the unit had opened in 1989. And although many of the staff working back then were doing so part-time, Freedman was left with the impression that the work of the service was slow and very careful. ‘My feeling was that, in those days, the service really did try to offer a non-judgmental, safe space where the child and the family could work through things,’ he says. The young people, Freedman reflects, were clearly distressed, with families feeling confused and isolated. Gender identity issues were not generally discussed in society, nor known about by other professionals in healthcare, schools or elsewhere, he tells me.

   Trawling through individual cases files was ‘messy’, but that’s what they did, creating a list of measurable features that could be examined in order to produce meaningful conclusions.

   ‘One of the things that came out of this was you couldn’t predict at the beginning what the outcome would be,’ he explains. Some children persisted throughout – remaining clear that they wanted to transition to the opposite gender. Others ‘would come in with really a strong desire that they wanted to change gender’, but later decide they no longer wanted surgery, or found ‘through exploration’ that they could manage the distress ‘without changing their gender identity’. This didn’t mean life was ‘absolutely perfect’ for this latter, larger group by any means, but only the minority would ‘go on to transition fully or adopt an identity in the other gender’.

   By the time of the audit, around 150 children and adolescents had been seen by the specialist service.19 The very recent ones were excluded from the analysis, but the team were left with 124 patients’ records to explore in order to try to establish a profile of the ‘characteristics of the children and adolescents referred to the service, the source of referral and the associated clinical features’.20 Two-thirds were boys, and on average patients had been first referred aged 11. The most common problems experienced by the children were associated with relationships, the family context and mood, the researchers noted. Fifty-seven per cent experienced difficulties with their parents or carers, 52 per cent had relationship difficulties with peers, while 42 per cent suffered from ‘depression/misery’.21

   Close to four in ten young people (38 per cent) had families which had mental health problems; the same proportion experienced family physical health problems. A third claimed to have been the victim of harassment or persecution.

   A closer look at the young people’s family circumstances and behaviours provides some startling findings. Over 25 per cent of those referred to the clinic had spent time in care. That compares to a rate of 0.67 per cent for the general children’s population (2021).‡ The analysis also notes that while 84 per cent had been living with their ‘family of origin’ at the time of referrals, this had fallen to 36 per cent at discharge.22 GIDS sees young people up to the age of 18. Of those children and adolescents seen by the service at this point, 42 per cent had experienced the loss of one or both parents through bereavement or separation (predominantly the latter). Close to a quarter of those aged over 12 had histories of self-harming, and the same proportion exhibited ‘inappropriately sexualised behaviour’.

   The audit of cases showed that it was very rare for young people referred to GIDS to have no associated problems. This was true of only 2.5 per cent of the sample.23 On the other hand, about 70 per cent of the sample had more than five ‘associated features’ – a long list that includes those already mentioned as well as physical abuse, anxiety, school attendance issues and many more. Those who were older (over 12) tended to have more of these problems.

   The paper itself is unable to explain what might be going on. Instead, it poses several alternative hypotheses. It may be that families experiencing other troubles ‘find it more difficult to handle their children’s problems and thus bring their children to health care agencies more often’. Alternatively, there might be a link between family difficulties, some of which might be traumatic for the child, and the development of gender identity difficulties.24 Because either could be case, the authors stress the importance of establishing ‘full histories’ with young people and their families.

   It’s impossible to say for sure whether young people with mental health problems and traumatic pasts are more likely to adopt a trans identity, or the other way round – that the stigma and prejudice faced by trans people somehow makes the young person more vulnerable to other problems. As is common in the field, the research does not provide concrete answers. These early data were meant to be used to establish the needs of this patient group, improve service delivery and plan future research.25 Indeed, David Freedman describes this work as the Gender Identity Development Service’s ‘first clinical audit’.26

   It was also its last.§

   While it provided a unique and safe space for children and their families to talk through their gender-related distress, the Gender Identity Development Unit – as it was also known – was not an integral part of the Portman Clinic.¶ It was based in a ‘broom cupboard’, according to some. ‘It was such a small unit; it almost didn’t figure in people’s mind,’ says Stanley Ruszczynski, who joined the Portman in 1997 and would go on to become the clinic director.

   Despite its small size, it wasn’t long before Di Ceglie’s colleagues in the Portman felt unease at this new service. The model it used, they believed, was at odds with the core principles underpinning this world-leading provider of mental health care. The Tavistock and Portman is internationally renowned for its commitment to talking therapies, or psychotherapy. One former senior clinician described the ‘parents’ of the Trust as being systemic psychotherapy – which looks at the groups an individual operates in and how these shape behaviour – and psychoanalytic (or psychodynamic) psychotherapy, which builds on Freud’s ideas about the subconscious and the influence this can have on our behaviour.27

   In the late 1990s and early 2000s the Portman itself received referrals from adult transgender patients and ran groups for those who were both pre- and post-operative. Ruszczynski, who trained as a social worker but became a consultant adult psychotherapist, had worked with about half a dozen adult patients and been troubled by the cases. In particular, a couple who had attended where the husband had surgically transitioned to a woman.

   ‘What I remember about that story was that he wanted to detransition… to go back to being a man.’ The man had explained how he had woken up from gender reassignment surgery having had his genitals removed, and immediately ‘knew he’d made a mistake’.

   The Portman Clinic and Di Ceglie’s gender identity service did not make easy bedfellows. The tension between the Gender Identity Development Unit (as it was known then) and the rest of the Portman Clinic stemmed, in large part, from the way the two viewed the relationship between the mind and the body. There was a sense that the gender service wasn’t operating in line with the deep analytic thinking in practice at the Portman. Indeed, such is the standing of the psychoanalytic tradition at the Tavistock and Portman that a bronzed statue of Sigmund Freud, the founder of psychoanalysis, stands outside, observing passers-by with a neutral gaze. It’s crucial to understand what the Portman Clinic in particular is and was. Stanley Ruszczynski, who was clinic director between 2005 and 2016, explains: ‘We work with patients who are on the edge of society as a clinical group.’ According to its website, the clinic ‘offers specialist long-term help for children, young people and adults with disturbing sexual behaviours, criminality and violence’.28

   The clinicians of the Portman Clinic, therefore, were used to people expressing their ‘disturbances in their body’, Ruszczynski explains. ‘So, whether it’s in their violence, whether it’s in their self-abuse’, people have a psychological structure where they use their bodies, or other people’s bodies, ‘to express their concern’. ‘So from that point of view, somebody who comes in and says, “I want to be in a different body” – it’s not that different to what we knew with our… perverse patients, and our violent patients and our… alcoholic patients, you know? They use their body to express their distress.’

   That anyone might treat these young people, albeit after extensive therapy, with medication just did not make sense to some Portman Clinic clinicians. On the whole, the Trust ‘does not sanction the routine use of mind-altering, brain-altering, development-altering or body-altering medications… for the treatment of mental disorders’, wrote its medical director Dr David Taylor in 2006.29 While medication wasn’t ruled out, physical interventions were only used ‘sparingly’ and where there was a strong evidence base. This did not exist for this area of care. The Trust’s preference was always for psychological and therapeutic exploration with the patient.

   ‘At the time it really wasn’t comfortable being at the Portman; we felt very marginalized,’ recalls Bernadette Wren, who, prior to becoming one of the leaders of GIDS, had worked in the unit between 1997 and 2000.30 Nonetheless, Wren acknowledges why the Portman would have reservations, saying, ‘The Portman then, as now, would have been the clinic taking on as adult patients people who were among the small number voicing regret for the surgeries they had undergone.’31

   Indeed, when trainee psychiatrist Dr Az Hakeem joined the Portman in 2000, he quickly took over the running of the two groups, and merged them. Bringing together both pre- and post-operative trans adults, he says, was ‘one of the best decisions I made’, and it had a huge impact on those who had not yet surgically transitioned. ‘I did a survey, and I think out of the 100 patients only two did. Only 2% transitioned.’32 Having the opportunity to talk with those who had already undergone surgery appeared to impact greatly on those considering it as an option. Hakeem acknowledges that the high regret rates he was seeing in his post-op patients – 26 per cent – is not representative of adults with gender dysphoria; they were the demographic who had been referred to his group at the Portman. But this, along with other colleagues’ personal experience, certainly shaped the atmosphere in the clinic, and made them view GIDS with caution. ‘Clinicians tended to build their whole understanding of trans identities on working with that group of patients,’ explains Bernadette Wren. ‘In GIDS, meeting very young people, we saw things differently.’33

   In July 2002, a legal case gave Ruszczynski, Hakeem and other Portman colleagues an opportunity to voice their disquiet in public. The European Court of Human Rights ruled that transsexuals should be granted ‘full legal recognition in their adopted sex, including the right to marry’.34 In response, a group from the Portman Clinic penned letters to the Guardian and Telegraph newspapers, arguing that the decision represented a victory of ‘fantasy over reality’.35 The clinicians argued that many patients regretted their transition, while others, ‘through years of psychoanalytic psychotherapy’, came to a different understanding of their distress and could find ways of dealing with it ‘other than by trying to alter their bodies’.36 The letters did not go down well – either with the wider Tavistock and Portman Trust or with the trans community – but Ruszczynski and Hakeem reject the suggestion their language was harsh or demeaning. ‘I would say the opposite,’ explains Stanley Ruszczynski. ‘We were trying to be thoughtful and considerate.’ He plays down the impact, saying that because they were written by those ‘bloody Portman people again’, they weren’t taken overly seriously.

   Those within the gender identity service remember differently.

   ‘They were unfriendly,’ laughs Sue Evans, a warm, straight-talking, chatty Londoner who joined the service around this time. A nurse by training, Evans had first met Di Ceglie in Croydon, where, she says, he was ‘well thought of in child and adolescent circles in psychiatry’.

   ‘You could sense that the two services did not sit very well with one another,’ she recalls. Even clinicians who joined GIDS more than a decade after these letters were sent talk about the legacy they left. How this event soured relations between the service and the rest of the Trust. GIDS staff felt there was a lack of understanding from others about the work they were undertaking and what it was trying to achieve.

   With the humiliation of the letters printed in the British national press and the growing unease of colleagues, Di Ceglie’s gender service soon found itself homeless, pressured out of the Portman Clinic. After some gentle probing, Stanley Ruszczynski concedes that he and colleagues had wanted them gone. ‘They didn’t belong in the Portman Clinic; they didn’t belong in the Trust.’ Others put it in less stark terms. David Taylor, the medical director for the Tavistock and Portman Trust at the time, says ‘an immunological rejection’ is more accurate. The Portman was saying ‘this isn’t our belief system. This isn’t the way we work. This goes against a deep exploration of the depths of someone’s psyche and in doing so, it’s destructive.’

   Regardless, the Gender Identity Development Service now found itself somewhat of a physical outlier, as well as different in terms of the treatment it offered.

   ‘And then we move, literally, to a shop along Belsize Lane,’ Sue Evans recollects. ‘It had a little upstairs and then little stairs that went down to the basement. And this was the clinical unit.’ Patients were not seen at the shop, but this is where the service was based for over a year, and where the team would have its weekly clinical meeting every Tuesday. Young people and their families would attend the main Tavistock building, which, if it was raining, would be ‘a pain in the neck’, Evans says. ‘You turn up with wet shoes!’ No one liked being in the shop, and ‘for Domenico, there’s not much prestige in being the consultant of a unit that’s in a children’s clothes shop down the road, is there?’

   Contrary to the views of former colleagues from the Portman Clinic, other clinicians working at GIDS during this time say that it was ‘very psychoanalytically dominated’. The support given to children was often ‘very long-term, in-depth, and very regular’. But, say others, the service always had to do its best with ‘very limited resources’. The therapeutic work would be ‘constrained by geography’, one clinician explains, and by the simple fact that not every family wanted or would engage with regular psychoanalysis. GIDS had to work in the realm of the possible, rather than the ideal. ‘It became very clear to me that you couldn’t really work therapeutically with someone from Newcastle,’ Sue Evans explains. ‘They could come down and be assessed, but really that was… in my mind an attempt to assess and understand and explore what was going on with a view of probably referring back’ to local services who could provide ongoing support. The use of local services to support the young person while GIDS worked with the gender identity issues came to be called the ‘network model’. It worked best when young people could receive support locally – most often in Child and Adolescent Mental Health Services, or CAMHS, as they’re most often known. But GIDS had no control over whether these local services would or did treat these children. While this was the wish, it wasn’t the reality in a number of cases, and would become a far greater problem for the service in later years when referrals exploded.

   Over time, Sue Evans’s concerns weren’t simply about geography. One ‘red flag’ was what she perceived as the subtle, but undue, influence of patient-support groups on GIDS’s clinical practice. Evans recalls how Domenico Di Ceglie and his successor, Polly Carmichael, would regularly attend meetings of Mermaids, for example, and upon their return encourage staff to change practice.37 It was on the advice of Mermaids, Evans says, that the GIDS team stopped including birth names on clinical letters. That might sound small, but the influence of Mermaids grew.

   Mermaids is not just any old patient support group. It’s a patient support group whose history is intricately intertwined with GIDS. Mermaids was set up in the mid 1990s by some parents who had attended group sessions at GIDS.38 The GIDS groups were aimed at helping parents of children with gender identity problems not to feel so isolated, and they ran for a number of years.39 Di Ceglie believed that a patient group like Mermaids was able to offer ‘the kind of help and support that we, as professionals, cannot’. Mermaids ‘contributed creatively’ to the development of GIDS and in Di Ceglie’s eyes was a ‘complementary organization’ to the service.40

   In its early years, Mermaids’ views appeared to reflect those of Di Ceglie and his service. The group’s website in 2000 spoke about gender identity problems in children and adolescents being ‘complex’ with ‘varied causes’. It noted that ‘only a small proportion of cases will result in a transsexual outcome’, and acknowledged that ‘some gender issues can be caused by a bereavement, a dysfunctional family life, or (rarely) by abuse’. Whatever the cause, it argued – just like Di Ceglie – that children with gender identity problems were often very unhappy and needed support that was ‘sympathetic and non-judgmental’.41

   GIDS’s close relationship with Mermaids was seen as such a positive by Di Ceglie that it was emphasised in the service’s bid to be nationally commissioned by the NHS. Di Ceglie himself was a patron of the organisation, and, commissioners were told, the ongoing relationship with Mermaids meant ‘users’ views have influenced the development and organisation of the GIDS since its inception’. Furthermore, GIDS committed not just to continuing its close ties with Mermaids, but amplifying them, were its application to be successful.**42

   Another clinician from this time recalls how the group’s original leader had been ‘really thoughtful and really helpful’. Their own child had experienced gender difficulties but had not gone on to transition as an adult. But over time, Mermaids became more political and harder to work with. Their position appeared to be that there was only one outcome for these children and young people – medical transition. The annual Mermaids meetings were not always pleasant, one clinician recalls. ‘I didn’t ever want to go… You’re going to these people who are really slagging you off and saying, “Why don’t you give medication, you’re killing our children.” It’s a really extraordinary world to work in where you’re working in a service… being absolutely attacked for just trying to stop and think with [children].’

   Sue Evans’s main concern in the mid 2000s, however, was over how quickly it appeared some of her colleagues were assessing young people and referring them for puberty blockers. There was good and thoughtful work going on, certainly, she says. ‘There were some really excellent staff,’ Evans explains, ‘and they all, I think, were very much working in the sort of psychotherapeutic tradition. But there were also other staff who were not.’ Evans recalls questioning a colleague about a particular young person who had been approved for a referral for puberty blockers. ‘I actually said to her, “Can I ask how many times you’ve met with the boy?” And she said, “Oh yes. Four.” And I said, “What, and you’re recommending him for hormones now? Four?” “Oh, he’s very certain,” she said.’ Unlike the GIDS of 2015 onwards, there was no lengthy waiting list or intense pressure on the service to get through it. It was busy, and staff worked hard, but for Evans, there was nothing that could explain why someone would be referred for physical interventions so quickly.

   The work was difficult. ‘You’re so wary of pathologising,’ Evans explains. But the cases she saw were complex. ‘I would say that every child that I assessed and worked with needed that sort of in-depth assessment and understanding and exploration… You’ve got to take them seriously. You’ve got to do good, clinical exploratory work, and develop empathy with them.’ All that took time, says Evans. From her experience, there were no exceptions. ‘I didn’t come across simple cases. I think they were complex children.’ Some had been sexually abused, she says, some were struggling with their sexuality, and some had suffered early traumas in their lives. Others were autistic or being bullied at school.

   Little was known about puberty blockers, says Evans. While the idea was that ‘it was safe, because it was used in precocious puberty’, she felt uneasy. ‘I just knew that I didn’t want to take children to that [endocrinology] clinic.’ Evans did not feel that these young people should be accessing medical interventions. She still thinks that under-18s should not begin medical transition. While accepting that some who identify as another gender from childhood will continue to do so, she believes that they should not transition until adulthood, ‘because adolescence is about discovery and exploration and development and change’.

   For a while Sue Evans had an ally at GIDS in Dr Az Hakeem, one of those from the Portman Clinic who had written a letter to the national newspapers arguing that it was ‘fantasy over reality’ to believe it is possible to change sex.43 It felt good to share her concerns with someone. Hakeem had joined GIDS a couple of days a week while completing his psychiatry training. Although a qualified doctor, he didn’t work with the young people directly, but instead sat in on sessions conducted by others in the team. He says GIDS didn’t seem much interested in his work with adults who experienced regret – the adults that GIDS’s patients might grow up to be.

   Hakeem too was concerned about the influence of Mermaids, whom he describes as ‘omnipresent’. ‘GIDS and Mermaids were virtually inseparable,’ he says. And he was highly critical of the service as a whole – more so than Evans – arguing that ‘there wasn’t any analytic thinking going on’. Hakeem explains that where he and GIDS founder Di Ceglie differed was in their thoughts on the role of therapy with these children. ‘I don’t think he believed that therapy could work. So the only way you could help them was to give them what they wanted, whereas I believed that therapy could work. And it did work with my adult patients.’ Hakeem wasn’t seeking to ‘convert’ his adult patients or influence them one way or another about whether they should transition, he says. He just wanted to encourage them to think and be equipped with all the information that was available so that they could make the best-informed decision possible. If they wished to transition, then that was entirely a matter for them.

   Dr Hakeem says that his concerns were dismissed – he was a trainee, after all (albeit a trained doctor) – and that he was viewed as a ‘troublemaker’. ‘Everyone would sigh when I started speaking,’ he recalls.

   Evans says she experienced a similar reaction, and recalls a particular incident where a colleague was speaking of a young person who had lacerations to her vagina. Evans immediately asked for further details: were these major injuries or ‘superficial scratches’? The colleague could not answer, Evans says. ‘And I just remember I said, “But, you know, that’s quite important, surely, to know that” – irrespective of gender… as a basis of risk-assessment and self-harm. But I remember two people audibly sighed in the room.’

   Over several years Evans realised this was not a service she could work in. For her, ‘it felt clinically something had gone wrong.’ ‘I used to come home and just say… “This service is not right. This is just not right. I’m really worried about some of these kids. I think they’re going off [for physical interventions] too early.”’

   Evans took her concerns to the Tavistock’s clinical director, who commissioned Dr David Taylor – the Trust’s then medical director – to investigate and write a report. Taylor is a highly respected psychiatrist who worked at the Tavistock for 30 years, leading an influential, long-term study on depression.44 He left the Tavistock in 2011. Sue Evans was never shown Taylor’s findings. The report remained hidden from the GIDS staff – and the wider public – until 2020, when it was reluctantly released following a lengthy Freedom of Information battle with the Tavistock Trust.45

   David Taylor was thorough. He interviewed many staff: the GIDU team, those in the wider Trust, and endocrinologists at University College London Hospitals (UCLH). The endocrinologists, in particular, struck him as being conflicted. There was a ‘real difficulty’, he says, with the link between the psychological or psychiatric management of the young people and the endocrinological treatment. ‘The endocrinologists felt they were just being used as prescribing devices. And, of course, they themselves were very unsure about whether this was a correct course of action.’

   So what did a report that would remain buried for 15 years contain?

   Taylor praised GIDU staff, noting that they took their work seriously and were doing all they could to help their patients, who were often very distressed. Many children referred to the service had suffered trauma, had mental health problems or had experienced ‘deprived or injurious upbringings’, he noted.46 But it was clear to him that clinicians fundamentally disagreed about the best way to treat these young people. There were ‘differences about the best way of translating theoretical models and clinical understanding into the most effective approaches to assessment, management and treatment’.47 Just as would become the case in later years, clinicians did not agree on what exactly they were treating in young people: were they treating children distressed because they were trans, or children who identified as trans because they were distressed? Or a combination of both? It was unsurprising then that they couldn’t agree on the best way to treat it.

   What was perhaps most obvious to Dr Taylor was how much pressure GIDU staff were under. Pressure from multiple places and of different types. There was pressure simply from the ‘demand at the door’, with not enough resources to meet it. There was pressure from society, as attitudes towards gender were shifting. And this made it very difficult to ‘retain impartiality’. ‘Because you will be criticised. If you say what you think is impartial, someone will say you’re prejudiced,’ he tells me.

   But above all there was pressure from patient and parent groups, a pressure that was ‘quite onerous’ and one that ‘made it very difficult for people to have freedom of thought’. There were ‘pressures upon staff to comply with the demands and expectations of patients [for puberty blockers], and sometimes of their parents, in ways that may not always be in their long-term best interest’, Taylor wrote in his report. ‘It is the consistent impression of a number of GIDU staff that the service was coming under pressure to recommend the prescription of drugs more often and more quickly, and that the independence of professional judgment was also coming under increasing pressure.’ What’s more, Taylor saw that ‘clinicians will differ in their ability to resist the pressure to comply’, and yet there didn’t appear to be an ‘overall Trust position to support’ them. They didn’t appear to be being supported to say ‘no’.48

   Just as today, David Taylor found that the use of puberty blockers in the treatment of gender-related distress in young people was the feature of the gender service that ‘excited most controversy’. Taylor did not rule out their use, but noted that while the rationale for them ‘may be valid’, as far as he could tell ‘they are relatively untested and un-researched’. Taylor questions whether the blockers were acting in the way that they were intended. ‘Is it true that [puberty blockers] purchase time in the ways proposed? Is empirical information being gathered about what patients do with the extra months and years by which puberty is delayed?’ he asked. There was not a robust evidence base underpinning the treatment. And the GIDU was not currently collecting data to try to answer some of the unanswered questions.49

   Taylor recommended that while puberty blockers should remain available, ‘Long term therapeutic inputs should be offered wherever possible’; that where clinicians maintained concerns, they should be able to decline to provide the blocker; that ‘serious consideration’ needed to be given to whether these young people could provide informed consent to the treatment; and that patients who did start treatment with puberty blockers should be ‘followed up long-term’.50 Indeed, thorough clinical audits of all service users should be undertaken by the service. Clarity was also required over where ‘clinical responsibility’ for these patients lay, concluded Taylor – with GIDS, who referred young people for the puberty blockers, or UCLH, who prescribed them? And when it came to finding GIDS a home in the Trust, Taylor proposed that it be hosted in the Tavistock’s Adolescent Department, where ‘the boundaries with other services in the Trust dealing with similar age groups can be more permeable’.51 GIDS should be placed alongside teams dealing with eating disorders and body dysmorphic disorder in the Adolescent Directorate, he suggested.†† It wasn’t healthy for GIDS to be isolated, for staff or for patients.

   ‘The overall aim’, of the Tavistock’s gender service for young people, Taylor wrote, ‘will be an assessment and treatment service of the highest standard which also advances knowledge of the disorder and its treatment. Given that this is such a difficult and problematic area it is not an option for the Trust to provide a service that is less than the best possible.’52

   Taylor’s recommendations were largely ignored. GIDS did not become a world leader in terms of research on good healthcare for gender-questioning young people. It did not conduct regular audits of this patient group. It did not provide extensive therapy to young people prior to commencing puberty blockers. It did not follow up the patients it had referred for physical interventions, or gain data on how the ‘time to think’ was being used in practice. It did not follow up any of its patients. And, although it did become part of the wider Tavistock’s structures, GIDS remained isolated throughout, according to the service’s own staff.

   Over the next decade and a half, more than a thousand children would be referred for puberty blockers, at ever younger ages.

   

   
    
     † There is some debate about when GIDS moved to the Tavistock and Portman Trust. Several of Domenico Di Ceglie’s papers say that the move occurred in 1996, yet the Tavistock and Portman website states that the move was made in 1994. See ‘The Gender Identity Development Unit is founded’, Tavistock and Portman NHS Foundation Trust [website] (21 September 2020), https://100years.tavistockandportman.nhs.uk/timeline/the-gender-identity-disorder-unit-is-founded/. Elsewhere on the website, the Trust says 1996. See Glenn Gossling, ‘Gender through time’, Tavistock and Portman NHS Foundation Trust [website] (2020), https://100years.tavistockandportman.nhs.uk/gender-through-time/.

    

    
     ‡ The author has not been able to obtain statistics from the relevant period, it being impossible to choose a reference year as these children had been referred to GIDS over the space of more than a decade. However, the trend over the last ten years has been upwards. It is likely that the proportion of children in care during the relevant period was smaller than it currently is. See ‘Main findings: children’s social care in England 2021’, Gov.uk [website] (30 March 2022), https://www.gov.uk/government/statistics/childrens-social-care-data-in-england-2021/main-findings-childrens-social-care-in-england-2021.

    

    
     § Vicky Holt (a GIDS psychiatrist) and her colleagues make a note in their 2016 paper (published online in 2014) that the work ‘follows on from a 2002 audit by Di Ceglie et al. conducted at the same gender identity service in London and includes a larger sample and a different focus’. While it is the case that this paper has a larger sample size – 218 – it includes only those referred in a one-year period – 2012 – rather than a comprehensive audit of the entire patient population. See Vicky Holt, Elin Skagerberg and Michael Dunsford, ‘Young people with features of gender dysphoria: demographics and associated difficulties’, Clinical Child Psychology and Psychiatry 21/1 (January 2016), 108–18, doi: 10.1177/1359104514558431.

    

    
     ¶ The name of the service tends to change and was not wholly settled until later in the 2000s. Prior to settling on the Gender Identity Development Service, it was often referred to as the Gender Identity Development Unit, but also other variations thereof.

    

    
     ** Indeed, Mermaids went on to play important roles in GIDS’s formal research. For example, the group officially endorsed a 2011 joint GIDS study looking at the incidence of ‘gender identity disorder’ in children and adolescents in the UK and Ireland. The researchers wrote: ‘The London GIDS is already actively involved with Mermaids (the only UK support group for young people with GID). Mermaids is supportive of the proposed study… and of improving access to specialist services for young people with GID. They are open to greater involvement in the study and will be involved in the dissemination of study outputs.’ The study is as follows: ‘Investigating the burden of gender identity disorder (GID) in children and adolescents: a surveillance study of incidence, clinical presentation, co-morbidities and natural history’ [HRA 11/LO/1512] (30 August 2011).

    

    
     †† The Tavistock and Portman Trust was made up of four clinical ‘directorates’ at this time. The Tavistock Clinic consisted of the ‘Adolescent’, ‘Child and Family’ and ‘Adult’ directorates, and then there was the Portman Clinic. Each directorate contained a number of different services. GIDS was one service. The names of these directorates have changed slightly over time – and GIDS has moved to the Children, Young Adults and Families (CYAF) Directorate, and then later to a Gender Services Division – but the broad structure of the Trust has remained.

    

   

  

 
  
   
Ellie

   1994

   ‘There are loads of different types of people in this world, and the only problem is some of them are so narrow-minded they can’t get on with their lives and leave other people alone,’ 11-year-old Ellie tells viewers of BBC children’s television show As Seen on TV.

   It’s 1994 and Ellie says she is happy with the way she is. It’s other people who have the problem.

   Her gender non-conforming behaviour began in very early childhood. As early as she can remember. Both she and her parents recall it starting when she was around two years old. She refused to wear a dress, or anything remotely ‘feminine’. ‘The grandmas were really determined; I remember all the cardigans, pink cardigans, you know. I was not putting on the pink cardigan no matter what,’ Ellie says, speaking in 2022.

   In the film Ellie looks, and behaves, like a stereotypical boy. Short, cropped, ginger hair, baggy T-shirts and jumpers, board shorts – not a hint of pink in sight; and active – incredibly active.

   ‘Who made the rules that a girl had to wear a dress, and nice pretty shoes, and have their hair really long and nicely done in plaits?’ she asks the camera. ‘And who made rules that girls have to play with dolls and boys have to play with footballs?’

   Ellie knows she doesn’t fit the mould of what a girl ‘should’ look like. She explains how some people she plays sports with think she’s a boy, ‘because I haven’t actually told him that I’m a girl. I actually can’t face it – what people are going to say.’

   It doesn’t sound easy.

   ‘Sometimes I feel I’m mutated. Because when I look at myself in the mirror, I do look just like a boy. And I thought if I had long hair, then I would look really ugly. But with short hair I look just like a boy – my face just says boy. It says girl for my parents but not to me. It doesn’t actually say girl to me any more.’

   Her mum and dad are completely supportive. But, just prior to Ellie making this video, they thought she might benefit from talking to an expert.

   ‘I just must have said, “I feel like a boy, or I want to be a boy or I wish I was a boy.” I know that my mum says I said it,’ Ellie explains to me. ‘I was only distressed by other people’s response to me presenting in the world that way. I was only distressed by the bullying. I was only distressed by the accusation that I wasn’t a girl when I was one. I didn’t mind being called a boy. But I didn’t want to be bullied for it. And a lot of that came from adults.’

   Ellie’s parents sought a referral to the then relatively unknown Gender Identity Development Service. They wanted advice, or just an opportunity for their daughter to talk with someone who had experience of other gender non-conforming children. The service agreed that Ellie was just the type of young person they were set up to see.

   Ellie met with the service’s founder, Domenico Di Ceglie, for a number of one-on-one sessions over ten months.

   When Ellie recollects thirty years later it’s difficult for her to remember everything in detail, but she says they ‘just talked’. And talked and talked and talked. Dr Di Ceglie asked gently what she was thinking and feeling about her body. She remembers replying: ‘“I don’t like all my body. I don’t like all of it. I don’t like my face, and I don’t like my hands. And I don’t like my legs. I don’t like how muscly I am.” I was freckly, and I’m ginger.’ Accentuating the feeling of being unlike others was the vivid difference between her and her ‘brown-eyed, blonde, petite, gorgeous, slim sister’.

   ‘I remember looking at my legs when I was little and looking at the muscle definition and the bulk on them and feeling like those aren’t girls’ legs,’ Ellie explains, ‘because I’d look at all the other girls’ legs and their legs didn’t look like my legs. So, I was like, they’re boys’ legs, then. And I want to do boy things. I knew my body was a girl’s body. That was fine… I didn’t want to harm it. But it just wasn’t acceptably a girl’s body, compared to the other ones around me.’

   Di Ceglie listened, and then questioned. ‘Why does that mean that your body isn’t a girl’s body?’ he asked. Ellie says he told her there were all sorts of different ‘girls’ bodies’ and that her body would change with time. ‘I said that it was other people’s perceptions of me that was making me feel so much disgust in my own body, or foreignness of my body. And discomfort in that.’ Domenico Di Ceglie explained, in a way that Ellie as a child could understand, that if she continued to feel this way as she got older – ‘if you want to be a boy and then to be a man’ – there were things that GIDS could do to try to help. She remembers him explaining what transition would entail ‘in detail’. There was no mention at all of puberty blockers, but they did talk about hormones and surgery. If this is what she felt she might be heading towards, he explained, she would need to continue seeing GIDS for a considerable amount of time going forward, to ‘make sure that I was sure about what I wanted’.

   ‘I understood what a transsexual was and that that was possible. I didn’t know all the steps and processes to get there. But I assumed you took some sort of medicine, and I knew there was surgery as well,’ she says. ‘And then I knew about genitals… I expected they could be removed… This was the key point; I could never get my head around how you could make a penis out of a vagina.

   ‘When he talked about the surgery… all I could think was that sounds really painful. That sounds really not something I want.’ Di Ceglie explained that even if this was something Ellie felt she might want, surgery was ‘a very long way away’. ‘So having explained what is known now as phalloplasty, metoidioplasty and things, to me in a simple term that a child could understand, I sat on the ideas of it.1 And I just said no. Just to myself. I just said, “No, that’s just not gonna work.”’

   The other option put forward by Di Ceglie was time. Just take a bit of time to try to figure things out. That was the option that Ellie preferred. Although she was still young at the time – not even a teenager – Ellie says she doesn’t know how she could have made a properly informed decision about what she wanted to do without the information on what the future might look like if she chose to transition. ‘I don’t know how I would have got there,’ she explains.

   Ellie found her time at GIDS ‘really helpful’. To be able to talk openly about the feelings she had towards her body, about gender roles and, crucially, not to be judged for it. Ellie had never met or seen anyone like her, and here was someone who listened, who had knowledge of this area and who said, quite simply, ‘This does happen, we’ve spoken to people who feel the same way and you’re not alone.’

   Ellie says that her parents’ attitude towards her gender non-conformity also made an enormous difference. They allowed her to live, dress and behave how she wanted. ‘I had lots of passions,’ she says, most of them involving being outside and physical. The rest of her family were the same. ‘It’s all about role models too – not judging you and being loving and supportive.’

   Ellie made the decision herself to stop seeing GIDS. It had been enormously valuable to talk through how she felt and know what options were open to her if she wanted to pursue a medical transition. For now, she was happy to take time to think.

   But it was puberty that really changed things.

   The boys who’d been her closest friends since childhood, and whom she had repeatedly gotten the better of at sports, suddenly grew. She talks about one friend in particular: ‘We played together for years: basketball. And I beat him, and I beat him because he was just a little boy… And then one day, when we were 14, he doubled in size overnight – it felt like. He started dunking in the net, and he started taking the ball off me and he started doing all these things. And I hadn’t bloody changed. But then I sort of started to go, “Oh dear,” you know, that’s what testosterone did.’ The reality of her sex had hit her.

   Quite literally at times.

   ‘I was playing basketball at school with some boys – and I was still good. But of course, they were all big and strong, and a boy that I didn’t know very well – a bit of a bully boy from the year below – we fell out over the ball. And he said, “Fuck off, you fucking he-she”… I tried to kick him in the nethers. And then he punched me. He got me in a headlock, and he punched me in the face. It must have been eight or nine times. And I got a huge black eye… and I kind of went off, you know, bruised and a bit like, “Oh dear.” You know, I can’t fight them any more. They’re bigger and stronger than me. Those days are done.’

   As unpleasant as the experience was, it was a wake-up call, Ellie says. ‘I’m not a little boy, I’m not gonna be a boy, I’m not gonna be a man. And I don’t want to if they behave like that. So then I started to spend more time with females and female friends and have a mixture of both [male and female]. And I developed what can only be described as one of the richest friendship groups you will ever see in your life.’ She grew her hair, and even – on occasion – would wear a dress. Not often.

   This was the start of being able to work things out, Ellie says. ‘And then of course, I wanted to have sex!’ She had had crushes on other girls, often fancying the girlfriends of the boys who were her closest friends. She couldn’t say anything. She says it wasn’t so much that she was embarrassed or ashamed in anyway about being attracted to girls; it was that she found the implications of being gay hard to think about. ‘I knew that women together wouldn’t make a baby naturally. And I was sad about it. And I still am sad about it.’ So to start with she sought a male partner.

   Approaching 40, Ellie has had relationships with both men and women and is bisexual. She has been in a long-term relationship with another woman for over a decade.

  

 
  
   
3

   The Push for Puberty Blockers

   As the 2000s marched on, the pressure to provide puberty blockers, which Dr David Taylor had described so vividly in his 2005 review of GIDS, became more intense. And it came from multiple quarters: the young patients themselves, who might threaten suicide, so deep was their distress; their parents, some of whom complained; and lobbies of older patients and trans adults who pressed for increased use of medication, and who pointed out that blockers could now be obtained without regulation via the internet.

   This pressure to provide medication wasn’t new. As far back as 1996, features appeared in the British press and on television in which teenagers questioned why ‘they are having to wait so long to change their unwanted bodies’.1 GIDS founder Domenico Di Ceglie would explain sympathetically that while the distress felt by these young people was genuine and overwhelming, they needed help in ‘tolerating it’.2 And it was necessary to have ‘prolonged therapy before embarking on physical treatment’.3 He highlighted research which he said showed that the vast majority of children who have difficulties with their gender identity grow up to become gay, not trans, and that ‘it is very difficult to predict the outcome from early childhood’.4 What’s more, he explained, teenagers – even at 14 – ‘cannot be totally sure at that age’.5 Even among those over 16 who took puberty blockers, some 25 to 33 per cent did not progress to the further stage of cross-sex hormones at this time, according to Di Ceglie. ‘It is difficult to know why this might be,’ he mused.6

   But demands for change grew more vociferous from the mid 2000s. Along with Mermaids, the Gender Identity Research and Education Society – GIRES – lobbied hard for GIDS to lower the age at which they’d consider treating children with puberty blockers. In fact, GIRES seemed to be the most influential group at this time. Husband and wife Bernard and Terry Reed founded GIRES in 1997, motivated by the poor treatment their trans daughter had received.7 A year earlier they’d helped her win a lengthy industrial tribunal against her former employers. In 2008, after years of trying to make the case for early blocking of puberty, their calls intensified, and they even appeared to label British clinicians ‘transphobic’.8 Why, they argued, couldn’t British clinicians be more like the Dutch? ‘As far as they’re concerned, a trans outcome is bad,’ declared Terry Reed. ‘They are hoping that during puberty the natural hormones themselves will act on the brain to “cure” these trans teenagers,’ Reed argued. ‘What we do know is what happens if you don’t offer hormone blockers. You are stuck with unwanted secondary sex characteristics in the long term and in the short term these teenagers end up suicidal.’9

   How would the service respond?

   Although Domenico Di Ceglie was one of the early players in the field of gender medicine, it was a group based in the Netherlands who were viewed as the trailblazers for the medical treatment of children and young people experiencing gender-related distress. The Dutch had opened the first specialised gender identity clinic for young people a couple of years before the UK, in 1987, at the Utrecht University Medical Center.10 In 2002 the service moved to the VU University Medical Center in Amsterdam and later became part of the Center of Expertise on Gender Dysphoria.

   In 1998 the Dutch told the world about ‘B’, a ‘female-to-male transsexual’ who arrived at their clinic already having had her puberty blocked at 13 by a paediatric endocrinologist and who, aged 16, was requesting sex reassignment surgery.11 This was the first known case of a young person having their puberty blocked before 16 for the purposes of treating gender-related distress. Upon arrival at the service, B saw a family therapist and had a few group sessions with other females wanting to transition. ‘When no psychological obstacles remained’, it was agreed cross-sex hormone treatment could start. B chose to delay this until 18, when she had finished high school, but a double mastectomy and ovariectomy (the removal of the ovaries) soon followed. One year later, the Dutch described how he now reported ‘no gender dysphoria at all’ and ‘never felt any regrets about his decision and had never contemplated to live as a girl’.‡‡ By the time the paper was published, B had undergone a metoidioplasty (a procedure where the clitoris is transformed into a micropenis) and was ‘very satisfied with the results’.

   The early papers from the Dutch team signalled not just a revolutionary approach to treatment, but also a rather curious trend found in this field of research: results are spoken about with great certainty, but they are based on very small samples, very short-term follow-ups and high rates of participants who are ‘lost to follow-up’ – that is, people who don’t respond to researchers’ invitation to participate.12 There’s also at times a somewhat selective approach taken to the use of data from previous studies.

   Here’s an example. The Dutch team argued that blocking puberty early (under the age of 16) can spare the young person who goes on to make a full surgical transition in adulthood ‘the torment of (full) pubescent development of the “wrong” secondary sex characteristics’.13 Existing studies, they said, show that post-operative mental health is ‘primarily associated’ with whether individuals could successfully ‘pass… as members of their new sex’, and therefore blocking puberty early would make surgery more successful later on.14 But is that what the evidence says? In one of the papers frequently cited to justify this claim, a study of 14 patients published in 1989, the participants are all male-to female patients and none had their puberty blocked.15 We cannot know, then, whether the findings of this study apply to females who would undergo a very different set of surgical procedures. The sample size – just 14 – is small. They represent just over half (27) of the eligible patients. So if the other half had taken part, that could have radically changed the findings. Finally, the study does not only single out the ability to ‘pass’ as the factor in determining good post-operative mental health. It talks about several factors: social and family support are central to ‘post-operative functioning’, and ‘urinary incontinence and the need for further surgery’ also play a part. To use this study to make the case for the early blocking of puberty – especially perhaps in the case of natal females – seems a stretch. Yet it and similar studies have been influential in the development of current treatment protocols.

   While reporting the success of their groundbreaking approach – based on a sample of one – the Dutch also hint at its potential risk: that lowering the age of puberty blockade might ‘increase the incidence of “false positives”’.16 It’s a rather euphemistic way of saying that some young people might transition who might otherwise not have. That some would transition who, had they not embarked upon an early medical transition, would, like Ellie, have grown up to be adults comfortable in their body and sexuality.

   The Dutch may have felt the need to acknowledge this risk as previous studies had shown that for the majority of young people who experienced gender dysphoria as children, this would resolve during puberty. By not allowing that full process to occur, it could be that some of those who would have come to reconcile themselves with the body they were born with would not have the opportunity to do so. Dutch clinicians also saw that some adolescents might see taking puberty blockers as a ‘guarantee of sex reassignment’ and would therefore be less inclined ‘to engage in introspection’.17 For the Dutch, risks were outweighed by the benefits to the minority of those who would go on to transition as adults. But, they stressed, this was an approach only for very selective patients – those with ‘life-long consistent and extreme’ gender identity difficulties.

   B was a one-off, but the case marked the start of something. Within two years, the Dutch had rolled out a new approach to treating young people. Hormone blockers could be given from the age of 12, under certain conditions.18 Young people had to meet the diagnostic criteria for gender identity disorder, as it was known at the time; have suffered from lifelong extreme gender dysphoria; be psychologically stable; and live in a supportive environment.19 And so, in 2000, what became known as ‘the Dutch protocol’ was born. Providing a young person met the eligibility criteria, they could receive puberty blockers at 12, followed by cross-sex hormones at 16, and surgery at 18.

   Pressure grew for GIDS, and the paediatric endocrinologists who worked alongside them, to follow the Dutch example. For a while they stood their ground. ‘There were external pressures,’ Sue Evans recalls. ‘There was international pressure; Polly [Carmichael] and Domenico [Di Ceglie] were in contact with the Dutch service in particular at that time. But at that time, that kind of [age] 16 boundary was still holding despite the pressures.’ Another clinician from the time says that Di Ceglie would ‘helpfully provide a space where clinicians were encouraged just to think and understand, rather than to act’. The team would discuss cases in their weekly meeting and talk about the pressure they were under. Di Ceglie would encourage clinicians not to see the answer as just ‘we’ll give them medication’, but instead ‘let’s understand the distress’.

   In 2005, to the disappointment of British patient groups like GIRES, rather than relax the guidance on the use of puberty blockers, the British Society of Paediatric Endocrinology and Diabetes (BSPED) issued strict and ‘specific’ recommendations that adolescents should have to complete puberty before receiving the blocker. Young people, it said, should be given psychological support to help them explore these pubertal changes, ‘rather than to necessarily regard them as undesirable’. This would allow for more flexible thinking and the opportunity to change the course of the gender identity disorder. Puberty, it argued, was the key period for brain, physical and psychological development, and therefore ‘the most likely time for change and reversibility of the Gender Dysphoria’. ‘It seems neither sensible nor desirable therefore to deny the brain of any individual, the natural hormone environment at puberty.’20

   The document is stark in relaying the potential risks to the body from blocking puberty. Growth and final adult height could be impacted, as could bone density and bone mineral content, which ‘increase rapidly during adolescence and peak in the early twenties’. Without that acquisition of ‘peak bone mass’ these young people would be at a ‘substantially’ higher risk of osteoporosis. Unlike the Dutch, British endocrinologists did not see puberty blockade as ‘fully reversible’. To the contrary, they insisted that ‘delay or interruption of endogenous sex hormone production can have irreversible consequences’.21

   Two of the guidelines’ authors were involved with the treatment of young people attending GIDS.22 One, Professor Russell Viner, according to The Times, later explained: ‘I am concerned about the effects of suppressing puberty very early, particularly on the brain, which is developing extremely quickly at this age.’23 He asked: ‘if you intervene early in a young person who would otherwise change [their mind], do you reinforce their gender identity disorder? Do you remove the chance for change?’24 Viner and his colleagues were also very alive to the ‘ethical dilemmas’ involved with providing ‘a range of potentially harmful hormones… off-licence with no clear “medical” indication’ to children. And not just ethical issues, but ‘child protection concerns’ too, he explained:

   Additional difficulties include frequent psychiatric comorbidity (emotional disorders, self-harm, and substance use), social deprivation, refusal to be physically examined, and use of ‘black market’ hormones. Further dilemmas are presented by highly active patient support groups and reports of early active hormonal treatment in other European countries.25


   In 2005, GIRES and Mermaids organised a meeting with clinicians from gender clinics around the world to try to develop ‘guidelines for endocrinological intervention’ in the UK.26 The creators of the Dutch protocol, GIDS director Domenico Di Ceglie and colleague Polly Carmichael, along with the endocrinologists who administered puberty blockers to GIDS patients, attended. So did the Harvard-based clinician Norman Spack. GIRES talked about British families ‘taking their children to the USA’ for puberty-blocking treatment.27 ‘The USA’ in this case meant Norman Spack, who is believed to have treated a small number of British children over the next few years, including the child of Susie Green.28 Green later became chair and then chief executive of transgender charity Mermaids. (In 2009, Green accompanied her child to Thailand, where, on their sixteenth birthday, they underwent male-to-female sex reassignment surgery.29)

   Early data from the Dutch team helped spread their protocol beyond the Netherlands, notably to Belgium and the United States.30 In a conference paper, the Dutch researchers provided information on precise doses of cross-sex hormones that they were using, and a detailed timetable for increasing them. The conference was sponsored by Ferring Pharmaceuticals, the makers of triptorelin.

   The Dutch stated that, based on observations of the 54 young people currently being treated according to the protocol, it appeared to be a ‘suitable way’ of treating those with gender identity difficulties. Everyone who had been administered with puberty blockers at the time of publication had ‘repeatedly’ said how satisfied they were. While, the Dutch argued, blocking puberty would allow adolescents to explore their gender identity with less anxiety, they noted that none had decided to stop taking the blocker.31

   At the same time as describing the blocker as ‘fully reversible’, the Dutch explained how, in ‘early pubertal boys’, administration of the blocker followed by cross-sex hormones would leave them infertile. In older boys, whose fertility ‘will regress’, preservation of semen should be discussed before starting treatment. The researchers also noted how growth would be impacted by the blockers, as would bone density. The early Dutch findings suggested that while on puberty blockers young people’s bone density remained unchanged. But puberty is normally a time of rapid acceleration. When adolescents began treatment with cross-sex hormones, ‘bone density increased significantly’ in both sexes, but it was unclear as to ‘whether patients participating in this protocol may achieve a normal development of bone density, or will end with a decreased bone density, which is associated with a high risk of osteoporosis’.32

   Some of those working in GIDS in the early 2000s say that ‘the political pressure from activist groups was astonishing’. Sue Evans says she queried with Domenico Di Ceglie why GIDS couldn’t ‘just be an expert service’, providing support work. She ‘thought the support work for schools and families and teachers was really good, trying to reduce prejudice in the classroom and bullying’. She was stunned by his answer.

   ‘I would swear on the Bible that he said the words, approximately: “But they wouldn’t come.” You know, it’s having the offer of the treatment, the physical treatment… He said: “It’s because we have this treatment here that people come.”’

   Another clinician working at the service at the time confirms they heard this too. If GIDS did not offer blockers, the service would simply not exist. Blockers were what its users wanted. That is not to say that there were not other good reasons for wanting to keep GIDS open – nowhere else offered this group of young people a space to talk through their feelings and not be judged.

   For his part, Domenico Di Ceglie was open about the difficult position that GIDS found itself in when it came to offering a medical pathway.33 He experienced ‘confusion and disorientation’ in trying to deal with increasing and competing pressures.34 GIDS needed the support of the wider Tavistock and Portman Trust, which was sceptical about the use of drugs in this context, but felt it could not alienate groups like Mermaids.35

   GIDS’s existence seemed to depend upon ‘a continuous process of negotiation’ with ‘user organizations and the wider institutions where the professional and service belong’.36 And, as its founder and director, Di Ceglie ‘felt under extreme pressure’ to join one side or the other. He compares the anxiety he felt to that of Ulysses (Odysseus) having to navigate the passage between two cliffs, guarded by the two monsters Scylla and Charybdis. On the one side there was the voice of trans groups like Mermaids and GIRES, who saw physical interventions as ‘the main way of reducing distress in early adolescence’ and a ‘lifesaving intervention in the face of suicidal and self-harming behaviour’; on the other were those of many colleagues in the Tavistock Trust and outside, who ‘had the view that adolescents should only be offered psychological and social support but not the possibility of any physical intervention’. If the Trust became too unhappy, ‘there was a risk that the service could be closed.’ If service users were alienated, that too could have ‘serious consequences for the survival and the provision of a service’.37

   Di Ceglie admitted that it was a ‘matter of conjecture what the major risk and the cost were for GIDS’. The evidence surrounding the treatment – its potential benefits and harms – did not appear to feature prominently in his thinking. The major risk, he believed, ‘seemed to be the closure or reduction of the service which would have been a considerable loss for service users’. To his mind, it was his job to ensure its survival.§§38

   But it would be wrong to say that GIDS faced pressure from patient groups alone. It came also from clinical colleagues both in the UK and across the world, as well as from medical ethicists who argued that the UK’s position was unethical and based on illegitimate arguments about consent.39

   A series of professional meetings was held from 2004 onwards, at which clinical and ethical issues related to the timing of pubertal suppression in adolescents with gender dysphoria in the UK compared with other countries were discussed. The Royal College of Paediatrics and Child Health and the Royal Society of Medicine (RSM) both hosted events. ‘In each meeting the Dutch, US and some UK clinicians were clear that they considered the UK service to be an outlier in not supporting pubertal suppression under 16 years,’ GIDS later claimed.40

   Some UK clinicians were becoming more vocal in their frustrations. One of them, Professor Richard Green, ex-director of the adult gender clinic at Charing Cross, argued that going through puberty in the ‘wrong sex’ was ‘traumatic’ for teenagers and would bring ‘additional hardship’ if they chose to live as adults of the ‘opposite sex’. Many adults he had worked with had expressed their regret at not being able to transition as teenagers. Green was so disdainful of GIDS’s ‘conservative’ approach that he organised his own conference in 2008 to rival one scheduled by the RSM.41

   It was pressure from within the endocrinology community that proved most persuasive for those who would be responsible for prescribing the blockers, Professor Russell Viner tells me when we speak in 2022 – not patient groups. And the 2008 RSM meeting in particular was a turning point. ‘There was a consensus from the adult endocrinologists and others who were there… that this was a treatment that should be offered in the UK,’ he says. This included some of the most respected and senior paediatric endocrinologists in the field, he explains.42 Viner and Di Ceglie’s peers stressed that there was a balance of risks – including the very real distress felt by young people if they did not receive treatment – but that patients and families ‘had a right to have some agency’. There had been an important shift in the world of disorders of sexual differentiation, where some of these endocrinologists worked too (as did Dr Polly Carmichael) – a move ‘very strongly away from operating at birth to giving people choices’ later in life. Patient choice was front and foremost.

   Many young people attending gender clinics, wherever in the world, are undoubtedly deeply distressed. It’s argued that blocking puberty and the bodily changes accompanying it helps relieve this distress, and that the negative consequences of not blocking the puberty outweigh those of using a treatment with a limited evidence base. But the issue was not clear-cut. ‘The Dutch data [about puberty blockers] looks promising,’ GIDS clinical psychologist Dr Polly Carmichael explained in response to the criticism of GIDS from GIRES, ‘but they have not been doing it for so many years that you have long-term follow-up.’ In other words, there wasn’t enough evidence either way about the longer-term impact of blockers on young minds and bodies. ‘The question is, if you halt your own sex hormones so that your brain is not experiencing puberty, are you in some way altering the course of nature?’43

   It is worth remembering that it wasn’t just the impact of puberty blockers that was poorly understood. Within this area of healthcare, there are disagreements at the most fundamental level. Among GIDS clinicians, at least, there lacked agreement on what being trans even meant. Were young people born trans and therefore destined to become trans adults? Or could some young people have gender dysphoria which could be explained by something else, and which they might therefore grow out of, either on their own or with the help of therapy? This would become a major problem for GIDS: how could there be consensus on treatment without consensus on what was being ‘treated’?

   By the beginning of 2008 the British Society for Paediatric Endocrinology and Diabetes (BSPED) guidelines of 2005 were under review, and within a year or so the US, European and British endocrine societies had all issued guidance arguing that ‘early intervention should happen’, Professor Viner says.44 It was seen as the ‘gold standard’ treatment, he says, and – others argued – it was ‘unethical to withhold it’. The new BSPED position statement in 2009 acknowledged that ‘rigid adherence to guidelines/protocols based on current limited evidence may not be in the best interest of some individuals’. But, at the same time, it wanted to proceed in a cautious, safe way. ‘However,’ it went on, ‘any deviation from current practice should be made by the specialist MDT [multidisciplinary team]. Such a change in management should include comprehensive multidisciplinary assessment, informed consent, a system for monitoring outcome and ideally should be implemented as a research study.’45

   Faced with this shifting guidance and Dutch data that ‘appeared to undercut lots of our concerns’, Viner explains, it seemed only sensible to proceed with research. It wasn’t that his or his colleagues’ concerns about the potential impact on bones or the brain had gone away, he insists, but that they needed to know more. The patient groups were ‘very certain’, Viner recalls, ‘and we kept trying to reflect uncertainty back to them’. They found it ‘very difficult to hear’. ‘We’re sceptics, we’re scientists,’ he says. They questioned whether the results were ‘real’ and they needed to know more.

   And so, in 2011, GIDS and endocrinologists at UCLH embarked upon a research study that would allow young people aged 12 and upwards to block their puberty, provided they met certain criteria. This solution perhaps pleased no one, instead generating resentment ‘in both groups’ by arriving at what GIDS felt to be a middle ground. ‘Some people felt that the service had gone too far in offering this physical intervention while others felt that GIDS had not responded quickly enough.’46

   But whether it left people pleased or perturbed, what followed was certainly significant. And controversial. The NHS began medically altering the puberties of children, based on their declared identities.

   

   
    
     ‡‡ The author follows the same pronoun use as the Dutch authors, who refer to B as ‘she’ in some parts of the paper and ‘he’ in the latter parts.

    

    
     §§ Dr Di Ceglie politely declined to be interviewed for this book, explaining that he retired from GIDS some years ago and has reduced his work-related commitments. He directed the author towards some of his published papers which, he said, summarised his ‘experience and thinking over the years’.
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