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The belief that “trans children” are “real” now permeates multiple aspects of Western culture: Assorted
politicians, journalists, lawyers, celebrities, actors and writers, virtue signal their liberal credentials by asserting
that a child is trans if she says she is. The narrative goes something like this: Puberty blockers are a humane
necessity for the “trans child” who is “uncomfortable in her skin”. They allow her time to reflect on whether her
“true” gender identity matches her “assigned sex”. In the past, the “trans child”, like the lesbian and gay young
person, had to hide who she really was and remain in the shadows. Nowadays, a progressive, tolerant society
affirms the “trans child” in her so-called authentic identity and anyone who questions her identity is a bigot
who allegedly wants nothing more than to stamp out children’s gender non-conformity.

This narrative is simplistic and dangerous on a number of levels. If we truly care as a society for children’s rights
to bodily integrity and freedom from the constrictions of normative gender it behoves us to scrutinise it more
deeply.

The most cursory historical investigation demonstrates that “trans people” – unlike same-sex attracted people –
have not existed for ever. Whilst gender non-conformity has no doubt existed for as long as gender has existed,
it was not until the 20th century that medicine, sexology and psychology first classified people as transexuals, a
category which has now mutated several times. The term has largely been superseded by the term
“transgender” or simply “trans”.

Many of the official organisations that assert that “trans children” are real and support their medicalisation are
Stonewall Diversity Champions. I flag up Stonewall’s defini�on of trans here and point out it is a nonsense
catch-all term that encompasses a range of self-declared identities which Stonewall makes unavailable for
debate¹. Trans is:

An umbrella term to describe people whose gender is not the same as, or does not sit comfortably with, the
sex they were assigned at birth. Trans people may describe themselves using … a wide variety of terms,
including … transsexual, gender-queer, gender-fluid, non-binary, gender-variant, crossdresser, genderless,
agender, nongender, third gender, bi-gender, trans man, trans woman.

In this essay I demonstrate that the “trans child” is not a pre-discursive being but, on the contrary, a figure
shaped and reshaped before our very eyes by postmodern theory and trans politics and given flesh in the UK by
the Tavistock’s Gender Identity Development Service (GIDS).²

Two recent events have put the allegedly real “trans child” under the public spotlight: a) A Judicial Review of
the GIDS (which did not use the term trans) ruled that gender dysphoric children do not have the capacity to
consent to puberty blockers; and b) An inspection of the GIDS by the Care Quality Commission (CQC) which
although damning the current disarray at the GIDS did not question its core ideology that “trans children” are
real.

The GIDS’ passionate conviction that in advancing a medical pathway it promotes an ethical and accountable
stance toward the “trans child” has not been dimmed by the High Court’s ruling. The GIDS has been granted,
alongside the hospitals which facilitate the hormone treatment (University College Hospital NHS Foundation
Trust and Leeds Teaching Hospital NHS Trust), permission to appeal the decision at the Court of Appeal in June
2021. The Endocrine Society and the lobby group Gendered Intelligence have also been given leave to
intervene.

The GIDS is wholly captured by trans ideology, a fact which it has hitherto convincingly and successfully
disavowed, not only to the public but to itself. Far from being progressive and humane, the consequence of
the GIDS postmodern construction of the “trans child” is that, under an LGBT banner of “acceptance without
excep�on for trans people”, girls are excluded and physically healthy children are turned into life-long medical
patients with myriad physical problems including compromised sexual functioning and fertility.
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1. The Political Unconscious of the GIDS

The Tavistock and Portman NHS Hospital Foundation Trust is the overarching institutional home of the GIDS
which, since 2009, has been mandated by the NHS, a Stonewall Diversity Champion, to assess children for
referral to endocrine clinics for hormone blocking treatment. The GIDS is currently under intense scrutiny: In
December 2020 the High Court’s Judicial Review ruled that the GIDS could no longer refer children for puberty
blockers without special application to the court; In January 2021 the Care Quality Commission (CQC), also a
Stonewall Diversity Champion and an executive non-departmental public body to regulate and inspect health
and social care services in England, rated the GIDS “inadequate” highlighting “overwhelming caseloads,
deficient record-keeping and poor leadership”.

Paul Jenkins, the Tavistock’s Chief Executive, immediately responded to the CQC inspection with a public
statement. Without referring to the problem of leadership he nevertheless fulsomely apologised for the long
waiting lists and inadequate record keeping. He described this as “falling short” of the GIDS long and
honourable history in the support of young people and families, but that it is under enormous pressure,
“particularly in the current climate”. He seemed to offer as a cause for the GIDS current disarray that it has
recently “found itself in the middle of a political and cultural battleground … which has been hugely
challenging”.

Jenkins is absolutely right that there are two opposing groups: those who affirm trans identity and advocate
puberty blockers and those who critique trans identity and are deeply concerned about puberty blockers. But
the GIDS is not innocently operating a middle ground, caught in a vice grip between opposing and clashing
political ideologies. Affirmation is an activist agenda not a clinical approach, and the GIDS is wholly committed
to is affirmation.

Affirmation

Until recent events, the lay-person’s uniformed perception of the GIDS has been, that it works within a
conventional therapeutic context: A psychologist working with a patient who identifies as the other sex is
presumed to be analogous to any other psychologist working within the NHS. For example, a psychologist
working with an anorexic girl does not affirm her conviction she is overweight but, whilst being non-
judgmental, will make necessary assessments about the underlying causes for the girl’s identification. In other
words, the psychologist will not refer an anorexic girl to a diet clinic to support her identity as grossly fat but will
attempt to help her resolve her underlying unconscious conflicts. It would be reasonable to assume therefore
that the psychologist faced with a girl convinced she is male will not affirm this conviction and place her on a
medical pathway to alter the body to match her belief but will attempt to seek the causes of her body
dysmorphia within the larger context of issues that help shape her inner conviction.

The layperson has been labouring under a complete misconception. The GIDS repudiates the approach
delineated above, labelling it pathologising of children and young people and restrictive of their self-
determining freedom. Conflating sex with gender, and eliding children with “gender dysphoria” with “gender
diverse children and young people”, “trans youth” and “trans and non-binary people”, the GIDS underscores the
concept of “self-iden�fied gender” . It is proud to inform us that a set of principles were initially laid down in
1994 by which the GIDS still abides³: “the unconditional acceptance and respect for young people’s gender
identity”.

The GIDS is not a therapeutic service, but an assessment service. What is assessed by psychologists is the
firmness of the child or young person’s trans identification. The NHS national specifications against which the
service is commissioned prescribes an assessment phase of between 4 and 6 meetings before a child can be
deemed eligible to be referred to the endocrine specialist. Unlike all other areas of psychology, the validity of
the psychology of gender identity development is thought not only to be enhanced by the personal experiences
of the knowledge maker, but that only trans affirmative professionals can construct the knowledge which then
forms the basis of the therapy. The purpose of psychotherapy is not to explore with the young person the
causes of trans, an allegedly naturally occurring phenomenon, but to explore any experiences of conflict with or
distress regarding the young person’s trans identity in the negotiation of the self with others and with culture.
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The severe problems pin-pointed by the CQC will not be solved, as the CQC has suggested, by be�er
organisa�on and record keeping, or even a change in leadership. No amount of “rearranging the furniture”
according to the directives of the CQC will get to the source of the problem. The CQC sees no contradiction in
claiming neutrality in its role of regulating the GIDS, and at the same time paying Stonewall considerable
amounts of money from the public purse to allow it to heavily influence the drafting of its diversity and
inclusion policies which not only effect employment of staff, but its definition of “trans”. It is the knowledge
and politics of transgender, shared with the CQC, which has led inexorably to the terrible demise in which the
GIDS finds itself today.

2. The Postmodern Child

Since 2008, Jay Stewart, the CEO of the lobby group Gendered Intelligence, has had a meteoric rise as “expert”
on “trans children” and has been invested with authority by psychologists to advise them on best practice.
Stewart was “assigned female at birth”, transitioned as a young lesbian in her twenties, and now “lives as a
man”. Stewart’s PhD, awarded in 2013, was not in psychology but in cultural studies. Stewart decries orthodox
psychology as “heteronormative and reinforcing of gender norms”. In contrast, true knowledge of trans has
been formulated by the postmodern philosopher Judith Butler.

Butler (1990)⁴ argues that binary sex categories (being female or male) and binary gender (“femininity” and
“masculinity”) although experienced by us as innate, do not pre-exist their human invention. The sexed body is
gendered from birth, and then binary gender is continuously reproduced by us through our “doing” or
performance. Naturalising binary gender as if “femininity” and “masculinity” arise from biological sex difference
is “biologically essentialist” and thus, in this view, hetero-normative. Since binary gender is forged through
performative action, Butler proposes that subversion of binary gender can occur by queering it, namely playing
with gender expression and presentation in a range of ways that challenge and undermine hetero-normativity.
Transgenderism “should be a matter of choice, an exercise of freedom” (2004, p. 88).⁵ To choose one’s gender is
about “the ability to live and breathe and move and would no doubt belong somewhere in what is called a
philosophy of freedom” (2004, p. 88).

A philosophy of children’s freedom

Stewart applies Butler’s philosophy of freedom to children and young people. Stewart informs that sexing a
child at birth is based on visual, physical signs – on genitalia to be precise – and on no more, and as such adults
can mistake the true “gender identity” of the child. Many children and young people experience non-normative
gender identities that do not correspond with “assigned sex”.

Stewart argues that “trans people expose the norms and power attached to notions of the Real” (2018, p.49). ⁶
“To emphatically instil a bodily reality (whether one is a girl or boy) into self-hood is to insist ‘this is who we are’
with no room for agency”. Setting the parameters for children and young people of what is or is not possible
for them according to biological sex is “disciplinary” and “normative” (2018, p.50). Freedom for children and
young people lies in “dismantling the culturally ascribed power of the biological” (2018, p.51). Since puberty
blockers pause puberty it is “useful for young people to have access to them” (2018, p.51). “It is important that
children and young people … can experiment, change their mind, try out new styles, express themselves”
(2018, p.52). The panic about “irreversible decisions” is a discourse driven by hetero-normative assumptions.
“Many people change their bodies in irreversible ways”, for example “tattoos and “pregnancy”. Young people
can decide for themselves whether they want to take the medical pathway so the “inside” and the “outside”
match, or they can accept the body as it is (2018, p.51). Stewart insists the reason why some adults are
exercised about the decisions children and adolescents make about their bodies is because “there is an
undercurrent in our societal thinking that trans is wrong” (2018, p.52).

Stewart tells us “trans youth are real”: “When we use the word trans we mean it in its very broadest sense and
work hard to ensure that those who identify as, for instance, non-binary, agender or a person with a trans
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history are all included”. In a Gender Intelligence sexual health booklet for adolescents diagrams illustrate the
bodily consequences of hormones and surgery, for example a drawing of a “transman” with beard, body hair
and mastectomy, and a vulva and a drawing of a “transwoman” with breasts, no body hair, and a penis.
Gendered Intelligence is proud that in contrast to traditional sex education which focuses on bodies, “within the
trans community we realize that it is identity that’s more important”: “The fundamental thing … is that your
identity is paramount. A woman is still a woman, even if she enjoys getting blow jobs. A man is still a man, even
if he likes getting penetrated vaginally”

Gendered Intelligence provides children and adolescents with a virtual social space where philosophical ideas
about “queerness” are allegedly translated by Stewart into a format that children can allegedly understand.
Young people can find information that “offers meaning” and which enables them “to be empowered”. This
includes resources to help children transition: information on where to buy clothing/equipment such as breast
binders for girls and genital packers for her trousers so she can appear to have male genitals; and advice on how
to navigate alterna�ves nouns, adjec�ves and pronouns that cover the whole range of gender as a spectrum
(e.g. genderqueer, gender-fluid, agender etc.).

Stewart asks: “Why does the gender binary continue”? It is “absurd, oppressive and dangerous”. Stewart
predicts the old idea of two distinct genders “is (or will be) no longer tenable”. Until the success of trans
campaigning, most psychologists have been resistant to “hearing” the voices of children. But when children and
young people are given a platform, Stewart insists “they are very intelligent when it comes to gender and it is
their insight and experience that should steer services, not vice versa”.

Queering gender, Stewart claims has brought society to “the cusp of a gender revolution”. Gendered
Intelligence’s approach to “trans” children constitutes a paradigm shift, according to Stewart, not only in
knowledge but in politics, and like other paradigm shifts, it is “a revolution, rather than a gentle evolution”.
Stewart proclaims: “It looks like that revolution has started”.

To sum up, Butler’s original analysis of the relationship between sex and gender had some theoretical and
political force. Clearly, as she points out, biological sex difference is immediately invested by culture. For
example, the “pinkification” of the girl now occurs before she has left the womb and “appropriate” clothes and
decorated nurseries await her. But Butler’s ideas have morphed into the following mainstays of the trans
narrative as described by Stewart. Stewart claims binary sex is not empirically observed when a baby is born but
heteronormatively “assigned” i.e., the child doesn’t have an “assigned gender” but an “assigned sex”. On the
other hand, gender identity and trans, in ways which are never explained, somehow pre-exist culture and
power. If a child voices an internal perception of being trans this is now the litmus test of the child’s authentic
self – who she “really is” – and must be given priority by the psychologist over her or his clinical judgement. In
supporting the child to subordinate her biological body to her existential will, she helps dismantle binary
oppositions such as masculinity/femininity and nature/nurture and thus we all become more intelligent about
gender.

3. Judith Butler in the GIDS

Dr Bernadette Wren, until recently the Lead Consultant Clinical Psychologist at the GIDS, provides a clear
explanation for the GIDS’ trans affirmative approach. Her own language is clearly influenced by trans
nomenclature. She describes herself as a “cis-gendered clinician” who has “come to value the postmodern turn
in psychotherapy … in particular Judith Butler” (2014, p 272).⁷ A cis-gendered person is described by Stonewall
as “someone whose gender identity is the same as the sex they were assigned at birth”.

Wren explains that the affirmative approach of the GIDS involves thinking postmodern but practising in the
enlightenment. Postmodern thought deconstructs the “fundamentalist modernist notions that underpin
psychology” and in doing so, exposes “important social, political and ethical issues in psychotherapy” (2014, p.
272). Traditional psychology has aspirations to be classified as a science, and in proclaiming it is objective it is
deployed to “… bolster the usual binaries in mental health: normal/abnormal, straight/perverse, healthy/ sick”
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(2014, p. 282). The relationship between psychologist and client “gives the power of definition and judgement
too readily into the hands of the medical establishment keen to define and regulate gender” (2014, p. 280).

To insist to a young person, for example a female teenager who identifies as male, that she is in fact female
would be to pathologise her or to suggest that in some sense she is misguided or delusional. The masculine
gender identity of an “assigned female” – the biological girl! – might be “a good enough compromise” of “her
needs, historical conditions, and life circumstances”. Wren says that the aim of the psychotherapist is to
“restore dignity to those whose transgender identification feels to them viable, respectable, and worthy of
value” (2014, p. 282).

Puberty blockers as social justice for children

Wren asks: “How do we justify supporting trans youngsters to move towards treatment involving irreversible
physical change when we ascribe to a highly tentative and provisional account of how we come to identify and
live as gendered?” (2020, p. 40).⁸ Although Wren fully acknowledges there is “a relative dearth of empirical
research” to positively support puberty blockers, there are “other issues centrally at stake … issues around
power and rights, autonomy and authority, and responses to suffering – grappled with in our particular
contemporary social context” (2020, p. 41).

The GIDS’ practice doesn’t arise from “narrow ‘clinical’ judgement” but rather from “broader social acceptance
of the challenges brought by new medical technologies, new ideologies of self-determination and new models
of parental responsiveness and love”. We now live in a “permissive culture” where we believe that children and
adolescents can achieve “a measure of authentic self-knowledge” and that “young people – including those
who are gender diverse – may be allowed considerable freedom to make their own mistakes” (2020, p. 41).

Wren describes a mother who lovingly supports her 16 years old “son” (a biological girl) in this “grave step”. The
“boy” is now happy because the “pain and confusion” of “gender feelings” at variance with “the sex assigned …
at birth” has been alleviated. A rosy picture is drawn whereby parents who support their children having
puberty blockers facilitate for their off-spring “the conditions for flourishing and rewarding lives” (2020, p. 41).

Wren insists the predominant issue for the GIDS as “social justice” for the “gender diverse” (2020, p. 42). She
acknowledges that different orders of social justice are pre-figured by those who object to puberty blockers,
and those who support them. Objections to medical intervention could be seen as “socially just” – or they could
be understood, as the GIDS does, as:

… a backlash against the expansion of gender norms and possibilities and the re-pathologisation of young
people's feelings and desires – a regressive step after the decades in which the rights of sex and gender
minorities have been advanced through legislation and social change

The affirmation of the “trans child” is not only spectacularly unintelligent but high on authoritarianism and low
on moral responsibility. Far from dispensing with binaries, the affirmative approach creates a new binary cis/
trans: those girls whose socially ascribed gender roles allegedly fit seamlessly with their biological sex, and
those whose gender identity does not. The sheer audacious flippancy towards the consequences of puberty
blockers on the body and the reduction of concern about irreversible damage as little other than a return to
pathologisation means that any psychologist who does not accept the trans identifying child is trans, or any
worried parent who suspects their daughter might only be temporarily happy because she believes her
psychological issues are solved for ever, are repudiated as bigots.

In conclusion, although the GIDS does not attribute to “trans” a demonstrable foundational Truth, by reifying
young people as “trans” it concretises the “trans child” as objectively existing. The postmodern reversal of the
established meanings of sex and gender is not a human-rights claim that all children should be allowed freedom
of gender expression. On the contrary, it is an epistemological claim i.e., an adolescent girl is not a female
teenager who, for complex reasons that need addressing, identifies as a boy, rather when she asserts that she is
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a boy, “he” is one. Because “trans children” are who they say they are, medical intervention is necessary so that
an adolescent like Keira Bell (who was instrumental in bringing the Judicial Review as we shall see shortly) can
have “his” outer body match “his” inner self.

4. The Politicisation of Children’s Health Care

The World Professional Association for Transgender Health (WPATH) provides unequivocally trans affirmative
information, guidance and continuing professional development for health professionals, including
psychologists at the GIDS. WPATH’s Standards of Care (pp.4-6) distinguish between care for “gender dysphoria”
and “trans”. Gender dysphoria refers to “discomfort or distress” that is caused by “a discrepancy between a
person’s gender identity and that person’s sex assigned at birth”. WPATH insists that only some trans people
experience gender dysphoria at some point in their lives and although “transexual, transgender and gender
non-conforming” individuals can suffer disproportionately from mental health issues this is the result of the
unique stigma and discrimination they face. Trans health care (hormone treatment and surgery) should be
provided by services which “ensure social tolerance, equality, and the full rights of citizenship”.

The insistence that transgenderism isn’t “caused” and that any suggestion to the contrary harms trans patients’
physical and mental health, as well as perpetuating discrimination in society, has now been “baked into”
psychological services. The Memorandum of Understanding (MoU) (2017) is a semi-legal document binding all
practitioners within the counselling profession to comply that “trans” is an objective condition, like same sex
attraction, and to decry alleged conversion therapy as “unethical and harmful and not supported by
evidence”. The British Association for Counselling and Psychotherapy, The British Association for Behavioural
and Cognitive Psychotherapies, The British Psychoanalytic Council, The British Psychological Society, The Royal
College of General Practitioners, and The UK Council for Psychotherapy are just some of its signatories.

Stewart (2018, p.47)⁹ says that psychologists specialising in gender identity development should abandon the
term “gender dysphoria” when working with “children who have trans, fluid or uncertain gender identities”
since it is a “clinical term” which names “a mental health condition”. Stewart prefers the terms “being trans” or
“identifying as trans”. Although “many trans people experience distress” this is largely due to “discrimination”.
The NHS provision can be very variable, and psychologists often convey, even unconsciously, their own
“personal values and attitudes, including prejudicial ones”. Mental health services should have “a good
understanding of trans experiences and implement … trans inclusive practices” (2018, p.48). Psychologists
should “think about working with trans people … in relation to equalities and inclusion issues, not in terms of
‘gender dysphoria’” (Stewart, 2018, p 49).

In claiming that children’s own insights and experiences should steer services, Stewart asks psychologists to
reflect upon political philosophy: “At what point can a person have agency over their own life?” Do other
people know best about who we are? Do doctors know best about who we are? Does the state know best
about who we are?” (Stewart, 2018, p 49). That the child “who is trans” is “‘delusional’ about who they are … is
normativising” (2018, p. 50).

The writer and journalist Jennifer Bilek analyses the conditions for emergence for “trans” in the creation of a
“Transgender Empire” by a great industrial complex of medical technologies and Big Pharma. The Endocrine
Society, which alongside Gendered Intelligence, has also been given leave to appeal, is central to the
superstructure of public and private trans medicine which profits from the medicalisation of healthy bodies. It
makes the shocking unevidenced claim that “considerable scientific evidence” demonstrates that “gender
identity” is “not malleable and subject to external influences” but rather has “a durable biological element” and
that there are no “external forces that genuinely cause individuals to change gender identity”. It asserts that
“pubertal suppression” is “reversible”, and says this is “the conservative treatment approach available to
transgender and gender diverse youth to avoid physical development that might require surgery to reverse
later”. The Society insists endocrinologists are not exploiting children for capital gain but merely providing
“needed medical care for their patients”

In conclusion, WPATH’s distinction between gender dysphoria and trans is the one that GIDS psychologists are
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trained to use. The MoU’s definition of transphobia mirrors that of Stonewall: Transphobia is more than a fear
or hatred of “trans people” but encompasses anyone, including psychologists, who do not unequivocally affirm
a child in his or her trans self-belief. The term “conversion” is misused, referencing the attempt by religious
extremists to convert gay people, or the appalling medical practice in the 20th century of chemical castration.
The fear of being accused of practising trans “conversion therapy” has had profound effect on clinicians at the
GIDS as we shall see shortly. Finally, harm to the body is perpetrated by endocrinologists who disobey a
fundamental medical ethic. They help sterilise physically healthy and phenotypically normal children and young
people that will eventually result in major surgeries such as the removal of breasts, and then later of wombs
and ovaries, on the basis of a child or adolescent’s subjective feelings.

In other words, the NHS and psychological bodies that regard themselves as non-political and upon which
society depends for the safeguarding and well-being of children have taken leave of their senses. They have
been drawn meekly and obligingly through a looking glass world of make-believe, not by Alice but by the
smiling face of Trans Ideology. The result is that far from the promised bright tolerant world of equality and
diversity, symbolised by NHS staff sporting rainbow LGBT lanyards, the children are actually steered into a world
of biological distortion and unresolved psychological pain.

5. The Judicial Review

In the autumn of 2020, a Judicial Review of the GIDS went ahead at London’s High Court. Sue Evans, a
psychotherapist and an ex-Tavistock psychiatric nurse, was instrumental in bringing it. She knew from
experience that raising her deep concerns about affirmation through formal channels would likely be fruitless
since: “its leadership seemed incapable of any kind of institutional self-examination that conflicted with the
established dogma of (1) speedily ‘affirming’ a trans-identified child’s announced identity, and (2)
claiming, without evidence, that puberty blockers are ‘fully reversible’” .

Evans happily renounced her position as a complainant when Keira Bell, a 23 year old woman who is an ex-GIDS
patient, got in contact. Bell describes herself as having been extremely vulnerable when she was referred to
the GIDS at the age of 16, deeply distressed about her sexed body, and desperate to transition from female to
male. She tells how she had a range of underlying familial, emotional and psychological problems left
unaddressed by the GIDS. After only three one-hour-long appointments she was prescribed puberty blockers;
one year later she was prescribed testosterone; three years later, at the age of twenty she underwent a double
mastectomy; last year she decided to stop taking testosterone and says she now accepts that she is female.

Bell describes how her identification as male gradually built up as she found out more about transitioning
online. As she proceeded down the medical route, “one step led to another” and although she now says she
wouldn't have wanted to listen to voices of caution, no one actually challenged her. She was allowed to run
with the unrealisable fantasy that she could actually change sex and that hormone treatment would save her
from suicidal ideation and depression.

The Review was also brought by Mrs A, a parent of an autistic girl on the waiting list for assessment. The review
was granted on the basis of Bell’s and Mrs A’s claim that puberty blockers are unlawful since children cannot, by
reference to Gillick criteria¹⁰, validly give consent to a treatment which is both life-changing and likely to be
irreversible.

• The following evidence was put before the court:

• Most children who have gender dysphoria actually grow out of it. There may be only 10% to 15% whose
dysphoria continues throughout childhood beyond puberty.

• Puberty blockers are off-label (drugs legally ratified but for other medical conditions such as prostate
cancer).

• Hormone blockers have deleterious consequences on the body such as decrease in bone density, restrictions
on growth and so on.

• Nearly 100% of children taking puberty blockers go on to take cross-sex hormones which leads to infertility,
reduced sexual function, and, often for young women, mastectomies
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There are no longitudinal studies to demonstrate the psychological efficacy of hormone treatment or surgery
such as mastectomy since the consequences for these young people as adults are virtually unknown.

The GIDS unevidenced approach exposed!

In 2011, a research project had been undertaken by the GIDS to allegedly finally establish whether or not
puberty blockers are effective in improving psychological health of 12 to 15 year olds. However, a silence had
fallen over the research in the intervening years, and the results were not published. The judges expressed
“surprise” that no results had been provided to the court as evidence despite the fact the research was
complete and only an interim paper had been provided by Dr Polly Carmichael, the current GIDS Director. The
judges expressed further “surprise” at the lack of evidence in the interim paper, including in the following areas:

• In respect of the ages of children treated with puberty blockers between 2011 and 2019, the data has not
been collated for each year.

• In respect of the number or proportion of young people referred by GIDS for puberty blockers who had a
diagnosis of ASD or any other mental health diagnosis, the data had not been collated and there has been a
lack of investigation or analysis.

• The GIDS did not distinguish between the effects of puberty blockers prescribed to younger children
undergoing precocious puberty, and their use for children and young people with gender dysphoria going
through puberty at a normal age. The premature puberty use was the source of almost all the data in
relation to puberty blockers.

• Using standardized psychological measures, “there was no overall improvement in mood or psychological
wellbeing” after puberty blockers.

• In respect of the proportion of those on puberty blockers who progress to cross-sex hormones there is no
data available

Children were not tracked into adult services.

There was a lack of clarity and consistency from the Tavistock about the aim of puberty blockers and how
success could be assessed: there were references to a “pause”, or a time in which a child could think further
reflect. This mirrors their adver�sed claim that: “The blocker allows the young person time to consider their
options and to continue to explore their developing gender identity before making decisions about irreversible
forms of treatment”

There were other references that it would be easier for a child or young person to “pass” in adulthood if
puberty had not occurred, thus revealing the ideological presumption that a child who identifies as trans will
become a trans identifying adult.

The Tavistock’s barrister insisted that even a child as young as 10, if she has mental capacity, can give informed
consent to puberty blockers. At a stage when a child is still squeamish at the mere thought of adult sex, who
has had no adult experience of orgasm, who cannot possibly predict the future and whether she will want
children, was in all seriousness deemed as having capacity to consent to life-changing medical procedures. The
barrister portrayed this as an identity and social justice issue and that to refuse the 10 year old puberty blockers
was to deny her voice, agency and bodily autonomy.

Interestingly, the results of the GIDS research study were released the following day after the court case had
concluded. The most important research outcome is that 43 out of 44 children referred for puberty blockers by
the GIDS continued to cross-sex hormones. Although puberty blockers are promoted by the GIDS as “buying
time” to give the child and the clinicians pause to reflect on the way forward, the sociologist Dr Michael Biggs
points out that since 2006 (if not before) it has been known that in almost every case puberty blockers lead to
cross sex hormones and eventually surgery.

The Review concluded that, due to their experimental nature and the evidence that they are a crucial
steppingstone to cross-sex hormones and eventually surgical interventions, children 16 and under have reduced
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capacity to consent to medical transition and puberty blockers cannot be administered (in most cases) to young
people without application to the court. A child’s consent could not be informed without the ability to weigh up
the consequences in adulthood of the likelihood of loss of fertility, loss of sexual function and enjoyment, and
associated consequences and medical risks.

The conclusion that children cannot give informed consent is diametrically opposed to the views of the
GIDS and Gendered Intelligence. Stewart declares that as “a trans-led organisation”, Gendered Intelligence is
not just “in shock” at the High Court’s decision, “but appalled”: What “trans young people” need is “timely,
robust, and less onerous access to healthcare, not to be patronised and stonewalled by judges who believe they
know better than medical doctors and clinicians [trained in trans issues]”. Without access to hormone blocking
treatment “trans youth” are not going “to become any less trans”, rather they will “simply become disillusioned
with the understanding that the press, the judiciary and the commentariat did not speak up for their right to
autonomy when they could and should have”.

Transgender Trend

Stephanie Davies-Arai, Director of Transgender Trend, an organisation of concerned parents, professionals and
academics who are critical of postmodern gender theory, was given leave to intervene in the Judicial Review on
the issue of: “the recent unprecedented rise in the referral rate of teenage girls and the specific cultural context
within which the most vulnerable young people are now suddenly adopting a transgender identity”.

Davies-Arai stresses that the judgment endorsed many of the concerns of Transgender Trend that the GIDS fails
to ground medical intervention in evidence and objective science. As such it operates “within a core
illogicality”:

… a belief that biological sex is irrelevant to being a boy or being a girl, while providing a service that is
predicated on the existence of, and ability to define, a ‘boy body’ and a ‘girl body’ that children might move
between through medication and subsequent surgery

Davies-Arai submitted to the court that the GIDS colludes in beliefs that depend on the rejection of material
biological facts, giving greater weight to a subjective, self-declared identity. The GIDS operates from within the
same lobby group culture that has influenced the young people being referred. When biological sex is deemed
irrelevant then the future sexual function and fertility of children and young people is also deemed
unimportant, demonstrated by the apparent lack of concern by the GIDS’ barrister about the serious physical
consequences of hormone blockers. Davies-Arai concludes:

“the GIDS is not competent to safeguard the bodily autonomy and integrity of adolescents who arrive at the
clinic fully conditioned in gender theory and eager for the medical interventions they have been told they
need”.

Davies-Arai declares the judicial ruling a damning indictment of clinical practice at the GIDS. The case was
decided on facts and evidence known to the Tavistock, and ultimately on the lack of facts and the weakness of
the evidence in the Tavistock’s defence. The Review consistently used the term “children with gender
dysphoria” not “trans children” with an “assigned sex”. In the absence of trans ideology, “the justification for
hormone blockers fell apart”. It was revealed that “in the real world, there is no justification for serious medical
intervention on children’s healthy bodies”.

Rapid Onset Gender Dysphoria

The Tavistock did not put provide the court with any explanation for the exponential rise of children wanting to
access the GIDS or why there had been a significant change in the patient group over a relatively short period of
time: since 2011 the split between girls and boys was roughly 50/50 but by 2019 the sex ratio had changed so
that 76 per cent of referrals were females.
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When pressed to give an explanation as to why there has been this significant demographic change in “more
people who were assigned female at birth” – girls! – the GIDS has generally offered a clinical explanation,
namely it is wai�ng future insights from “the evidence bases” of robust research! Yet, as we have seen, it is
blinkered to scientific evidence that might undermine its ideological position, including its own data!

Professor Lisa Littman analysed a phenomenon she describes as Rapid Onset Gender Dysphoria (ROGD)
whereby the onset of trans identification generally happens when girls, who have had no previous body
dysmorphia, reach puberty. The GIDS repudiates such a phenomenon exists. Without irony, and as always
when there is any challenge to the affirmation model, the GIDS calls upon the very science postmodern thought
castigates. It describes “rapid onset gender dysphoria” “as a descriptive term and not a recognised diagnosis”.
It claims that it is “both premature and inappropriate to employ official-sounding labels that lead clinicians … to
form absolute conclusions about adolescent gender identity development”: “Alarmist descriptions of social
“contagion” can contribute to the stigma and isolation around gender-diverse young people”.

The GIDS continuously refuses to “look at itself in the mirror” since it would confront the corner into which it
has boxed itself: The dogged commitment to “thinking postmodern” but attempting to practice “science” are
incompatible: Sex, unlike gender, is a not “assigned” but is a biological fact; Science cannot be applied to a
phenomenon for which there is no scientific test, when clinical diagnosis is not provided by the psychologist but
based on the child’s self-report and when it is carried out on the basis of an activist social justice agenda.

The dismissal of gender as produced and experienced in a social context prevents the GIDS from recognising the
specific experiences and pressures faced by female adolescents on the basis of their biological sex as compared
to males. To concede a familial, psychological or sociological context to the rapid onset of “trans” identification
would be to undermine the very foundations on which the affirmation model was built 30 years ago and on
which postmodern thinking and trans dogmatism have continued to build. The social justice model of “diversity
and inclusion” to which the GIDS tenaciously clings, actually excludes social justice for the majority of its client
group. The GIDS response to the exponential rise of children wanting to access their services, and that the
majority of those are female, has been woeful to the point of medical negligence.

The Gender Critical Approach: Sanity Reigns!

Bernadette Wren actively repudiates the gender critical approach taken by Transgender Trend as belonging to
the same modernist paradigm which in her view exercises heteronormative “regulatory power” over children!
(Wren, 2014, p. 273).¹¹

Wren argues, rightly, that gender identity critics view adolescent girls’ desire to “‘fix’ gender” (through
hormonal and surgical techniques) as “a perpetuation of sexist norms” (2014, p. 281). Postmodern thought, in
contrast, views “male/female and hetero/homosexual binaries” as socially constructed “foundational meta-
narratives” (2014, p. 273). She endorses the transactivist charge that when feminists critique gender identity
theory they are “biological essentialists” a slur that originated in the academy in the late 1980s and the 1990s
with the ascendency of Judith Butler’s postmodern feminism. She erroneously charges gender critical feminists
with a belief in “‘inborn’ masculinity or femininity” when the reverse is true (2014, p. 273).

As early as 2017, two concerned gender critical GIDS psychologists had spoken anonymously to the media for
fear their jobs would be threatened or they would be accused of transphobia or practising conversion therapy.
They argue that the affirmative approach is letting down the young people who present at the GIDS who suffer
profound, complex confusion and turmoil but who are being collapsed into “a one size fits all concrete
explanation”: What they are really thinking in the consulting room, but can’t say to parents or children, is that

The children are caught in a terrible moment of social contagion, ensnared in a toxic storm of psychological
and emotional distress meeting homophobia, sexism, misogyny against the backdrop of the most appalling
“bad science”. There is no such thing as a male or female brain and you cannot be “born into the wrong
body”
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By 2020, Drs Anna Hutchinson and Melissa Midgen, experienced clinicians who have recently worked at the
GIDS, argue that the teenage girls they saw suffered a constellation of psychological, familial and social
problems such as child sexual abuse, bullying, low self-esteem, rigid stereotypes of femininity, shame about
being same-sex attracted and autism. Their mental health issues are far less the result of the stigma and unique
prejudice at their gender non-conformity, which WPATH teaches psychologists on its professional development
courses, but rather the somatisation of their multiple problems. The GIDS’ negligent approach to the causes of
their identification as male is tantamount to further abuse.

The Judicial Review was therefore an indictment just waiting to happen. Davies-Arai points to the fact Bell

… was a 16 year-old girl, struggling with mental health issues, unable to fit into the feminine stereotype
expected of her and feeling this is her fault, there’s something wrong with her – an increasingly common
feeling among adolescent girls in today’s Instagram world of impossible ideals of female perfection.

The terrible irony, Davies-Arai says, is that the GIDS exposed Bell to the same sexist stereotypes that had caused
her to seek their help, affirming her in her feeling that the fault lay with her: “Affirmation of her wrongness,
affirmation that her failure to live up to those stereotypes means she is not a girl, affirmation that her
insecurities are well-founded”.

Davies-Arai says the most damning evidence of the GIDS’ complacency about bodies and biological sex is the
fact it offers “troubled adolescents no alternative therapeutic treatment pathway”. Far from being a last resort
(which the GIDS constantly claims) “blockers and hormones are the only treatment for children with complex
histories and mental health conditions”. She continues: “This is the result of a service that operates on the basis
of ideology in place of clinical standards”.

The “trans child” does not exist! The GIDS incites trans identity in the act of affirming it, an incitement
compounded by Gendered Intelligence. This lobby group translates queer ideas into a format that rouses the
rebellious spirit of the teenager and provides a sense of solidarity in disaffection through clubs and holidays.
Furthermore, social media is awash with the narrative that it is possible for girls to shed their bodies to become
male. Social media “influencers” promote being a “transboy” as a truly authentic identity and solution to the
discomfort girls feel about their developing bodies in a highly sexualized culture. They have no other lens
through which to refract their turmoil, in particular the gender critical lens is demonised on social media
platforms whilst adopting a trans identity is glamorised and now has a certain cultural cache. Lastly, Big Pharma
and medical technologies do more than facilitate children’s identity projects, as Bernadette Wren so naively
suggests, but incite trans identity for profit.

Young girls with rapid onset of male identity at puberty who, like Bell, are unhappy, confused, and vulnerable do
exist! The obvious intelligent solution to what Wren describes as “the oppression inherent in all gender roles”
or Stewart calls “the absurd, dangerous and oppressive gender binary” would be to recognise biological sex and
work therapeutically with distressed girls and boys against the idea of inherent gender rather than promote it!
Far from rejecting biological essentialism, the affirmation of their gender identity endorses it, mirroring almost
exactly the traditional heteronormative social structure that defines “masculinity” and “femininity” as pre-
social and somehow interior like a “soul”.

7. Conclusion: The Court of Appeal

Many religious qualities now attend the “trans child”: The High Priestess, Judith Butler, and Stonewall provide
the Creed; The GIDS provides the catechism; Endocrinologists facilitate the rites of passage; Children are
supplicants whose true “soul” can be realised by renouncing their biologically sexed bodies – “suffer little
children to come unto me”; The faithful are protected against charges of heresy; Apostates (concerned parents,
carers, GPs, academics, teachers, psychologists, endocrinologists, social workers, lawyers) are vilified.

The Tavistock GIDS, Gendered Intelligence and the Endocrine Society will metaphorically walk Stonewall, Judith
Butler and quasi-science through the door of the Court of Appeal. Whatever the outcome, I hope that the NHS
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will eventually be held to account and that medically transitioning children will be abandoned as a wholly
morally unacceptable practice. Perhaps, as with recent child abuse scandals, professionals associated with
affirming the “trans child” will quietly slink away and even disavow they witnessed or even bullied gender
critical colleagues for speaking the truth: Biological sex is real; The culture is sexist and sexualizing; In the act of
transing children (girls and boys), children’s rights to bodily integrity and to freedom from gender norms are
abused in the very name of upholding them.

I end with words of the GIDS’ psychologists who wrote anonymously to The Guardian two years ago in the
attempt to flag up the reality of what was happening to children at the GIDS, but whose letter, unsurprisingly,
was never published: “We have truly wandered through the looking glass with our eyes closed and opened
them only to see the Emperor’s new clothes”.

¹ For a fuller discussion of the implication for women as well as children of Stonewall’s definition of trans see:
Brunskell-Evans, H. (2020) Transgender Body Poli�cs. Spinifex Press: Australia.
² I record the history of the ‘making of the transgender child’ more fully in: Brunskell-Evans, H. ‘The Medico-
Legal ‘Making’ of ‘The Transgender Child’’, Medical Law Review, Volume 27, Issue 4, Autumn 2019, pp. 640–657.

³ In line with the ascendency of postmodern theory and the anti-psychiatry movement popular at the time, the
founder and Director of the GIDS, Domenico Di Ceglie rejected the Tavistock’s psychoanalytic or psycho-
dynamic approach to transsexuality in the 1980s (the term then used since the transgenderism had not yet
been invented) which sought its cause.
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¹⁰ The current legal position which the judges had to take into account is a presumption that children 16 and
under, if ‘Gillick competent’, can consent to medical treatment. This term originated from a legal precedent in
English case law and means the child is considered mature enough and sufficiently cognitively developed to
give informed consent to the procedure in question.

¹¹ Wren, B. (2014) ibid
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No child is born in the wrong body


