
Deborah Cohen: ‘Why do you think there has 
been a big rise in the number of young people 
referred in the last five years?’ 

Elizabeth van Horn: ‘Well I suppose the honest 
answer is that no one actually knows yet’. 
(File on Four: Going Back: The people reversing their gender transition.  
26th November 2019)

‘We have to look at it through other kinds of 
lenses, which can be very widely disputed’ 
(Bernadette Wren, November 2017)

‘It is also important to keep curiosity about gender 
identity live’ 
(Polly Carmichael, July 2019)

We are curious too and have some 
questions for the Tavistock.

Some questions for the 
NHS, Tavistock and GIDS
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Questioning the impartiality of Tavistock clinicians

�How can Dr Sarah Davidson operate neutrally when she was previously on the 
team at Gendered Intelligence and continues to promote them publicly?

Sarah Davidson 
appears as 
a Gendered 
Intelligence team 
member on their 
website February 
2017

Sarah Davidson interview 
with ‘The Psychologist’ 
magazine  2019.
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Questioning the impartiality of Tavistock clinicians

Might some clinicians have strong partisan opinions in relation to gender?  
Are these clinicians or activists?

Stuart Lorimer, Consultant Psychiatrist at Tavistock GIC

‘This young patient 
 has a tattoo of Stuart 
Lorimer’s GenderCare business 
card. Is fandom dangerous 
when young people are 
making irreversible medical 
decisions?’

In March 2019 the 
Tavistock board agreed an 
action plan in response 
to a review carried out 
to explore the concerns 
raised by members of 
staff.

Stuart Lorimer marching alongside 
Mermaids at London Pride, 2019
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Slide from the 
2019 presidential 
address by James 
Barrett, president 
of the British 
Association of 
Gender Idenity 
Specialists and 
Lead Clinician at 
Tavistock GIC. 
Barrett’s speech 
called for gender 
clinicians to 
conceal activism 
behind a facade 
of professional 
neutrality.

Jonny Coxon, Clinical Assistant (Endocrinology) Tavistock GIC

Christina Richards, Lead Consultant 
Psychologist, Tavistock GIC

James Barrett,  
Lead Clinician, Tavistock GIC
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Young people crowdfund to pay for their 
expensive  GenderCare appointments. The 
appointments cost approx £300 per hour. 
1 hour appointments usually lead to a 
hormone prescription.

Stuart Lorimer, Jonny Coxon and Christina 
Richards have all worked at GenderCare.

Stuart Lorimer on setting up 
his private practice

Can NHS gender services maintain appropriate standards when clinicians work 
at private clinic GenderCare?
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The Samaritans advise against 
attributing suicide to any one 
particular cause.

Lesbians who protested at Pride 
are wrongly compared to US 
religious conservatives.

There are plenty of GenderCare 
appointment testimonies on 
YouTube

More on GenderCare...
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Why does the Trust engage with Mermaids and Gendered Intelligence but not 
those of opposing views? 

What systems has GIDS put in place to minimise 
the impact of external gender activity?

Users of the service are people with gender dysphoria 
and other forms of distress and the relevant patient 
group or community is not just the trans community or 
trans support groups but includes autism groups, parent 
support groups, those with many different mental health 
conditions, detransitioners and desisters.
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From a Tavistock GIDS proposal for research funds.

GIDS assessment pathway

From an open letter 
to Polly Carmichael by 
ex-GIDS clinician Kirsty 
Entwistle

Where is the evidence base for medical 
intervention on children?

Elsewhere in psychology/psychiatry, everyone is clear that ‘thoughts and feelings 
aren’t fact’ yet with gender dysphoria they are treated as if they were. Why?

“ Given paucity of evidence, the off-label use of drugs [...] in gender dysphoria treatment largely means an 
unregulated live experiment on children”  
Carl Heneghan, director of the Centre of Evidence-Based medicine at Oxford University

What is the sound scientific methodology that underpins intervention? Why 
aren’t the usual  evidence-based approaches to identify and treat body related 
distress not employed in your clinic? (E.g. DBT, ACT, CBT)
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How can in-depth assessments be achieved within 3-6 sessions and when 
alternative diagnoses are not given?
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Why do you seem more afraid of children becoming suicidal for want of treatment 
than them becoming suicidal because of the treatment? 

Study Results From: Suicide by trans-identified children in 
England and Wales.

By Michael Biggs, Dept of Sociology, 
University of Oxford
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What might be the outcome of applying an affirmative approach to children when 
we know it won’t work for some of them?

Should WPATH be considered the best guide of clinical practice when over 80% of 
their members may have a conflict of interest?
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Why, when it was obvious that the patient demographic was changing, didn’t you 
stop undertaking significant medical intervention?

Why are you using research conducted on natal males to legitimise current 
treatment on natal females?

Why are the research findings from the Dutch team being used to justify current 
clinical practice in the UK - when the UK is not using the same inclusion criteria? 
And when Polly Carmichael in 2016 said that “Our results have been different to 
the Dutch.”

Why haven’t you followed up your patients, given the hugely significant iand 
exceptional treatment that they have received?

Why have you not commissioned multi-disciplinary research into possible causes 
of the rise in referrals?



Will you be responding to 
the essays in ‘Inventing 
Transgender Children 
and Young People’? 
They were written by 
clinicians, psychologists, 
sociologists, 
educators, parents 
and de‑transitioners. 
(Chapter 12 explores 
the transmission of 
transition via YouTube, 
for example).
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Are the Tavistock investigating what role social media (YouTube FTM videos, 
Tumblr etc) plays in transgender identification?
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Why are there no ASD ( autism spectrum disorder) specialists in your team?

How many assessments can a child ( first referred at 15) expect to receive?  
(given your current waiting lists for first appointment). Does this cohort 
predominantly end up in the hands of private clinics/ adult assessment services?
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From a GIDS internal report

Informed Consent Issues
Why can a child understand enough to consent to medically transitioning, thus 
impacting their future sex lives, when as a society we do not see them as able to 
consent to having sex?

Why do nearly 100% of children on blockers persist and continue nto cross-sex 
hormones when persistence of those who are not blocked are never that huge?
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Why do you provide fewer clinical sessions to children once they start on puberty 
blockers despite the idea that blockers provide room for more exploration?

What steps have you taken to comply with the Montgomery informed consent 
ruling in 2015?

This slide by Aydin Olson-Kennedy 
(transman and US gender clinician) 
reports that, even with medical 
interventions, gender dysphoria is a 
lifelong issue. Are children told this 
before medical intervention?

Chu and Harsin Drager 2019
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Staff / Training Issues

Why are you not training your staff in LGB issues when there is a strong link 
between gender non-conformity and sexual orientation?
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From a GIDS internal report

From a GIDS internal report

Why, when your staff expressed concern, did you criticise your own staff?  
How do you support those within GIDS who raise concerns?
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What services are planned for detransitioners?


